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Abstract
Background: Stigma among medical trainees toward people with opioid use disorder (OUD) compounds the problems 
associated with opioid addiction. People with OUD who experience overt and implicit stigma from healthcare providers are 
less likely to seek and receive treatment, further restricting their access to already limited resources. The objective of our 
study was to assess an educational strategy to mitigate stigma toward people with OUD among first-year medical students.
Methods: This study assessed perceptions of stigma toward people with OUD among first-year medical students using 
an adaptation of a brief, validated opioid stigma scale before and after an educational intervention. The intervention 
consisted primarily of a recorded panel in which people with a history of OUD shared their experiences with stigma 
followed by small group discussions.
Results: After the educational intervention, students were more likely to respond that (1) they believed most people 
held negative beliefs about people with OUD and (2) they personally disagreed with negative statements about people 
with OUD.
Conclusions: Educational interventions addressing stigma toward people with OUD are potentially effective and should 
be integrated into medical curricula. Such interventions are a crucial part of the effort to improve the medical care of 
people with OUD.
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Highlights

Our study assesses first-year medical students’ negative 
perceptions and beliefs about people with opioid use 
disorder (OUD) and demonstrates that an educational 
session may affect those beliefs. After the educational 
intervention, which included accounts of personal 
experiences with stigma by people in recovery from 
OUD, students were more likely to endorse awareness 
of public stigma toward people with OUD and less 
likely to endorse personally held stigma toward people 
with OUD. Our findings demonstrate that educational 
interventions that include first person accounts of 
stigma from people with lived experience may change 
medical students’ negative perceptions and beliefs 
toward people with OUD and reduce the stigma they 
hold personally toward this population. Our findings 
have implications for medical educators and those 
invested in improving treatment of people with OUD.

Introduction

The physical and social harms of opioid use disorder 
(OUD) continue to affect millions of people.1-4 Despite the 
prevalence of OUD and the increase in public attention it 
has received over recent years, stigma toward people with 
OUD continues to present a significant barrier to 
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treatment.5-9 The COVID-19 pandemic further taxed the 
systems that provide care to people with OUD and exacer-
bated the isolation that accompanies OUD.10

Stigma is defined as “a mark of disgrace or infamy; a 
stain or reproach, as on one’s reputation”; or “a mental or 
physical mark that is characteristic of a defect or dis-
ease.”11 It manifests interpersonally, psychologically, and 
physically. OUD is stigmatized by people who have it 
(internalized stigma), other people (public stigma), and at 
the macro level (structural stigma). Internalized, public, 
and structural stigma hinder the public health response to 
the opioid crisis.4,9,12 Public stigma manifests as prejudice 
and discrimination. It results in behavioral responses such 
as avoidance of people with OUD and the withholding of 
opportunities for employment, housing, and medical assis-
tance.9,13,14 Internalized stigma may result in greater 
shame, fear, and social isolation. It may also deter people 
with substance use disorders (SUDs) from seeking medi-
cal treatment.9,15,16

Healthcare providers are in a position of opportunity 
and responsibility to assist people with OUD through the 
immediate impact of their interactions. They have a criti-
cal opportunity to reduce harm, facilitate referral to treat-
ment, enhance motivation, prescribe evidence-based 
medication treatments for OUD, instill hope, and provide 
unconditional positive regard. The first contact people 
with OUD have with the healthcare system is often through 
frontline providers in primary care or emergency depart-
ment settings. If these interactions are not managed skill-
fully, empathetically, and with consciousness of the 
challenges that people with OUD face within and outside 
the healthcare system, they may have a detrimental effect 
on patients’ immediate and long-term prospects of treat-
ment and recovery.

It has been shown that healthcare providers commonly 
share in the widely held stigma against people with SUDs, 
a fact which may contribute to lower quality care, less per-
sonal engagement, and diminished empathy toward these 
patients.17 One essential element of improving access to 
treatment and recovery services for people with OUD is 
overcoming the negative beliefs and opinions they per-
ceive from healthcare providers. Understanding the atti-
tudes, beliefs, and perceptions of current and future 
healthcare providers and ensuring appropriate education 
about OUD are key components of this effort.

The objective of this study was to use an adaptation of 
a brief, validated opioid stigma scale to assess first-year 
medical students’ perceptions of stigma toward people 
with OUD before and after an educational intervention 
consisting primarily of a recorded panel in which people 
with lived experience of OUD shared their experiences 
with stigma followed by small group discussions. The 
authors’ hypothesis was that a multifaceted educational 
intervention among medical students would increase their 
awareness of negative perceptions held by the public and 

decrease their personally held negative beliefs toward peo-
ple with OUD.

Methods

This was a survey study conducted among first-year 
medical students enrolled in the medical degree pro-
gram at the University of Pennsylvania Perelman School 
of Medicine. The study was deemed exempt by the 
Institutional Review Board at the University of 
Pennsylvania (Protocol Number 842640). Participants 
were all first-year, preclinical medical students enrolled 
in a course designed to provide a longitudinal education 
in professionalism and humanism in medicine entitled 
the doctoring course series. There were no additional 
inclusion or exclusion criteria.

As part of the course curriculum, all students enrolled 
in the course (n = 158) were required to independently 
review educational materials about stigma and OUD and 
to subsequently participate in a corresponding small 
group discussion session. Students were electronically 
sent the educational materials prior to the small group 
session. These materials included a prerecorded plenary 
session, an article about stigma toward people with OUD 
and OUD treatment,18 a reference sheet about stigmatiz-
ing language as it relates to SUDs,19 and a podcast about 
the opioid epidemic.20 The prerecorded plenary sent to 
students involved in this study was of an educational ses-
sion that had been conducted in person the year prior to 
the study. At that time, COVID restrictions were not in 
place, so the session could be held live. The session 
began with an approximately 15-minute didactic presen-
tation which included an introduction to the local and 
national epidemiology of OUD and current issues in the 
treatment of OUD with an emphasis on the impact of 
stigma and stigmatizing language. The didactic section 
was followed by presentations from 2 speakers, a certi-
fied recovery specialist and a former nurse, both of whom 
identified as people in recovery from OUD, during which 
they shared how they had been affected by stigma in the 
course of their OUD. After the speakers’ presentations, a 
question and answer session was conducted during which 
live audience members had the opportunity to ask ques-
tions of either or both speakers.

After independently reviewing the educational materi-
als, students participated in scheduled small group discus-
sion sessions. Small groups were conducted using a virtual 
platform with video capability to preserve “face-to-face” 
interaction among group members. Each small group con-
sisted of an average of 12 student participants and 2 fac-
ulty facilitators who guided the discussion. Facilitators 
were all faculty physicians from a variety of specialty 
backgrounds employed by University of Pennsylvania 
Perelman School of Medicine who taught the longitudinal 
doctoring course as part of their academic appointment.



488	 Substance Use & Addiction Journal 45(3)

Students were electronically sent a 6-item opioid stigma 
survey adapted from a scale previously developed and 
validated by Yang et al,21 prior to and following the educa-
tional intervention (pre- and postsurveys, respectively). 
Four statements (survey questions 1-4) assessed partici-
pants’ beliefs about public perceptions of people with 
OUD, including whether people with OUD were (1) not 
trustworthy, (2) dangerous, (3) lazy, or (4) to blame for 

their OUD. Two statements (questions 5 and 6) assessed 
participants’ personal perceptions of people with OUD, 
including whether they believed a person with OUD was 
(1) not trustworthy or (2) dangerous. All survey items were 
answered according to a 5-point Likert scale where a score 
of 1 = strongly disagree, 2 = disagree, 3 = unsure, 4 = agree, 
5 = strongly agree. The survey and classification of each 
item is shown immediately below.

Number Survey item Public or personal stigma

1 Most people believe that a person with OUD cannot be trusted. Public
2 Most people believe that a person with OUD is dangerous. Public
3 Most people think that a person with OUD is to blame for their problems. Public
4 Most people believe that a person with OUD is lazy. Public
5 I believe that a person with OUD cannot be trusted. Personal
6 I believe that a person with OUD is dangerous. Personal

Table 1.  Demographic Characteristics of Students Who 
Participated in Both the Presurvey and Postsurvey to Assess 
Perceptions of Stigma Toward People With OUD Before and 
After Educational Intervention.

Demographic characteristic n (%)

Age (years)  
  <25 29 (78)
  25-29 7 (19)
  35-39 1 (3)
Gender
  Female 25 (67)
  Male 11 (30)
  Nonbinary or other 1 (3)

Abbreviation: OUD, opioid use disorder.

Though participation in the educational intervention 
was a mandatory component of the medical students’ 
course curriculum, participation in this study was optional. 
We assigned unique usernames to students who chose to 
participate in the surveys. Each survey participant used the 
same unique username for completion of the pre- and 
postsurvey.

Summary statistics were calculated for demographic 
characteristics of the participants (age and gender) and 
each survey item. A Wilcoxon signed rank test was used to 
assess differences between pre- and postsurvey responses 
for students who completed both surveys. All analyses 
were performed using SAS statistical software (version 
9.4; SAS Institute).

Results

Of the 158 students enrolled in the doctoring course, 77 
completed the presurvey (response rate 49%) and 42 com-
pleted the postsurvey (response rate 27%). Of the 42 post-
survey participants, 37 (88%) also completed the presurvey. 
Overall response rate for both surveys was 23% for a final 
sample size of 37. Of the 37 presurvey participants, 25 
(68%) identified as female and 29 (78%) were younger 
than 25 years (Table 1).

On the presurvey, students were most likely to “agree” 
or “strongly agree” with the first 3 public stigma survey 
items (not trustworthy, 78%; dangerous, 65%; and blame-
worthy, 68%). Postsurvey responses were not significantly 
different from presurvey responses for the first 3 survey 
questions, with most participants responding “agree” or 
“strongly agree” (not trustworthy, 81%; dangerous, 70%; 
and blameworthy, 68%). Conversely, for the fourth survey 
item, “Most people believe that a person with OUD is 
lazy,” 30% of participants responded “agree” or “strongly 
agree” on the presurvey, whereas on the postsurvey, 49% 

responded “agree” or “strongly agree” (difference = 19%, 
P = .0136).

Compared to the public stigma presurvey responses, 
participants were less likely to respond “agree” or “strongly 
agree” to the 2 personal stigma items on the presurvey 
(question 5: “I believe that a person with OUD cannot be 
trusted,” 22%; question 6: “I believe that a person with 
OUD is dangerous,” 16%). A significantly smaller propor-
tion of participants responded “agree” or “strongly agree” 
to questions 5 and 6 on the postsurvey (8% and 3%, respec-
tively) as compared to the presurvey (difference = 14% and 
13%, P < .0001 and .0004, respectively; Table 2).

Discussion

Although most of the students who participated in this 
study expressed disagreement with negative stereotypes 
about people with OUD, other studies have shown that 
healthcare providers and trainees often have negative atti-
tudes toward patients with SUDs and frequently lack 
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appropriate education, training, and support necessary to 
work most effectively with this patient population.16,22 
There remains resistance among healthcare providers to 
the idea that SUDs are complex biopsychosocial phenom-
ena that include physical changes and require medical 
treatment, psychological and behavioral intervention, and 
community support, not just “moral education” encourag-
ing self-control and abstinence. The idea that SUDs are a 
“moral failing” is also common in the community and is 
associated with discrimination and negative attitudes 
toward policies that are favorable to people with 
OUD.7,8,23,24 Negative perceptions and misinformation dis-
courage people with SUDs from seeking appropriate care 
and may contribute to social isolation, exacerbating the 
underlying SUD in a vicious cycle.1,9,19,25 Incomplete and 
frankly misinformed concepts about SUDs acted on by 
healthcare providers, consciously or unconsciously, are 
particularly harmful and all too often contribute to the 
exclusion of people with SUDs from appropriate treatment 
and alienation from the healthcare system entirely.26

Educational interventions represent an important 
opportunity to address stigmatization of people with OUD 
among medical trainees. A 2018 US government federal 
report recommended that all medical professionals receive 
training in screening, identification, and prevention and 
treatment services for SUDs,27 but it is unknown how 
many health professional students receive this education 
as part of their training. The results of our study demon-
strate that relatively simple interventions can affect medi-
cal students’ expressed beliefs about people with OUD. 
Our approach is one of many potential approaches to 
incorporating education about OUD into a broader medi-
cal curriculum. Our results are consistent with prior stud-
ies which have shown that targeted educational 
interventions, including those using virtual media plat-
forms, can reduce stigmatizing attitudes.28-30

One unique aspect of our results was the discrepancy 
between participants’ responses to survey items about pub-
lic versus personal stigma; specifically, participants were 
more likely to endorse belief in the presence of negative 
views held by the public and less likely to report sharing in 
those negative attitudes toward people with OUD person-
ally. The authors hypothesize that the increased likelihood 
to endorse awareness of public stigma may be a result of 
having heard personal testimony from people with per-
sonal experience of OUD and its accompanying stigma. 
Both speakers had experienced the pain of discrimination, 
rejection, shame, and loss of social standing in the course 
of their active struggles with OUD. They described painful 
experiences with healthcare providers in which they per-
ceived themselves to be on the receiving end of stigma and 
the lasting impact those interactions had on them. The 
power of personal narrative to increase awareness may 
explain part of the change in survey responses to questions 
about public stigma before and after the intervention. This 
interpretation would be consistent with prior studies of 
antistigma interventions demonstrating that personal con-
tact and stories of recovery reduce stigma among medical 
trainees.31,32

Another important aspect of this study was the small 
group discussion. Key positive attributes of discussion-
based interventions include their minimal requirement for 
material resources, ability to be flexibly implemented in 
the live or virtual environment, and potential to encourage 
critical thinking and incorporate multiple perspectives on a 
given topic. They provide the opportunity for medical 
trainees to model and practice appropriate, nonstigmatiz-
ing language in reference to people with OUDs and SUDs 
in general.14 Discussion in an educational setting rather 
than a clinical setting also allows medical students to gain 
familiarity with OUD and its treatment outside of a stress-
ful environment in which meaningful discussion may be 

Table 2.  Responses of First-Year Medical Students to Survey Items Assessing Perceptions of Stigma Toward People With Opioid 
Use Disorder Before (Presurvey) and After (Postsurvey) Educational Intervention.

Likert scale

n (%)

P valueQuestion 1 2 3 4 5

Question 1 Pretest 0 (0) 3 (8) 5 (14) 24 (65) 5 (14) .8221
Posttest 0 (0) 2 (5) 5 (14) 26 (70) 4 (11)

Question 2 Pretest 0 (0) 7 (19) 6 (16) 21 (57) 3 (8) .4403
Posttest 0 (0) 5 (14) 6 (16) 23 (62) 3 (8)

Question 3 Pretest 0 (0) 5 (14) 7 (19) 21 (57) 4 (11) >.9999
Posttest 0 (0) 3 (8) 9 (24) 23 (62) 2 (5)

Question 4 Pretest 2 (5) 10 (27) 14 (38) 10 (27) 1 (3) .0136
Posttest 0 (0) 8 (22) 11 (30) 17 (46) 1 (3)

Question 5 Pretest 3 (8) 17 (46) 9 (24) 8 (22) 0 (0) .0001
Posttest 8 (22) 22 (59) 4 (11) 3 (8) 0 (0)

Question 6 Pretest 4 (11) 19 (51) 8 (22) 6 (16) 0 (0) .0004
Posttest 10 (27) 21 (57) 5 (14) 1 (3) 0 (0)
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more difficult. A 2022 study by Brown et al22 of stigma 
among healthcare providers found that providers who have 
less familiarity with OUD and medications for OUD were 
significantly more likely to endorse stigmatizing views of 
illicit opioid use. Familiarity gained through exposure dur-
ing training may help prevent medical students from hav-
ing negative interactions with people who have OUD in 
the clinical setting.

Education of medical trainees early in their undergradu-
ate medical career may also help counter the propagation 
of stigmatizing beliefs about people with OUD from other 
providers. It has been demonstrated that language, includ-
ing written documentation in the electronic medical record, 
contributes to stigma and can perpetuate bias.5,14,16,33-36 
The negative impact of stigmatizing language is increas-
ingly recognized in medical education, practice, and 
research. In 2014, authors from the editorial team of the 
Substance Abuse journal published an article recognizing 
the importance of appropriate use of language in the field 
of addiction and calling authors, reviewers, and readers to 
use person-first language that focuses on the medical 
nature of SUDs and their treatment, promotes the recovery 
process, and avoids perpetuating negative stereotypes and 
biases through slang and idioms.37 The National Institute 
on Drug Abuse published the “Words Matter” list which 
outlines terms to use and avoid when talking about SUDs.19 
However, the use of stigmatizing language by health pro-
fessionals remains common. A 2023 study by Weiner et 
al36 used natural language processing to assess language 
used in notes of encounters between 30 391 patients with 
SUDs and healthcare providers. They found that stigmatiz-
ing language was used in the notes of 18 727 (61.6%) of 
these patients.36 Goddu et al34 demonstrated in their 2017 
study that exposure of physicians in training to stigmatiz-
ing language in a patient’s electronic chart was associated 
with more negative attitudes toward the patient and less 
aggressive management of patients’ pain. In this way, bias 
may be propagated from 1 clinician to another through 
stigmatizing language, even if it is not taught explicitly.

Efforts to provide education to healthcare providers that 
promotes the use of respectful, person-first language and 
explores the impact of stigma, while critically important, 
must be considered in the context of larger obstacles that 
healthcare providers face when caring for people with 
OUD. Even a robust, nuanced understanding of these 
issues does not alone prepare providers to address the myr-
iad issues that hinder care of people with SUDs, including 
the frustration, anger, hopelessness, and helplessness pro-
viders may experience confronting a system plagued by 
inequality and inadequate resources. Ideally, specific edu-
cational interventions like the one used in this study would 
be situated within a broader curriculum designed to arm 
trainees with an understanding of the ways in which the 
healthcare system intersects with key social and economic 

issues that disproportionately affect people who have been 
marginalized and stigmatized, including people with 
SUDs, and ways they may productively engage with those 
issues.

Limitations

The group of medical students surveyed in this study is not 
representative of medical students in general, medical pro-
viders who have completed training, or the general popula-
tion. Medical providers later in their careers may have 
different perceptions of SUDs for which different types of 
education or intervention would be more effective. The 
overall number of students available to participate in the 
study and the number that ultimately chose to participate 
were small. The low response rate has the potential to 
skew the results and limit conclusions that can be made 
based on the data. Students who elected not to participate 
in the intervention may have done so because they had par-
ticularly negative views of people with OUD, potentially 
resulting in selection bias. We suspect that the relatively 
small number of participants was in part due to the use of 
an online platform, which was necessary due to safety con-
cerns during the COVID-19 pandemic. In-person atten-
dance may have increased survey response rates and 
helped ensure active participation in the educational inter-
vention. However, use of electronic media and virtual plat-
forms has become a necessity rather than a convenience 
under certain circumstances. Limitations related to this 
aspect of the study may have instructional value. The sur-
vey administered to students in this study was slightly 
adapted from the previously validated opioid stigma sur-
vey by Yang et al.21 Specifically, the word “man” was 
changed to “person” and the phrase “person who is 
addicted to opioids” was changed to “person with opioid 
use disorder.” Changes were made with the intention of 
being inclusive of all genders and modeling appropriate 
reference to people with OUD. Although it is possible that 
these changes may influence responses, we consider this 
unlikely, as the language was not otherwise altered from 
the original survey and the core meaning of each survey 
item was preserved.

Conclusions

In this study, first-year medical students completed a vali-
dated survey assessing their perceptions of public and per-
sonal stigma toward people with OUD before and after 
participating in an educational intervention which con-
sisted primarily of a recorded panel in which people with a 
history of OUD shared their lived experiences with stigma 
followed by small group discussions. After the interven-
tion, participants were more likely to endorse believing 
that the public believed people with OUD were lazy and 
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were less likely to personally believe that people with 
OUD were untrustworthy or dangerous. Educational inter-
ventions for medical students may help reduce stigma 
toward people with OUD and are a crucial part of the 
broader effort to improve the care of people with OUD.
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