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Abstract

Background In the context of the opioid overdose crisis, understanding the barriers to seeking, attaining

and remaining in treatment for patients with opioid use disorder (OUD) is a public health issue. To date, very few stud-
ies have assessed the “self-stigma” (i.e, the internalization of negative societal attitudes and stereotypes about oneself,
leading to self-judgment) and “perceived stigma” (i.e,, the belief that others hold negative attitudes towards oneself
due to a particular condition) experienced by patients with OUD receiving opioid agonist treatment (OAT), and none
have done so in France. Our study aimed to quantify self-stigma, explore some aspects of perceived stigma, deter-
mine the factors associated with greater self-stigma and examine whether the level of self-stigma was related

to a delay in seeking care.

Methods The STIGMA study was a monocentric, cross-sectional study. The data were collected in a French hospital
addiction medicine department. Participants were outpatients with current or past OUD who were still receiving

or had received OAT. A questionnaire assessing sociodemographics; OUD characteristics; perceived stigma; and quan-
tification of self-stigma by the Self-Stigma Scale-Short, was administered.

Results A total of 73 questionnaires were included in the analysis. Nearly two-thirds of the patients had a “moder-
ate to high”level of self-stigma. These patients were significantly younger at OUD onset and were significantly more
likely to have at least one dependent child than patients reporting a “very low to low” level of self-stigma. Nearly
half of the participants experienced perceived stigma from a healthcare professional regarding their OUD or OAT,
and nearly one-third of the participants were refused care from a healthcare professional because of their OUD

or OAT. Moreover, a quarter of the sample reported delaying care due to fear of being stigmatized. We did not find

a relationship between self-stigma levels and a delay in seeking care.
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Conclusions Our study highlights the need to detect stigma and to improve training in addiction medicine.

Keywords Opioid use disorder, Opioid agonist treatment, Barrier to treatment, Self-stigma, Perceived stigma

Background

More than 20 years ago, the world experienced a resur-
gence in the consumption of heroin and, more broadly,
opioids. This was particularly evident in the USA due
to new requirements for pain assessment and the wide-
spread prescription of opioid analgesics in the 2000s [1].
Globally, opioid use disorder (OUD) affects more than
16 million people, and OUD-related harms are manifold,
including a high risk of morbidity and mortality [2], as
well as professional, financial, and legal consequences.
This makes OUD a major public health concern [3, 4].

Treatment of patients with OUD involves a biopsy-
chosocial model of care that incorporates psychosocial
interventions in addition to approved medications [5].
Opioid agonist treatment (OAT), such as methadone and
buprenorphine, is currently the evidence-based pharma-
cological treatment for OUD. Despite initial controver-
sies, the clinical efficacy of these medications has been
demonstrated by numerous studies worldwide: the out-
comes include reduced all-cause mortality, increased life
expectancy of persons who use drugs, decreased with-
drawal symptoms, reduced cravings, decreased illicit opi-
oid consumption, the cessation of intravenous drug use,
and decreased transmission of infectious agents [4-8].
Patients also experience benefits such as improved qual-
ity of life [9-12], improved employment rates and social
well-being [13], and improved family stability [14].

In France, buprenorphine is accessible (initiation
of treatment, prescription renewals) in primary care,
whereas methadone must be introduced in special-
ized centers, with a possible continuation in primary
care, usually once the dosage is stabilized. According
to the 2020 French Monitoring Centre for Drugs and
Drug Addiction report, about 210,000 individuals regu-
larly used opioids in 2017. Among them, ~ 180,000 were
receiving OAT, with 162,000 in general practice and
18,000 in specialized centers [15]. However, despite a
significant increase in the number of patients with OUD
who are managed in general practice, the provision of
care remains heterogeneous. In France in 2019, 26% of
OAT prescribers in general practice were treating 75% of
the patients [16].

Various studies show the persistence of certain mis-
conceptions that act as barriers to care [17, 18]. Gradu-
ally, the term 'addictophobia” has emerged in the grey
literature, referring to the hostility of some healthcare
professionals toward persons who use drugs, leading to
discriminatory attitudes [19]. All these factors contribute

to the emergence of “public stigma” (or ‘social stigma”),
which is defined by the discrimination of one group by
another, in accordance with negative societal stereo-
types [20, 21]. Perceptions of this public stigma could be
experienced by an individual, leading to the “perceived
stigma”, defined as the belief that others hold negative
attitudes towards oneself due to a particular condition
[22]. Public and perceived stigma are the most promi-
nent forms of stigma [23]. However, the harm caused by
stigma is not simply the direct result of discrimination
by others but can result from the internalization of the
attitudes and beliefs of the public by a stigmatized per-
son [24]. “Internalized stigma”, or ‘self-stigma’, can be
described as the acceptance and integration of societal
prejudices and their application to oneself or the group
to which one belongs [24-28]. Self-sigma is the conse-
quence of public stigma and perceived stigma [29], and
it seems to best reflect patients’ suffering and the clinical
consequences of this phenomenon [30]. Self-stigma neg-
atively impacts patient hope, self-esteem, empowerment,
therapeutic adherence, and psychiatric symptoms [26, 31,
32]. It also leads to a delay in seeking care [33] and affects
all psychosocial variables, including social integration
and quality of life [26, 34, 35].

Several studies have explored stigma toward patients
with OUD or people who use drugs more broadly [36—
38]. Outside the healthcare system, patients with OUD
experience significant social rejection, leading to dif-
ficulties in accessing employment and housing, as well
as legal issues [21]. Among healthcare professionals,
stigma is particularly observed in general practition-
ers, paramedical staff in general [39-41], pharmacists
(for example, those who refuse to provide syringe kits
that allow patients who inject opioids to reduce the
risk of interpersonal transmission of infectious diseases
like HIV and hepatitis, as well as injection site com-
plications) [42], and hospital services [43]. It would be
intuitive to think that patients who are participating
in OAT programs, without the status of “addicts” or
“drug users’, would no longer be stigmatized. However,
medical intervention does not always reduce stigma
[44]. Thus, studies conducted in the USA and Europe
among patients receiving OAT who no longer used ille-
gal opioids revealed persistent public and perceived
stigma in the medical, social, family, professional, legal,
political, and administrative domains [40, 45-48]. To
use the example of pharmacists again, some refuse to
dispense OAT, mistakenly perceiving it as equivalent



Pinhal et al. Addiction Science & Clinical Practice (2024) 19:74

to dispensing a "legalized form" of an illegal drug, or
believing that using the treatment is merely a “transfer”
of the addiction [49].

Exploring this phenomenon is a major public health
challenge given the multifaceted and disastrous conse-
quences of stigma on recovery, as reported by a recent
qualitative study conducted in persons who were in
recovery from OUD or a family member of some-
one with OUD [21]. To our knowledge, very few stud-
ies worldwide, and no studies in France, have assessed
perceived stigma and self-stigma of patients with OUD
receiving OAT. Therefore, we decided to fill this gap by
conducting a study that aimed to quantify self-stigma
in these patients. The secondary objectives were to
explore some aspects of perceived stigma, determine
the factors associated with greater self-stigma, and
examine whether the level of self-stigma was related to
a delay in seeking care.

Methods

Study setting and participants

The STIGMA study was a monocentric, observational,
cross-sectional study conducted in a population of
patients with current or past OUD (we did not seek to
differentiate between patients with current or past OUD,
as the study focused on the possible experience of stig-
matization. Even if the OUD was currently resolved,
everyone could recall situations of perceived stigma or
self-stigma). These patients also had to be receiving or
have received OAT and had to be currently followed or
previously followed at the Addiction Medicine Depart-
ment of Nantes University Hospital (France) since 2012.
Patients who did not understand spoken or written
French, who lacked social security coverage, or who were
under legal protection were not eligible for the study.

Eligible patients were offered the opportunity to com-
plete an anonymous self-administered questionnaire.
Patients still under follow-up in the department were sys-
tematically invited to participate during a medical consul-
tation. If they agreed, they completed the questionnaire
on-site. Patients no longer under follow-up were invited
to participate through a telephone call and later by mail.
They received the questionnaire at home, completed
it, and returned it using a prepaid envelope. In cases of
missing or inconsistent data, the affected patients were
recontacted by phone or questioned following a medical
consultation, or their medical records were reviewed, in
order to complete or correct the information.

As our study was exploratory, we aimed to include
as many patients as possible during the period from
November 16, 2022, to April 6, 2023, without a prede-
fined calculation of the necessary sample size.
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Measures

The self-administered questionnaire, built by the first
(general practitioner) and last (psychiatrist specializ-
ing in addiction) authors, consisted of four parts: soci-
odemographic data; OUD characteristics; perceived
stigma; self-stigma.

Sociodemographic data

We collected data on the following variables: sex, age,
educational level (highest obtained degree), employ-
ment status, type of income, the presence of indebted-
ness, housing situation, marital status, and the presence
of a dependent child, drug-using spouse and drug-using
friends.

OUD characteristics

We collected data on the following variables: age at
first opioid use, age at onset of OUD (defined as the
age of daily illegal or nonmedical opioid use), and the
time between the onset of OUD and the start of the
first OAT sequence. Finally, we asked for details about
the different OATs received throughout the treatment
course, including the age of onset, current OAT status,
and opioid consumption in the last 2 months.

The questionnaire assessed the presence of negative
consequences of OUD, including secondary psychiatric
and somatic conditions and socioaffective, professional,
financial, or legal harm.

Measurement of perceived stigma

We developed a questionnaire (6 questions with binary
yes/no answers) for the purpose of this study to explore
some aspects of perceived stigma. The questions
addressed: the quality of the relationship with the gen-
eral practitioner; the presence of at least one perceived
stigmatizing attitude from a healthcare professional
(medical and paramedical) regarding the patient's OUD
or OAT; the existence of at least one instance of refusal
of care by a healthcare professional because of the
patient’s OUD or OAT; and the presence of consciously
delayed healthcare seeking due to fear of being stigma-
tized because of OAT use. This questionnaire has not
been pre-tested.

Measurement of self-stigma

We used the Self-Stigma Scale-Short (SSS-S), the
French and simplified version of the Self-Stigma Scale
(SSS), which has been validated for use in patients
with psychiatric disorders [50, 51]. The scale consisted
of 9 statements for which patients must indicate their
degree of agreement or disagreement on a Likert scale
ranging from 1 (strongly disagree) to 5 (strongly agree).



Pinhal et al. Addiction Science & Clinical Practice (2024) 19:74

The total score ranges from 9 to 45. A higher score
indicates greater self-stigma, and there are five catego-
ries for results: class 1 (very low stigma: scores from
9 to 15 points); class 2 (low stigma: scores from 16 to
22 points); class 3 (average stigma: scores from 23 to
33 points); class 4 (high stigma: scores from 34 to 42
points); and class 5 (very high stigma: scores from 43
to 45 points). The SSS-S has good internal validity, and
the internal consistency coefficients for different scores
range from satisfactory to excellent. Participants in this
study were asked to answer by considering themselves
as “patients receiving OAT (current or past)”

Statistical analyses

First, continuous variables (age, age of first opioid use,
age of onset of OUD, time between the onset of OUD
and the start of the first OAT sequence) are described
by their means and standard deviations, and categorical
variables (other variables in Table 1) are described by
numbers and percentages.

Second, we explored factors associated with greater
self-stigma. We conducted bivariate analysis, compar-
ing the characteristics of patients with SSS-S scores less
than 23 (“very low to low self-stigma” group) to those
with SSS-S scores greater than or equal to 23 (“mod-
erate to very high self-stigma” group). We deemed the
clinical and functional impact on patients to be signifi-
cant from a medium level of self-stigma onward, which
justified our choice. The chi-square test and Mann—
Whitney test were used to test the independence of
variables. We considered a p value <0.05 as the thresh-
old for significance. As the study was purely explora-
tory, no adjustments were made to account for alpha
inflation.

Finally, we assessed the strength of the relationship
between the SSS-S score and the time between the
onset of OUD and the first treatment sequence using
Spearman’s correlation.

Ethics

The STIGMA study was conducted in accordance with
the Good Clinical Practice Guidelines and the Decla-
ration of Helsinki and was approved by a local medi-
cal ethics committee (GNEDS: Nantes ethics group in
the health field) on 19/09/2022. As part of noninter-
ventional research, inclusion was performed through
an oral recording of nonopposition from each patient.
A copy of the information letter was then given to the
patient, and a dated copy signed by the physician was
retained in the department.

Page 4 of 10

Results

Description of the sample

Of the 232 patients potentially eligible for the study, 75
completed the questionnaire. Two questionnaires were
excluded due to missing data on self-stigma status. Ulti-
mately, 73 questionnaires were included in the analysis.
The sociodemographic and OUD characteristics of the
sample are presented in Table 1.

Nearly half of the participants experienced a perceived
stigmatizing attitude from a healthcare professional
regarding their OUD or OAT, and nearly one-third of the
participants reported being refused care from a health-
care professional because of their OUD or OAT. Moreo-
ver, a quarter of the sample reported delaying care due
to fear of being stigmatized because of their OAT. The
detailed results are presented in Table 1. However, the
majority of patients (84.9%) described their relationship
with their general practitioner as a good or moderate
quality, while 12.3% reported having a poor-quality rela-
tionship or no general practitioner at all.

Self-stigma, as assessed by the patients, was per-
ceived as moderate, with a mean SSS-S score of 24.7 +
7.5. Table 2 indicates the distribution of the participants
according to their SSS-S score. Twenty-eight patients
(38.4% of the sample) had a score lower than 23, indi-
cating a low to very low level of self-stigma. Forty-five
patients (61.6% of the sample) had a score between 23
and 42, indicating a moderate to high level of self-stigma.
No patients had a very high level of self-stigma (i.e.,, a
score higher than 42).

Comparison of the patients according to their self-stigma
level

Since no patient reported a very high level of self-stigma,
we renamed the second group: “moderate to high self-
stigma” As shown in Table 1, only two variables were
significantly different between the “very low to low self-
stigma” group and the “moderate to high self-stigma”
group. Patients with “moderate to high self-stigma” were
younger at OUD onset and were more likely to have at
least one dependent child.

Relationship between self-stigma and the time

between the onset of OUD and the start of the first
treatment sequence (which represents the delay of seeking
care)

Figure 1 depicts the distribution of time delays in seeking
care (in months) based on the obtained SSS-S score. The
Spearman correlation coefficient was 0.11 and was not
statistically significant (p=0.376). Therefore, we could
not conclude that an association exists between these
two variables.
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Table 1 Description of the study sample and comparison of the patients according to their self-stigma level (n=73)
Global sample (n=73% “Very low to “Moderate to p value
low self-stigma” high self-stigma”
(n=289%) (n=45%)
Mean +sd or n (%)

Sociodemographic characteristics
Sex (men) 53(72.6) 23(82.1) 30 (66.7) 0.149
Age (in years) 413£9.62 43.8+9.63 39.7£9.38 0.113
Educational level (= 12 years) 40 (56.3) [N=71] 16 (59.3) [N=27] 24 (54.5) [N=44] 0.697
Employment status (being active) 28 (384) 0(35.7) 18 (40.0) 0714
Regular income 37(551.4) [N=72] 4 (50) 23 (52.3) [N=44] 0.851
Debt 21(28.8) (3 7) 11 (24.4) 0.301
Stable housing 58 (79.5) 3(82.1) 35(77.8) 0.654
Marital status (life as a couple) 29(39.7) (28 6) 21 (46.7) 0.124
> 1 Dependent child 23 (31.5) 4(14.3) 19 (42.2) 0.012
Drug-using spouse 9(123) 2(7.1) 7(15.6) 0.288
Drug-using friends 42 (57.5) 16 (57.1) 26 (57.8) 0.957
OUD characteristics
Age at first opioid use (in years) 21.5(6.0) 224+664 21.0+557 0314
Age at onset of OUD (in years) 23.7 (647) 255+6.99 22.7+5.85 0.031
Time between the onset of OUD and the start of the first OAT 2(397) 57+4.17 4.7+385 0.348
sequence
OAT 73 (100)
- Past 9(12.3) 3(10.7) 6(13.3) 0.741
- Current 64 (87.7) 25(89.3) 39(86.7)
Current OAT 64 (87.7)
- Current methadone use 46 (63.0) 18 (64.3) 28 (62.2) 0.935
- Current buprenorphine use 18 (24.7) 7 (25.0) 1(244)
Opioid use during the previous two last months 23 (31.9) [N=72] 9(32.1) 14 (31.8) [N=44] 0.977
OUD negative consequences
Psychiatric 61 (83.6) 22 (78.6) 39 (86.7) 0.364
Somatic 24(329) 9(32.1) 15(33.3) 0916
Socioaffective 42 (57.5) 16 (57.1) 26 (57.8) 0.957
Professional 45 (62.5) [N=72] 15(53.6) 30 (68.2) [N=44] 0212
Legal 30 (41.1) 9(32.1) 21 (46.7) 0.220
Financial 34 (46.6) 14 (50.0) 20 (44.4) 0.644
Perceived stigma
> 1 Stigmatizing attitude from a healthcare professional regard- 41 (57.7) IN=71] 15 (53.6) 26 (60.5) [N=43] 0.565
ing OUD
> 1 Stigmatizing attitude from a healthcare professional regard- 31(43.1) [N=72] 10 (35.7) 21 (47.7) [IN=44] 0316
ing OAT
> 1 Refusal of care by a healthcare professional because of OUD 21 (304) [N=69] 9(33.3) [IN=27] 12 (28.6) [N=42] 0.675
> 1 Refusal of care by a healthcare professional because of OAT 24 (33.8) [IN=71] 10 (35.7) 14 (32.6) [N=43] 0.784
Delayed health care seeking due to fear of being stigmatized 18 (25) [N=72] 5(17.9) 13 (29.5) [N=44] 0.264

because of OAT use

Bold significance of p value < 0.05

2 Corresponds to the headcount for each variable unless otherwise indicated

Discussion
Main results
This retrospective study focused on patients with (cur-
rent or past) OUD who were currently receiving or had
received OAT. In particular, we investigated self-stigma

and perceived stigma. Several key findings of this work
should be highlighted.

First, our results indicate a moderate level of self-
stigma related to current or past OAT use, with a mean
SSS-S score of 24.7/45, corresponding to moderately
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Table 2 Distribution of the patients according to their self-
stigma level (N=73)

Class1: Class2: Class 3: Class4: Class 5:
verylow low moderate high very high
Number 9(12.3) 19 (26.0) 37(50.7) 8(11.0) 0
of patients
(percent-
age)
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Fig. 1 Scatter plot showing the relationship between the delay
in seeking care (in months) and the SSS-S score obtained

high self-stigma. This result is consistent with previous
studies exploring self-stigma in patients receiving OAT,
although these studies were conducted in different cul-
tural contexts or used different questionnaires [40, 46].
Given that nearly 30 years have passed since the mar-
keting authorization of OAT in France, these results
seem contradictory to the substantial knowledge we
currently have about these treatments. Over the past
three decades, the effectiveness and benefits of OAT
have been well-documented, and, in theory, healthcare
professionals and students should have received exten-
sive training on this subject. Therefore, we expected to
find a lower level of stigmatization. This suggests that
training may be insufficient or inconsistent among
healthcare professionals. Additionally, we can hypoth-
esize that some older patients may have experienced
stigma in the past, before improvements in professional
training, and may still internalize these biases. How-
ever, our study did not test association between the
total duration of OAT or age and self-stigma. As men-
tioned in the background, public stigma can also mani-
fest at social, professional, and familial levels, which
might contribute to maintaining a high levels of self-
stigma despite advances in scientific knowledge about
OAT [52].
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Second, nearly half of our patients perceived stigma
from a healthcare professional due to their OAT, with
a greater proportion perceiving stigma related to their
OUD. Again, these results could be explained by insuf-
ficient training of French healthcare professionals in the
management of patients with OUD and in the prescrip-
tion of OAT. Elsewhere in the world, several authors
supported this conclusion when they argued that stigma-
tizing attitudes toward patients with OUD did not cease
after recovery or entry into treatment [53] or highlighted
discrimination in pharmacies [54]. However, our figures
are higher than those reported by Frischknecht et al. [46],
as only 7% of "opioid-dependent” patients in their sam-
ple reported feeling stigmatized within the healthcare
system. This difference may be explained by the method-
ology used. In our study, patients were asked to indicate
if they had experienced at least one stigmatizing attitude
from a healthcare professional (event if it was single),
whereas in Frischknecht’s study, patients indicated in
which way they felt discriminated (in general). Further-
more, approximately one-third of the sample in our study
was affected by refusals of care from a healthcare profes-
sional. The study by Kimmel et al. [43], among others,
also mentioned refusals of care: 15.1% of analyzed refus-
als of care in hospitals were related to OUD or OAT, with
7.8% were directly related to OAT and 7.3% were related
to OUD. Several qualitative studies conducted with gen-
eral practitioners have attempted to explain these diffi-
culties in caring for patients with OUD who are receiving
OAT. General practitioners highlighted the time-con-
suming follow-up of patients with OUD, their mistrust
of the patients with OUD, the risk of misuse/resale of
OAT, and their difficulties regarding a lack of training or
accessing specialists and healthcare networks [55, 56].
Moreover, the gradual increase in “medical deserts” in
France in recent years may have increased these refusals
of care due to the “congestion” of consultations in pri-
mary care settings [57].

Third, we identified two significant differences between
patients according to their level of self-stigma. On the
one hand, patients with “moderate to high” self-stigma
more frequently had at least one dependent child. We
can assume that during prenatal and postnatal consul-
tations or during follow-up consultations for the child,
stigma may have been perceived by parents with OUD
who were receiving OAT, who then internalized this
stigma. Several studies have mentioned this stigma dur-
ing pregnancy [58, 59]. Healthcare professionals may be
uncomfortable with continuing OAT for future mothers,
even though evidence-based clinical guidelines encour-
age the prescription of OAT during pregnancy [59].
Another stigmatizing attitude involves being reluctant
to prescribe additional analgesics or anxiolytics after



Pinhal et al. Addiction Science & Clinical Practice (2024) 19:74

childbirth, likely due to concerns about potential misuse
of these medications by the mother [59]. On the other
hand, patients with “moderate to high” self-stigma were
younger at the onset of OUD. To our knowledge, no data
have been found in the literature regarding this possible
association. As we did not observe a difference in the age
at first opioid use, we can hypothesize that these patients
had greater vulnerability to developing OUD (low self-
esteem, anxiety or depressive symptoms, etc.), which in
turn could lead to self-stigma. Another explanation is
that patients who were younger at the onset of OUD had
higher levels of self-stigma because they perceived the
stigma at an age when they were more likely to internal-
ize it. Nonetheless, there was no difference between the
two groups regarding the delay in seeking care, and there
was no correlation between the level of self-stigma and
the delay in seeking care.

Strengths and limitations of the study

These results must be viewed within the context of sev-
eral limitations. The main limitation of this work is
undoubtedly the small number of included patients
(participation rate of 32.3%), leading to a lack of power.
Moreover, as this study was exploratory, we cannot affirm
that the observed differences are not due to chance.
Regarding biases, there is, first, a selection bias inherent
in the sample recruitment method. The included patients
may have been more motivated because they were con-
cerned about the subject. Conversely, we can also assume
that the patients who did not respond were those with a
higher level of self-stigma. Internalized stigma would be
part of the denial in recognizing this stigma, which would
lead patients to not feel concerned about this problem
and to not complete the questionnaire. Furthermore,
the significant number of nonresponses from patients
no longer followed in the service requires cautious inter-
pretation, and if the nonresponding patients actually dif-
fered from those who responded, this could introduce a
nonresponse bias. Additionally, recruiting patients who
were exclusively followed or who had been followed in
the Addiction Medicine Department of a university hos-
pital increased the probability of including patients with
more severe addiction issues or complex biopsychoso-
cial problems, probably adversely influencing the aver-
age SSS-S score obtained. Finally, we deliberately chose
not to differentiate between patients who still had OUD
and those who were in recovery. This may have influ-
enced the retrospective assessment of their lived expe-
rience. Second, the use of a custom-made questionnaire
to evaluate perceived stigma, which had not been previ-
ously validated, may also have introduced a measurement
bias. Third, there was initially a significant amount of
missing or inconsistent data in the questionnaires, partly
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explained by recall bias, particularly concerning the age
at which the first sequence of OAT began (i.e., missing at
random). We minimized this limitation as much as pos-
sible by completing or correcting the data according to
the established procedure (in the worst case, there were
missing responses from 4 patients). Finally, the last limi-
tation arose from the choice of the assessment method
(i.e., a short, self-administered questionnaire, without
open-ended fields where patients could describe the
experienced stigma situations), mainly driven by the
need to minimize the duration of the evaluation and to
improve participation in the study: neither the severity
of OUD nor the main route of opioid administration was
assessed, while these clinical data may have influenced
the level of stigma.

However, these limitations are compensated for by the
strengths of the study. The sociodemographic character-
istics of our sample patients are consistent with those
observed in the literature, including the sex ratio, the
average age of patients receiving OAT and the proportion
of patients treated with methadone and buprenorphine
in the Addiction Treatment Centers and specialized cent-
ers in France [60]. The external validity of this study is
good because the sample is representative of the target
population. Our results can, with caution, be generalized
to patients who receive OAT in specialized settings in
France. Furthermore, extending the study to patients no
longer followed in the Addiction Medicine Department
of the university hospital at the time of inclusion allows
the results to be generalized, to some extent, to patients
followed in outpatient settings who are initially followed
in specialized settings. The real strength of our study is
that it addresses an issue that has been little (or not at all)
explored in France since the marketing authorization of
OAT. Research has focused on the biopsychosocial out-
comes of patients after the introduction of OAT, without
addressing the issue of stigma. Additionally, this work
directly encouraged patients to evaluate their feelings.
Our study thus highlights certain existing gaps in the lit-
erature, where in the era of a “patient-centered approach’,
most studies address the feelings of healthcare profes-
sionals and not the patients in question. Moreover, the
main outcome measure was based on responses to a vali-
dated questionnaire with good psychometric properties,
providing quantitative data, which is uncommon for such
a topic explored mostly by qualitative methods [21]. Our
study therefore complements those already carried out.

Implications

Several implications arise from this work, the first
being related to care. Our study highlights a tool for
the rapid detection of self-stigma that is easy to use and
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reproducible in any patient who receives OAT; this tool
can be used for screening purposes or to open a dialog.

Second, there is a need for better training in addic-
tion medicine for all healthcare professionals to update
knowledge, correct misconceptions, dismantle preju-
dices and the negative image of OAT, and improve pre-
scribing skills to eliminate barriers to the proper care of
patients benefiting from these treatments. Better train-
ing regarding addiction is particularly needed in the
fields of maternal and pediatric health, and better train-
ing for addiction specialists in the follow-up of preg-
nant women in the context of OUD or the prescription
of OAT are also desirable. We should also encourage
interprofessional collaboration to support, among oth-
ers, frontline general practitioners in managing patients
receiving OAT, in order to reduce the number of refus-
als of care that may result from a lack of knowledge and
a sense of isolation.

Third, several implications for research were identi-
fied. It would be necessary to replicate the study with a
larger number of patients to identify different risk fac-
tors for OAT-related self-stigma and to reliably general-
ize the results to the entire French territory. This work
could include patients followed in hospitals, those fol-
lowed in Addiction Treatment Centers, and those fol-
lowed in general practice. Moreover, it seems pertinent
to complement our study with qualitative research
with patients. This could explore OUD patients’ feel-
ings and their perspectives on the subject, the different
areas/places in daily life where they experience stigma
regarding OAT, how to understand the adaptation
mechanisms implemented to cope with stigma, and
how to consider strategies to reduce this phenomenon
or at least improve their care.

Finally, interventions aimed at reducing public and
structural stigma (within various institutions) would be
necessary to reduce self-stigmatization regarding OAT.
This could include information and awareness cam-
paigns targeted at the general population, for example.
Besides we believe that the issues raised by our study
deserve attention in other countries as well, where
there are strict and harmful OAT restrictions.
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