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INTRODUCTION:

There is a word that does more damage in addiction than almost any

other,  and it  is  not  a slur or  a diagnosis.  It  is  shame. For millions of

families  navigating  a  loved  one's  opioid  use  disorder  (OUD),  shame

operates  simultaneously  on  two  levels  —  as  an  invisible  wound  the

person struggling carries, often from long before addiction entered the

picture, and as the social force that keeps families from asking for help,

speaking  openly,  or  responding  with  the  compassion  that  recovery

actually requires.

Two significant bodies of recent research are illuminating just how deep

this wound goes — and pointing toward better paths forward. A 2026

meta-analytic review in *Child Abuse & Neglect* examined the growing

literature on child maltreatment as a risk factor for shame, finding that

while  associations  are  robust,  findings  have  "varied  considerably,

precluding the attainment of conclusive results that could inform clinical

practice" — a finding that is  itself  instructive (Child Abuse & Neglect

2026). Meanwhile, a 2026 study in *The Journal of Continuing Education

in  the  Health  Professions*  documents  a  promising  interprofessional

education  initiative  in  Kentucky  —  the  Kentucky  Opioid  Overdose

Prevention and Education Network, or KY-OPEN — that may point toward

the kind of whole-community, shame-informed care that families urgently

need (Cook 2026).
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Together, these two streams of research tell a more complete story about

what  healing from opioid addiction actually  requires.  And for  families

standing at the edge of that story, not knowing whether to step in or step

back, the implications are profound.

THE WEIGHT OF WHAT WAS CARRIED FIRST

To  understand  the  role  of  shame  in  opioid  use  disorder,  it  helps  to

understand where shame often begins — long before a first prescription

or a first high. Research has increasingly focused on childhood adversity

as  a  precursor  to  later  vulnerability,  and  the  2026  meta-analysis

published in *Child Abuse & Neglect* takes careful aim at one of the

most important mechanisms in that chain: the relationship between child

maltreatment and shame.

The review draws on what the authors describe as a "growing body of

research"  examining  this  association,  synthesizing  findings  across

multiple  studies  using  a  three-level  analytic  approach  designed  to

capture  both  variation  within  and  between  studies  (Child  Abuse  &

Neglect  2026).  What  they  find  is  significant  but  complicated:  child

maltreatment  is  associated  with  shame,  but  "findings  have  varied

considerably," and this variation is substantial enough that the authors

note it has so far "preclud[ed] the attainment of conclusive results that

could inform clinical practice" (Child Abuse & Neglect 2026).

This  complexity  matters.  It  is  tempting,  when  confronting  a  crisis  as

devastating as the opioid epidemic, to want clean answers — a simple

causal chain from childhood wound to adult suffering to addiction and

back  again.  But  the  meta-analysis  resists  that  simplicity.  The  shame-

maltreatment relationship is real but heterogeneous, shaped by factors

the  field  is  still  working  to  understand:  what  type  of  maltreatment

occurred, at what developmental stage, with what protective factors or

absence of them, in what social context.
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For families, this complexity carries an important message. The person

you love is not a case study. They are a person whose history, inner life,

and  sense  of  self  have  been  shaped  by  experiences  that  may  not  be

visible  —  experiences  that  produced  wounds  that  may  not  announce

themselves plainly. Shame, in particular, is a wound that tends toward

concealment. Unlike sadness, which often reaches outward, shame folds

inward.  It  tells  its  bearer  that  they  are  too  broken  to  be  seen,  too

defective to deserve help.

That  is  why  families  who  respond  to  OUD  with  judgment,  anger,  or

confrontation framed in moral terms — however understandably human

those responses are — may find themselves unknowingly reinforcing the

very  emotional  state  that  makes  recovery  harder.  Understanding  the

maltreatment-shame  connection  suggests  that  families  who  approach

their loved ones with curiosity and compassion are not being naive or

enabling. They are being responsive to what the evidence describes.

WHO BELONGS IN THE ROOM

The question of who belongs in the recovery room is one of the most

consequential  debates  in  addiction  medicine  today  — and  it  is  being

quietly answered in places like Kentucky.

For much of the history of formal addiction treatment, the answer has

been:  clinicians.  Physicians,  psychiatrists,  licensed  counselors.  This  is

understandable  — addiction  is  a  complex  medical  condition  requiring

genuine expertise. But it has also produced significant gaps. In Kentucky,

as in much of rural and small-town America, OUD has spread at a pace

that clinical workforces simply cannot match. And even where clinicians

are  available,  the  journey  from active  use  to  sustained recovery  runs

through  people  and  relationships  that  no  medical  degree  alone  can

supply.

The  KY-OPEN  initiative,  developed  as  part  of  the  federal  HEALing

(Helping End Addiction Long-Term) Communities Study, begins from a
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different premise. As Cook and colleagues document in their 2026 paper,

the program was designed explicitly for both clinicians and nonclinicians

— specifically  including  "recovery  coaches  and  care  navigators,"  who

"serve important roles in addiction treatment" (Cook 2026). The virtual

curriculum  was  built  to  ensure  "adequate  interprofessional  health

literacy  regarding  fundamentals  of  OUD treatment"  across  this  entire

range of people — meaning that those working alongside clinicians, those

who might encounter a person with OUD at a moment of crisis or on a

quiet Tuesday afternoon, would have the evidence-based knowledge to

help (Cook 2026).

This is a quiet but significant shift. Recovery coaches — many of whom

are in recovery themselves — and care navigators — community health

workers who help connect people to services — are not substitutes for

clinical expertise. They are something different and, in many respects,

irreplaceable.  They  carry  a  kind  of  credibility  that  no  credential  can

confer: lived experience, proximity, cultural fluency, and the capacity to

sit with someone in their pain without requiring a billing code. They can

reach people who would never walk into a clinic, and they can sustain

connection across the months and years that recovery actually takes.

The authors  are  candid  about  what  we still  don't  know:  "literature  is

limited regarding what interprofessional training is needed to care for

clients with opioid use disorder" (Cook 2026). KY-OPEN is, in part, an

experiment  — a  careful,  well-designed  effort  to  learn  what  works  by

doing it and measuring the results. The description of the curriculum's

"development, engagement, and early impact" suggests a model built for

iteration and improvement, not a final answer but a serious beginning

(Cook 2026).

For families, the interprofessional model offers something important to

witness. Recovery does not happen only in clinics or treatment centers. It

happens in relationships, in communities, in the sustained presence of

people who believe that recovery is possible. The KY-OPEN vision — one
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that places recovery coaches and care navigators alongside physicians

and counselors as essential team members — mirrors, in a formal and

funded way,  what families are already attempting to do on their  own,

without training, without support, and often without recognition.

WHAT FAMILIES CAN LEARN FROM THIS MODEL

When you love someone with opioid use disorder, you are not a clinician.

You are also not nothing. You occupy a role that is genuinely distinct from

any  professional  —  closer,  more  complicated,  more  painful,  and

potentially more meaningful.

The interprofessional model that KY-OPEN embodies implicitly validates

this. By training recovery coaches and care navigators alongside medical

professionals,  it  acknowledges  that  the  people  in  closest  proximity  to

someone's  life  are  not  obstacles  to  recovery  or  untrained  liabilities

waiting  to  make  things  worse.  They  are,  when  they  have  adequate

knowledge and support, essential members of the recovery ecosystem.

What  the  KY-OPEN  curriculum  offers  to  the  professional  team  —

evidence-based  knowledge,  clear  frameworks,  interprofessional

collaboration  —  families  can  seek  in  parallel  ways:  through  family

education programs,  peer support  networks,  and the growing body of

resources designed to help loved ones engage effectively without burning

out. The goal is not to turn a family member into a clinician. It is to help

them understand enough to show up in ways that help rather than harm.

The shame research reinforces this directly. If  child maltreatment is a

risk factor for shame, and if shame is woven into the emotional fabric of

many  people  struggling  with  OUD,  then  a  family  response  built  on

judgment risks activating that same shame — and shame, for someone in

active addiction, is not a motivator toward change. It is, far more often, a

trigger  that  drives  people  deeper  into  the  patterns  that  temporarily

relieve  it.  Families  who  understand  this  are  better  equipped  to  offer

something  more  useful:  presence,  steadiness,  and  the  radical  act  of
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treating their loved one as a person deserving of dignity regardless of

their current circumstances.

CONCLUSION: HOPE AS A SCIENTIFIC POSITION

There is sometimes a false divide drawn between hope and rigor — as if

compassion  and  evidence  are  in  tension,  and  families  must  choose

between feeling and fact. The research examined here suggests exactly

the opposite.

The  meta-analytic  work  on  shame and child  maltreatment  shows that

what is often labeled as moral failure or weakness may have its roots in

experiences of childhood harm — experiences that produce shame, and

shame that produces vulnerability,  long before a drug ever enters the

picture. The KY-OPEN initiative shows that evidence-based care, when it

is  truly  interprofessional  and  community-rooted,  can  be  built  even  in

deeply  resource-constrained  environments,  and  that  recovery  coaches

and care navigators — people who live in the same communities as those

they serve — have essential roles to play.

Neither of these findings is final. The shame meta-analysis is clear that

its findings are complex and that much remains to be understood. The

KY-OPEN study reports  on "early  outcomes,"  not  long-term resolution.

Science, by its nature, is a process of refining understanding rather than

delivering verdicts.

But for families, the direction of both findings is unmistakable: judgment,

shame, and isolation make recovery harder. Understanding, community,

and the expansion of who gets to be part of the care team make it more

possible.  That is  not  a soft  or  sentimental  conclusion.  It  is  where the

evidence points.

Facing addiction with  hope and understanding is  not  denial.  It  is  not

naivety. It is, the science increasingly suggests, both the most humane

and the most effective thing a family can do.
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