1duosnuey Joyiny 1duosnuen Joyiny 1duosnuey Joyiny

1duosnuey Joyiny

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

-, HHS Public Access
«

Published in final edited form as:
Drug Alcohol Depend. 2021 April 01; 221: 108589. doi:10.1016/j.drugalcdep.2021.108589.

Medical Provider Stigma Experienced by People Who Use Drugs
(MPS-PWUD): Development and Validation of a Scale Among
People Who Currently Inject Drugs in New York City

Chunki Fong,
CUNY Graduate School of Public Health and Health Policy, Institute for Implementation, Science
in Population Health (ISPH), 55 West 125th Street, New York, NY 10027, USA

Pedro Mateu-Gelabert,
CUNY Graduate School of Public Health and Health Policy, Institute for Implementation, Science
in Population Health (ISPH), 55 West 125th Street, New York, NY 10027, USA

Courtney Ciervo,
CUNY Graduate School of Public Health and Health Policy, Institute for Implementation, Science
in Population Health (ISPH), 55 West 125th Street, New York, NY 10027, USA

Benjamin Eckhardt,
NYU School of Medicine, 550 First Avenue, New York, NY 10016, USA

Yesenia Aponte-Melendez,
CUNY Graduate School of Public Health and Health Policy, Institute for Implementation, Science
in Population Health (ISPH), 55 West 125th Street, New York, NY 10027, USA

Shashi Kapadia,
Weill Cornell Medicine, 1305 York Ave 4th floor, New York, NY 10021, USA

Kristen Marks
Weill Cornell Medicine, 1305 York Ave 4th floor, New York, NY 10021, USA

Abstract

Corresponding Author: chunki.fong@sph.cuny.edu.

Contributors:

All authors are responsible for this reported research. CF and PMG conceptualized the analyses. CF conducted the analyses. CF, PMG,
and CC drafted the manuscript. All authors interpreted the results, contributed to the manuscript, and reviewed and approved the final
manuscript.

Author Disclosures:
Conflict of Interest
No conflict declared.

Publisher's Disclaimer: This is a PDF file of an unedited manuscript that has been accepted for publication. As a service to our
customers we are providing this early version of the manuscript. The manuscript will undergo copyediting, typesetting, and review of
the resulting proof before it is published in its final form. Please note that during the production process errors may be discovered
which could affect the content, and all legal disclaimers that apply to the journal pertain.

Publisher's Disclaimer: This is a PDF file of an article that has undergone enhancements after acceptance, such as the addition of a
cover page and metadata, and formatting for readability, but it is not yet the definitive version of record. This version will undergo
additional copyediting, typesetting and review before it is published in its final form, but we are providing this version to give early
visibility of the article. Please note that, during the production process, errors may be discovered which could affect the content, and
all legal disclaimers that apply to the journal pertain.



1duosnuen Joyiny 1duosnuey Joyiny 1duosnuen Joyiny

1duosnuep Joyiny

Fong et al. Page 2

Background: Stigmatizing attitudes towards people who use drugs (PWUD) impact their access
and retention in health care. Current measures of PWUD stigma in medical settings are limited.
Therefore, we developed and validated the Medical Provider Stigma Experienced by PWUD
(MPS-PWUD) scale.

Methods: As part of an ongoing clinical trial, we recruited HCV RNA positive people who inject
drugs in New York City. Based on 164 participants, principal component analysis (PCA) was
conducted on fifteen stigma items answered on a 5-point Likert scale. We evaluated internal
consistency using Cronbach’s alpha coefficient and assessed construct validity by comparing
stigma levels with willingness to communicate health concerns with medical providers and
likelihood to seek HCV treatment.

Results: PCA identified a 9-item scale with two components of stigmatization that explained
60.8% of the total variance and overall high internal consistency (alpha=0.90). The enacted stigma
(alpha=0.90) consisted of 6 scale items related to the medical providers’ stigmatizing actions or
perceptions. The internalized stigma component (alpha=0.84) included 3 scale items related to
PWUD’s shame or drug use disclosure. As hypothesized, higher levels of either stigma were
associated with less likelihood to openly communicate with medical providers (p <0.005).
Participants with a higher level of enacted stigma were less likely to seek HCV treatment
(p=0.011).

Conclusions: The validated MPS-PWUD scale could help healthcare providers, harm reduction
services and researchers measure stigma experienced by PWUD in medical settings in efforts to
minimize the impact of stigma on limiting access to and retention of care for PWUD.

Keywords

Stigma in medical settings; people who use drugs; stigma scale

Introduction

Drug use is heavily stigmatized. This stigma is mainly due to prejudice and negative
perceptions and attitudes towards people who use drugs (PWUD) that are associated with
moral views on substance use (Clark, 2011; Denning, 2000; Levine, 1978; Musto, 2002;
NIDA, 2007). Within these views, PWUD are perceived to be morally flawed individuals,
responsible, and only to be blamed for their drug related-problems and experiences (Gowan,
2010; NIDA, 2007). Drug use and its negative consequences are perceived to be a reflection
of bad choices made by PWUD (Clark, 2011; Denning, 2000; Gowan, 2010; Levine, 1978).
Additionally, drug-related stigma is driven and facilitated by various factors including,
cultural norms, prejudice, lack of awareness, and fear of social (safety) and economic
ramifications (Stangl et al., 2019).

Among the general population, there is greater stigmatization of drug addiction in
comparison to other conditions, such as mental illness. Although the public may recognize
PWUD?’s difficult lived experiences, this population tends to be viewed as more
blameworthy for their drug use and dangerous because of it (Corrigan et al., 2009; Ormston
et al., 2010). To gain deeper insight into general stigma associated with drug use, Palamar et
al. (2011) developed and validated scales to evaluate perceived stigma towards PWUD and
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general stigmatization related to illicit drug use (marijuana, powder cocaine, ecstasy, and the
nonmedical use of amphetamines and opioids) among a general, nonclinical sample of 1,000
PWUD. After assessing two stigma factors, the negative characteristics associated with
PWUD (e.g. morally wrong, weak-minded, dishonest) and the perceived stigma of the
general population towards PWUD, results indicated that individuals who were less exposed
to PWUD reported greater perceived stigma and general stigmatization towards this
population.

PWUD also experience stigmatization from the healthcare sector. For example, some people
who inject drugs (PWID) have reported that they felt ignored when offering suggestions or
input related to their health status and condition (Clements et al., 2015). In order to become
more informed about drug use stigma from the perspective of PWUD, Smith et al. (2016)
tested the reliability and validity of the Substance Use Stigma Mechanisms Scale (SU-SMS)
which was informed by the Stigma Framework. This framework identifies measurable
stigma mechanisms which are a reflection of an individual’s distinct psychological
responses to their own experiences surrounding drug use, including enacted stigma,
anticipated stigma, and internalized stigma (Earnshaw and Chaudoir, 2009). Both enacted
and anticipated stigma involve experiences of discrimination, stereotyping, and/or prejudice
from others in the past or present. Enacted refers to these experiences in the past or present
while anticipated refers to PWUD’s expectation of these experiences in the future.
Internalized stigma refers to endorsing negative feelings and beliefs and applying them to
the self (Earnshaw et al., 2013). Findings validated the use of the SU-SMS in identifying
enacted, anticipated, and internalized stigma as distinct, measurable stigma experiences, and
established family and health care providers as two distinct sources of drug use stigma.

Another study also found that among 32 self-identified PWID in New York City (NYC), the
majority of participants (78.1%) reported at least one instance of stigma in a prior healthcare
experience, 23 participants (71.9%) reported enacted healthcare stigma and 19 participants
(59.4%) reported experiencing anticipated healthcare stigma (Muncan et al., 2020).

Drug use stigma from medical providers can have an impact on testing and treatment for
PWUD. Stigma from healthcare professionals may result in less willingness to treat this
population, due to the perception that PWUD bare the sole responsibility of their drug use
and should be able to control it (i.e. stop using drugs if they decide to do so), Therefore, they
are uniquely responsible for health conditions associated with their drug use. (Brickman et
al., 1982; Corrigan, 2000; Corrigan et al., 2003; Strauser et al., 2009; Weiner et al., 1988).
Compared to patients with diabetes and depression, healthcare professionals reported having
negative attitudes towards patients with substance use disorder (SUD) and were found to
have a lower regard for working with patients with SUD (Gilchrist et al., 2011). Nurses also
reported experiencing little motivation and low satisfaction in caring for SUD patients,
further perceiving them as emotionally challenging and potentially unsafe (Ford, 2011). As
summarized by Goodyear et al. (2020), health care providers have been reluctant to provide
Hepatitis C treatment to PWID due to concerns such as questioning PWID’s capacity for
adherence to medication regimens (Grebely et al., 2017; Krook et al., 2007), risk of HCV re-
infection (Asher et al., 2016; Grebely et al., 2017; Lazarus et al., 2017), a presumed lack of
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motivation to engage in HCV treatment (Litwin et al., 2019; Treloar et al., 2010), and history
of substance use (Boerekamps et al., 2018; Litwin et al., 2019).

In turn, this stigma may also impact how PWUD respond to and engage in medical
treatment. Specific studies have demonstrated SUD patients were less likely to complete
their treatment when they reported discrimination by health professionals (Brener et al.,
2010). One study found PWID were discouraged from participating in various substance use
treatments, including methadone maintenance treatment and recovery support services (i.e.
sober living and Narcotics Anonymous) due to the general public stigma that equates
methadone treatment with illicit drug use (Paquette et al., 2018).

Drug use stigma in medical settings has received less research attention in comparison to
other stigmatized mental and physical illnesses, such as schizophrenia and HIV (Goffman,
2009). However, it deserves more attention, as it may lead to negative health outcomes that
are both related and unrelated to an individual’s drug use. In this paper, we present the
Medlical Provider Stigma Experienced by PWUD (MPS-PWUD) scale that directly inquires
about drug use stigma and its impact on interactions with medical providers. Although
Palamar et al. (2011) and Smith et al. (2016) focused exclusively on the PWUD perspective
when validating their stigma scales, they did not include how PWUD experience drug use
stigma nor how it impacts their interactions with medical providers. Our aim is to create and
validate a drug use stigma scale that explicitly focuses on the PWUD perspective and how
stigma affects their experience in health care settings. We do so by creating questions that
specifically inquire about how interactions with medical providers may be affected by drug
use. We believe this scale may benefit healthcare-related prevention strategies aimed at
serving PWUD, by informing staff of existing stigmatizing behaviors and their impact
within healthcare settings.

Methods

2.1. Study population and design

Baseline data of 167 participants were collected in NYC from July 2017 to March 2020 for
Accessible Care, a randomized-controlled study of HCV treatment-related outcomes.
Participants were recruited at physical venues, such as needle exchange programs in NYC
and via peer referrals and online media advertisements. Three participants were excluded
because they did not respond to any of the stigma items, resulting in 164 participants being
included in the analysis.

Eligible participants were 18 years or older, were HCV RNA positive, had not received HCV
treatment in the previous 6 months, had injected illicit drugs in the 90-day period prior to
enrollment, and provided written, informed consent. Following eligibility screening,
participants were randomly assigned to receive either low-threshold care co-located at a
needle exchange program or usual care (linkage to HCV care providers with experience
serving PWID). All participants completed an interviewer-assisted baseline questionnaire
that took approximately 60-90 minutes to complete and inquired about socio-demographics,
mental and physical health history, illicit drug use, and treatment history, among others.
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Additionally, the questionnaire included stigma-related questions and participants’ self-
efficacy to openly discuss medical concerns with providers.

Through principal component analysis (PCA), one or more underlying stigma components
were identified, as well as the components’ shared variance in participants’ responses to
items related to drug stigma. We evaluated statistical significance at the 5% level. SPSS®
version 25 was used to conduct all the data analyses including descriptive statistics and
bivariate analyses (IBM Corp, 2017).

2.2. Content validity

Fifteen items in the questionnaire assessed participants’ experiences and perceptions of
stigma about their drug use while interacting with medical providers. The 15 items were
developed from investigators’ subject matter expertise, experience working with PWUD, and
knowledge of general quantitative and qualitative literature on stigma. These items were
adapted from various scales focused on health-related stigma and interaction with medical
providers, including one related to obesity stigma (Luborsky et al., 1996; Wadden et al.,
2000). The questions covered areas such as medical providers stigmatizing PWUD and
behavior related to drug use. They also included PWUD efforts to either not disclose drug
use to medical providers or actively hide their drug use.

2.3. Variable Definition

In creating the stigma scale, we inquired about the nature of participants’ interactions with
their medical providers which include doctors, nurses, and other healthcare workers. In the
questionnaire, “regular” for drug use and drug injection was defined as using drugs three or
more times per week for at least one month. We also inquired about participants’ perceptions
of how they were treated by medical providers due to their drug use. The 15 stigma
questionnaire items were rated on a 5-point scale (1=strongly disagree, 2=disagree,
3=neither agree nor disagree, 4=agree, and 5=strongly agree). Additionally, the
questionnaire included three measures of self-efficacy in interacting with medical providers.
These measures asked how confident participants were to ask their medical provider about
their illness concerns, to discuss openly with their medical provider any personal problems
that may be related to their illness, and to work out difficulties with their medical provider
when they arise. These three measures were originally rated on a scale from 0 (cannot do at
all) to 10 (certain to do). To secure enough N per category and facilitate conceptual
understanding, we collapsed the scores into 4 groups: 0 to 2 (not confident at all), 3to 5
(somewhat confident), 6 to 8 (confident), and 9 to 10 (very confident).

2.4, Construct validity

PCA was used to identify underlying constructs from the 15 stigma-related items. Using an
orthogonal rotation assumes uncorrelated constructs and may distort findings (Matsunaga,
2010). Therefore, a promax rotation was used to interpret the components as shown by a
moderately high correlation (0.659) between the 2 components in the final solution.
Eigenvalues (components > 1.0) and component loadings (items > 0.600 on one component
and < 0.300 on any other components) informed the selection of the final solution.
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We conducted additional assessments for construct validity under the hypotheses that higher
stigma levels would be correlated with lower levels of patient self-efficacy to discuss
concerns with their medical provider and a lesser likelihood of seeking HCV treatment.
Because of the ordinal level and the skewedness of the self-efficacy measures, as well as the
stigma scale, the association of the three self-efficacy measures with the stigma scale was
assessed using the Spearman’s rho correlation coefficient. For similar reasons, the
nonparametric Mann-Whitney U test was used to compare the mean values of the stigma
scale between those who sought HCV treatment and those who did not.

2.5. Reliability

We evaluated the internal consistency of the items extracted from the PCA using the
Cronbach’s alpha coefficient. Since we were interested in the stigma level of the participants
before they were engaged in the Accessible Care study activities, we focused on the baseline
data for this analysis. Because the analysis was only performed on the cross-sectional
baseline data, test-retest reliability was not assessed.

3. Results

3.1. Sample description

Table 1 presents participants’ sociodemographic characteristics, drug use, drug treatment,
and HCV testing and treatment experiences. The sample included 79% male, 59% Hispanic,
32% non-Hispanic white, and 5% non-Hispanic black, with a mean age of 42.3 years. The
majority (68%) of the sample had an annual income of less than or equal to $10,000, 92%
had experienced lifetime homelessness, and 5% were employed (full- or part-time) at the
time the study took place. Furthermore, 95% of participants had been arrested at least once
in their lifetime and 16% had been arrested in the past 90 days.

All participants had injected drugs in the past 90 days. The majority of participants (81%)
reported engaging in regular drug use in the past 90 days and 76% reported regular drug
injection. The three hard drugs participants reported using the most were heroin (71%),
cocaine (45%), and speedballs (35%). All but one participant had been previously tested for
HCV prior to the study and 156 (96%) participants had tested HCV positive. Out of these
156 participants, only 42 (27%) ever sought HCV treatment.

3.2. Item analysis

Table 2 presents the descriptive statistics for the 15 drug use stigma items. Across all 15
items, missing data are less than 3% which is small enough to be inconsequential (Schafer,
1999). The majority of participants expressed that they either agree or strongly agree with 11
of the 15 items, with 81% as the highest percentage of agreement; this reflects an overall
high level of experienced stigma related to drug use. In contrast, most participants (62%)
expressed that they disagree or strongly disagree with feeling that their medical provider is
afraid of them. About half of them (51%) expressed disagreement regarding not feeling
welcome at the medical provider’s office. For item 15, “I feel respected by my doctor/
medical provider”, the wording of the statement indicated reversed direction between
agreement and stigma level. Less than half of the sample (44%) agreed or strongly agreed
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with the statement, indicating that only a minority of participants felt respected by their
medical provider.

3.3. Construct validity

PCA results from the 15 drug use-related stigma items yielded a 2-component solution, with
each component having an eigenvalue greater than 1. The 2-component solution retained 9
of the 15 items, which accounted for 60.8% of the total variance. Based on the description of
the retained items, the two components that were identified from the overall scale were
labeled as “enacted” and “internalized” stigma. Similar to the Stigma Framework, “enacted
stigma” describes prejudicial experiences stemming from medical providers’ treatment of
participants due to their drug use, while “internalized stigma” describes respondents’
embarrassment about their drug use, efforts to hide it, and inclination not to disclose drug
use to medical providers (Earnshaw and Chaudoir 2009; Earnshaw et al., 2013). Table 2
shows loadings for the enacted and internalized components. The enacted component was
comprised of 6 items (1-3, 8, 13-14) with loadings ranging from 0.651 to 0.976. These 6
items accounted for 52.6% of the variance and had an eigenvalue of 7.89. The internalized
component was comprised of 3 items (10-12) with loadings ranging from 0.823 to 0.941.
These 3 items accounted for 8.2% of the variance and had an eigenvalue of 1.2. Six items
(4-7, 9, 15) were not included in the overall stigma scale based on their low loadings for
both components.

The overall scale and the enacted and internalized stigma subscale scores were calculated by
averaging the retained drug use stigma items. The scores for the stigma scale and subscales
had a range of 4, with a minimum of 1 and a maximum of 5. The overall scale of the 9 items
had a mean value of 3.32 with a standard deviation of 0.99. The enacted stigma subscale had
a lower mean value (mean=3.10, std=1.08) than that of internalized stigma subscale
(mean=3.78, std=1.13).

Table 3 presents the response distribution of the three self-efficacy items related to
interactions with medical providers. These items address participant confidence in asking
about illness concerns, openly discussing medical problems related to their illness, and
working out difficulties when they arise. The items were scored ranging from 0 to 10, which
were collapsed into 4 groups. The Spearman’s rho correlation coefficient with the overall
stigma scale and its 2 components are also displayed in Table 3, as well as the average score
of the scales for each group of the self-efficacy items. All 3 measures of patient self-efficacy
were significantly inversely correlated with the overall stigma scale, and with both the
enacted and internalized stigma subscales. As hypothesized, the results suggest that higher
stigma experienced by PWID is associated with lower self-efficacy in interacting with
medical providers (i.e. asking about illness concerns, openly discussing medical problems
related to illness, and working out difficulties when they arise).

Among those who previously tested positive for HCV, the mean values of the overall stigma
scale and the enacted stigma subscale were significantly higher for participants who did not
seek HCV treatment (n=114) than those who did (n=42, see Figure 1). The stigma scores

were 3.46 vs. 3.05 for the overall scale (p=0.024) and 3.26 vs. 2.79 for the enacted subscale
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(p=0.011). There were no significant mean differences between groups for the internalized
stigma scores (3.86 vs. 3.56).

3.4. Internal consistency

Cronbach’s alpha indicated strong reliability for the overall stigma scale (0.91), the enacted
stigma subscale (0.90), and the internalized stigma subscale (0.84) (Gliem and Gliem, 2003).
Removing any of the nine items would decrease the reliability of the overall scale.
Therefore, the items selected have optimal reliability for creating the stigma scale.

4. Discussion

Findings from this study report generally high levels of drug use stigma in medical settings
among our sample of PWID. For example, a majority of participants have reported that their
medical provider had said critical or insulting things to them about their drug use (52%) and
felt disrespected by their medical provider due to their drug use (51%). These high levels
have been similarly reported among PWUD by Lloyd (2013) and Van Boekel et al. (2013)
based on their systematic reviews, and by Clements et al. (2015) based on their narrative
interviews with PWUD.

Based on fifteen items about various drug-related stigmas, we identified a 9-item scale with
very good construct validity and internal reliability. This scale includes 2 subscales: a 6-item
scale concerning enacted stigma, which includes personal experiences of drug-related stigma
from medical providers (e.g. derogatory comments, being treated disrespectfully, not feeling
welcome at the medical provider’s office) and a 3-item scale concerning internalized drug
stigma, which applies negative feelings about drug use to oneself, such as the desire to hide
and not disclose drug use to medical providers and shame about using drugs. Internal
reliability was strong for the overall stigma scale and both the enacted and internalized
stigma subscales. Furthermore, content and construct validity for the overall scale and
subscales provided sufficient confidence for the stigma scales to be valid and reliable
assessment tools.

The Medical Provider Stigma Experienced by PWUD (MPS-PWUD) scale has immediate
applications for assessing stigma experienced by PWUD in medical settings. This scale
addresses an urgent need given the alarming increase in complications related to the opioid
epidemic across the United States, such as HCV infections (Zibbell et al., 2015; Zibbell et
al., 2018), overdose (Suryaprasad et al., 2014), and endocarditis (Lankenau et al., 2015). The
scale could be easily incorporated into research protocols to ascertain drug-related stigma
experiences by PWUD in medical settings. It could be used by healthcare providers, service
providers, and advocacy organizations as a quick screening tool that would allow for an
immediate assessment of drug-related stigma that could potentially affect PWUD’s
interactions with medical providers and their successful follow-up treatment.

Data collected with the MPS-PWUD from different groups of PWUD could inform drug-
related stigma experienced in medical settings by the drug consumed (e.g. crack, versus
methamphetamines or heroin), and/or route of administration (e.g. oral, intranasal, or
intravenous), and its potential impact on PWUD’s access to and retention in medical
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services. Increased awareness of the stigma generated in medical settings could improve
engagement and retention of PWUD in health care and curb drug-related epidemics (e.g.
HCV). The MPS-PWUD could also contribute to designing stigma prevention strategies
such as raising awareness regarding stigmatizing practices in medical settings or among
specific providers and allow organizations that serve PWUD to monitor stigma levels over
time. Finally, the MPS-PWUD could facilitate tailoring programs aiming at reducing drug-
related stigma in hospitals and medical offices serving PWUD (e.g. HIV and HCV
treatment, substance use disorder treatment, etc.).

To our knowledge, there is a paucity of validated stigma scales measuring stigma
experienced by PWUD in medical settings, including how that stigma is felt and impacts
PWUD. The MPS-PWUD also explicitly inquires about the stigma as a direct consequence
of respondents’ drug use. Therefore, we believe that the newly validated MPS-PWUD scale
provides valuable practical and research contributions. The MPS-PWUD and the SU-SMS
(Smith et al., 2016) were designed for related, but somewhat different purposes. The MPS-
PWUD assesses stigma towards PWUD due to their drug use in medical settings and its
impact on communication with medical providers, while the SU-SMS assesses a generalized
stigma (not specifically due to drug use) towards “pill shoppers” and other PWUD by family
members and healthcare workers. The MPS-PWUD scale was validated using a sample of
PWID who were injecting at the time of enrollment, while the two subsamples used in
validating the SU-SMS were PWUD in methadone maintenance treatment and HIV-positive
engaged in HIV clinical care and/or Buprenorphine replacement therapy.

Although both scales present enacted and internalized stigma derived from Stigma
Framework (Smith et al., 2016), the MPS-PWUD enacted subscale includes six items
inquiring about stigma from medical providers towards PWUD versus three items in the SU-
SMS, of which none of them inquire about stigmatizing actions explicitly due to drug use.
The SU-SMS internalized subscale presents six items endorsing negative feelings about drug
use towards oneself. However, in contrast with the three internalized stigma items in the
MPS-PWUD, none of the six items inquired how the internalized stigma impacts PWUD’s
behavior in medical settings. We believe assessing enacted stigma explicitly as a
consequence of drug use and inquiring about a wider array of enacted stigmatizing actions
by medical providers makes the MPS-PWUD a more suited instrument to assess medical
provider stigma towards PWUD.

We also found that drug use stigma may have a direct impact on PWID self-efficacy to
communicate with medical providers. The overall scale and both subscales indicate that
higher levels of stigma are significantly associated with diminished ability to communicate
illness concerns, to discuss personal problems related to illness, and to work out difficulties
with medical providers. Hence, stigma in medical settings may diminish trust and comfort
with the medical provider, which could lead to detrimental health care consequences. Our
results also indicated that drug use stigma may affect PWID’s decision to seek HCV
treatment. The overall scale score and enacted subscale score were significantly higher for
the group who did not seek treatment. The cross-sectional nature of this analysis calls for
further investigation into how stigma impacts care-seeking behavior among PWUD, and
whether healthcare visits lead to stigmatizing experiences. Such experiences could prevent
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PWUD from engaging in future health care that serves both the patient and public health
efforts aimed at disease prevention and elimination.

This work highlights several limitations and improvements for future efforts on this topic.
Social desirability may be an issue in measuring stigma, but we do not know what the
magnitude or the direction of the bias may be in the context of a research study focused on
PWID. Although the sample was within the recommended size for PCA analysis (Osborne
and Costello, 2004), the number of participants was on the lower end of the recommended
analysis size. Therefore, the subsample for the analysis and the relatively small sample size
made it challenging to observe statistical significance. Furthermore, we were unable to
conduct additional construct validity analyses using meaningful variables about the group
that had previously sought HCV care because it was limited to 42 people. While all
participants in this study were currently injecting drugs, the stigma scale only included items
that inquire about drug use in general. Revalidation among populations who do not inject
drugs, use different drugs (e.g. crack, methamphetamines, cocaine, etc.), and in multiple
languages would be valuable future contributions. Future versions of the scale may be
strengthened by specifically inquiring about stigma generated by injection drug use. The
cross-sectional baseline data did not allow us to re-administer the items to participants to
assess test-retest reliability. Finally, the validation of the scale would have been strengthened
if it was cross-validated with another sample of PWID. The cross-validation is to be
encouraged in future studies, whether by us or other researchers. Nevertheless, the results
were similar when preliminary analyses were run on a smaller sample, which reassures our
confidence in the final results.

We note several strengths of this work. The MPS-PWUD is brief, uses common language,
and can be self-administered, thereby minimizing respondent burden and response biases. Its
brevity may be especially important for substance-using populations. We used data from a
dataset that contained numerous additional variables, such as drug use history, HCV
treatment, and self-efficacy measures in communicating with medical providers. This
allowed us to conduct tests of construct validity and demonstrate the robustness of the
results.

Finally, the MPS-PWUD scale ought to inform healthcare-related prevention strategies
aimed at serving PWUD. It is not sufficient to make medical services and treatment available
for PWUD without appropriate efforts to train medical staff on avoiding stigmatizing
behaviors. If health care providers are engaging in stigmatizing behaviors, PWUD may not
initiate or remain in medical care, undermining critical public health efforts such as HIV and
HCV elimination.
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Highlights:
. We present a validated Medical Provider Stigma Experienced by PWUD scale

. We report high levels of drug use stigma in medical settings among PWID
. High stigma levels are associated with less open communication with medical
providers

. PWID with a high level of enacted stigma were less likely to seek HCV
treatment

. The MPS-PWUD scale could help measure stigma experienced by PWUD in
medical settings
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Figure 1.
Stigma score of HCV+ participants (N=156): Sought HCV treatment vs. Did not seek HCV
treatment
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Sample Characteristics (N=164)

Table 1.

Page 16

Sociodemographics

mean (s.d.)
Age (years) 42.3 (10.5)
n (%)
Gender Male 130 (79.3)
Female 33(20.1)
Race / Ethnicity Hispanic 96 (58.5)
Non-Hispanic White 52 (31.7)
Non-Hispanic Black 8 (4.9)
Other 8(4.9)
Estimated annual household <=$10,000 107 (68.2)
income
$10,001 to $25,000 30 (19.1)
> $25,000 20 (12.7)
Current employment status Full time on the book 6 (3.7)
Part time on the book 2(1.2)
Odd job, off the book, or Seasonal 17 (10.4)
Disabled for work 17 (10.4)
Unemployed 121 (73.8)
Homelessness Ever Homeless 150 (91.5)
Homeless in the past 90 days 92 (56.1)
Arrested Ever Arrested 156 (95.1)
Avrrested in the past 90 days 25 (15.2)
HCV Testing and Care
Ever previously tested for HCV? 163 (99.4)
HCV+ result the last time tested? (out of 163 tested) 156 (95.7)
Ever sought HCV care (out of 156 tested HCV+)? 42 (26.9)

Hard drug use in the past 90 days

Used at least once n (%0)

Regular * Used n (%)

Injected at least once n
(%0)

Regular * Injected n
(%)

Any drugs
Heroin
Cocaine
Speedball
Crack

Methamphetamine

164 (100.0)
116 (70.7)
74 (45.1)
57 (34.8)
36 (22.0)
10 (6.1)

*
we define regular as 3 or more times a week for at least one month

132 (80.5)
79 (48.2)
45 (27.4)
40 (24.4)
9(5.5)
4(2.4)

164 (100.0)
114 (69.5)
66 (40.2)
55 (33.5)
6(3.7)

8 (4.9)
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Frequencies for 15 stigma questionnaire items and factor loadings and final decisions from Principal
Components Analysis (PCA)

Number (percent) of responses to item

PCA loading by

component*
Resulting
Neither ; Component
Strongly . Strongly Enacted Internalized
Disagree Disagree éigs?gerggr Agree Agree Stigma stigma

1 Doctors/medical
providers have said 49 _
critical or insulting things 8(4.9) 61 (37.4) | 9(5.5) (30.1) 36 (22.1) 0.941* 0.153 Enacted
to me about my drug use
2 | have been very upset
by comments that doctors/ 41 _
medical providers have 7(4.3) 61 (37.2) | 12(7.3) (25.0) 42 (25.6) 0.976 * 0.110 Enacted
made about my drug use
3 | feel that | have been
treated disrespectfully by 37 _
the medical profession 10 (6.1) 62 (37.8) | 8(4.9) (22.6) 47 (28.7) 0.887 * 0.013 Enacted
because of my drug use
4 Doctors/medical
providers have tried to
scare me into quitting
drugs by warning me 8 (4.9) 39(238) | 8(4.9) ???6 o |50@0s) | o4 0.243 —
about health risks '
associated with being a
drug user
5 | feel that | cannot speak
freely with doctors/ 33
medical providers about 17 (10.4) 51(31.3) | 10(6.1) (202) 52 (31.9) 0.511 0.243 —
my drug use
6 | feel that doctors/
medical providers don’t 36
treat drug users as nicely 10 (6.1) 33(20.1) | 7(4.3) (22.0) 78 (47.6) 0.539 0.241 —
as they do non drug users
7 Doctors/medical
providers have toldme |} 5 5 25(153) | 11(67) | 28 65(39.9) | 0.390 0436 —
need to quit using drugs ) ) ) (35.6) ’ . ’
without my ask ing them
8 If I relapsed, doctors/
medical providers 30
criticized me for not 11 (6.8) 57 (35.2) | 20(12.3) (185) 44 (27.2) 0.766 * 0127 Enacted
trying harder
9 | feel that most doctors/
medical providers don’t 46
understand how difficultit | 7 (4.4) 20 (12.5) | 4(2.5) (28.8) 83 (51.9) 0.291 0.525 —
is to be a drug user
10 When 1 go for medical 12
care, | feel as though I try 6(3.7) 38(23.3) | 7(4.3) (25.8) 70 (42.9) -0.144 0.941* Internalized
to hide my drug use '
11 When | go for medical
care, | feel that | am 48 _ .
embarrassed or ashamed 7(4.3) 35(215) | 12(7.4) (29.4) 61 (37.4) 0.132 0.933 * Internalized
about being a drug user
12 1 do not want to 40
disclose my drug use to a 8(4.9) 33(20.1) | 16(9.8) (24.4) 67 (40.9) -0.079 0.823 * Internalized
doctor/medical provider ’
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Number (percent) of responses to item

PCA loading by

component*
Resulting
Neither ; Component

Strongly . Strongly Enacted Internalized

Disagree Disagree éigs?gerggr Agree Agree Stigma stigma
13 | feel my doctor/
medical provider is afraid 31(19.1) 69 (42.6) | 26 (16.0) 15(9.1) | 21(13.0) 0.651* -0.040 Enacted
of me
14 1 do not feel welcome 23
at the doctor’s/medical 17 (10.4) 66 (40.5) | 25 (15.3) (14.1) 32 (19.6) 0.734* 0.001 Enacted
provider’s office '
15 | feel respected by my 55 _ .
doctor/medical provider 20 (12.4) 23(14.3) | 49(29.2) (34.2) 16 (9.9) 0.346 0.059

Items were retained within the component under which the loading is bolded and with asterisk; items with unbolded loadings (4-7 and 9, 15) were

omitted from final scales
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Table 3:

Self-efficacy with medical provider items % and its association with stigma scale scores”

Page 19

On a scale of 0-10 based on how confident you are...

Overall Scale
Mean (SD) =3.32 (0.99)

Enacted Stigma
Mean (SD) = 3.10 (1.08)

Internalized Stigma
Mean (SD) = 3.78 (1.13)

ﬁmsakt Zglrigedr%cst%ﬁings about your illness Mean (SD) re p-value I, p-value . p-value
7.9(2.7) -0.256 0.001 -0.218 0.005 -0.255 0.001
Rating n (%) Average score (SD) Average score (SD) Average score (SD)
Not confident at all: Oto2 12 (7.4) 3.93(0.81) 3.66 (0.97) 4.47 (0.64)
Somewhat confident:  3to5 22 (13.6) 3.52(1.02) 3.33(1.16) 3.89 (1.16)
Confident: 6t08 37 (22.8) 3.52(0.88) 3.24 (1.04) 4.10 (0.83)
Very confident: 9t0 10 91 (56.2) 3.11(1.01) 2.92 (1.08) 3.50 (1.20)
Discuss openly with your doctor any Mean (SD)
personal problems that may be related to rs p-value Is p-value rs p-value
your illness?
7.7(2.9) -0.267 0.001 -0.217 0.005 -0.285 <0.001
Rating n (%) Average score (SD) Average score (SD) Average score (SD)
Not confident at all: 0to2 15(9.2) 3.92(0.73) 3.68 (0.86) 4.38 (0.64)
Somewhat confident:  3t05 22 (13.5) 3.54 (1.03) 3.30(1.12) 4.02 (1.18)
Confident: 6t08 39 (23.9) 3.49(0.92) 3.19(1.13) 4.07 (0.91)
Very confident: 9t0 10 87 (3.4) 3.10 (1.00) 2.91 (1.04) 3.47 (1.19)
Work out difficulties with our doctor when ~ Mean (SD) r p-value r p-value r p-value
they arise? s s s
7.7(2.8) -0.270 0.001 -0.233 0.003 -0.251 0.001
Rating n (%) Average score (SD) Average score (SD) Average score (SD)
Not confident at all: 0to2 15 (9.3) 3.81(0.85) 3.57(0.97) 4.27 (0.78)
Somewhat confident 3to5 21 (13.0) 3.75 (0.97) 3.62 (1.02) 4.02 (1.21)
Confident: 6t08 43 (26.5) 3.39(0.99) 3.08 (1.14) 4.00 (1.01)
Very confident: 9t0 10 83(51.2) 3.11(0.97) 2.91 (1.03) 3.51(1.16)

'ZSeIf—efﬁcacy with medical provider items score: 0=Cannot do at all, 10=Certain to do

ZStigma score (1-5: higher score, higher stigma level)

rs = Spearman’s rho correlation coefficient
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