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Stigma affects how we see and 
treat people living with mental 
health and/or substance use 
(MHSU) problems or illnesses. 
When it becomes embedded 
throughout the health-care 
system, it creates real barriers 
and harms for people trying  
to access quality care.

But change is possible once 
we commit to dismantling 
such MHSU-related structural 
stigma and rebuilding our 
structures and systems to 
ensure equitable, effective, 
and quality care for all.
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W H A T  I S  

MHSU-related 
structural stigma?
Stigma refers to the negative attitudes and prejudices that cause people with mental 
health and/or substance use (MHSU) problems or illnesses to be labelled, stereotyped, 
and feared. When that stigma shapes and is reinforced by an organization’s rules, policies, 
and procedures — whether formally or informally, knowingly, or unknowingly — it 
becomes structural stigma.

There are four types of MHSU-related 
stigma, which all create barriers to 
prevention, treatment, and recovery for 
people with lived and living experience 
(PWLLE) of MHSU problems or illnesses:
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Individual stigma occurs when someone internalizes the negative 
messages about people living with MHSU problems or illnesses and applies 
them to themselves. It can include shame and feeling less worthy as well as  
a fear of seeking help.

Interpersonal stigma refers to negative attitudes or behaviours 
toward people living with MHSU problems or illnesses (or toward their 
friends and family). It can include endorsing negative stereotypes or  
prejudicial ideas and speaking or acting in discriminatory ways.

Structural stigma encompasses the organizational and societal rules, 
policies, procedures, laws, and cultural norms that increase stigma and raise 
barriers for people seeking to access the help they need. It can affect mul-
tiple aspects of everyday life; people living with MHSU problems or illnesses 
often face arbitrary restrictions related to health care, employment, housing, 
education, participation in public and civic activities, travel, immigration, 
reproductive rights, parenting, and more.

Intersectional stigma1 happens when the stigma related to MHSU 
problems or illnesses overlaps with other forms of inequity, discrimination, 
and/or oppression (e.g., racism, transphobia, sexism, colonization, classism, 
and ableism). These multiple forms of inequity can sometimes be compounded 
by the health conditions of people living with MHSU problems or illnesses and 
their experiences in the health-care system.

1 The term intersectionality was coined in 1989 by Kimberlé Williams Crenshaw in the paper “Demarginalizing the 
Intersection of Race and Sex: A Black Feminist Critique of Antidiscrimination Doctrine, Feminist Theory and Antiracist 
Politics” to conceptualize a person, group, or social problem as affected by a number of discriminations and disadvantages.

https://chicagounbound.uchicago.edu/cgi/viewcontent.cgi?article=1052&context=uclf
https://chicagounbound.uchicago.edu/cgi/viewcontent.cgi?article=1052&context=uclf
https://chicagounbound.uchicago.edu/cgi/viewcontent.cgi?article=1052&context=uclf
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What does MHSU-related structural stigma  
look like in health care?
Structural stigma in health care happens when laws, policies, and systems of care embed  
negative beliefs, biases, and prejudices about people living with MHSU problems or illnesses  
in policy and practice. As stereotypes and discrimination become enshrined in different systems  
(e.g., governance, training, service delivery), health-care organizations can both deliberately and 
inadvertently create, maintain, and perpetuate a range of social and systemic inequities for  
such people, including their ability to access and receive quality care.

MHSU-related structural stigma can manifest in the health-care system in many ways. In some 
cases, MHSU services may be devalued, deprioritized, underfunded, and “othered” compared  
with physical health services. In other cases, policies are put in place that lead to discriminatory  
outcomes for people living with MHSU problems or illnesses, which can include:

 • lack of treatment for individuals with MHSU problems or illnesses, or their symptoms  
are undertreated or ignored

 • excessive wait times compared to physical health issues

 • diagnostic overshadowing (i.e., attributing a person’s symptoms to a psychiatric problem  
when they may actually suggest a co-existing physical health condition)

 • insufficient staff/resource allocation to MHSU-related care

 • physical space for MHSU patients that is of lower quality or standard than the spaces  
offered in other care areas

 • suspicion, over-monitoring, and hypervigilance of security professionals, leading to frequent 
room searches and accusations of theft (especially among Indigenous, immigrants, refugees, 
and racialized people)

 • use of visible identifiers intended to flag individuals for violence risk (e.g., arm or wrist bands) 
but unintentionally stigmatize

 • little or no research into effective MHSU-related care and treatment, resulting in  
care practices that are outdated or not evidence-based, or do not incorporate the latest  
best practices.
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SPOTLIGHT

How a lack of funding for research affects  
care for stigmatized populations
When a population is stigmatized, there is usually  
a lack of research in an organization to find more effective  
care methods for that population. As a result, out-of-date  
practices flourish, causing harm to service users. For 

example, asylum-like care practices remained in place for the most stigmatized populations  
for decades after evidence showed that many of these practices were not helpful.

When care models become outdated, it is alsoa clear indicator that the needs of that population 
are not a top priority. Any issues or challenges faced by that population typically “fly under 
the radar” and are allowed to continue. Because patients are often unable to advocate for 
themselves — and family members who can advocate for them are frequently excluded from the 
engagement process — their voices never get heard. In addition, many stigmatized populations 
do not have powerful societal voices advocating for them, such as foundations or major  
corporations. As a result, they do not receive the latest evidence-informed care.

SPOTLIGHT

How structural stigma affects the  
physical environment
For many stigmatized populations, the physical environments they 
receive care in are often of a lower standard than those of other 
health services. For example, service delivery might take place  
in old, rundown facilities where regular maintenance does not occur 

(even for something as simple as repainting the walls every so often). Or else, an organization may 
continue to use decades-old seclusion rooms that were never upgraded, despite many updates  
in building materials and design standards that would help reduce patient safety concerns.

It can also mean that patients are cared for in environments that exacerbate their symptoms.  
Consider a patient with severe autism who is admitted to a psychiatric ward that is painted  
in loud colours with bright fluorescent lights and has no privacy or noise control. Or consider 
mental health programs located in buildings or floors previously used by physical health servi-
ces, meaning they were not designed or equipped with mental health problems or illnesses in 
mind and may potentially affect patient health and safety.
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SPOTLIGHT

How structural stigma affects  
the culture of care
When stigma becomes embedded in health-care systems and 
administrative processes, it can leave people feeling helpless and 
their voices unheard. Consider the case of Céline, a 17-year-old 
woman who arrived at the emergency department with her  

parents, exhibiting symptoms of mania. To protect her safety, she was admitted as a patient  
under an involuntary admission order yet, because of a shortage of mental health beds, remained  
in the emergency department for nine days. During that time, Céline was kept in a locked room  
she could not leave. She was not allowed to go outside for fresh air and had to ask permission  
to go to the washroom — and she had to be escorted by a protective services worker every time.

Her parents, distraught and desperate to rectify the situation, asked to take their daughter home 
to care for her and seek help from community-based resources. However, they were told this 
was not possible because the appeal process to reverse an involuntary admission order would 
take at least five days. There was no immediate mechanism for improving the care provided to 
Céline. The entire family felt victimized by the system that was supposed to be helping them.

Want to learn more?
For more information about MHSU-related structural stigma, register for the Mental Health 
Commission of Canada’s (MHCC’s) Mental Health Structural Stigma in Healthcare e-learning 
course. This free training will help you identify structural stigma in your organization and  
understand how it contributes to inequity and poorer health outcomes.

In addition, the MHCC library of structural stigma resources at  
the end of this guide provides links to personal stories of people  
who have experienced MHSU-related structural stigma, MHCC  
research on the extent of the problem in health-care settings,  
frameworks for assessing and measuring the severity of it in  
health-care organizations, and more. You will find videos, reports,  
presentations, fact sheets, webinars, online training, and other  
useful tools and resources to help you better understand  
structural stigma and how to dismantle it.

https://chalearning.ca/programs-and-courses/structural-stigma-training-for-health-care-leaders/?utm_source=mhcc_website&utm_medium=link&utm_campaign=mhcc_support&utm_content=eng_stigma
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A B O U T  

this guide
MHSU-related structural stigma is present throughout Canada’s health-care systems. 
Real change can begin only once it is recognized and acknowledged.

The goal of this guide is to share knowledge about the key features of structural change and  
strategies and the considerations for making it happen — and to provide guidance to those  
interested in reducing MHSU-related structural stigma in their organizations.

Drawing on real-world insights from organizations across the country, this guide provides  
practical tips, advice, tools, and resources on 11 components of structural change, from establishing 
and communicating a vision for change to measuring and monitoring progress over time. These 
components are grouped into three overarching categories or parts:

Part 1

Context
How to understand the problem 

and get started with change

Part 2

Success factors
The foundational enablers of 

any change initiative

Part 3

Sustainability
How to arrive at and maintain 

the desired outcomes

These three categories (and the components of change that fall under them)  
make up the core sections and subsections of this guide .
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Who can use this guide
Addressing stigma is top of mind for many organizations in Canada’s health-care sector. Some 
might think they fully understand MHSU-related structural stigma and how to address it, but 
that’s not necessarily the case. The principles and recommendations outlined in this guide can be 
used by any organization, institution, or agency — of any size and in any jurisdiction across the 
country — to look at themselves more critically and challenge their existing practices and policies 
that may be perpetuating structural stigma. The guide is meant for individuals at any level in a 
health-care organization who can influence, advocate for, or lead efforts to reduce MHSU-related 
structural stigma. These individuals may include:

 • leaders and administrators who can influence changes to the way care is provided to  
people living with MHSU problems or illnesses (e.g., executives, board members, directors, 
managers, quality improvement leads, professional practice leads, policy advisors/analysts)

 • health-care providers, allied health professionals, health-care workers, personal care,  
and clerical support workers in health services seeking to improve quality of care for people 
living with MHSU problems or illnesses (e.g., physicians, nurses, pharmacists, psychologists, 
social workers)

 • any other people interested in addressing MHSU-related structural stigma in health care  
(e.g., people with lived experience, members of family/patient representative committees).

Every person in an organization should be aware of structural stigma and be able to assess for  
it. However, while some elements of change can be enacted by people in direct service roles,  
systemic change requires buy-in and support from an organization’s leaders. As such, it is ultim-
ately up to the senior leaders and decision makers — the people who have the power to truly 
effect change — to come together to implement the recommendations outlined in this guide.
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How to use this guide
This guide provides general principles based on how other organizations have worked to dismantle 
MHSU-related structural stigma in health care. It does not prescribe a single specific pathway to 
implementing and realizing transformative change. Take inspiration from what others have done 
and the resources they have used, then carefully determine how their approaches could be applied 
or adapted to your organization’s specific context and situation.

Ideally, you will read this document from beginning to end, incorporating aspects of all  
11 components of structural change into your organization’s change initiative . However, if  
you want to start small or are looking for guidance on a particular topic, you can choose to  
focus on just one or more components as you work to dismantle MHSU-related structural  
stigma . Keep in mind that change won’t happen overnight . So don’t feel discouraged if you  
can’t tackle all 11 components of structural change at the same time .

NOTE: Transformative change is a team effort. When “you” or “your” is used in this guide, 
it refers broadly to your organization as a whole and/or the people involved in the change 
initiative, rather than to you personally.



14 DISMANTLING STRUCTURAL STIGMA IN HEALTH CARE About this guide 14 DISMANTLING STRUCTURAL STIGMA IN HEALTH CARE 

Important terminology
You will see the following words and phrases used throughout this guide.

Ableism: Discrimination and social prejudice against people with disabilities and/or people  
who perceive themselves as being disabled.

Clients: Individuals living with mental health problems or illnesses and/or substance use  
concerns. This term may not be the one primarily used in all parts of the health-care system,  
with patient and service user also commonly used.

Co-design: A process that involves multiple stakeholders (internal and external) in planning  
to improve systems and services. It is a participatory, reflective, and adaptive process centering  
on participants as design partners, giving a voice to those who are often excluded.

Culturally appropriate engagement: The process of not only respecting other cultures but also 
being able to truly understand, communicate with, and interact with people who have diverse 
beliefs, attitudes, values, and behaviours. This includes conducting meetings and discussions in 
a way that doesn’t make people from different backgrounds uncomfortable or feel left out — for 
example, by respecting cultural practices when planning the structure and format of meetings, 
such as including Indigenous sharing circles and smudging ceremonies.

Cultural safety: The process of making spaces, services, and organizations safer and more equitable 
for people who are marginalized, oppressed, and/or underserved because of their identities.

Intersectionality: The interconnected nature of social categorizations such as race, class, disability, 
sexual orientation, and gender identity as they apply to a given individual or group. Intersectional 
identities create overlapping and interdependent systems of discrimination or disadvantage.

Just culture: A philosophy that supports an environment where everyone feels safe, encouraged, 
and enabled to discuss quality and safety issues, with reporting and learning as key elements. 
Reporting is conducted in a psychologically safe environment where there is demonstrated 
respect and support for the individual, with a “no blame” approach that focuses on exploring  
what went wrong rather than who caused the problem.
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Marginalization: A social process by which individuals or groups are intentionally  
or unintentionally distanced from access to power and resources.

MHSU: Mental health and/or substance use. In this guide, MHSU problems or illnesses  
refers to mental health problems or illnesses and/or substance use concerns.

People-centred care: Care that is focused on and organized around the health needs and expectations 
of people and communities rather than on diseases. People-centred care extends this concept 
to individuals, families, communities, and society.

Psychologically safe and brave space: A supportive, non-threatening environment where all 
participants can feel comfortable to express themselves and share experiences without fear  
of discrimination or reprisal. Creating these spaces is especially important when dealing with 
MHSU problems or illnesses, which can be a sensitive area for people and involve deeply  
personal or traumatic experiences.

PWLLE of MHSU problems or illnesses: People with lived or living experience of mental health 
problems or illnesses and/or substance use concerns.

Tokenism: The practice of making only a symbolic effort to engage with marginalized communities 
or clients, especially with respect to hiring and recruitment. It gives the appearance of diversity  
and inclusion, but all the power continues to be held by those in the dominant group.
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How this guide was developed
Since the inception of the Mental Health Commission of Canada (MHCC), stigma reduction has 
been central to the organization’s mandate. This guide is the result of a highly collaborative  
process with health leaders across Canada, involving more than two years of research, interviews 
(in group settings and one to one), and facilitated participatory workshops to identify and analyze 
real-world strategies for successfully overcoming MHSU-related structural stigma in Canada’s 
health-care system.
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Identifying the champions and changemakers

In 2019, the MHCC launched a multi-year project to better understand the problem of MHSU-related 
structural stigma in health-care contexts. Its overarching objective was to identify gaps and 
reduce stigma at the policy, practice, and system levels and also in the organizational culture 
of health care itself.

In August 2020, the MHCC issued a public call for expressions of interest to identify examples of 
innovative models of care, quality improvement initiatives, interventions, programs, policies, or 
practices related to reducing structural stigma. Specifically, it was looking for those that showed 
promise in improving access to and the quality of care for PWLLE of MHSU problems or illnesses.

Of the 62 submissions received, the following six were selected:

1 Addiction Recovery  
and Community  
Health (ARCH)

An Alberta Health Services program that 
tackles structural stigma by providing 
a patient-centred, trauma-informed, 
recovery-oriented model of care for people 
with substance use problems in a hospital 
setting. It offers services such as peer support,  
ID procurement, an in-hospital supervised 
consumption service, withdrawal and pain 
management, addiction counselling, an 
outpatient transitional clinic, and treatment 
and referral services.

2 Health  
Justice 

It’s a non-profit human rights organization 
whose mandate is to research, educate, and 
advocate to improve the laws and policies that 
govern coercive health care in British Columbia.

3 Biigajiiskaan:  
Indigenous Pathways  
to Mental Wellness

A partnership between Atlohsa Family Healing 
Services and St. Joseph’s Health Care London 
that provides culturally safe, specialized care 
for Indigenous people with serious mental 
illness, addictions, and concurrent disorders by 
combining traditional healing medicine, care 
guided by Indigenous Elders, and ceremony 
with hospital-based health-care practices and 
psychiatric treatment in a hospital setting.

4 The Canadian Resident  
Matching Service  
(CaRMS) Service User  
Committee initiative

An initiative which gave a defined role to PWLLE 
of MHSU problems or illnesses in recruiting 
and selecting candidates for psychiatry post-
graduate training at the University of Toronto 
between 2017 and 2021.
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5 Centering Madness  
Course: Building Capacities  
for Community Engagement

A mandatory, embedded, and graded  
educational module for first-year University 
of Toronto psychiatry residents, introduced 
in 2017. The course applies a critical lens 
informed by disability, equity, and social justice 
to the dominant understandings of mental 
health. It is designed and delivered by service 
users through the Empowerment Council (a 
patient education and advocacy group funded 
by the Centre for Addiction and Mental Health).

6 The Adult Neurodevelopmental  
Stabilization Unit (ANSU)  
Dual Diagnosis Program

An initiative in which a nine-bed unit at a Nova 
Scotia hospital (which provides in-patient care 
and community transition support to patients 
living with a dual diagnosis of intellectual dis-
ability and mental illness) underwent a wholesale 
transformation of its model of care — moving 
from a primarily custodial approach to one that 
prioritizes recovery-oriented principles and 
positive behaviour support.

To gain a more thorough understanding of each initiative, the MHCC conducted online interviews 
with each program lead and/or team, as well as with other stakeholders who were identified 
during those initial interviews (e.g., program participants, organizational leadership, members  
of governance boards or advisory committees, others involved in program design or delivery).

The results of that research informed Champions and Changemakers, a 2021 report on the six 
organizations and the lessons learned from their experiences engaging in disruptive change.

https://mentalhealthcommission.ca/resource/champions-and-changemakers-real-world-examples-of-approaches-that-address-mental-illness-and-substance-use-related-structural-stigma-in-canadas-health-care-system/
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Building a model for change

In May 2022, the MHCC hosted a two-day virtual workshop with representatives from the  
six champion and changemaker organizations to identify barriers, facilitators, and promising 
practices for reducing structural stigma in health-care organizations.

Central to these sessions was research conducted by Dr. Javeed Sukhera and Dr. Stephanie Knaak. 
They used a realist review methodology, which can be employed to understand how different 
interventions work in different contexts (and why) to determine what works, for whom, and under 
what circumstances. In this case, they categorized the contexts, mechanisms, and outcomes 
related to reducing MHSU-related structural stigma at play in each of the champion and  
changemaker organizations as well as their commonalities. This process helped foster a deeper  
understanding of how, why, and in which settings interventions to address MHSU-related  
structural stigma may achieve their intended outcomes.

Emerging from this research was an 11-component theory of change model that offers the 
foundational steps to effecting real change: the critical importance of building trust, redefining 
power in relationships, and tracking outcomes; and the keys to sustaining change over time. 
During the workshops, participants shared their thoughts on the barriers and facilitators for  
each component; this feedback informed the development of this guide.

https://www.sciencedirect.com/science/article/pii/S2666560322001104
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A final set of interviews was conducted in late 2022 and early 2023, where the champion and 
changemaker organizations were asked to dig deeper into how each of them approached specific 
components of the theory of change model, including the practical steps they took to dismantle 
structural stigma and the outcomes they achieved.

As described earlier, for the purposes of this guide, the theory of change model has been divided 
into three distinct sections — context, success factors, and sustainability — to help organizations 
across Canada’s health-care sector understand and act on it.
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K E Y  P R I N C I P L E S  

for reducing  
MHSU-related 
structural stigma
Organizations should strive to apply the following lessons, insights, approaches,  
and strategies for tackling MHSU structural stigma in health-care environments:

1 Centre the voices  
of people with lived  
and living experience

Prioritize the meaningful participation  
of service users, community members,  
and other PWLLE of MHSU problems  
or illnesses in the design, delivery, and  
governance of any initiative for change —  
and formalize their involvement through 
established models of co-design and  
shared leadership. When engaging  
with PWLLE of MHSU problems or  
illnesses, create a psychologically safe  
and brave space that allows all voices  
to be heard, valued, and respected.

2 For more information about MHSU-related structural stigma, register for the Mental Health Commission of  
Canada’s (MHCC’s) Mental Health Structural Stigma in Healthcare e-learning course. This free training will help you 
identify structural stigma in your organization and understand how it contributes to inequity and poorer health outcomes.

2 Embed change  
for sustainable  
results

Make change stick through  
ongoing education and training2  
approaches that prioritize the  
voices and perspectives of PWLLE  
of MHSU problems or illnesses.  
Work to embed the change in the  
structure of your organization by  
coding it into policies, governance  
mechanisms, and quality  
improvement indicators.

https://chalearning.ca/programs-and-courses/structural-stigma-training-for-health-care-leaders/?utm_source=mhcc_website&utm_medium=link&utm_campaign=mhcc_support&utm_content=eng_stigma


22 DISMANTLING STRUCTURAL STIGMA IN HEALTH CARE Key principles for reducing  
MHSU-related structural stigma

3 Model change from  
within to spread  
influence

Implement high-quality, evidence-based, 
holistic, culturally safe, client-centred, and 
recovery-oriented models of care, guided  
by the perspectives and input of PWLLE 
of MHSU problems or illnesses. Ongoing 
education and engagement — as well as role 
modelling and leading by example — will help 
facilitate and support buy-in across your  
organization and your partners.

4 Acknowledge the  
intersectional nature  
of structural stigma  
and other inequities

Focus on addressing the needs of population 
groups that face multiple levels of stigma  
combined with experiences of marginalization  
and discrimination, such as racism, transphobia, 
sexism, colonization, classism, and ableism.

5 Get explicit  
support from  
senior leadership

Ensure the long-term success and 
sustainability of any initiative for change  
by securing buy-in from senior leadership  
and the support of passionate champions  
who share the same values.

6 Grow through  
tension and  
dissonance

Commit to making collaborative and creative 
problem-solving part of the change process to 
meet any administrative or other system-level 
challenges that occur along the way.

7 Evaluate outcomes  
through monitoring  
and measurement

Know the importance of undertaking  
evaluation and research, setting targets 
or goals, and monitoring your progress. 
Evaluation and research design should involve 
input and direction from PWLLE of MHSU 
problems or illnesses.
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P A R T  1  

Context
Any intervention to address MHSU-related structural stigma first requires an  
understanding of what is needed: organizational readiness to disrupt existing  
norms, a clear vision for change, and acceptance of the discomfort that comes  
with thinking about and doing things differently.

To achieve these aims, health-care organizations must 
think purposefully about reducing stigma and recognize 
that previous approaches to address the issue (if any 
were taken at all) might not have been successful. That 
means identifying and acknowledging structural inequi-
ties and power asymmetries that currently exist in the 
organization — and then working closely with PWLLE  
of MHSU problems or illnesses to place them at the 
heart of the solutions.

In short, this phase is all about setting the context for 
change and answering the following types of questions:

 • How does structural stigma manifest itself  
in your organization today?

 • What conditions will contribute to the  
success of your anti-stigma intervention?

 • What changes might need to be made to  
the norms, policies, and institutional  
structures that drive your organization’s  
day-to-day work?

“Our system simply isn’t fulfilling 
its promise to people with [MHSU 
problems or illnesses]. One of the 
issues in accessing care is wait 
times. I encountered so many 
people who built up their courage 
to ask for help only to receive a slip 
of paper and an 18-month wait. To 
me, their courage isn’t being hon-
oured by the system... That lack of 
welcoming … is considerably worse 
within the systems designed for 
people with [MHSU problems or 
illnesses]. It’s in the ways in which 
we’ve designed our systems that 
I think we’ve really dehumanized 
people when they’re in their most 
vulnerable state.”

Dr. Javeed Sukhera, Chief of  
Psychiatry, Institute of Living

https://mentalhealthcommission.ca/resource/structural-stigma-personal-experience-stories/
https://mentalhealthcommission.ca/resource/structural-stigma-personal-experience-stories/
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What health-care  
organizations need to do

1 .1 Identify and ensure a shared  
understanding of the problem 
Define the issues to be addressed  
through open and honest  
conversations

1 .2 Articulate a clear vision  
for desired change 
Determine the end goal and  
the path that all members of  
the organization must take  
to get there

1 .3 Align values across  
diverse partners 
Get all internal and external  
stakeholders on the same page  
about the required changes

1 .4 Ensure shared governance  
and payment structures 
Move beyond tokenism and  
advisory models with frameworks 
that enable a more egalitarian  
approach to decision making
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P A R T  1  . 1  

Identify and ensure a shared  
understanding of the problem

Dismantling structural stigma requires that senior leaders and decision makers  
understand and agree that organizational change is necessary to better achieve its  
mission and enact its values. Ideally, everyone in your organization will also agree on 
the nature of the issue that needs to be addressed. But such a shared understanding 
can’t be assumed, especially in larger institutions. Often, it must be carefully cultivated 
by ensuring that all people, at all levels of the organization, can safely share their 
thoughts, feelings, and concerns. Otherwise, it’s easy for those with decision-making 
power to define the problem (and the solutions) without reflecting the perspectives and 
needs of people who typically don’t hold any power, including those most affected by 
MHSU-related structural stigma.

Key principles for health-care organizations

Get leadership buy-in and check your organizational readiness for change

The most effective stigma-reduction interventions are those that have support and understanding 
from all levels of the organization right from the start. Getting buy-in from senior leaders and 
decision makers is key. If they recognize the issue and agree on its importance to your organiza-
tion and the community you serve, they are more likely to dedicate time and resources to making 
change happen. (For tips on how to secure leadership buy-in, see Build capacity and support for 
potentially disruptive change and Anticipate and manage resistance in Part 3.)

For a variety of reasons, your organization and the community it serves may not be ready (or 
willing) to change just yet. This is OK — as long as you are honest with yourself about whether  
true structural change can be achieved. If not, it would be misleading, for example, to ask service 
users and other PWLLE of MHSU problems or illness to come to the table.

1
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Engage broadly and beyond the walls of your organization

Consider the intersecting nature of structural stigma by identifying the needs of population groups 
that face multiple levels of stigma and marginalization. In addition to people living with MHSU prob-
lems or illnesses, chronic diseases, or disabilities, these can include (but are not limited to) immi-
grants and refugees, sexual and gender minorities, Indigenous people, and people living in poverty.

This will require facilitating a broad and inclusive process that engages all those affected by 
structural stigma in co-defining the problem. Include a wide range of perspectives: patients or 
clients and their families (or caregivers); the doctors, nurses, and other professionals who provide 
care; and researchers and subject matter experts who understand the issue and can inform the 
development of new models of care. Also reach out to other community health partners, who may 
be able to offer deeper insights into the populations you serve.

Given the stigma they have experienced, patients, families, caregivers, and other PWLLE of MHSU 
problems or illnesses may be reluctant to talk with your organization. It will take time and effort 
to earn their trust. But bringing their voices to the table is key to ensuring that people with power 
(who may not fully grasp the scope of the problem) don’t dominate the initial context-setting 
discussions. Sustained actions over time, not words or promises, are what will make or break your 
ability to effectively partner and collaborate with groups that have been systematically mistreated 
in the past.

Provide psychologically safe and brave spaces

A psychologically safe and brave space provides people with the opportunity to express, discuss, 
acknowledge, and validate difficult or negative emotions, vulnerability, and challenging life events, 
all while facilitating and maintaining a growth mindset. It’s about creating a space where people 
feel comfortable having difficult conversations and sharing their thoughts and experiences with-
out judgment. This is particularly vital for PWLLE of MHSU problems or illnesses, who may be 
asked to dig up their memories of traumatic situations so others can learn from their experiences. 
It is important that they not be retraumatized when engaging in this emotional labour.
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One way to create such spaces is to be very deliberate about how and where those conversations 
will take place. Outline the steps these conversations will involve in advance so there are no surprises; 
for example, have set meeting times and a defined agenda and establish cultural-specific protocols as 
necessary. A neutral facilitator outside your organization can help create a psychologically safe space, 
as can having agreements on the privacy and confidentiality of anything shared in that space. 
Paying people for their attendance can also encourage broader participation.

During the meetings, set aside time to address the unexpected. If something doesn’t seem to be 
sitting right with a participant, yet they don’t voice any concerns, pause and check in to better 
understand their thoughts and feelings. Lean into constructive tensions rather than avoiding 
them. Be aware that PWLLE of MHSU problems or illnesses may act differently than others during 
a meeting — and that’s OK. For example, a person with ADHD may fidget or colour during the 
meeting, but that doesn’t mean they are uninterested in the issue or their voice isn’t important.

Promote proactive, open, honest, and ongoing communication

Developing a shared understanding of MHSU-related structural stigma requires listening to and 
respecting others’ opinions. It also requires self-awareness and a willingness to engage with other 
perspectives, especially among decision makers and people in positions of power. This may make 
them feel uncomfortable, but that’s normal. It’s also important for leaders to participate in the safe 
spaces you create and to model openness and honesty, as this will help people at all levels of the 
organization feel safe in sharing their own experiences.

Gaining a full understanding of the problem will take more than a single meeting. Keep the  
conversation going by

 • giving people multiple opportunities to share their thoughts and experiences through a series 
of town halls, circle gatherings, and focus groups, with the option for anonymity to ensure 
everyone feels safe in providing their opinions

 • setting up learning groups that regularly bring together health-care providers,  
interprofessional care teams, knowledge keepers from the community you serve, and  
PWLLE of MHSU problems or illnesses to brainstorm how best to address patient or 
client concerns

 • using simple surveys to ask about people’s experiences with your services and what they would 
like to see changed (while always being transparent about how the data they provide will be used).

You must also be open and transparent when communicating to patients, families, caregivers, and 
other PWLLE of MHSU problems or illnesses. Ensure that they understand what your organization 
is trying to accomplish — and how they can help you dismantle MHSU-related structural stigma. 
But don’t promise what can’t be delivered; be upfront about what is and isn’t possible.

Foster shared responsibility for outcomes and accountability

When the work of change is parcelled out across many different working groups, purposes can 
shift. Establishing and enforcing accountability mechanisms can bring things back into alignment, 
when necessary.
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PUTTING IT INTO PRACTICE

By analyzing submissions to its patient safety incident reporting system,  
Nova Scotia Health’s Adult Neurodevelopmental Stabilization Unit (ANSU) Dual 
Diagnosis Program realized that its restraint and seclusion practices were based 
on stigmatizing assumptions: that its clients were likely to be aggressive and violent. 
That included the frequent use of a safety restraint chair to keep clients in one place, 
presumably to prevent harm to themselves and others (e.g., staff, patients, family 
members, visitors).
To identify the underlying issues, ANSU leadership formed an advisory committee 
that included representation from physicians and staff, an external engagement spe-
cialist, patients, and if needed, patients’ substitute decision makers (usually family). 
Interviews were conducted with staff, while patients and families were invited to 
share their experiences via surveys and focus groups.

With a shared understanding of the root causes of the problem, ANSU could start 
to make the necessary changes to improve care delivery. That included hiring staff 
from various disciplines, such as behavioural analysts and recreational therapists, 
who are better able to engage with patients without relying on restraints. As a result, 
the team has not had to use its safety restraint chair in more than four years —  
something that previously was a near-daily occurrence.

https://mha.nshealth.ca/en/services/adult-neurodevelopmental-stabilization-unit-dual-diagnosis-program-intellectual-disability
https://mha.nshealth.ca/en/services/adult-neurodevelopmental-stabilization-unit-dual-diagnosis-program-intellectual-disability
https://mha.nshealth.ca/en/services/adult-neurodevelopmental-stabilization-unit-dual-diagnosis-program-intellectual-disability
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PUTTING IT INTO PRACTICE

Co-design with the Indigenous community was an essential element of the 
Biigajiiskaan: Indigenous Pathways to Mental Wellness program at St. Joseph’s 
Health Care London from the very start, including in the process of identifying the 
problems the program needed to address. As a referral-based wellness program for 
Indigenous people with serious mental health problems or illnesses, it was critical 
that all partners involved in providing care understood how equity and service gaps 
in mental health care would be defined from an Indigenous perspective.

By hearing from Indigenous individuals about the challenges they faced in trying 
to access the health system — many were reluctant to come to a hospital, fearful 
of maltreatment after generations of systemic discrimination — and by exploring 
Indigenous health models, the team at St. Joseph’s was able to identify the nature of 
the structural stigma that was serving as a barrier to culturally safe and accessible 
care. From there, the team was able to make changes (both big and small) to help 
overcome that barrier, such as changing the format of patient electronic charts so 
information related to the Biigajiiskaan program wasn’t relegated to a footnote.

https://www.sjhc.london.on.ca/areas-of-care/mental-health-care/biigajiiskaan-indigenous-mental-wellness
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Reflection and discussion questions

 • Who currently defines the issue of MHSU-related structural stigma and the  
need for change in your organization?

 • Do your MHSU care practices reflect current knowledge and evidence? How long 
has it been since your organization updated its care practices or model of care?

 • Who needs to be included in your change initiative? Who would traditionally be 
invited to the table — and who would not?

 • Who are the champions for change in your organization? How can they help  
facilitate a shared understanding of the problem and the need for change?

 • Who are the champions for change outside your organization who could help 
facilitate change?

 • What existing organizational structures can be leveraged to facilitate  
ongoing communication?

 • What would be effective and easy-to-implement accountability  
mechanisms for your organization?

 • Is your organization ready to make a real, transformative change?  
If not, what are the barriers that might be preventing change from happening?

Tools and resources

Talking Circles

This traditional Indigenous practice for discussion and decision-making focuses on  
creating spaces that encourage open and equal dialogue, respect for others, and the  
co-creation of content.

Nova Scotia Health Patient Safety Incident Management Policy

In Nova Scotia, all patient safety incidents are logged in an electronic reporting system,  
which helps organizations and their staff report on and analyze issues, recommend actions,  
and monitor improvements.

Systems Leadership for Sustainable Development:  
Strategies for Achieving Systemic Change

This guide explains the systems leadership approach, which encourages engagement with  
a broad network of diverse stakeholders to advance progress toward a shared vision for  
system-level change.

http://firstnationspedagogy.ca/circletalks.html
https://physicians.nshealth.ca/resources/patient-safety-incident-management-rop
https://www.hks.harvard.edu/centers/mrcbg/publications/fwp/crisept2019
https://www.hks.harvard.edu/centers/mrcbg/publications/fwp/crisept2019
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P A R T  1  . 2  

Articulate a clear vision  
for desired change

When a strong, collaborative process for defining and understanding the problem of 
MHSU-related structural stigma in health care has been established, the next step 
is to clearly articulate the desired future state for your organization and the people 
it serves — and the path your organization will take to get there. That way, you can 
ensure that everybody will be able to move forward together in pursuit of the same 
goals. Just remember that much-needed systemic change takes time to realize. How 
you communicate your vision and build relationships at this early stage of your change 
initiative is critical.

Key principles for health-care organizations

Be bold and candid

Don’t be afraid to think big and articulate a vision that may seem impossible to achieve or far  
out of reach. Transformative change that addresses historical harms and injustices requires bold, 
expansive ideas. If you set the bar too low or limit your thinking, your organization’s change  
initiative will be watered down right from the start.

Centre the voices of people with lived and living experience

Make sure those who were involved in defining the problem have a role to play in articulating your 
desired future state and how MHSU-related structural stigma should be addressed. When defining 
your vision for change, prioritize the perspectives and experiences of PWLLE of MHSU problems 
or illnesses. Ensure that they have an equal opportunity to contribute to the vision, so it is not 
forced onto them from the top down.

Keep in mind that some patients with MHSU problems or illnesses cannot speak for themselves, as 
they may be non-verbal or have an intellectual disability. In that case, it is important to include the 
family and/or caregiver voice as well.

2
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Put in place remuneration policies from the start

Remuneration (payment for work or service) must be a consideration from the very first moment 
your organization starts thinking about change. Participating PWLLE of MHSU problems or 
illnesses, including patients and families, should be paid for the time and expertise they provide, 
both during this visioning stage and throughout the entire change initiative. (For more information, 
see Ensure shared governance and payment structures later in Part 1.)

Be prepared for misalignment

Different stakeholders may have different or even competing visions for change. For example, 
management’s vision may be to build a world-class research or care unit, while service users may 
simply want to help create a place where they will be treated with kindness and respect. External 
partners will probably bring their own visions to the table as well. Work together to find common 
ground, taking care to prioritize the voices and perspectives of PWLLE of MHSU problems or 
illnesses. Remember, your organization will grow through tension and dissonance.

Draw from existing frameworks

It may be helpful to build your organization’s vision for change around a framework that already 
exists. That can include theoretical frameworks for rooting your change initiative in a set of  
principles or scholarship, such as disability studies, mad studies, queer studies, critical race theory, 
feminist theory, Indigenous studies, or social movement theory. Or you may look at practical frame-
works designed specifically to help guide organizations through the change management process, 
such as the Prosci ADKAR model, McKinsey 7-S framework, or Kotter’s 8 Steps for Leading Change.

There is no right or wrong framework to choose, but there is also no one-size-fits-all framework 
that will work for every organization. Just avoid borrowing from too many frameworks, or else you 
may end up with a “buffet” of ideas, which could dilute your organization’s vision and focus — and 
inadvertently steer it back toward the status quo.

https://www.prosci.com/methodology/adkar
https://www.mckinsey.com/capabilities/strategy-and-corporate-finance/our-insights/enduring-ideas-the-7-s-framework
https://www.kotterinc.com/methodology/8-steps/
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Don’t reinvent the wheel

Take a look at what other organizations are doing in this space, both in your own community and 
in other jurisdictions. What can you learn or adopt from their best practices? Talk to specialists 
and researchers — and consider having them present to your organization’s staff, partners, and 
service users to help inspire change.

Help staff see how they contribute to stigmatizing environments

Staff should be given the opportunity to contribute to your organization’s vision for change. But 
until they acknowledge the ways in which they are harming patients (knowingly or unknowingly), 
they may not accept that they are helping to reinforce MHSU-related structural stigma. If they 
don’t understand why change is needed, it will be difficult for them to act on the organization’s 
vision for change.

Consider hosting a lunch-and-learn session to present real-world examples of how structural 
stigma influences their work, including bringing in PWLLE of MHSU problems or illnesses to 
speak about their experiences. Be open and honest about how staff’s actions may be perpetuating 
structural stigma. Take care to avoid personal accusations, as your vision for change is ultimately 
about addressing a structural or systemic problem rather than the behaviours of specific individ-
uals. Also be sure to clearly explain how MHSU-related structural stigma affects the organization’s 
ability to achieve its mission and values.

If you can, use this session as an opportunity to educate staff on the care practices that are  
effective for stigmatized populations, as people may not be aware of the latest evidence and 
research. Ongoing education and training sessions will help reinforce best practices and the  
vision for change throughout the organization.

Break your vision down into more manageable and contextually relevant pieces

Avoid trying to do everything at once. Instead, break down your organization’s vision for change 
into smaller, more realistic streams of effort. Otherwise, it’s easy to get discouraged early by a 
seeming lack of progress.

Communicate clearly and transparently

To secure alignment across multiple stakeholders, use simple, accessible language so everybody 
understands the vision being presented. Be clear about how the vision was developed and who was 
involved. That includes clarifying why addressing MHSU-related structural stigma matters to your 
organization, its clients, and society as a whole.
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Embody your vision in your decisions and actions

If your goal is to create a more compassionate MHSU care system, it is important that the leaders 
and changemakers in your organization embody compassion in everything they do. That includes 
how they communicate and build relationships, how the processes of change are designed and 
implemented, and so on.

Retool as needed

A vision isn’t set in stone. Circle back and retool the vision if necessary to better match your 
organization’s current context. (Consider how the COVID-19 pandemic made many health-care 
organizations reassess their plans and priorities.) Just never lose sight of the primary goal: to 
dismantle MHSU-related structural stigma in health care.
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PUTTING IT INTO PRACTICE

To achieve the anti-stigma objectives set out in its 2012 strategic plan, the Department 
of Psychiatry at the University of Toronto partnered with the Empowerment 
Council to co-create InSight: a committee of representatives from community 
organizations with a history of working for and with mental health service users. 
The committee developed a series of guiding value statements, such as “People 
with psycho-social disabilities have the right to determine their own priorities” 
and “Empowering the community is facilitated from an anti-oppression, anti-racist/
anti-colonialist, disability-positive framework.”

In addition to communicating these values through workshops and events, including 
a mental health and wellness fair, InSight created the Centering Madness course 
to teach first-year psychiatry residents about the history of mental health care, the 
lived experiences of people with mental health problems or illnesses, and the body 
of knowledge created by service users and mental health advocates over the past 
40 years. Since 2017, the course curriculum has looked at mental illness through 
the lens of mad studies, intersectionality theory, and social justice, while also draw-
ing from academic and activist work on equity, disability, critical race theory, and 
queer theory to advance students’ understanding of mental illness and the voices 
and experiences of service users.

https://empowermentcouncil.ca/
https://empowermentcouncil.ca/
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PUTTING IT INTO PRACTICE

From 2017 to 2021, the Canadian Resident Matching Service (CaRMS) service user 
committee assigned PWLLE of MHSU problems or illnesses a role in the selection 
of postgraduate psychiatry candidates at the University of Toronto. This initiative 
was able to get off the ground because two other initiatives were already underway 
to increase service user involvement in the Department of Psychiatry, including the 
Centering Madness course — an indication that strong momentum existed to elevate 
the voice and role of PWLLE of MHSU problems or illnesses.

To define the vision for the service user committee, the initiative’s co-leads first 
held informal consultations with service users to see if they even had an appetite 
to get involved in the CaRMS process and to discuss how they might be involved. 
(With these consultations, the perspectives of service users were embedded in the 
initiative from the start.) Later, the committee’s initial members spent a lot of time 
whiteboarding the values, principles, and beliefs they wanted to see in psychiatry 
residents, such as a commitment to equity and looking at the social determin-
ants of health. Having these values clearly defined not only influenced resident 
selections but also made it easier to recruit and onboard new members as people 
left the committee.

https://www.carms.ca/
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Reflection and discussion questions

 • Are there any institutional and/or financial barriers that might limit the scope of 
the visioning process and prevent your organization from thinking in big and bold 
terms? If so, how might those barriers be overcome?

 • How will your organization bring service users and PWLLE of MHSU problems or 
illnesses into the visioning process? Do you have a system in place for paying them  
for their time and expertise?

 • What is your organization’s plan for addressing different or competing  
visions for change?

 • Are you able to present some real-life examples of the impacts of MHSU-related 
structural stigma on service users to clearly demonstrate why change is needed?  
If not, who might be able to help you collect those examples?

 • Is there any education or training you need to provide to reinforce your vision for 
change (e.g., on the latest evidence-informed care practices for people living with 
MHSU problems or illnesses)? If so, do you know where to get this information?

 • Can your organization’s vision for change be easily broken into smaller,  
more manageable steps?

Tools and resources

More than Paint Colours: Dialogue about Power and Process 
in Patient Engagement

This report from the Empowerment Council details the collaborative engagement process 
 that led to creation of the InSight committee and Centering Madness course.

Combating Mental Illness- and Substance Use-Related Structural Stigma 
in Health-Care — A Framework for Action

The MHCC launched a research program to better understand MHSU-related structural 
stigma, leading to seven priorities for dismantling and disrupting structural stigma in  
health-care environments.

Mental Health Structural Stigma in Healthcare eLearning Course

This free online training from the MHCC and CHA Learning covers the impacts of MHSU-related 
structural stigma in health care and how to dismantle it. The course is for health-care leaders at 
any level, health-care professionals seeking to improve quality of care, and anyone interested in 
learning about structural stigma.

https://empowermentcouncil.ca/more-than-paint-colours/
https://empowermentcouncil.ca/more-than-paint-colours/
https://mentalhealthcommission.ca/resource/combating-mental-illness-and-substance-use-related-structural-stigma-in-health-care-a-framework-for-action/
https://mentalhealthcommission.ca/resource/combating-mental-illness-and-substance-use-related-structural-stigma-in-health-care-a-framework-for-action/
https://chalearning.ca/programs-and-courses/structural-stigma-training-for-health-care-leaders/
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ADKAR model

This model by Prosci advocates for a bottom-up approach to change that begins with  
the individual employee and ends with organizational change.

7-S framework

This model by McKinsey and Company focuses on the interrelationships among structure,  
systems, style, staff, skills, strategy, and shared values.

8 Steps for Leading Change

Dr. John Kotter developed this model focusing on creating urgency to make a change happen.

https://www.prosci.com/methodology/adkar
https://www.mckinsey.com/capabilities/strategy-and-corporate-finance/our-insights/enduring-ideas-the-7-s-framework
https://www.kotterinc.com/methodology/8-steps/
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P A R T  1  . 3  

Align values across  
diverse partners

Structural stigma cannot be addressed by one unit or department alone. It requires a 
team effort involving many different partners, both within your own institution and 
among agencies of all types and sizes throughout the community, all learning from and 
supporting each other in pursuit of shared values and goals. Getting everybody to agree 
to the same set of values can be challenging — but by committing to collaborative and 
creative problem solving, you can help them see past competing priorities and embrace 
one vision for change.

Key principles for health-care organizations

Explore synergies and outliers

What are the most important values for each partner in your change initiative? During your initial 
meetings, having participants name their core values can help reveal synergies across your many 
different partners. What value statements would no one disagree with? Those may be the ones to 
put at the heart of your change initiative. At the same time, pay attention to the outliers: take a 
close look at any uniquely named values and try to understand why they stand out and what they 
can teach you about the group’s goals.

Consider working with different partners on small-scale pilot projects first (perhaps a single  
unit or department in your organization) to see how their values align with yours. If they are 
successful, the small wins from those pilots can then be scaled into something bigger.

Focus on equity rather than equality

Not all values can be prioritized at all times. Project partners must be willing to concede  
influence and power to people who have been marginalized. To understand their values, meet  
with community members who may have been harmed or silenced because of MHSU-related 
structural stigma. Be willing to hear their stories and to meaningfully involve PWLLE of MHSU 
problems or illnesses in the change initiative, without tokenism and in a culturally safe and  
appropriate way.

3
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Be sure to provide psychologically safe and brave spaces where people can feel comfortable  
sharing their thoughts, opinions, and experiences. (For information on how to create such  
spaces, see Identify and ensure a shared understanding of the problem earlier in this section.)

Follow patients’ lead

Dismantling MHSU-related structural stigma in health care is about improving access to and  
quality of care for PWLLE of MHSU problems or illnesses — so always remember to keep your 
patients’ values and priorities at the forefront of any discussions with partners. From securing  
a family doctor to getting help with housing or income support, patients’ goals should always 
come first, and all partners should be aligned in wanting to meet those goals.

Speak plainly

No matter how technical or academic a partner might be, speak in clear, simple terms about  
the desired change, your plan to achieve it, and your terms for working together. How you 
describe and disseminate knowledge will play a big role in your ability to remove inequities  
and realize change.

Meet with smaller teams as needed

In large hospitals and other institutions, it can be next to impossible to get every partner into the 
same room for a presentation on the values driving your organization’s change initiative. Instead, 
host smaller sessions with specific groups to communicate the values in a way that resonates with 
them. This will help more teams see themselves in the change initiative.
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Always be open to discussion

Be willing to have difficult conversations at any time to help partners understand your  
organization’s values and what you’re trying to achieve. Listen to their perspective and  
the questions, concerns, assumptions, and fears they might have. Demonstrating a caring  
and understanding attitude helps show that you’re leading by example.

Ensure explicit buy-in and support from your organization’s leaders

It can be hard to shift power to individuals who experience multiple levels of stigma and  
marginalization — and to shift resources to MHSU services — if the organization itself isn’t  
ready to do so. Even with full alignment at the program level, any amount of resistance from 
higher up can threaten the change initiative’s long-term sustainability. Supportive leadership  
and passionate champions who share the same values are crucial to lasting change.

Don’t start from scratch if you don’t need to

If your organization has a long history of working with a particular partner, there’s a good chance 
your values are already well aligned. A practical starting point in such cases may be to contrast 
this change initiative with the usual processes and requirements of your partnership.

Reinforce your organization’s values on an ongoing basis

Daily reports or hand-offs can help people from various teams in your organization — from  
physicians to peer support workers to substance use counsellors — keep track of what each  
person is working on and prioritizing. That way, they can help ensure consistency in the values 
being brought to their work. Having those shared values as a foundation can also help get you  
and your partners through challenging points in the change journey.
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PUTTING IT INTO PRACTICE

Alberta Health Services’ Addiction Recovery and Community Health (ARCH)  
program is located in Edmonton’s Royal Alexandra Hospital, a large institution with 
many units and teams. It therefore took a significant effort to build the relationships 
required to ensure alignment with the program’s vision and goals. The ARCH team 
used a mix of large group meetings and smaller focus groups to communicate its 
vision to clinicians, nurse educators, facilities staff, and others in the hospital. 
Nurses and physicians with direct service roles were also invited to share their 
thoughts through formal research programs.

That work paid off. As more teams in the hospital came to recognize the value of 
ARCH, they began to refer greater numbers of patients to the program for consulta-
tion, from 111 consults in 2016 to 4,575 in 2021. When ARCH started in 2014, it had a 
rotating team of one physician per day plus one nurse practitioner, one social worker, 
and one clinical nurse specialist. It has since grown to a team of two physicians per 
day plus four nurse practitioners, three social workers, three addiction counsellors, 
three peer support workers, two clinical nurse educators, one pharmacist, and  
20 nurses on rotation, as well as multiple managers and administrative staff.

https://www.albertahealthservices.ca/findhealth/Service.aspx?id=1068151&serviceAtFacilityID=1106310
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PUTTING IT INTO PRACTICE

To get all parties aligned with the vision of the Canadian Resident Matching Service 
(CaRMS) service user committee, the team behind the initiative had to bridge the gap 
between two different worlds. First, it had to ensure that service users understood 
what was at stake with their involvement in the selection of postgraduate psych-
iatry residents, including their role in the legally binding CaRMS hiring procedures 
and how they fit into the well-established processes of the University of Toronto’s 
Department of Psychiatry. (After they receive their medical degree, trainee doctors 
enter a residency, where they work under supervision at a hospital or clinic to con-
tinue their training.) Second, the team had to help faculty who were used to doing 
things in a certain way — and may not have had any experience working directly 
with service users — to understand why and how things should be done differently.
Communication and leadership were critical to creating rapport with everybody at 
the table and facilitating discussions to explain the “why” of involving service users 
in the CaRMS process. If service users have a say in selecting the physicians who will 
one day treat them, the university is more likely to pick candidates who are sensitive 
and empathetic to the needs of PWLLE of MHSU problems or illnesses. As of 2023, 
the first wave of residents selected by the committee are more than halfway through 
their programs and are now supervising junior psychiatry resident physicians, fos-
tering a culture change in the department with a stronger emphasis on equity and 
social justice.

https://www.carms.ca/
https://www.carms.ca/


44 DISMANTLING STRUCTURAL STIGMA IN HEALTH CARE Part 1 Context 44 DISMANTLING STRUCTURAL STIGMA IN HEALTH CARE 

Reflection and discussion questions

 • Does everybody involved in the change initiative know what your organization’s 
core values are? Have those values been formally documented anywhere?

 • Does everybody involved in the initiative understand the rationale  
and need for change?

 • What approaches can be taken to quickly but clearly communicate your  
organization’s values to your partners?

 • Is your team equipped to engage with partners and stakeholders in a way that  
aligns with your organizational values (e.g., by using culturally safe methods and 
practices)? Or will additional training and resources be required?

 • Do you already know which partners are a better match with your organization’s 
values? Or will some pilot projects and trials be needed to find the right fit?

 • Is senior leadership aligned with the values at the heart of your organization’s  
change initiative?

Tools and resources

Safewards: Including Service User Voices

This report by the Empowerment Council on the Safewards model of care discusses the importance 
of language and communications in building a culture of safety in health-care settings.

Cultural Safety and Humility

The First Nations Health Authority has produced guides, videos, and other resources to help 
organizations create health-care environments free of racism and discrimination.

ARCH Implementation Manual

This guide details how the ARCH program came to be, including an overview of its vision, how  
it built effective partnerships with the community, and how it implemented cultural change.

https://empowermentcouncil.ca/more-than-paint-colours/
https://www.fnha.ca/what-we-do/cultural-safety-and-humility
https://static1.squarespace.com/static/5ac64e81c258b41fde3a5ba3/t/5bd76c8553450af5e2dee0f6/1540844681816/KT+Manual+Final+-+Oct+29.pdf
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P A R T  1  . 4  

Ensure shared governance  
and payment structures

The success of any transformative change depends on whose voices are heard from  
the start. Shared governance is an organizational commitment to empower staff,  
service users, and other stakeholders in making decisions on clinical practice. It’s  
about declaring that the people who have traditionally held power, like board members 
and executives, will no longer have the only say in how programs are developed and 
managed. Ultimately, it’s a model rooted in the principles of partnership, equity, and 
co-design — to deliver better, more relevant outcomes for the people most affected  
by MHSU-related stigma.

Key principles for health-care organizations

Put in place a formalized governance structure

Although people may agree with the general idea of shared governance, they might not know how 
to implement it. Having a formalized framework that defines how power will be shared among the 
many partners and participants in your initiative will help answer questions about who leads the 
discussions and how decisions are finalized. It will also help ensure that anti-stigma is built into 
the foundations of every decision rather than be an afterthought.

Consider replicating an already established model, such as the Community-Engagement 
Governance framework. Your governance structure can also be formalized as part of a memorandum 
of understanding (MoU) that details the responsibilities and accountabilities of each party. Be careful: 
if improperly designed, an MoU can reinforce structural stigma by codifying who has the power.

4

https://nonprofitquarterly.org/community-engagement-governance-systems-wide-governance-in-action/
https://nonprofitquarterly.org/community-engagement-governance-systems-wide-governance-in-action/


46 DISMANTLING STRUCTURAL STIGMA IN HEALTH CARE Part 1 Context 46 DISMANTLING STRUCTURAL STIGMA IN HEALTH CARE 

Do more than just give people with lived and living experience  
a seat at the table

Shared governance is more than just having PWLLE of MHSU problems or illnesses present at 
decision-making board meetings: they must be actively involved in and central to the decision-making 
process. That means, for example, giving peer support workers a seat at the table and a voice equal  
to that of clinicians and other medical professionals. Any working groups and committees should  
also have representation from patients and/or their families and caregivers.

PWLLE of MHSU problems or illnesses who have previously advised on a project and have had a 
negative experience (e.g., their involvement was tokenistic or their ideas were dismissed or not 
taken into account) may be less willing to participate in future initiatives. This kind of situation is 
compounded by the fact that PWLLE of MHSU problems or illnesses already experience oppres-
sion when engaging with the health-care system: they are often dismissed or lack autonomy over 
their own care. It is therefore critical to ensure that their involvement in your initiative acts to 
empower them rather than oppress them further.

Pay people for their time and expertise

Adequately recognizing and valuing different 
forms of expertise and experience through 
shared governance requires defining a process 
for payment and remuneration. If hospital staff 
get paid for attending meetings or sending pro-
ject-related emails, for instance, so should the 
external PWLLE of MHSU problems or illnesses 
who have been invited into the process.

How you will pay PWLLE of MHSU problems or 
illnesses for their time must be considered early 
in the development of your change initiative. 
This is because, if not properly planned, pay-
ment and remuneration models can contribute 
to MHSU-related structural stigma by acting 
as barriers to the meaningful involvement of 
certain groups of people or organizations in 
decision-making processes.
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For example, many participants from the community prefer cash payments, as they may not have 
bank accounts or could see their disability support payments reduced if they deposit a cheque. 
(A cheque might also take several weeks to get into the hands of a participant who could use that 
money right away.) However, agencies are not often set up to effectively handle cash disburse-
ments. So if your organization pays using debit or cheque only, it may prevent or deter PWLLE of 
MHSU problems or illnesses from participating in your change initiative, meaning that they will be 
unable to contribute their perspectives to it. Note that gift cards should not be used as an honor-
arium, as they limit how people can use the payment and are also viewed as taxable income by the 
Canada Revenue Agency.

Also consider going beyond the ad-hoc involvement of PWLLE of MHSU problems or illnesses — and the 
one-time cash payments that come with it — by providing actual employment opportunities. If possible, 
create funded positions that give PWLLE a chance to be real leaders in your organization.

Don’t mix expenses and honoraria

Organization will often lump together honoraria and the reimbursement of expenses (e.g., travel 
costs, hotel rooms) in a single payment. But if a T4A form needs to be generated, this means 
PWLLE of MHSU problems or illnesses will have to pay additional tax on their expense payments 
(even though they shouldn’t have to). Separating honoraria from expense payments will save the 
people participating in your initiative financial headaches down the road.

Watch for potential barriers

True shared governance requires those who have traditionally held power to trust in and  
be comfortable with the idea of others making decisions or providing input into significant  
organizational decisions. That will require psychologically safe spaces to be developed and  
nurtured by those who currently hold power. (For more information on safe spaces, see Identify  
and ensure a shared understanding of the problem earlier in this section.) It might also involve 
shifting the role of the board of directors, for example, from steering decisions to holding the 
organization accountable for making progress toward change.

However, legal requirements, privacy regulations, or risk management considerations may prevent 
the board from fully sharing or ceding power. Creativity may be required to navigate these barriers 
and find alternative ways of bringing more voices into your governance structure. In this case, it 
may take additional time and effort to ensure PWLLE of MHSU problems or illnesses trust and 
feel safe participating in your initiative. Even without a fully shared governance framework, the 
involvement of PWLLE of MHSU problems or illnesses is what brings legitimacy to your change 
initiative and must be prioritized.
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Take time to do things right

Even if it means spending several more months planning and getting the infrastructure in place, 
make sure the organization is fully ready to support a shared governance structure (rather than 
hastily bringing people to the decision-making table). No matter how long it takes, PWLLE of 
MHSU problems or illnesses should be involved in every step of the planning process.

Be transparent about governance, decision making, and finances

When creating your shared governance model, ensure that everyone understands the funding 
structures that affect your organization and where the money is coming from — along with the 
opportunities (and barriers) that come with it. This will also allow for greater transparency  
regarding anything financial, including budgets and funds put toward projects intended to drive 
transformative change. Be honest about the in-kind costs and time that different organizations  
are bringing to the table.
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PUTTING IT INTO PRACTICE

Although the Biigajiiskaan: Indigenous Pathways to Mental Wellness program is 
based out of St. Joseph’s Health Care in London, one of its key principles was to make 
its much smaller health agency partner, Atlohsa Family Healing Services, the project 
lead — a role that would include handling the funding from the provincial govern-
ment. While the government wanted the money to flow through the hospital (as was 
standard practice), St. Joseph’s refused to proceed unless Atlohsa was recognized 
as the lead payment agency, deeming this necessary to symbolize the intent of the 
initiative to address historical power imbalances.

St. Joseph’s handled the funding for the first two years of the program, working 
closely with Atlohsa and the province to navigate bureaucratic barriers and build 
Atlohsa’s capacity to eventually take the lead. By the start of year three, all funding 
flowed directly to Atlohsa. In the end, the governance and funding structure — and 
the partners’ commitment to change — was formalized by a hybrid Indigenous and 
Western memorandum of understanding (MoU) that embedded Indigenous story-
telling approaches, including a wampum ceremony, into the typical MoU format. 
(Belts made of wampum, or tubular beads, have long been used to mark agreements, 
treaties, and commitments, with the patterns woven into the belts often symboliz-
ing people and events. Also, when a wampum belt is held in a person’s hand, they are 
said to be speaking truthfully.)

https://www.sjhc.london.on.ca/areas-of-care/mental-health-care/biigajiiskaan-indigenous-mental-wellness
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PUTTING IT INTO PRACTICE

Health Justice uses the Community-Engagement Governance framework to 
expressly share governance power across three groups: a Lived Experience Experts 
Group (LEEG), an Indigenous Leadership Group (ILG), and a traditional non-profit 
board of directors. The framework specifies how it is not the board that makes  
substantive decisions in terms of the organization’s strategic direction; instead,  
that power rests in the other two groups.
This innovative way of governance moves beyond advisory models where PWLLE 
of MHSU problems or illnesses are subordinate to the board and avoids the pitfalls 
that can come with an advisory-based approach, such as tokenism. By moving 
beyond mere participation to true co-production, this framework has fundamen-
tally changed Health Justice’s advocacy work as it aims to improve British Columbia’s 
mental health and substance use laws. PWLLE of MHSU problems or illnesses are 
making crucial decisions about the structure of the organization and the nature  
of its human rights advocacy, and staff now feel the same level of accountability  
to LEEG and ILG members as they do to directors and executives.

https://www.healthjustice.ca/
https://nonprofitquarterly.org/community-engagement-governance-systems-wide-governance-in-action/
https://www.healthjustice.ca/lived-experience-experts
https://www.healthjustice.ca/lived-experience-experts
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Reflection and discussion questions

 • Which groups are currently not represented at your decision-making table?  
What would be the potential impact on your organization of having their voices  
at the table?

 • Are there any legal or financial barriers that might hinder your organization’s  
ability to implement a shared governance model? If so, how will you ensure that 
involvement of PWLLE of MHSU problems or illnesses is at the foundation of your 
change initiative?

 • What resources might you be able to draw on to help draft your governance  
framework or MoU? How can PWLLE of MHSU problems or illnesses be involved  
in that process?

 • What are the potential risks if organizations are not transparent about their 
finances or resource allocation? How could such a lack of transparency affect  
the success of the change initiative?

Tools and resources

The Participatory Revolution in Nonprofit Management

This article provides an in-depth discussion of stakeholder participation in organizational  
governance and decision making, reviewing the forms it can take as well as challenges and  
opportunities for non-profit organizations.

Community-Engagement Governance framework

The author of this article provides an overview of this governance framework, including its seven key 
principles, what it looks like in practice, and how it has been used by other organizations.

Peer Engagement Principles and Best Practices

The BC Centre for Disease Control offers this guide on how to enhance peer engagement and 
bring new voices to the decision-making table.

Peer Payment Standards for Short-Term Engagements

This guide from the BC Centre for Disease Control outlines how to equitably pay peers for short-term 
engagements, such as attending meetings as an expert or advising on policy documents.

https://nonprofitquarterly.org/the-participatory-revolution-in-nonprofit-management/
https://nonprofitquarterly.org/community-engagement-governance-systems-wide-governance-in-action/
https://nccdh.ca/resources/entry/peer-engagement-principles-and-best-practices-a-guide-for-bc-health-authori
http://www.bccdc.ca/resource-gallery/Documents/Educational%20Materials/Epid/Other/peer_payment-guide_2018.pdf
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Co-producing Psychiatric Education with Service User Educators:  
A Collective Autobiographical Case Study of the Meaning, Ethics,  
and Importance of Payment

Academic Psychiatry published this article on the dynamics involved in co-producing psychiatric 
education with service users and service providers, including the importance of paying service 
users for their contributions.

Shared Decision-making for Nonprofit Governance

Ignite NPS produced this guide to help non-profit leaders reimagine a more effective way to fulfil 
governance functions, including structure, practices, and processes.

Peering into the Future: Reimagining Governance in the Non-Profit Sector

This research paper from the Mowat Centre serves as the foundation for the Reimagining 
Governance initiative, which provides strategies to help non-profits fulfil governance roles  
more effectively.

Memorandum of Understanding (MoU) Template

Health-care organizations can use this template when creating an MoU with partners in their 
change initiative.

https://link.springer.com/article/10.1007/s40596-019-01160-5
https://link.springer.com/article/10.1007/s40596-019-01160-5
https://link.springer.com/article/10.1007/s40596-019-01160-5
https://ignitenps.com/resources/
https://mowatcentre.munkschool.utoronto.ca/peering-into-the-future/
https://www.thet.org/resources/hps-memorandum-understanding-template/
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P A R T  2  

Success Factors
Any successful change initiative involves many  
different factors. Among the most important are 
social interactions, relationships, and behaviours, 
such as teamwork and information sharing.

These are vital to breaking down and rebuilding health 
systems to better meet the needs of people living with 
MHSU problems or illnesses. Such processes, traits, 
and approaches are also how we bring about change. 
Embracing difficult conversations and challenging others to 
critically reflect on the assumptions that underpin existing 
models of care enables us to proactively manage disruption 
and resistance to change.

Strong relational processes make it easier to bend, break, 
and rebuild your organization’s change initiative — and 
endure the cycles of “heating up” and “cooling down” that 
are necessary to forge lasting change over time. They help 
those involved acknowledge and address long-standing 
mistrust and tokenism in the health-care system and 
intentionally reach out and listen to the people suffering 
most from MHSU-related structural stigma.

“I lost 15 to 20 years of my life 
because of a misdiagnosis and  
ineffective treatment. I was 
labelled bipolar, and when 
that happens it may as well be 
tattooed right on your fore-
head. After 20 years of being 
unsuccessfully treated, I find 
out I have PTSD. The problem is, 
our health-care system is built 
to prioritize the speed of diag-
nosis rather than the value of 
achieving recovery... You can’t 
imagine how desperate you can 
feel when no one will listen, 
when no one will believe you, 
when you’re dismissed and dis-
regarded time and time again. 
We need to build systems that 
see the person first and recog-
nize their humanity.”

Samaria Nancy Cardinal, social 
worker, Patients for Patient 
Safety Canada

https://mentalhealthcommission.ca/wp-content/uploads/2021/09/structural_stigma_personal_experience_stories_narratives_eng.pdf
https://mentalhealthcommission.ca/wp-content/uploads/2021/09/structural_stigma_personal_experience_stories_narratives_eng.pdf
https://mentalhealthcommission.ca/wp-content/uploads/2021/09/structural_stigma_personal_experience_stories_narratives_eng.pdf
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What health-care  
organizations need to do

2 .1 Build and sustain trust 
Acknowledge and then overcome  
fears and concerns about change  
by listening to and connecting  
with others.

2 .2 Redistribute power in relationships 
Address the power imbalances that  
reinforce MHSU-related structural  
stigma by elevating the voices of  
those who have traditionally  
been disempowered.

2 .3 Measure and monitor outcomes 
Evaluate your change initiative in  
a targeted way to maintain alignment  
with your initial goals and values.
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P A R T  2  . 1  

Build and  
sustain trust

Trust is integral to any project or partnership. That’s especially true when tackling an 
issue as pervasive and complex as structural stigma. The fear and mistrust caused by 
MHSU-related structural stigma have caused countless people to avoid reaching out 
for help and engaging with the health-care system. Mistrust also makes it difficult 
for PWLLE of MHSU problems or illnesses to participate in shared governance and 
power structures. Earning and keeping trust — between patients and service providers, 
patients and institutions, and your organization’s teams — must be a critical focus of 
your change initiative.

Key principles for health-care organizations

Provide a psychologically safe and brave environment

A psychologically safe and brave environment is one that allows all voices to be heard, valued, and 
respected. That means listening, understanding, and taking people’s stories at face value. Trust is 
built by seeing and connecting with others as people first. Avoid assumptions. Take the time to ask 
people what they need and how you can help them get through their situations. Only then can you 
go on to discuss weightier topics such as power imbalances and historical injustices.

Seeing PWLLE of MHSU problems or illnesses as people first means recognizing that they do not 
have to “overcome” their symptoms to be credible or hold space. They may also have things to 
share about experiences beyond their own MHSU problems or illnesses that deserve to be heard, 
especially if they work in the health-care system as a nurse, as a caretaker, or in another role.  
Even without such experiences, their contributions are not any less valuable.

Share information freely and frequently

If your intervention involves a multidisciplinary team, make sure everybody is aware that they  
are part of the team and what the goals are. Share documentation and resources continuously  
to ensure that nobody is in the dark about what is going on.

1
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Before implementing a dramatic, transformative change, communicate openly and regularly  
with everyone affected about what that change will look like, for both patients and your teams.  
Be sure to directly address (and not downplay) any concerns, referring back to your vision and 
values — the shared “why” behind your initiative — as a touchstone whenever needed.

Encourage collaboration

When designing your initiative, start with an open agenda that allows for and encourages  
collaboration and input from service users. Don’t develop detailed goals or objectives before 
engaging with all the appropriate stakeholders. Setting the direction for your work through 
collaboration is essential to establishing a sense of trust right from the beginning.

Bring in external help if needed

If there is significant historical mistrust between marginalized populations and your institution, 
consider hiring a third-party engagement specialist. Such specialists can observe meetings, host 
focus groups and listening tours, speak to individuals one to one, and help you determine the  
level of trust (or mistrust) among different groups before making recommendations for change.
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Hire PWLLE of MHSU problems or illnesses as expert  
consultants or salaried employees

PWLLE with MHSU problems or illnesses, such as peer support workers, can connect with 
patients and service users in ways doctors and nurses cannot. The fact that they know what a 
person has gone through can help build and promote trust. When creating paid roles for PWLLE  
of MHSU problems or illnesses, keep in mind that minimal education requirements, which are 
standard for most health-care jobs, can inadvertently reinforce structural stigma by excluding 
certain people from applying for the job.

In addition to creating paid positions for PWLLE of MHSU problems or illnesses, consider  
incorporating anti-stigma values into your organization’s hiring process to ensure that any  
new employee is able to engage appropriately with service users. PWLLE of MHSU problems  
or illnesses should be involved in defining and developing those values.

Educate team members on the characteristics of a just culture

A just culture is a system of shared accountability that emphasizes faulty organizational cultures 
as the general cause of mistakes rather than the people directly involved. It’s a no-blame approach 
that focuses on exploring what went wrong instead of who caused the problem — which is also at 
the heart of dismantling structural stigma. A just culture is more effective when everybody thrives 
and feels comfortable working alongside each other, including organizational leaders.

Follow up on action items

Listening to others and taking action on what you heard helps build trust. If somebody raises a 
concern, don’t just pass it along and forget about it. Demonstrate your reliability by updating the 
person on how their concern is being addressed.

https://justculture.hqca.ca/
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PUTTING IT INTO PRACTICE

To help rebuild clients’ trust in the health-care system following incidents 
of seclusion and restraint, Nova Scotia Health’s Adult Neurodevelopmental 
Stabilization Unit (ANSU) Dual Diagnosis Program revamped its approach to 
clinical care planning. In the past, staff and clinicians met to decide what would 
be best for their clients. Today, clients and/or their substitute decision makers 
(if needed) are also represented in these meetings, along with other stakeholders 
such as representatives from partner agencies in the community.

While it took some convincing to make that change, the results have been worth 
it. For example, partner agencies, such as those that provide housing and direct 
care support to clients after they are discharged from ANSU, are able to get advice 
and recommendations directly from ANSU clinicians and then work with ANSU 
to modify a client’s care plans, as needed. Thanks to that collaborative approach, 
when a client is discharged, they are better able to trust in the supports and  
services available to them in the community.

https://mha.nshealth.ca/en/services/adult-neurodevelopmental-stabilization-unit-dual-diagnosis-program-intellectual-disability
https://mha.nshealth.ca/en/services/adult-neurodevelopmental-stabilization-unit-dual-diagnosis-program-intellectual-disability
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PUTTING IT INTO PRACTICE

Alberta Health Services’ Addiction Recovery and Community Health (ARCH) Program 
established a community advisory group to gather information, suggestions, and 
feedback from the people it serves, many of whom are Indigenous. This approach 
ensures that everything the program does goes through the community and reflects 
community members’ needs — helping to build trust between the hospital and 
its patients.

Among teams and units in the Royal Alexandra Hospital, building trust comes 
through a focus on education, such as answering questions from staff in other 
departments on how ARCH provides care for opioid use disorder, manages its 
supervised consumption service (SCS), and other topics. The 2018 launch of the 
hospital-based SCS — the first of its kind in North America — was a clear indicator 
that hospital leadership trusted in the vision of the ARCH team to provide better 
access to quality care for people who use substances.

https://www.albertahealthservices.ca/findhealth/Service.aspx?id=1068151&serviceAtFacilityID=1106310
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Reflection and discussion questions

 • What is the current state of trust (or mistrust) between your organization and its 
service users? Would an external facilitator or engagement specialist be useful in 
building or rebuilding trust?

 • What mechanisms are currently in place to facilitate stakeholder collaboration and 
input into program design? What might your organization need to do to encourage 
greater collaboration?

 • Do PWLLE of MHSU problems or illnesses play a meaningful role in your  
organization’s decision-making process? If not, what are the barriers to bringing 
them into that process? What can be done to ensure the empowerment of PWLLE  
of MHSU problems or illnesses regarding the services that affect them?

 • Are anti-stigma values embedded in your organization’s hiring processes?  
If not, how might the recruitment and interview steps be improved to ensure  
that the values of new employees align with those of your change initiative?

Tools and resources

Just Culture

The Health Quality Council of Alberta provides a website with resources and information  
to help organizations establish a framework and actions to support a just culture.

Guidelines for Partnering with People with Lived and Living Experience 
of Substance Use and Their Families and Friends

This guide from the Canadian Centre on Substance Use and Addiction describes how to develop 
sustainable and successful partnerships with PWLLE of substance use and their family and friends.

Overcoming Stigma Through Language: A Primer

This guide from the Canadian Centre on Substance Use and Addiction discusses how to facilitate 
conversations and increase awareness about the stigma that surrounds people who use substances, 
their support networks, and service providers in the community.

https://justculture.hqca.ca/
https://www.ccsa.ca/guidelines-partnering-people-lived-and-living-experience-substance-use-and-their-families-and
https://www.ccsa.ca/guidelines-partnering-people-lived-and-living-experience-substance-use-and-their-families-and
https://www.ccsa.ca/overcoming-stigma-through-language-primer
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P A R T  2  . 2  

Redistribute power  
in relationships

Asymmetric power systems reinforce and perpetuate stigmatizing processes and  
policies. To dismantle structural stigma, organizations must mitigate or actively  
correct power differentials. That involves both recognizing the people who have been 
traditionally invalidated or had their expertise devalued because of their identities  
and lifting them up so they can hold power in the organization. Doing so requires a  
willingness in those who currently have power to embrace a shared distribution of 
power and resources.

Key principles for health-care organizations

Be honest about the power differentials that exist

Acknowledge up front how MHSU-related structural stigma has contributed to historical power 
imbalances and be intentional about not replicating them in your initiative. (In the process, also 
consider the role racism, ableism, homophobia, transphobia, classism, and other factors may have 
played in creating those power imbalances.) For people who have traditionally held power, that 
means practising humility by acknowledging that their experience is not the most important in the 
room. Not every organization will have the knowledge on cultural safety and humility to be able 
to do this. As a first step, you may need to explore ways to enhance culturally safe interactions, 
environments, and service delivery with your organization and in its partnerships.

When working with partners in the community, be honest about the fact that there are “have” and 
“have not” agencies. Some are favoured by funders or the media and have a voice and connections 
that others do not. If your organization has power but is unwilling to acknowledge this imbalance, 
your initiative will be starting on the wrong foot.

2
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Construct a less hierarchal system

To make sure everyone’s voices can be heard, construct a less hierarchal system that actively engages 
with people not currently in roles of authority. Power often presents itself in terms of how much time 
and space a person is provided. The politics of power can also mean silencing certain topics or voices 
entirely so that the organization may never talk about very important things.

To combat this, consider making it a requirement that service users or PWLLE of MHSU problems 
or illnesses co-facilitate all meetings and presentations (and are properly compensated for their 
time and labour). Avoid using titles such as doctor during meetings, as these can reinforce existing 
power imbalances. Address people by their first names, instead. Make sure all meetings take place 
in psychologically safe and brave spaces. (For more information on how to create such spaces, see 
Build and sustain trust earlier in this section.)

Hierarchies and power differentials can also show up in several other ways (some of which are quite 
subtle), such as the layout of meeting spaces and the heights of chairs for different types of people 
(e.g., doctors sitting in taller chairs than service users). Be aware of and work to overcome them.

Cement your approaches for sharing power by writing them in your organization’s policies or 
governance model. That way, it will never be up to a single person to enforce or champion them, 
as they will be built into the fabric of your organization.
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Balance power at the project level

In addition to the power relationships at the organizational level, carefully consider who the leads 
of any project will be. Step back from traditional roles and elevate PWLLE of MHSU problems or 
illnesses so they have a real voice in how individual projects in your larger change initiative are 
designed and run. Then support them with training and resources, as necessary, so they are as 
prepared as possible to make a real difference. Keep in mind that when power is redistributed,  
the ways work is done and decisions are made may end up looking quite different.

Reframe away from a zero-sum model

Those with power must be actively encouraged to bring others who have been historically  
disempowered into the conversation. That doesn’t mean abandoning the power they hold but 
rather to leverage it so that everyone else is lifted up, pushing those often ignored to the forefront 
so they can be heard. For example, they could tie their support (and organizational resources) on 
a given initiative to having PWLLE of MHSU problems or illnesses in prominent decision-making 
roles. When having these conversations and getting buy-in from people in positions of power, 
emphasize that power is not a zero-sum situation (where an advantage for one side will mean  
an equivalent loss for the other) and how all sides can benefit from power sharing.

Move beyond tokenism

Allow service users the opportunity to provide solutions rather than merely serving in an advisory 
role, with others taking their input away and acting on it. Ensure that the “how” of any solution 
comes from those directly involved with and affected by the solution, and that PWLLE of MHSU 
problems or illnesses participate in making foundational decisions from the start. One way to 
achieve this is by formalizing processes to provide financial compensation for PWLLE of MHSU 
problems or illnesses, in recognition of the expertise they are bringing to the table.

Create funded roles for service users

Share power by creating funded co-leadership roles for service users and giving them a meaningful 
stake in your organization (such as in evaluation or teaching positions). Formally recruiting and 
hiring people for those positions — and by turning service users into active participants in running 
the services and institutions that provide care — can also help avoid “medical paternalism”  
(i.e., when a physician chooses not to honour a patient’s choices because “they know best”).
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PUTTING IT INTO PRACTICE

When Health Justice used to meet with ministers and other government officials as 
part of its advocacy work, the executive director would typically be the one to take 
those meetings. Decisions about what to discuss during a meeting would be made by 
the management team. That has since changed. Recognizing the power imbalance at 
play, Health Justice modified its processes to have members of its Lived Experience 
Experts Group develop the agenda and other materials for those meetings, sup-
ported by staff members as needed — and also attend those meetings.

“The biggest highlight for me was when the Lived Experience Experts Group 
and staff met with the minister of mental health and addictions. Sharing my 
experiences at that meeting made me feel seen, all of a sudden, after I have been 
made to feel invisible for so long. I felt validated and it made me feel hopeful 
that change can happen.”

 – Sarah, Health Justice lived experience expert

Health Justice says that this approach has made its meetings much more effective, 
and that their submissions to government now resonate with more people. Overall, 
its work is stronger, more credible, and more respected than ever.

https://www.healthjustice.ca/
https://www.healthjustice.ca/lived-experience-experts
https://www.healthjustice.ca/lived-experience-experts
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PUTTING IT INTO PRACTICE

St. Joseph’s Health Care London successfully redistributed power relationships by 
making its much smaller Indigenous health agency partner, Atlohsa Family Healing 
Services, the lead agency for the Biigajiiskaan: Indigenous Pathways to Mental 
Wellness program. First, St. Joseph’s had to formally recognize the existing power dif-
ferential — the fact that, as a major hospital, it had the funding, departments, and staff 
that the provincial government expected a lead agency to have. It then used its power 
to elevate Atlohsa in the eyes of the government, constantly and intentionally putting 
the smaller agency at the forefront of all program-related discussions (by redirecting 
emails and phone calls to people at Atlohsa, for example).
With Atlohsa leading the way, the program has been able to launch effective  
community-driven initiatives such as a culturally relevant winter shelter for 
unhoused Indigenous people, which has helped reach people who would otherwise 
never set foot in a hospital because of the stigma they would face. Because power 
was purposefully redistributed, other institutions in the area are now calling 
Atlohsa — and not St. Joseph’s — for advice on how to implement similar models 
and approaches.

https://www.sjhc.london.on.ca/areas-of-care/mental-health-care/biigajiiskaan-indigenous-mental-wellness
https://www.sjhc.london.on.ca/areas-of-care/mental-health-care/biigajiiskaan-indigenous-mental-wellness
https://atlohsa.com/pages/wiigwaminaam-winter-response
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Reflection and discussion questions

 • How is power currently distributed in your organization?  
Are there voices that are missing, silenced, or needing to be elevated?

 • How might your organization’s decision-making processes and other ways of  
working have to change to account for redistributed power relationships?

 • Is your organization one of the “have” or “have not” agencies in your community?  
How does the power you hold (or not hold) and the relationships you have with  
funders, government,the media, and others impact your work and your service users?

 • What are some ways that power may be inadvertently hoarded?  
How can organizations centre their perspectives and diminish those of others?
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P A R T  2  . 3  

Measure and  
monitor outcomes

How do you know if your work to dismantle structural stigma is leading to real change? 
It takes constant evaluation and measurement: everything from informal surveys to 
rigorous academic research. The challenge is ensuring that you’re staying true to your 
initiative’s vision and values when conducting those evaluations — and that those with 
power won’t use the data to reinforce the status quo or shut down your change before  
it has a chance to get off the ground.

Key principles for health-care organizations

Ensure that your measures reflect diverse perspectives

From the outset, work collaboratively and have an open, honest discussion about what progress 
looks like and what outcomes will be most meaningful to your organization and service users. 
Keep in mind that different people will have different ideas about what is important to measure —  
and people in power should be mindful of not imposing their preferred measures on others. Consider 
implementing measures that have been co-designed with PWLLE of MHSU problems or illnesses.

Move on from approaches that don’t align with your values

Be aware of the approaches your organization may have used in the past to measure progress 
and outcomes. Who was involved in developing those measures? Why were they selected? If they 
were imposed from the top down without input from patients and service users or designed solely 
to satisfy funding requirements, they may have perpetuated power imbalances. Make sure your 
evaluation approaches align with the values, vision, and frameworks driving your desired change.

Don’t try to measure everything

Just as it is easier to boil a pot of water than boil the ocean, it is better to have one or two 
thoughtful outcome or progress measurements than try to evaluate every aspect of your initiative. 
When considering what to measure, ask yourself these questions: Why should we track that? 
Whose needs will the answers meet?

3
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Go beyond the numbers

Asking if people are satisfied with your services is important, but it’s the wrong question when 
evaluating transformative change. Focusing only on data like client satisfaction scores will make  
it difficult to truly assess the complexities of the power relationships in your organization and  
how they’re evolving.

If you want to measure a paradigm shift, start by asking the following types of questions:

 • Does your initiative address increasing inequality and the growing gap between the haves and 
have nots?If it doesn’t, what must be done to start working in that direction?

 • Does your initiative cater more to business models and funding applications, where people are 
thought of as consumers or statistics for services, goods, and research agendas? If the answer 
is yes, how might you do a better job of shifting focus to PWLLE of MHSU problems or illnesses 
and their experiences?

 • Do marginalized groups and/or PWLLE of MHSU problems or illnesses own or govern the 
initiative? Or is it being driven by the institution? If the former, what are their experiences  
of how power is being shared? If the latter, how can you ensure that they don’t just have a  
seat at the table but rather a powerful voice in how decisions are made?
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Consider research ethics and quality improvement

Different types of evaluations will need different approval processes, especially in larger institutions 
like hospitals or universities. Quality improvement measurements, for example, will require a different 
kind of ethics-board approval than academic research. In some cases, ethics considerations need to be 
made six months or a year before any in-depth research or patient engagement can begin.

Assess and reassess regularly

Because disruptive change happens over a long period across many initiatives, build in regular 
checkpoints to monitor progress and determine whether adjustments are needed. Outline in 
advance who will be accountable for conducting these ongoing assessments and make room in 
your organization’s budget for them. Consider bringing in a third-party expert to handle this work 
and eliminate potential bias in your assessments.

Track resistance

Resistance to change is natural, so one way to measure progress is to evaluate how others are 
reacting to your work. Is your initiative still making waves? Is it still making people in power 
uncomfortable? Tension and dissonance foster growth. If you’re encountering no more resistance, 
it could mean that everybody in your organization is committed to change — or that people with 
power have co-opted your initiative and turned it into something different. Constantly assess the 
integrity of the initiative and whether it is staying true to its original vision.

Share your successes and your failures

Continuously communicate the findings of your evaluations — both the successes and failures. If 
you talk frequently about your work, the milestones you’ve reached, and what you’ve learned along 
the way, everyone in your organization can see how even small wins can lead to real change. Being 
open about the ups and downs can also help build trust in your initiative, internally and with  
your partners.
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PUTTING IT INTO PRACTICE

St. Joseph’s Health Care London uses several indicators to measure the success 
of the Biigajiiskaan: Indigenous Pathways to Mental Wellness program, including 
the following:
Client indicators:

• Clients feel that their voices are heard and respected.
• Clients begin to get involved with the Indigenous community and its resources 

and agencies.
• Clients have increased or rekindled an interest and pride in their culture.

Staff indicators:
• Elders feel that they are an integral part of the program.
• Hospital staff and Indigenous agency staff have access to and are involved  

in ongoing training around culturally safe practice, historical issues, and  
intergenerational trauma.

• Staff feel that they can address both the Western and traditional aspects 
of the program.

Program indicators:
• Partnerships, pathways, and collaborations are developed or solidified 

through the project.
• The program has been shared with other hospitals and Indigenous 

service agencies.
• The program has significant client retention and program completion rates.

Organizational indicators:
• Other health-care agencies support, continue, and replicate the program.
• Policies are reviewed to ensure that they support the implementation,  

continuation, and possible expansion of the program.
• Success is measured by quantitative and qualitative data and feedback  

from the community (Elders, PWLLE of MHSU problems or illnesses, family  
members) and Atlohsa and St. Joseph’s staff.

https://www.sjhc.london.on.ca/areas-of-care/mental-health-care/biigajiiskaan-indigenous-mental-wellness
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PUTTING IT INTO PRACTICE

The Empowerment Council measured the success of the Centering Madness course 
in two ways. As is typical in educational settings, University of Toronto psychiatry 
residents evaluated the course. Their feedback revealed a mix of resistance to and 
acceptance of the material. Of much greater importance was the service-user 
educators’ evaluation of the residents, based on their contributions to in-class 
discussions and assignments. Not only did this yield valuable insights about resi-
dent learning, it offered a tangible route to making this initiative truly meaningful. 
Giving service-user educators the power to assign grades to residents and provide 
feedback through competency-based education mechanisms meant that residents’ 
engagement with the course (or lack thereof) would have a real impact on their 
academic file.

Residents’ response to and uptake of the course material served as a signal to 
the project team that they were indeed challenging previously held ideas and 
assumptions about mental health service users and the profession of psychiatry. 
The team then used these findings to continuously revise and strengthen its teach-
ing approach, noting the possibilities in these moments of discomfort to offer an 
alternative approach to thinking about, understanding, and valuing the expertise 
of service users.

https://empowermentcouncil.ca/
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Reflection and discussion questions

Measuring and monitoring outcomes:

 • What are the top one or two measures to best indicate the progress  
your change initiative is making?

 • Who will be accountable for monitoring progress in your organization?  
What will they need to be effective in that role?

 • How did your organization measure progress in the past?  
Who was involved in developing those measures?  
Who benefited from the findings?

 • What are the ethics approval processes in your organization?  
How might those affect your approaches to monitoring and evaluation?

 • What are some of the different ways you could use the information learned through 
your evaluation and monitoring activities to promote or advance your initiative’s 
overall success or sustainability?
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P A R T  3  

Sustainability
Dismantling structural stigma won’t happen overnight. It requires sustained, long-term 
efforts focused on changing your organization’s culture, policies, practices, and rela-
tionships. You can help ensure the success and sustainability of any change initiative 
through leadership support and a commitment from passionate champions to continue 
engaging and collaborating now and into the future.

Ultimately, the most successful and sustainable  
interventions to address structural stigma have  
co-designed processes into which new norms and 
approaches to care are gradually embedded to  
build trust and support among all stakeholders, 
especially those who may be resisting the change. 
Organizations must also be intentional about  
formalizing new practices into existing structures 
(through policy) while constantly collecting feedback  
on how an intervention could be improved to better 
meet the needs of those affected by stigma.

“I didn’t know where to access  
services and, because of the stigma 
associated with having a mental  
illness, I kept quiet about it. Then  
I got physically sick because of the 
anxiety I was experiencing, and 
I knew something had to be done… 
In mental health care, we need to 
shift the focus from diagnosis to 
recovery and person-centred care. 
In providing care, we need to real-
ize that there isn’t a one-size-fits-
all model, and that every path is 
unique. People are so much more 
than their diagnosis.”
Amber May LeRoy, former 
employee, CHANNAL 

https://mentalhealthcommission.ca/resource/structural-stigma-personal-experience-stories/
https://mentalhealthcommission.ca/resource/structural-stigma-personal-experience-stories/
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What health-care  
organizations need to do

3 .1 Build capacity and support for 
potentially disruptive change 
Maintain organizational buy-in  
and support for your initiative  
by reinforcing why change is needed.

3 .2 Anticipate and  
manage resistance 
Win over those most likely  
to oppose change by recognizing their concerns and embracing difficult 
conversations.

3 .3 Seek and respond to  
feedback in a proactive way 
Be humble and open to  
suggestions from all stakeholders on ways to improve your  
anti-stigma initiative.

3 .4 Embed change in  
existing structures 
Get your change to “stick” by  
codifying it into your policies, 
processes, and systems.



75 DISMANTLING STRUCTURAL STIGMA IN HEALTH CARE Part 3 Sustainability 75 DISMANTLING STRUCTURAL STIGMA IN HEALTH CARE 

P A R T  3  . 1  

Build capacity and support for  
potentially disruptive change

In the mental health and substance use care system, everybody strives toward the same 
goal: to help others. Yet difficult conversations may occur when those eager to help 
realize that they may be inadvertently causing harm and there may be better ways of 
doing things. While building up the institutional capacity for change (and maintaining 
support for it) can be a shared learning process that involves acknowledging people’s 
unique strengths, challenges can arise when people feel defensive or challenged about 
the nature of MHSU-related structural stigma and their role in perpetuating it.

Key principles for health-care organizations

Reinforce your vision and values

To build internal support for your change initiative, communicate continuously. Be sure everybody 
in your organization understands the problem being addressed, why it matters, and knows that they 
can ask questions as necessary. Getting there may mean talking about the issue in different ways 
and formats with different groups to reinforce the guiding “why” behind your vision and values.

If necessary, train or recruit people with the right skills (such as cultural safety) to communicate 
your vision effectively and make change stick over time.

Use storytelling to make the case for change

Personal stories and experiences can help illustrate why change is needed — and how it can 
happen via new methods of thinking — in a way hard data cannot. First-person storytelling and 
advocacy can also help relieve the guilt that drives individuals’ defensiveness and helps everybody 
move forward together. A storytelling approach is especially important for organizations that  
work with Indigenous communities. In Indigenous health research, storytelling has emerged  
as an approach that acknowledges Indigenous oral traditions, creates spaces to share wholistic 
knowledge about health and illness experiences, and invites community involvement.

1
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Co-design the path forward

MHSU interventions and policies are more likely to succeed if they are co-designed with the 
people they will impact. Provide multiple opportunities for service users, PWLLE of MHSU  
problems or illnesses, staff who deliver care, and others to participate in the process to design 
solutions, including interacting with outside consultants (if they’re involved). This will help  
alleviate concerns and gain support for the initiative.

Ensure that every aspect of co-design happens in a psychologically safe and brave environment 
that allows all voices to be heard, valued, and respected. (For more information on how to create 
such spaces, see Identify and ensure a shared understanding of the problem in Part 1.)

Speak to the individual; focus on the structural

Helping people to identify “What’s in it for me?” is important to getting them to support the 
change initiative. Find out what they may be personally concerned about so those issues can  
be addressed proactively.

At the same time, keep the discussion at the structural level rather than the individual. Remember, 
structural stigma is caused by a failure in systems and policies, not the actions of a single health-care 
worker. Approach the topic with empathy and kindness. The intent is not to shame a person for their 
behaviour but to invite them to reflect critically on their role in a system that perpetuates stigma.
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Obtain and sustain buy-in and support from senior leadership

If your initiative is to be successful, people in power must actively support and engage in it — and 
more importantly, be truly willing to change. Leaders often express support for change but relate 
to it as something that applies to others and not themselves. This can be avoided in part by using 
real examples from leaders’ own work areas to talk about MHSU-related structural stigma and how 
decision making can be shared effectively.

Depending on the community you serve, you may also want to get buy-in and support from the 
community’s senior leadership (e.g., Elders when working with Indigenous populations).

Encourage disagreement and constructive criticism

Change is supposed to be uncomfortable, especially when disrupting established systems and  
processes, so lean into the discomfort and difficult conversations that come with it. Talk openly 
about why discomfort is natural and to be expected. That includes leaving space for “negative” 
emotions. For example, in race and/or gender training, one technique is to provide facts and 
evidence, then leave room for self-questioning and guilt and/or sadness so people can come  
to terms with what they’ve learned (or unlearned).

Use ‘stress inoculation’ to confront the magnitude of the proposed change

Building up the internal capacity for transformative change requires an environment that is 
accepting of the change. Take the time to understand your particular environment; if it has  
a low tolerance for change, people may be more likely to dig in and resist.

To nurture support for your initiative, try “stress inoculation,” a technique that involves directly 
introducing the goal of the change, and then pointing out the gaps between that end state and 
where you are now. Putting it all out there from the start like this can push people’s think-
ing toward the long-term perspective. When it comes time to return to tactical planning, the 
first steps in the process should feel more achievable and less scary, leading more people to  
get on board.

Build change into your strategic priorities

Your organizational capacity for change can be improved by embedding the goals and vision of 
your change initiative — as well as any funding and resource requirements — directly in your 
governance model, strategic plan, or change management framework.
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PUTTING IT INTO PRACTICE

With a focus on systemic advocacy, Health Justice strives to build support for  
transformative change both internally and across the broader mental health system 
as well as among the people with power to change mental health and substance use 
laws. How does Health Justice take those people through the process of redistrib-
uting power, questioning how things could be done differently, and having difficult 
conversations about MHSU-related structural stigma in health care?

It has gained significant support for its work by demonstrating what shared power 
can look like and how its own organization is working to dismantle MHSU-related 
structural stigma. As an example, British Columbia amended a law to standardize the 
availability of independent human rights advisers for people detained in psychiatric 
units without consent. Through Health Justice’s advocacy, the government became 
much more willing to share power and engage with PWLLE of MHSU problems or 
illnesses in a more nuanced way on this issue, leading to real change.

https://www.healthjustice.ca/
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PUTTING IT INTO PRACTICE

Delivering the Centering Madness course for first-year psychiatry residents would 
not have been possible if support from the University of Toronto had not first 
been gained. To do so, the Empowerment Council leveraged its existing relation-
ship with the university to pitch the course to the psychiatry residency director and 
secure teaching time, first as a pilot with a subset of residents and then as a recurring 
component in the full curriculum. It was also important that allies in the department 
of psychiatry were willing to advocate for the continued inclusion of this course, 
even when it faced scrutiny from some residents and faculty. Where people from 
the Empowerment Council might be dismissed, those with institutional positions 
could use their power to speak up for the course and its benefits. This type of rela-
tionship building takes time, as well as humility and a commitment to the activism 
of service users.
By building internal capacity and support for the course, the Empowerment Council 
was able to have content developed and taught by service users included in the man-
datory curriculum for psychiatry residents, a remarkable achievement given that it 
situates the scholarship of service users as valuable knowledge for learners.

https://empowermentcouncil.ca/
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Reflection and discussion questions

 • How will your vision for change be communicated to multiple groups  
inside and outside your organization? Will new skills and expertise be  
required to do so effectively?

 • How might personal stories and experiences be collected by your  
organization to illustrate the need for transformative change?

 • How will you go about securing leadership buy-in and support  
for your change initiative?

 • What is your organization’s tolerance for change?  
If it is low, how might you overcome that?

Tools and resources

Indigenous Storywork

Based on the work of Dr. Jo-Ann Archibald, this website provides information on the structure  
and framework of Indigenous stories and discusses considerations for using storytelling 
in teaching and learning.

https://indigenousstorywork.com/
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Anticipate and  
manage resistance

When it comes to major, system-level change like dismantling MHSU-related structural 
stigma in health care, resistance and defensiveness are inevitable. Even people who 
agree that change is needed often dig in when they see what has to change and what the 
implications are for them (especially when it comes to sharing power). They may ration-
alize their resistance by coming up with reasons why change isn’t possible or else adopt 
the mindset that the initiative is not going to work. Change will uncover many different 
feelings among the people in your organization. Knowing where resistance is likely  
to come from — and how to manage it effectively — is critical to the success of any  
anti-stigma initiative.

Key principles for health-care organizations

Acknowledge the resistance

It’s not a question of if there will be resistance to change, but how much. By acknowledging that it 
will happen from the start, you’ll be better equipped to explore its causes and then build ways to 
address it into your plans.

In many cases, resistance comes from people in power who feel unmoored or even threatened 
when their perspectives are no longer the top (or only) priority. Recognize and respect that this  
is a valid reaction, then work to support those people through conversations rooted in empathy 
and curiosity.

Resistance can come from unexpected places as well. PWLLE of MHSU problems or illnesses who 
have been continuously oppressed in the past — and would benefit the most from your change 
initiative — may have seen previous attempts to address MHSU-related structural stigma fail or 
been involved in those efforts in a tokenistic way. As a result, they may be reluctant to commit 
more time and energy to a project that, in their mind, has no chance of succeeding.

2
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Anticipate the possible reactions,  
then respond tactically and tactfully

When planning your change initiative, take time to imagine some 
of the reactions and issues that might arise. Where is resistance 
likely to happen? Where might the friction be with your organiz-
ation’s existing policies and systems? Anticipating such reactions 
will help you be more prepared for your initial conversations with 
different stakeholders. Similarly, prior to a given stakeholder meet-
ing, think about who might be most likely to oppose the change, 
who will be allies, and who might require extra effort to overcome 
their concerns. Do as much advance homework as you can so that 
you are as prepared as possible going into the meeting.

You may want to proactively address resistance by sending an email to the people you’ll be 
meeting with, explaining what your organization is trying to achieve and answering some of the 
questions you think they’re likely to raise. If you prime people in this way, they are less likely to  
be defensive or hostile during the meeting.

Reframe from individual to structural

When addressing systems of structural oppression, it’s easy for people to hear, “You are a bad 
person.” We can’t shy away from the historical harms of racist or ableist policies, so part of  
managing resistance is to move into a more reflective space and remind people they are not 
personally responsible for those issues — but because of their profession, they are implicated  
in perpetuating stigmatizing structures and systems.

Physicians and other health-care professionals may feel challenged by that statement.  
Remind them that they currently have the power in the system — and will continuously gain  
power as they advance in their careers — so they have a responsibility to use that power  
to make change for the better.

Foster relationships and gather allies

Having allies in your organization who can speak the same language as the people who  
are resisting — and share some of the emotional labour involved in addressing resistance —  
is vital to keeping everybody moving forward together.

Communicate constantly

Resistance can occur if staff are suddenly told that change is happening rather being involved in 
the process from the start. Being transparent and open every step of the way, including about the 
areas of resistance that arise, can help avoid the feelings of alienation that can cause people to dig 
in and resist change.

As part of this effort, share stories that contextualize resistance as a natural, expected part of the 
process rather than a failing of the project.



83 DISMANTLING STRUCTURAL STIGMA IN HEALTH CARE Part 3 Sustainability 83 DISMANTLING STRUCTURAL STIGMA IN HEALTH CARE 

Bring in people with strong interpersonal skills

Navigating resistance requires people with high emotional intelligence and strong interpersonal 
skills. Rather than considering those attributes and skills to be “nice to haves” when hiring staff, 
build them into your organization’s hiring approach: ask about them during the job interview and 
evaluate them just as you evaluate education or experience.

Also consider bringing in a third-party specialist in change management theory. This person can 
facilitate discussions related to resistance, using approaches like the Five Whys to help uncover 
the root causes of problems and concerns and ensure your organization’s leaders are participating 
in those conversations rather than steering them.

Know when to walk away (for now)

If the resistance becomes too great and it becomes clear that your organization isn’t actually ready 
for disruptive change — or if there has been a dramatic shift in vision and direction from senior 
leadership — you may have to decide whether it’s still possible to maintain the integrity of the 
initiative’s vision. If not, it may be time to walk away. But remember, doing so doesn’t necessarily 
mean abandoning the work entirely. You could still use this as an opportunity to better understand 
what is preventing change and look at possible new ways of addressing MHSU-related structural 
stigma, so that when the organization is truly ready to take action you can hit the ground running.

https://kanbanize.com/lean-management/improvement/5-whys-analysis-tool
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PUTTING IT INTO PRACTICE

Developed by the University of Toronto and the Empowerment Council, the 
Centering Madness course for first-year psychiatry residents aims to identify 
how power and privilege play a role in psychiatric practice and explore oppor-
tunities for engagement and solidarity work with mental health service users. 
Designed and delivered by service users, it challenges entrenched psychiatric 
beliefs in a way that is both emotionally uncomfortable and intellectually challen-
ging for many residents. This initially prompted resistance from students and 
faculty alike, some of whom felt that it was a waste of time to have non-psychiatrists 
teaching residents.

An external review of the course in 2018 to better understand where and how 
students were experiencing difficulties provided suggestions on how it could be 
adjusted to address some of the concerns. Two years later, the resistance to the 
course changed direction entirely, with many students expressing an interest in 
having more modules and classes delivered from a service user’s perspective.

https://empowermentcouncil.ca/
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PUTTING IT INTO PRACTICE

By taking the time to anticipate where resistance might come from and then 
addressing it in a proactive way, St. Joseph’s Health Care London and its Indigenous 
health agency partner, Atlohsa Family Healing Services, were able to get the 
Biigajiiskaan: Indigenous Pathways to Mental Wellness program up andrunning  
even as the hospital was focused on the COVID-19 pandemic.
Before any stakeholder meeting, representatives from St. Joseph’s and Atlohsa would 
sit down to discuss issues that were likely to come up, such as concerns related 
to a proposal to give Atlohsa access to the clinical information on a patient’s chart. 
They would consider the questions a stakeholder might ask, the roadblocks they 
could present to the initiative, and what it would take to convince the stakeholder of 
the proposal’s benefits. The answers would then be sent by email or discussed with 
the stakeholder in a pre-meeting session. This tactical, proactive approach has made 
meetings far more productive, with the team encountering less resistance because 
people come into each session with a better understanding of the program.

https://www.sjhc.london.on.ca/areas-of-care/mental-health-care/biigajiiskaan-indigenous-mental-wellness
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Reflection and discussion questions

 • Where is resistance to change likely to come from in your organization?  
How might you work to overcome that resistance?

 • Who are the potential allies among your partner agencies who could assist in 
addressing resistance to your change initiative?

 • What is your backup plan for addressing MHSU-related structural stigma if the 
resistance to your change initiative is too great?

 • What are the root causes of MHSU-related structural stigma in your organization?  
How can they be addressed?

Tools and resources

Five Whys Root-Cause Analysis Tool

This Lean management tool enables users to quickly dissect a problem and reveal  
its underlying causes.

PDSA Cycle

The Plan-Do-Study-Act cycle can help users to implement a major change by breaking  
it into incremental chunks: planning it, trying it, and observing the results.

More than Paint Colours: Dialogue About Power and Process 
in Patient Engagement

This report from the Empowerment Council details the collaborative engagement process  
that led to the creation of the InSight committee and Centering Madness course.

https://kanbanize.com/lean-management/improvement/5-whys-analysis-tool
https://www.ihi.org/resources/Pages/HowtoImprove/ScienceofImprovementTestingChanges.aspx
https://empowermentcouncil.ca/more-than-paint-colours/
https://empowermentcouncil.ca/more-than-paint-colours/
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Seek and respond to feedback  
in a proactive way

Great ideas can come from anywhere, which makes collecting feedback vital to  
sustaining your efforts to dismantle structural stigma. It’s about being humble and  
open to suggestions, reassessing and readjusting your approach as needed on the basis 
of that feedback, while keeping in mind the ultimate goal of knocking down barriers and 
delivering better care to those who face MHSU-related structural stigma in health care.

Key principles for health-care organizations

Get feedback from all stakeholders

Seek feedback from internal and external stakeholders, and give as many people as possible the 
opportunity to provide input. This will help you gain buy-in, reach compromises, and access the 
best ideas available. When people feel engaged in an initiative, they are more likely to support it 
and help make it happen.

Town halls are an effective model for gathering feedback, as they encourage multiple communication 
styles for more complete, authentic comments and participation. They also demonstrate a broader 
organizational commitment to change. That said, they are better suited for larger organizations 
like hospitals and may not be applicable or effective in other settings. Also, not everyone is 
comfortable speaking publicly at a town-hall meeting, so providing multiple ways for individuals 
to give feedback helps make the process more accessible and inclusive. For most organizations, 
surveys are simple but effective tools for collecting feedback. Talking circles led by Elders are a 
safe, brave, and efficient way of accessing Indigenous voices. (For more information on creating 
safe spaces, see Identify and ensure a shared understanding of the problem in Part 1.)

Keep in mind that there may be biases in the feedback you receive, including those that reinforce 
systems of oppression.

Listen to the communities most affected by stigma

If there are barriers or needs related to specific communities or population groups, get feedback 
and input from those communities directly. For example, if stigma is being directed primarily 
toward Indigenous service users, seek responses from the Indigenous community specifically.

3
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Establish a dedicated team to oversee the change process

Having a team dedicated to this process will enable you to collect feedback on a more timely and 
consistent basis and may ensure that follow-ups to let people know their feedback is valued are 
sent promptly. Provide staff, clients, and other stakeholders with the team’s email address or 
phone number, and implement an open-door policy so they know they can submit questions and 
feedback at any time.

Don’t wait for feedback to come to you

In larger institutions such as hospitals, each unit, program, and department will be preoccupied 
with its own projects, issues, and emergencies. To get feedback from all parts of your organization, 
you will probably need to connect with the people in each unit to ask what they think about the 
change initiative and what could be improved.

Consider safety and anonymity when needed

Adapt your approaches to accommodate those who don’t feel safe participating in traditional ways. 
Owing to the power dynamics at play, some people may feel uncomfortable pointing out mistakes 
or areas for improvement, or they may fear consequences for speaking up about a certain issue. 
People from marginalized communities may also be reluctant to share their thoughts because of 
the negative ways knowledge has been extracted from them and used against them historically.

When doing a survey, make sure people can answer anonymously. This will help you to gather 
more open and honest feedback. Also, limiting the number of questions asked — two really strong 
questions might be all you need — can lead to more complete and useful answers by ensuring 
respondents don’t get overwhelmed.
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Look for actions and not just words

Actions often speak louder than words, especially when you are seeking feedback from historically 
marginalized patients or clients. If asked how they are feeling, they will often say they’re fine even 
when they’re not. Look for visual cues to determine if something might be wrong in terms of their 
health outcomes, service access, and other important topics. Asking indirect questions may make 
it easier for them to elaborate on their experiences.

Establish continuous feedback loops

Continuous feedback loops are critical to any change initiative. Build intentional checkpoints, 
work collaboratively to identify what is important to receive feedback on, and set timelines for 
receiving and reviewing comments. Dedicate time to having conversations about the feedback  
and what it means for your organization. Share what you’ve heard at meetings to ensure that 
everybody knows what stakeholders are saying or recommending.

As part of this process, be sure to regularly review the feedback mechanism itself. Are you still 
asking the right questions? Are you asking the right number of questions? What might need to 
change to get the data needed to sustain and improve your organization’s change initiative?

Act on the feedback in a transparent way

Make sure any changes that happen as a result of the feedback received are transparently linked 
back to specific comments. That way, participants can see that their input truly is valued and being 
used to make a difference.
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PUTTING IT INTO PRACTICE

Nova Scotia Health’s Adult Neurodevelopmental Stabilization Unit (ANSU) Dual 
Diagnosis Program uses a variety of tools to collect feedback from patients and/
or their families or caregivers (if a patient is non-verbal, for example). Twice a 
year, it conducts an anonymous survey that asks two simple questions: “What 
was your experience with us?” and “What would you like to see changed?” This 
approach makes it easy to quickly gather a lot of useful responses. A gift card is 
used as an incentive for participating in the survey.

Comment cards are also available at the unit’s entrance so people can, in the spur  
of the moment, write in their kudos or concerns for the ANSU team.

https://mha.nshealth.ca/en/services/adult-neurodevelopmental-stabilization-unit-dual-diagnosis-program-intellectual-disability
https://mha.nshealth.ca/en/services/adult-neurodevelopmental-stabilization-unit-dual-diagnosis-program-intellectual-disability
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PUTTING IT INTO PRACTICE

Alberta Health Services’ Addiction Recovery and Community Health (ARCH) 
Program has implemented quarterly grand rounds (large-group sessions to dis-
cuss clinical cases at a high level) as well as frequent polls and surveys to ask what 
physicians in the Royal Alexandra Hospital would like to know about the program.

It was through those surveys that the ARCH team learned that it needed to be much 
more proactive in providing education and awareness about its program, as many in 
the hospital had no knowledge of ARCH. The team acted on that feedback to broaden 
its awareness-raising efforts. Now more people on teams throughout the hospital, 
from physiotherapy to nursing, are reaching out to ARCH for advice on supporting 
different types of patients with substance use concerns.

https://www.albertahealthservices.ca/findhealth/Service.aspx?id=1068151&serviceAtFacilityID=1106310
https://www.albertahealthservices.ca/findhealth/Service.aspx?id=1068151&serviceAtFacilityID=1106310


92 DISMANTLING STRUCTURAL STIGMA IN HEALTH CARE Part 3 Sustainability 92 DISMANTLING STRUCTURAL STIGMA IN HEALTH CARE 

Reflection and discussion questions

 • What kinds of feedback mechanisms would work best for your organization? 

 • What types of questions will help your organization effectively measure  
outcomes and progress?

 • What is your organization’s capacity for collecting and analyzing feedback?  
Will new tools or software be required to do so effectively?

Tools and resources

Grand Rounds

Grand rounds are a methodology of medical education where groups of physicians, residents, 
medical students, and others get together at a formal meeting to discuss the clinical case of one or 
more patients. Unlike daily rounds, grand rounds are typically focused on the bigger picture, 
including experiences with patients over many years.

https://en.wikipedia.org/wiki/Grand_rounds
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Embed change in  
existing structures

Any sort of change can be difficult to accomplish. Getting that change to stick by having 
it embedded in your organization’s way of thinking and doing is even more challenging. 
It requires a commitment to codifying the change through new policies, processes, 
systems, and positions, all co-designed with diverse partners for maximum impact and 
staying power. It also requires being open to a long-term process and recognizing that 
it will take time for small changes to add up to something everyone can see.

Key principles for health-care organizations

Identify your fit in existing structures

It’s important to identify two things when designing your change initiative. First, where can you 
attach or embed the desired system-level change in your organization’s existing frameworks and 
practices — and what might the impact of the change be for them? Any level of change can be 
overwhelming. Working it into your organization’s existing structures can help reduce how many 
new tools and policies staff will have to learn and use on an ongoing basis.

Second, determine the changes that will not fit into your organization’s existing structures and/or 
identify the barriers in those structures that might prevent change from happening. This will help 
clarify where entirely new policies or practices may be needed to realize your vision for change.

Don’t make change contingent on a single person

For change to be sustainable, it must be formally embedded in the organization itself and not tied 
to a commitment made by a single person in a leadership position. If that person leaves, the desire 
for change may leave with them, forcing you to restart the process if their replacement brings 
different values and priorities.

4
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Structural stigma must be met with systematic changes. Articulate the commitment to dismantling 
MHSU-related structural stigma directly in your organization’s mission statement, strategic plan, 
policies, or governance structure. Make sure representatives from across your organization’s 
various departments support and are knowledgeable about your change initiative. That way, it will 
continue to be put into practice no matter who is in charge.

Engage with the community

Change won’t last unless you continuously engage with those it affects. Build and maintain  
relationships with members of your community and always consider how your efforts are  
relating to and responding to their needs.

Start small and remember that change is a long-term process

Structural stigma won’t be dismantled in a week, a month, or even a year, so don’t get discouraged 
if you don’t see immediate, large-scale results. To make change stick, it pays to start small with 
a single pilot initiative, focusing on a specific priority area in a single unit or department, then 
expand and scale up your efforts over time. Appreciate and celebrate the little wins as they  
happen and recognize that many successful smaller changes will eventually add up to one  
big change.

Show your homework

People will need to be convinced of the value and outcomes of your work. By researching and 
presenting data on the real-world impacts of your initiative to address structural stigma, you’ll  
be more likely to find supporters who will help embed change in your organization’s policies, 
practices, and frameworks.
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PUTTING IT INTO PRACTICE

Alberta Health Services’ Addiction Recovery and Community Health (ARCH) Program 
was able to launch the first hospital-based supervised consumption service (SCS) 
in North America because it prioritized sharing data and making the case for why 
an SCS was needed and would lead to better outcomes for patients with substance 
use issues.
To alleviate concerns and generate buy-in across the many different units in the 
Royal Alexandra Hospital, the ARCH team had to raise awareness on how the SCS 
could support patients’ needs, dispel the myths of an SCS, and explain how the 
SCS process would work. They repeated this process several times over the fol-
lowing months, providing numerous opportunities for questions and feedback. 
When the SCS finally opened to service users, the ARCH team offered tours to staff 
from the other units to keep the dialogue going and further make the case for its 
positive impacts.

The ARCH team has since shared its policy and guideline documents with other 
hospitals across Canada wanting to start their own SCS and overdose-prevention 
programs, along with guidance on how to measure the severity of a patient’s opioid 
withdrawal symptoms.

https://www.albertahealthservices.ca/findhealth/Service.aspx?id=1068151&serviceAtFacilityID=1106310
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PUTTING IT INTO PRACTICE

Although the Canadian Resident Matching Service (CaRMS) Service User Committee 
wound down in 2021 (largely as a result of changes in leadership), the project team is 
still proud of how it was able to embed the perspectives of service users in the highly 
standardized, national process for selecting psychiatry residents. Some of the initia-
tive’s success came from the University of Toronto psychiatry department’s larger 
strategy to share decision-making power and shift the culture of residency training 
so it would more significantly incorporate the knowledge, views, and experiences of 
PWLLE of MHSU problems or illnesses.
By giving PWLLE of MHSU problems or illnesses a formal voice in the selection 
process, this initiative helped set expectations for psychiatry residents by communi-
cating an important, institutional-level message about the values that matter in 
the practice of psychiatry. Feedback from residents suggested that the involve-
ment of service users in the selection process was quite meaningful in shaping and 
supporting how they intend to practise in the future.

https://www.carms.ca/
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Reflection and discussion questions

 • How easy would it be to embed change in your organization’s existing policies, 
practices, and processes? Will new policies, practices, and processes have to be 
developed to implement and sustain the desired change?

 • What are the barriers to change across your organization?

 • Are you dependent on a single champion to support the change initiative?  
What might happen if a new person stepped into their position? How will you 
ensure continuity of the initiative’s vision if there is a change in leadership?

 • What is your organization’s capacity for conducting research and demonstrating  
the value and impacts of the change initiative?

Tools and resources

Supervised Consumption Service (SCS) at the Royal Alexandra Hospital: 
Information Sheet

This two-pager raises awareness among hospital staff about the SCS site managed by the  
ARCH program, explaining how the program works, who is eligible for the program, and more.

https://mentalhealthcommission.ca/wp-content/uploads/2023/11/Information-Sheet-RAH-Patient-Accessing-SCS-March-2022.pdf
https://mentalhealthcommission.ca/wp-content/uploads/2023/11/Information-Sheet-RAH-Patient-Accessing-SCS-March-2022.pdf
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Structural Stigma 
Resources
“Access Denied” — How Mental Health/Substance Use-Related Structural Stigma 
Impacts Health-Care Access
A video where people share their stories about how MHSU-related structural stigma impacts their 
access to health-care services.

A Framework for Assessing Structural Stigma in Health-Care Contexts for People 
with Mental Health and Substance Use Issues
A report with six concrete steps for documenting the nature and severity of MHSU-related  
structural stigma in health-care contexts.

A Way Forward – How We Can Dismantle Mental Health- and/or Substance 
Use-Related Structural Stigma
A video where people share their insights on how MHSU-related structural stigma can be  
dismantled in health-care settings.

Champions and Changemakers: Real-World Examples of Approaches that Address 
Mental Illness- and Substance Use- Related Structural Stigma in Canada’s 
Health-Care System
A report on the lessons, insights, approaches, and strategies for successfully tackling  
MHSU-related structural stigma in health-care environments, based on the experiences  
of six champion and changemaker organizations.

Combating Mental Illness- and Substance Use-Related Structural Stigma 
in Health Care: A Framework for Action
A report on a research program designed to better understand MHSU-related structural  
stigma, leading to seven priorities for dismantling and disrupting structural stigma in  
health-care environments.

https://mentalhealthcommission.ca/resource/access-denied-how-mental-health-substance-use-related-structural-stigma-impacts-health-care-access/
https://mentalhealthcommission.ca/resource/access-denied-how-mental-health-substance-use-related-structural-stigma-impacts-health-care-access/
https://mentalhealthcommission.ca/resource/a-framework-for-assessing-structural-stigma-in-health-care-contexts-for-people-with-mental-health-and-substance-use-issues/
https://mentalhealthcommission.ca/resource/a-framework-for-assessing-structural-stigma-in-health-care-contexts-for-people-with-mental-health-and-substance-use-issues/
https://mentalhealthcommission.ca/resource/a-way-forward-how-we-can-dismantle-mental-health-and-or-substance-use-related-structural-stigma/
https://mentalhealthcommission.ca/resource/a-way-forward-how-we-can-dismantle-mental-health-and-or-substance-use-related-structural-stigma/
https://mentalhealthcommission.ca/resource/champions-changemakers-real-world-examples-of-approaches-that-address-mental-illness-and-substance-use-related-structural-stigma-in-canadas-health-care-system/
https://mentalhealthcommission.ca/resource/champions-changemakers-real-world-examples-of-approaches-that-address-mental-illness-and-substance-use-related-structural-stigma-in-canadas-health-care-system/
https://mentalhealthcommission.ca/resource/champions-changemakers-real-world-examples-of-approaches-that-address-mental-illness-and-substance-use-related-structural-stigma-in-canadas-health-care-system/
https://mentalhealthcommission.ca/resource/combating-mental-illness-and-substance-use-related-structural-stigma-in-health-care-a-framework-for-action/
https://mentalhealthcommission.ca/resource/combating-mental-illness-and-substance-use-related-structural-stigma-in-health-care-a-framework-for-action/
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Design Prototypes for Measuring Structural Stigma in Health-Care Settings
A report on potential quality measurement indicators or audit tools that standards creators, 
regulators, and policy and decision makers could use to assess structural stigma.

Ghost in the Machine: Tackling Structural Stigma in Health-Care
A webinar about the MHCC’s multi-year project to better understand and address MHSU-related 
structural stigma in health care.

“Less Than” – How Mental Health and/or Substance Use-Related Structural 
Stigma Impacts Quality Of Care
A video where people share their stories about how MHSU-related structural stigma impacts the 
quality of the health care they receive.

Measuring Structural Stigma in Health-Care Settings from the Perspective 
of Service Users
A report on measurement approaches that could be used to monitor the extent to which  
health-care settings offer caring cultures, person-centred care, or recovery-oriented care.

Mental Health Structural Stigma in Healthcare
Free MHCC and CHA Learning online training about the impacts of MHSU-related structural 
stigma in health care and how to dismantle it. This course is for health-care leaders at any level, 
health-care professionals seeking to improve quality of care, and anyone interested in learning 
about structural stigma.

Silent Barriers: How We Can Dismantle Mental Health- and Substance 
Use- Related Structural Stigma in Health Care
A short, animated video on how MHSU-related structural stigma causes real harm, both  
to people trying to access care and health-care workers seeking to provide it.

Structural Stigma: Personal Experience Stories
This resource with educational narratives of personal stories told by individuals with direct 
experience of structural stigma in health-care settings.

https://mentalhealthcommission.ca/resource/design-prototypes-for-measuring-structural-stigma-in-health-care-settings/
https://mentalhealthcommission.ca/resource/ghost-in-the-machine-tackling-structural-stigma-in-health-care/
https://mentalhealthcommission.ca/resource/less-than-how-mental-health-and-or-substance-use-related-structural-stigma-impacts-quality-of-care/
https://mentalhealthcommission.ca/resource/less-than-how-mental-health-and-or-substance-use-related-structural-stigma-impacts-quality-of-care/
https://mentalhealthcommission.ca/resource/measuring-structural-stigma-in-health-care-settings-from-the-perspective-of-service-users/
https://mentalhealthcommission.ca/resource/measuring-structural-stigma-in-health-care-settings-from-the-perspective-of-service-users/
https://chalearning.ca/programs-and-courses/structural-stigma-training-for-health-care-leaders/
https://www.youtube.com/watch?v=6R9abpPsGyA
https://www.youtube.com/watch?v=6R9abpPsGyA
https://mentalhealthcommission.ca/resource/structural-stigma-personal-experience-stories/
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