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Abstract

Objectives: To characterize primary care physicians’ (PCPs) attitudes and beliefs about people 

with opioid use disorder (OUD) and to understand the association between PCPs’ stigmatizing 

attitudes and their OUD treatment practices, beliefs about treatment effectiveness, and support for 

policies designed to improve access to OUD medications.

Methods: We conducted a national postal survey of U.S. PCPs from January to August 2019. 

Survey items measured respondents’ attitudes, beliefs, and current treatment practices. Data were 

analyzed using descriptive statistics and logistic regression.

Results: Of the original 1,000 PCPs in the survey sample, 668 were deemed eligible to 

participate in the study. The survey was completed by 361 PCPs for an adjusted response rate of 

54%. PCPs reported high levels of stigmatizing attitudes. Less than 30% of PCPs reported that 

they were willing to have a person taking medication for OUD as a neighbor or marry into their 

family, even if that person was being treated with medication. Greater stigma was associated with 

an 11 percentage point lower likelihood that PCPs prescribed OUD medication and lower support 

for policies intended to increase access to OUD medication.

Conclusions: Addressing OUD stigma among PCPs is a public health priority in addressing the 

ongoing opioid crisis.
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1. Introduction

In 2019, at least 1.6 million people in the United States met diagnostic criteria for opioid use 

disorder (OUD) and nearly 450,000 people have died from an opioid-related overdose since 

1999 (SAMHSA, 2020; WONDER, 2020). There is early evidence that opioid overdose 

deaths may be increasing in the context of the COVID-19 pandemic: one study found a 50% 

increase in emergency medical service responses to fatal opioid overdoses in March and 

April 2020 compared with January and February of the same year (Slavova et al., 2020). 

Disruptions to treatment and harm reduction service delivery, economic strain, and increased 

psychological distress due to COVID-19 are all potential drivers of increased opioid 

overdose deaths (Alexander et al., 2020; McGinty et al., 2020a; Volkow, 2020).

Increasing access to treatment for OUD with one of three Food and Drug Administration 

(FDA)-approved medications – methadone, buprenorphine, and extended-release injectable 

naltrexone – is fundamental to addressing the opioid crisis (NASEM, 2019). A 2019 report 

of the National Academies of Science, Engineering, and Medicine (NASEM) confirmed the 

effectiveness of all three medications in reducing opioid use, increasing retention in 

treatment, and reducing mortality (NASEM, 2019). Methadone and buprenorphine in 

particular have been shown to reduce mortality by up to 50% among people with OUD 

(NASEM, 2019). The NASEM report also concluded that, while it has traditionally been 

accepted that treatment should combine medication with behavioral counseling, current 

evidence supports the use of medication for treatment of OUD even when behavioral 

interventions are not available (NASEM, 2019).

In addition to playing an important role in the treatment of physical health comorbidities for 

individuals with OUD, primary care physicians (PCPs) play a key role in delivery of OUD 

medication both directly, through prescribing, and indirectly, through referring patients to 

providers who prescribe these FDA-approved OUD medications. Currently, two of the three 

medications, buprenorphine and extended-release injectable naltrexone, are approved for 

prescription in the primary care setting (NASEM, 2019). To prescribe buprenorphine for 

OUD, providers must apply and complete training for a waiver and only a small minority of 

PCPs are currently waivered (NASEM, 2019).

The NASEM report identifies barriers to the delivery of OUD medication including stigma 

toward individuals with OUD and toward the FDA-approved OUD treatment medications 

(e.g., the belief that use of medication is “replacing one drug with another”) (NASEM, 2019; 

Olsen and Sharfstein, 2–14). Link and Phelan (2001) define stigma as the convergence of 

several processes, including the distinguishing and labeling of difference, linking the labeled 

difference to stereotypes and unfavorable characteristics, separation of groups to “us” and 

“them”, status loss and discrimination, and the exercise of social, cultural, economic, or 

political power over the stigmatized group. Stigma can be inter-personal, systemic, or self-

imposed through internalization of the stigmatized person themselves and can have 
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important implications for multiple health outcomes over an individual’s life (Link and 

Phelan, 2001). Stigma is arguably a significant driver of the health inequities experienced by 

those with OUD (Link and Phelan, 2006; Hatzenbuehler et al., 2013).

Studies of PCPs’ attitudes toward individuals with OUD and substance use disorder more 

generally have found high rates of stigma (DeFlavio et al., 2015; Kennedy-Hendricks et al., 

2016; van Boekel et al., 2015). Most recently, a 2016 national survey of 1,010 PCPs found 

that majorities of respondents believed addiction to prescription opioids was the fault of the 

individual, believed that people with opioid addiction were more dangerous than the general 

population, and supported employers’ denying employment to people experiencing addiction 

(Kennedy-Hendricks et al., 2016). These attitudes have important implications as provider 

stigma contributes to suboptimal clinical care for individuals with a substance use disorder 

and is associated with lower support for policies benefiting those individuals with addiction 

(DeFlavio et al., 2015; Kennedy-Hendricks et al., 2016; van Boekel et al., 2015).

Previous work by our team found negative attitudes among PCPs toward medications for 

OUD: one third of PCPs did not believe that treatment with OUD medication was more 

effective than treatment without medication, despite robust evidence to the contrary 

(McGinty et al., 2020b). Further, the majority of PCPs were opposed to policies designed to 

expand delivery of medication treatment for OUD in the primary care setting, including 

policies allowing PCPs to prescribe methadone for OUD and eliminating the buprenorphine 

waiver requirement, two restrictions that pose barriers to medication access (McGinty et al., 

2020b).

In order to address provider stigma as a barrier to OUD medication, it is important to 

understand the association between stigma and PCPs’ OUD treatment practices and beliefs. 

No prior studies have explored how stigmatizing attitudes are associated with PCPs’ OUD 

treatment practices, beliefs about treatment effectiveness, and support for policies designed 

to improve access to OUD medications. We fielded a national survey of PCPs to fill these 

gaps in the literature.

2. Material and methods

2.1 Survey sample and administration

We randomly selected 1,000 PCPs from the American Medical Association (AMA) 

Physician Masterfile, which includes information on all physicians licensed to practice in the 

U.S., for participation in a postal survey (AMA, 2016). PCPs included those who identified 

as family, internal, or general medicine practitioners.

We fielded the survey following a modified Dillman method (De Leeuw et al., 2008). First, 

we sent a letter informing physicians of their selection for this survey in January 2019. We 

then mailed a survey questionnaire, $2 cash incentive, and stamped return envelope in 

February 2019 to all participants. We sent identical survey mailings to non-responders in 

five follow-up waves in March, April, June, July, and August 2019. A unique identification 

number assigned to each survey participant allowed for tracking of responses.
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2.2 Response rate calculation

We calculated the response rate as the number of returned surveys divided by the number of 

eligible physicians. Eligible physicians included those actively practicing primary care at the 

location of record in the AMA Masterfile. Physicians were ineligible if they did not meet 

this criteria for any reason, including retirement, death, practicing in a specialty other than 

primary care, having an administrative position not involving direct patient care, or no 

longer practicing at the address on file. We determined ineligibility in one of two ways. 

First, if a survey recipient – either the physician to whom the survey was addressed or 

someone else at the practice location – notified the research team that they were ineligible, 

e.g., by calling the research team to inform us that the physician had retired or by returning 

the survey with a note flagging ineligibility. Second, following the final wave of the survey, 

we selected a random sample of 100 nonresponding physicians and conducted tracing 

through internet searches, email messages, and phone calls. If we were able to definitively 

determine that a physician did not meet eligibility criteria, we defined them as ineligible. We 

classified physicians who were definitively determined to be actively practicing primary care 

at the location on file and physicians whose eligibility status was unclear as eligible. We 

removed ineligible physicians from the sample and extrapolated the rate of ineligibility to 

the rest of the non-responders (AAPOR, 2011). In the random sample of 100 physicians for 

whom tracing was performed, 27% were determined to be ineligible. This ineligibility rate is 

comparable to other surveys using the AMA Masterfile sample frame (Rutkow et al., 2015).

2.3 Measures

The survey included 25 items in five modules: OUD attitudes and beliefs; OUD treatment 

and referral practices; belief in OUD treatment effectiveness; support for policies to expand 

access to OUD medications; and physician demographics. We measured OUD attitudes and 

beliefs with nine items. The first four items assessed desire for social distance, a measure of 

a respondents’ preferences for separation from the stigmatized group, using questions 

adapted from prior research evaluating stigma (Bogardus, 1933; Corrigan et al., 2001; Link 

et al., 1999). These items assessed PCPs’ willingness to have an individual with OUD marry 

into their family or as a neighbor; these two items were repeated twice, once referring to a 

“person with OUD” and once referring to a “person taking medication for OUD”. We 

measured responses to social distance items on 5-point Likert scales ranging from very 

willing to very unwilling. The first module also included five items measuring beliefs about 

the causes and treatability of OUD. We assessed PCPs’ agreement with beliefs that people 

with OUD have poor moral character or have only themselves to blame for their problem, 

that people who need medication to stop using opioids lack willpower, that OUD is a 

chronic medical condition, and that people with OUD can, with treatment, get well and 

return to productive lives. PCPs responded to cause and treatability items using 5-point 

agree/disagree Likert scales.

The second module consisted of one question assessing current OUD treatment practices. 

This question asked PCPs to select all responses that applied to their current treatment 

practices from the following options: provision of OUD counseling, prescription of 

buprenorphine, and prescription of injectable extended-release naltrexone, referral of 

patients to OUD counseling inside or outside of the PCP’s practice, referral to another 
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clinician for prescription of buprenorphine or naltrexone, and referral to a methadone 

program.

The third module included three questions assessing PCPs’ perceptions of the effectiveness 

of each of the three FDA-approved OUD medications, with responses measured on 5-point 

agree/disagree Likert scales. The fourth module examined support for four policies intended 

to increase access to OUD treatment: requiring insurers to cover medication for OUD; 

increasing government spending on medication for OUD; allowing clinicians to prescribe 

methadone to treat OUD in primary care settings and eliminating the buprenorphine waiver 

requirement. We measured policy support using 5-point Likert scales ranging from strongly 

favor to strongly oppose. The final module measured patient demographic information and 

personal history with OUD defined as self, close friend, or family member. See Appendix A 

for complete survey item wording.

For analyses, we collapsed 5-point Likert scales into dichotomous measures indicating 

willingness (very willing + somewhat willing), agreement (strongly agree + somewhat 

agree), and support (strongly favor + somewhat favor). We generated a summary stigma 

measure based on the nine items in module one. Five-point Likert scale responses for these 

items were coded so that a higher score indicated greater stigma for all measures. A factor 

analysis showed high internal reliability (Cronbach’s alpha=0.83). We created a summary 

stigma measure by summing an individual’s responses across the nine measures and then 

dividing by nine, the number of items, to create a mean score (range: 1–5) with 1 indicating 

the lowest measure of stigma and 5 indicating the highest (Appendix B).

2.4 Statistical analysis

We assessed differences between responders and non-responders assessed using chi-squared 

tests. Non-responders were more likely than responders to be from the south (37.2% 

compared to 22.1%). All analyses used survey weights to account for this difference. There 

were no differences for other geographic regions, specialty (family, internal, or general 

medicine), age, sex, degree (MD/DO), or practice type by response status.

We generated descriptive statistics for measures of OUD attitudes and beliefs and current 

treatment practices. The proportions of respondents endorsing beliefs in treatment 

effectiveness or support for policies were reported previously in a prior study by our team 

(McGinty et al., 2020b). We used logistic regression to assess the associations between the 

summary stigma measure and OUD treatment practices, belief in treatment effectiveness, 

and policy support. To improve interpretability, we present adjusted average marginal effects 

(AME) rather than coefficients (i.e., log odds) or odds ratios. The AME indicates the 

percentage point change in the predicted probability of the outcome associated with a one-

unit change in the summary stigma measure (range 1–5). All models included covariates for 

physician sex, age, region, highest degree (MD/DO), year of graduation from medical 

school, specialty, practice type, and personal experience with OUD. Analyses were 

performed using Stata version 15. This study was approved by the Johns Hopkins 

Bloomberg School of Public Health Institutional Review Board.
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3. Results

Of the original 1,000 PCPs in the survey sample, 668 were deemed eligible to participate in 

the study; 218 physicians or someone at their practice location notified us that they were 

ineligible. Of the remaining 782 physicians, 361 responded to the survey. We applied the 

extrapolated ineligibility rate of 27%, based on the tracing effort described above, to the 

remaining 421 non-responders and subtracted the estimated 114 ineligible physicians (.27 × 

421 = 114) from the eligible sample, for a final sample of 668 eligible physicians. Thus, the 

response rate was 361 returned surveys divided by 668 eligible physicians, or 54%. We 

excluded 25 surveys with <50% of items completed from analyses, for an analytic sample of 

N=336. Respondent demographics closely paralleled national primary care physician 

population characteristics (Petterson et al., 2018) (Appendix C).

On measures of social distance, a minority of PCPs were willing to have a person with OUD 

(24%) or a person taking medication for OUD (28%) as a neighbor (Figure 1). A lower 

proportion were willing to have a person with OUD (11%) or a person taking medication for 

OUD (15%) marry into their family. Three-fourths of physicians believed that OUD was a 

chronic medical condition. Few physicians endorsed beliefs that people with OUD lack 

willpower for using medication (13%), have only themselves to blame (12%), or have poor 

moral character (6%). Most PCPs endorsed the belief that people with OUD could return to 

productive lives with treatment (92%).

Few PCPs currently provide any type of OUD treatment in their practice, with more 

reporting that they provide counseling (35%) than either prescribing buprenorphine (7%) or 

naltrexone (4%) (Table 1). Among PCPs who did not prescribe any medication themselves, 

52% referred patients to another clinician who prescribed medication or to a methadone 

program. More PCPs referred to another clinician who prescribed buprenorphine (46%), 

than to a provider who prescribed naltrexone (22%) or a methadone program (18%). Among 

PCPs who did not provide counseling themselves, 80% referred patients to another clinician 

for OUD counseling. These referrals were primarily to clinicians outside of the PCP’s 

practice (68%).

Higher scores on the summary stigma measure were associated with a decreased probability 

of PCPs providing any type of OUD medication themselves or providing referrals to OUD 

medication for patients with OUD (Table 2): each unit increase on the stigma scale was 

associated with 11 percentage point lower (AME=−0.11, 95% CI: −0.16, −0.07) probability 

of a provider providing OUD medication themselves and a 20 percentage point lower 

(AME=−0.20, 95% CI: −0.29, −0.11) probability of a provider providing a referral for OUD 

medication. Each unit increase in stigma was associated with a 10 percentage point lower 

(AME=−0.10, 95% CI: −0.17, −0.03) probability of referring patients to OUD counseling 

within the physicians’ own practice. See Appendix D for full model results.

Higher scores on the summary stigma measure were significantly associated with lower 

probability of believing in the effectiveness of any of the three OUD medications: each unit 

increase on the stigma scale was associated with a 19 percentage point lower (AME= −0.19, 

95% CI: −0.26, −0.12) probability of endorsing the effectiveness of buprenorphine, 19 
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percentage point lower (AME= −0.19, 95% CI: −0.27, −0.12) probability of endorsing the 

effectiveness of methadone, and 12 percentage point lower (AME= −0.12, 95% CI: −0.20, 

−0.03) probability of endorsing the effectiveness of naltrexone (Table 3). Higher stigma was 

also associated with lower support for three of the four policies intended to increase access 

to OUD medication. Each unit increase in stigma was associated with a 22 percentage point 

lower (AME= −0.22, 95% CI: −0.28, −0.15) probability of supporting a policy requiring 

insurers to cover medication for OUD, a 21 percentage point lower (AME= −0.21, 95% CI: 

−0.29, −0.14) probability of supporting a policy allowing clinicians to prescribe methadone 

for OUD in primary care settings, and a 15 percentage point lower (AME= −0.15, 95% CI: 

−0.22, −0.09) probability of supporting a policy increasing government spending on OUD 

medication.

4. Discussion

Consistent with current clinical understanding of OUD (McLellan et al., 2000 NASEM, 

2019), the large majority of PCPs responding to the survey characterized OUD as a chronic 

condition, and less than 13% attributed of OUD to failings of the individual affected. At the 

same time, PCPs expressed a high desire for social distance from people with OUD. 

Stigmatizing attitudes were associated with lower likelihood of treating OUD with 

medication. This builds upon prior research suggesting that endorsing a biologic model of 

substance use disorder does not, by itself, eliminate stigma, and may instead increase 

perceptions of “otherness” of the person and immutability of the disease (Pescosolido et al., 

2010; Phelan, 2005).

Study results provide strong support for the NASEM conclusion that stigmatizing attitudes 

are a barrier to the delivery of evidence-based treatment for OUD (NASEM, 2019). We 

found that higher levels of stigma were correlated with lower likelihood of prescribing 

medication to treat OUD or referring patients to other clinicians for OUD medication. PCPs’ 

stigmatizing attitudes toward people with OUD and reluctance to treat OUD with medication 

limits health system capacity to deliver guideline-concordant OUD treatment and may 

impact other aspects of care for individuals with OUD (e.g., treatment of physical 

comorbidities). Stigma may also impede OUD treatment seeking and engagement. A review 

of 28 studies found that healthcare providers’ stigmatizing attitudes toward people with 

substance use disorders were associated with poor quality treatment and low patient 

engagement in care (van Boekel et al., 2015).

Stigmatizing attitudes were also strongly correlated with lower support for policies to 

increase access to OUD treatment. Relative to PCPs with lower levels of stigma, PCPs with 

more stigmatizing attitudes were less likely to support policies that would increase 

government spending on OUD medication, require insurers to cover OUD medication, and 

allow methadone for OUD to be prescribed in primary care settings. Historically, physicians 

have had strong political influence through the AMA and their Political Action Committee 

(Peterson, 2001). Without support from PCPs (McGinty et al., 2020b), these policies that 

could expand access to medication treatment for OUD are less likely to be enacted. If 

enacted by policymakers without PCP support, policy implementation may face hurdles due 

to insufficient uptake among physicians.
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Our findings suggest that addressing OUD stigma among PCPs is a public health priority. 

Stigma reduction interventions targeting PCPs could be delivered through continuing 

medical education, academic detailing, and/or communication campaigns. These efforts 

could also be incorporated in medical school or residency training. Recent efforts in stigma 

reduction interventions through medical school may already be showing some positive 

effects, as trainee physicians report significantly less stigmatizing attitudes toward OUD 

than attending physicians (Kennedy-Hendricks et al., 2020).

One relatively straightforward evidence-based strategy for addressing stigma is through 

promotion of person-first language. The use of terms such as “abuser” and “addict” 

perpetuate inaccurate beliefs that OUD is the fault of the individual and reduce health 

professionals’ inclination to respond therapeutically (Kelly and Westerhoff, 2010). When 

stigmatizing language is used in the healthcare setting, it affects the perceptions of other 

clinicians interacting with the patient and may impact clinical decision-making (Goddu et 

al., 2018). In recent years, some healthcare systems have adopted language pledges, for 

example, in which providers pledge to use non-stigmatizing, person-first language such as, 

“person with a substance use disorder” – in the medical record and when interacting with 

patients (BMC, 2020).

Evidence suggests that positive recovery stories and interactions with individuals in recovery 

may also be an effective component of stigma reduction initiatives targeting PCPs (Knaak et 

al., 2014; McGinty et al., 2015; McGinty and Barry, 2020). Many physicians have had 

challenging experiences with patients with OUD. These challenges may include difficulty 

helping patients successfully manage withdrawal symptoms and cravings and barriers to 

connecting them with effective OUD treatment and social services (Beetham et al., 2020; 

Lowenstein et al., 2019; Mojtabai et al., 2019). Seeing patients repeatedly relapse, a 

phenomenon exacerbated by ineffective non-medication OUD treatment approaches, may 

reinforce a sense that all OUD treatment is ineffective. Future research is needed to generate 

an evidence-base for primary care provider stigma reduction efforts and to understand the 

best message frames and messengers (e.g., other providers, patients, administrators) for this 

population (Entman, 1993).

While addressing provider stigma is important, it is only one pathway through which 

provision of evidence-based OUD treatment can be increased. Challenges related to PCP 

stigma are attributable, at least in part, to structural stigma – the societal and institutional 

policies that have led to under-resourced health and social service systems for people with 

OUD and other vulnerable groups. Stigma, in this sense, is self-perpetuating: stigmatizing 

attitudes among healthcare administrators and front-line providers contribute to structural 

stigma, and structural stigma reinforces stigmatizing attitudes by making it difficult for 

physicians and other providers to facilitate successful treatment and recovery. For 

individual-level interventions to be effective they ideally need to accompany system-level 

efforts that support physicians in treating OUD with medication and address the medical and 

social needs of people with OUD. These system-level interventions could include education 

for providers on the effectiveness of medication for OUD and inclusion of medication for 

OUD treatment in performance metrics.
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Results of this study should be viewed in light of its limitations. This survey may have been 

subject to nonresponse and social desirability bias. Previous survey research has found that 

respondents who require higher incentives to return surveys have a lower likelihood of 

endorsing public health perspectives (Pollack et al., 2014; van Boekel et al., 2015). While 

we did not find differences in responses between early (waves 1–3) and late (waves 4–6) 

responders, we cannot completely eliminate the possibility of non-response bias. 

Additionally, responders may have under-reported stigmatizing attitudes toward individuals 

with OUD (Corrigan et al., 2015; van Boekel et al., 2015). In both cases, results likely 

underestimate the true extent of OUD stigma among PCPs in general. We attempted to 

minimize these risks by following established survey research methods, including survey 

weights to account for nonresponse, and assigning each survey a unique identification 

number. We also included language related to confidentiality in the survey cover letter.

5. Conclusions

PCPs’ stigmatizing attitudes were associated with lower likelihood of treating OUD with 

medication and lower support for policies designed to increase access to OUD medication. 

High levels of stigma among this critical part of our health care workforce could impede 

ongoing and future efforts to scale-up access to effective treatment of OUD with medication. 

OUD stigma reduction interventions for PCPs are critically needed to support delivery of 

effective OUD treatment and to ameliorate the ongoing opioid crisis.
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Highlights

• National survey of U.S. primary care physicians

• PCPs reported high levels of stigmatizing attitudes related to opioid use 

disorder

• Stigma negatively associated with likelihood of prescribing OUD medications

• Stigma negatively associated with support for increasing access to OUD 

medication
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Fig. 1. 
Beliefs about causes of OUD.

Stone et al. Page 13

Drug Alcohol Depend. Author manuscript; available in PMC 2022 April 01.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript

Stone et al. Page 14

Ta
b

le
 1

.

O
pi

oi
d 

us
e 

di
so

rd
er

 (
O

U
D

) 
tr

ea
tm

en
t p

ra
ct

ic
es

 a
m

on
g 

U
.S

. p
ri

m
ar

y 
ca

re
 p

hy
si

ci
an

 s
ur

ve
y 

re
sp

on
de

nt
s 

(N
=

33
6)

P
ro

vi
si

on
 o

f 
O

U
D

 t
re

at
m

en
t

P
er

ce
nt

 o
f 

re
sp

on
de

nt
s 

(9
5%

 C
I)

P
er

ce
nt

 o
f 

pr
im

ar
y 

ca
re

 p
hy

si
ci

an
s 

w
ho

 r
ep

or
t 

th
at

 t
he

y:

 
Pr

es
cr

ib
e 

ei
th

er
 b

up
re

no
rp

hi
ne

 o
r 

in
je

ct
ab

le
 e

xt
en

de
d-

re
le

as
e 

na
ltr

ex
on

e 
fo

r 
O

U
D

9.
4 

(6
.7

, 1
3.

0)

 
 

Pr
es

cr
ib

e 
bu

pr
en

or
ph

in
e 

(a
ls

o 
ca

lle
d 

Su
bo

xo
ne

 o
r 

Su
bu

te
x)

 f
or

 O
U

D
7.

1 
(4

.8
, 1

0.
4)

 
 

Pr
es

cr
ib

e 
in

je
ct

ab
le

 e
xt

en
de

d-
re

le
as

e 
na

ltr
ex

on
e 

(a
ls

o 
ca

lle
d 

V
iv

itr
ol

) 
fo

r 
O

U
D

4.
4 

(2
.7

, 7
.2

)

 
Pr

ov
id

e 
O

U
D

 c
ou

ns
el

in
g 

th
em

se
lv

es
35

.3
 (

30
.3

, 4
0.

7)

R
ef

er
ra

l t
o 

O
U

D
 t

re
at

m
en

t1

P
er

ce
nt

 o
f 

pr
im

ar
y 

ca
re

 p
hy

si
ci

an
s 

w
ho

 r
ep

or
t 

th
at

 t
he

y:

 
R

ef
er

 p
at

ie
nt

s 
to

 a
no

th
er

 c
lin

ic
ia

n 
w

ho
 p

re
sc

ri
be

s 
bu

pr
en

or
ph

in
e,

 in
je

ct
ab

le
 e

xt
en

de
d-

re
le

as
e 

na
ltr

ex
on

e,
 o

r 
m

et
ha

do
ne

 f
or

 O
U

D
52

.4
 (

46
.7

, 5
8.

1)

 
 

R
ef

er
 p

at
ie

nt
s 

to
 a

no
th

er
 c

lin
ic

ia
n 

w
ho

 p
re

sc
ri

be
s 

bu
pr

en
or

ph
in

e 
fo

r 
O

U
D

46
.3

 (
40

.7
, 5

2.
0)

 
 

R
ef

er
 p

at
ie

nt
s 

to
 a

no
th

er
 c

lin
ic

ia
n 

w
ho

 p
re

sc
ri

be
s 

in
je

ct
ab

le
 e

xt
en

de
d-

re
le

as
e 

na
ltr

ex
on

e 
fo

r 
O

U
D

22
.4

 (
18

.0
, 2

7.
5)

 
 

R
ef

er
 p

at
ie

nt
s 

to
 a

n 
O

U
D

 m
et

ha
do

ne
 tr

ea
tm

en
t p

ro
gr

am
17

.9
 (

13
.9

, 2
2.

7)

 
R

ef
er

 p
at

ie
nt

s 
to

 O
U

D
 c

ou
ns

el
in

g
79

.7
 (

73
.6

, 8
4.

6)

 
 

R
ef

er
 p

at
ie

nt
s 

to
 O

U
D

 c
ou

ns
el

in
g 

ou
ts

id
e 

th
ei

r 
pr

ac
tic

e
67

.6
 (

60
.9

, 7
3.

6)

 
 

R
ef

er
 p

at
ie

nt
s 

to
 O

U
d 

co
un

se
lin

g 
in

si
de

 th
ei

r 
pr

ac
tic

e
20

.8
 (

15
.9

, 2
6.

8)

1 A
m

on
g 

pr
im

ar
y 

ca
re

 p
hy

si
ci

an
 r

es
po

nd
en

ts
 w

ho
 d

o 
no

t p
ro

vi
de

 tr
ea

tm
en

t t
he

m
se

lv
es

.

Drug Alcohol Depend. Author manuscript; available in PMC 2022 April 01.



A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript

Stone et al. Page 15

Ta
b

le
 2

.

A
ss

oc
ia

tio
n 

be
tw

ee
n 

st
ig

m
at

iz
in

g 
at

tit
ud

es
 a

nd
 o

pi
oi

d 
us

e 
di

so
rd

er
 (

O
U

D
) 

tr
ea

tm
en

t p
ra

ct
ic

es
 a

m
on

g 
U

.S
. p

ri
m

ar
y 

ca
re

 p
hy

si
ci

an
s1,

2  (
N

=
33

6)

D
ep

en
de

nt
 v

ar
ia

bl
es

A
ve

ra
ge

 m
ar

gi
na

l e
ff

ec
t 

of
 s

ti
gm

a3  (
95

%
 C

I)

P
ro

vi
si

on
 o

f 
O

U
D

 t
re

at
m

en
t

 
Pr

es
cr

ib
e 

ei
th

er
 b

up
re

no
rp

hi
ne

 o
r 

in
je

ct
ab

le
 e

xt
en

de
d-

re
le

as
e 

na
ltr

ex
on

e 
fo

r 
O

U
D

−
0.

1%
**

 (
0.

16
, −

0.
07

)

 
 

Pr
es

cr
ib

e 
bu

pr
en

or
ph

in
e 

(a
ls

o 
ca

lle
d 

Su
bo

xo
ne

 o
r 

Su
bu

te
x)

 f
or

 O
U

D
−

0.
08

**
*  

(0
.1

2,
 −

0.
03

)

 
 

Pr
es

cr
ib

e 
in

je
ct

ab
le

 e
xt

en
de

d-
re

le
as

e 
na

ltr
ex

on
e 

(a
ls

o 
ca

lle
d 

V
iv

itr
ol

) 
fo

r 
O

U
D

−
0.

07
**

*  
(0

.1
1,

 −
0.

03
)

 
Pr

ov
id

e 
O

U
D

 c
ou

ns
el

in
g 

th
em

se
lv

es
−

0.
03

 (
−

0.
11

, 0
.0

5)

R
ef

er
ra

l t
o 

O
U

D
 t

re
at

m
en

t4

 
R

ef
er

 p
at

ie
nt

s 
to

 a
no

th
er

 c
lin

ic
ia

n 
w

ho
 p

re
sc

ri
es

 b
up

re
no

rp
hi

ne
, i

nj
ec

ta
bl

e 
ex

te
nd

ed
-r

el
ea

se
 n

al
tr

ex
on

e,
 o

r 
m

et
ha

do
ne

 f
or

 O
U

D
−

0.
20

**
*  

(0
.2

9,
 −

0.
11

)

 
 

R
ef

er
 p

at
ie

nt
s 

to
 a

no
th

er
 c

lin
ic

ia
n 

w
ho

 p
re

sc
ri

be
s 

bu
pr

en
or

ph
in

e 
fo

r 
O

U
D

−
0 

17
**

*  
(0

.2
6,

 −
0.

08
)

 
 

R
ef

er
 p

at
ie

nt
s 

to
 a

no
th

er
 c

lin
ic

ia
n 

w
ho

 p
re

sc
ri

be
s 

in
je

ct
ab

le
 e

xt
en

de
d-

re
le

as
e 

na
ltr

ex
on

e 
fo

r 
O

U
D

−
0.

07
*  

(0
.1

4,
 0

.0
0)

 
 

R
ef

er
 p

at
ie

nt
s 

to
 a

n 
O

U
D

 m
et

ha
do

ne
 tr

ea
tm

en
t p

ro
gr

am
−

0.
04

 (
−

0.
10

, 0
.0

3)

 
R

ef
er

 p
at

ie
nt

s 
to

 O
U

D
 c

ou
ns

el
in

g
−

0.
02

 (
−

0.
10

, 0
.0

6)

 
 

R
ef

er
 p

at
ie

nt
s 

to
 O

U
d 

co
un

se
lin

g 
ou

ts
id

e 
th

ei
r 

pr
ac

tic
e

0.
03

 (
−

0.
07

, 0
.1

2)

 
 

R
ef

er
 p

at
ie

nt
s 

to
 O

U
D

 c
ou

ns
el

in
g 

in
si

de
 th

ei
r 

pr
ac

tic
e

−
0.

10
*  

(0
.1

7,
 −

0.
03

)

* p<
0.

05

**
p<

0.
01

**
* p<

0.
00

1

1 A
ll 

m
od

el
s 

co
nt

ro
l f

or
 s

ex
, a

ge
, r

eg
io

n,
 h

ig
he

st
 d

eg
re

e 
(M

D
/D

O
),

 y
ea

r 
of

 g
ra

du
at

io
n 

fr
om

 m
ed

ic
al

 s
ch

oo
l, 

sp
ec

ia
lty

, p
ra

ct
ic

e 
ty

pe
, a

nd
 p

er
so

na
l e

xp
er

ie
nc

e 
(s

el
f,

 c
lo

se
 f

ri
en

d,
 o

r 
fa

m
ily

 m
em

be
r)

 w
ith

 O
U

D
 

an
d 

ar
e 

w
ei

gh
te

d 
fo

r 
no

nr
es

po
ns

e.

2 In
de

pe
nd

en
t v

ar
ia

bl
e 

is
 a

 c
on

tin
uo

us
 s

um
m

ar
y 

st
ig

m
a 

m
ea

su
re

 c
re

at
ed

 u
si

ng
 th

e 
m

ea
n 

of
 a

n 
in

di
vi

du
al

s’
 r

es
po

ns
es

 to
 th

e 
12

 s
tig

m
a 

ite
m

s 
(r

an
ge

: 1
–5

) 
w

ith
 1

 in
di

ca
tin

g 
th

e 
lo

w
es

t d
eg

re
e 

of
 s

tig
m

a 
an

d 
5 

in
di

ca
tin

g 
th

e 
hi

gh
es

t d
eg

re
e 

of
 s

tig
m

a.

3 T
he

 a
ve

ra
ge

 m
ar

gi
na

l e
ff

ec
t i

nd
ic

at
es

 th
e 

pe
rc

en
ta

ge
 p

oi
nt

 c
ha

ng
e 

in
 th

e 
pr

ed
ic

te
d 

pr
ob

ab
ili

ty
 o

f 
th

e 
ou

tc
om

e 
as

so
ci

at
ed

 w
ith

 a
 o

ne
-u

ni
t c

ha
ng

e 
in

 th
e 

st
ig

m
a 

sc
al

e 
(r

an
ge

 1
–5

).

4 A
m

on
g 

pr
im

ar
y 

ca
re

 p
hy

si
ci

an
 r

es
po

nd
en

ts
 w

ho
 d

o 
no

t p
ro

vi
de

 tr
ea

tm
en

t t
he

m
se

lv
es

.

Drug Alcohol Depend. Author manuscript; available in PMC 2022 April 01.



A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript

Stone et al. Page 16

Ta
b

le
 3

.

A
ss

oc
ia

tio
n 

be
tw

ee
n 

st
ig

m
at

iz
in

g 
at

tit
ud

es
 a

nd
 b

el
ie

fs
 in

 o
pi

oi
d 

us
e 

di
so

rd
er

 (
O

U
D

) 
tr

ea
tm

en
t e

ff
ec

tiv
en

es
s 

an
d 

po
lic

y 
su

pp
or

t a
m

on
g 

U
.S

. p
ri

m
ar

y 
ca

re
 

ph
ys

ic
ia

ns
1,

2  (
N

=
33

6)

D
ep

en
de

nt
 v

ar
ia

bl
es

A
ve

ra
ge

 m
ar

gi
na

l e
ff

ec
t 

of
 s

ti
gm

a3  (
95

%
 C

I)

B
el

ie
f 

in
 O

U
D

 t
re

at
m

en
t 

ef
fe

ct
iv

en
es

s

 
B

up
re

no
rp

hi
ne

 is
 a

n 
ef

fe
ct

iv
e 

tr
ea

tm
en

t f
or

 O
U

D
−

0.
19

**
 (

−
0.

26
, −

0.
12

)

 
M

et
ha

do
ne

 is
 a

n 
ef

fe
ct

iv
e 

tr
ea

tm
en

t f
or

 O
U

D
−

0.
19

**
*  

(−
0.

27
, −

0.
12

)

 
In

je
ct

ab
le

 e
xt

en
de

d-
re

le
as

e 
na

ltr
ex

on
e 

is
 a

n 
ef

fe
ct

iv
e 

tr
ea

tm
en

t f
or

 O
U

D
−

0.
12

**
 (

−
0.

20
, −

0.
03

)

P
ol

ic
y 

su
pp

or
t

 
R

eq
ui

ri
ng

 in
su

re
rs

 to
 c

ov
er

 m
ed

ic
at

io
n 

fo
r 

pe
op

le
 w

ith
 O

U
D

−
0.

22
**

*  
(−

0.
28

, −
0.

15
)

 
In

cr
ea

si
ng

 g
ov

er
nm

en
t s

pe
nd

in
g 

on
 m

ed
ic

at
io

n 
fo

r 
O

U
D

−
0.

15
**

*  
(−

0.
22

, −
0.

09
)

 
A

llo
w

in
g 

cl
in

ic
ia

ns
 to

 p
re

sc
ri

be
 m

et
ha

do
ne

 to
 tr

ea
t O

U
D

 in
 p

ri
m

ar
y 

ca
re

 s
et

tin
gs

−
0.

21
**

*  
(−

0.
29

, −
0.

14
)

 
E

lim
in

at
in

g 
th

e 
re

qu
ir

em
en

t t
o 

co
m

pl
et

e 
an

 a
dd

iti
on

al
 8

-h
ou

r 
tr

ai
ni

ng
 a

nd
 r

eg
is

te
r 

w
ith

 th
e 

fe
de

ra
l g

ov
er

nm
en

t t
o 

pr
es

cr
ib

e 
bu

pr
en

or
ph

in
e 

(a
ls

o 
ca

lle
d 

Su
bo

xo
ne

 o
r 

Su
bu

te
x)

?
−

0.
03

 (
−

0.
11

, 0
.0

6)

* p<
0.

05

**
p<

0.
01

**
* p<

0.
00

1

1 A
ll 

m
od

el
s 

co
nt

ro
l f

or
 s

ex
, a

ge
, r

eg
io

n,
 h

ig
he

st
 d

eg
re

e 
(M

D
/D

O
),

 y
ea

r 
of

 g
ra

du
at

io
n 

fr
om

 m
ed

ic
al

 s
ch

oo
l, 

sp
ec

ia
lty

, p
ra

ct
ic

e 
ty

pe
, a

nd
 p

er
so

na
l e

xp
er

ie
nc

e 
(s

el
f,

 c
lo

se
 f

ri
en

d,
 o

r 
fa

m
ily

 m
em

be
r)

 w
ith

 O
U

D
 

an
d 

ar
e 

w
ei

gh
te

d 
fo

r 
no

nr
es

po
ns

e.

2 In
de

pe
nd

en
t v

ar
ia

bl
e 

is
 a

 c
on

tin
uo

us
 s

um
m

ar
y 

st
ig

m
a 

m
ea

su
re

 c
re

at
ed

 u
si

ng
 th

e 
m

ea
n 

of
 a

n 
in

di
vi

du
al

s’
 r

es
po

ns
es

 to
 th

e 
12

 s
tig

m
a 

ite
m

s 
(r

an
ge

: 1
–5

) 
w

ith
 1

 in
di

ca
tin

g 
th

e 
lo

w
es

t d
eg

re
e 

of
 s

tig
m

a 
an

d 
5 

in
di

ca
tin

g 
th

e 
hi

gh
es

t d
eg

re
e 

of
 s

tig
m

a.

3 T
he

 a
ve

ra
ge

 m
ar

gi
na

l e
ff

ec
t i

nd
ic

at
es

 th
e 

pe
rc

en
ta

ge
 p

oi
nt

 c
ha

ng
e 

in
 th

e 
pr

ed
ic

te
d 

pr
ob

ab
ili

ty
 o

f 
th

e 
ou

tc
om

e 
as

so
ci

at
ed

 w
ith

 a
 o

ne
-u

ni
t c

ha
ng

e 
in

 th
e 

st
ig

m
a 

sc
al

e 
(r

an
ge

 1
–5

).

Drug Alcohol Depend. Author manuscript; available in PMC 2022 April 01.


	Abstract
	Introduction
	Material and methods
	Survey sample and administration
	Response rate calculation
	Measures
	Statistical analysis

	Results
	Discussion
	Conclusions
	References
	Fig. 1.
	Table 1.
	Table 2.
	Table 3.

