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QUESTION ASKED: How does stigma surrounding pre-
scription opioids, or opioid stigma, manifest in patients
with advanced cancer and their support providers?

SUMMARY ANSWER: Patients and their support pro-
viders described three primary manifestations of opioid
stigma, which included direct experiences with opioid
stigma and discrimination in health care settings, con-
cerns about opioid stigma affecting patient care in the
future (anticipated stigma), and opioid-restricting atti-
tudes and behaviors that may reflect internalized stigma
and fears of addiction.

WHAT WE DID: Recent evidence highlights opioid stigma as
a potential barrier to effective and guideline-concordant
cancer pain management. Yet, at the same time, opioids
are a critical part of pain management for patients with
advanced cancer. This tension is illustrated in the Opioid
Stigma Framework and other foundational literature, yet little
is known about how opioid stigma may manifest in patients
with advanced cancer specifically. Thus, we enrolled 20
patients with advanced cancer and 11 self-identified support
providers (eg, family or close friends) into our study from a
local oncology center for qualitative interviews. Interviews
were comprehensive, covering the patients’ experiences with
pain and pain treatment, their experiences with cancer-
related pain and the treatment of that pain (including ex-
periences with prescribers and pharmacists), their friends’/
family’s opinions on taking opioids for cancer-related pain,
their storage anduse of opioids, and their general thoughts on
the opioid epidemic; and the support provider’s experiences
providing support for the patient, experiences in helping
manage cancer-related pain, thoughts on the use of opioids
for cancer-related pain management, their own experiences
with opioids (if any), and thoughts on the opioid epidemic.

WHAT WE FOUND: Three major themes around opioid
stigma were identified in interviews with study participants.
First, participants described direct experiences with opioid

stigma and opioid-related discrimination in health care
settings, including nononcology clinics and the pharmacy
(eg, feeling as if they were treated like a drug user). Second,
participants expressed concerns about opioid stigma af-
fecting patient care in the future (anticipated stigma). These
concerns led some patients to avoid communicating about
their pain to their clinician, even if they had not experienced
stigma with that clinician to date. Third, patients displayed
opioid-restricting attitudes and behaviors that may reflect
internalized stigma and fear of addiction. Despite the
common perception that opioids are appropriate for cancer
pain, several participants desired less opioid prescribing
and/or attempted to minimize their medication use.

BIAS, CONFOUNDING FACTORS, DRAWBACKS: The
sample was primarily non-Hispanic White from urban
areas, with little racial and ethnic diversity. Therefore, the
results may not be generalizable to people of color, who
face additional barriers to cancer pain management.
Additionally, although oncologist opioid prescribing has
decreased in recent years, three fifths of participants were
having their pain managed by their oncologists. Addi-
tionally, participants were referred by oncologists who
participated in a prior phase of qualitative interviews.
Thus, participants with good relationships with their on-
cologist may have been more likely to be referred for and/
or to participate in this study.

REAL-LIFE IMPLICATIONS: Opioid stigma leads to be-
haviors in patients that result in suboptimal pain man-
agement, and undermanaged cancer pain is associated
with a variety of wide-ranging adverse health conse-
quences. Therefore, it is important to develop inter-
ventions and strategies to mitigate opioid stigma in
patients with cancer pain that include efforts to minimize
internalized stigma, address pervasive negative attitudes
about addiction, and improve clinician-patient interac-
tions in medical settings.
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abstract

PURPOSE Stigma surrounding prescription opioids, or opioid stigma, is increasingly recognized as a barrier to
effective and guideline-concordant cancer pain management. Patients with advanced cancer report high rates
of pain and prescription opioid exposure, yet little is known about how opioid stigma may manifest in this
population.

METHODSWe conducted in-depth qualitative interviews with 20 patients with advanced cancer and 11 support
providers betweenMarch 2020, andMay 2021. We took a rigorous inductive, qualitative descriptive approach to
characterize how opioid stigma manifests in the lives of patients with advanced cancer.

RESULTS Patients and their support providers described three primary manifestations of opioid stigma: (1) direct
experiences with opioid stigma and discrimination in health care settings (eg, negative, stigmatizing interactions
in pharmacies or a pain clinic); (2) concerns about opioid stigma affecting patient care in the future, or an-
ticipated stigma; and (3) opioid-restricting attitudes and behaviors that may reflect internalized stigma and fear
of addiction (eg, feelings of guilt).

CONCLUSION This qualitative study advances our understanding of opioid stigma manifestations in patients with
advanced cancer, as well as coping strategies that patients may use to alleviate their unease (eg, minimizing
prescription opioid use, changing clinicians, and distancing from perceptions of addiction). In recognition of the
costs of undermanaged cancer pain, it is important to consider innovative treatment strategies to address opioid
stigma and improve pain management for patients with advanced cancer. Future research should examine
opportunities to build an effective, multilevel opioid stigma intervention targeting patients, clinicians, and health
care systems.

JCO Oncol Pract 18:e1594-e1602. © 2022 by American Society of Clinical Oncology

INTRODUCTION

Prescription opioids are considered to be standard,
guideline-concordant pain care and commonly per-
ceived as efficacious for cancer pain.1-3 However,
high-profile efforts to contain the opioid epidemic may
contribute to negative views of prescription opioids.
Patients with cancer are typically exempted from
opioid-restricting state laws and clinical guidelines.4

Despite recognition that prescribing restrictions may
not be appropriate for patients with cancer, effective
cancer pain management is complicated by stigma
surrounding prescription opioids, or opioid stigma.

Opioid stigma can be conceptualized using the Opioid
Stigma Framework (OSF), a multilevel conceptual
framework that integrates oncology, health-related

stigma, and pain literature (Fig 1).5 Manifestations,
or ways in which opioid stigma can be observed and
experienced, is a key concept in understanding bar-
riers to effective opioid pain management for patients
with cancer. In theory, opioid stigma manifestations
can include direct experiences of discrimination; in-
ternalized stigma, or the degree to which patients
apply negative attitudes toward themselves; and an-
ticipated stigma, in which patients expect poor future
treatment.

Emerging evidence offers a glimpse into how opioid
stigma may manifest for patients with cancer. In 2019,
a survey of patients with active disease in Florida
demonstrated that opioid stigma is common (61%)
and is associated with potentially negative behavior
changes (29%), including underutilizing prescribed
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opioids and avoiding health care interactions.6 Since then,
studies conducted in Massachusetts, Georgia, Texas, and
the Midwest described patient-reported fears of addiction,
difficulty filling opioid prescriptions, negative media cov-
erage, and guilt.7-10 A recent study of oncologists in western
Pennsylvania, an area severely affected by the opioid crisis,
described stigmatizing interactions between patients and
clinicians, pharmacists, and society in general.11 Exploring
these concerns with patients directly will fill an important
gap in this literature.

Patients with advanced cancer pain report particularly high
rates of pain (approximately 75%-90%), and the majority
receive opioids.12-14 In a mixed group of inpatients and
outpatients with advanced cancer, Azizoddin et al7 reported
pervasive fear, guilt, and stigma that contributed to sub-
optimal opioid behavior and impeded patient-clinician
communication. However, how opioid stigma manifests
in the day-to-day lives of outpatients with advanced cancer
is understudied. Exploring this population’s perspectives is
critical to refine our understanding of opioid stigma in
cancer pain and provide a broad scientific evidence base in

support of the OSF. Thus, in the current study, we con-
ducted in-depth interviews with patients with advanced
solid-tumor cancers and their self-identified support pro-
viders to explore experiences with opioid stigma.

METHODS

Inclusion/Exclusion Criteria

Eligible patients were adults with advanced (stage III or IV)
solid tumors currently receiving care from a UPMC Hillman
Cancer Center medical oncologist, who were prescribed or
recommended opioids for moderate-to-severe pain related
to cancer or its treatment. Patients were excluded if their
referring oncologist determined that they were unable to
participate in an in-depth interview, they did not have a
telephone for study contact, or they were unable to respond
to questions in English. Eligible support providers were
adult family members or friends of a participating patient,
who were identified by the patient as the person most
involved in their care. Support providers were excluded if
they did not have a telephone for study contact, or if they
were unable to respond to questions in English.

Recruitment Approach

UPMC Hillman Cancer Center medical oncologists who
participated in a prior qualitative study on pain manage-
ment in patients with advanced cancer11 were asked to
identify potentially eligible patients under their care and
obtain permission for contact. A member of the study team
then approached the patient, either in person during a
regularly scheduled clinical visit or over the phone at a
convenient time for the patient, explained the study, an-
swered questions, and documented the patient’s verbal
consent.

Support providers were approached in person (if available)
or contacted via telephone and provided written or verbal
consent after being told about the study. Although en-
couraged, patient participants were not required to identify
a support provider.

Qualitative Interview Methods

Qualitative description is common in qualitative health
research and seeks to describe, understand, and interpret
participants’ experiences without abstracting to the level of
social theory. We took an inductive, qualitative descriptive
approach to analysis in this study.15,16 Initial interview
guides were developed by the PI and reviewed by the
qualitative methodology team to ensure proper flow, ver-
biage, and phrasing (ie, open-ended questions that were
not leading). The patient interview guides covered the in-
terviewees’ experiences with pain and pain treatment, their
experiences with cancer-related pain and the treatment of
that pain (including experiences with prescribers and
pharmacists), their friends’/family’s opinions on taking
opioids for cancer-related pain, their storage and use of
opioids, and their general thoughts on the opioid epidemic.
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FIG 1. Opioid stigma framework.
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The interview guide for support providers covered experi-
ences providing support for the patient, experiences in
helping manage cancer-related pain, thoughts on the use
of opioids for cancer-related pain management, their own
experiences with opioids (if any), and thoughts on the
opioid epidemic (Data Supplement, online only).

All interviews were conducted via telephone by two trained
qualitative interviewers (F.d.A.C. and R.W.). Interviewers
reported preliminary findings to the study team throughout
data collection. Interviews were recorded and transcribed
verbatim, with identifying details redacted. Because sam-
ple size in qualitative studies is frequently driven by the
concept of thematic saturation (ie, the point at which
conducting additional interviews does not result in addi-
tional insights), we planned to interview 20 patient par-
ticipants, and at least 10 support providers, to have a high
likelihood of reaching saturation. As is common in quali-
tative research, the interviewer kept detailed notes as they
were conducting the interviews, which were then used to
determine that thematic saturation was reached.

Data Analysis

Data analysis followed established procedures for the-
matic analysis, including review and coding of data and
the identification of themes in the coded data.17,18 One
interviewer (R.W.) served as the primary coder and analyst
for all interviews. Transcripts were reviewed by the pri-
mary analyst (R.W.) and the lead qualitative methodologist
(M.H.) as they were produced to create inductively de-
rived codebooks tailored to each set of interviews.
Codebooks were composed of codes and concepts
identified from the content of the interviews, and then
used to code the interviews. To ensure consistency in
coding, two experienced qualitative coders (members of
the QualEASE team, B.K. and A.D., supervised by M.H.)
coded 16 of the 20 patient transcripts and resolved coding
differences, clarifying code definitions and rules for use as
necessary. The remaining four interviews were conducted
independently by the primary coder. The primary coder
(R.W.) and another experienced coder (A.D.) both coded
all of the support provider interviews, and resolved all
coding differences as previously described. Once coding
was finalized, the primary coder reviewed the coding to
conduct both content and thematic analyses of both sets
of data.19 The content and thematic analyses were pre-
sented to the PI and the rest of the study team for review
and refinement as a form of investigator triangulation.

Given the wide-ranging nature of the interview guide, the
resulting data encompasses many topics. In this manu-
script, we present a thematic analysis of the interview
findings related to opioid stigma. Planned future analyses
will focus on (1) intersecting addiction and prescription
opioid stigmas, and (2) structural and systems-level chal-
lenges with prescription opioid pain management.

RESULTS

Participant Characteristics

Sociodemographic characteristics and primary cancer di-
agnosis are shown in Table 1. A total of 20 patients and 11
support providers participated in the interviews, which were
conducted between March 2020 and May 2021. Cancer
history varied widely, althoughmost patients reported being
diagnosed with their current cancer 1-2 years before the
interview with an initial diagnosis range of 1 month-12
years.

Prescription Opioid Behaviors and Perceived Benefits

The majority (16/20) of patients consistently used at
least one type of prescription opioid to manage cancer-
related pain—including oxycodone (10), hydrocodone/
acetaminophen (four), morphine (two), codeine (one), tra-
madol (one), and a fentanyl patch (one)—typically pre-
scribed by their oncologist (12). Two patients described
using opioids during specific periods during treatment only.
One patient reported using morphine, but for pain unrelated
to their cancer. One patient denied pain (just discomfort),
and thus did not require opioids.

Most patients managed their own opioid medication regi-
mens on a day-to-day basis. In general, patients felt that
their opioid medications helped to improve—but not
eliminate—their pain (it makes it more tolerable) and im-
proved daily functioning.

Themes Identified

Please see exemplary quotes for each theme listed in
Table 2.

Theme 1: participants described direct experiences with
opioid stigma and opioid-related discrimination in health
care settings. Generally, participants reported feeling
comfortable talking with their current prescribers (typically
oncologists) about opioids for pain management and
highlighted the importance of a positive clinician-patient
relationship. However, some patients described stigma-
tizing experiences in other health care settings (eg, a pain
clinic or the pharmacy). Participants commonly described
feeling as if they were being treated like a drug user in these
situations. They combatted this perception by defending
the legitimacy of cancer pain and citing the valid pre-
scription (eg, “I have cancer, it’s not that. There’s a reason
for this,” “It’s prescribed by my doctor.”) In some cases,
these experiences led patients to change care providers,
switch pharmacies, or send family members in their place.

One participant recounted an episode in which she noticed
that her prescription was running out faster than she was
using it, leading to an awkward encounter with her pre-
scribing oncologist. Eventually, she discovered that her
medications were being stolen by her in-home nurse. The
participant commented on how her race contributed to the
situation:

e1596 © 2022 by American Society of Clinical Oncology Volume 18, Issue 10
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“I’m a Black female, and people automatically think
sometimes that you’re trying to just do things. And I
didn’t know whether I was justly or unjustly being
insulted.…I’m going to be honest with you. I was
[inaudible] on a racial thing because the person was
Caucasian who was doing this, and I’d say had the
roles been reversed I’m pretty sure that they’d have
had me right up under the bus. But I’m trying not to
be that way.”

Patient 19, 66 years, non-Hispanic Black female, urban

Theme 2: participants expressed concerns about opioid
stigma affecting patient care in the future (anticipated
stigma). Some participants expressed worries about
stigma occurring in the future, even if they had not directly
experienced stigma or discrimination. These concerns led
some patients to avoid communicating about their pain to
their clinician, even if they had not experienced stigma
with that clinician to date. Patient participants were
concerned about their clinician’s views of them and
wanted to ensure that they would not be viewed as
seeking more drugs. Outside of health care settings,
participants generally endorsed strong support from their
family and loved ones in their use of prescription opioids
for pain management. However, a few participants also

expressed concerns about this support shifting in the
future, especially if they were to be on opioids for an
extended period of time.

Theme 3: patients displayed opioid-restricting attitudes and
behaviors that may reflect internalized stigma and fear of
addiction. Most patient participants rejected internalizing
overt stereotypes about prescription opioid use. Partici-
pants described cancer pain and opioid prescriptions as
legitimate and reiterated their commitment to taking
opioids as prescribed (“if you take it to manage your pain,
you’re fine”). As before, participants drew distinctions
between patients with advanced cancer and patients with
addiction (“I think it’s fine to be aware of the risks of
addiction and things, but it’s necessary medicine to treat a
very, very painful and at times debilitating condition.”).
Despite the common perception that opioids are appro-
priate for cancer pain, several participants desired less
opioid prescribing and/or attempted to minimize their
medication use. Patient pain levels often fluctuated, and
some participants felt they should be able to just quit
taking the pain medication. Patients noted that the cur-
rent stigma around opioids resulted in them feeling guilty
about their prescription opioid use, especially when
interacting with others (eg, when filling prescriptions at
the pharmacy).

DISCUSSION

This qualitative study identified several ways in which
opioid stigma manifests in patients with advanced cancer,
including direct experiences with health care professionals,
anticipated worry, and internalized concerns. Findings
advance a growing body of opioid stigma-related literature
by analyzing direct patient and support provider per-
spectives on outpatient opioid pain management in the
context of advanced cancer. Additionally, the results of this
study offer support for the OSF concept of opioid stigma
manifestations and extends its applicability to patients with
advanced disease.5

In general, most participants felt that overt stereotypes
about opioid misuse were not applicable to patients with
advanced cancer. Participants often specified that opioid
prescribing was appropriate for legitimate pain, although
they also wanted tominimize prescription opioid use. These
attitudes may reflect a subtle sense of internalized stigma,
characterized by opioid-restricting behaviors and uneasi-
ness with medication changes. Left unaddressed, inter-
nalized stigma can lead to worsening shame and guilt when
cancer progresses, pain worsens, and opioid dosages in-
crease. Rejection of overt stereotypes contrasts with prior
work by Azizoddin et al,7 where participants considered use
of prescription opioids to be a distressing moral failure.
Notably, the prior study included patients hospitalized in
the midst of a pain crisis, suggesting that opioid stigma may
manifest differently in acute inpatient settings. The current

TABLE 1. Participant Characteristics

Characteristic
Patients
(N 5 20)

Support Providers
(N 5 11)

Age, years, median (range) 66.2 (41-95) 50.5 (26-74)

Sex, No. (%) 10 (50) 8 (73)

Race, No. (%)

African American/Black 1 (5) 0 (0)

Asian 1 (5) 0 (0)

White 18 (90) 11 (100)

Ethnicity, No. (%)

Hispanic 0 (0) 0 (0)

Non-Hispanic 20 (100) 11 (100)

Location, No. (%)

Urban 15 (75) 7 (64)

Rural 5 (25) 4 (36)

Primary cancer diagnosis, No. (%)

Lung 5 (25) —

Prostate 3 (15) —

Renal 3 (15) —

Anal 2 (10) —

Breast 2 (10) —

Esophageal 2 (10) —

Colorectal 2 (10) —

Stomach 1 (5) —

NOTE. Percentages rounded to the nearest whole number.
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study focused solely on outpatient opioid pain manage-
ment, and thus may represent a day-to-day perspective on
opioid pain management.

By tightly controlling prescription opioid use, patients can
better manage how they are perceived by others.
Throughout this study, participants drew clear contrasts
between patients with advanced cancer pain and people
with addiction, creating a sense of distance between the
two groups. Social distancing (in the cognitive sense) is an
established coping strategy where people highlight differ-
ences between themselves and members of a stigmatized
group.20 In context of the opioid crisis, distancing may be
used as a protective mechanism to guard against pervasive
stereotypes, judgments, and discrimination commonly
associated with opioid addiction. However, there are sig-
nificant limitations to this coping strategy, because cancer
and addiction are not mutually exclusive. Although esti-
mates vary, as many as one in five patients with cancer pain
might be at risk for nonmedical opioid use (ie, use of opioids
differently than prescribed).21 If patients feel the need to
distance themselves from perceptions of addiction, they will
be less likely to recognize potential problematic behaviors
and seek appropriate help.

Decades of literature show that particular patient groups
(eg, people of color, patients in rural areas, and women) are
at higher risk for pain undertreatment and face barriers to
accessing pain care.9,22-27 Further work is needed to un-
derstand how systemic influences such as racism may
intersect with opioid stigma to create unique challenges for
people of color. Our sample was lacking in racial and ethnic
diversity, likely because of a sampling strategy that relied on
oncologist referral without identifying specific goals for
patient attributes, combined with a primarily non-Hispanic
White patient population in these clinics. However, ex-
amining how opioid stigmamanifests in diverse populations
is critical to building a comprehensive understanding of
opioid stigma. Thus, the next step of this work is to spe-
cifically solicit perspectives from a diverse population of
patients with cancer pain that focuses on patient at high risk
for pain undertreatment, including people from racial and
ethnic minority groups, people from rural, underserved
areas, and people of low socioeconomic status, among
others. Building on this research in diverse populations will
provide the necessary literature base for creating robust,
inclusive interventions to effectively target opioid stigma.
Opioid stigma and its sequelae, including undermanaged
pain, has the potential undermine the health and well-being
of patients with cancer. Stigma has been repeatedly as-
sociated with worse health outcomes in individuals with
seriousmedical and psychiatric illnesses.28-35 As outlined in
the OSF and prior literature, potential consequences of
opioid stigma specifically include avoidance of health care
interactions, suboptimal prescription opioid behaviors,
social isolation, emotional distress, limited access to opi-
oids, reduced quality of life, and suboptimal pain man-
agement. In turn, undermanaged cancer pain is also
associated with a variety of adverse health consequences,
including functional limitations (eg, inability to work),

TABLE 2. Selected Exemplary Quotes

Theme 1: Participants described direct experiences with opioid stigma and
opioid-related discrimination in health care settings.

“she starts browbeating me, literally. I made a formal complaint. That’s how
bad it was. And she started browbeating me about whether I was a drug user.
And I told her it was totally inappropriate, and I was insulted, and I was
infuriated… I said, “It’s prescribed by my doctor.” …“And she had an
attitude. We clashed big time. I walked out, and I went immediately to file a
complaint. And I never want to see her again. And she accusedme of being a
drug addict.”

Patient 9, 63 years, non-Hispanic White man, rural
“I went there about my first prescription because that was my pharmacy. And
then I went back to get the second prescription, and they looked at me like I
was a drug addict. And I’m like, “Listen. Read this prescription. It says
oncology. I’mnot your typical-- walking up here needing painmedication to get
these narcotics. I have cancer. And it’s not that--” you know what I mean,
“there’s a reason for this.” So then I just switched places because I don’t need
to be treated like that.”

Patient 18, 41 years, non-Hispanic White woman, rural
“I told [the pharmacist] to mind her effing business, “Don’t worry about what I
do. Worry about your own family.” Because she’d question the amount of
opioids that I receive from my oncologist. And she said, “That’s quite a bit.” I
said,” It’s none of your business.”

Patient 16, 57 years, non-Hispanic White man, urban

Theme 2: Participants endorsed concerns about opioid stigma affecting patient
care in the future (anticipated stigma).

When asked whether the patient had spoken to their clinician about the
perception that their opioids are not strong enough: “No, not really. Because I
don’t want it to look like I’m a drug addict. Because I know what I have to be.”

Patient 50, 62 years, non-Hispanic White woman, urban
When asked whether the patient worried about health care providers treating
them poorly in the future: “I just don’t want to take too much. You know what I
mean? I don’t want them to think, Oh, gee. She wants more drugs or
something…I don’t want them to think that I’mnot trying to get better, because
I am trying.”

Patient 17, 69 years, non-Hispanic White woman, rural
“Not at the moment… But if I’m going to end up on them for a long time, I can
see it happening, especially with my family members…Because they don’t like
to be, you know, as far as being addicted to anything, and I know opioids are a
very addicting … so they’d have very big concerns about that.”

Patient 7, 56 years, non-Hispanic White man, rural

Theme 3: Patients displayed opioid-restricting attitudes and behaviors that may
reflect internalized stigma and fear of addiction.

“I have to go up on them, I felt guilty because I pridedmyself in getting down to
the 10 milligrams. And now I have to go up to the 20…

…Well, I don’t feel guilty. I feel okay with it. I just feel bad that why should I have to
take them?”

Patient 17, 69 years, non-Hispanic white woman, rural
“I do know that she still has some pain, but she doesn’t take it as often as she
was like told to, because she doesn’t like the fact that it could be…addictive…
So she takes it, but she doesn’t take it as much as she should.”
Support person 3, 67 years, non-Hispanic White woman, rural
“Well, when I took it the first time there was none of this opioids scare and all
the stigma associated with opioids. So if there was anything, when I got
prescribed this time, it’s just the stigma. I even feel a little guilty going to the
pharmacy to pick it up, like, “Oh, there’s an addict right there.”

Patient 15, 64 years, non-Hispanic White man, urban
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suboptimal health behaviors (eg, disturbed sleep and re-
duced physical activity), emotional distress, social isolation,
high health care utilization, and shorter survival.36-40 Given
these wide-ranging consequences, it is important to de-
velop strategies to mitigate opioid stigma in patients with
cancer pain. Prior research in other stigmatized conditions
(eg, HIV and mental health) offer promise that multilevel
interventions, spanning patients, clinicians, and health
care institutions, can be effective at addressing stigma.41,42

Taking current and prior research into account, along with
the conceptual basis of the OSF, future interventions to
address manifestations of opioid stigma may include efforts
to minimize internalized stigma (eg, guilt, fear, and dis-
comfort), address pervasive negative attitudes about ad-
diction, and improve clinician-patient interactions in
medical settings.

Limitations to this study must be noted. For instance, three
fifths of participants were having their pain managed by
their oncologists. However, recent data suggest that on-
cologist opioid prescribing decreased in recent years,43,44

so these experiences may not apply to all patients with
advanced cancer pain. Additionally, consistent with prior
work, most patients reported positive oncologist-patient
relationships.11 This sample was referred by oncologists

who participated in a prior phase of qualitative interviews.
Thus, participants with good relationships with their on-
cologist may have been more likely to be referred for and/or
to participate in this study. Finally, as noted above, the
sample was primarily non-Hispanic White from urban
areas, with little racial and ethnic diversity. Given docu-
mented disparities in cancer pain management,22,24,27,45,46

the results may not be generalizable to people of color, who
face additional barriers to cancer pain management.

In summary, this qualitative study described several
manifestations of opioid stigma in patients with advanced
cancer, including internalized and anticipated stigma and
direct experiences of discrimination. The results also re-
flected a pervasive unease with perceptions of addiction,
which may influence patient coping strategies (eg, dis-
tancing and opioid-restricting behaviors) and efforts to
maintain a positive image with their clinicians. In recog-
nition of the costs of undermanaged cancer pain, it is
important to consider innovative treatment strategies to
address opioid stigma and improve pain management for
patients with advanced cancer. Future research should
examine opportunities to build an effective, multilevel
opioid stigma intervention targeting patients, clinicians, and
health care systems.
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