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Abstract

Millions of patients with cancer pain are treated with prescription opioids each year. However, 

efforts to mitigate the ongoing opioid crisis result in unintended consequences with opioid 

pain management, including opioid stigma. Emerging research indicates that opioid stigma is 

problematic in patients with cancer, but few studies have examined contributors to and impacts 

of opioid stigma in this population. To guide future research in this area, we propose a 

conceptual framework – the Opioid Stigma Framework, or OSF – with which to understand 

and improve opioid stigma in patients with cancer pain. Development of the OSF was guided 

by a literature review of stigma in health-related conditions, adaptation of the existing Health 

Stigma and Discrimination Framework, a topical review of challenges related to opioid cancer 

pain management, and author expertise in cancer, pain, and opioid prescribing. The proposed OSF 

highlights five domains: 1) contributors to opioid stigma, or factors that increase the likelihood 

that a patient will experience opioid stigma; 2) intersecting stigmas, or the convergence of multiple 

stigmatized identities within a patient; 3) stigma manifestations, or the ways opioid stigma is 

manifested in patients, clinicians, and the community; 4) proximal outcomes, or the immediate 

consequences of opioid stigma in patients; and 5) long-term impacts in patients. The OSF 

provides two main avenues to facilitate future research: 1) providing a framework to explore 

the mechanisms that underlie opioid stigma and its impact on cancer pain management, and 2) 

supporting the development of targeted, tailored interventions to eliminate opioid stigma.
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INTRODUCTION

Roughly 16.9 million cancer survivors live in the United States, with almost 1.9 million 

new diagnoses anticipated this year.[2,62,71,82] Approximately half of all patients with 

cancer will experience pain related to their disease process and/or treatment, with rates rising 

to 75% in advanced disease.[8,9] Effective pain management is integral to comprehensive 

cancer care and to enhance patient quality of life.[12,59,66,88] Prescription opioids are 

routinely prescribed for moderate-to-severe cancer pain management, which is an evidence-

based practice supported by many professional guidelines.[4,37,63,102]

The ongoing opioid crisis complicates the use of prescription opioids in the United 

States.[96] Opioid prescribing for pain contributed to sharp increases in opioid-related 

morbidity and mortality, resulting in negative public attitudes toward prescription opioids 

and heightened scrutiny toward opioid prescribing practices.[61,96] As a result, professional 

guidelines and state-level legislation now broadly encourage cautious, conservative use of 

opioids for pain management.[29] Although opioid limitations commonly exempt cancer 

pain, patients with cancer may still experience adverse consequences.[3,4,68,79,95] Opioid 

stigma is one such consequence.[16]

Health-related stigma (e.g., stigma related to health conditions), or the labelling of 

traits as socially undesirable, is broadly recognized as a barrier to achieving optimal 

proximal and long-term health outcomes in medical patients.[31,33,38,40,57,73,90,91] 

When applied to cancer pain, opioid stigma may manifest as internalized fears about 

one’s own prescription opioid use, anticipated judgments from others, and/or experiences 

of discrimination. Additionally, stigma presents many barriers to achieving optimal health 

outcomes, whether by limiting engagement in care, impeding proactive health behaviors, 

reducing resource availability and social support, and/or exacerbating emotional distress.

[22,33,38,40,57,73,76,90,91,101] It is now established that opioid stigma is problematic in 

patients with cancer pain. Our prior work explored opioid stigma in patients undergoing 

active cancer treatment seen in a supportive care clinic. Of 97 respondents prescribed 

opioids, 61% of patients endorsed at least one aspect of opioid stigma. Additionally, 29% 

of these participants endorsed stigma-related behaviors, primarily centered on taking less 

opioid medication than needed (20%). This research suggests that opioid stigma has the 

potential to be highly impactful in patients with cancer.[16] However, few studies have 

examined potential contributors to and ameliorating factors of opioid stigma, nor are 

the lasting effects of stigmatizing experiences well understood in this population. Future 

research is critical to understand and intervene on opioid stigma in patients with cancer.

Development of a conceptual framework is a critical step to guide research in opioid 

stigma. This paper proposes a conceptual Opioid Stigma Framework (OSF) with which to 

understand and improve opioid stigma in patients with cancer pain. We then discuss several 

avenues for future research in opioid stigma using the OSF as a guide.
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METHODS

The goal of framework development is to identify factors that relate to the central concept 

– here, opioid stigma in cancer pain – and describe proposed relationships between 

these factors, as well as potential targets for intervention.[42] There is no standardized 

methodology for the creation of a conceptual framework, though common approaches 

include adapting existing frameworks, integrating expert opinion, and evaluating existing 

literature conceptually related to the central concept.[34,70] Thus, our approach to the 

OSF began with a broad review of stigma in health-related conditions, including HIV,

[31,33,81,91] obesity,[73] mental health,[23,40] and chronic pain.[76,101,103] From this 

literature, we selected an existing framework as a guide (described below).[83] We also 

conducted a topical review of existing literature in challenges related to opioid pain 

management and cancer pain, with emphasis on potential contributors to or consequences of 

opioid stigma.

Using this literature and our prior pilot work [16], we proposed factors related to the 

experience of opioid stigma and adapted the guiding framework to reflect these factors. 

We gathered a transdisciplinary group of co-authors with clinical and research expertise 

in cancer, pain, opioid prescribing, and health-related stigma and presented the proposed 

OSF to them for feedback on proposed concepts and to generate additional contributors 

and consequences of opioid stigma. The OSF was revised according to co-author feedback. 

Finally, we created a figure to represent the OSF (Figure 1).

GUIDING CONCEPTUAL FRAMEWORK

The existing framework that we chose to serve as our guide was the Health Stigma and 

Discrimination Framework (HSDF), a multi-level theoretical framework that articulates 

the stigmatization process as a progressive series of domains.[83] The HSDF has several 

advantages over other conceptual models of stigma. For example, unlike prior stigma models 

that focus solely on one disease process, the HSDF integrates common contributors to and 

consequences of stigma across patient groups. Additionally, the HSDF uses a comprehensive 

socio-ecological framing that includes individual, interpersonal, community, organizational, 

and public policy factors. Thus far, applications of the HSDF focus on stigma related to 

health conditions rather than medical treatments, making our interpretation unique.

PROPOSED APPLICATION OF THE HSDF TO OPIOID STIGMA IN CANCER 

PAIN

In this section, we describe each of the HSDF domains as adapted for the OSF. In some 

cases, the original HSDF domains have been simplified for clarity. A visual depiction of the 

OSF is presented in Figure 1.

Contributors to Opioid Stigma

Contributors to opioid stigma increase the likelihood that a patient with cancer pain will 

experience opioid stigma. This includes public misconceptions regarding the relative risks 

and benefits of prescription opioids for pain management. Prescription opioids are often 
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clinically indicated for cancer pain management. However, in light of the rising rates of 

opioid use disorder and opioid-related mortality, emphasis is increasingly placed on the 

risks of prescription opioid use. Weighing the risks and benefits of prescription opioids 

is a nuanced, personal choice in conjunction with clinician recommendations, and making 

informed decisions can be difficult for patients. For example, patients may have difficulty 

understanding the likelihood of side effects, risks of addiction and overdose when used 

as prescribed, and relative strength of the evidence for opioid management in cancer pain 

versus other painful conditions. Additionally, qualitative interviews in this area indicate 

that patients with chronic pain engaged in palliative care (including patients with cancer) 

associate prescription opioids with death and dying.[43]

Media representations of prescription opioid use may also contribute to opioid stigma. 

Media broadcasts use the term “opioid crisis” to describe a broad range of issues and opioid 

types (e.g., prescription opioids, heroin, fentanyl), which contributes to public confusion 

about the definition of an “opioid.” Conflating medical and non-medical opioid use likely 

contributes to public skepticism and suspicion of patients who use opioids to manage 

cancer pain. Media campaigns may further contribute to negative stereotypes by highlighting 

stories of fraudulent injuries. For example, a 2018 “The Truth about Opioids” ad campaign 

produced by the Truth Initiative and the White House Office of National Drug Control 

Policy (ONDCP) ran graphic ads depicting young adults injuring themselves with hammers 

and doors and intentionally wrecking vehicles in order to obtain prescription opioids.[64] 

Bias created by media campaigns may hinder patients from feeling comfortable disclosing 

their pain, asking questions about their opioids, and discussing management options with 

their healthcare providers.

Finally, universal efforts to limit prescription opioids may present additional challenges 

with stigma, including increasing patient burden required to access prescription opioids, 

internalized stigma for patients with cancer pain, and public skepticism. Multiple federal and 

state-level efforts broadly aim to curb opioid prescribing. For example, the United States 

government declared the opioid crisis to be a national public health emergency in 2018, 

and a Presidential initiative was announced with the explicit aim of decreasing nationwide 

opioid prescriptions by a third within a 3-year period.[87] Similarly, the Centers for Disease 

Control and Prevention (CDC)’s 2016 guidelines advocating for conservative prescription 

opioid practices were associated with an overall decline in prescribing, sparking concerns 

about misapplication to patients with cancer.[28,29,53] State laws now commonly restrict 

opioid prescribing for acute pain, reflecting CDC recommendations. Cancer pain is often 

explicitly exempted from prescription opioid limitations. However, research indicates that 

opioid prescriptions for patients with cancer have significantly declined in recent years, 

coinciding with changes in federal and state guidance.[36,48]

Intersecting Stigmas

Intersecting stigmas refers to the convergence of multiple stigmatized identities within a 

person or group.[11,92] When stigmas intersect, negative consequences can emerge above 

beyond the effects of any single source of stigma. Pain management for patients who are 

socially marginalized is already challenging, and sociodemographic characteristics such 
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as race/ethnicity, sex/gender identity, and socioeconomic status (SES) of the patient may 

compound opioid stigma.[25] For example, women and patients of color are more likely 

to report under- or un-managed pain.[5,7,44,45,85] People of color are also less likely to 

be offered prescription opioids, more likely to encounter access issues at the pharmacy, 

and often undergo more oversight throughout the duration of their treatment (e.g., frequent 

urinary drug monitoring) as compared to non-Hispanic white patients.[5,44,45,85] Similarly, 

opioids are prescribed less frequently in emergency room visits for patients in the lowest 

quartile of SES as compared to those in the highest quartile, regardless of whether SES was 

measured as poverty, household income, or educational level.[50]

Clinical characteristics of the patient present additional sources of intersecting stigma. 

Stigma is associated with certain cancer diagnoses depending on perceived causes of 

the disease, including whether the patient is considered responsible for their cancer and 

whether the disease is physically obvious to observers. For example, lung cancer is highly 

stigmatized due to widespread negative attitudes toward smoking and physical abnormalities 

associated with these diagnoses (e.g., disfigurement of the mouth).[18,80] In stigmatized 

patients with cancer, negative attitudes may extend to cancer pain itself (e.g. “they brought it 

on themselves”) and prescription opioid management strategies (e.g., perceiving prescription 

opioid use as a sign of weakness). Notably, stigma can also associated with conditions that 

commonly co-occur with cancer, such as pre-existing chronic pain. Patients with chronic 

pain may be accustomed to being viewed as “difficult patients” to manage.[22] Prior 

stigmatizing experiences associated with chronic pain management may also impact how 

opioid stigma manifests in a patient with cancer pain.

Stigma associated with addiction is well-documented and presents another avenue for 

intersecting stigma.[1,10,89] Addiction is commonly viewed as a moral weakness associated 

with negative stereotypes, resulting in the patient being blamed for their own diagnosis 

and labeled a “substance abuser.” Treatment for addiction is similarly stigmatized, which 

results in difficulty accessing and engaging in potentially helpful interventions. In patients 

with co-occurring addiction and pain, navigating safe and effective opioid strategies can be 

particularly challenging.[14,19,20,74] Clinicians may be wary of prescribing opioids and 

lack comprehensive education on addiction management.[51] Meanwhile, patients with co-

occurring pain and addiction may be wary of accurately reporting their pain and addiction 

behaviors, especially if they believe their clinician will discontinue their opioid prescription 

or engage in stigmatizing behaviors.[10,60,106]

Stigma Manifestations

Opioid stigma manifestations comprise: 1) stigmatizing behaviors reflecting negative public 

attitudes, stereotypes, and judgments about patients who use prescription opioids; 2) 

manifestations specific to the patient experience, including perceived stigma, reflecting the 

patient’s perceptions of public attitudes and stereotypes; internalized stigma, in which the 

patient absorbs and applies these negative attitudes toward themselves; anticipated stigma, in 

which patients expect poor treatment in the future; and direct experiences of discrimination; 

and 3) secondary stigma, in which people associated with the patient (e.g., support systems 

and/or clinicians) are negatively impacted by opioid stigma.[24,31,33]
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Stigmatizing behaviors are enacted by other people and reveal negative attitudes, 

stereotypes, and judgments towards patients who use opioids.[83] In the public sphere, 

stigmatizing behaviors may include members of the community gossiping about patients 

who use prescription opioids, exclusion, and social isolation of the patient. In healthcare 

settings, clinicians and pharmacists may exhibit skepticism towards patients who request 

opioids for pain management and leverage additional clinical oversight measures.

Opioid stigma can also be manifested in a variety of the patient’s own experiences.[83] 

Perceived stigma refers to the patient’s perceptions of public attitudes and stereotypes.

[15,52] Perceptions of stigma can reflect unflattering media representations of prescription 

opioids; perceived barriers to opioid access in the clinic or pharmacy; experiences with 

suspicious friends, or family; and encounters with skeptical clinicians. Internalized stigma 

occurs when patients absorb these negative attitudes and apply them personally.[38,57,90] 

For example, patients who internalize opioid stigma may come to believe that they are 

responsible for or deserve their pain, feel that they are being punished, express less 

confidence in their ability to manage their opioid prescriptions, and/or feel that they do 

not deserve to be included in their community and social activities. Anticipated stigma 

refers to expectations of poor treatment in the future.[32] Patients may avoid potentially 

unpleasant healthcare encounters, anticipate judgment or stereotyping from friends, family, 

or clinicians, and/or worry about how their community may perceive their prescription 

opioid use. Finally, patients with cancer pain may also report direct experiences of 

discrimination related to opioid stigma, limiting their access to prescription opioids when 

needed. Patients with cancer pain report difficulty with filling prescriptions, obtaining 

a prescription from a clinician, barriers in insurance approval, and feeling judged by 

clinicians.[16]

A final category of stigma manifestations is secondary or associative stigma, which 

impacts people associated with the patient (e.g., support systems or clinicians).[98,99] 

Support people such as family members or close friends may be integrally involved in a 

patient’s opioid pain management, with tasks ranging from attending medical appointments, 

organizing daily pills, and/or picking up medications from the pharmacy. Stigma may 

extend to support people if they are viewed as permissive or enabling of the patient’s 

prescription opioid use, or if others believe that these support people are likely to use 

or divert the prescription medications themselves. Clinicians who prescribe opioids for 

cancer pain may also be targets of secondary stigma. Cancer pain is treated by a variety 

of specialties, from oncologists to palliative care physicians to primary care physicians in 

the community.[56,65] Given the increased regulatory oversight, clinicians may worry about 

scrutiny of their prescribing practices and fear legal prosecution.[27,47] Clinicians may also 

be pejoratively labeled (e.g., “pill-pushers”) and blamed for their perceived role in the opioid 

crisis. Secondary stigma comes at a high cost: stigmatized clinicians report decreased job 

satisfaction and increased burnout.[105]

Proximal Outcomes

Potential proximal outcomes associated with opioid stigma include patients limiting 

or avoiding healthcare interactions, suboptimal prescription opioid behaviors, emotional 
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distress, and social isolation. Additionally, we anticipate that opioid stigma reaches 

clinicians and health systems, which in turn limits patient access to opioid pain management.

Opioid stigma may lead patients to avoid healthcare interactions, characterized by canceling 

or no-showing to medical appointments, declining referrals to pain management specialists, 

and/or deflecting awkward conversations about pain and prescription opioids. Patients may 

be unsure how to phrase questions about their opioids and worry that their clinicians 

will respond with suspicion or skepticism.[16,39,86] They may also be fearful of abrupt 

opioid tapers. Unfortunately, patients who avoid healthcare interactions lose important 

opportunities to become integrally involved in their own healthcare, source reliable health 

information, and clarify misconceptions.

Patients who experience opioid stigma may also begin to engage in suboptimal prescription 

opioid behaviors. Hoarding, saving medication for a future need, and generally under-using 

opioid prescriptions can be suboptimal behaviors that directly impact patients’ pain control, 

while simultaneously increasing the amount of opioids available in the community for 

possible diversion. Alternatively, some patients may opt to decline prescription opioids or 

not fill prescriptions at the pharmacy due to stigma-related fears.[16]

Based on other models of pain and health-related stigma, we anticipate that stigmatized 

patients with cancer pain experience emotional distress such as fear, anxiety, irritability, 

and awkwardness, particularly when interacting with their clinicians. Patients may also feel 

distrustful of the medical system and lack confidence in their clinicians, spurring a sense of 

helplessness and perceived injustice.[31,57,72,91]

Social support is an important aspect of comprehensive cancer care and pain management 

interventions. However, experiences with opioid stigma can contribute to social isolation 

in stigmatized patients. Patients who use prescription opioids may avoid discussing pain 

with their family and friends, similar to avoidance of clinicians. Additionally, a subset of 

patients may avoid social events where other people may notice their opioid use (e.g., taking 

medications or using a patch).[16]

Clinicians may also be impacted by opioid stigma, which can result in limited access 

to opioids for patients with cancer pain. Clinicians may endorse negative perceptions of 

patients with pain, view opioid pain management as time-intensive and burdensome, and 

avoid conversations with patients about their prescription opioids due to awkwardness or 

lack of knowledge.[13,54,78,97] Additionally, clinicians can be the targets of secondary 

stigma themselves (described above, Stigma Manifestations). As a result, clinicians may be 

reluctant to treat cancer-related pain, decline to prescribe opioids, and/or opt to refer to pain 

management specialists.

On a systemic level, broad efforts to minimize prescribing as an opioid crisis management 

strategy also limit access to opioids for patients with cancer pain. Insurance restrictions, 

federal and state-level regulations, and recommendations from professional groups have 

been complex and inconsistently applied. For example, the CDC’s 2016 guidelines 

advocating for more conservative opioid prescribing were intended to address a narrow 

group of patients: adults with non-cancer pain treated in primary care settings.[29] However, 
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the guidelines were adopted widely by health plans and clinical practices outside of the 

guideline’s scope. State laws that limit opioid prescribing have sparked similar concerns 

about legal repercussions, pill counts, and exempted patient groups, leading Medical Boards 

and the CDC to publish clarifications of their intent.[93,100] Insurance policies are also a 

powerful force in opioid prescribing. In many states, Medicare and Medicaid impose opioid 

quanitity limits and require exception submissions to approve higher quantities.[41,94] 

In general, misapplication can impact patient ability to access opioid medications and 

specialty care, limit time allotted with their clinicians, and increase financial burden and 

pharmacy shortages. Additionally, forced opioid tapers are dangerous and destabilizing, 

increase patient suffering, and preclude patient-centered care.[26]

Long-term Impacts

As yet, little is known about the long-term impacts of opioid stigma in patients with cancer 

pain. However, given anticipated proximal outcomes and drawing from other health-related 

stigma literature, we posit that there are two significant, long-term impacts of opioid stigma 

that occur as a direct result of negative proximal outcomes: inadequate pain management 

and reduced quality of life.

Prescription opioids are recommended for the management of moderate-to-severe cancer-

related pain, as supported by decades of national and international guidelines.[4,37,63] 

Ideally, clinicians would couple these recommendations with a comprehensive pain 

assessment to guide personalized opioid prescribing for each patient’s unique needs. Such 

an assessment should account for the patient’s current pain intensity and management 

strategies, their pain history and prior treatments, previous or current addiction to opioids 

or other substances, and potential misuse risk factors that may complicate the success of 

prescription opioid pain management.[17,49,69,77,104] A comprehensive and personalized 

pain management plan requires frequent and open communication between the clinician and 

patient. If patients are avoiding healthcare appointments, feel awkward and uncomfortable 

discussing their pain in clinic, decline clinically indicated prescription opioid medications, 

and engage in suboptimal opioid behaviors, their pain is likely to go under- or untreated.[16] 

Similarly, if clinicians limit their prescribing due to secondary stigma and fear of oversight, 

inadequate pain management is an inevitable long-term outcome.[67]

Similarly, research indicates that patients who experience stigma have reduced quality of 

life. Quality of life is a multifaceted concept comprised of many components, including 

functional limitations, inability to work, disturbed sleep, reduced physical activity levels and 

energy, a reduced sense of self-efficacy and confidence, psychological distress, and social 

isolation.[30,55] For patients with cancer pain, this experience is likely compounded by 

inadequate pain management.[21,32,35] More research is needed to understand the extent to 

which opioid stigma reduces specific components of quality of life.

DISCUSSION AND FUTURE DIRECTIONS

The OSF offers an innovative conceptualization of an understudied challenge in cancer pain 

management: opioid stigma. It is broadly recognized that enhancing pain management – 
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including reducing barriers to effective treatment strategies – is a key national priority in 

pain research. The OSF could be a key component in addressing this pressing clinical need.

The OSF provides three main avenues for future research in this novel, developing 

area. Foundational mixed-methods research is needed to fully understand the scope and 

trajectory of opioid stigma, its impact on proximal and long-term health outcomes, potential 

ameliorating factors, and how to systematically measure it. Research with key stakeholders 

that centers the experiences of patients with cancer pain will help to identify crucial 

intervention targets, including contributors and consequences of opioid stigma that are 

not yet known. From the very earliest stages onward, input from diverse stakeholders is 

needed to understand how opioid stigma may present differently in patients who experience 

intersecting sources of stigma, such as patients from ethnic and racial minority groups, 

low socioeconomic status backgrounds, and with a variety of disease types and addiction 

histories. A psychometrically validated measure of opioid stigma is also needed to ensure 

standardized assessment and comparison across future studies. Such a tool is crucial in order 

to reliably assess the scope and impact of opioid stigma in patients with cancer.

The second role of the OSF is to support the development of targeted, tailored interventions 

that reduce or eliminate opioid stigma entirely. Prior research suggests that interventions to 

improve stigma by increasing stigma-related knowledge, attitudes, and intended behaviors 

can be successful in patients with medical and/or mental health conditions. [46,58,84], 

and a recent systemic review indicated that the majority of multi-level stigma-reduction 

interventions resulted in statistically significant decreases in stigma[75]. The OSF outlines 

multiple levels at which stigma may be leveraged and/or experienced, including patients, 

clinicians, communities, and healthcare systems. Thus, multiple targets are needed in the 

development of novel opioid stigma interventions. We anticipate that patient-, support 

person-, and clinician-level interventions would include tailored education, communication 

skills training, and facilitation of safe, effective opioid prescribing and adherence behaviors 

appropriate for each level. Systemic interventions in healthcare systems, insurance policies, 

and state- and federal-level legislation should focus on designing clinically relevant and 

nuanced guidelines for opioid prescribing that account for diverse, individualized pain 

management needs across the cancer continuum. Future work can use the OSF to guide the 

design of stigma interventions, including treatment targets (e.g., stigmatizing behaviors) and 

outcome measures (e.g., successful pain management).

Finally, the OSF is primarily focused on patients who report pain associated with an active 

cancer diagnosis. Evidence supporting opioid pain management is strongest in this patient 

group, who have high rates of moderate-to-severe pain, are legally exempt from opioid 

prescribing laws in most states, and for whom opioid pain management is considered to be 

the standard of care. Emerging literature in this area also focuses on the scope and impact of 

opioid stigma in patients with active disease, including patients with advanced cancer.[6,16] 

However, additional research is needed to examine how applicable this framework is for a 

diverse group of patients, including sociodemographic groups (e.g., aging patients, patients 

with medical co-morbidities that complicate treatment) and clinical subgroups. For example, 

little is known about the extent of stigmatizing experiences in cancer survivors, who may 

experience unique challenges associated with chronic cancer pain as they transition out 
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of active treatment and into survivorship (e.g., shifting risks and benefits for prescription 

opioids over time, intersecting chronic pain stigma, barriers to accessing specialty care, etc). 

Future research should examine unique stigmatizing experiences across patient subgroups, 

and we plan to update the OSF accordingly.

LIMITATIONS

The proposed OSF has several limitations to consider. First, because literature examining 

opioid stigma in cancer pain is limited, the OSF is not finalized. Rather, it is intended to 

be a modifiable guideline for future research, which can be updated as new information is 

collected. Second, although we conducted a topical literature review to understand existing 

research on this topic, the sparsity of literature in this area suggests that there are likely 

additional contributors and consequences of opioid stigma that have not been identified yet. 

Finally, while we did not include non-cancer related pain in our present model, a similar 

approach may also be taken for non-cancer pain conditions.

CONCLUSIONS

The OSF offers a conceptual framework with which to understand proposed contributors to 

and consequences of a novel and emerging research area: opioid stigma in cancer pain. The 

OSF is intended to be hypothesis-generating and support innovative future research to better 

understand mechanisms that underlie opioid stigma’s influence on cancer pain management. 

We anticipate that as this literature grows, we will update and adapt the OSF as well. 

Continued research is crucial to expand our understanding of these mechanisms, update the 

OSF, and design tailored, targeted interventions to eradicate opioid stigma.
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Figure 1. 
Proposed opioid stigma framework.
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