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Chapter 1
Introduction
Jonathan D. Avery and Joseph J. Avery

The Stigma of Addiction: An Essential Guide is one of the
only books that focuses on stigma directed toward those with
substance use disorders (SUDs). This may come as a surprise
given addiction’s ubiquitous impact and its prominence in the
national dialogue. Yet, while scholars have long discussed
stigma pertaining to mental illness, addiction, which now is
recognized as a disorder and falls within the ambit of mental
illness, is just beginning to receive similar scholarly treatment.
Our primary goal in this book is to collect leading scholarly
thought, providing both the clinician and the nonexpert with
a comprehensive understanding of the different aspects of
addiction stigma and the different arenas in which it arises.
What is stigma? In the Journal of Mental Health, Sonya
Lipczynska described how, after a goalkeeper named Andy
Goram was diagnosed with mild schizophrenia, English soccer fans would taunt him by yelling, “Two Andy Gorams,
there’s only two Andy Gorams…” [4]. This is but one of
J. D. Avery (*)
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countless examples of stigma faced by individuals every day,
and it accords with the understanding put forth by the editors
of the Oxford English Dictionary, who have stigma as “a
mark of disgrace or infamy.”
Although the word is widely used and readily understood,
there is some variability in how it is defined. The classic definition, by Goffman [2], has stigma referring to an “attribute that is
deeply discrediting” and that reduces the bearer “from a whole
and usual person to a tainted, discounted one.” Link and Phelan
[3] embrace Goffman’s definition but also add an element of
power: “[S]tigma exists when elements of labeling, stereotyping,
separation, status loss, and discrimination occur together in a
power situation that allows them.” For the purposes of this book,
we will adopt a definition of stigma that functions as a common
denominator of the above three definitions. Addiction stigma
refers to negative attitudes toward those suffering from substance use disorders that, one, arise on account of the substance
use disorder itself and, two, are likely to impact physical, psychological, social, or professional well-being.
Consider a prototypical example of addiction stigma, one
that will be discussed further in Chap. 6. A 25-year-old male
named John visits the hospital emergency department multiple times over the course of a year for alcohol abuse. He
eventually agrees to inpatient substance use treatment, after
which he transitions to outpatient care. He does well. He has
a multimonth period of sobriety. However, he relapses and, as
he had many times over the prior year, presents himself in the
emergency room. While he’s waiting to be treated, he overhears a physician remarking to a nurse, “Oh, that’s just John.
We knew he’d be back again.” Here, we see negative attitudes
toward an individual that arise on account of the individual’s
substance use disorder.
But do such attitudes matter? As our authors discuss in
this book, such attitudes certainly do matter. Major and
O’Brien [5] found that stigma creates unique stressors and
psychological distress, not least on account of the fact that
stigma involves status loss (see [3]). Moreover, the sheer need
to cope with stigma may lead to unintended and unforeseen
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consequences, even ones that are unrelated to the stereotype
[6]. For instance, the cognitive effort required to defend
against self-esteem loss precipitated by stigma could lead to a
decrease in cognitive functioning in other areas. Research in
social psychology has documented a multitude of adverse
outcomes stemming from stigma, including poor academic
performance [1]. Over the past decade, stigma has increasingly been linked to adverse mental and physical health outcomes, especially among those who are likely to suffer
multiple stigmas, such as African Americans [7].
In 2017, the opioid crisis was declared a Public Health
Emergency in the United States, bringing addiction even
more into the spotlight. Substance use disorders incur a large
toll on individuals and on the collective society. Successful
treatment requires astute care by experienced professionals.
Unfortunately, stigma against those with SUDs is rampant,
permeating multiple professional fields and coloring both
social and familial relationships. In service of both scholarly
progress and societal welfare, in this book we provide an
overview of the different aspects of addiction stigma and the
different arenas in which it arises.
Chapter 2 covers self-stigma, the patient’s thoughts about
his or her own disorder. From there, we cover nine other
aspects. Family members of those with SUDs might begin by
reading Chaps. 3 and 4, which cover familial addiction stigma,
as well as addiction stigma arising in close relationships.
Addiction stigma in physicians is covered in Chap. 6, and
addiction stigma in the U.S. legal system is covered in Chap.
9. Some researchers have posited that the high rate of incarceration for nonviolent drug offenders in the U.S. is the product of converging drug stigma and racial bias. Thus, in Chap.
8, we consider the nexus of race, stigma, and addiction. We
also cover addiction stigma in the workplace (Chap. 10), in
the media (Chap. 11), and in the context of addiction treatment (Chap. 7). In a chapter that spans disciplines and provides a framework for thinking about the perpetuation and
the reach of addiction stigma, we consider the language of
stigma and addiction (Chap. 5). Just as we have, in discussing
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the chapters of this book, taken them topically and out of
order, the reader should feel free to do the same. The chapters do not depend on one another, and they may be read in
any order.
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Chapter 2
Self-Stigma and Addiction
Steve Matthews

Introduction
Neuroscientist Marc Lewis, whose personal history includes
misuse of opiates, said that developing self-trust was the reason he gave up drugs.1 After countless attempts to quit and
many years of trying, one day he placed a large handwritten
sign inside his house that simply said ‘No’. If he could say no
to himself for an hour, he thought, then he could say no for
another hour and then for a day and then for longer and longer periods, and eventually he realised that he could rely with
confidence on his future self to keep that commitment to his
earlier self not to backslide. He came to regard himself as a
trustworthy person, ably sticking to a principle of abstinence.
His newfound self-trust and capacity to resist temptation
meant that sources of his shame were now being erased. And
ridding himself of this shame – the self-stigma of his addiction – provided an important step to his recovering control. A
part of that was an acceptance of who he was. Acceptance and
self-trust had led to the removal of self-stigma.
See www.memoirsofanaddictedbrain.com/connect/addiction-recoveryand-self-trust/. For his unique account combining narrative and neuroscience see Lewis [29].
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I have begun at a place where I hope also to finish, but I
begin here because in understanding the role of self-stigma
in addiction, we can also come to understand how removing
the social sources of self-stigma will go some way – perhaps
a very long way – to ameliorating the toxic effects ensuing
from public stigmatisation of addiction. There is evidence
that self-acceptance plays an important role in recovery and
that such acceptance goes hand in hand with removal of the
marks of disgrace that formerly plagued the affected person.
But that fact suggests a possibility: if the social sources of
self-stigma can be eliminated, or at least greatly reduced,
those who develop substance use disorders will not, in addition to their own internal struggles, also have to face a hostile
social world.
In this chapter, I will focus on the process in which stigmatised individuals with substance use disorders (SUDs)
take on the labels and stereotypes associated with the stigmatization category. Evidence exists that out of the range of
stigmatised groups, individuals with SUDs suffer more marginalisation than those with mental illnesses or those with
physical disabilities, especially in relation to the factors of
(perceived) blameworthiness and dangerousness [9]. In the
light of this, it is not surprising that self-stigma has been
thought by some to be partially responsible for the social
construction of addiction in a significant range of cases
(Matthews et al. [38]: p. 276, Patterson and Keefe [41]:
p. 122).2 But even eschewing this strong conceptually based
thesis, there is a plethora of evidence for the claim that public stigma of addiction feeds into the self-conception of
those affected leading to deleterious effects on ‘life chances’
[17, 32].
In what follows, we define self-stigma and explain how the
process works in terms of what Hacking [18] has described as
the ‘looping effects of human kinds’ (section “Introduction”).
In the section “What Is Self-Stigma and How Does It Work?”,
2

On social construction theory, see Berger and Luckman [4].

2

Self-Stigma and Addiction

7

we distinguish and describe the two sources that feed into this
process – self-recognition (a private source) and the mythological stereotypes in public stigma. Then in the section “The
Public Mythology and The Recognitional Reflection of
Addiction in Self-Stigma”, we explore in greater and more
subtle detail what the origins of self-stigma in addiction are,
and why it is so severe (relative to comparable other cases
such as mental illness). In the section “Where Does SelfStigma Come from and Why Is It Severe?”, we consider the
nature of the affective component of self-stigma (shame) and
its relation to morality. Finally, in the section “Subjective
Themes in Self-Stigma”, we describe how the account of selfstigma we offer in terms of looping may lead to recovery;
interestingly, the elimination of self-stigma is importantly
correlated with a notion of self-acceptance. (For a snapshot of
the overall view being defended, see Fig. 2.1.)

Public stigma: mythological stereotypes (source of self-stigma)

Shaming attitudes expressed through mythologically based stereotypes

Recognitional reflection (source of self-stigma)

Motivation to heal

Addicted self-stigmatizer

Addictive behaviour resulting from public shaming

Supportive environment by close others, employers, clinical treatment professionals

Re-integration: acceptance, self-compassion, self-trust

Recovery

Non-recovery

Figure 2.1 A model of self-stigma in addiction
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What Is Self-Stigma and How Does It Work?
As Mittal et al. [40] point out, the term ‘self-stigma’ denotes
a cluster of closely related ideas such as ‘internalized stigma’,
‘perceived stigma’ or ‘enacted stigma’. Sometimes the term
‘stereotype concurrence’ is used when an individual internalises ‘negative preconceptions associated with membership
in a stigmatized group’ (Rodrigues et al. [45]: p. 129).
Nevertheless, there are good theoretical reasons for choosing
self-stigma as the key concept. The subject of the stigmatising
attitude is indeed the self, in contrast to (say) some action
performed by the self. The stigma felt by an individuals with
SUDs extends beyond stigmatising situations, out to significant parts of their whole being. And as we will see, a close
cousin of self-stigma – shame – also has the self in its sights.
The shame individuals with SUD experience extends beyond
the guilt felt over specific actions; it is shamefulness of who
they are. As Goffman originally had it, stigma’s effects go
beyond presentations in everyday life situations – temporary
discreditations of identity such as embarrassing moments – to
the permanent spoliation of whole identities. The identity
change in the minds of others means that the stigmatised
changes status from being ‘…a whole and usual person to a
tainted and discounted one’ (Goffman [16]: 3). This process
continues on in self-stigma when the person applies such status loss to himself, coming to agree (if only tacitly) that he
bears the marks of the disgraced kind.
Bringing this together, we can say that self-stigmatisation
occurs when (1) people react to public stigmatisation of a
human kind (based on mythological stereotypes) by coming
to see themselves as belonging to that kind, (2) typically as a
result of powerlessness they apply the normative categories
of the kind to themselves, and (3) the transformation they
make in seeing themselves as belonging to the stigmatised
group causes harm. This broad account is in line with other
definitions found in the literature.3 But there is a reason when
applying the idea of self-stigma within addiction to add a
3

See, e.g., Livingston ([33]: 39), and Corrigan and Rao [10].
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fourth condition: self-stigmatisation can derive from an accurate recognition that the affected person has of her own failures to be an effective agent and to live up to her values. This
last condition sheds important light on claims about the
proper role for self-shaming in leading to recovery. The literature on this question is divided, with some claiming that
stigma can motivate recovery and with others claiming that
on balance stigma curtails it. In identifying two sources of
self-stigma, one, the damaging myths that abound in public
stigma and, two, the shame arising from genuine self-
understanding, we are in a better theoretical position to reconcile these competing positions. I will suggest that private
shame need not be damaging to recovery (and may even
assist it) so long as the social ambience in which it arises is
stripped of the damaging mythologies inherent in the addiction stereotypes.
Self-stigma in addiction can be usefully explained in terms
of what Hacking has called the ‘looping effects of human
kinds’.4 Individuals with SUDs form a relevant human kind, a
kind whose classification imports the public stigmas, and so
once the individual with SUD agrees with this classification,
he automatically self-attributes some or all of these stigmas.
Hacking uses ‘human kinds’ as,
…systems of classification … Although I intend human kinds to
include kinds of behaviour, act, or temperament, it is kinds of
people that concern me. That is, kinds of behaviour, act, or temperament are what I call human kinds if we take them to characterize kinds of people. ([18]: p. 352)

The self-conception of an individual with SUD takes on features from publicly stigmatising beliefs about the human

I thank Robyn Dwyer for originally drawing my attention to Ian
Hackings’ work, and for connecting the idea of looping to the feedback
mechanisms inherent in self-stigma.
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kind, which feed back into that very conception.5 Individuals
with SUDs may be viewed, and may view themselves, in
terms of a classification constituted by ‘generalizations sufficiently strong that they seem like laws about people, their
actions, or their sentiments’ (Hacking [18]: p. 352). Moreover,
the classification ‘addict’ (and its cognates) contains a quite
explicit normative dimension, sometimes a pernicious normativity, based on the public mythology that addicts are bad
people, and even the two main international diagnostic
manuals (DSM and ICD), as well as twelve-step disease models, carry criteria with negative norms.6 The more direct
effects in addiction of taking up the classifications and internalisation, or cross-situational persistence, of the stereotype
include treatment threatening self-esteem, exclusion from
public engagement, being seen as appropriate subjects of
paternalistic treatment, problems maintaining and applying
for work, difficulties finding housing and difficulties securing
health (and mental health) treatment. In short, stigma, as
experienced by others, as well as by oneself, is one of the
social determinants of health [21].

The strong reading of this claim is in terms of social construction theory
which is the view about the metaphysical status of social phenomena,
and some authors have argued that this would include addiction
(Matthews et al.). The theory understands the phenomena as dynamically formed in stages: ideas and concepts are externalised, objectivised,
and finally internalized by social actors [4]. So, in this case, the concept
of addiction (and related cognates), the discourses, practices, policies,
objects and so on associated with it that come into the social space are
then made objective. Addiction is then seen as objective (carrying the
normative weight of objectivity) when in fact it develops out of perspective-dependent phenomena. And because of this externalisation and
normativity it will frame understandings of the actions and behaviour of
those it describes whose experience of the world is in fact unique, and
which may not neatly fit into the imposed externalising categories.
6
See Matthews et al. [38]. The diagnostic tools occupy a liminal position
between describing and prescribing; they contain morally loaded classifications that simultaneously seek to identify kinds of people in order to
help them while at the same time positing social categories that describe
norms and frameworks within which individuals with SUDs will grow.
5
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The human kind ‘addict’ has normativity built into it then,
and this includes a measure of self-worth, or rather its lack.
The addict stereotype is shameful because the public mythology carries with it a loss of social status. The effects of this
normative dimension are pervasive and carry both explicit
and implicit biases in the way people interact with individuals
with SUDs. This can extend (even) to theorists, as well as to
professionals engaged with their clients, to social institutions,
corporations, legal frameworks and to mainstream media;
ultimately, such classifications cascade throughout and down
to the very people they describe. Hacking explains what happens at this stage of the process (p. 368):
If H is a human kind and A is a person, then calling A H may
make us treat A differently … we may reward or jail, instruct or
abduct. But it also makes a difference to A to know that A is an
H, precisely because there is so often a moral connotation to a
human kind … Thinking of me as an H changes how I think of me.
Well, perhaps I could do things a little differently from now on.
Not just to escape opprobrium … but because I do not want to be
that kind of person. Even if it does not make a difference to A it
makes a difference to how people feel about A – how they relate
to A – so that A’s social ambience changes.

I will later argue that attenuation of public stigmatisation of
addiction is critical for improving the social ambience in
which self-stigma flourishes. Self-stigma is usually at its worst
in conditions where public stigma operates unfettered, so it
makes sense to improve the social conditions in order to
properly address the looping effects of human kinds as they
beset addiction.
We have just spoken at a quite general level of the ways in
which the addiction classification carries with it the disvalues
attaching to the relevant human kind. Consider now one
example of a specific effect of looping and self-stigma: addictive consumption in response to shame, where the shame of
use turns out to be cyclical and self-perpetuating – individuals
with SUDs consume in order to wipe out the shame they are
feeling, and in the process they perpetuate the very condition
from which they are attempting to free themselves. There is
evidence that such practices are not uncommon. For example,

12

S. Matthews

interviewed participants from a recent study on addiction and
moral identity explicitly drew the link between negative self-
regarding feelings and substance use. In order to cover up how
badly they were feeling about what they had done (as a result
of their addiction), the affected persons continued to consume,
as the following quotes indicate (Matthews et al. [36]: p. 282):
I know a lot of my heavy using was because I was ashamed of
what I was doing and it didn’t ... commonsense approach would be
to not use. But in my case, it was, use more so I could forget how
bad I was feeling about myself. – Brigitte
I’d stuffed up so many times with things. That’s why I drunk as
well, it wasn’t to self harm myself, it was just to, like I say, get
drunk and stop thinking about what I’d done wrong and where I
went wrong. – Frank
I wake up in the morning and go oh what have I done, oh I’ll just
have another drink. – Simon
Yeah oh it’s just constantly in the back of your head and that’s
just even more of an excuse to drink and to just eliminate that or
just for it to go away for a while but then the next morning or
when you wake up sober and it’s there ten times as worse and it’s
just like a revolving circle. – Peter

It turns out that thinking of self-stigma in terms of the internalisation of classifications of human kinds has a positive and
hopeful aspect, and that is because these classifications are
permanently open to revision. Hacking suggests that feedback
loops lead to changes in our conceptualising of people and
their behaviour, and in turn, as more and more looping occurs,
revisions must also occur of the ‘classification and theories, the
causal connections, and the expectations’ surrounding such
conceptualising. In consequence, as he puts it, ‘Kinds are
modified, revised classifications are formed, and the classified
change again, loop upon loop’ (Hacking [17]: p. 370). This is
positive because if classifications can change, then the norms
associated with them can also change. There is nothing fixed
about human kinds in this story, and so a commitment to
weeding out the distorting mythological elements that stoke
self-stigma makes for a hopeful overall account.

2
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 he Public Mythology and the Recognitional
T
Reflection of Addiction in Self-Stigma
As indicated earlier, it is important to distinguish two sources
fuelling the shame constituting self-stigma in addiction: (1)
the mythological stereotypes that feature in public stigmatisation of addiction, and (2) that which an individual with SUDs
might accurately understand about their condition and its
negative effects through reflection (call this source recognitional reflection; see Fig. 2.1.)
The self-stigma arising from (1) corresponds closely to
what Pinel [44] called stigma consciousness, that is, affected
people’s expectations of being stereotyped by others. Both the
mythology informing this consciousness and recognitional
reflection stoke the shame of addiction, and so if it is thought
that such shame may lead to healing and recovery, it is important to separate these. Why? Evidence shows that the push to
recover from addiction that might issue from self-stigma will
not succeed unless the social conditions (where the mythology potentially abounds) can provide a supportive environment [6]. Indeed, the mythology driving public stigma is on
balance highly damaging to recovery systems, and certainly
exacerbates addict life chances, which include income, education, housing, physical and mental health, and treatment
within public institutions (Link and Phelan [31]: p. 371).
To take one example depicting the mythological dimension to public stigma, consider the belief that addicts are
hedonistic pleasure seekers. There are strong reasons to
believe that this aspect of the mythology is false. Although
pleasure seeking can initially motivate consumption (and
even this applies only to some), in general, pleasure seeking
ceases to play this role. In a recent study (n = 69) (see Kennett
et al. [27]), semi-structured interviews were undertaken to
determine the effects of substance use on what individuals
with SUDs value, and what role pleasure occupied within
these values. Three distinct subgroups were identified.
Respondents from the first group said that pleasure was the
main motivation for using substances, but they realised that
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in the long run, the damage their alcohol and drug use caused
had the effect of hindering their goal of a hedonistic life. They
were disposed to stop their consumption for hedonistic reasons. The second group nominated pleasure as initially motivating, but after repeated use, pleasure subsided and ceased
to motivate.7 The third group claimed to have never really
experienced pleasure from using.
These results provide an important example of the way
careful analysis of the publicly generated mythology around
addiction is perniciously at odds with the reality for those it
purports to describe. It is pernicious because the public misunderstanding built into the stereotype of ‘pleasure-seeking
wanton’ creates an extra burden on individuals with SUDs
when they know this stereotype is highly distorting of the history of how they came to be addicted. And indeed, the burden may be so great that over time those affected simply give
up trying to explain how their own experiences diverge from
the stereotype.8
This effect may be particularly egregious in hospital or
clinical settings where the power imbalance there means
that affected persons will simply pass over opportunities
to question their exposure to an imposed stereotype. In
these situations even if I am strong enough to resist the
imposed stereotype, the fact that others accept it (explicitly or implicitly) leads to a range of behaviours that I
adopt in order to protect myself from what I perceive as
the false beliefs of those perpetuating the stereotype.
These protective measures are destructive when, for
example, they disable my capacity to work and/or engage

This is compatible with Kent Berridge’s distinction between liking and
wanting in which individuals with SUDs stop liking the drug of choice
they cannot help continuing to want [5].
8
This is associated with the phenomenon of the resigned addict in which
those affected retain an awareness of their fundamental values, but they
estimate that a life according to such values is no longer open to them
[25].
7
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with others on an equal footing. They may even lead to
avoidance of certain hospitals and clinicians when the
individual with SUDs has been treated with s uspicion at
earlier times as someone who is seeking drugs, not for
pain relief but to get high [39].
The mythology around addiction that ultimately fuels
self-
stigma dominates, yet it is certainly important to
acknowledge the private sources of shame that are based
on accurate understandings that an affected person might
have of addiction. A helpful metaphor for getting this
understanding comes from Marc Lewis, the neuroscientist
mentioned at the start who wrote of his own addiction. He
has described it in terms of the metaphor of the hourglass.9
At the top where the aperture is widest represents a person
pre-addiction: at this point, unaffected by substance use,
she has available to her the widest set of possible goals,
values, desires, hopes, plans and so on. As she falls into
addiction, these goals, values etc. begin to narrow as her
focus increasingly moves to her drug of choice. As she
approaches this narrow point, more of her time is spent on
securing and taking drugs. She becomes single-minded in
her pursuit of the drug hit. Friends are lost, relationships
trashed, career or study neglected or abandoned and dayto-day responsibilities let go. In the final stages of addiction, she is gripped by a single dominant desire, which is to
re-enact over and over the sequence of actions that surround her use. She has reached the narrow point of the
hourglass. An inversion has occurred: previously, at the top
of the hourglass, her life contained a plurality of options,
and she determined which of them would be chosen. At the
narrow point, now her life has become monochrome: there
are never any options, for it is now the drug that ‘plans’ her
life for her.

http://www.psychologytoday.com/blog/addicted-brains/201210/
the-hourglass-shape-addiction.
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This metaphor disguises the nuance of particular cases, but
nevertheless Lewis points out that it captures a culture-
invariant picture of the individual with SUDs. In serious
addiction, the capacity to live according to the values one
reflectively endorses is lost, and this stokes the shame that
arises privately from recognitional reflection. Self-stigma
involves this kind of self-understanding, as well as negative
self-assessment. In terms of self-understanding, individuals
with SUDs mark themselves out to themselves as addicts,
only when they understand (or begin to realise) and appreciate the negative effects of their habitual consumption [14]. In
leading to feelings of shame, such self-recognition need not
be damagingly self-stigmatising (if it can provide an insight
that immediately leads to actions to heal), but it would be
remarkable if such feelings of shame could neatly separate
recognitional reflection from the publicly stigmatising
mythology.
Nevertheless, it is worth pressing the point: could (narrow
recognitional) self-stigma arise in a social environment in
which there is no public stigma? Suppose there were a society
that treated individuals with SUDs with understanding and
kindness, endeavouring to respect their dignity and to help
them get back on track. Is self-stigma possible here? Probably,
but it is hard to say, not least because it is hard to neatly
cleave off the sources of narrow recognitional self-stigma
from the public mythology. How could we gauge the extent to
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which removal of the publicly imposed marks of addiction
disgrace might reduce private shame? Still, stigma comes in
degrees (Link and Phelan [32]: p. 376), and what seems highly
plausible is that the removal of public stigma would reduce
self-stigma to a very large extent because it would eliminate
its central source. Turning off the main tap of public stigma
seems very likely to moderate levels of shame that arise in
almost all cases we know of.

 here Does Self-Stigma Come From
W
and why Is It Severe?
This section considers an eclectic set of issues in connecting
stigma with self-stigmatisation. We note first the highly
nuanced relation between self-stigma and public stigma
before addressing the important question of the way stigmatising language fits with the idea of addicts as human kinds.
We note in passing the severity of self-stigma relative to other
cases and offer an explanation for this in terms of the nature
of addiction itself.
The main sources for self-stigma derive from the distorting
and bogus features of addiction falsely spread through the
mythological stereotypes within public stigma. But what are
the sources of these stereotypes? Public attitudes to addiction
stigma might be thought to be strongly influenced by the
predominant models adopted in the academy, by clinicians,
and in public administration. There is some evidence that this
is so, but it is mixed. However, and moreover, the stereotypes
encountered in mainstream discourse (typically media) are
often enough distortions, oversimplifications or even outright
misrepresentations of the careful work of academic and clinical professionals who have devoted significant portions of
their careers to highly nuanced understandings of the phenomena [49, 50]. The problems with media translations of the
science of addiction are a lack of expertise, institutions that
filter scientific information improperly and a corporate
media with interests in selling audiences to other corporate

18

S. Matthews

players, and this creates a force for adapting information that
can be digested by that audience only if it is in line with the
stereotypes.
The determinants of public stigma are inherently complex
and include the characteristics of the individual with SUDs
(age, gender, social status), the type of addiction (substance,
duration) and the person doing the stigmatising [47]. It had
been anticipated by supporters of the Brain Disease Model of
Addiction (BDMA) that public stigma would decrease,
although this has not really happened (as discussed below).
In fact, public attitudes to addiction, including the stigma
embedded in those attitudes, depend on factors besides these,
including harm-minimisation policy and legal changes, such
as has happened in Portugal [28]. Decriminalisation seems
particularly potent for removing stigma, given the way criminal statutes may be perceived as codification of social norms,
and for its effect on the underground economy for drug distribution and consumption.10
The BDMA is coming under increasing pressure from two
camps, those who advocate a choice model and those who
advocate what we might call a developmental (or habit)
model in which addiction grows and self-perpetuates after
repeated use leading to deep learning.11 However, there is
evidence that the process of self-stigmatisation applies
regardless of which model we adopt. In two early studies of
attitudes to alcoholism and drug addiction, it was found that
although 58% of respondents thought alcoholism a disease,
73% thought alcoholics fit the description of ‘skid row habitue’; for drug addiction, 32% thought it a disease and 79%
thought drug addicts were ‘hippies’, where ‘hippie’ fit the
stigma category of the young, unkempt, long-haired and
Nevertheless, the relation between illicit drug taking and the law is
complex [36].
11
On the choice model, see Heyman [23]; on the deep learning account,
see Lewis [30]; the disease model has been championed by medicine in
general, but particularly in North America by the National Institute on
Drug Abuse (NIDA), and its members. See, e.g., Volkow [52]. To get an
overall sense of the landscape in theory of addiction, see Snoek and
Matthews [48], and Part 1 of Pickard and Ahmed [43].
10
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bearded dirty person with shifty/glassy/bloodshot/dilated
eyes wearing jeans [12]. Even more noteworthy is that there
is evidence that the disease model – a view partly motivated
to reduce stigma – has had less effect in this area than was
predicted, and in addition it brings its own unique stigmatising features to bear on labelled patients [7, 22].
Importantly, the language of addiction stigmatisation has
the effect of facilitating self-stigma. ‘Addict’ and related pejoratives such as ‘junkie’, ‘user’ and so on are general nouns
enabling a fluid memetic transfer of public stigmas within
social communication. Those words prime the stereotype
automatically and reductively by lumping in the subject with
the stigmatised group at a basic linguistic level. By contrast,
‘person with substance use issues’ is a description that contains the possibility that the individual and her condition are
detachable. Moreover, it at least goes some way to preserving
the humanity of the subject, whereas ‘user’ (or worse) reductively emphasises only the disability that the term picks out.12
The language of stigma is important to our understanding of
the way public stigmatisation gets a focus on its targets, considered as human kinds. For the targets themselves, to self-
label as the kind addict (rather than a person with those
issues) prevents dissociation of who you are from your conception of what an addict is.
Self-stigma in addiction is especially severe, and there
appears to be evidence that it is at least as severe as, if not
worse than, in other cases of serious mental impairment [9].
First, because of the history of blaming individuals with
SUDs, public stigma of addiction is prominent. One speculation for why this is the case is that unlike (say) cases of
dementia, in which unusual behaviour is understood to be
caused intrinsically and uncontrollably by neuro-cognitive
impairment, addiction is regarded as an externalising disor-

See Denver et al. [13] who discuss recent interest in the way linguistic
choices (labelling theory) feed into conceptualisations of stigmatising
categories in the context of criminal stigma.
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der [11]; that is, the maladaptive behaviour depends on features of the environment, and where in virtue of this,
conceptual space opens up for thinking individuals with
SUDs are able to control their consumption, and since they
do not, they are somehow responsible for it. In addition, the
moral model of addiction – that addicts not only harm themselves and others through choice but also are morally blameworthy because of it – is inherently antagonistic towards
addiction and addicts. This is exacerbated when the blame is
codified in the law, as has occurred most damagingly under
the war on drugs [19, 20]. In labelling theory, this works in so
far as criminalised groups are isolated and alienated from
conventional society, leading to subcultural coalescence
around the allegedly deviant behaviour and internalisation of
group norms [31, 54]. Self-stigmas on this account are
counter-productive because they prolong the activity they
reject.
There are some other reasons for the severity of self-
stigma in addiction. First, in the co-morbidity cases, patients
experience a ‘double whammy” ’ of prejudice, which can further exacerbate those who self-medicate, thereby inducing
and prolonging addiction [26]. Second, unlike cases of (say)
neuro-cognitive impairment (e.g., late stage Alzheimer’s disease), insight into one’s situation – and the stigma involved –
is not affected on account of the condition itself. On the
contrary, self-stigma is arguably internal to the condition of
addiction, or at the very least it is an aggravating characteristic [38]. And third, the relation between self-stigma in addiction and injunctive norms suggests the possibility of isolating
effects for individuals with SUDs. Injunctive norms are our
perceptions of others’ responses to us and of how we ought to
behave. Different groups respond differently to us, and when
a preponderance of such groups make stigmatising judgements, there is a proportionate raising of negative self-
imagery. This is further exacerbated by groups perceived to
have power or epistemic authority, such as parents, employers, professionals, police, government officials or managers
and so on. These are the groups that individuals with SUDs
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will encounter in such a way as to lead them to appropriate
such attitudes towards themselves.

Subjective Themes in Self-Stigma
We now consider the key affective component of self-
stigma – shame – to further bolster the central point of the
chapter that it greatly depends on the sources of shame as to
whether its possession may become a force for a recovery or
a factor that prolongs addiction.
Now although it might be thought that private shame cannot count as self-stigma, it is useful to leave the source of the
subjective process open. There are of course strong reasons to
believe that individuals with SUDs self-stigmatise largely
because they (wittingly or unwittingly) appropriate the labels
and stereotypes generated through public discourse and practice and that socially powerful groups generate and exacerbate such talk and practice. Nevertheless, it is sensible that we
acknowledge that not all sources of self-stigma arise this way;
in the limit case, people may self-stigmatise simply on the
basis of their own assessment of the way their addiction compromises their capacity to align their motivations with the
values they endorse when they rationally reflect on the life
they ought to be leading. This self-assessment is aggravated
by the repeated disappointment over failures to live up to
one’s own expectations, and reflection on this personal failure
can lead to disgrace in one’s own eyes (Flanagan [14]:p. 1).
Such limit cases are something of an idealisation because
in fact the sources of self-stigma are both public and private.
But, nevertheless, it remains more than a mere conceptual
possibility for individuals with SUDs to mark themselves
out to themselves as failing even when they respond to public stigma with ‘righteous anger’, as Corrigan and Watson
([8]: p. 36) note, for it may be that the individuals with SUDs
believe that the addiction population is unjustly targeted
and treated badly, thereby providing a buffer to internalisation of publicly stigmatising attitudes. But that illegitimacy
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dissociates from the private disappointment, even shock, at
the failure to live up to one’s own standards. One sees a version of this expressed in alternative subcultures in which
illicit drug taking is the norm where like-minded members
can provide support and a kind of scaffolded solidarity
required to fight back against public stigma even when they
recognise the inherent destructiveness of their practices.
The sentiment here is that ‘our internal struggles are bad
enough – we know what they are – without having to put up
with a hostile public!’ [2].
Consider now the affective dimension of self-stigma, viz.,
its central emotion, as well as the effects and experiences that
it generates. As Luoma and Platt note ([35]: p. 97), ‘[s]hame is
the emotional core of the experience of stigma’.13 As remarked
above, shame takes the self as its object rather than a particular action, and to be ashamed of oneself on account of a substance addiction is to feel compromised, discredited, even
tainted in one’s social standing, and to be disabled in social
agency as a result of these effects. Those who absorb and
redirect negative public attitudes inwards feel the shame of it
even in the case where they do not regard themselves as particularly blameworthy, though in the typical case they may
also blame themselves. The main idea is that shame dissociates from any morally discreditable features: shame does not
entail blame.
Shame in self-stigma involves some closely related factors.
First, conceptually, shame has a ‘swamping’ quality. The
aggregated guilt one might feel for particular actions performed on account of an addiction comes to spill over from
act to character [38]. Second, shame gives rise to a fear, even
paranoia, that others will blame the individual with SUDs in
social situations where the addict stereotype might be triggered, e.g., in a social setting where if an item was stolen the
(possibly former) addict would fear being blamed. More generally, self-stigma leads to avoidance of situations where stereotyping abounds. Third, addiction shame is associated with
Other writers to have emphasised shame in addiction are Flanagan
[14] and Matthews et al. [38].
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self-directed anger and despair (Lewis [28]: 191). Fourth,
shame leads people to disguise or erase the shameful identity
(Velleman [51]: p. 44), and for self-stigmatising individuals
with SUDs the effect here is to engage in self-censorship, to
be socially inhibited, to stay home, in general to adopt the
techniques such as anonymity that protect privacy [37]. Fifth,
there is the ‘John Henryism’ effect (Link and Phelan p. 379),
in which shame leads to over-compensation in order to dispel
the stereotype. And sixth, there is evidence of the phenomenon of self-sabotage (Matthews et al. [38]: p. 280), in which
individuals with SUDs engage in behaviour that damages
their capacity for overcoming their addiction.14
We spoke above of the importance of separating the phenomenon of self-shame from moral or moralising presuppositions. This bears elaboration. Individuals with SUDs are apt
to feel addiction shame independently of genuinely held
moral or political stances they take on addiction. Moreover,
David Velleman points out that we can feel shame ‘without
being ashamed of anything in particular’. He gives the example of the shame that teenagers experience in public accompanying their parents. They do not think their own parents
are ‘especially discreditable as parents’ (Velleman [49]; p. 44),
rather, their shame stems from efforts at giving birth to an
adult social identity, and those efforts entail the need to erase
the presence of the childlike social identity. There is an analogue here to self-stigma in addiction in so far as it is dis-

Kathleen Gallo [15] writes movingly about these different aspects in a
first-person account of her mental illness. When in private quarters she
could ‘hide from the cruelty of social stigmatization’. But outside her
house she said ‘I tortured myself with the persistent and repetitive
thought that people I would encounter, even total strangers, did not like
me and wished that mentally ill people like me did not exist … I would
do things such as standing away from others at bus stops and hiding and
cringing in the far corners of subway cars. Thinking of myself as garbage,
I would even leave the sidewalk in what I thought of as exhibiting the
proper deference to those above me in social class. The latter group, of
course, included all other human beings.’
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abling of social agency: the self-stigma of addiction motivates
those who are affected to hide their addict identity, and that
leads to all sorts of self-censorship and disguising of features
that reveal addiction. Worse yet, it leads to a form of self-
medication where part of the aim is to forget about addiction’s woes; and as we saw, this sets up a vicious cycle, a
looping effect, that feeds the addiction itself.
But to return to the main point, the effect here has nothing
to do (necessarily) with a belief that one’s compulsive consumption is morally discreditable and has everything to do
with the shame that feeds off others’ responses to addictive
behaviour.

Self-Stigma and Recovery
That people who self-stigmatise draw on the available human
kind of addict is suggestive of a way in which some of its
negative effects can be dampened, even eliminated. We can
think of public stigma as falling within the set of social determinants of health [21, 46]. In this connection, the stress of
being a stigmatised addict can be understood through a consideration of the negative social ambience created by mythologies in public stigma, discussed earlier. The following quote
brings home poignantly the long-lasting sensitivity that this
ambience creates:
I mean there’s a time in my life where I’d be paranoid about sitting around other people’s possessions you know ‘cause if anything went missing generally nine out of ten people in the room
would be dismissed and I’d get the blame ... there’s a lot of discomfort within yourself after coming out of that lifestyle or existence really. (Quoted in Matthews et al. [38]: p. 278).

In fact, this social ambience can be characterised by five
items that form the ‘backbone of stigma’, as described in one
study on mental illness and substance use [42]. These include
a lack of trust in intimate settings (cf. the above quote!); risk
of contact with the vulnerable, e.g. children; exposure to selfharm; mental illness (disorderliness that threatens authority);
and the unease created in having to interact with an affected
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person. Socially vulnerable individuals with SUDs – particularly those who cannot disguise the physical marks of their
addiction and self-presentation – must negotiate a social
world where they feel unwelcome, and, often enough, are
positively rejected as well.15
One important way in which social vulnerability can be
moderated (but of course not the only way) is via the legal
system. In the debate over criminalisation, there is some evidence from the Portugal example that a move to decriminalise illicit drug taking tends to increase the willingness of
individuals with SUDs to volunteer their consumption, given
increased uptake of treatment there [24]. The resulting reduction in public stigma reduces self-stigma, which in turn
emboldens those affected to address their condition, or at the
very least to open up a conversation about it more willingly.
Stigma is well known to increase the barriers to seeking help
because those affected are simply too ashamed (that is,
self-stigmatised).
It would be an exaggeration to claim that there are two
schools of thought on self-stigma and recovery: one that
claims public stigma is morally permissible in so far as it
shames people into changing behaviour and one in which
such shame perpetuates it. The latter view is dominant even
though some accounts exist for the former. For example,
Bayer ([3]: 471) writes that ‘…there may be circumstances
when public health efforts that unavoidably or even intentionally stigmatize are morally defensible’. But Bayer is tentative, claiming that it depends on the case and also that the
permissibility depends strictly on evidence-based procedures
and utilitarian (public health) ethics. The trouble is that
addiction is almost certainly not one of the cases where this
may occur. Public stigmatisation of addiction is long-lasting,
pervasive and almost always inescapable; over time, it undermines confidence, trust and the capacity to form supportive
relationships [53].
15
For a detailed account of the way the physical marks of addiction
compound self-stigmatization see (Matthews et al. [36]: p. 281)
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Nevertheless, in support of Flanagan [14], narrowly understood shame, as he puts it, can be a powerful source for healing, so long as this is understood non-moralistically. For that
to happen, the social backdrop must be purged of moralistic
forces. MacCoun (supporting Braitwaite) [36] comes close to
a suitable model, writing (pp. 505–6):
…an improved labelling theory should indicate the precise conditions under which stigmatization effects will or will not occur.
Braithwaite’s [6] theory of re-integrative shaming is one such
theory; he predicted that the deleterious effects of labelling can
be avoided if social disapproval is temporary, occurs in a context
of interdependence and communitarianism, and is followed by
gestures of forgiveness and reacceptance. Under such conditions,
social shaming is predicted to increase subsequent compliance. In
the absence of such conditions, shaming is disintegrative and can
foster the stigmatization effects predicted by labelling theory.

Even here, a degree of social shaming is condoned, but nevertheless the important point is about reintegration. Typically,
only if social space is given for recovery will there be recovery.
Recognitional reflection giving rise to self-stigma (sourced
independently of the public mythology) is probably inevitable
in addiction – Flanagan goes further saying it’s constitutive –
and so the question is how to best channel that self-stigma
into a force that can rebuild the self. Self-stigma undermines
trust; removal of self-stigma is necessary to rebuild that trust,
both in oneself and from others. In recovery, self-trust returns:
the earlier self can rely on the later self not to pay attention to
the temptations that undermined control and led to failures to
live up to the values that one reflectively endorses.
Luoma and Platt [35] broaden this, utilising a concept of
self-compassion.16 By this they mean an affective stance
16
Luoma and Platt [35] discuss this in the context of Acceptance and
Commitment Therapy (ACT). See also Luoma et al. [34]. Gallo [15] also
identifies acceptance as important to counter stigma. More broadly,
Livingston et al. (2012) reviewed thirteen studies concerning interventions reducing stigma in substance use disorders. They concluded that
not all are effective but that ‘…therapeutic interventions, such as groupbased ACT and vocational counseling, are likely to produce positive
effects [and this] is consistent with the broader research literature
regarding self-stigma interventions.’ (p. 47)
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towards self, which includes care, warmth, interest, sympathetic joy and pride (p. 97). The idea in therapeutic interventions is to instil in clients ‘…the same sort of caregiving
repertoire that one might apply to a friend, loved one, or other
beloved person’ (p. 97). I have emphasised self-trust as a way
of overcoming self-stigma because of the connection that trust
has to the idea of being able to rely on one’s future self to
trust
abstain.17 The idea of self-compassion fits with self-
because it creates a space in which the recovering person can
be forgiving of himself if he lapses. Self-trust has two components: I need to make predictions about my future capacity,
and I need to make a commitment, and as with trust of others,
what is definitive of the concept is a kind of leap of faith: if I
genuinely trust you, that means I take you as trustworthy, and
I do not need to keep checking on you. In the case of self-trust,
I (therefore) need to take myself as worthy of my own trust. I
need to be a friend to myself, and that is where Luoma and
Platt’s notion of self-compassion looks exactly right. I need to
get to the point where I don’t have to keep checking myself.
The warmth I may feel towards myself is just the stance in
which I see myself as a worthy person, someone I can (largely)
rely on, but with a forgiving attitude when I make a mistake.
The move to this stance will be greatly held back, even impossible for many people, so long as a hostile stigmatising public
feeds the self-doubt that is part of self-stigma.
We end this section with some further quotes from
Matthews et al. [38] indicating both the acceptance and forgiveness aspects of recovery (all quotes p. 284):
Yeah I think acceptance has got a lot to do with that for me … I
had to start a new life ‘cause I tried changing my life so many times
by stopping … and my new life is an abstinence-based life. I think
that’s … for me, that’s acceptance. And not making grand statements like I’ll never use again because I mean that … yeah in my
heart I think it’s my intention, but I’ve only got today. – Dan

17
Some writers on addiction – e.g., George Ainslie ([1], and elsewhere) –
make the idea of preference oscillation definitive, so self-trust has to be
central to recovery in order to stabilize a preference for abstinence.
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…other times I sort of picked up the pieces and then I failed at a
few things and I just went no, stuff it, I lost my place to live again
and I was back to that … back to where I started, so that’s … the
last time I went to rehab I said I’ll make sure [that] even if I do
have a beer I’m not going to punish myself for it. – Paul
I’ve come to a point in my life where I can’t say I’m proud of what
I’ve done or anything, but I’ve accepted it and I’m okay with who
I am … It’s taken a long time … and a lot of that had to do with
the stigma of being homeless and being a drug addict … I
wouldn’t go so far as proud, but I’m happy with myself … I’m
finally starting to do things that are productive – Alice

Conclusion
Self-stigma in addiction is a dynamic process of self-shaming
arising mainly (and most perniciously) from public stigma
that marks (‘spoils’ in Goffman’s language) identity. An
addiction stereotype issues from a mythology around the
taking of illicit substances that feeds into the self-conception
of those who are already fighting the private shame generated by the recognition of their own inability to control
consumption and live according to their values. This has the
effect of exacerbating – even further constructing – the
addict identity that it is intent on removing. Over time – loop
upon loop in Hacking’s phrase – the self-stigma of addiction
does indeed have the effect of socially situating the individual with SUDs in a place where recovery is made even less
likely and more remote. On the other hand, private shame
and a re-integrative and accepting social context can provide
what is required for self-trust and self-compassion to lead to
recovery. The accepting environment needed for development out of addiction is like the bottom half of Lewis’s hourglass. If the individual with SUDs survives its narrow neck, it
is possible to escape if the conditions allow it. On this point,
Lewis remarks:
…people make whatever attempts they make to get better, to get
past it, to ‘recover’. And usually, eventually, after ten or a hundred
tries, they make it. Then they start to live their own lives once
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more, and here’s where the hourglass starts to bulge out again, in
its bottom half. Now individuality, creativity, and uniqueness get
relaunched, without that yoke restricting them, and the hollow
tube of mindless repetition fans out to a million possible ways to
live one’s life.18
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Chapter 3
“Bad Parents,”
“Codependents,”
and Other Stigmatizing
Myths About Substance
Use Disorder
in the Family
Carrie Wilkens and Jeffrey Foote

A father calls us seeking treatment services for his son. “So
sorry to bother you … I’m calling about my twenty-four-year
old son. He got out of rehab a week ago. He and his girlfriend
OD’d five days ago. He’s still in the ICU. Unfortunately, she
didn’t make it.” We could react to many aspects of this
description of his situation. We could wonder whether the son
left rehab with no medication-assisted treatment plan. We
certainly could respond to this father’s grief, and we could
feel angry at the high toll of overdose deaths mounting in this
country, partly as a result of the treatment industry ignoring
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evidence-based treatments. For the purposes of this chapter,
however, notice especially: “So sorry to bother you.” The
apology speaks to the self-blame, shame, and presumed
unworthiness of help for his “addict” child.
This father pushed through the stigma of having a family
member struggling with substance use. Unfortunately, he represents a fraction of parents, those willing and able to step
from isolation and culturally induced shame to get help.

Introduction
Substance use disorders (SUDs) exact emotional and physical tolls on the substance user. A significant part of this pain
is attributable to stigma. People with substance problems are
labeled (“liars,” “losers,” “junkies,” “addicts”), judged amoral
and immoral, and rejected socially. According to the twelve-
step doctrine of Alcoholics Anonymous, substance users have
flawed characters. Studies have found that substance users
are presumed dangerous, blameworthy, infuriating, and repellent [1, 13]. According to various studies, compared with individuals with nonsubstance use mental disorders, individuals
with substance use disorders are thought to be weak and
incompetent [54], more responsible for their disorder [11],
and less pitiable and worthy of help [13]. Insurance, housing,
and employment policies that benefit people who are dependent on substances are unpopular [2]. Stigmatized people
with substance problems are avoided, insulted, misunderstood, discriminated against, jailed, and abandoned [32].
Family members of those with SUDs face stigma by association. People who care about or are personally linked with
a stigmatized person share the stigma [22, 27]. By being in a
relationship with a person with a drug or alcohol problem,
family members experience loss of respect and status. They
are blamed as one cause of the problem or as a reason that
the problem is not resolving [10, 34]. They are labeled with
the “disease of codependency.” They are seen as “contaminated,” judged less competent, and are more ashamed of their
loved one than are family members of people with other
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mental illnesses [13, 27]. They are suspected of being at risk
of contagion, and they are more likely to abuse substances
themselves or engage in other behaviors that make them
socially unappealing [4].
Family members suffer silently as they overhear people
talk about substance users—people they love, care for, and
identify with—in derogatory ways. A large survey of US
health consumers found that 80% had overheard hurtful or
offensive comments about mental illness [60]. Family members also see depictions of substance users in the media that
are rife with misconceptions and evince little knowledge of
effective treatment. Family members themselves are often
treated with suspicion or pity. As they try to help their loved
ones, they face discrimination in navigating schools, work, the
treatment system, and the justice system. Since they are often
distracted or managing an urgent crisis or both, they lose jobs
and are seen as unreliable. When they do open up about the
problem, they face criticism and advice that runs counter to
their values and goals (“kick them out,” “cut them off,” “let
them hit rock bottom”). They are “diagnosed” as “codependent” and told that they are powerless to help their loved
ones, the thing they most want to do. They are physically
stressed and emotionally drained by their experiences and
have profound negative feelings about themselves. They agonize, “What will people think? How will our family be
treated? Am I a bad parent?” Adding insult to the insult and
injury, the strong cultural message of “once an addict, always
an addict” can cause a family to be stigmatized long after a
problem has resolved.
The outcome for families, as well as for their loved ones
using substances, often is isolation, reluctance to seek help [7],
and prolonged suffering. This is concerning as research has
shown that family members can play a critical role in change
by supporting and advocating on behalf of their loved ones [8,
47] and helping facilitate better engagement with treatment
[36, 53]. In other words, a key consequence of stigma is the loss
of perhaps our most powerful motivating force in a substance
user’s life: family.
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How Stigma Runs in the Family
Approximately 21.5 million people in the United States have
substance use disorders, including 1.3 million aged 12–17 [59],
and likely live with parents or guardians. Estimates are that
for every person with a substance use problem, at least one
family member and as many as five other individuals are
negatively impacted [14, 47, 65]. Other studies indicate that
half of American adults have a close family member who has
struggled with alcohol dependence [15], a staggering number
reaching well above 100 million adults.
Dictionary definitions of family refer to a social unit consisting of a father, mother, and their children and other blood
relatives including aunts, uncles, cousins, and grandparents.
More modern definitions include same-sex couples and their
children and single-parent households, and many people consider close friends to be more like “family” than their blood
relatives. But in fact, any close other who cares about and
identifies with a person struggling with a substance use disorder is likely to experience the effects of stigma. The family is,
as the saying goes, in this together. In the succeeding section,
we note some primary ways that stigma is understood to be
conveyed through family relationships.

Closeness
Theorists have noted multiple pathways leading to the general phenomenon of stigmatization of family members.
Goffman [22] observed that stigma tends to “spread from the
stigmatized individual to his close connections.” This type of
stigma is essentially guilt by association, so that even though
a family member does not share the behaviors or characteristics of their loved one (e.g., behaviors related to substance
abuse), they are close enough to be touched by the stigma
and suffer its effects. The social heuristics or automatic processing we use to categorize other people before we get to
know them can lead us to stigmatize by association on the
basis of physical proximity alone. In a study titled “Known by

3

“Bad Parents,” “Codependents,” and Other…

37

the Company We Keep,” [26] found that merely being seen
talking to a stigmatized coworker was enough for the stigma
to rub off, so much the more so for close family members.

Unusualness
Others have focused on the overall “unusualness” of the family [48, 63] as a particular dynamic of association. Families
that are outside the norm within a community, such as single
parent, minority, or same-sex families, face discrimination and
are marginalized in various ways. As social creatures, we tend
to see the world through the lens of “us” and “them,” judging
and rejecting those who don’t seem “normal.” If a person or
family is like “us,” we perceive them to be familiar and trustworthy. If they are different, they may be regarded with suspicion; at worst, they are stigmatized, rejected, and sometimes
even punished. It is not uncommon for families struggling
with substance use disorders to be seen by others as “different,” especially since they experience more negative events,
including ones that nonfamily members are likely to observe,
such as arrests, hospitalizations, and verbal and physical
assault [29, 48]. A family that is known to be different, troubled, and unpredictable may become known to members of
the community as information passes between groups.

Blame
As well as the stigma that comes from simply being associated through closeness or unusualness with a person abusing
substances, family members are often blamed for their loved
ones’ problems. They are perceived as somehow complicit or
culpable [19]. When compared with families who have a
loved one with a mental illness like schizophrenia, family
members of an individual with SUD are more often deemed
responsible for the disorder [13]. They are blamed for causing the problem and held responsible for not fixing it quickly
enough.
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Stigma and Parenting
While all family members of people with substance use disorders suffer from the effects of stigma, parents of children
using substances are perhaps hit the hardest. Since one ubiquitous understanding of substance abuse attributes it to character defects, parents of substance users are assumed to have
failed at teaching good morals and instilling proper values in
their child. Francis [19] found that parents assume that others
blame them for their children’s problems, and they are not
incorrect in making this assumption. In a survey of public
attitudes concerning substance abuse, a quarter of those surveyed blamed parents for not preventing their children’s drug
dependence [55]. Other studies indicated that parents of children with “invisible” disabilities (like mental illness, including
SUDs) feel labelled as “bad parents” [19, 58]. When they ask
for help, family members typically receive inculpating if not
well-meaning advice, such as “You need to stop enabling
him.” The message is clear: you are doing something wrong;
you are too lax, too strict, too involved, and the list goes on.
The burden of blame weighs on mothers in particular as they
assume greater responsibility for their children’s conditions
and behaviors [19].

The Language and Logic of “Codependency”
Directly or indirectly, family members of individuals struggling with substance use are assumed to be part of the problem [30], and in North America this assumption is built into
the language. “Codependency,” a word that has been used for
more than thirty years to explain the behaviors of family
members around the substance user (e.g., [3, 44]), represents
a Pandora’s box of theories unsupported by empirical
research. Dr. Timmen Cermak [6] argued in his 1986 book
Diagnosing and Treating Co-Dependence: A Guide for
Professionals that codependency should be included in the
DSM-III as a distinct personality disorder. While Cermak’s
recommendation has not been followed, many people in the
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treatment field nonetheless accept the idea of a disease of
codependency, and it continues to be common parlance in
twelve-step support groups for family members, such as
Al-Anon and Nar-Anon.
Family members may not understand what “codependent”
means, but they know that it is a stigmata for dysfunction. We
reviewed the codependency literature and found that descriptions of a supposed codependent include controlling behavior, perfectionism, excessive caretaking, repressed emotions,
mistrust of others, and hypervigilance. “Codependents” are
assumed to have “bad boundaries,” to live in “denial,” and to
derive their self-esteem from “rescuing” their loved one.
Within this framework, a stigmatized understanding of
substance use disorders and their impact on relationships
forms a circular trap. It starts with the idea that substance
abuse is a “disease” characterized by permanent, personal
flaws that make users “powerless” to control their use. Their
resistance to changing is labeled “denial.” The “addict” is by
definition—genetically, mentally, spiritually, incurably—a liar
and a manipulator, such that any attempts by a family member to change the person are taken as both misguided and
evidence of their “disease of codependency.” The family
member is called an “enabler,” as if the only explanation for
trying to fix the supposedly unfixable is a hidden agenda to
help the person to keep using [47]. Anyone in a relationship
with a substance user can be “diagnosed” with codependency,
but parents of children and female partners of men are more
often given the label [47]. The logic of codependency leads to
only two recommendations for family members: force compliance from the substance user through an “intervention”
[24] or go to a self-help group like Al-Anon/Nar-Anon and
learn to “detach with love” and “take care of yourself” while
you wait for your loved one to “hit rock bottom.”
In fact, many so-called codependent behaviors are normal
responses to being in a relationship with someone misusing
substances. It’s normal to try and be helpful when loved ones
are hurting themselves. It’s normal to want to protect people
we love from the consequences of their behavior, especially
when the outcome might be incarceration or death. It’s nor-

40

C. Wilkens and J. Foote

mal to be anxious and distrustful of others when we are stigmatized and discriminated against for simply being in a
relationship with someone using substances. It’s normal to
hope against hope that things aren’t as bad as they look. The
language and logic of codependency, however, stigmatizes
family members by branding these behaviors as abnormal
and sick.
However conferred—implicitly or explicitly through judgment, avoidance, blaming, or the logic of codependency—the
stigma of substance abuse stands in the way of true, helpful
understanding. We think, “they’re not like us,” and by extension, “that’s why they have a substance problem and we
don’t.” We say, “it’s bad parenting” and think we know what’s
really going on in another family’s struggle. We call it “codependency” and think that it explains everything we see.
Unfortunately, such thinking prevents family members and
treatment providers from embracing evidence-based
approaches to substance use disorders. Stigma also prevents
family members from being the powerful resource and support for their loved one that research has shown time and
again they can be [8, 37, 47].

Layer Upon Layer of Stigma
Making matters worse, families dealing with substance problems often face multiple sources of stigma. Substance disorders
cause (or coexist with) all sorts of other problems for the substance user and the people who care about them, and many of
these problems are also stigmatized. Sexually transmitted disease; unemployment; cooccurring psychiatric issues; medical,
financial, and housing problems; domestic violence; broken
families; and racism compound the stigma of substance abuse.
Many family members also face stigma associated with
being involved in the criminal justice system. Of the 2.3 million people incarcerated in the United States, more than 65%
met criteria for a substance use disorder [43]. In 2016, the
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most recent date for which federal offense data are available,
47% of sentenced federal prisoners were serving time for a
drug offense [5], and a study conducted by CASA [43] found
that only 11% of inmates receive treatment for their substance use disorder. There is a significant chance that a person
with a substance use disorder will interact with the legal system, possibly go to jail, and in the process be stigmatized for
their substance use problem and their history of incarceration. Their family will share in all of this stigma.

The Impact of Stigma on Family Members
Shame
Family members of people with substance problems have
many experiences, thoughts, and emotions that can lead
to feeling shame, all of them caused or exacerbated by
stigma. Because of stigma, they feel embarrassed by their
loved one’s problem and embarrassed about their loved
one as a person—in studies of families of people with
substance use problems, even those who understand that
they are not responsible often feel ashamed and embarrassed anyway [13, 16, 34].
Family members often do feel (and are) blamed, and they
are at risk for internalizing the blame. In a survey of over 600
parents who had a child with an emotional or behavioral
problem, 72% of parents blamed themselves for causing their
child’s problem. Interestingly, 97% of these parents felt that
they did not deserve the blame of others [16]. Family members frequently feel guilty—and deeply ashamed—for things
they have said or done to their loved ones with SUDs. Family
members in caretaking roles feel pressure to be strong, rational, calm, and kind. Failing that, they feel ashamed.
Unfortunately, it’s nearly impossible to be strong, rational,
calm, and kind all the time, especially under the prolonged
stress attendant to substance use.
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Social Isolation
The shame felt by many family members, especially parents,
is full of self-judgment and fear that others are judging them
just as harshly. While some attribute other people’s judgment
to lack of knowledge and negative attitudes [34], nonetheless,
when faced with the prospect of misunderstanding, blame,
and shame, family members understandably pull away and
move toward isolation [29, 34]. They may compare themselves to families that seem more “normal” and withdraw to
protect themselves. Withdrawal is a self-protective response
to the shame that family members feel; it can also guard
against opinions and advice that are unhelpful or against
their values, such as pressure to ask a child using substances
to leave the family home. While the impact varies across
groups, family members in studies report strained or distant
relationships with extended family and friends because of
their loved one’s mental health problems [58, 61]. In other
words, given the choice between stigma and isolation, many
family members choose isolation.

Not Seeking Help
Stigma undermines people’s willingness to seek treatment.
This is true for both substance users and their family members. The expectation of stigma prolongs and worsens the
course of substance use and mental health problems as people who feel stigmatized have a harder time accepting their
illness, put off or resist getting treatment, and drop out of
treatment sooner than do less stigmatized populations [8].
The same is true for their families. Studies have shown that
secrecy prevents family members from seeking and receiving
both informal and formal support and increases the burden
of helping their loved one with a mental health issue (Gerson
et al. [20, 64]). In fact, stigma contributes to delays in seeking
help more than structural barriers such as lack of funds [57].
The stigma of substance abuse gives people understandable reasons to do privately whatever it takes to hold their
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lives together rather than seek help and be exposed to judgment and concrete life consequences. For example, parents
may minimize or hide their child’s substance problem if they
fear that the child will be treated differently at school.
Spouses may try to ignore or even help cover up a problem
because the whole household depends on the substance user
not losing his or her job. And just as substance users resist
treatment because they don’t want to be labeled addicts, family members understandably want to avoid the label of codependent. The reality is that family members can be crucial
agents of positive change for the substance user: family influence is the most commonly cited reason for treatment entry
among help-seeking substance users [33]. Their stigma-
induced reluctance to reach out and be involved is doubly
unfortunate as stigma makes them less likely to help their
loved one get help and less likely to get help for themselves.

Unhelpful Attitudes in Treatment Settings
Moyers and Miller [41] described how the very people
trained to help often hold negative attitudes about substance
users and their families and contribute to their stigmatization.
In one study, surveyed addiction counselors endorsed judgments like “alcoholics are liars and cannot be trusted” [41].
This may impact quality of care [42] as it disrupts trust and
rapport building between the professional and the patient.
When they do seek help, family members often endure well-
intentioned but uninformed advice that implies that they are
part of the problem and puts them in a position of having to
justify or explain themselves and challenge misconceptions
about their loved one and the family [34]. Family members
feel judged by unsympathetic health care professionals [34,
47] and regularly report that they are not listened to and are
excluded from important treatment decisions by treatment
providers [23, 47]. Family members fear gossip and loss of
confidentiality and anonymity [34], especially in small rural
towns [21]. They deal with treatment providers who make
assumptions about their mental health and accuse them of
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“enabling.” The intrinsically blaming diagnosis of codependency may prevent them from getting assessed and treated
for the slew of mental health impacts on families of loved
ones struggling with substances—commonly anxiety disorders such as posttraumatic stress disorder or generalized
anxiety disorder, or mood disorders that would respond to
evidence-based therapies and medications.
Additionally, treatment providers who hold biased views
may be unnecessarily pessimistic about the psychological
well-being of family members. A study conducted by Burk
and Sher [4] found that mental health professionals predicted
that teenagers of parents who had a drinking problem would
be more likely to have substance problems, mood disorders,
and dissatisfaction with life (specifically intimacy problems)
as they aged. Family members being treated for codependency are encouraged to “stop enabling,” “focus on yourself,”
and “surrender control,” which, as well as being unsupported
by evidence, are the opposite of what they want to hear as
they try to help a loved one. Many family members report a
sense of hopelessness in response to clinical feedback [34, 47].

Stress
For families, the shame, social isolation, and poor treatment
or lack of help associated with the stigma of substance abuse
adds stress to an already stressful situation. Families may
internalize prejudice [10, 12], which has a profound negative
impact on self-esteem. Family members of people misusing
substances are frequently on the receiving end of arguments,
abuse, aggression, and violence [28, 35] and experience marital distress and social and financial problems [52]. At the
same time, they are faced with providing financial, practical,
and emotional support for their loved ones. The demands of
the caretaking role can negatively affect their physical, psychological, social, and financial well-being, and many report
that their coping resources are exhausted [45–47]. Stigma
further complicates the caretaking role as many family mem-
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bers also live with more anger as they have internalized a
blaming, shaming, stigmatized view of the problem.
If someone in the family has a non-stigmatized illness like
cancer, other people volunteer to help with household chores,
bring food, or offer emotional support. The family doesn’t get
shunned or blamed; judgments are not questioned. But enter
substance abuse, and stigma undercuts the reward and joy of
parenting that could otherwise serve to offset some of the
stress of illness in the family. It is impossible to separately
measure stress due to stigma from other stressful aspects of
substance abuse (fear for a loved one’s safety, for example),
but there is no question that living with stigma is stressful,
and stress has a substantial independent negative impact.
Family members of people with substance use disorders suffer from higher rates of physical illness because of stress, and
stress adversely affects their ability to support their loved
ones [20].

Stigma and Children
Based on data from the combined 2009–2014 National
Surveys on Drug Use and Health, about 1 in 8 children
(8.7 million) aged 17 or younger lives in households with at
least one parent who has a past-year substance use disorder
characterized by recurrent use of alcohol or other drugs (or
both) that has resulted in significant impairment [31]. These
children suffer: children whose parents abuse alcohol and
other drugs are three times more likely to be abused and
more than four times more likely to be neglected than children from non-substance-abusing families [50]. These children also tend to have lower socioeconomic status and more
difficulties in academic, social, and family functioning when
compared with children of parents who do not have a substance use disorder [49]. Many assume caretaking roles for
their parent and any other children in the home, and through
all this, they experience the effects of stigma. As noted, even
when people change their relationship to substances they

46

C. Wilkens and J. Foote

often face ongoing stigma for having the problem in the first
place. Children continue to suffer when their parents have a
harder time finding and keeping jobs, getting licenses, and
receiving benefits that help their children, like food stamps
and education vouchers.
Children of parents with substance use disorders overhear
peers and adults referring to their parents as “addicts” and
“losers.” They see prejudice in the media. They see how
teachers and neighbors look at their parents and experience
shame. They are also stigmatized by association and viewed
as contaminated [13]. One-third of respondents to a survey
on public attitudes toward substance use agreed with the
statement: “Parents would be foolish to let their children play
in the park with the children of someone who has a history of
drug dependency” [55]. These aversive emotional, physical,
and material experiences can reach into adult life. A landmark study conducted from 1995 to 1997 with more than
17,000 participants found a dose-response relationship
between adverse childhood experiences (physical abuse,
divorce or parental separation, or having a parent with a
mental and/or substance use disorder) and numerous health,
social, and behavioral problems throughout the lifespan,
including substance use disorders. Specifically, when compared to people who experienced no adverse childhood
events, people who experienced four events or more had a
4- to 12-fold increased risk for alcohol and drug problems,
depression, and suicide attempts; a 2- to 4-fold increase in
smoking, poor self-rated health; and a 1.4- to 1.6-fold increase
in physical inactivity and severe obesity [17].

What to Do?
For every person stigmatized for having a substance use disorder, there are typically multiple family members impacted
by this stigmatization. Stigma exacerbates the pain of one of
the most painful experiences a family can have by adding
shame, isolation, and stress, deterring people from getting
help, as well as degrading the quality of help received.
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Because of the cultural ubiquity of stigma, stigmatized views
of addiction are often confused with truth about substance
use disorders.
The widespread neglect of life-saving evidence-based
treatments points directly to stigma. Much of what is called
substance use disorder treatment in the United States is
based on a moralizing, stigmatizing ideology of addiction that
promotes false beliefs: that addiction is characterized by character defects, [39]; that families must step away and let their
loved ones hit rock bottom, and that medications are just
another escape from taking responsibility. These beliefs are
not supported by empirical evidence. But the following is
supported by evidence: what is commonly referred to as
addiction is a multidetermined and variably severe disorder,
medication-assisted treatment works and is lifesaving, and
family members can help and do not need to step away. Yet a
culture and treatment system that paint vast swaths of people
and their problems with one brush and one color tend to
resist the evidence for nuanced understanding and individualized care. As long as treatment professionals, legislators,
and the media and colleagues, friends, and neighbors substitute stigma for understanding, we are failing people with
substance problems and their families
So what to do? The dissemination of evidence-based ideas
and strategies related to substance use disorders can play a
significant role in unwinding stigmatized understandings and
approaches. The more access and exposure people have to
non-stigmatizing approaches, the less likely they will be to
mistake the myths for real understanding of substance use
disorders. Family members, national and state policy makers,
health insurers, health care practitioners, the media, and individuals with substance use disorders all need better, evidence-
based answers than they’ve been getting.
In the treatment world, we have evidence that can be part
of this destigmatizing process for families, but even here, the
battle is uphill. For instance, one of the most robust evidence-
based approaches to family involvement is virtually unknown
in the United States. The Community Reinforcement Approach
and Family Training (CRAFT) approach is a behavioral and
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motivational treatment for families [56] based on the empirically supported Community Reinforcement Approach (CRA),
and has been developed and researched in randomized controlled trials. CRAFT has two goals: engaging the substance
user in treatment through behavioral training for the family
members and enhancing family-member self-care. A primary
strategy of CRAFT is to create a relationship environment
where abstinence/change behaviors are positively and incrementally reinforced. CRAFT enlists family members as powerful collaborators in effecting change without the use of
detachment or confrontation.
In several clinical trials CRAFT engaged the substance
user into treatment with rates of 74% Meyers et al. [37], 64%
Miller, Meyers and Tonigan [40], 67% Meyers et al. [38], 64%
Kirby et al. [25], and 71% Waldron et al. [62]. Families
reported significant improvements in happiness and sense of
family cohesion, as well as reduced anxiety, depression, and
anger [53]. The individuals with SUDs significantly reduced
substance use, regardless of whether they entered treatment.
The key here is collaboration instead of detachment. The
CRAFT approach encourages families to remain engaged, seeing their loved ones as multi-faceted persons who happen to be
struggling with substance abuse. CRAFT teaches families to
reward positive change and to create respectful, empathic environments that invite change instead of demanding it. Families
are considered sources of strength and understanding, and they
are valued as key motivators of change. This is the antithesis of
a judgmental, stigmatizing stance. By teaching family members
functional and behavioral strategies rather than moralistic
approaches, CRAFT effectively deconstructs stigma.
Utilizing platforms that go beyond formal treatment systems also offer hope. A recent, grassroots example is instructive. In collaboration with other nonprofit organizations, we
have developed a nationwide training program for peer-to-
peer dissemination of research-supported, clinically tested
approaches at the community level (https://cmcffc.org/). A
primary goal is to make concepts and practices from empirically supported treatments (ESTs) available to families outside the formal treatment system. This peer-to-peer coaching
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model (in many ways a family “self-help” model) allows families to learn and share new perspectives and effective strategies otherwise unavailable to them.
The coaching program utilizes the Invitation to Change
Approach, a composite of several ESTs for substance use
problems, including CRAFT, Motivational Interviewing (MI),
and Acceptance and Commitment Therapy (ACT), with a
particular emphasis on self-empowerment [51], a sense of
agency, self-control, and goal directedness [18, 27]. This
national network of skilled, volunteer parent coaches providing free evidence-based support to other parents who have
children with substance use disorders taps into the largest of
all untapped resources for fighting the rising toll of substance
use in this country: the families of people using. We are
encouraged by the positive changes in family attitudes and
practices to date, and we are testing the sustainability and
scalability of this peer-to-peer network. We are hopeful that
this and other nontreatment, family-based models will provide more keys to eliminating the stigma of substance use
disorders.
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Chapter 4
The Stigma of Addiction
in Romantic
Relationships
Lindsey M. Rodriguez and Lauren Prestwood

Love is the absence of judgement.
–Dalai Lama

Substance abuse can substantially disrupt the harmony associated with positive social relationships. When someone
struggles with addiction, all types of relationships can be
placed under tremendous strain. In this chapter, we will focus
on the dynamics surrounding substance use disorders (SUDs)
and a particularly critical relationship: the romantic relationship. Given how addiction can cause feelings of betrayal,
perceived lack of dependability, and, most acutely, breaches
of trust, it is unsurprising that substance abuse is among the
top causes of divorce [1].
There are substantial consequences of addiction for longterm romantic partnerships. Economically, funds can be
redirected from savings accounts toward fueling the habit.
Psychologically, one person’s SUD can result in the presence
of mood swings, reduced sexual interest and functioning, less
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quality time with the other partner, general social isolation,
and an increased likelihood of physical and emotional abuse.
Common partner responses to SUDs in a loved one include
leaving the relationship, responding in ways that potentially
increase conflict, or even complicity, such that one partner
covers for the other and may even provide him or her with
substances, often with the ostensible goal of helping.
Although much work has focused on the bidirectional link
between SUDs and relationships, [2, 3], relatively little attention has been devoted to understanding addiction stigma as it
occurs within romantic relationships [4]. Intimate partners
play a significant role in treatment and relapse processes, [5–
9], and their influence can be harnessed to combat stigma
from outside sources and help in the rehabilitation and recovery processes, but it is important to consider how they may
communicate and maintain stigma as well. This chapter
focuses on precisely this duality.
Before beginning, let us consider “Jake” and “Ashley,” a
couple who have been together since they were both 18 years
old, a period of seven years. For the first few years, they
enjoyed outdoor activities and traveling, as well as evenings
at home watching movies, eating take out, and occasionally
drinking a beer or two together. They maintained a healthy
and happy, physically and sexually active relationship during
this time. However, everything changed when Jake’s father
passed away. Jake spent the first two weeks drinking much
more than usual as a way to cope with his recent loss. He went
from drinking two to three beers a week to an entire bottle of
whiskey. At first, Ashley tried to be understanding of his loss.
However, about four months later, she noticed that the problem had gotten worse. Jake was now drinking a bottle of
whiskey every other night, and had recently started doing
cocaine as well. When she confronted Jake about it, he
responded, “You don’t understand what it’s like to lose your
dad, I’m just trying to cope.” Ashley knew she did not know
what that felt like, so she tried again to be understanding and
not overbearing but told herself to remain watchful. When
they went out with their friends, Ashley noticed Jake going to
the bathroom frequently but figured it was merely due to his
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drinking. When they would come home, Jake was unable to
engage in sexual activities with her. Ashley internalized this
and began to think that perhaps Jake was being unfaithful or
that she had done something wrong. Jake would get angry at
her for accusing him of infidelity, and Ashley did not know
what else to think. She sought out answers from the Internet.
She found that frequent alcohol and drug usage can cause
sexual dysfunction and thought that this might be the answer
to her problems. When Ashley spoke to him about this, Jake
got very defensive and upset. Jake was internally distressed
because he knew his substance use was the source of his
issues. He knew his problem was getting out of control and
that he wanted to please Ashley but he also wanted to gratify
his substance cravings. He realized his reliance on alcohol and
drugs had affected not only him but also his partner and his
ability to be a partner.
We will be returning to this hypothetical scenario in the
sections that follow. Specifically, we will explore addiction
stigma from both sides of the romantic partnership: from the
perspective of the concerned partner and also from the perspective of the individual with a SUD. We conclude by discussing effective therapeutic approaches, including ways that
the influence of partners can be harnessed to reduce stigma
related to addiction.

 hrough the Lens of the Person Struggling
T
with SUD
Individuals exhibit a range of feelings and emotions toward
their partner. In a healthy relationship, these feelings might
stem from love, passion, care, compassion, honesty, and trust.
On the other hand, partners also have attitudes toward themselves. They may evaluate their adequacy as a partner, including how pleasing they think they are toward their partner and
how much they perceive themselves to provide to their partner in physical, emotional, and tangible domains.
Research has identified some differences in how individuals struggling with addiction perceive themselves as a person

58

L. M. Rodriguez and L. Prestwood

and a partner. As the “addicted” companion, one might feel
insecure, anxious, guilty, or burdensome. In a 2004 study, individuals with SUDs reported experiencing enacted, perceived,
and self-stigmas [10]. Moreover, individuals with SUDs report
being perceived as untrustworthy, blameworthy, and dangerous [11], which have the downstream effect of hindering helpseeking behaviors [12, 13]. “Enacted” stigma refers to social
repercussions, such as difficulties acquiring employment or
receiving little support for treatment. These types of issues are
particularly acute for those with substance abuse issues, who
face even worse social attitudes than do those with schizophrenia [14, 15].
Stigma contributes to relationship distress in many ways.
For example, if a partner cannot find work, he or she may feel
as if he/she cannot provide or contribute to the relationship
and therefore may not seem to be a “good fit” as a romantic
companion. In addition, the fact that many substances of
abuse are illegal complicates nonusing partners’ displays of
empathy. The nonuser might see his/her loved one as a criminal rather than an individual with a medical disorder who
needs treatment.
Perceived stigma refers to the “beliefs that members of a
stigmatized group (such as drug addicts) have about the
prevalence of stigmatizing attitudes and action in society.”
[16] If an individual already believes that he or she is being
branded as an addict, especially by his/her partner, this may
influence how he/she feels about himself/herself. Fixation on
feelings that one is being labeled or judged by one’s partner
can deter efforts to get help. This type of stigma might prevent our hypothetical Jake from seeking treatment, or even
admitting that he has an issue, simply to avoid being judged
by his partner or others.
Self-stigma refers to the negative thoughts and opinions of
oneself that can develop from being a part of a stigmatized
group and the impact that these behaviors have: failure to
seek or obtain employment, treatment avoidance, avoidance
of intimate contact or relations with others. Consequences of
self-stigma include lower quality of life and diminished self-
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efficacy [17–19]. Self-stigma also can influence self-evaluations, especially those pertaining to intimate relationships. An
individual with SUDs might feel less present, less able to give
his or her partner attention and love.
Even more, he or she might feel like a burden, an added
weight to the nonpartner, an unnecessary and unwanted
source of stress.
Indeed, most people struggling with SUDs are aware of
the fact that the disorder is creating genuine difficulties in
their partners’ lives as well. Because of their addiction, they
might have an inability to keep a job, resulting in little to no
income. SUDs can lead to job loss, resulting in a partnership
that suddenly has less income. The partnership also might suffer from a sudden dearth of emotional responsiveness or a
decrease in sexual interest. For example, in Jake and Ashley’s
relationship, Ashley was under the impression that perhaps
her boyfriend had been unfaithful or was becoming disinterested in her, when in reality his substance abuse issues had
begun to affect his libido and stamina. Patterns of substance
abuse might offer understanding to the problems and instability experienced in young adult marriages [20]. One recurring theme is that, on average, people struggling with
substance abuse issues do not care any less about their relationship and partner. Individuals want and expect their
romantic relationships to endure, similar to relationships in
which neither partner is abusing substances [21].

Through the Lens of the Partner
Existing literature on stigma is primarily concerned with the
individual who is misusing substances. Relatively less attention has been given to those who are closely connected to
that individual, even though their outcomes are intimately
tied to those of the individual. Romantic partnerships are
impactful on mental and physical health, and romantic partners are in a unique position of being both directly impacted
by the substance use and able to facilitate positive change.
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Because the vast majority of individuals with SUDs refuse to
enter treatment [22–24], the lives of family members are
directly and negatively impacted by the consequences of the
SUD.
In an intimate partnership, addiction can place a strain on
the very foundation of the relationship. Addiction has the
potential to spread to every aspect of shared life: leisure and
quality time, social and sexual functioning, work and professional life. It also has the potential to create financial, medical, psychological, and legal problems. Furthermore, there is
the possibility of cognitive biases (e.g., confirmation bias,
availability heuristic) to mutate mundane daily stressors into
addiction-related problems. For example, imagine that Jake is
late to work one day. Ashley might assume that he was late
because he was up the night before drinking. Or she might
think that it is on account of the extra stress he has created by
spending too much money on alcohol and cocaine. Such theories, true or not, create the possibility of increased conflict,
which in turn may precipitate additional substance abuse by
Jake. In this way, such theories are self-fulfilling prophecies,
ones that initiate a cycle of accusation and subsequent use.
Romantic partners experience a number of emotions upon
realizing that their partner has an SUD. Interviews with wives
of husbands with alcohol use disorders found that the most
common reactions were anger, hostility, and resentment, followed by feelings of abandonment, betrayal, helplessness, and
frustration [25]. Fear was also present, especially if the
substance is one that is known to cause aggression, and fear
is especially present when the relationship deteriorates and
both parties become frustrated and despondent. Interviews
with spouses also indicate feelings of guilt and shame based
on their partner’s addiction, demonstrating that partners also
experience stigma from outside sources. For example, one
partner of an individual with SUDs said, “I will start by saying that living with an alcohol addicted husband or family
member is extremely difficult. First of all there is the wish to
hide, the shame. You go out and people see, and sometimes
ask what’s wrong with him” [26]. Other women in interviews
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expressed desire to eradicate the sense of feeling different on
account of the substance-using partner.
Despite the negative emotions associated with the discovery and daily experience of the consequences of the SUD,
partners frequently distinguish between their attitudes
toward the substance use and their feelings for the person.
One third of the sample in one study expressed love, sympathy, and compassion for their spouse while still being upset
about the SUD: “I loved him, but hated and detested what he
was doing in his life with his life”; “I love him dearly for the
man he is when he is sober and I see him struggling with the
disease. When he is drunk I dislike being around him as a
person. He is two completely different people sober and
drunk” [25]. Spouses may also experience a degree of responsibility for their situation and for that of their partner.
Common patterns include inner dialogue with various critical
voices: their own (e.g., inability to prevent the addiction may
be perceived as a personal failure), their spouse (e.g., who
may place blame on them for the addiction), and society (e.g.,
who may place blame for not leaving their drunken and
sometimes abusive partner and also for failing to take care of
him or her) [26].
Moreover, viewing the struggle and consequences of the
addiction might lead concerned partners to question (a) if
their partner is really sick, (b) if they really require further
attention, (c) if they have the capacity to be a contributing
member of society, and (d) if they can change. Ashley may
wonder if Jake will eventually want to change his behavior or
if her relationship with him will ever go back to the way it was
before the SUD began. She may wonder what she can do to
help him get his life back on track, especially if he does not
recognize that he has a problem. Stigma is more likely to
emerge to the extent that the SUD is attributed to poor willpower, a character disorder, or a spiritual deficit rather than
the result of extenuating circumstances or simply a shortterm problem. As elaborated below, whether couples choose
to work together to overcome the problem (the couple vs. the
SUD) versus the problem being one person’s problem and
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the two partners against each other (the ‘addict’ vs. the partner) is an important distinction for the couple’s capacity to
prevail.
The Importance of Concordance
Three overall patterns may characterize different ways that
drugs and alcohol present themselves within a relationship:
two abstaining or light-drinking/using partners (i.e., concordant abstinent/light partners), a single user with a nonusing
partner (i.e., discrepant partners), and two equally heavydrinking/using partners (i.e., concordant heavy partners). In a
discrepant partnership, the partner may have difficulty relating to issues associated with fear around quitting and relapsing. Thus, partners in discrepant partnerships may display
higher levels of stigma compared to concordant partnerships,
at least within the relationship. However, partners in discrepant partnerships may have a more objective perspective with
regard to the SUD and may have unique opportunities to
help their partner into treatment. For example, if Ashley also
misused substances, she may have a more difficult time recognizing her own problem and Jake may not see as much need
to change his behavior. However, in concordant partnerships,
there is also the possibility of conflict around one person’s
entering treatment.

 ays That Partners Can Reduce Stigma
W
and Help Their Partner Overcome Addiction
Partners are placed in a unique position to respond to their
partner’s use patterns. Just as partner influence can cause further distress and substance misuse, it can also be harnessed to
help the person struggling with addiction get into treatment.
Partners have the opportunity to respond anywhere along a
spectrum, with anger, resentment, and distress on one end—
each of which might elicit guilt and/or shame in the partner.
On the other end of the spectrum are compassion, under-
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standing, and support—which might potentially enable the
partner’s use but might also help him/her find strength to seek
treatment. Indeed, romantic relationships should not be
painted in broad strokes as supportive or unsupportive—they
are often both [4]. Partners may struggle to find the right balance of constructive yet thoughtful concern, and this balance
differs across individuals and couples. A successful path for
one person or one couple may not work for another. They may
also be experiencing negative emotions themselves relating to
the SUD, so remaining optimistic, patient, and supportive may
be difficult. Regardless, reappropriating stigma by reframing
the way both individuals think about the SUD—particularly
in cases where one person has made strides toward recovery
and partners can celebrate how far they have come—is likely
going to be helpful for both partners moving forward.

Therapeutic Approaches for Concerned
Partners and Couples Struggling with SUDs
Sometimes partners may not know where to look when they
discover their partner’s SUD. Professional support can facilitate the partner’s journey to both take care of him or herself,
as well as help his or her partner get into treatment. Of
course, the partner may or may not want to enter treatment,
and the ways in which partners communicate, behave, and
take care of themselves are focal points of therapeutic techniques for substance use disorders among those in relationships. A few—community reinforcement and family therapy
(CRAFT), alcohol behavioral couples therapy (ABCT), and
Al-Anon—are briefly discussed here.
CRAFT [27] leverages the cultivation of awareness, compassion, and understanding with self-care for the concerned
partner to create an environment where abstinence is positively reinforced for the individual struggling with SUDs.
CRAFT also emphasizes the importance of boundaries and
self-care for the concerned partners. The framework underlying CRAFT is that contextual contingencies are an important
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factor in promoting the individual into treatment and in
reducing the concerned partner’s emotional distress.
Moreover, it is worth considering that sometimes the best
course of action for a partner who has put in a substantial
amount of effort over an extensive period of time may be for
the partner to leave the relationship. CRAFT has been found
more effective for engaging unmotivated problem drinkers
into treatment compared with Al-Anon, [27–29], a pattern
replicated with drug-abusing populations [25]. CRAFT has
also been shown to improve concerned partners’ depression,
family conflict and cohesion, and relationship satisfaction [27,
30]. Finally, CRAFT was successfully disseminated from
tightly controlled research laboratories to a community treatment center [31].
Another highly efficacious approach for those with alcohol use disorders is alcohol behavioral couple therapy
(ABCT) [32–34]. ABCT recognizes that families play a large
role in the beneficial and detrimental effects of alcohol use.
The approach focuses on familial/partner antecedents (e.g.,
daily habits or celebrations) and consequences (e.g., missed
work or social obligations) of drinking as well as improving
communication and problem-solving skills. Spouses are
taught skills to effectively manage alcohol-related situations,
including reinforcing abstinence or light drinking, eliminating
or reducing situations that trigger drinking, and assertively
discussing their concerns over alcohol use. Behavioral couples
therapy is more effective in increasing abstinence and improving relationship quality compared with individual treatment
[28, 35, 36], primarily through increasing reinforcing components of the relationship, enhancing greater support for partner change, and improving couple-level problem solving.
Recently, ABCT has been efficacious for females with alcohol use disorders, [35, 37, 38], men and women in same-sex
relationships, [39], and nonspousal family members [40].
Al-Anon and the the twelve-step approach [41] are a common resource of support for concerned partners. In maintaining that alcoholism and other addictions are diseases, Al-Anon
helps alleviate partners’ guilt over being responsible for the
addiction. Assigning responsibility to the disease rather than
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to themselves facilitates forgiveness and acceptance. Like
CRAFT, Al-Anon focuses on the concerned other and
emphasizes working toward personal peace and serenity
rather than controlling the other person. The fellowship provided by the Al-Anon community can also be a helpful support system. A review of family-based alcohol use disorder
interventions found that Al-Anon increases adaptive coping
for family members with life stressors both related and unrelated to the person’s drinking [28, 36, 42]. Family members
also report lower depression, anger, and family conflict and
greater family cohesion and relationship quality [27, 43].
Al-Anon and Nar-Anon have largely been shown to be ineffective as approaches for bringing users into treatment [5, 27,
44, 45], which is understandable given the programs’ foci on
improving the well-being of concerned others.

Conclusion
Within the context of romantic relationships, use and misuse
of substances have significant consequences, as do moderating and quitting substance use. Relationship partners inhabit
close proximal and psychological space. The thoughts, feelings, and behaviors of one partner often become woven into
the fabric of the other partners’ existence. For this reason,
spouses and romantic partners are among the first to experience the repercussions of an SUD, and the presence of an
emergence of an SUD in a relationship can make many
aspects of life challenging, especially to the extent that SUDs
often jeopardize the fulfillment of primary relationship
needs, including those for stability, security, connection, and
tranquility. At the same time, spouses and romantic partners
have tremendous potential to influence decisions related to
seeking and completing treatment and are key allies in comprehensive treatment programs. In this chapter, we highlighted that partners have a unique and important perspective
when intimately involved with a partner struggling with an
SUD. Learning more about addiction-related stigma as it
affects one’s partner, speaking out and challenging inaccura-
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cies related to the addiction, keeping hope alive, thinking
about the partner holistically, and treating him or her with
respect are all ways to challenge and overcome stigma.

References
1. Amato PR, Previti D. People’s reasons for divorcing: gender,
social class, the life course, and adjustment. J Fam Issues.
2003;24(5):602–26.
2. Marshal MP. For better or for worse? The effects of alcohol use
on marital functioning. Clin Psychol Rev. 2003;23(7):959–97.
3. Rodriguez LM, Neighbors C, Knee CR. Problematic alcohol
use and marital distress: an interdependence theory perspective.
Addict Res Theory. 2014;22(4):294–312.
4. Gunn AJ, Sacks TK, Jemal A. “That’s not me anymore”: resistance strategies for managing intersectional stigmas for women
with substance use and incarceration histories. Qual Soc Work.
2016:1473325016680282.
5. Barber JG, Gilbertson R. An experimental study of brief unilateral intervention for the partners of heavy drinkers. Res Soc
Work Pract. 1996;6(3):325–36.
6. De Civita M, Dobkin PL, Robertson E. A study of barriers to the
engagement of significant others in adult addiction treatment. J
Subst Abus Treat. 2000;19(2):135–44.
7. Miller WR, Benefield RG, Tonigan JS. Enhancing motivation
for change in problem drinking: a controlled comparison of two
therapist styles. J Consult Clin Psychol. 1993;61(3):455.
8. Shaffer HJ, Simoneau G. Reducing resistance and denial by
exercising ambivalence during the treatment of addiction. J
Subst Abus Treat. 2001;20(1):99–105.
9. Simpson DD, Sells SB, editors. Opioid addiction and treatment: a
12-year follow-up. Malabor: Krieger Publishing Company; 1990.
10. Link BG, Yang LH, Phelan JC, Collins PY. Measuring mental
illness stigma. Schizophr Bull. 2004;30(3):511.
11. Room R. Stigma, social inequality and alcohol and drug use.
Drug Alcohol Rev. 2005;24(2):143–55.
12. Fitzgerald T, Purington T, Davis K, Ferguson F, Lundgren
L. Utilization of needle exchange programs and substance abuse
treatment services by injection drug users: social work practice
implications of a harm reduction model. Practice Issues in HIV/

4

13.
14.

15.
16.
17.
18.

19.
20.
21.
22.

23.

24.

The Stigma of Addiction in Romantic Relationships

67

AIDS Services: Empowerment-based Models and Program
Applications 2004;10.
Hartwell S. Triple stigma: persons with mental illness and substance abuse in the criminal justice system. Crim Justice Policy
Rev. 2004;15(1):84–99.
Corrigan PW, River LP, Lundin RK, Wasowski KU, Campion
J, Mathisen J, Goldstein H, Bergman M, Gagnon C, Kubiak
MA. Stigmatizing attributions about mental illness. J Community
Psychol. 2000;28(1):91–102.
Crisp AH, Gelder MG, Rix S, Meltzer HI, Rowlands
OJ. Stigmatisation of people with mental illnesses. Br J Psychiatry.
2000;177(1):4–7.
Link BG, Cullen FT, Struening E, Shrout PE, Dohrenwend
BP. A modified labeling theory approach to mental disorders: an
empirical assessment. Am Sociol Rev. 1989;54:400–23.
Corrigan PW, Watson AC. The paradox of self-stigma and mental illness. Clin Psychol Sci Pract. 2002;9(1):35–53.
Link BG, Struening EL, Neese-Todd S, Asmussen S, Phelan
JC. Stigma as a barrier to recovery: the consequences of stigma
for the self-esteem of people with mental illnesses. Psychiatr
Serv. 2001;52(12):1621–6.
Wright ER, Gronfein WP, Owens TJ. Deinstitutionalization,
social rejection, and the self-esteem of former mental patients. J
Health Soc Behav. 2000;41(1):68–90.
Collins RL, Ellickson PL, Klein DJ. The role of substance use in
young adult divorce. Addiction. 2007;102(5):786–94.
Simmons J. Singer M. I love you... And heroin: care and collusion among drug-using couples. Subst Abuse Treat Prev Policy.
2006;1(1):7.
Marlatt GA, Tucker JA, Donovan DM, Vuchinich RE. Helpseeking by substance abusers: the role of harm reduction and
behavioral-economic approaches to facilitate treatment entry
and retention. NIDA Res Monogr. 1997;165:44–84.
Stinson FS, Grant BF, Dawson DA, Ruan WJ, Huang B, Saha
T. Comorbidity between DSM-IV alcohol and specific drug
use disorders in the United States: results from the National
Epidemiologic Survey on alcohol and related conditions. Drug
& Alcohol Dependence. 2005;80(1):105–16.
Wang PS, Berglund P, Olfson M, Pincus HA, Wells KB, Kessler
RC. Failure and delay in initial treatment contact after first
onset of mental disorders in the National Comorbidity Survey
Replication. Arch Gen Psychiatry. 2005;62(6):603–13.

68

L. M. Rodriguez and L. Prestwood

25. Weinberg TS, Vogler CC. Wives of alcoholics: stigma management and adjustments to husband-wife interaction. Deviant
Behavior. 1990;11(4):331–43.
26. Peled E, Sacks I. The self-perception of women who live with
an alcoholic partner: dialoging with deviance, strength, and selffulfillment. Fam Relat. 2008;57(3):390–403.
27. Miller WR, Meyers RJ, Tonigan JS. Engaging the unmotivated
in treatment for alcohol problems: a comparison of three strategies for intervention through family members. J Consult Clin
Psychol. 1999;67(5):688.
28. O’Farrell TJ, Clements K. Review of outcome research on marital and family therapy in treatment for alcoholism. J Marital Fam
Ther. 2012;38(1):122–44.
29. Roozen HG, De Waart R, Van Der Kroft P. Community reinforcement and family training: an effective option to engage
treatment-resistant substance-abusing individuals in treatment.
Addiction. 2010;105(10):1729–38.
30. Meyers RJ, Roozen HG, Smith JE. The community reinforcement approach: an update of the evidence. Alcohol Res Health.
2011;33(4):380.
31. Dutcher LW, Anderson R, Moore M, Luna-Anderson C, Meyers
RJ, Delaney HD, Smith JE. Community reinforcement and
family training (CRAFT): an effectiveness study. Journal of
Behavior Analysis in Health, Sports, Fitness and Medicine.
2009;2(1):80.
32. McCrady BS, Epstein EE. Overcoming alcohol problems: a couples-focused program workbook. Ann Arbor: Oxford University
Press; 2008.
33. Hallgren KA, BS MC. We-language and sustained reductions
in drinking in couple-based treatment for alcohol use disorders.
Fam Process. 2016;55(1):62–78.
34. Noel NE, McCrady BS. Alcohol-focused spouse involvement
with behavioral marital therapy. In: O’Farrell TJ, editor. The
Guilford substance abuse series. Treating alcohol problems:
marital and family interventions. New York: Guilford Press;
1993. p. 210–35.
35. McCrady BS, Epstein EE, Cook S, Jensen N, Hildebrandt T. A
randomized trial of individual and couple behavioral alcohol
treatment for women. J Consult Clin Psychol. 2009;77(2):243.
36. O’farrell TJ, Fals-Stewart W, Murphy M, Murphy CM. Partner
violence before and after individually based alcoholism treatment for male alcoholic patients. J Consult Clin Psychol.
2003;71(1):92.

4

The Stigma of Addiction in Romantic Relationships

69

37. Fals-Stewart S, Birchler GR, Kelley ML. Learning sobriety
together: a randomized clinical trial examining behavioral
couples therapy with alcoholic female patients. J Consult Clin
Psychol. 2006;74:579–91.
38. Schumm JA, O’Farrell TJ, Muchowski P. A randomized clinical trial of behavioral couples therapy for women with alcohol dependence. Paper presented at annual meeting of the
Association for the Advancement of behavioral and cognitive
therapies: Orlando; 2008.
39. Fals-Stewart W, O’Farrell TJ, Lam WKK. Behavioral couple
therapy for gay and lesbian couples with alcohol use disorders. J
Subst Abus Treat. 2009;37:379–87.
40. O’Farrell TJ, Murphy M, Alter J, Fals-Stewart W. Behavioral
family counseling for substance abuse: a treatment development
pilot study. Addict Behav. 2010;35:1)1–6.
41. Al-Anon Family Groups. This is Al-anon. New York: Al-Anon
Family Groups; 1981.
42. Nowinski JK. Family recovery and substance abuse: a twelvestep guide for treatment. Thousand Oaks: Sage Publications;
1999.
43. Timko C, Young LB, Moos RH. Al-anon family groups: origins,
conceptual basis, outcomes, and research opportunities. J Groups
Addict Recover. 2012;7(2–4):279–96.
44. Meyers RJ, Miller WR, Smith JE, Tonigan JS. A randomized
trial of two methods for engaging treatment-refusing drug users
through concerned significant others. J Consult Clin Psychol.
2002;70(5):1182.
45. Sisson RW, Azrin NH. Family-member involvement to initiate
and promote treatment of problem drinkers. J Behav Ther Exp
Psychiatry. 1986;17(1):15–21.

Chapter 5
The Language of Stigma
and Addiction
Sarah E. Wakeman

Introduction
Language has always played an important role in the generation of stigma, as well as in combating it. Language can be
used intentionally or unintentionally to communicate a message about a person or group of people as being “other” and
to perpetuate stigma. Historical examples exist, such as with
HIV or many psychiatric illnesses, where language was used
to ostracize and demonize affected populations. Diminishing
stigma for these medical conditions required a shift in the
words used to describe them. This is also true for addiction,
where much of the attendant language bears little resemblance to the terminology used for other medical conditions.
These words are not just emotionally damaging, but in fact
they influence clinical decision making and public perceptions. In this chapter I explore the range of stigmatizing terms
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used to refer to addiction, why language matters, and how our
terminology is gradually beginning to change.
Throughout history, language has played an important role
in perpetuating and dispelling stigma. While stigmatizing language and messages are used inadvertently, they also are used
intentionally. In both cases, the outcome is the same.
Stigmatizing messages share certain attributes and provide
cues to distinguish groups of people, to categorize those individuals as separate, to imply personal responsibility for being
in the identified group, and to link the group to physical and
social peril [17]. Examples in medicine abound. Reporting in
the early years of the global HIV epidemic was deeply influenced by negative attitudes toward lesbian, gay, bisexual, and
transgender (LGBT) people, particularly men who have sex
with men. Headlines referring to the “gay plague” stoked
homophobia, fear, and blame toward men who have sex with
men as responsible for HIV transmission [1]. Language commonly used to refer to people with psychiatric illness previously included a range of pejorative terms, including “maniac,”
“lunatic,” “hysteric,” and “psycho.” These terms served to
perpetuate false notions that people with psychiatric illness
were volatile, violent, and dangerous [3].
For HIV and psychiatric illness, there has been an explicit
and dedicated effort to change the language used to reduce
stigma. Using medically precise and person-first language has
been central for both. For example, we no longer refer to a
person as “a schizophrenic” but rather as a person with
schizophrenia. Similarly, people are not HIV infected but
rather described as a person living with HIV. These historical
examples of both stigma and strategies for change offer
important lessons for how we think about language and
stigma related to people with substance use disorder too.
Drug and alcohol use disorder are the number one and
four most stigmatized conditions on earth, according to an
international survey conducted by the World Health
Organization [15]. Stigma has broad, negative impact on
people with substance use disorder. It is one of the main
reasons that people with substance use disorder don’t access
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treatment, which contributes to the tremendous gap between
the number of people affected by substance use disorder
and those who get treatment [19]. The experience or perception of stigma among people who use drugs has been associated with a lower likelihood of accessing health care services
[12, 21]. People who inject drugs who report greater internalized stigma are also less likely to utilize crucial harm
reduction services such as syringe exchange, thus increasing
the risk of acquisition and transmission of infectious diseases [14].
Stigma toward people with substance use disorder is communicated through and perpetuated by language. Similar to
harmful language used in the past to refer to HIV or psychiatric illness, damaging words relating to substance use disorder spread misinformation and heighten societal disapproval.
Stigma is enhanced when an individual is perceived to be
responsible for a condition and when the condition is thought
to be controllable. Terminology such as “substance abuser” or
“drug abuser” heightens stigma by implying that the affected
individual is the perpetrator of his illness. The term abuse has
been used for shameful and willful commissions since the
fourteenth century, with its roots in the word abusion meaning a “wicked act or practice, a shameful thing, a violation of
decency” [22]. Abuse or abuser is also not a term we use for
any other medical condition. Consider, for example, the difference between referring to a person with an eating disorder
and calling someone a “food abuser.”
This is not just an issue of semantics; language choices
have very real implications on clinicians’ decision making as
well. Researchers demonstrated this in a study where they
asked masters or doctoral-level therapists to make treatment
recommendations after reading a patient vignette. The clinicians were randomly assigned a description of the patient
either as a “substance abuser” or a “person with a substance
use disorder”; those who received the “substance abuser”
vignette were more likely to recommend punitive interventions
[9]. These findings illustrate the clinical importance of person-centered language.
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Words also shape how the public perceives people with a
substance use disorder. A recent nationwide survey randomly
assigned U.S. respondents to read a vignette of an individual
described as a “drug addict” versus having an “opioid use
disorder” and found that participants reported more stigmatizing views for the person labeled as an “addict” [6]. In addition, people in the general public who report the greatest
stigma toward individuals with opioid use disorder are significantly more likely to support punitive policies rather than
public-health-oriented policies [11]. These findings highlight
the negative ramifications that language may have on muchneeded support for public health interventions, particularly in
the midst of the current overdose crisis.
Words such as “abuse,” “abuser,” and “addict” have been
empirically demonstrated to increase stigma. However, there
are many more negative terms frequently used to describe
people affected by substance use disorder. An extreme example, still in use in the lay press and by public officials, is the
term “junkie” to refer to a person with drug use disorder. In
2017, a Massachusetts town official posted on social media: “I
think hypodermic needles are routinely in that area. It’s
greasy. The junkies are out of control” (http://boston.cbslocal.
com/2017/10/27/wilmington-official-drug-addicts-opioiddetox-center/). Other problematic terms include referring to
a person’s toxicology testing as “dirty” or even describing a
person in recovery as clean. While the latter may sound like a
positive term, it implies that someone who is still actively
using drugs is “dirty.”
Specific word choices are the most obvious example of the
stigmatizing impact of language and addiction. However, the
way the language is used to frame issues related to drug use
and addiction can also negatively influence readers and listeners. A recent example was an article in The New York
Times about reoperation for people who inject drugs with
recurrent endocarditis. The title of the article was “Injecting
Drugs Can Ruin a Heart. How Many Second Chances Should
a User Get?” [5]. The article caused an uproar in the addiction treatment community in large part because of how the
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title and the thesis of the article were framed around the
fundamental question of whether people who use drugs are
worthy of saving. This question is not raised about the futility
of medical interventions when a person has multiple heart
attacks because of diet, tobacco use, or lack of medication
adherence, yet when it comes to people who use drugs this
question is posed as a legitimate discussion.
Language can also contribute to stigma through the use of
inaccurate terminology. The most obvious example of this is
the frequent misuse of the terms dependence and addiction.
Physiological dependence is among the eleven criteria to
diagnose a substance use disorder. However, it is neither necessary nor sufficient to make the diagnosis. For example, a
person with a severe cocaine use disorder will not have physiological dependence, yet a person appropriately treated with
opioid therapy for chronic pain will. However, these two
terms are frequently conflated by journalists, policy makers,
and even some clinicians. This has important clinical ramifications. First, it perpetuates a negative misperception about the
most effective treatments we have for opioid use disorder.
Long-term treatment with methadone or buprenorphine is
the only treatment shown to reduce the risk of overdose
death and relapse by more than 50%, and both of these medications work by maintaining physiological dependence while
successfully treating addiction [4, 18]. A person taking
buprenorphine daily is able to function normally, achieve
remission from opioid use disorder, and stay healthy.
Unfortunately, stigma persists about this type of treatment,
and we continue to hear people erroneously state that people
successfully treated with methadone or buprenorphine are
“addicted” to their medication. Even our former secretary of
health and human services publicly said that these medications are “substituting one opioid for another” [8]. These two
terms are also often misused with reference to infants born
with opioid withdrawal syndrome. A baby born to a woman
who is physiologically dependent on opioids, whether because
of addiction, chronic opioid therapy, or successful treatment
with methadone or buprenorphine, may experience with-
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drawal symptoms at birth, which can be treated. These infants
do not meet criteria for addiction, defined as compulsively
using a substance despite harm. Yet headlines commonly
refer to infants as “born addicted.” This inaccurate labeling
perpetuates misunderstanding and stigma toward pregnant
and parenting women with substance use disorder.
Another subtle example of the impact of language includes
the way harm reduction services are frequently framed. Harm
reduction is a philosophy and practice of reducing the negative consequences of drug use. Examples include syringe
exchange programs, hepatitis vaccinations, naloxone distribution, or safer injection education. Harm reduction has been
made to be unnecessarily controversial, and critics often create a false dichotomy as if a choice has to be made between
harm reduction on one hand and treatment and recovery on
the other. In fact, harm reduction is congruent with other
general medical principles, including nonmaleficence and
respect for patient autonomy. It is also complementary to the
goals of treatment and recovery. It is an approach that is
widely embraced in other areas of public health. Examples
include safer sex education, condom distribution, the use of
seatbelts and helmets. The role of language is particularly
interesting in debates around harm reduction. Those opposed
to the concept frequently describe it as “enabling” drug use.
Those within the harm reduction movement have launched a
campaign around this concept called “Enabling Health.” In
describing this effort, the director of policy at the harm reduction coalition commented: “I got into harm reduction to
enable people who use drugs. I enable them to protect themselves and their communities from HIV and hepatitis C and
overdose. I enable them to feel like they have someone to
talk to, someone who cares, someone who respects them and
their humanity. If that makes me an enabler, I’m proud to claim
that term” (http://harmreduction.org/enablinghealth/) [7].
Another way that writing and discussions about harm
reduction can communicate stigma actually comes from
supporters trying to make a case for this approach. Too often
the sole reason that harm reduction is argued for is because
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“dead people don’t recover.” This argument is an important
reminder of the lifesaving importance of harm reduction
interventions. However, the sole focus on the goal of recovery
sends a strong message that the only purpose is to help those
who will ultimately stop using drugs. This undermines the
importance of harm reduction for harm reduction’s sake, that
is, to keep people who use drugs safer. A broader understanding of harm reduction recognizes that people who continue to
use drugs have not forfeited their human rights, including the
right to health.
Examples of how language can perpetuate stigma toward
people who use drugs and people with addiction are common. However, increasingly, there have been important
efforts to change language to impact stigma and care.
Beginning in 2013, academic medical journals began featuring articles arguing for the importance of language when
referring to substance use [10, 16, 22]. Several national organizations made similar pleas, including the American Society
of Addiction Medicine.
In 2017, attention toward this issue moved to the federal
level. The White House Office of National Drug Control
Policy under then President Obama and Director Michael
Botticelli issued an important memorandum entitled
“Changing the Language of Addiction” [13]. This memorandum was sent to all heads of executive agencies and departments and included a broad overview of the importance of
terminology related to substance use and guidelines for language choices in internal and public facing communications.
The official release of this memorandum was preluded by a
piece in the Journal of the American Medical Association by
Director Botticelli, with the same title sharing these insights
broadly with the medical community [2].
In the subsequent years attention to this issue has continued to grow. The Associated Press took a huge step by changing its guidelines for journalists reporting on addiction. The
2017 edition of the AP Stylebook declares that “addict”
should no longer be used as a noun and instead recommends
using person-first language such as “people with addiction”
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[20]. In addition, the National Press Foundation has incorporated education around language and stigma into its annual
fellowship program for the past two years.
The language used in reporting or by clinicians will take
time. These ongoing efforts by leading journalism organizations coupled with similar attention from the federal government and from medical societies have laid the groundwork
for significant change.

Conclusion
Language matters, and the words we use to describe people
who use drugs, people with addiction, and people with substance-related issues more broadly have substantial impact.
Negative terminology has been associated with more punitive treatment recommendations by clinicians and more stigmatizing perceptions among the public. In turn, greater
stigma is associated with increased support for punitive public policies. One of the greatest barriers we must surmount to
truly address the ongoing crisis of overdose deaths in this
country is stigma, which keeps people away from the health
care system and at continued risk for death. Changing our
language is a crucial component of reducing stigma and
improving the lives and health of people who are affected.
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Chapter 6
The Stigma of Addiction
in the Medical
Community
Jonathan D. Avery

Introduction
Those in the medical community — and physicians in particular — are often thought to be immune to negative attitudes
toward individuals with conditions such as substance use
disorders (SUDs). However, this has repeatedly been shown
to not be the case. In fact, there is evidence that the attitudes
of clinicians toward individuals diagnosed with SUDs may be
worse than attitudes toward individuals with different medical and mental health diagnoses [3–6, 13, 14, 21]. It appears
that these attitudes may be even worse among more seasoned
clinicians [4, 14, 21].
These attitudes are concerning, as regardless of specialty,
clinicians are frequently called upon to take care of individuals diagnosed with SUDs. After all, in 2015, an estimated 20.8
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million Americans, or 6.5% of the population, met the criteria
for an SUD in the past year, including 15.7 million people
who had an alcohol use disorder and 7.7 million people who
had an illicit drug use disorder [10]. SUDs contribute to
numerous medical and psychiatric illnesses, increase and prolong hospital stays, and cost our health care system millions
of dollars [16]. Overdose deaths, especially from prescription
and illicit opioids, have increased dramatically in the last
20 years; in the United States alone, more than 530,000 people died from drug overdoses between 2001 and 2015 [18]. It
is important, therefore, that clinicians take an active role in
caring for individuals with SUDs.
When clinicians have negative attitudes toward these
patients, quality of care declines substantially. Providers have
been shown to view patients with SUDs as persons of lower
importance than other patients, poorly motivated, manipulative, and even violent [7, 9]. These negative attitudes result in
reductions in empathy, provider involvement, personalization
of patient care, and treatment outcomes [9, 25].
Here I explore the stigma of addiction among those in the
medical community and discuss ways to potentially improve
these negative attitudes.

 linicians’ Attitudes Toward Individuals
C
with Substance Use Disorders
One of the largest studies on clinicians’ attitudes toward individuals with SUDs was a European study that found that many
different clinicians (physicians, psychiatrists, psychologists,
nurses, and social workers) had lower regard for individuals
using substances than for patients diagnosed with depression or
diabetes [14]. These negative attitudes appeared to start early in
training too. Several studies among physicians in training found
that attitudes toward individuals diagnosed with SUDs were
more negative than those toward individuals diagnosed with
other disorders [4, 6, 13, 21]. Figure one illustrates how psychia-
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MCRS Score (higher = more positive)

try residents’ attitudes were worse toward individuals with
SUDs, compared to individuals with other diagnoses.
One might expect that clinicians’ attitudes toward individuals with SUDs at first might be negative because they are
similar to general societal attitudes and that they would
improve over time as clinicians became more skilled in taking
care of these individuals; however, the opposite has been
found. In a survey of medical students and house staff at the
Johns Hopkins Medical School and Hospital, there was a
trend toward more negative attitudes among more senior
house staff than beginning medical students toward individuals diagnosed with alcoholism [13]. A similar study at the
University of Connecticut School of Medicine was even more
striking. Despite medical students and residents feeling that
their training was adequate to care for patients diagnosed
with SUDs, satisfaction achieved in caring for these patients
consistently diminished over years in training, and the belief
that these patients overutilize health care resources increased
[21]. In the study of psychiatry residents referenced above
(see Fig. 6.1), it was also found that attitudes toward patients
with SUDs steadily decline during training [4]. More senior
residents—postgraduate year (PGY) 3 or 4—had worse attitudes toward patients with SUDs than junior residents (PGY
5.50
PGY 1 or 2 (n=79)
PGY 3 or 4 (n=80)

5.00

4.50

4.00

3.50

Depression p = 0.0140

Schizophrenia p = 0.3222

Multiple SUDs p = 0.0023

Diagnosis

Schizophrenia + Multiple
SUDs p<0.0001

Figure 6.1 Changes in psychiatry residents’ attitudes by first for
second half of training [4]

84

J. D. Avery

1 or 2) [4]. It appears that these attitudes may even continue
to worsen after training. The large European multicenter
study mentioned above, for example, found that staff with
fewer than 10 years of experience reported higher regard for
individuals who used drugs when compared to their more
experienced colleagues [14].
It should be noted that not all clinicians, though, have
negative attitudes toward individuals with SUDs. A small but
significant number of health care professionals decide to
take care of individuals with SUDs. Not surprisingly, data
show that these clinicians do not have the same negative
attitudes toward individuals with SUDs as their colleagues
[3, 14]. More work is needed to understand the differences
between health care professionals who choose to work with
individuals with SUDs and those who choose not to work
with them.

 he Impact of Knowledge and Skills
T
on Clinicians’ Attitudes
It is often assumed that a lack of knowledge and skills in
the diagnosis and treatment of SUDs may primarily drive
clinicians’ negative attitudes toward these individuals [24].
There has been a robust effort to improve the education of
clinicians after numerous studies documented how clinicians often miss the diagnosis of an SUD and fail to address
the substance use even if they do identify it as a problem [8,
12, 23]. Numerous training programs now have curricula
that provide addiction training in multiple treatment settings [15, 19, 24].
While these efforts have been important and likely have
improved attitudes toward individuals with SUDs, there is
more work to be done in this area. Even if clinicians are
familiar with specific treatments, that does not mean that
they will prescribe them or recommend them to patients.
They may simply say “go to Alcoholics Anonymous” or
“you need help” and not take an active role in the treatment
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process. The stigma of addiction treatments is especially
concerning and is discussed in Chap. 7.

 urther Understanding Clinicians’ Negative
F
Attitudes
In addition to potentially not feeling well-enough trained to
take care of individuals with SUDs, there are several other
factors that contribute to clinicians’ negative attitudes toward
these patients.
Most clinicians learn that addiction is a brain disease and that
an individuals’ ability to make rational, healthy choices greatly
diminishes when he or she has an SUD. We are learning more
about the neurobiology and neurocircuitry of addiction every
day. It is complex and somewhat different for each substance of
use and for each individual based on his or her genetics and
other factors, including epigenetics and past trauma. At the simplest level, substances increase dopamine in specific areas of the
brain, such as the nucleus accumbens, which results in alterations
in an individual’s reward circuitry [20]. We are learning that
many other neurotransmitters and areas of the brain play a role
and are altered in SUDs as well [20]. Despite this knowledge,
there is still the belief among clinicians that substance misuse is
a moral failing and that individuals should just “shape up” or
“quit already.” This is in line with the attitudes of the public in
general, discussed in other chapters of this book.
Individuals with SUDs often have other stigmatized medical and mental health diagnoses as well, which may further
contribute to clinicians’ negative attitudes toward these individuals. In one study, for example, comparing the attitudes of
addiction psychiatrists to community psychiatrists, it was found
that both groups had more negative attitudes toward individuals with a mental illness and an SUD than toward individuals
with only one diagnosis [3]. The reality is that people with
SUDs typically have at least one cooccurring psychiatric and
medical disorder, while people with a primary psychiatric disorder often have at least one cooccurring SUD [2].
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There are numerous other factors that impact clinicians’
baseline attitudes toward individuals with SUDs. As discussed above, it is often imagined that doctors are different
than other people, but they are just as prone to the impact of
the media, views about race and culture, the legal system, and
other social, structural, and cultural influences. In addition,
many clinicians have personal and family experiences with
the consequences of substance use, which may impact how
they view these individuals.

 he Impact of Clinical Experiences
T
on Attitudes
One of the more difficult aspects of clinicians’ attitudes
toward individuals with SUDs to understand is why attitudes
worsen over time. As discussed above, one might expect that
clinicians’ attitudes toward individuals with SUDs would
improve over time as clinicians become more skilled in taking
care of these individuals; however, the opposite has been
found.
Clinicians often describe repeated negative experiences in
caring for individuals diagnosed with SUDs as a large reason
why attitudes toward these individuals decline over time. The
hypothesized reasons for the negative impact of these clinical
experiences are many. They are outlined in Table 6.1 and discussed below.
Table 6.1 Factors that worsen clinicians’ attitudes toward individuals with substance use disorders
Clinical experiences primarily with individuals with severe
substance use disorders
Lack of exposure to individuals in recovery
Lack of time and resources
Poor role models and mentorship
Perception of substance misuse as a moral failing
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Clinicians’ interactions with individuals with SUDs are
often with individuals who are actively using and require
acute medical or psychiatric attention because of the consequences of their use. Or these are the interactions that clinicians remember more than their interactions with individuals
who are in recovery. After all, if an individual is not actively
using or doesn’t endorse that they are using, substance use
may not come up at all in a routine clinical encounter. As a
result of this, clinicians can falsely assume that individuals
with SUDs rarely improve and aren’t worth their time and
effort.
Further, if the clinician does not view an SUD as a disease
in which there are relapses and also hope for recovery, then
he or she is likely to blame the individual who relapses and
may even conclude that he or she doesn’t have the time or
energy to keep working with the patient. If the diagnosis was
cancer, on the other hand, the clinician may be much more
understanding of relapses and crisis moments, and even if
that clinician was not an expert in cancer treatments, he or
she would likely take the time to help that individual find
treatment without viewing it as a burden.
The negative attitudes of senior, respected clinicians and
mentors toward individuals diagnosed with SUDs may play
an especially large role in the development of these attitudes
in young clinicians [6]. This “hidden curriculum” has been
offered as an explanation for the failed attempts to make
fundamental changes to medical training [1, 6, 17]. This “hidden” training is passed down via small details and interactions, such as the attitudes of supervising physicians [6].
Consider this case example. A well-known male patient
with severe alcohol use disorder had been to the hospital
emergency department 5 times over the course of 2 years for
alcohol intoxication or withdrawal. He eventually agreed to
inpatient substance use treatment, and subsequently transitioned to outpatient care with an 8-month period of sobriety.
He relapsed and appeared back in the emergency room, at
which time an emergency physician remarked: “Oh, that’s just
John. We knew he’d be back again.”
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This comment was made during morning rounds to a
group of senior clinicians, residents, and medical students, and
the patient overheard it. The callous remarks of the emergency room staff did not convey the pride and hopefulness of
his outpatient providers after such a significant period of
sobriety [6]. Furthermore, it conveyed to the other physicians
and the trainees that he was not deserving of the respect normally shown to patients [6]. This disrespect was evident with
the use of John’s first name, the negative remark itself, and
the lack of concern for the fact that the patient was within
earshot [6].

 urrent Strategies to Improve Clinicians’
C
Attitudes
There are currently very few interventions aimed at improving
clinicians’ attitudes toward individuals with SUDs. Certainly,
efforts to improve knowledge about SUDs are taking place,
especially given the current opioid epidemic and the amount
of deaths from opioids, but few efforts are focused on the
negative attitudes of clinicians. During training to become a
doctor or another clinician, it is rare to have dedicated educational time to learn about such attitudes. While seldom
employed in most training programs, there have been several
studies that have looked at brief interventions to improve
attitudes [6]. These interventions range from short educational
conferences to skill-based didactics [6, 11, 22]. While these
interventions may improve attitudes temporarily, the duration
of these improvements is unclear [6, 11, 22].

 otential Future Strategies to Improve
P
Clinicians’ Attitudes
There are many options to improve clinicians’ attitudes, but
the ideal intervention will likely vary according to the clinical
setting and the culture/nature of the clinicians and their
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patients in each setting. Also, as attitudes improve in other
aspects of the culture toward individuals with SUDs (as discussed in other chapters), this will likely impact clinicians’
attitudes as well. Table 6.2 discusses some of the options to
improve attitudes, and these interventions are discussed
below.
To start, clinicians simply need to be made aware of the
often negative and stigmatizing attitudes that can be held
toward individuals with SUDs [6]. Ideally, they would be
given time to reflect on their experiences taking care of these
individuals throughout their professional career [6]. A good
place to start may be in training programs [6]. Didactic time
should be set aside for this purpose early in the training of
clinicians, and the topic should be revisited periodically [6].
Ballon and Skinner provided a good model for this when they
utilized reflection discussion times, reflection journaling, and
mandatory end-of-rotation reflection papers during a 4-week
addiction psychiatry rotation to improve attitudes [7]. If
employed over the course of a training program, these exercises may help stop the deterioration of attitudes that seems
to take place over time [6]. Trainees should also be given
increased exposure to individuals in recovery and their stories of hope.
The importance of the “hidden curriculum” and the role of
senior clinicians could also guide interventions [6].
Interventions should be targeted at even these senior clinicians as they are critical in shaping the attitudes of students
and younger clinicians and the attitudes of institutions [6].
Table 6.2 Strategies
to improve clinicians’
attitudes toward individuals with SUDs

Increase awareness of negative
attitudes
Provide forums to discuss common
attitudes
Continue to increase and improve
addiction treatment options
Intervene at all levels of
professional development
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Training programs could also identify the many clinicians
who do enjoy working with patients with SUDs and put them
in charge of teaching trainees [6]. If trainees see their supervisors treating individuals diagnosed with SUDs skillfully, and
with kindness and respect, they will likely learn to do the
same [6].

Conclusion
Increased attention needs to be paid to the attitudes of clinicians toward individuals diagnosed with SUDs. These attitudes seem to worsen over time, and they adversely affect the
care of many patients [6]. More work needs to be done in
order to better understand the formation of these attitudes
and the types of interventions that may best improve these
attitudes [6]. As a first step, it may be helpful to start basic
educational didactics and reflection exercises on attitudes
toward individuals diagnosed with SUDs and to try to form a
positive “hidden curriculum” in the medical community [6].
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Chapter 7
Stigma and Addiction
Treatment
Linda Richter, Lindsey Vuolo, and Mithra S. Salmassi

Introduction
Substance use disorders (SUDs) are one of the most stigmatized conditions in the United States, making it exceedingly
difficult to adopt solutions rooted in science and human compassion. SUDs are not rare—more than one in six people in
the United States meet the clinical criteria for a SUD, and
another one in three use addictive substances in a way that
threatens their own or others’ health and safety. In fact, the
number of people with SUDs far surpasses the number suffering from heart disease, cancer, or diabetes [19]. There are
numerous government-funded institutes and organizations
tasked with researching, preventing, and treating addiction
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and countless nonprofit and grass roots organizations dedicated to doing the same. Stories of addiction and its effects
regularly appear in the headlines of news media and in popular songs, books, television shows, and movies. Public officials
regularly acknowledge addiction’s enormous social, physical,
and economic toll. Given its broad reach and obvious public
interest, why has it remained so difficult to implement an
effective, health-promoting, and compassionate response to
this disease?
In one word, the answer is stigma.
Stigma is a social phenomenon whereby individuals who
deviate from the accepted norm are perceived by society as
less desirable and are judged or punished accordingly [39].
Stigma operates in a manner that exemplifies the exercise
of power: labeling a group as different, attaching stereotypes to that group, and separating the labeled group by
distinguishing “them” from “us.” This process establishes a
rationale for those with power to devalue, reject, and
exclude those who do not conform to a certain social ideal,
leading to loss of status and discrimination for the stigmatized group [52].
Stigma operates on three levels, each of which influences
the other. Social (or public) stigma occurs when the public
endorses stereotypes about and acts against a stigmatized
group. Institutional (or structural) stigma occurs when rules
and policies intentionally or unintentionally disempower that
socially stigmatized group. Finally, internalized (or self)
stigma occurs when people in the stigmatized group anticipate social rejection, endorse the stereotypes, and perceive
themselves to be of low value in society [26].

 ublic Perceptions of Addiction and its
P
Treatment
Although stigmatized attributes vary across contexts and
time, substance use and addiction consistently have been at
odds with social convention [39], and people with addiction
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historically have been perceived as dangerous and blameworthy [53]. The dangerousness stereotype stems from the illicit
status of drugs and the loss of self-control and inhibition that
results from their intoxicating effects. The blameworthiness
stereotype stems from the belief that individuals have a
choice in their use of drugs [53]. These stereotypes form the
basis for seeing addiction as a marker of personal irresponsibility and for believing that people with addiction are morally
weak [33]. Other research on stigma posits that individuals
whose distress seems to derive from an uncontrollable cause
receive sympathy and assistance while those whose distress
seems to derive from a controllable cause are met with hostility [45]. The latter is reflected in the view, deeply entrenched
in our society, that addiction is a choice, a moral failing, and
an indicator of weakness. These stereotypes around addiction
endure despite a significant body of research attesting to a
very different picture of how addiction develops, why it persists, and how it can best be managed.
Over the past few centuries, two general models have
dominated society’s understanding of addiction: the moral
model and the disease model [50]. The model that predominates at any given time influences how individuals with SUDs
are perceived and treated across the three levels of stigma:
social/public, institutional/structural, and internalized/self.
The moral model frames addiction primarily as a failure of
morality or personal responsibility [68]. This model attaches
blame, creates shame and embarrassment, increases the likelihood of discrimination, and decreases the chances that an
individual with SUDs will seek or receive effective treatment.
It implies that addiction should be addressed in ways that
hold people accountable for their “immoral” behavior, which
usually translates into restricting needed social services or
inflicting some sort of penalty within the criminal justice system (see Fig. 7.1).
The disease model of addiction, in contrast, emphasizes
the role of biology in the development and persistence of
addiction, drawing on advances in genetic and neuroscience
research [51]. Although this approach tends to be less judg-
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mental of people with SUDs, it runs the risk of being reductionistic and of discounting personal responsibility when it
comes to substance-related decisions and behaviors. It also
can engender feelings of hopelessness regarding the chances
of achieving a sustained recovery through treatment.
In contrast to these two models, the biopsychosocial model
(see Fig. 7.1) recognizes addiction as a disease, but one that
originates from and exists within a larger ecological context
in which many interrelated determinants influence substance
use initiation and its progression to addiction [77]. This model
is the one most deeply steeped in the research evidence and
most widely accepted by researchers and public health
experts today. Unfortunately, despite its strong empirical support, it is not widely accepted by the public, which largely
continues to adhere to the moral model of addiction.
The longstanding stigma associated with addiction pervades not only public attitudes but also the government and
health care and justice systems’ responses to it.
In addition to the stigma around addiction itself, there also
are many misconceptions deeply held by the public, policy
makers, health professionals, and criminal justice professionals about its treatment. These are exemplified by prevailing
views such as the following: (1) addiction treatment does not
fall within the purview of the medical system, (2) an adequate
qualification to treat addiction is to have experienced addicMoral Model
Addiction is a
moral failing

Hold people
accountable for
immoral
behavior

Criminal
Justice
System

Prevent, treat,
relapse supports

Health Care
System

Biopsychosocial Model
Addiction is a
disease influenced
by multiple
interrelated
determinants

Figure 7.1 Model of Addiction Dictates the Approach to Addiction
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tion oneself, (3) complete abstinence is the primary goal of
treatment, (4) addiction treatment medications should be
avoided because they merely “substitute one addiction for
another,” (5) if medication to treat addiction is used, the
patient should be weaned off it as quickly as possible, and (6)
a person needs to “hit rock bottom” for treatment to be successful. Each of these assumptions is patently contradicted by
the research evidence, and each reinforces the stigma around
the disease.
There also is widespread misunderstanding of what exactly
constitutes addiction treatment. For example, detoxification
alone is not treatment; rather it is, in some instances, a necessary precursor to treatment. A 28-day stay in a rehabilitation
facility is not the optimal treatment model; rather, most cases
of addiction can best be treated on an outpatient basis, and
most require more than 28 days of treatment to be effective.
Finally, the 12-step, mutual support model (e.g., Alcoholics
Anonymous, Narcotics Anonymous) is not, on its own, an
evidence-based treatment for addiction; rather it is, for many
people, a helpful supplement to treatment and relapse reduction efforts.
Despite these misunderstandings, there is hope. Recent
history shows us that when a health condition is thought to
derive from bad behavior, a character flaw, or a moral deficit,
it produces a markedly different public response than when it
is thought to derive from a genetic predisposition, a neurological disorder, or a biological impairment. There also is
evidence that when a condition is seen as treatable, the
stigma surrounding it tends to decrease. Take, for example,
our country’s shifting perceptions of depression. Until it was
understood that many cases of depression could be attributed,
at least in part, to neurochemistry rather than a character
flaw and until antidepressant medications gained widespread
acceptance, depression was highly stigmatized. Once it was
shown to be amenable to treatment by medical professionals,
the stigma surrounding it declined [12]. This is also exemplified in how the public response to HIV/AIDS—one of the
mostly highly stigmatized conditions in recent history—has
evolved toward a more tolerant and health-based approach
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as evidence accumulated regarding its cause, nature, progression, and responsiveness to medication. Policy changes were
made, and payment programs were expanded to increase
access to these medications, ultimately resulting in a steep
drop in AIDS-related morbidity and mortality [99].
When it comes to addiction, however, 37 percent of adults
in the United States still believe that people with opioid use
disorder, for example, have a personal weakness rather than
an illness, and the majority either think that there is no effective long-term treatment for it (30 percent) or do not know
whether such a treatment exists (35 percent) [69]. Because of
the lingering view that addiction results from personal weakness, stigma associated with addiction and its treatment is
difficult to eradicate. Nevertheless, as new treatments for
addiction emerge and as its care increasingly becomes integrated into mainstream medical practice, we can expect a
decline in the stigma surrounding addiction, people with
SUDs, and treatment for SUDs.

Self-Perceptions of Individuals with Addiction
The widespread misunderstanding about the disease of
addiction and its treatment contributes not only to public
disapproval and to institutional discrimination against those
with addiction but also to how individuals with SUDs perceive themselves. Self-stigma is reflected in the language they
use (e.g., referring to themselves as “addicts”), in their sense
of failure when they experience relapse, and in some of the
basic tenets of the addiction recovery community.
The language used in reference to substance misuse and
addiction is fraught with stigma and has been adopted by
many who themselves have the disease. Stigmatizing language
commonly is used in both popular and clinical parlance in
reference to unhealthy substance use—substance or drug
“abuse”—and in reference to those who engage in that behavior—“addict” or “drug abuser.” Terms such as “abuse” are
powerful and villainize those who use addictive substances,
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casting them as aggressive or immoral and connoting a deliberate and malevolent action. Likewise, terms such as “getting
clean” or having a “dirty” toxicology screen impute derogatory value judgments on normal clinical manifestations of the
disease of addiction but nevertheless commonly are used by
those who have the disease [72].
The shame and self-recrimination that are so prevalent
among those with addiction have very real consequences:
they reduce the chances that someone will seek and receive
needed support and treatment, jeopardize recovery efforts,
and increase the risk of relapse [21]. A national survey found
that 29 percent of adults in the US believe that the main reason people with addiction do not get the help they need is a
fear of social embarrassment or shame [19]. The fear of disapproval can derive from an individual’s own sense of shame, or
it can derive from a realistic fear of abandonment by friends
or family because of the substance use or the decision to pursue treatment [70, 76]. More than half of those who do manage to begin treatment do not complete their program [81].
Reasons for dropout vary, but it is clear that stigma plays a
large role in driving high attrition rates [16].
Self-stigma also occurs on a structural level within the
addiction recovery community. A primary intervention recommended for people with SUDs is the 12-step, mutual support model. Three key characteristics of that model are as
follows: (1) care is essentially delivered by peers who have
addiction and are themselves in recovery; (2) the desired outcome is complete abstinence, and any substance use, even in
the form of addiction medication, generally is frowned upon;
and (3) the goal of anonymity is paramount. Although mutual
support programs undoubtedly help countless people with
addiction, these features run counter to a science-based
understanding of the disease of addiction and perpetuate the
stigma associated with it.
First, best practice for addiction care calls for treatment to
be delivered by a qualified health care professional, not a
peer (although peer support is extremely valuable to ensure
a sustained recovery). The mutual support model does not

100

L. Richter et al.

embody the goal of treating addiction within the mainstream
medical system where all other diseases are treated. This
separation of treatment is one of the main driving forces
behind the stigmatization of addiction, which has been perpetuated by a system that does not rely on medical facilities
or professionals to deliver care for it. Second, holding abstinence up as a primary goal of treatment is an obstacle to one
of the most effective forms of treatment for opioid use disorder and, in some cases, alcohol use disorder: addiction treatment medications. These medications save countless lives and
give many more a second chance at a productive and rewarding life. Yet stigma has contributed to a misperception that
medications to treat addiction are a poor way to manage
one’s disease, a misperception that does not extend to other
medication use, such as insulin for those with diabetes, betablockers for those with heart disease, or inhalers for those
with asthma. This perspective is held not only by people
within the recovery community but also by many treatment
providers [71]. Finally, a cornerstone of most mutual support
programs is the preservation of participants’ anonymity.
Clearly, revealing a person’s medical condition without consent is unethical within the context of any disease. However,
prohibiting public scrutiny and valuing anonymity above all
sends a clear message that needing to be in a mutual support
program is embarrassing or shameful. In reality, the more
people are made aware of individuals in their lives who have
SUDs, the better the odds of defeating the stigma that so
strongly clings to this disease [49].

 ow Did We Get Here? The History
H
of Stigma Around Addiction and Its
Treatment
The current state of the addiction treatment system is the
result of a long and ongoing history of stigmatizing people
with addiction, as well as the medical professionals who treat
them.
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Perceptions of drug use have fluctuated from periods of
tolerance to antidrug zealousness [28]. From the mid-nineteenth century through the early twentieth century, there
was widespread acceptance of the use of addictive substances, including opium, to treat common ailments [61].
Pure morphine injections became one of the most frequently
utilized pain relievers; its fast-acting relief made it seem like
a “wonder drug.” While some doctors certainly were aware
of the potentially addictive properties of these medications,
their medicinal properties were believed to outweigh their
risks [62]. Prescribers were almost entirely unregulated during this time, and medications were not required to reveal
their opioid content, leading to reckless distribution and
misuse [62]. Easy accessibility, combined with an influx of
Civil War veterans suffering from injuries and trauma, fueled
drug consumption during the latter half of the nineteenth
century [28, 29].
Most pertinently, people suffering from opioid addiction
often were prescribed opioids to ease their withdrawal symptoms, a practice referred to as “maintenance”—a predecessor
to the more recent use of medications like methadone to treat
addiction [29, 62].
In a series of events reminiscent of the current opioid
epidemic, concerns about the use of opioids to treat medical
disorders—and, in particular, SUDs—began to take hold by
the late 1800s as addiction rates climbed at an alarming rate
[27, 62]. The risk of addiction began to be seen as outweighing the medical benefits of opioid medications [62]. Naturally,
this led to reduced faith in the prescribing physicians. When
it became clear that a significant addiction problem existed,
the public swiftly turned against medical professionals for
their reckless prescribing habits. The medical community
generally suffered from an astoundingly poor reputation
during this time; many doctors themselves had addiction
and freely prescribed drugs in the absence of training or
practice standards [61]. As a result, addiction treatment
began its century-long shift away from the field of
medicine.
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Negative attitudes toward physicians and their patients
with addiction contributed to the passage of the Harrison
Narcotics Tax Act of 1914. The Act, which regulated and
taxed the production, importation, and distribution of opioids and coca products, made it nearly impossible to prescribe opioid medications to patients with addiction [96].
Initially, the Supreme Court treated the Harrison Act with
some trepidation as it was wary of the power that the government was attempting to exert over the field of medicine. However, the Court eventually ruled that while
physicians could prescribe narcotics to patients for medical
treatment, they could not do so for the treatment of addiction since the latter did not constitute a legitimate medical
practice [92, 95]. This effectively prohibited the provision
of opioid-based medication to treat individuals with addiction [62, 98].
The stringent regulation of opioid-based treatments for
addiction propelled the separation of addiction treatment
from the mainstream health care system, the trend for
medical professionals to distance themselves from caring
for people with SUDs, and the shift toward punitive measures to address addiction and its consequences. With the
medical community effectively removed from addiction
treatment, the Federal Bureau of Narcotics was created in
1930 to handle drug-related issues. People who violated the
country’s strict narcotic laws were imprisoned, leading to
overcrowded jails and high relapse rates [62]. Around this
time, “narcotic farms” were established via the 1929
Narcotic Farms Act in place of medical clinics to address
addiction. They were based on a withdrawal model, essentially a precursor to today’s abstinence-based rehabilitation facilities. Any substances used to ease a patient’s
withdrawal symptoms were given only on a temporary
basis. The farms essentially functioned as barely more than
overflow rooms for overcrowded prisons and were largely
ineffective, since the vast majority of the participants
relapsed post-departure [98].
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Stigma’s Effect on Addiction Treatment Today
The stigma against doctors and patients with addiction established during the early twentieth century is evident in our
current approach to addiction and its treatment. Tragically,
this has resulted in the well-documented statistic that only
about one in ten individuals in need of addiction treatment
receive it, and even fewer receive evidence-based care [83].

Preference for Punitive Approaches
Coupled with the illicit status of drugs, stigma around addiction has contributed to the public and institutional view that
the most appropriate means of addressing addiction is
through punitive measures rather than through medical interventions. This perspective endures despite evidence that
punitive approaches are ineffective and that the criminal
justice system is ill-equipped to provide addiction treatment.
Policy makers have embraced our nation’s aggressive “war on
drugs” for more than 50 years, with funding for punitive
approaches outpacing efforts to expand treatment [33, 54].
Aside from failing to help those with SUDs and their families,
punitive efforts have proven ineffective in reducing drug availability and demand. People with SUDs continue to flood jails
and prisons, but the prison system is incapable of accommodating their needs. As of 2015, half of the individuals incarcerated in
federal prisons had drug-related offenses [18]. Based on a recent
analysis of more than one million arrests for drug law violations
in the United States in 2016, most arrests (85 percent) were for
possession of a controlled s ubstance; only 15 percent of arrests
were for the sale or manufacture of a drug [32].
Drug use and addiction are associated with an increased
risk of recidivism [34], and the criminal justice costs associated
with drug use and addiction account for a very large portion
of total government spending ([88]). Although the justice system is constitutionally mandated to provide inmates with
“adequate” medical care [35], only 11 percent of incarcerated
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individuals with addiction receive treatment and very few of
those receive evidence-based care [89]. The criminal justice
system has largely shunned the adoption of evidence-based
treatment, including medications to treat addiction. As of
August 2018, only Rhode Island offers all three forms of opioid addiction medication to those who are incarcerated; 28
states do not offer any medication to prisoners with opioid use
disorders [55]. Failing to provide evidence-based treatment in
prison is unethical, contradicts medical guidelines, reduces the
chances that an individual will seek treatment postrelease, and
increases the odds of postrelease relapse and overdose [37].
The criminalization of addiction only exacerbates its
stigma. When individuals with SUDs are incarcerated rather
than treated, the perception of addiction as a crime as
opposed to a disease is reinforced and public support for
improved treatment opportunities is eroded. The failure of
the criminal justice system to connect individuals with SUDs
to effective treatment is a tremendous missed opportunity.
In recent years, the criminal justice system has attempted
to rectify this situation by implementing diversion or “alternative to incarceration” programs, which provide opportunities for individuals in the criminal justice system who have
substance use disorders to engage in treatment. These programs have demonstrated promise in reducing recidivism and
saving costs [56]. However, they do not always provide effective or evidence-based care. Participants may be jailed for
failed drug tests and relapses, outcomes that could have been
averted with proper treatment. Historically, drug courts have
been reluctant to allow the use of medications for addiction
treatment, although they now are required to do so as a condition for federal funding [17].

Poor Access to Quality Addiction Treatment
Stigma against addiction in the health care system is rooted
in a historical belief that addiction is not worthy of the attention of medical professionals. This has had a profound impact
on creating generations of providers who are unable to identify, treat, or manage a preventable and treatable disease that
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is prevalent in their patient population. It also affects the
quality of care that patients with addiction do receive since a
shadow treatment system has filled the void left by the health
care system. This system is not subject to the same rigorous
standards as the health care system, does not adhere to evidence-based practices, offers substandard care to patients
with a serious medical condition, and increases the risk of
avoidable relapse, morbidity, and mortality.
The separation of addiction care from mainstream medicine is evident in the minimal education and training that
health care providers receive in relation to addiction. Medical
schools and other health professional training programs
barely address addiction [19]. As a result, many health care
providers do not feel confident in their abilities to treat a
patient with a SUD [59] and tend to share many of the same
stereotypes and misconceptions about such individuals as
those held by the general public [53]. These biases significantly affect the type and quality of care that a patient with
addiction receives [58, 67]. As the opioid epidemic has worsened in recent years, professional health care education and
training programs have begun to incorporate some addiction
training into their curricula [22, 23, 57].
Physicians comprise a small proportion of the addiction
treatment workforce. There are few physician role models
within the addiction field to mentor and inspire younger physicians [59], and their preparation in medical school and residency training to treat patients with SUD and complex
cooccurring conditions is severely limited. Treatment must be
comprehensive, and the medications used to treat addiction
require close monitoring and follow-up. Addiction treatment
providers tend to be paid less than other types of health care
providers. The siloed nature of the treatment system means
that doctors do not have access to necessary outpatient services such as counseling and support systems to help patients
navigate their treatment and recovery [93]. For all these reasons, many doctors consider treating patients with SUDs a
disheartening, costly, and futile practice [53].
Given the longstanding absence of an adequate workforce
of health care providers to treat people with SUDs, others
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have filled the gap. These providers, while typically very well
intentioned, are largely unqualified to provide the level of
evidence-based clinical treatment needed by most people
with a complex disorder like addiction. Those delivering care
to people with addiction often are armed primarily with their
own lived experience with addiction rather than advanced
professional training. Addiction counselors, who comprise the
vast majority of the workforce, typically are not required to
have an advanced degree, and some states require only a high
school degree and practical training [19]. One would be hardpressed to think of another disease—especially one that
overlaps with as many mental and physical health conditions—where the primary qualification for treating it is having experienced the disease itself rather than having medical
training. Although there is little doubt that individuals in
recovery from addiction are essential for providing treatment
supports, clinical treatment involving the provision of medications and psychotherapy is best delivered by trained health
care professionals.
States are in charge of licensing and certification requirements for addiction treatment providers and facilities, but the
degree of oversight is meager. The requirements typically are
set by state agencies that are charged with overseeing addiction services rather than the agencies responsible for regulating health care facilities [19]. Private organizations comprise
the majority of treatment facilities in the United States, and a
lack of regulation allows many to operate on a profit motive
rather than in the best interests of patients with SUDs [98].
As our understanding of addiction has evolved, the treatment
system has not kept pace, and many of the current approaches
do not reflect the scientific evidence regarding what works
best to treat this disease. The lack of medical professionals,
practice standards, and oversight in the addiction treatment
system not only highlights the continued stigma around
addiction and the wide scale misunderstanding of the disease
but also makes it exceedingly difficult for patients and their
families to find quality, effective, lifesaving care.
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Medications for Addiction Treatment
Although there are many ways in which the current
addiction treatment system does not adequately meet
patients’ needs, perhaps the most glaring example of
how stigma creates a barrier to effective, evidencebased care is the extreme underutilization of medications to treat opioid addiction. Medications are
commonly used to treat other chronic diseases, including HIV/AIDS, heart disease, and diabetes. When medications were developed to alleviate suffering and extend
the lives of patients with these diseases, they were heralded as wonder drugs. But medications for addiction,
particularly opioid addiction, are viewed very
differently.
The use of U.S. Food and Drug Administration
(FDA)-approved medications in combination with psychosocial therapy is commonly referred to as medication-assisted treatment (MAT), but even the term
“assisted” in this context is stigmatizing as it suggests,
contrary to evidence, that these medications on their
own are inadequate for alleviating addiction symptoms
[36]. There are FDA-approved medications to treat
nicotine, alcohol, and opioid use disorders. The medications help control cravings and withdrawal symptoms
and allow individuals with addiction to avoid substance
use and improve life functioning. FDA-approved medications to treat opioid addiction include methadone,
buprenorphine, and naltrexone. Methadone and
buprenorphine are opioids but, when taken as prescribed, do not produce the same euphoric rush characteristic of misused opioids. Naltrexone, which is not an
opioid, blocks the effects of opioids, helping to prevent
opioid misuse and overdose.
The stigma against medications for opioid addiction
treatment is rooted in a general misunderstanding that
these medications cannot treat addiction because, being
opioids themselves, they merely “replace” or “substi-
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tute” one addiction for another [75]. Underlying this
belief is a conflation of physical dependence and addiction. Physical dependence occurs when the brain adapts
to a drug’s effects and develops tolerance so that more
of the drug is required to achieve the initial positive
effect, and continued use may be required to prevent
painful and uncomfortable withdrawal. In contrast,
addiction is characterized by the compulsion to use substances despite negative consequences, including loss of
employment, damage to personal relationships, and
even overdose. Many types of medication produce
physical dependence without the psychological characteristics of addiction. Medications for treating opioid
addiction have proven successful in reducing withdrawal symptoms and cravings and decreasing the risk
of overdose, disease transmission, and substance-related
crime [24, 80]. The fact that patients are able to regain
normal functioning in their lives while on these medications is evidence that their addiction is being effectively
managed.
The stigma around these medications is so strong
that public opinion has been slow to change despite the
growing body of evidence demonstrating their effectiveness. A 2018 poll found that only 33 percent of
respondents would consider a friend to have been effectively treated for opioid addiction if the person no longer misused opioids but did use a medication on a
long-term basis to control cravings [69]. Even addiction
treatment providers view abstinence-based interventions as more appropriate than pharmaceutical treatments [19]. Less than half of addiction treatment
facilities provide medications such as buprenorphine to
treat opioid addiction [74]. Because of the stigma
around these medications, patients often are unwilling
to admit that they take them and face pressure from
family members to discontinue their use.
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Stigma is also reflected in the requirements around
how these medications are delivered. While the addiction treatment system is largely unregulated, medications for opioid addiction treatment are subject to a
legal and regulatory regime that is wholly unique to
these medications and not applicable to any other type
of medical treatment. Methadone is the oldest medication for opioid addiction, and despite decades of demonstrated success in alleviating cravings and reducing
relapse, it has long been treated with apprehension by
the public and policy makers because of the incorrect
belief that it perpetuates addiction [31, 98]. As a result,
federal law requires that methadone for opioid addiction be prescribed and dispensed in separate, speciallylicensed facilities known as opioid treatment programs
(OTPs) (unless a patient has been hospitalized for
another medical condition), and regulations dictate
patient eligibility requirements, initial dosing, counseling requirements, and criteria for take-home medication [3]. States are permitted to impose additional
regulations on methadone. The medication is only covered by Medicaid in about one in three states in the
United States [43].
Most patients must travel to an OTP daily to receive
a supervised dose of the medication. There is a deep
shame associated with attending an OTP [94]. Patients
in treatment are routinely drug tested and monitored
for illicit substance use, making them feel as though
they are under surveillance and cannot be trusted with
their own medications [67]. OTPs are highly stigmatized, as is reflected in the “not in my backyard” phenomenon, where local residents typically resist having
them in their neighborhoods based largely on an
unfounded fear of criminal behavior among persons
with opioid addiction [14, 38], which further limits
patients’ access to methadone treatment.
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Unlike methadone, buprenorphine can be prescribed
in an office-based setting for at-home use. Buprenorphine
was intended to free patients from the restrictions and
stigma s urrounding OTPs and increase access to treatment by allowing patients to receive care more quickly
and easily from their primary care or other office-based
provider. Nevertheless, buprenorphine is also subject to
unique regulatory restrictions that only allow doctors to
prescribe the medication under a limited set of conditions [46]. The Drug Addiction Treatment Act (DATA)
allows qualified providers to prescribe buprenorphine
to a limited number of patients under a “waiver” from
the U.S. Drug Enforcement Administration. The number of patients who can be prescribed buprenorphine at
a time depends on the prescriber’s qualifications and
prescribing experience [84]. The maximum number of
patients that a single provider can treat is 275, but most
providers are permitted to treat only 30 or 100 patients
at a time (21 U.S.C § 823; 42 C.F.R. Part 8, Subpart F)
[1, 2]. In practice, fewer than five percent of physicians
have received the DATA waiver, and of those who have,
only about half have ever even prescribed buprenorphine and most prescribe well below the allowed limits
[47]. Sixty percent of rural counties and one in four
urban counties in the U.S. have no physicians with the
DATA waiver [9]. Initially, only physicians were allowed
to prescribe buprenorphine, but in recent years, in light
of the opioid epidemic, other health professionals have
been granted prescribing authority.
Concerns about misuse and diversion serve as the
justification for these tight regulations. However, these
risks are not unique to or particularly elevated for
addiction treatment medications. Methadone and
buprenorphine, like any opioid, do have the potential
for misuse and diversion, but they rarely are the primary drugs of choice for illicit opioid use. Notably, when
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they are diverted or responsible for overdoses, they
generally are one of several drugs taken, or they are
misused to control opioid cravings and withdrawal
symptoms that have not been adequately managed
clinically [64]. Indeed, many participants in one study
reported self-treating because of the lack of availability
and “hassle” of OTPs. None of the individuals surveyed
had ever used buprenorphine in an attempt to get high
[60]. It also is important to note that the same restrictions do not apply to the prescribing of other opioid
medications where there are legitimate concerns about
misuse and diversion, such as oxycodone and other opioid pain relievers. Even when methadone is prescribed
for the treatment of pain, it is not subject to supervised
dosing in an OTP but is dispensed in a pharmacy upon
presentation of a prescription. The only difference
between these medications and other medications with
risks for misuse and diversion is that methadone and
buprenorphine are prescribed to patients known to
have a SUD. Restrictions, therefore, are based not on
the type of medication being prescribed but rather on
the type of patient receiving it.
The many restrictions on medications to treat opioid
addiction make these medications highly inaccessible to
the growing population of people who desperately need
effective treatment. The result is that more than one
million patients with opioid addiction are unable to
access evidence-based care [47]. In light of the current
opioid epidemic, it is difficult to argue that the societal
risks associated with these medications still outweigh
the societal benefits. Stigma and a persistent misunderstanding of these medications and the disease of addiction sustain the current regulatory structure intended to
limit access to effective medication treatments because
of distrust of the patients who need them and of their
doctors.
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Room for Improvement
Stigma and misunderstanding of addiction are evident in
many of the ways we currently address the disease. First, the
addiction treatment system, in its current form, is not
designed to treat addiction as a chronic disease. While the
high rates of relapse for addiction are comparable to other
chronic diseases, inadequate or ineffective treatment interventions may be a contributing factor to many instances of
relapse [58]. The usual approach to addiction treatment
involves brief, episodic interventions rather than long-term
disease management, which is indisputably needed to treat
chronic health conditions effectively.
Second, the addiction treatment system largely does not
take into account that addiction affects parts of the brain
associated with motivation, decision-making, judgment, risk/
reward assessment, and impulse control. Lapses in these cognitive abilities are symptoms of the disease itself rather than
signs of a moral failing or that an individual with addiction is
not interested in treatment or recovery. Still, because of
these cognitive and emotional effects, the motivation and
energy to seek treatment can be fleeting and unpredictable.
Therefore, a “no wrong door approach” is needed to ensure
that patients can be engaged in appropriate treatment
regardless of the setting or time in which they demonstrate a
willingness to pursue and receive care. In the current system,
in contrast, patients and their families must find treatment
on their own, make countless phone calls, spend months on
a waiting list, tolerate the ubiquitous stigma, and, if they do
enter treatment, endure the constant threat of involuntary
discharge if there is a relapse episode. Likewise, if a person
experiences a drug overdose, he or she increasingly will be
revived with an overdose reversal drug like naloxone, but it
is unlikely that he or she will be connected to treatment
despite the obvious indications that the person has a potentially fatal disease. A lack of motivation to get treatment is
often cited as an excuse simply to discharge the patient once
he or she is stabilized postoverdose, even though the evi-
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dence of extreme impairment from the disease could not be
starker than in the event of an overdose. None of these practices aligns with how we treat any other chronic, impairing,
life-threatening disease.
Third, the addiction treatment system does not adequately
address the high rate of cooccurrence of mental health and
SUDs. Although best practices call for integrated, simultaneous treatment of cooccurring conditions, the separation of the
health care and addiction treatment systems means that they
typically are not treated together [66]. A 2016 survey revealed
that only half of existing treatment facilities had a special
program for patients with cooccurring conditions [82]. Failing
to treat a cooccurring mental health disorder increases the
risk of relapse and reduces the likelihood of a successful and
sustained recovery.
Finally, the addiction treatment system largely takes a
“one-size-fits-all” approach, in which the care that a patient
receives is largely determined by whatever type of intervention is most readily available. Yet treatment is most effective
when it is tailored to the individual needs and characteristics
of the patient.

Stigma and Addiction Treatment for Women
Special consideration must be given to the stigma that
women face when seeking addiction treatment. Women
face gender-specific obstacles that compound the
already existing barriers to accessing and attaining
addiction treatment [41, 78]. Women often are cast into
specific roles that carry restrictive social and cultural
expectations, which makes it more difficult for them to
acknowledge their addiction and seek help [15, 41, 42].
The punitive approach to addiction is especially pronounced for pregnant or parenting women with SUDs;
they are derided as unfit mothers and can face imprisonment on charges of child abuse or neglect and risk
losing custody of their children if they admit to using
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addictive substances [44, 85]. The stigma surrounding
pregnant women with SUDs is especially damaging
because it can dissuade them from seeking prenatal
care and addiction treatment during a time when
women are typically highly motivated to receive help
because of concerns about their baby’s health [73].
Even women who do seek treatment may not get the
most effective care if they are pregnant. The general
stigma surrounding the use of medications to treat opioid use disorder is compounded for pregnant women.
Most do not receive these medications despite evidence
that they are safe and effective and despite the risks to
the fetus of long-term exposure to addictive drugs or to
the stress associated with unmanaged detoxification
and withdrawal [48, 86]. Practical considerations that
typically affect women more than men, such as lack of
childcare services, are additional obstacles for women
who might require long-term treatment [15]. And
although the causes, manifestations, course, and consequences of addiction in women differ in many respects
from men (e.g., prevalence of cooccurring disorders,
history of trauma), most treatment programs do not
adequately take into account these gender differences
[40, 87].

Lack of Coverage and Funding
In the United States, addiction treatment historically has not
been covered by health insurance. While insurers are now
expected and, in many cases, legally obligated to cover addiction treatment, vestiges of discriminatory insurance practices
persist, making it difficult for patients to receive affordable
care. Lack of insurance coverage and high cost frequently are
cited as key obstacles to care [79].
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Relative to other health care services, addiction treatment
is excluded more frequently, covered less adequately, and
subjected to more restrictive limits and requirements by
insurers. Patients face greater difficulty accessing in-network
addiction treatment than other types of medical treatment,
leading to higher out-of-pocket costs [20]. Further, insurance
determinations often dictate the type and duration of treatment a patient receives, which may not align with best practices for treating addiction [7, 8, 10, 90]. Common insurance
practices, such as requiring prior authorization and “fail-first”
policies, can be very detrimental to patients with SUDs
because they delay access to care, increasing the risks of
relapse and overdose [90].
Stigma is evident not only in the way insurers cover or
fail to cover addiction treatment but also in how requirements to improve insurance coverage have not been prioritized or enforced. The Mental Health Parity and Addiction
Equity Act of 2008 [6] requires coverage for mental health
and SUD benefits to be equal to the coverage of other
medical conditions. The Patient Protection and Affordable
Care Act (ACA) of 2010 required covered plans to offer
SUD benefits as an Essential Health Benefit [4, 5]. Together,
the parity law and the ACA provide the strongest protections available for patients seeking treatment paid for by
their insurance.
While both laws hold great promise, they are not realizing
their full potential. Although the ACA’s reforms have helped
to increase access to mental health treatment, there does not
appear to have been a comparable increase in the rate of
addiction treatment [30]. The current parity enforcement
framework, which relies primarily on traditional regulatory
tools and consumer complaints, is insufficient [97]. Stigma is
at the root of this lack of enforcement. Patients are often
unaware of their rights under the laws, lack the expectation
that insurers should cover addiction treatment, and are reluctant to assert their rights in a time of personal crisis. Federal
and state governments have not prioritized enforcement of
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insurance protections despite recognizing that increasing
access to treatment is an important priority in the midst of an
unrelenting opioid epidemic.
Federal, state, and local governments have long borne the
cost associated with addiction treatment [88, 91]. However,
spending on addiction treatment only accounts for a small
fraction of the exorbitant costs associated with addiction
[88]. Despite the fact that the opioid epidemic has received
significant attention from Congress, recent increases in
funding have failed to invest adequately in treatment.
Federal funding for addiction treatment is not centralized
and, therefore, is largely short term and grants based. In
2016, the 21st Century Cures Act provided only $1 billion
over two years, and in 2018, Congress allocated $6 billion for
fiscal years 2018 and 2019 in its omnibus spending bill [25].
While the increased funding and attention from the federal
government are encouraging, these are inadequate and
short-term solutions for a large-scale and systemic problem—the commitment of funding for only two years is insufficient to implement programs with the potential to catalyze
real change.

 ow to Reduce the Impact of Stigma
H
on Addiction Treatment
Because of addiction’s effects on countless health and social
conditions, its reach is broad and wide. Despite its widespread
prevalence, addiction and its treatment are stigmatized in a
manner unmatched by most other diseases, regardless of their
magnitude. It is nearly impossible to imagine a condition
other than addiction that has as much scientific proof of a
physiological and health basis, and as strong evidence of
effective clinical treatments, that continues to be addressed
outside the scope of mainstream medical practice. The only
real hope for reining in its damage is to prevent its occurrence
whenever possible and offer effective and lasting treatment
to those for whom it was not successfully prevented.
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Unfortunately, our nation has not chosen to take this sensible approach. Instead, we offer blame, shame, and humiliation to those who have the disease; discriminate against them
so that they are deprived of the social, emotional, and economic capital and support needed to seek care and achieve a
sustained recovery. The farms essentially functioned as barely
more than overflow rooms for overcrowded prisons and were
largely ineffective, since the vast majority of the participants
relapsed post-departure [99] (see Fig. 7.2).
If its pervasiveness, reams of scientific evidence, and welldocumented adverse effects are not enough to catalyze an
effective repudiation of the stigma associated with the disease of addiction, then what can be done? The only logical
response is to remove the stigma itself. Doing so would
require a widespread public education campaign aimed at
undoing centuries of misunderstanding and bias against individuals whose use of addictive substances has led to pain and
suffering. While necessary, this is a costly and time-consuming
endeavor, and our current addiction crisis cannot wait until
the hearts and minds of millions of people are redirected
from bias and disparagement toward science and compassion.
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Figure 7.2 Stigma Feedback Loop
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In the absence of (or preferably alongside) efforts to eradicate stigma, those with the power to ensure that individuals
with addiction receive the treatment they need must be convinced, incentivized, or, if necessary, compelled to do so. It is
important to make a clean break with the past, base policy
and practice on current science, and stop allowing stigma to
dictate our approach to addiction treatment.

Treat Addiction Within the Health Care System
To ensure that people with addiction receive the treatment
they need, health care professionals must be trained and
remunerated to treat it as they do any other complex disease
and should no longer be allowed to dismiss addiction care as
being outside of their profession’s purview.
This change will not happen overnight. Many seasoned
medical professionals who have not been involved in addiction treatment will likely have entrenched views about addiction and their responsibility to treat it. The greatest shift in
care will most likely occur once emerging and future health
professionals receive the proper education and training to
address addiction as the treatable disease that it is. This
change will require a commitment on the part of medical
training institutions to better integrate addiction care into
their curricula, enforceable standards by policy makers, financial incentives from payers, and a paradigm shift in best practices for treatment delivery and in standards of evidence-based
care. One thing that perpetuates stigma and the sense of
failure around those with addiction is that, when treated
improperly as it frequently is, addiction can seem intractable.
However, once health care providers routinely render evidence-based services for addiction, there will be higher rates
of recovery, lower rates of relapse, and a reduction in the
prevailing sense of hopelessness summed up by the popular
stigmatizing phrase “once an addict, always an addict.”
For too long, our nation has allowed just about anyone to
render ill-defined addiction care services, often to the detri-
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ment of people struggling with a very real and life-threatening disease. To truly transform how addiction is addressed in
the United States and eradicate the effects of stigma on treatment delivery and quality, professional health care training
programs must provide comprehensive and ongoing training
about addiction prevention and treatment, just as they train
health professionals to prevent and treat other complex
chronic diseases that affect a significant proportion of the
patient population. Policy makers should provide additional
resources and incentives as needed to increase substantially
the training and availability of addiction medicine specialists
to meet the need nationwide. Non-health care professionals,
such as educators, law enforcement, and criminal justice personnel, who interact regularly with people at risk for or who
have addiction should also be educated about substance use
and addiction and trained to respond to it effectively [19].
Policy makers and professional associations must exercise
their leverage to ensure that addiction treatment programs
and providers are offering evidence-based clinical care.
Professional conduct should be monitored and regulated, as
it is in relation to the treatment of any other health condition.
Standards of care should be developed and adhered to, and
there must be consequences for failure to comply with these
standards. Health care accrediting organizations should stipulate requirements for all facilities and programs providing
addiction treatment with regard to professional staffing,
intervention and treatment services, quality assurance, and
outcome monitoring. All addiction treatment facilities and
programs should be subject to the same mandatory licensing
processes as other health care facilities and should be
required to have a certified addiction physician specialist on
staff to serve as medical director, oversee patient care, and be
responsible for treatment services. Providers should be
required to collect and report comprehensive quality assessment data, including process and outcome measurements,
related to all aspects of addiction care.
The way that the government regulates addiction treatment bears little resemblance to its regulation of other forms
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of health care practice. Despite its lax oversight of treatment
providers and programs in general, its stringent restrictions
on the delivery of FDA-approved medications for opioid use
disorder have no parallel in mainstream medical practice. The
fact that any person with a medical license can prescribe
addictive opioids to treat pain but those who wish to treat
people addicted to those opioids with proven medication
therapies require extensive government scrutiny is the clearest sign that stigma is deeply entrenched in how addiction
treatment is delivered in the United States.

 mployer Involvement Is Critical for Reducing
E
Stigma and Expanding Addiction Services
The annual economic toll of substance misuse in the United
States exceeds $700 billion, a significant proportion of which
is due to lost productivity [63]. Employees with SUDs miss an
estimated 50 percent more workdays than their peers, have
significantly higher turnover, and incur higher health care
costs [65]. Still, addressing addiction barely registers as an
important goal for employers. Traditionally, stigma has stood
in the way of addressing addiction in the workplace. But
employers no longer can afford—morally or financially—to
turn a blind eye to the benefits of supporting treatment to
allay the tremendous costs of untreated addiction among
employees and their families.
Employers should raise awareness and provide support for
workers and their family members struggling with addiction,
ensure that employee insurance plans offer comprehensive
addiction treatment benefits, and have naloxone on site and
train employees in overdose reversal. To help reduce stigma,
health promoting rather than punitive policies should be
implemented, such as offering assistance if an employee fails
a drug test or hiring workers in recovery. Investing in employees’ addiction treatment is not only the right thing to do; it
also increases worker productivity and reduces turnover and
health care costs [65].
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 hange the Way We Talk about About Addiction
C
and Its Treatment
Language strongly influences how addiction is perceived and
addressed by the public, health professionals, and policy makers. Words like addict, junkie, abuse, and dirty demean patients
who have a real medical disease, deter them from seeking
needed care, and dissuade qualified providers from offering
treatment. Eliminating imprecise and pejorative terms from
our language and instead adopting terms that reflect a health
perspective and are consistent with those used to describe
other health conditions is necessary to reduce stigma and
transform delivery of addiction care [13, 72]. As we face the
deadliest addiction crisis in U.S. history, we no longer can
afford to debase, ignore, and marginalize individuals with a
legitimate and treatable medical condition.

Conclusion
The stigma surrounding addiction and its treatment is its own
public health crisis, deterring people with a treatable disease
from getting the care they need and deserve to live a healthy
and rewarding life [11]. Given what we now know about
addiction and how to treat it, it is unethical and cost prohibitive to continue to deny effective care to the millions of
Americans with the disease of addiction or to fail to intervene to help the millions more who are at risk.
Unfortunately, because of stigma, too many people do not
seek or receive the help they need. Many have a legitimate
fear that disclosing their SUD can jeopardize their parental
rights, job, housing, personal relationships, or educational
prospects. The behaviors most closely associated with addiction in the public’s eye—criminality, irresponsibility, unreliability, negligent parenting—and that contribute most to
stigma and discrimination rarely are indicative of a person’s
true nature; rather, they generally are symptoms or behavioral manifestations of the disease itself. Addiction alters the
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brain in ways that make obtaining and using the addictive
substance rise in importance above all other needs and
desires [51]. Rejecting or marginalizing people with addiction
will only exacerbate the disease. Instead, we must treat the
disease so that healthier and more natural rewards take precedence over drugs in driving behavior.
This can be done, if only we can manage to turn away from
a treatment paradigm steeped in stigma and toward one
driven by health promotion. A person with addiction should
not have to “hit rock bottom” or “submit to a higher power”
to get treatment. A person with addiction should not have to
travel miles, wait months, or spend his or her family’s life savings to get treatment. A person with addiction should not be
sent to facilities that lack basic medical, psychiatric, and
therapeutic services. A person with addiction should not have
to forgo effective treatment because federal requirements
have made medications for addiction treatment largely
unavailable where they live. A person with addiction should
not have to stop using a medication that controls addiction
symptoms just because of an unfounded belief that complete
abstinence from any type of drug is superior to medication
management. A person with addiction should not be arrested
for having a disease, nor should a person with addiction feel
compelled to get arrested as the only hope of obtaining treatment for that disease. A person with addiction should not be
considered a failure if it takes longer than 28 days to recover.
And parents in the United States in the twenty-first century
should not have to watch their teenage children die because
treatment for addiction—recognized for over 60 years as a
medical disease—simply is not available.
We do not ask these things of people with diabetes,
asthma, heart disease, or cancer. We should not tolerate them
for people with the disease of addiction.
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Chapter 8
Race, Stigma,
and Addiction
Sonia Mendoza, Alexandrea E. Hatcher,
and Helena Hansen

In the United States, racialized images of those who are substance dependent have long reinforced stigmatizing political,
social, and clinical responses to addiction. With the recent rise
in opioid abuse and dependence among whites in the United
States, policy makers and clinicians have made unprecedented efforts in reducing treatment stigma for opioid use
dependence (OUD). One such effort is to provide opioid
maintenance treatment in primary care settings, like buprenorphine maintenance treatment (BMT), with the intent of
increasing treatment accessibility and reducing treatment
stigma. This chapter argues that popular images of OUD
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among rural and suburban whites in America shaped
approaches to and accessibility of treatment that are problematic for people of color and Native Americans, despite
that Natives have similar rates of opioid overdose mortality
as whites [8] and despite that black middle-aged men appear
to demonstrate the fastest increase of OUD rates [9].
Treatment and policy innovations like office-based BMT
target primarily white communities [38], under the assumption that medicalization of addiction treatment will reduce
stigma in treatment. As this chapter will explore, current literature points to raced-based differences in experience of
stigma, as treatment and legal consequences vary along racial
and ethnic lines. Our aim is to highlight how stratified medicalization of treatment furthers racial inequalities in addiction treatment while falling short of reducing treatment
stigma even among white Americans. We explore how the
process of racialization of OUD has led to different policy
and clinical responses, leading to criminalization of addiction
among nonwhites and medicalization of addiction among
whites in the United States, therefore deeply influencing and
differentiating the experiences of stigma among these groups.
In order to make these claims, we first must operationalize
how we are defining stigma, medicalization, criminalization,
and racialization for the purposes of this chapter. We will be
employing Link & Phelan’s adaptation of Erving Goffman’s
definition of stigma, which explains that stigma “exists when
elements of labeling, negative stereotyping, separating, status
loss, and discrimination co-occur in a power situation that
allows these processes to unfold” ([31], p. 382). Medicalization,
as employed here, has the standard definition of the process
of rendering human conditions and problems as medical
conditions, which then become subject to diagnosis and medical treatment. Similarly, criminalization of addiction refers to
the process of rendering human behavior as criminal and
subject to punitive consequences by the law. Finally, racialization is used in this chapter to capture the racial ideology that
signifies the extension of racial meaning to a social practice
or group [39], especially in the context of medical, political,
and criminal institutions.
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Throughout this chapter, we argue that the relationship
between the concepts of criminalization and medicalization
in association with OUD leads to differential experiences of
stigma based on race, through the process of racialization of
OUD as white or nonwhite (Fig. 8.1). To accomplish this, we
will first provide a brief historical overview of how substances, OUD, and those who are substance dependent have
been racialized and stigmatized in the United States through
sociopolitical and clinical responses. We describe how clinical
and policy responses have differed throughout the decades
based on popular perceptions of user ethnicity/race and how
these responses, in turn, are associated with stigmatization of
addiction and its treatment. Second, we explore current
efforts to destigmatize addiction treatment through medicalization, specifically pharmaceutical treatments, and how
these have been influenced by the racialized and stigmatized
history of drug dependence and treatment. Third, we offer a
brief study report of opiate maintenance treatment programs
in NYC that describes how patients in primary care and outOpioid Use Dependence
Racialization
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Figure 8.1 Model of criminalization and medicalization processes
on stigma in the context of opioid use dependence and racialization
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patient treatment programs (OTPs) experience stigma. Lastly,
we conclude with an overview of medicalization of addiction
as being necessary but insufficient in the reduction of OUD
stigma in the context of racialized sociopolitical and clinical
approaches to OUD and its treatment.

 ace and Addiction: A Brief Historical
R
Overview
Racialization and stigmatization of substance use have been
persistent attributes of addiction in the United States throughout the nineteenth and twentieth centuries. Racialized
approaches to addiction have shaped medical and institutional responses, but they were first made possible through
popular imagery regarding substances and their relationship
to racial and ethnic minorities. Stigmatizing images of “cocaine
crazed Negros,” “Chinese opium dens,” and “reefer madness”
among Mexicans have permeated the popular imagery of who
a substance user is and what they look like. Despite these
pervasive and concurrent racialized narratives, during this
same time, narcotic use and overdose were at record levels
among whites. From World War II through the 1960s, narcotic
use among whites was largely due to legally prescribed
non-opioid narcotics such as barbiturates and, later, benzodiazepines such as meprobamate (Miltown) and diazepam
(Valium), which was also colloquially known as “Mother’s
Little Helper.” Further, stimulants that were heavily marketed
to white, largely middle-class patients with private doctors
also tended to be used by women during this time [25].
After the initial opioid epidemic of the late nineteenth and
early twentieth centuries, two subsequent opioid epidemics
emerged in the twentieth century—the first following World
War II and the second beginning in the 1960s with lasting
effects into the 1980s and 1990s. After World War II, heroin
use increased among blacks and Puerto Ricans but was
largely confined to a “bohemian” subculture in major U.S.
port cities and among Mexican communities in the Southwest

8

Race, Stigma, and Addiction

135

[5]. Policy responses began to sharply distinguish between
illegal and prescribed narcotics, thereby protecting white
drug consumers despite their high level of narcotic use and
overdose [25]. Public officials and popular media coverage
amplified racial stereotypes about the identity and moral
irresponsibility of heroin users. Harry Anslinger, who ran the
Federal Bureau of Narcotics from 1930 to 1962, stated that
the majority of drug users were “Negroes, Hispanics, Filipinos,
and entertainers.” Few public health or educational measures
were taken to curb the epidemic, and no evidence-based
treatments were available at the time [27].
Racialized drug policies fueled by stigmatizing imagery
paved the way for political figures to criminalize substance
dependence by leveraging punitive drug policy measures that
shaped the longstanding treatment of people of color and
Native Americans in the United States. The Nixon administration declared the first War on Drugs in light of popular
images of heroin use in black and Latino city neighborhoods
in the era of civil rights protests and urban riots. The War on
Drugs was later reinvented by the Reagan administration in
an era of divestment from public benefits and media coverage of crack-cocaine-related violence in black and Latino
neighborhoods, culminating in the 1986 Anti-Drug Abuse
Act, which mandated minimum prison sentences for possession of one one-hundredth the weight of crack cocaine (seen
as a black drug) as powder cocaine (seen as a white drug).
After its passage, narcotics searches and arrests were geographically targeted to communities of color and led to sharp
increases in mass incarceration [1], with disproportionate
public spending on incarceration among residents of lowincome black and Latino neighborhoods, made visible in
maps of “million dollar blocks” defined as a block where
more than a million dollars per year was spent on sending
residents to jails and prisons (Sentencing Project).
Today’s opioid epidemic has largely been portrayed as
demographically distinct from previous epidemics, in that
those new to heroin use in the past decade are 90% white,
and where a dramatic increase in heroin and nonmedical pre-
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scription opioid use has been observed in suburban and rural
areas [10]. Yet, Native Americans have the highest rates of
opioid-related mortality in the context of persistent disparities in rates of depression, post-traumatic stress disorder,
violence, and suicide, along with limited treatment resources
in tribal and Indian Health Service facilities [17]. Although
there is limited data as to whether there has been a disproportionate amount of opioid prescribing among Native
Americans, some tribes are suing companies that are alleged
to have flooded their communities with opioid medications
or turned a blind eye to suspicious opioid prescribing and
dispensing practices [26].
Nevertheless, the current opioid epidemic, which was
fueled by pharmaceutical industry giants, has used media to
its advantage to garner sympathy for the new face of addiction, the young white suburbanite. The utility of such imagery
used old racialized pretext to shift the conversation in both
science and media, from criminalization to a medicalized
approach of treatment [21].

Medicalization: Antidote to Stigma?
As a product of this novel moment, political pressures have
emerged to end the criminalization of opioids and replace
this response with medicalization. One such approach has
been the promotion of office-based buprenorphine maintenance treatment (BMT), which is most commonly prescribed
as a buprenorphine-naloxone formulation. BMT, as a pharmaceutical approach, is characterized by many benefits, such
as enhanced accessibility due to multiple venues for treatment and the potential to lessen the stigma of drug dependency among low-income patients and ethnic minorities who
already experience other forms of social stigmatization.
Reducing stigma has been an oft-cited rationale for moving
BMT into the general medical office setting, a setting that
enables patients to receive addiction treatment undetected,
alongside patients treated for physical ailments [15].
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The benefits of BMT have been unevenly distributed,
however. An early nationally representative study of BMT
patients found that 91% were white and the majority had
some college education, were employed at baseline, and
sought treatment primarily for prescription opioid dependence [32, 42], and more recent regional studies have found
similar patterns [22]. Most BMT patients are treated in private physician practices [4, 16, 32, 41, 42] and pay out of
pocket [29] or are privately insured [2]. Studies mapping
buprenorphine prescriptions in New York City, the U.S. city
with the largest opiate-dependent population, demonstrate
higher prescription rates in high-income residential areas
with low percentages of black and Latino/Latina residents
[20, 22]. In the brief study report presented later in this chapter, we further explore the association among patient sociodemographic characteristics (i.e. race, employment, housing
status), BMT settings, and stigma experiences.
Treatment rate disparities are fueled by buprenorphine
marketing that focuses on the private sector, as well as regulations and certification requirements that impede its implementation in the public sector [38]. Clinical studies have
suggested—and influenced clinicians’ perceptions—that
office-based BMT is most appropriate for employed, “stable” patients [7, 30]. Like clinicians, congressional lawmakers, in passing legislation that legalized office-based
buprenorphine [the DATA 2000 bill], responded to testimony that office-based buprenorphine treatment is more
suitable for “suburban youth” (implicitly white patients)
than methadone treatment. They also affirmed that the setting of general medicine clinics is more appropriate for privately insured patients, who presumably do not need the
social services and mental health interventions provided in
the public sector or the social control that is provided in
highly regimented methadone programs [21]. In these contexts, terminologies such as “stable” and “suburban” are
racially coded to stand in for white.
This differs from the portrayal of a “typical” methadone
maintenance treatment patient.
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Although black patients report a preference for BMT
given that methadone treatment carries substantial stigma
[18], methadone clinics are frequently located in poor, urban,
racial/ethnic minority communities. There is evidence that the
racial distribution of methadone treatment is in part due to
the geographic location of general substance use dependence
programs, methadone clinics, and buprenorphine providers.
Substance abuse programs accepting Medicaid (which may
not offer methadone treatment) exist in 60% of all U.S. counties but are less likely to be found in counties with a higher
proportion of black and/or uninsured residents [12]. Between
2002 and 2011, buprenorphine provider availability has
expanded particularly in nonmetropolitan areas; otherwise,
little is known about the location of buprenorphine providers
with respect to neighborhood demographics [14]. Further,
racial and ethnic disparities in pharmaceutical marketing and
regulation of buprenorphine likely contributed to disparities
in methadone maintenance use [38].
Due to the disparities in BMT availability and OUD program geographic distribution, we begin to see that medicalization does not function as an antidote to OUD treatment
stigma across all patient demographics. However, despite the
processes that complicate the reduction of stigmatization on
OUD through medicalization, efforts to decrease stigma
should still be championed. Due to its insidiousness, stigma
complicates health outcomes, especially for socially marginalized patients of taboo diseases such as mental illness, HIV,
and substance dependence [3, 11, 40]. Stigma, as a social disadvantage, not only has health consequences, but is also associated with limiting other resources with similar implications
as socioeconomic factors and discrimination. Hatzenbuehler,
Phelan, and Link [24], for example, note that structural conditions of stigma are generally ignored, and that the health
inequalities generated by stigma are so pervasive that stigma
should be analyzed as a fundamental cause of these health
disparities. Still, compared to other health issues, clinical
analysis of stigma in relation to OUD and its treatment is
limited. Nevertheless, the limited research regarding stigma,
mental health, and substance dependence that does exist has
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shed light on approaches that may mitigate the negative
effects of stigma, such as improving communication between
healthcare providers and OUD patients [33, 34].

 MT Racial Disparities: NYC-Based Study
B
Brief Report
In this section, we offer a brief overview of quantitative and
qualitative findings from our multi-sited study of BMT, race,
and class in the context of public clinics. Through this brief
study report, we aim to highlight how the macro-social and
political structures manifest on the individual level and how
race and class are differently implicated in stigma experiences among racial/ethnic minority and white patients.
To better understand the effects of addiction stigma, especially as it relates to racial disparities in treatment, we conducted semi-structured interviews as part of a larger ongoing
mixed methods study examining the mainstreaming of BMT
into primary care clinics as opposed to outpatient treatment
programs (OTPs). The interviews examined patient experiences with the stigma of addiction and addiction treatment, as
well as how these intersect with other sociodemographic factors, such as race, ethnicity, education level, and housing status.
Buprenorphine patients who were enrolled in primary care
differed demographically and clinically from those enrolled in
OTPs (Fig. 8.2). Compared with the patients in the substance
abuse OTP, primary care patients were more likely to be
white, employed, stably housed, to hold at least a bachelor’s
degree, and to be new to addiction treatment (Fig. 8.2).
Three groupings of Likert scale answers that had a variance of less than 0.03 were labeled as “Addiction Secrecy
and Stigma,” “Behavioral Withdrawal & Micro-Aggressions,”
and “Educate and Correct.” The Addiction Secrecy and
Stigma factor captured questions regarding how often participants concealed their addiction or kept it from others.
The Behavioral Withdrawal factor captured questions
regarding how often participants felt more comfortable
around others who had substance use disorders (SUDs) and
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Primary Care & OTP Demographic Characteristics
(Percentages)
Primary care

OTP

78 78

36

46

47
36

78

75
56

67
54

33
19
7

New to BMT White race

Male

No college Employed
education or
vocational
training

Living in
house or
apartment

Previously
treated for
OUD

Figure 8.2 Clinic descriptive statistics and demographics

how often they avoided social situations involving people
who had never had SUDs. Grouped with Behavioral
Withdrawal, the Micro-Aggressions factor captured questions regarding how often participants had negative social
and interpersonal interactions due to their addiction. Finally,
the Educate and Correct factor captured questions regarding participant willingness to correct negative assumptions
about addiction, treatment, and substance use. Patients who
were enrolled in a primary care setting reported greater
addiction secrecy compared with patients who were treated
in an outpatient treatment program (OTP) setting
(p = 0.015). Being housed was correlated with fewer
instances of experiencing behavioral withdrawal and microaggressions (p = 0.012) compared with those who were in
transitional housing or homeless. Finally, those who had
more years of education, including vocational and college
education, reported less on micro-aggressions than those
who had only primary school education or less (p = 0.025).
Those who had previous treatment were more likely to
report instances of educating and correcting negative stereotypes about addiction than those who had no previous
OUD treatment experience (p = 0.028).
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Overall, our quantitative analysis pointed to disparate
demographic characteristics of primary care and OTP patients
who were associated with differential experiences of stigma
and responses to stigmatization in their social settings. The
demographic differentiation in our sample is reflective of the
treatment setting disparities seen throughout the United
States, where a large percentage of white OUD patients are
seen in primary care settings and patients of color are treated
in outpatient substance abuse treatment programs. Given
these baseline characteristic differences, we sought to further
analyze the experiences of stigma given demographic and
treatment setting differences.

Social Positions and Situational Context
Race and socioeconomic resources were tightly linked in our
study sample as they are in populations across the country.
Analysis of the narrative data from the qualitative sections of
the interviews revealed major differences between white primary care based patients and black and Latino OTP patients.
Black and Latino patients in our sample were less likely to be
housed or to have more than a high school education. While
housed patients reported that they were more likely to hide
their addiction from others, patients with only a high school
education or less, and patients who were homeless, reported
that they experienced more negative social and interpersonal
interactions because of their addiction. Overall, the pattern
was that white, educated, and housed patients kept their
addiction secret given that their employment and housing
opportunities were at stake. Further, white patients reported
less stigma in their everyday lives than black and Latino
patients for whom addiction stigma combined with race- and
class- based stigma and discrimination.
Black or Latino patients enrolled in OTP (rather than primary care) reported more instances than whites of interactions
with social service agencies, homeless shelters, or the criminal
justice system. These patients often blurred distinctions
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between the social stigma associated with race, criminality, and
the stigma associated with addiction alone. A Latino patient
enrolled in OTP interrupted the questionnaire to clarify his
answers regarding addiction stigma in the following way: “You
keep saying addiction, but people treat me negatively based on
racism, because of who I am. They look at me as a fiend, they’ll
turn me down for a job” [emphasis added].
Additionally, black and Latino OTP patients described ingroup addiction stigma, stating that they often felt friends or
family did not trust them. The following quote exemplifies
such an experience: “People think I might steal. My motherin-law would tell people to put the gold and watches away …
it was offensive.” OTP patients also mentioned the stigmatized nature of opiate use and its correlation with the image
of the “desperate addict” who steals and who is not to be
trusted, especially if his or her use of heroin is public: “If
someone said someone used heroin, anytime something
comes up missing, like a wallet, you’re going to automatically
look at the person using heroin. Who else?”
White patients enrolled in primary care, on the other
hand, described fewer barriers to socialization, social integration, or what they considered “normal” social functioning
while in addiction treatment. They were also more likely to
describe supportive relationships with their physicians. One
patient with a professional job who relocated to New York
City received a 9-month supply of buprenorphine from her
initial prescriber to ease her transition, and years later, when
she relapsed, she contacted the same prescribing physician
for help in locating a new buprenorphine physician close to
her home. Another educated, white primary-care-based
buprenorphine patient stated that she valued being treated
in a general clinic like non-SUD patients, “not being treated
like a criminal or separated from the general population.”
Given that most of the primary care patients had received
higher education and were employed, they often felt a need
to keep their addiction a secret in order to prevent status loss.
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For example, one college-educated professional described
the following reason for keeping her addiction a secret:
I usually like to keep my addiction a very private thing. I don’t
really talk about it with people. I’m not proud of it. I keep it private. Professionally speaking I have to be careful, you can lose
grants, respect; it’s a stigma to be opiate dependent, obviously.

White primary care patients who were employed and had
more years of education described keeping their addiction a
secret in order to prevent negative social and economic consequences. For example, one such patient said, “I don’t have
to tell my employer that I’m a recovering addict. I didn’t tell
my parents that I relapsed. I don’t know what benefit that
would have.” The same participant went on to say, “I integrate
in society, and I integrate very well. Ask my students. They
love me, and I love them.” On the other hand, patients of
minority background who were unemployed and economically unstable tended to describe their secrecy as stemming
from a moral obligation to prevent interpersonal complications with friends or family: “The wife has always been antidrugs and I knew that if she ever finds out I’m using it’ll
break her heart and I’ll lose control. Who am I to say ‘no’ to
this, say ‘no’ to that to my kids? I’d be hypocrite number one.
It’s a secret.”
Addiction secrecy was often described as something that
was meant to protect what was valuable to patients; for
patients of disparate backgrounds, addiction secrecy revealed
daily context, worldview, and what was at stake for each.
Employed white participants revealed that they had jobs and
other social ties that they wanted to maintain and avoid compromising. On the other hand, black and Latino OTP participants valued being role models for their families and close
others, setting examples for children. Similarly, OTP participants also mentioned concealment of their addiction, treatment, or relapse from maternal figures or partners in order to
avoid disappointing them or to avoid feelings of shame or
failure.
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Stigma of Addiction Treatment
Stigma of addiction treatment varied by patient experiences.
For example, patients treated in the OTP who had previously
been on methadone maintenance described BMT as less stigmatizing, primarily because of the illicit activity and diversion
that was often associated with methadone maintenance clinics. Additionally, participants described a greater sense of
freedom on BMT compared to methadone:
In methadone you feel like you’re in prison, and it’s embarrassing
and you worry about who you see going in and out. The whole
stigma of it, and it’s years before you get any freedom. You’re
treated like a child.
[Buprenorphine] makes a difference, it’s less embarrassing [than
methadone]. Less humiliating. When I don’t want to use, I base it
on that [buprenorphine is] more private. I see a line and I see
automatically what it is, it’s methadone! That’s my experience.

Further, primary care participants often differentiated
themselves from others who were being treated for
OUD. When asked if he felt more comfortable around others
in OUD treatment, one white participant who was new to
BMT said, “No, they’re unpredictable, so I don’t feel at ease
or safe. You have to be careful and watch your back.” Other
primary care white patients tended to describe instances
where they observed and disagreed with morally undesirable
behavior by “typical” individuals with SUDs. These white
patients p
 referred the individualized, anonymous treatment
offered in primary care over the group therapies and collective style of substance abuse treatment programs.
Our findings point to racialized differences in vulnerability to stigmatized and stigmatizing social and clinical
settings. Patients were funneled into treatment arms based
on this racialization, either into medicalization or criminalization even within clinical settings where there was differential p
erceptions of “freedom” and surveillance
(Fig. 8.1). Demographically, white patients were less likely
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to have had previous treatment experiences, had more
years of education, and were more likely to be employed
and housed. OTP patients were more likely than primary
care patients to see their OUD in the context of other
factors in their lives such as their race and the association
of OUD with criminalization.

Contextualizing Care
Patients in primary care and OTP settings were divided socioeconomically and racially and experienced stigma and negative social consequences to addiction and treatment
differently. Social settings outside of clinic have a powerful
impact on addiction stigma and perceptions of treatment. The
intersectionality of multiple oppressions experienced by
patients of color enrolled in OTP emerged as contributors to
feelings of stigma in addition to stigma regarding OUD and
its treatment. Medicalization of addiction and the increased
accessibility of treatment for OUD offered by office-based
BMT were predicted to decrease stigmatization, but as we
have described, access to this treatment is not evenly distributed or experienced the same way across race, ethnicity, and
social class.
A number of studies of addiction treatment in clinical
spaces have found that clinics and clinicians often reinforce
stigma. Ethnographers of individuals with SUDs and their
doctors have found that their relationships are often laden
with mutual mistrust, feeding patients’ fears of stigmatization
and mistreatment [37] and that a narrow medical concept of
addiction that ignores the social processes and power relations that underlie addiction stigma can paradoxically
enhance stigma [19, 28]. Nevertheless, other ethnographies
have found that individuals on buprenorphine maintenance
treatment experience greater autonomy and a heightened
sense of ability to lead “normal” lives—lives closer to those
of individuals without OUD [23]. Class, race, and geography
are important factors that ethnographers have shown to
shape perceptions of OUD.
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Lack of racial/ethnic representation in clinical settings may
contribute to stigmatization in clinical settings and the negative effects associated with stigmatization, such as a lack of
compliance, secrecy, and internalized stigma among patients.
For example, between 70% and 86% of the workers in publically funded drug treatment settings are white, 8–10% are
black, and 3% are Latino [43]. Increasing the rates of patient
and provider racial/ethnic concordance may be one way to
attenuate feelings of stigma and increase empathy for patients
of color, which in turn may increase patient treatment adherence and treatment success [43]. Patient-provider racial/ethnic concordance may also be one avenue to foster supportive
alliances between providers and patients similar to those
described by white primary care based patients in our sample.
Nevertheless, it is important to reiterate that availability of
OUD treatment choices is important to consider; black and
Latino patients are significantly less likely to complete treatment for OUD than whites, and limited treatment options
may contribute to this disparity [36].
BMT was developed and marketed for the white middle
class market, with the implicit assumption that they would
be less likely to divert buprenorphine and more likely to
adhere to treatment. In order to distance OUD from its
criminalized and racialized connotations, and in an effort to
mainstream buprenorphine treatment into general medical
practice, a dvocates asserted that addiction was a chronic
physiological disease analogous to diabetes, asthma, and
hypertension [35], without taking into account the sociopolitical differences among white, black, or Latino people
with OUD. Instead, they fostered assumptions about whites
as the universal standard and “ordinary” patient [13]. As a
consequence, patients experienced medical institutions and
BMT differentially based on race, which resulted in patients
of color being left without the social services they needed
and receiving less individualized care than their white
counterparts. One way to combat these racialized disparities is to increase, at the policy level, attention on structurally vulnerable communities that have less access to
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resources at baseline, especially in areas of the United
States in which treatment options are limited.

Conclusion
What American publics and institutions define as worthy cures
for drug addiction depends on who is perceived to be addicted, on
what drugs addicts depend, on the meanings attributed to addiction, and on patterns of social status. (p. 12) –Discovering
Addiction, Nancy Campbell [6]

While effective and less stigmatizing than criminalization or
methadone maintenance treatment, current efforts to medicalize OUD through the promotion of BMT have nonetheless
been racialized and have further deepened treatment disparities in the United States. Racial disparities in addiction stigma
affect patient treatment initiative, retention rates, and therefore treatment effectiveness. Targeted efforts are necessary to
alleviate and prevent further deepening of these disparities.
Although preferable to criminalization for individuals
with SUDs, we are not convinced that office-based BMT
reduces stigma and increases treatment equity in the ways
that were predicted. Instead, it reveals the hazards of ignoring the U.S. context of race and class segregation in housing,
employment, criminal justice and in healthcare itself in pursuit of a biologized, and purportedly “color blind,” approach
to addiction treatment. The intersectional stigma described
by our black and Latino study participants, in which addiction stigma is intertwined with racial stigma and the stigma
of unemployment and homelessness, not only requires reversal through pharmaceutical treatment offered in mainstream
primary care clinics, but also requires addressing social and
economic needs of people with OUD through education,
housing, and income supports. Thus far, primary-care-based
buprenorphine treatment has represented a move further
away from providing such supports, in that primary care clinics are less likely than substance abuse programs to offer
social work and psychosocial treatments such as individual
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and group therapy. In order for medication-assisted treatment such as buprenorphine to reduce stigma and narrow
inequalities in treatment access and treatment outcomes, a
reimagined biomedical approach that acknowledges and
addresses the social determinants of health, along with its
physiological determinants, is needed.
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Chapter 9
Addiction Stigma
in the US Legal System
Joseph J. Avery

Introduction
The US judiciary has a long history of thinking about substance use, with prominent case law even touching on such
matters as the medical model of addiction. The treatment of
addiction by US courts is nuanced, if not always consistent. In
some limited contexts, active substance use, especially alcohol
intoxication, can be used as a defense to avoid civil or criminal liability. At the same time, addiction is generally not an
affirmative defense and generally not a viable basis for legal
insanity. Moreover, substance use disorders (SUDs), as recognized mental disorders, cannot be criminalized, but active
behavior stemming from such disorders, especially acute
intoxication, may be. Amidst this formal treatment, we can
identify three areas within the law in which addiction stigma
arises and has impact. First, there are stigmatizing attitudes
held by prominent legal actors, such as criminal defense attorJ. J. Avery (*)
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neys, and this stigma may compound with racial bias. Second,
there is the issue of stigma attaching to individuals who, while
no longer incarcerated, have records that contain drug convictions. Third, stigma attaches to attorneys who struggle with
and seek treatment for SUDs.

The Legal System and Drug Offenses
Conceptualization of Substance Use
In 1962, the US Supreme Court held that, while criminalizing
drug use was valid pursuant to the police power, a statute
criminalizing addiction itself violated the Eight Amendment’s
prohibition of cruel and unusual punishment and was unconstitutional [64]. In a concurrence to the court’s opinion,
Justice Douglas wrote, “If addicts can be punished for their
addiction, then the insane can also be punished for their
insanity. Each has a disease and each must be treated as a sick
person” (370 U.S. at 674). A few years later, in Powell v. Texas
[59], the court concluded that while a statute prohibiting alcoholism itself would have been unconstitutional, one that prohibited public intoxication was valid. As Morse [46] wrote,
these two cases “continue to be robustly emblematic of the
criminal law’s response to addiction” (p. 265).
Other behaviors besides substance use can, of course, lead
to long-term brain changes and related criminal acts. In
Entertainment Software Assn. v. Blagojevich [25], the Seventh
Circuit considered whether exposure to violent video games
increased aggressive thinking and behavior in adolescents. In
Brown v. Entertainment Merchants Assn. [11], Justice Breyer’s
dissent supported the argument that violent video games are
linked to similar behavior (564 U.S. at 854). In addition, the
Supreme Court has carved out protections for young people
(in a triumvirate of cases: [26, 43, 65]) and for the intellectually disabled [4, 29] on the grounds that there is a common
denominator for such groups: as Richard Posner bluntly put
it, “[T]hey have problems with their brains” [58].
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Similar to injury, illness, and trauma, addiction is characterized by significant and long-term alterations in neurological
functioning (see [16, 30, 35]). Yet, in spite of the fact that
addiction is recognized in DSM-V as a mental disorder, it
almost never is accepted as a sufficient basis for asserting an
insanity defense and is explicitly barred from such use in some
jurisdictions [34]. In essence, the claim is that, while those suffering from a traumatic brain injury or from posttraumatic
stress disorder are innocent in the legal sense, individuals with
SUDs are responsible for their illegal behavior since they are
responsible for the development of the brain states that precipitated such behavior ([6]; see also [5]).

Criminal Justice Treatment
While only 5% of the US population meets the criteria for a
drug use disorder, greater than half of state prisoners and sentenced jail inmates meet the same criteria [10]. More than a
million individuals with substance use disorders (SUDs) pass
through the criminal justice system each year [63]. This is
impactful, as incarceration of individuals with SUDs is associated with increased rates of violence, victimization, suicide
while in custody, mortality after release, and recidivism [7, 17, 36,
60, 73]. Moreover, in the carceral system, there is a large treatment gap for those with substance use disorders [51]. For
example, a majority of US prisons forbid inmates from receiving the accepted proper treatment for individuals with opioid
use disorder [50]. Even when care is provided, it is largely
subpar and ineffective [63]. Referral of clients who show signs
of SUDs to mental health experts is especially important given
that 75% of all individuals diagnosed with drug use disorders
have also been diagnosed with a psychiatric disorder [9, 67].
States have experimented with noncarceral and minimally
carceral approaches. There are nearly 3,000 drug treatment
courts—collaborative programs of judicially supervised treatment—around the United States, each of which is as “varied
in form and format as the diverse legal and treatment cultures from which they spring” [31].
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Racialized Drug Stigma
Racially unequal rates of incarceration are a durative attribute of the US criminal justice system [48]. In 2015, the US
population was 13% black [75], while the US state prison
population was 38% black [14]. This disparity is especially
acute in the context of drug offenses [1, 61]. In some US
states, black men have been convicted on drug charges at
rates dozens of times greater than white men [32]. In 2016,
there were more than 81,000 individuals in federal prisons for
drug offenses, and 37.9% of them were black, while 21.6%
were white [15]. Moreover, a number of reports have shown
that the percentage of blacks imprisoned for drug crimes is
not proportional to arrest rates [18]. In other words, once
arrested for a drug crime, blacks are more likely to go to
prison.
These disparities in drug convictions exist in spite of two
facts (see Fig. 9.1). First, whites vastly outnumber blacks: in
2016, 61.3% of the US population was white, while a mere
13.3% was black [75]. Second, rates of using and selling drugs
are similar for whites and blacks [33, 42, 72, 79].

Percentage

U.S. population

Lifetime rates of drug use
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Drug offenders, federal
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Figure 9.1 Population [75], lifetime rates of illicit drug use among
persons aged 12 or older ([72], p. 224, Table 1.29B), and individuals
in federal prisons whose primary offense was a drug charge ([15],
p. 20, Table 15). All results represent percentages and are for the
year 2016 and for persons in the United States
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Racial bias, especially in the criminal context, has been
well documented. Studies have found evidence of cultural
stereotypes linking African-Americans with violence [28, 55],
dangerousness [74], and criminality [2, 20, 27].
Stigma against drug users also has been well documented
(see [21, 40, 69]). Substance use disorders are viewed more
harshly than other forms of mental illness [62], and those who
use drugs are “typically perceived as low in both warmth and
competence, leading to contempt and social avoidance” ([52],
p. 452). Disproportionately negative attitudes toward drug
users, including attitudes that worsen over time, have been
found even in physicians [6]. The effects of substance use
stigma, which include shame [77], persist longer than the
effects of stigma related to other mental illnesses [41]. Michael
Botticelli, former director of the White House Office of
National Drug Control Policy, said, “I almost found it easier to
come out as being a gay man than a person in recovery” [70].
Compounding discrimination is best understood in the
light of intersectionality, an analytical framework for identifying and understanding the power differentials that enable
discrimination when multiple factors, such as race and gender, are involved. Crenshaw [22, 23] argued that any analysis
of crime that looks at disparities must take into account intersecting identities (see also [54]). Drug stigma and racial bias
may be considered one such intersection. Given their dual
identities, African-American drug offenders face a confluence of bias and stigma (see [1]). Rush [66] found that participants assigned greater blame to black individuals who
developed drug dependence, as compared to white individuals who did the same. In a qualitative study of 10 AfricanAmerican substance users, Scott and Wahl [71] found that
black participants perceived that their substance use problems were viewed less favorably than the substance use problems of whites. Still others have identified differential
treatment in public policy, arguing that, during the most
recent opioid epidemic, minority substance users were treated
as irresponsible and criminal while white substance users
were treated as mentally ill and in need of treatment [49].
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How to improve criminal justice attitudes toward individuals
with SUDs is an important consideration. It also represents a
difficult task. In myriad realms, interventions aimed at addressing both implicit and explicit bias have shown little or, at best,
short-term efficacy [24, 39]. “After a few hours to days, average
levels of bias tend to snap stubbornly back to their baseline
levels” ([56], p. 236). Perhaps the best route forward is the one
taken by police departments around the world, which have
been and are adopting crisis intervention trainings (CIT), which
are programs focused on, inter alia, improving recognition of
mental illness and increasing knowledge of referral services
[12]. Even with CIT programs, though, it is hard to know which
specific interventions are best. A variety of programs are in use,
and while it appears that those which make use of immersive
and relatively durative training environments are the most successful, it is not at all clear that any CIT programs help with
implicit bias [47]. This is concerning since, as discussed above,
intersectional stigmas, ones arising from a confluence of implicit
and explicit attitudes toward multiple identities, may be of paramount importance when it comes to the health of individuals
with SUDs.

The Social Stigma of Drug Crime
As this present volume attests, stigma against persons with
SUDs has been well documented. At the same time, a criminal
record, on its own, brings significant social stigma [44]. Stigma
relating to criminal offender status often is compounded by formal and informal marginalization, including voting rights restrictions, employment difficulties, and hardship in other important
aspects of daily life [57]. Not least on account of psychological
responses to stigma, criminal offenders’ reintegration remains
challenging [45, 78]. This is especially true for those convicted of
drug crimes. A study of over 30,000 individuals released from
Washington State prisons found that the risk of death was 12.7
greater than normal during the first 2 weeks after release, and
75% of these deaths were the result of drug overdose [8].
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There are formal protections in place for those with SUDs,
including the Americans with Disabilities Act (ADA) of 1990
and the ADA Amendment Act of 2008, and these protections
are broad, requiring that employers allow for modified schedules so that treatment can be received, rehabilitation without
negative impact on job security, and reassignment to less
stressful posts [3]. However, it seems certain that, just as there
is well-documented stigma toward individuals with criminal
records and individuals with SUDs, those with dual identities
face significant, if not compounding, stigmatization. More
research is needed in this area.

 tigmatizing Attorneys with Substance Use
S
Disorders
Attorneys experience substance use disorders at a high rate
[19], and attorney rates of alcohol use disorder are higher
than in the general population [68]. According to a 2016
study conducted by the Hazelden Betty Ford Foundation
and the American Bar Association, 21% of lawyers qualify
as problem drinkers [37]. Even though the survey was confidential, a full 75% of attorneys surveyed refused to answer
questions related to drug use, suggesting to some the effects
of both fear of professional loss and stigma (see [81]). It is
believed that substance use is especially pernicious in the
legal realm given “high levels of stigma” [13], stigma that
pertains to substance use and also to seeking help for the
disorder [76]. In recent years, there have been repeated calls
for law firms and legal organizations to devise interventions
for addiction stigma [80]. Largely in response to these calls,
the American Bar Association is set to begin sharing testimonials of attorneys’ struggles with substance use and their
paths to recovery [38]. Also, in South Carolina, there has
been a concerted effort to help attorneys by combating
addiction stigma [53]. Yet there remains a significant need
for greater resources to assist attorneys with substance use
disorders [37].
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Conclusion
The legal community has a complex relationship with individuals with substance use disorders. The law punishes much
substance use, but it also simultaneously protects individuals
with SUDs (through partial recognition of addiction as a
mental disorder) and disadvantages them (through restrictions on when such a conception can be used as a legal
defense). What is clear is that when it comes to treatment of
individuals with substance-related charges, race matters.
Within the law, there is racialized drug stigma. Beyond the
criminal justice system, addiction stigma and the law collide
in two important areas: one, societal treatment of individuals
who were formerly incarcerated for drug offenses and, two,
stigma against attorneys who struggle with SUDs. It is clear
that addiction stigma impacts individuals with drug crime
records, but more research is needed to better understand
these attitudes and how they impact formerly incarcerated
individuals. Lastly, when it comes to attorneys with substance
use disorders, law firms and legal organizations are just
beginning to raise awareness and to intervene to improve
attitudes and increase the number of attorneys receiving
proper treatment. As a next step in studying addiction stigma
in the law, greater understanding of intersectional stigmas,
such as those arising from the combination of criminal behavior and substance use, or from minority status and drug use, is
necessary. In the law, drug use seldom occurs in isolation, and
the full complexity of stigmatizing reactions to use warrants
closer inspection.
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Chapter 10
The Stigma of Addiction
in the Workplace
Ann Roche, Victoria Kostadinov, and Ken Pidd

As other chapters in this volume have demonstrated, stigma
related to alcohol and other drug (AOD) use1 is apparent in
many facets of society. This is in turn associated with considerable threats to the health and wellbeing of people who use
AOD. The current chapter focuses on AOD-related stigma at
work, including its origins and impact on finding, maintaining,
and participating in employment opportunities, as well as
strategies for minimizing it.

1
In this chapter, the term “AOD use” is taken to mean alcohol and/or drug
use that is harmful, has adverse effects in the workplace, or is unsanctioned/
problematic/otherwise contrary to societal norms or expectations in a given
context. This generic term is preferred over “addiction” as it is broader and
encompasses a wider range of issues and concerns. For instance, some AOD
use can be extremely problematic, especially in the workplace, and heavily
stigmatized but may not necessarily involve addiction.
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Stigma, AOD, and the Workplace2
Stigma is ubiquitous in a wide variety of settings and contexts
but is not always recognized or understood. In part, this is
because there is no single, universally accepted definition of
stigma. Goffman’s seminal work defined stigma as “an attribute that is deeply discrediting” and that reduces the bearer
“from a whole and usual person to a tainted, discounted one”
[3]. This stigmatizing attribute can be any characteristic that
“conveys a social identity that is devalued in a particular
social context” [4], for example illness, religion, sexual orientation, ethnicity, or—as is the focus here—AOD use and
addiction.
Stigma may be perceived (real or imagined fear of discrimination), enacted (experiences of discrimination), and/or
internalized (negative thoughts/feelings about oneself due to
due to identifying as part of a stigmatized group) [5]. It can
also operate on a subconscious level, influencing perception,
memory, emotions, and behavior [6, 7].
Stigma can in turn lead to prejudice, stereotyping, and discrimination, which can play out with profoundly detrimental
effect in settings such as workplaces. As has been highlighted
throughout this volume, being a member of a stigmatized
group can have serious and tangible implications for health
and wellbeing [8]. Targets of stigma may experience feelings
of shame, anger, worthlessness and hopelessness, as well as
social exclusion and marginalization [5, 8]. These effects can
also be observed in the workplace.
2
The language used to discuss AOD, individuals who use AOD,
and AOD-related problems can shape public perceptions about these
issues [1]. In order to ameliorate the stigmatization and associated negative outcomes that can arise from poor word choice, this chapter follows
SAMHSA’s guidelines on non-stigmatizing language [2]. Therefore,
we use “person first” language (e.g., “a person who uses drugs” instead
of “a drug user”). In addition, we have made every effort to avoid colloquialisms and non-scientifically/inconsistently defined terms,
and to avoid conflating AOD use (which occurs on a spectrum and may
not necessarily be problematic) with clinically-diagnosed substance use
disorders. Therefore, terms such as “addict” and “abuse(r)” are not used.
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AOD use is one of society’s most stigmatized behaviors
[9]. Reasons for such extreme opprobrium are complex. In
part, it derives from the voluntary engagement in illegal and/
or criminal activities (in the case of illicit drugs) where, by
definition, a social contract has been broken. Concomitantly,
AOD use is often seen as a moral deficit or failing rather than
a health issue [10], with those individuals who use AOD
deemed “at fault” and flawed [2].
AOD use can also become the subject of censure if it is
believed to be a causal or contributory factor in problems
such as violence, unsafe behaviors (e.g., impaired driving),
illness (e.g., HIV/AIDS), social problems (e.g., poverty, criminality), or failure to perform a major prescribed social role
(e.g., as an employee or family member) or if it breaches a
social/community value (e.g., abstinence among some groups
and religions) [10, 11].
Further, the underpinning motivation for drug use is often
believed to be the pursuit of pleasure. The combination of
hedonism and perceived selfishness intensifies the associated
stigma. AOD use also involves a quest to alter one’s consciousness and as such can generate suspicion and disapproval. Moreover, any loss of control associated with
intoxication and/or addiction is regarded by many as a base
human condition that justifies severe sanctions.
The extent of AOD stigmatization varies according to the
substance (e.g., illicit drugs are usually more stigmatized than
alcohol; heroin is more stigmatized than cannabis); frequency
and method of use (e.g., injecting vs occasional smoking/
ingesting); context and consequences of use (e.g., at parties vs
in professional settings, degree of intoxication or impairment); and characteristics of the individual, with stigmatization intensified when a person also belongs to another
stigmatized group (e.g., people of color, those with lower
socioeconomic status, LGBTI individuals, and women) [5,
12]. The stigma associated with psychoactive substances is
also fluid: for example, tobacco smoking was once lauded but
is now heavily stigmatized, and cannabis use is becoming less
stigmatized as it is increasingly considered a medicinal or
benign recreational substance.
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Such variations notwithstanding, there is widespread cultural acceptance and endorsement of stigmatizing attitudes
toward and sanctions against people who use AOD.3 In some
cases, this may be operationalized at a structural level in policies and laws [10, 13, 14]. It can also be apparent in healthcare
settings where healthcare professionals may view patients
who use AOD as less “deserving” of care, which in turn can
result in poorer treatment and health outcomes [15–17].

Employee AOD Use
The ubiquity of AOD-related stigma notwithstanding, AOD
use is highly prevalent among employed people. Establishing
exact prevalence rates of AOD use among workers can, however, be difficult. Research has typically focused on treatment-seeking, prison-based, or general populations, with
limited attention specifically directed to those in the paid
workforce. Furthermore, workplace-based research has characteristically targeted discrete industries or occupations [18],
thereby curtailing its generalizability.
Available data indicate that the majority of people who
use AOD are employed, in contrast to prevailing stereotypes
of use occurring predominately among the poor, unemployed, and marginalized. A 2016 nationally representative
survey of Americans found that 8008 employees had used an
illicit drug in the past year, compared to 4202 people who
were unemployed or not in the labor force [19]. Similarly, an
This chapter refers throughout to stigma that can effect “people who
use AOD.” However, as noted, the extent to which people who use AOD
experience stigmatization depends heavily on personal characteristics
and the type and context of use. Not everyone who uses AOD will experience stigma; indeed, in certain situations stigma can arise from not
using AOD (e.g., social events). Our intention in using such broad terminology is to recognise that the experience of stigma is context dependent, and that while it may most commonly effect certain sub-groups
(e.g., those who use illicit drugs at heavy/problematic levels; those who
also belong to other stigmatized groups) it is not possible to definitively
predict if and when a person who uses AOD will experience stigma as a
result.

3
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Australian survey identified that 2042 employed people had
used illicit drugs in the past year compared to only 1033
unemployed people [20].
While it is difficult to compare rates of employee AOD use
in different countries due to measurement and sample variations, available data highlight high rates of risky alcohol (and
to a lesser extent drug) use among workers in America,
Australia, Great Britain, Norway, and Belgium [19–24]. For
example, among American workers, 15% reported using illicit
drugs,4 34% reported binge drinking,5 and 9% reported heavy
alcohol use6 in the past month [19]. It is likely that other
Western countries also have similar patterns of risky AOD
use among employed people.
Given the pervasive nature of AOD use among employees
in many countries around the world, workplace AOD stigma
is an issue of considerable relevance and import for a large
number of people. The following sections of this chapter outline how and why stigma can manifest at work, its consequences, and how organizations can prevent and address it.

AOD Stigma in the Workplace
The precise mechanisms underlying the stigmatization of
AOD use can be obscure, particularly given that the use of
some substances (even when taken to excess) can in certain
contexts be normative and acceptable (see section “Stigma,
AOD, and the Workplace”). One of the key factors underpinning AOD-related stigmatization in the workplace is negative
assumptions about AOD and the attributes of people who
use them. These assumptions can stem from false understandings or misperceptions about the nature and potential effects
of AOD, value judgments about those who use AOD (includCocaine, hallucinogens, heroin, inhalants, methamphetamine, cannabis,
sedatives, pain relievers, stimulants, tranquilizers.
5
Five/four or more drinks on the same occasion for males/females.
6
Five/four or more drinks on the same occasion for males/females on
each of five or more days in the past 30 days.
4
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ing their abilities and attributes), and subsequent consequences for the workplace.
In particular, individuals who use AOD may be assumed to
not have the necessary skills, attributes, and competencies to
be good employees and/or to be dangerous, criminals, or
untrustworthy. Because these assumptions are implicit, elicit
strong negative emotional responses, and are not typically
subjected to open and critical dialogue, they can be difficult
to address [25]. The ways in which these assumptions can give
rise to stigmatization and discrimination in the workplace
setting are described below.

How Stigma Manifests at Work
Individuals who use AOD, particularly if they experience
problems or dependence, may encounter stigma in the workplace in a variety of ways. Stigma may result in discrimination
in hiring, promotion, and accessing full employment benefits,
as well as inequity in workplace policies and workplace social
interactions [25]. As a result, people who use or have a history
of using AOD may be at elevated risk of unemployment,
underemployment, and precarious employment (i.e., work
with little security, employer protections, and opportunities
for advancement) [25].
Individuals who use AOD may be less likely to obtain
paid employment for several reasons. In some cases, people
with a history of problematic AOD use may experience multiple forms of social disadvantage, which interact with personal factors to create significant barriers to entering or
reentering the workforce. These disadvantages or challenges
may include a lack of education, work experience, and/or
job skills, mental or physical health problems, and logistical
issues (e.g., insecure housing, needing to attend medical
appointments) [26–28].
However, the majority of people who use AOD do so
infrequently and nonproblematically, and many are highly
educated, skilled, and experienced workers. Nevertheless,
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current or past AOD use can constitute a formidable barrier to gaining or maintaining employment. Biased or discriminatory hiring practices may result in individuals who
use AOD not being offered positions despite possessing all
necessary skills and attributes [29, 30] or the withdrawal of
job offers after an applicant’s history of AOD use is discovered [31].
Individuals who have internalized stigmatizing attitudes
toward their own AOD use (sometimes described as “selfstigma”) may also face additional self-imposed barriers to
gaining employment. Self-stigma can result in a diminished
sense of value and self-worth, which can at times lead to individuals (often inaccurately) perceiving themselves as incapable of productive employment and therefore refraining from
actively seeking work [5, 32].
Despite this, research investigating the relationship
between AOD use and employment has found mixed
results. While some studies have found that individuals who
use AOD are less likely to be employed, other studies have
failed to find a significant association between AOD use
and employment [28, 32–36]. The different results may be
due to the level and impact of AOD consumption or other
factors such as overall unemployment levels and economic
climate [28].
Among individuals who use AOD who are already
employed, stigma can negatively impact their workplace
experiences, performance, mental health, and career progression. This includes reduced ability to participate in
supportive social interactions, being passed over for promotion, or being forced to take lower pay rates [25, 37]. In
some areas with fewer legal protections for workers, they
may even be fired [38]. It is therefore unsurprising that
individuals who have AOD-related problems often attempt
to conceal them [39]. However, this can have the unintended consequence of preventing individuals who use
AOD from demonstrating their skills and capabilities, supporting others who use AOD, or advocating for their working rights [25].
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The characteristics of the workplace may also influence
the extent and ways in which stigma can manifest. For example, workplaces that emphasize profit and efficiency may be
more likely to stigmatize individuals who are perceived to be
less competent workers [25] or fail to conform to prescribed
social and behavioral norms. The culture of a particular workplace (and whether it promotes tolerance and diversity vs
conformity and discipline) can also have an important impact
on stigmatization. This is discussed in more detail in section
“Public Perception”.

Compound Stigma
As noted earlier, many personal characteristics or attributes
can be stigmatized, including gender, race, religion, sexual
orientation, and health status, among others. Individuals who
belong to several stigmatized groups (e.g., women of color,
LGBTI individuals who have disabilities) can encounter
especially severe stigmatization and discrimination [40–42].
The relationship between different forms of stigmatization, AOD use, and workplace outcomes can be multifarious.
Individuals with mental health problems, physical illnesses/
disabilities or criminal records often face similar difficulties
to those who use AOD in obtaining or maintaining employment [25, 29, 43]. Moreover, this constellation of characteristics frequently cooccurs with problematic AOD use [44–46],
resulting in a large number of people who both use AOD and
belong to at least one other stigmatized group. For these individuals, employer bias can be particularly strong [47], potentially making it extremely difficult to find and retain paid
employment.
Compound stigma can also manifest in more complex scenarios. For instance, people of color are disproportionately
incarcerated and receive harsher sentences for drug offenses
[48–50]. This can lead to the loss of current employment and
also limit future work opportunities due to criminal records
becoming apparent in preemployment screening (even if the
offense is unrelated to the position for which they have
applied) [29].
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Stigma by Association
Individuals who use AOD are not the only targets of stigmatization in the workplace. “Stigma by association” refers to
the process whereby stigma can be “transferred” to people
who do not necessarily possess the stigmatizing attribute or
engage in the stigmatized behavior (e.g., who do not use
AOD) but who interact with those who do [51]. For example,
alcohol and other drug workers and other health professionals may face stigmatization as a result of their professional
relationship with individuals who use AOD.
Although the exact mechanisms underlying the process of
vicarious stigmatization are not completely understood, it has
been theorized that workers who support or provide care to
people who use AOD may be stigmatized due to an assumption that they also have histories of AOD use or out of fear
that they may be exposed to conditions stereotypically associated with people who use AOD (e.g., HIV/AIDS) [52].
Alternatively, the stigma may be in response to workers providing support and assistance (and thus validation) to a group
seen as morally deviant and less deserving [15, 52].
Associative stigma can also affect the friends and family
members of people who use AOD (known as “family
stigma”) [53]. Parents, siblings, and spouses of individuals
who use AOD may be seen as responsible for their family
member’s AOD use and therefore deficient or blameworthy
themselves. Similarly, the children of people who use AOD
may be seen as “contaminated” by their parent’s AOD use
[54]. Consequently, the stigmatization described in section
“How Stigma Manifests at Work” may also be experienced by
the close friends, family, and work colleagues of individuals
who use AOD in the form of a halo effect.

Wider Influences on Workplace Stigma
The attitudes and opinions of individual employees are not
the only factors that shape AOD-related stigma at work.
Social and structural systems can also act to reinforce and
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perpetuate the stigma experienced by workers who use
AOD. It is vital that these broader influences on workplace
stigma are understood as efforts to reduce stigmatization that
focus solely on the individual and fail to address underlying
structural drivers are unlikely to be successful.

Public Perception
The way in which individuals who use AOD are represented
and perceived in society has profound implications for AODrelated stigma at work. The workplace does not exist in a
vacuum, and workers bring preexisting attitudes, opinions,
and assumptions with them to their work roles and to the
work setting. Inevitably, personal belief frameworks influence how employees perceive and treat colleagues who use
AOD. These frameworks are the product of one’s life experience and may be formed and shaped by interrelated factors
such as the following:
• Previous exposure to people who use AOD (including any
personal use)
• Attitudes of friends and family and social and religious
relationships/exposure
• Media portrayals of people who use AOD
• Social systems and structures (e.g., government legislation
and rhetoric)
• Prevailing social and cultural milieu (e.g. “moral panics”
over illicit drug use) [55]
The manifestation of stigma in the workplace context is
therefore an expansion of broader values and norms within
society, and the latter must be taken into consideration if the
former is to be effectively addressed.

Healthcare System
As problematic AOD use is most appropriately seen as a
health issue, it is important to consider the relationships
between the employment and health sectors. In the United
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States, employment and AOD use are especially intertwined
due to the structure of the healthcare and health insurance
systems. While most developed countries provide access to
publically funded healthcare, in the US employer-provided
health insurance is central to accessing healthcare (including
AOD treatment)7 [57]. Those without health insurance are
subject to high and often unexpected out-of-pocket costs for
medical care, which can lead to reluctance to seek medical
treatment (for fear of incurring unmanageable debt) and in
turn poorer health outcomes [57].
Paid employment is therefore of particular importance to
individuals who use AOD and who reside in the United
States or are subject to US employment conditions. In addition to the general benefits of work (outlined below in section “Reducing AOD-Related Stigma at Work”), employment
in the United States bestows the means by which to obtain
assistance and treatment not only for AOD dependence but
also for the health problems that can occur as a consequence
of AOD use. Consequently, AOD-related stigma can have
devastating effects if it results in individuals not being hired
or losing their position as it substantially impedes their ability
to access healthcare. Ironically, in this situation, the stigmatization of AOD use can directly worsen the behavior and
consequences it ostensibly denigrates.
Since the implementation of the Paul Wellstone and Pete
Domenici Mental Health Parity and Addiction Equity Act
(MHPAEA) in 2010, the financial requirements and treatment limitations imposed by health plans and insurers for
substance use disorders can be no more restrictive than those
imposed for medical/surgical conditions [58]. However,
MHPAEA does not explicitly require that health insurance
plans offer benefits for AOD-related issues (and is not applicable to all workplaces) [59]; as such, coverage for these
Although provisions exist for the elderly, those with low incomes, and
Veterans, health care coverage remains incomplete; in the fourth quarter
of 2017, 12% of Americans (39 million people) were uninsured. This is
expected to further increase as the Affordable Care Act’s requirement
that most people have some form of health insurance is effectively
repealed starting in 2019 [56].
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issues is not guaranteed even for those who have health
insurance.
It is feasible that the stigma associated with AOD use may
in some cases manifest in organizations choosing not to provide coverage for AOD-related issues (e.g., if they believe
benefits should not be provided for “voluntary” or “deviant”
behaviors). Again, this demonstrates how stigma in the workplace can have tangible and deeply damaging effects on
employees who use AOD, both by denying healthcare to a
population in particular need of it and by reinforcing the
message that their problems and choices are not legitimate.

Workplace Culture
The culture of a workplace can have an important influence
on employee behavior. Workplace culture refers to the
shared values, beliefs, expectations, and norms held by
employees of a particular organization (or within a particular
team/department); it influences the way workers think about
and respond to tasks, events, and challenges [60].
The culture of an organization has been shown to influence employees’ AOD consumption patterns [61]. Workers
who perceive their organization to condone AOD use are
more likely to use alcohol or drugs [62–65]. Certain working
conditions are also conducive to higher rates of AOD use,
including stressful or isolated environments, low levels of
supervision and work visibility, high mobility, and psychosocial factors (e.g., job satisfaction) [66–70].
The influence of workplace culture on AOD use has
important implications for organizations seeking to minimize
employee AOD consumption without resorting to stigmatizing strategies. Namely, shaping a workplace culture that promotes healthy behaviors can discourage employee AOD use
without utilizing discriminatory policies and procedures [68]
(see section “Workplace Responses to AOD Use” for more
details about addressing AOD at work).
In addition to influencing patterns of AOD consumption,
workplace culture can also shape responses to AOD use,

10 The Stigma of Addiction in the Workplace

179

including how employees who use AOD are perceived and
treated (both in social interactions and in terms of the nature
and frequency of work and career opportunities they are
afforded) [71]. That is, culture can impact the extent to which
AOD-related stigma is endorsed and enacted in the workplace. Employees who use AOD may therefore use their
knowledge of the workplace culture (including psychological
and social aspects of the work environment, relationships
with colleagues and managers, and perceived level of acceptance and understanding) to determine whether it is safe to
disclose their use and/or ask for accommodations and support at work [71].
A number of different factors can combine to shape the
culture of a workplace in regard to AOD-related stigma.
These include the presence (or absence) of operational structures for dealing with discrimination and employees with
health concerns, the degree of acceptance and valuing of
diversity, as well as unspoken norms (either positive or negative) that become routine behavior patterns [71]. Importantly,
these factors are amenable to change. When implemented
appropriately, workplace initiatives (e.g., see those described
in section “Workplace Responses to AOD Use”) can assist in
creating workplace cultures that are supportive of individual
differences and discourage AOD-related stigma.

Workplace Responses to AOD Use
Organizations are increasingly exhorted to implement formal
policies and procedures to address employee AOD use.
Unfortunately, many workplace responses to AOD can often
arise from and perpetuate the stigmatization of AOD use and
can increase the associated harm, distress, and discrimination
experienced by workers.
The intent here is not to suggest that workplace AOD
policies, procedures, or initiatives are unnecessary. Quite
the contrary, employers have a duty of care toward workers
and are obliged to provide a safe work environment and to
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ensure that employees are fit for work. In some safetysensitive roles (e.g., aviation) strict no-tolerance policies
regarding AOD use are both appropriate and necessary [5].
However, it is possible to meet workplace health and safety
obligations without compromising employee privacy,
autonomy, and dignity and without stigmatizing personal
behaviors.
The following sections provide an overview of the commonly cited rationale for stigmatizing workplace policies,
what these policies can look like, and alternative (nonstigmatizing) approaches to addressing employee AOD use.

 ationale for Stigmatizing Workplace AOD
R
Policies
Stigmatizing workplace policies are frequently justified by
the need to “protect” businesses from the productivity losses
and safety risks associated with AOD use [72]. There is a long
history of maligning employees who use AOD. For instance,
President Ronald Regan in his 1986 Executive Order creating
a drug-free federal workplace stated: “Federal employees who
use illegal drugs, on or off duty, tend to be less productive, less
reliable, and prone to greater absenteeism than their fellow
employees who do not use illegal drugs” [73].
AOD use by workers can have detrimental effects on
occupational health and safety [62, 74–76]. Studies have
found employee AOD use to be associated with workplace
injuries [75], missing work, poor quality work, arriving late/
leaving early, doing less work, arguing with colleagues [77],
withdrawal behaviors [78], absenteeism [79, 80] and presenteeism [81]. Furthermore, productivity losses associated with
AOD-related illness/injury, premature mortality, and
absenteeism/presenteeism can place a substantial fiscal burden on businesses and the economy [82–87].
However, a number of other conditions or circumstances
may also result in threats to productivity or occupational
safety. These can include the following:
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• Having young children (and the associated fatigue and
carer’s leave)
• Being overweight (more common than AOD dependence
and associated with similar health concerns)
• Chronic health conditions (which may result in cognitive/
physical impairments and substantial time off)
• Being older (associated with physical and cognitive health
problems)
• Being young (lacking experience and judgment, increased
risk taking, and corresponding potential for error) [88]
While some of these groups may experience stigmatization
in the workplace and other settings [89–91], they are rarely
the targets of formal, systemic discrimination embedded in
policy. Indeed, in many countries or regions, legislation exists
to protect the rights of such groups at work (e.g., [92, 93]). The
degree of institutionalized workplace prejudice against individuals who use AOD or experience addiction therefore does
not (solely) stem from potential productivity and safety risks.
Rather, it reflects moral judgments about the behavior itself
and the person/s engaging in those behaviors.
Organizations may also justify stigmatizing policies related
to AOD use as an attempt to discourage employees from
engaging in unhealthy/undesirable behaviors. This position is
in line with “deterrence theory,” which seeks to dissuade prohibited activities by making the cost of participating in them
too high via “certain, swift, and severe” punishment [94]. It
also draws on social control theory, which argues that “delinquent” behaviors can be prevented by strong bonds with
aspects of traditional society (e.g., friends, family, religion,
work) including monitoring, supervision, and directing behavior toward acceptable goals [95].
However, the vast majority of individuals who use AOD
do so infrequently and do not experience significant AODrelated health problems, nor do the majority become addicted
[96]. Indeed, it has been argued that most harms stem not
from the drug use but from its illegal status and associated
stigma. Stigmatizing policies can contribute to the exclusion
of already vulnerable and marginalized individuals and
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worsen health and social outcomes [10, 97]. Any potential
health gains due to the deterrent effect of stigmatization may
therefore be outweighed by the significant negative outcomes
experienced by members of stigmatized groups [98]. Hence,
organizational policies can actually cause further harm to the
very employees to whom there is a duty to protect.

Addressing Workplace AOD Use
Workplace Policies
Most workplace responses to employee AOD use are underpinned by a formal policy. The way in which these policies are
developed and implemented can influence the level of AOD
use [99, 100] and also the extent of AOD-related stigmatization. If the focus of the policy is on the identification and
punitive treatment of “problem AOD users,” then stigmatization is likely to occur. By contrast, policies that emphasize
methods for sensitively and appropriately approaching and
dealing with employees affected by AOD use, as well as providing information on treatment or counseling services, are
less likely to engender stigmatization.

Education and Training
The provision of regular and ongoing employee education
plays a crucial role in changing attitudes and behaviors relating to AOD use. Good practice education programs extend
beyond providing details of policy content and procedural
awareness and include information about (1) AOD-related
harm to health and safety in general and (2) how to gain
access to counseling and treatment. Providing training for
employees builds their capacity to appropriately identify and
respond to workplace AOD use. Quality training has also
been demonstrated to enhance supervision and management
capability and skills in communicating with employees who
may be experiencing AOD-related issues [101]. By placing
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the focus of education and training initiatives on health, wellbeing, and nonpunitive approaches to AOD (rather than
policy content and procedural awareness only), the potential
for stigmatization is minimized.

Access to Counseling and Treatment
An important strategy for addressing employee AOD use is
access to counseling and treatment services. This approach is
less punitive than instant dismissal for policy breaches and
therefore more likely to be accepted by employees; it is also
less likely to result in stigmatization of AOD use.
Some employers provide counseling/treatment services via
an employee assistance program (EAP) or pay for private
services; others use community-based not-for-profit services.
Regardless of service type utilized, it is important to ensure
the service provider has appropriate and relevant skills and
knowledge. While access to counseling and treatment may be
compulsory when employees breach conditions of the policy,
good practice necessitates that employees should also be able
to access these services voluntarily. Employees should be
assisted to locate and access these services and provided with
paid or unpaid leave to attend. Confidentiality must also be
assured.

Drug Testing
Workplace drug testing is increasingly commonplace.
However, despite its growing prevalence, research consistently finds that few conclusions can be definitively drawn
regarding the efficacy of testing due to the poor quality of the
evidence base [102, 103]. Furthermore, research indicates that
testing may result in unintended negative consequences for
workplace safety and productivity [103]. If not implemented
and managed correctly, workplace testing may also contribute to the stigmatization of AOD use, especially where a positive test for drug use results in punitive outcomes such as
dismissal or the refusal of a job offer. In the case of false posi-
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tive results, this stigmatization may also extend to employees
who do not use AOD. Drug testing may also result in a displacement effect, whereby more dangerous and harmful
drugs are consumed because they are less detectable.

A “Whole-of-Workplace” Approach
Traditional responses to AOD-related harm in the workplace
have generally focused on the identification and treatment of
employees with a perceived alcohol or drug “problem.” This
approach is inherently limited and likely to contribute to the stigmatization of AOD use as it focuses on the small number of
“problem users,” without acknowledging the much larger numbers of employees who engage in AOD use only occasionally [68].
A more constructive response that is likely to minimize
stigmatization is a broader primary prevention “whole of
workplace” approach [104]. The whole of workplace approach
recognizes AOD use as a wider workforce wellbeing issue
that can affect any employee rather than a “problem” that
resides within a minority of individual employees. As this
approach to workplace AOD use focuses on all employees, it
is not only likely to be more effective than the traditional
individualistic approach; it is also likely to minimize stigmatization by discouraging the “othering” of employees who use
AOD and promoting inclusive (rather than discriminatory
and punitive) methods of addressing AOD use.
Key elements of a whole of workplace approach to
addressing AOD use include the following:
• Education and training programs include AOD policy content and procedure awareness, as well as information on
the individual, social, and workplace factors that contribute to AOD use and related harms. In addition, policy
breaches should result in access to counseling and treatment services in the first instance, with disciplinary action
as a last resort.
• Workplace health promotion programs have a long history
and have generally been effective in improving employee
wellbeing and productivity [105]. Embedding responses to
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workplace AOD use within a wider health promotion program has demonstrated effectiveness [106] and minimizes
stigmatization by treating AOD use as a health issue
(rather than as a personal failing). As health promotion
programs are framed in terms of general wellbeing, they
also avoid AOD-related stigma, which may otherwise
result in employees not attending AOD-specific programs
[107].
• Peer intervention involves use of peers as agents of change.
Its effectiveness has been demonstrated in addressing a
wide range of social and health-related behaviors [108].
Applied to the workplace, peer interventions are based on
the premise that suitably trained coworkers are best
placed to recognize and respond to employees with alcohol or drug problems. This approach is also likely to minimize stigma as it involves colleagues with preexisting
relationships assisting each other as equals, which can circumvent categorizing people who use AOD as “other” and
“flawed.”
• Psychosocial skills training involves a range of techniques
including motivational interviewing, cognitive behavior
therapy, problem solving, goal setting, social skills training,
contingency management, and coping strategies.
Evaluations of workplace psychosocial skills training indicate that it can reduce AOD use and related problems
[109]. It is also likely to reduce stigmatization as it educates workers about the underlying causes of AOD use,
which can help to counter negative assumptions about
people who use AOD.

Reducing AOD-Related Stigma at Work
Benefits of Reducing Stigma
There are a number of practical strategies that can be undertaken to prevent and reduce the stigmatization of individuals
who use AOD at work. The workplace is an ideal setting in
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which to implement antistigma initiatives as it offers opportunities for close interpersonal contact and team situations
requiring cooperation, both of which can promote the deconstruction of stigmatizing attitudes [25]. Interventions implemented within the workplace can also have cumulative
effects: as AOD-related stigma decreases, individuals who use
AOD become more willing and likely to disclose their use in
the workplace. This can encourage coworkers and managers
to revisit and revise assumptions they may hold about people
who use AOD, further reducing stigma.
An obvious benefit of antistigma strategies is decreased
workplace discrimination against individuals who use
AOD. Such initiatives therefore have the potential to improve
employment rates among this population. This is important
for a number of reasons.
Employment bestows a number of practical benefits, many
of which have particular importance for individuals who
have, or are recovering from, AOD-related problems.
Foremost among these is economic security, which is central
to protecting individuals against AOD-related harms (i.e., by
ensuring adequacy housing, nutrition, healthcare, etc.) [5]. It
also reduces unstructured leisure time; provides meaning,
routine, and opportunities for socialization; builds skills (and
consequently self-worth); and is integral in defining social
identity and social class [35, 97, 110]. Gaining employment is
often cited as a priority by individuals in treatment for
substance use and has been associated with positive treatment outcomes [28, 97, 111–113].
Reducing AOD-related stigma at work can also have positive consequences for other facets of life. For example,
increased employment opportunities improve financial security, which in turn enables fuller social participation and
access to other valued social roles such as parenting. It can
also help break the nexus between AOD use and poverty
and/or criminality and allows more people to participate in
the workforce and contribute to society and the economy
[25]. Reducing AOD-related stigma in the context of the
workplace can thus have wide-reaching positive outcomes at
both the micro and the macro levels.
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Despite their potential, relatively little research has examined workplace-based programs to reduce AOD-related
stigma. However, mental health stigma has been more widely
studied, with several workplace programs showing positive
results [114]. Elements of these programs have potential for
adaption and application to AOD-related stigma. The following sections summarize the available literature in this area.

Strategies to Reduce Stigma
Information and Education
As noted above, some stigmatizing attitudes about people
who use AOD are predicated on misunderstandings and
incorrect beliefs about AOD and the attributes of those who
use AOD. The provision of factual information can assist in
breaking down the negative assumptions underpinning
stigma. Similarly, educating employers and employees regarding AOD, discrimination, and how to appropriately and sensitively work with people who use AOD is an important step
in combating stigma [5, 29]. Employees who use AOD also
need to be aware of their rights and how to access support if
required [5].
However, while important, educational initiatives alone
are unlikely to effectively reduce AOD-related stigma.
Rather, such efforts need to be undertaken in concert with
systemic strategies at the organizational and societal level [5].
Furthermore, some individuals hold deep-seated and
entrenched negative beliefs about people who use AOD; education efforts alone are unlikely to be effective in reducing
stigma in these cases.

Workplace Policies and Supports
The way in which AOD use is discussed, understood, and
addressed at work can impact the attitudes and assumptions
endorsed by employees. Therefore, it is important for workplaces to ensure that policies and procedures do not implic-
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itly or explicitly condone stigmatizing or discriminatory
behaviors. By contrast, documentation formalizing the organization’s commitment to diversity and tolerance can be
important and meaningful (as long as it is supported by concrete actions).
Individuals who use AOD are often reluctant to make
formal complaints about experiencing discrimination. To
combat this, robust safeguards are required that enable and
support employees to make complaints (and ensure that such
complaints are handled promptly and appropriately). Official
policies are also required regarding (1) the need to keep discussions about staff members’ AOD use (and any related
issues such as treatment) strictly confidential and (2) the use
of factual (rather than emotive/discriminatory) language in
conversation and personnel files. Furthermore, where AOD
use is apparent in preemployment screening, employers
should consider whether or not it is relevant to the position
in question (rather than automatically discounting the application) [5].
In addition, AOD-related issues can be legitimized by
making the same allowances and provisions for workers with
AOD-related problems as for staff with health conditions or
challenging personal circumstances. For example:
• Providing flexible working arrangements to allow employees to seek treatment/attend medical appointments, etc.
• Allowing for reasonable adjustment of duties to accommodate the specific needs of individuals with AOD-related
problems
• Instituting return-to-work programs for employees who
have been out of work for a period of time due to AODrelated issues
• Providing a range of readily available and appropriate support options for dealing with AOD use (e.g., via employee
assistance programs) and ensuring they are well-publicized
and understood by employees [5]
However, care is required when implementing these strategies in order to avoid unintended consequences. For exam-
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ple, providing additional support or alternative working
arrangements for people who have AOD-related problems
may provoke hostility if they are perceived as reducing the
capacity of the work group or as preferential treatment [25].

Societal Strategies
As noted above, AOD-related stigma at work is inextricably
intertwined with the stigmatizing attitudes, behaviors, and
policies present in society at large. As such, wider strategies
are required (in concert with workplace initiatives) to comprehensively address and eliminate AOD stigma at work.
At a broad level, governmental policy that promotes stringent drug-control policies in pursuit of prohibition is likely to
engender serious harms, including (but not limited to) severe
stigmatization [115]. A public health (rather than criminal
justice) approach centered on harm minimization is likely to
result in better outcomes for all facets of society, including in
the workplace.
Related to this, antistigmatization strategies that focus on
changing public perceptions of individuals who use AOD are
vital. This includes challenging commonly held assumptions
about AOD and people who use AOD, as well as promoting
nonstigmatizing language (e.g., using “person-first language”
and avoiding terms such as drug “abuse(r),” “addict,” etc.)
Such strategies will have direct flow-on effects for the workplace (e.g., if managers do not hold stigmatizing attitudes,
they will be more likely to hire people with a history of AOD
use) [25].
Given the difficulties that people who have AOD-related
problems can face when attempting to find employment and
the importance of paid work for these individuals, better
pathways to support individuals who use AOD to find
employment are also an imperative. People who are in treatment for AOD-related problems should be offered access to
education, training, and employment services as part of standard discharge planning and posttreatment support [5].
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Conclusion
AOD use is highly prevalent in the workforce in many
countries and can in some contexts be associated with
risks to productivity and safety. However, in contrast to
widely held beliefs, most people who use AOD do so
infrequently, do not experience significant problems as a
result of their use, and are not addicted. The extent to
which employees who use AOD are subject to stigmatization and discrimination varies according to many complex
and interrelated factors, including personal characteristics, type and context of use, and wider attitudes toward
AOD (and people who use them) in the workplace and
society at large. Nevertheless, AOD-related stigma at
work is ubiquitous, disproportionate, and profoundly
harmful on many levels. Its effects range from overt discrimination in hiring practices to marginalization and
exclusion from full participation in work life, and it represents a significant threat to wellbeing.
Polices to prevent, reduce, and manage AOD use at work
are often necessary and important but if implemented poorly
can facilitate and perpetuate AOD-related stigmatization.
However, the “whole-of-workplace” approach holds potential
for addressing workplace AOD use in an appropriate and
nonstigmatizing manner. Dedicated strategies for reducing
AOD-related stigma at work are also required and may
include information and education, workplace policies and
supports, and broader structural strategies. Effort should be
directed toward applying such strategies as they will benefit
not only individuals who use AOD but also their families, colleagues, and community, with wide-scale positive impacts on
many levels.
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Chapter 11
Stigma of Addiction
in the Media
Emma E. McGinty, Alene Kennedy-Hendricks,
and Colleen L. Barry

Introduction
Most Americans get information about health issues from the
news media [3], and large bodies of communication, social
psychology, and political science research have shown that
news media coverage can influence audiences’ attitudes
toward the individuals experiencing those issues [5, 20, 38].
While the majority of research to date has focused on the
news media, content disseminated to audiences through
other types of media, such as entertainment media, social
media, and public information campaigns, can also influence
public attitudes about health issues. In this chapter, we first
discuss the media’s role in shaping stigmatizing attitudes
toward populations experiencing health problems like addiction. We then summarize what is known about depictions of
addiction in the media and draw upon communication
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research and theory to consider how such coverage may
influence the public’s pervasive stigmatizing attitudes toward
people experiencing addiction.

Media Effects on Stigma
The two primary ways in which media content influences
public attitudes about health issues like addiction are agenda
setting and framing [38]. The evidence surrounding these
media effects and the implications for addiction stigma are
discussed below.

Agenda Setting
Agenda setting is the idea that topics receiving high levels of
attention in the media are likely to be perceived by the public
as priorities for intervention [38]. Research shows that in the
USA, illicit drugs have typically received more news media
coverage than alcohol and tobacco, which parallels the public’s perception that illicit drug use is a pressing societal problem [11, 14]. It also parallels the US public’s stigmatizing
attitudes, which are greater toward people who use illicit
drugs than those who use alcohol and tobacco [25, 35].
Agenda setting can influence stigma by focusing audiences’ attention on topics likely to generate—or mitigate—
stigma toward certain populations. For example, an analysis
of US newspaper coverage from 2001 to 2011, a period
encompassing the early years of the ongoing opioid epidemic,
found that newspapers predominantly covered opioid issues
in white, rural, and suburban communities [30]. Given that
this population—unlike the urban minority populations that
were the subject of news media coverage in prior drug
epidemics [17, 21]—has historically been positively constructed and viewed as deserving by the US public [39], the
authors posited that the opioid epidemic entered the public
agenda as a white nonurban opioid epidemic, which might
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have limited or reduced audiences’ stigmatizing attitudes
toward opioid users [30].

Framing
Framing is the idea that emphasizing certain aspects of an
issue over others can influence how the public views that
issue [5, 38]. While very limited research has examined framing effects in the context of addiction, a broader body of
framing research on other health and social issues points to
key types of media frames that are likely relevant for addiction stigma (Table 11.1). Only two studies have examined
how framing influences audiences’ stigmatizing attitudes
toward people with addiction specifically [23, 27].
Experimental work testing how different types of message
frames affect addiction stigma, with particular focus on identifying stigma-reducing frames, should be a priority for future
research.
Table 11.1 Types of media frames shown to influence stigma
Media frame
Examples in the addiction context
Examples include but are not
Individual depiction: a
limited to media depictions of
description of a specific
people experiencing addiction as
individual experiencing a
criminals, racial/ethnic minorities,
health or social issue
glamorous, violent, engaging in
treatment, or in recovery
Causal frame: a media
message that directly states
or implies the cause of the
problem of interest

People who become addicted to
drugs have made poor choices.
Addiction is a disease

Consequence frame:
a media message that
emphasizes a certain
consequence of the
problem of interest over
others

The drug epidemic fueled a wave of
violent crime.
The drug epidemic left a generation
of children without their parents,
who were incarcerated for drug
crimes
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Media depictions of individuals with a given health issue,
in this case addiction, can have powerful effects on audiences’
stigma toward these individuals. To help engage audiences,
news stories about health issues frequently include one or
more “individual depictions,” or descriptions of specific individuals experiencing the health issue of interest. Individual
depictions are also the primary way in which health issues are
broached in entertainment media, i.e., through portrayal of a
character experiencing a given issue. While shown to increase
audience engagement and emotional response to media content [12, 29], these individual depictions can also increase
stigma. Research shows that relative to broad, general
descriptions of health issues (e.g., of the type provided in
documentaries or long-format, investigative print journalism), individual depictions can increase stigma by leading
audiences to blame the affected individuals—as opposed to
societal factors—for the problem they are experiencing [19,
20].
This individual-attribution issue can potentially be overcome by use of narratives, which can blend individual depictions with contextual information about the structural factors
influencing the problem at hand [12, 32, 33]. One experimental study found that a short text narrative that included both
an individual depiction of a pregnant woman with opioid use
disorder and a description of the external barriers to treatment that she faced, such as a long waiting list for methadone
treatment, increased audiences’ feelings of sympathy and pity
for the woman relative to a control arm and a narrative
describing the same woman without discussing barriers to
treatment [23]. Importantly, the ability of narratives to reduce
addiction stigma likely depends heavily on the contextual
content’s ability to lead audiences to attribute blame for
addiction to factors outside of the depicted individual’s control and beyond the individual’s personal characteristics. In
the same study referenced above, the authors tested versions
of the narrative depicting the pregnant woman as having high
versus low socioeconomic status. Relative to those who read
the version portraying a woman with low socioeconomic sta-
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tus, respondents who read the high socioeconomic status narrative reported lower stigmatizing attitudes toward people
with opioid use disorder and were less likely to blame people
with prescription opioid use disorders for their condition [23].
The characteristics of an individual depicted as experiencing a health issue in media content can have powerful effects
on public attitudes: research shows that audiences exposed to
a depiction of a specific individual experiencing a health or
social issue tend to generalize that individual’s traits to the
entire population affected by the issue, even if the individual
depicted is atypical [45]. In a seminal experiment demonstrating this phenomenon, Ruth Hamill and colleagues found that
relative to a control group, respondents who read a description of an irresponsible welfare recipient were more likely to
believe that all welfare recipients are likely to be irresponsible, even when given corrective factual information noting
that most welfare recipients use the resources provided in a
responsible manner [15]. This body of research suggests that
media depictions of people with addiction emphasizing negative traits, such as weak moral character or propensity for
violence, may increase stigma; media depictions emphasizing
positive traits, such as perseverance and determination in the
face of adversity and/or successful recovery, may decrease
stigma. One experimental study found that relative to portrayals of individuals with untreated, symptomatic prescription opioid and heroin use disorder, depictions of the same
individuals as engaged in treatment and having well-controlled symptoms reduced stigmatizing attitudes toward
people with drug addiction among a nationally representative
sample of Americans [27].
Media messages framing the causes of health issues like
addiction can increase stigma by attributing responsibility for
the problem to factors under an individual’s control, like
morality or individual choices; messages attributing
responsibility for the problem to factors outside of affected
individuals’ control, like neurobiology or an injury resulting
in treatment with prescribed opioids, can decrease stigma [7,
43, 44]. Media messages about the consequences of health
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issues can also influence public attitudes. One experimental
study tested messages framing the consequences of childhood obesity and found that relative to a control arm, messages emphasizing obesity’s detrimental effects on military
readiness made conservatives less likely to blame parents and
children for the problem and more likely to attribute responsibility to societal actors like the government and the food
industry [13]. To our knowledge, no experimental studies
have tested how media content emphasizing different causes
or consequences of addiction influence stigma.

Addiction Stigma in the Media
In this section, we consider how the three types of media
frames discussed above—individual depiction, causal, and
consequence frames—manifest in media content about addiction that has implications for stigma. As noted previously, the
majority of research discussed in this chapter has focused on
the news media, though we discuss several studies of entertainment media. To the best of our knowledge, no studies
have examined addiction stigma in social media content. We
discuss research on both US and international media.

Media Depictions of People with Addiction
Research suggests that news media depictions of people with
addiction, particularly drug addiction, are predominantly
negative. A study of US print and television news media coverage of opioid analgesic misuse during 1998–2012 found that
over 80% of the news stories sampled depicted a specific
individual and that 66% of those depictions showed an individual engaged in criminal activity [28]. In contrast, only 36%
of the individual depictions showed a person receiving any
type of treatment for opioid use disorder. Studies of US news
media coverage of cocaine in the 1980s and 1990s found that
people using cocaine were disproportionately depicted as
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urban and African American [17, 21]. Racial bias has also
been documented in more recent news media coverage of the
ongoing US opioid epidemic. An analysis of 100 US popular
press articles from 2000 and 2001 describing heroin and prescription opioid users found that the news media tended to
depict urban black and Latino heroin injectors as criminals
while portraying suburban white prescription opioid users as
blameless victims [30]. Similar negative depictions were documented in a study of Australian print news media coverage
of heroin during 1992–1997, which found that heroin users
were often framed as criminals and threats to society [10].
Fewer studies have examined media depictions of individuals with alcohol or tobacco addiction. Studies of US and
Australian news media content have documented negative
media portrayals of mothers with alcohol dependence who
give birth to babies with fetal alcohol syndrome [6, 9], though
the Australian study found a mix of sympathetic and stigmatizing depictions of such mothers [9]. A study of Australian
television news content found that nonsmokers with lung
cancer were portrayed as deserving of audiences’ sympathy,
while smokers with lung cancer were depicted as responsible
for their disease [26].
News media depictions of celebrities with addiction issues
have been shown to be more positive than depictions of noncelebrities, raising concerns about the glamorization of substance use [8, 40]; similar concerns have been raised about
glamorous depictions of substance use in entertainment
media, which research suggests can increase substance use
initiation among the youth [16, 37]. Overall, entertainment
media depictions of substance use are less negative than the
majority of individual depictions in the news media. A review
of such depictions in 57 US and international films produced
between 1906 and 2001 identified four common stereotypes
of alcohol and drug users: the tragic hero, the demonized user,
the rebellious free spirit, and the comedic user [4]. Of these,
only the demonized user depiction framed people who use
substances in an explicitly negative light, emphasizing their
unpredictability and violence.
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Media Framing of the Causes of Addiction
The study of US news media coverage of opioid analgesic
misuse during 1998–2012, referenced previously, found that
illicit drug dealing by doctors, patients, or others was the most
frequently mentioned cause—mentioned in 57% of news
stories—of increasing rates of prescription opioid misuse and
addiction [28]. The implications of this causal frame for
stigma are unclear, though it is possible that it may increase
stigma by implying to audiences that individuals are at fault
for making the decision to buy or sell prescription opioids
illegally. The second most frequently mentioned cause of opioid analgesic misuse (in 45% of news stories) was overprescribing of opioids by physicians, a potentially stigma-reducing
frame that shifts the onus of addiction from affected individuals to physicians. In the study of Australian print news coverage of heroin during 1992–1997, heroin use was framed as an
individual choice requiring punishment [10]. In the study of
Australian television news portrayals of people with lung
cancer, those who smoked tobacco were framed as responsible for their own disease [26]. Therefore, to date, research
suggests that most causal frames in the media have emphasized individual culpability in explaining addiction.

Media Framing of the Consequences of Addiction
In the study of US news media coverage of opioid analgesic
misuse during 1998–2012, health-related consequences of
misuse, including addiction and overdose, were mentioned in
94% percent of news stories [28]. Trouble with the law was
the second most frequently mentioned consequence, though
it appeared in far fewer (35%) news stories. No experimental
research has tested these frames on stigmatizing attitudes, but
communication theory suggests that “trouble with the law”
consequence framing, which implicitly frames people with
addiction as criminals, is more likely to elevate stigma than
health consequence framing. Studies have also shown that
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news coverage of the US War on Drugs emphasize punishment through the criminal justice system as the logical consequence of drug addiction [17, 21]. Similarly, a study of
Australian newspaper coverage of illicit drug issues during
2003–2008 found that coverage predominantly depicted law
enforcement or criminal justice action [18]. An analysis of
coverage of alcohol-related issues in British newspapers and
television news programs during 2009 found that news
reporting emphasized negative consequences of alcohol use,
predominantly drunk-driving and long-term health impacts,
specifically liver disease [31]. Analysis of the reality television
show Intervention found an emphasis on negative consequences of addiction, including debt and failed social relationships [24]. These studies demonstrate that the media has
presented addiction using a variety of consequence frames,
with some highlighting the criminal justice consequences of
drug consumption in societies in which certain drugs have
been criminalized, while other media have focused on the
consequences for the health and well-being of the affected
population.

Reducing Addiction Stigma in the Media
Stigmatizing media frames of addiction are common, particularly in the news media. This suggests an urgent need for
reporting guidelines and training for reporters covering substance use and addiction. Several promising efforts are underway. The Associated Press (AP) created guidance on reporting
about drug issues in the 2017 AP Stylebook [2]. The US
Office of National Drug Control Policy provided guidance on
destigmatizing the language of addiction, e.g., avoiding
stigmatizing terms like “substance abuser” and “addict” and
instead using person-centered language, e.g., “person with a
drug use disorder” [34]. Experimental studies have shown
that the terms “substance abuser,” “alcoholic,” and “addict”
elicit stigmatizing attitudes from audiences [1, 22]. While no
studies have systematically examined the use of stigmatizing
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language about addiction in media content, based on our
team’s experience analyzing news media coverage of addiction issues, such language is very common. Training for journalists, editors, and producers on strategies for avoiding
stigmatizing language and media frames, as well as education
on addiction more generally, is also critical. The Carter
Center and the Poynter Institute both deliver training and
disseminate educational materials related to addiction reporting [36, 41, 42].
Critically, more research is also needed. As noted previously, only two experimental studies have tested the effects of
media frames on addiction stigma [23, 27]. More research is
needed to fully understand the effects of commonly used
media frames on public attitudes toward people with addiction issues and, perhaps more importantly, to develop destigmatizing frames. Such frames could be disseminated to
journalists through media training, as well as used in publicstigma-reduction communication campaigns.

Conclusion
The limited available research suggests that the news media
often depicts individuals experiencing addiction, especially
drug addiction, in a negative light. Given that the news
media is a key source of information about health issues for
many Americans, such depictions likely contribute to widespread stigmatizing attitudes toward this population. The
relatively small body of research on media depictions of
addiction suggests that the entertainment media has portrayed people with addiction on balance more positively
and with greater nuance than has the news media, though
stigmatizing depictions, 
particularly depictions of people
with addiction as violent, are also evident in films. Very limited experimental research suggests that narratives that
combine sympathetic individual depictions of people with
addiction issues with messages about societal barriers to
treatment, such as provider shortages, may reduce stigmatiz-
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ing attitudes. Media depictions of individuals who have
undergone successful addiction treatment and are in recovery may also reduce stigma. More experimental research is
needed to better understand how common media frames of
addiction influence stigma, and research is needed to identify destigmatizing frames. To reduce addiction stigma in the
media, journalists and other media producers should receive
education regarding the various facets of their work that
impact addiction stigma, including how media frames influence public perception and the importance of using nonstigmatizing language.
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