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ABSTRACT 

 

Stigma in the healthcare system is widely documented. A significant medium 

through which stigmatizing thoughts, opinions, and attitudes are propagated is language. 

Stigmatizing language can create barriers to care, while inclusive non-stigmatizing 

language has the ability to highlight a patient’s strengths, humanity, and potential for 

recovery. While several institutions have implemented campaigns and interventions 

aimed at reducing stigma in healthcare, research examining the impact of these 

interventions is limited. Specifically, no studies have examined the effects of language-

focused campaigns on patient outcomes. This paper reviews the current literature on 

stigma and stigmatizing language in healthcare and proposes a hypothetical study 

designed to assess the effects of a clinician-facing training that emphasizes the use of 

non-stigmatizing language on opioid abstinence in patients newly diagnosed with opioid 

use disorder. Potential limitations in study design and data analysis, along with possible 

implications of study results, are discussed. 
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CHAPTER 1: INTRODUCTION 

 

The proposed project is a prospective pre-post interventional study to assess 

whether the introduction of training for clinicians focused on the use of non-stigmatizing, 

person-first language will significantly impact patient abstinence from opioids during a 

one-year period of outpatient addiction treatment. Patients experiencing opioid use 

disorder (OUD) face a number of challenges on the road to recovery. An abundance of 

research has demonstrated that the use of medication for opioid use disorder (MOUD), 

including Suboxone, methadone, and naltrexone, leads to improved outcomes and 

reduction in opioid use (Connery, 2015; Gibson et al., 2008; Mintzer et al., 2007; Sordo 

et al., 2017; Wakeman et al., 2020). However, many individuals receiving MOUD still 

struggle to cut back or remain abstinent as a result of compounded social stressors, 

personal hardships, or societal stigma (Ashford et al., 2018; Brener et al., 2010; Preis et 

al., 2020; Sharma et al., 2017; Wakeman & Rich, 2018). Limited research has addressed 

the impact of non-pharmacologic interventions, such as stigma reduction training, on 

reduction in patient opioid use. 

In the proposed study, participants will be comprised of those with newly 

diagnosed OUD who are taking part in addiction treatment at an outpatient Suboxone 

clinic. The pre-intervention group will consist of patients receiving standard MOUD 

treatment as usual, and the post-intervention group will consist of patients receiving care 

from clinicians who have undergone training in the use of non-stigmatizing, person-first 

language. All patients will complete an intake appointment and subsequently follow-up in 

one month increments for a total of twelve months. Primary outcome measures will 
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include opiate use as measured by urine tests and self-report. Secondary outcome 

measures will include patient satisfaction, patient quality of life, and clinician attitudes 

towards patients with OUD. Participation in the study will be completely voluntary. The 

results of this study will contribute to the literature on evidence-based care for individuals 

with OUD. 

Background 

Stigma in Healthcare 

Stigma pervades all aspects of our society, and unfortunately, the healthcare 

system is no exception. Studies have shown that stigma acts as a barrier to health-seeking 

behavior, engagement in care, and adherence to treatment (Stangl et al., 2019). Despite an 

understanding that the creation of therapeutic partnerships between patients and primary 

care physicians plays a role in patient healing (Scott et al., 2008), individuals may still 

sense power differentials in patient-doctor relationships with stigma playing a significant 

role. Stigma is a multifaceted and complex social process that exists in the combined 

form of discrimination, prejudice, stereotyping, separating, and status loss in the setting 

of a differential distribution of power (Link & Phelan, 2001). While stigma in healthcare 

is not easily operationalized, it can be divided into three main categories: self-stigma, 

social stigma, and structural stigma (Livingston et al., 2012). Self-stigma “refers to the 

process of an individual accepting society’s negative evaluation and incorporating it into 

his or her own personal value system and sense of self” (Livingston & Boyd, 2010). 

Social stigma describes “the phenomenon of large social groups endorsing stereotypes 

about and acting against a stigmatized group” (Corrigan et al., 2005). Finally, structural 
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stigma “refers to the rules, policies and procedures of institutions that restrict the rights 

and opportunities for members of stigmatized groups” (Livingston et al., 2012). 

Manifestations of all types of stigma in health facilities are widely documented. 

Specific presentations of stigma towards patients can range from subtle to overt, 

including increased wait times, punting of care to more junior providers, decreased 

quality of care, outright verbal abuse, or absolute denial of care (Nyblade et al., 2019). 

Enacted stigma may be directed towards patients identifying with a racial minority group, 

patients living with HIV, or those who are considered obese (Penner et al., 2018). 

Detailed interviews with transgendered individuals demonstrated both perceived stigma 

(i.e.,  self-stigma) and experienced stigma (i.e., social and structural stigma) as a barrier 

to healthcare-support seeking (Wagner et al., 2016). In addition, studies have 

demonstrated that healthcare providers tend to have negative attitudes towards 

individuals with substance use disorders, citing lack of trust and perceived paucity of 

personal motivation as reasons for these attitudes (van Boekel et al., 2013).  A national 

epidemiological survey on alcohol and drug use disorders showed that a major reason for 

alcohol use disorder remaining untreated was not necessarily lack of access to care, but 

rather fear of stigmatization from healthcare providers (Grant et al., 2015). Research also 

suggests that providers may harbor stigmatizing attitudes towards individuals 

experiencing mental illness, with many patients reporting feelings of dismissal and 

dehumanization (Knaak et al., 2017). 

Stigma and Language 

A significant medium through which stigmatizing thoughts, opinions, and 

attitudes are propagated in the healthcare system is language. The use of certain language 
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by healthcare providers, either in electronic medical records, discussion with other 

providers, or directly to patients, can further propagate stigmatizing attitudes (Park et al., 

2021). For example, the use of terms like “risky” or “unsafe” when describing sexual 

activity can perpetuate stigma and prevent important conversations from occurring 

between providers and patients (Marcus & Snowden, 2020). Labeling patients with 

substance use disorders as “difficult” creates barriers to treatment by prompting 

physicians to ignore patients’ symptoms or to refer patients to other clinicians (Andraka-

Christou & Capone, 2018). One study examining stigma required medical students and 

residents to read a medical chart containing either stigmatizing language or neutral 

language regarding a hypothetical patient with sickle cell disease. Those who read 

vignettes with stigmatizing language were found to not only view the patients more 

negatively, but they also treated their pain less aggressively (Goddu et al., 2018). Further 

research examining implicit attitudes demonstrated that participants had more negative 

automatic attitudes toward the terms “addict” and “substance abuser” as compared to 

“person with a substance use disorder” (R. D. Ashford et al., 2019a, 2019b).  

Though the use of certain language has the potential to cause significant harm to 

patients, alternative terminology exists that can highlight a patient’s identity outside of 

just their health condition (Carroll, 2019). The use of person-first language steers the 

focus away from disease or disorder as a defining characteristic of a patient and instead 

emphasizes the patient’s individuality, dignity, and strengths (Dunn & Andrews, 2015). 

For example, calling someone “a person with diabetes who has difficulty following a 

medication regimen” instead of “a noncompliant diabetic” emphasizes the fact that they 

are a person first and foremost, highlights their potential for recovery, and shows that 
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their disease does not define them (Ashcraft & Anthony, 2006). While person-first 

language initially emerged out of the disability-rights movement (Reid, 2017), it has 

subsequently spread widely beyond. Since its emergence, many calls have been made to 

implement person-first language when referring to individuals with a variety of 

conditions, including substance use disorders, diabetes, and mental health conditions 

(Ashcraft & Anthony, 2006; Robert David Ashford et al., 2019; Cooper et al., 2018; 

Kelly et al., 2015). Researchers have also emphasized the importance of using person-

first language when describing patient characteristics related to social situation. For 

example, referring to a patient who has experienced incarceration as a “convict” or 

“offender” may have negative effects on patient care (Bedell et al., 2019). 

A number of academic institutions and public health departments across the 

country have called for the use of person-first language, and some have implemented 

campaigns and initiatives to further mitigate the use of stigmatizing language (Nyblade et 

al., 2019). For example, the Colorado Department of Human Services launched a public 

awareness campaign with a goal of removing “damaging labels and stigma that prevent 

those with opioid addiction from seeking effective treatment” (About Lift the Label, 

2021). The faculty at the Grayken Center for Addiction at Boston Medical Center 

developed a pledge that promotes the use of terms such as “positive or negative” rather 

than “clean or dirty” when referring to the results of a toxicology screen (Reducing 

Stigma  2020). The American Psychiatric Association created a free online training 

module entitled “Words Matter: The Importance of Person First Language,” which 

examines “the origins and the contemporary use of language as a form of advocacy and 
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respect, and the role it plays in meaningful engagement” (Words Matter: The Importance 

of Person First Language, 2019). 

Investigational Intervention 

The proposed study will examine the effect of training clinicians to use non-

stigmatizing language on patient outcomes in addiction treatment. This training was 

developed alongside an institutional campaign. For the initial campaign development, a 

supervising faculty member and I searched both Google and Pubmed with several key 

terms to review the academic literature and compile content from anti-stigma campaigns, 

individual public health and advocacy organizations. For academic literature on the use 

of stigmatizing language in healthcare, we searched PubMed between September 2020 

and January 2021 with the following key terms: “bias,” “healthcare,” “intervention,” 

“medical record,” “mental illness,” “patient outcome,” “person first language,” “stigma,” 

“stigmatizing language,” and “substance use disorder.” Additionally, we searched Google 

over the same time period to identify institutional and organizational campaigns, 

initiatives, and educational resources promoting the use of non-stigmatizing language 

using the key search terms above and, additionally, the following: “words matter,” 

“language matters,” “campaign,” and “initiative.”  

The combined search of academic literature and institutional campaigns yielded 

588 results, of which 49 were deemed clinically relevant based on consensus. Together, 

we read the titles and abstracts of all academic articles and the summaries of relevant 

webpages, including advocacy work outside of the conventional peer-reviewed literature. 

We then extracted data regarding stigmatizing language from each included source. 

Based on principles of thematic analysis (Braun & Clarke, 2012), we convened five times 
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between October 2020 and January 2021 to organize the content into core principles for 

use in interprofessional clinical practice. Based on these core principles, we then 

developed a slide deck and recorded an audio presentation to serve as a training tool for 

clinicians. Clinical implementation of this pre-recorded training will serve as the 

intervention group for the proposed study.  

Data to Date 

Interventions and campaigns designed to combat stigma and promote inclusive 

environments in healthcare are born of good intentions. However, an essential component 

of creating sustainable and meaningful interventions is the objective measurement of 

impact. Though limited, several studies have attempted to examine this impact. A 

systematic review of literature evaluating interventions designed to reduce stigma related 

to substance use disorders found that a range of programs showed promise for creating 

meaningful change. For example, several educational programs targeting medical 

students and trainings that involved direct contact with patients were effective in altering 

provider and student attitudes. In addition, evidence shows that group-based acceptance 

and commitment therapy can decrease feelings of self-stigma in patients with substance 

use disorder (Livingston et al., 2012). A separate study addressing the impact of a 

collaborative, primary care-based anti-stigma intervention demonstrated a significant 

change in provider attitudes toward mental illness and substance use disorders as 

measured by social distancing scales (Khenti et al., 2019). 

Rationale 

In reviewing the current research on stigma and stigmatizing language in 

healthcare, two gaps in the literature stand out. As discussed above, several studies have 
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examined the impact of generalized anti-stigma interventions. However, few have 

assessed the impact of campaigns and programs specifically targeting language change. 

Furthermore, while studies have examined the effects of anti-stigma campaigns on the 

subjective attitudes of both healthcare practitioners and patients, few have evaluated 

health outcomes. To the knowledge of the author, no studies have specifically assessed 

the direct impact of a language-focused campaign on patient health outcomes. While 

previous research supports the notion that stigmatizing language used by providers can 

influence a patient’s overall experience with healthcare and individual feelings of self-

stigma, it is important to examine whether this language has any direct or measurable 

impact on a patient’s ability to meet short-term or long-term health goals.  

While stigma affects a wide variety of patients interfacing with the healthcare 

system, research has demonstrated that substance use disorders are often more highly 

stigmatized than other health conditions (Livingston et al., 2012). A cross-cultural study 

conducted by the WHO found that drug addiction ranked number 1 among the 18 of the 

most stigmatized social problems (Room et al., 2001). Media outlets often illustrate the 

opioid epidemic and individuals with opioid use disorder using stigmatizing terminology 

that reinforces negative stereotypes and creates barriers to care (McGinty et al., 2019). A 

narrative review of the literature surrounding language and stigma in the context of 

opioid use disorder found that when healthcare professionals use stigmatizing language, 

the complexity of substance use can be minimized and misunderstanding of OUD by the 

general public is perpetuated (Werder et al., 2022). Research exploring the lived 

experience of patients who inject drugs demonstrated that public stigma towards 

methadone (e.g., equating methadone treatment with illicit drug use) discouraged patients 
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from seeking this form of treatment (Paquette et al., 2018). Further research on 

individuals using IV drugs showed that concern for being seen as a “junkie” affected 

patients’ willingness to interact with the health system (Simmonds & Coomber, 2009). In 

addition, patients with substance use disorder who had an increased perception of 

discrimination by healthcare providers and staff were less likely to successfully complete 

treatment programs (Brener et al., 2010). As a result of the disproportionate impact of 

stigma on patients experiencing substance use disorder, the proposed study intervention 

will focus specifically on the effects of language on patients with opioid use disorder. 
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CHAPTER 2: STUDY OBJECTIVES 

 

Primary Objective 

The primary objective will be to determine the impact of one year of OUD 

treatment from clinicians who have been training in the use of non-stigmatizing language 

on patient abstinence from opioids as measured by urine drug testing and self-report 

measures. 

Secondary Objectives 

1. Explore the impact of this intervention on patient satisfaction with quality of care. 

2. Explore the impact of this intervention on measures of patient quality of life. 

3. Explore the impact of language training for clinicians on clinician attitudes 

towards individuals with substance use disorders.  
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CHAPTER 3: STUDY DESIGN 

 

This is a prospective pre-post interventional study to assess whether training for 

clinicians focused on the use of non-stigmatizing, person-first language will significantly 

impact patient abstinence from opioids during a one-year period. The study will be 

conducted at a single outpatient Suboxone treatment site over the course of three years. 

Studies have demonstrated that 75% of patients receiving buprenorphine for opioid use 

disorder remained in treatment and opioid-free within one year compared to 0% of 

patients receiving placebo (Kakko et al., 2003). We anticipate an improvement to from 

75% to 90% of patients remaining opioid-free in the post-intervention group. To achieve 

a power of 80% and a two-sided alpha level of 0.05, a minimum number of 125 patients 

will be included in each study group. 

Each patient will be given a consent form that explains which data will be 

collected as a result of their participation in the study. Eligible and consenting patients 

will be placed in the “pre-intervention” group or “post-intervention” group in a non-

blinded fashion based on whether they present to the clinic for treatment induction before 

clinicians receive the language-based training, or after the clinicians receive training. 

Patients whose one-year treatment period overlaps between the two timeframes will not 

be included in the study. During the baseline evaluation, patients will provide 

demographic information. All patients will be seen once a month for a total of one year. 

At each visit, they will provide a urine drug screen and be interviewed with the Timeline 

Follow Back (TLFB) to determine self-reported opiate use between study visits. Patients 

will also complete surveys regarding quality of life and care satisfaction at each study 
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visit. Additional measures taken at the baseline assessment and each study visit are 

described in Table 1. 
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CHAPTER 4: PARTICIPANT SELECTION AND WITHDRAWAL 

 

Inclusion Criteria 

1. New diagnosis of opioid use disorder as defined by DSM-IV criteria 

2. Voluntarily seeking outpatient treatment with Medication for Opioid Use 

Disorder (MOUD) for the first time 

3. Expressing a goal of complete abstinence from opiates 

4. Be in general good health as determined by physical examination and laboratory 

testing 

5. Age 18 and above 

6. Understand and sign a consent form agreeing to participate and return to clinic for 

follow-up visits once a month for a total of one year 

Exclusion Criteria 

1. Drug or alcohol dependence that requires medical detoxification in an inpatient 

facility or a higher level of care. In order to recruit a maximally representative 

sample, use of substances that commonly co-occur with opioid use disorder (e.g. 

cocaine, cannabis, alcohol) that do not rise to this level of severity will not 

exclude participation. 

2. Serious untreated psychiatric co-morbidity as defined by DSM-IV criteria 

Participant Recruitment 

Patients will be recruited from an outpatient addiction treatment clinic. This will 

be a specialty clinic focusing on MOUD treatment, although it may be integrated into a 

larger comprehensive primary care unit. MOUD treatment for all patients will consist of 
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sublingual buprenorphine-naloxone, more commonly known as Suboxone. When new 

patients present to the clinic for treatment induction, providers will ask patients if they 

are interested in participating in a research study that will involve the collection of 

demographic information and subsequent follow-up visits with surveys, urine drug 

screens, and self-reports of opioid use. It should be emphasized that participation is 

entirely voluntary, but that enrollment in the study will not require much more of the 

patients than would otherwise be required for general participation in an outpatient 

treatment program. 

Participant Withdrawal 

Patients will participate only after signing an informed consent, and all patients 

will be made aware of their right to withdraw from the study at any point. 
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CHAPTER 5: STUDY INTERVENTION 

 

Study Description 

Clinicians providing care for patients in the intervention group will complete a 

formal training course in the use of inclusive, non-judgmental, non-stigmatizing 

language. This will be a self-guided training slide deck created based on campaign 

principles derived from the previously described literature review. These principles 

include use of person-first language, elimination of pejorative terms, use of inclusive 

terminology, avoidance of labeling patients, avoidance of using social identifiers, and 

avoidance of patient blame. Each slide will contain pre-recorded audio accompanying the 

slide content and clinicians will have the ability to go through the slide deck at their own 

pace. This pre-recorded format will ensure consistency in training content between 

clinicians. The self-guided training should take each clinician about one hour. 

Assigning Participants to Treatment Groups 

For a period of eighteen months, providers in the selected outpatient treatment 

clinic will provide addiction care to patients as usual. New patients presenting to clinic 

will be enrolled in the study and data will be collected on each patient for one year. This 

data set will serve as the “pre-intervention” group. Once the last patient to be enrolled has 

completed their one-year study period, the same clinicians will complete the language-

focused training. For another period of eighteen months, these providers will then enroll a 

second set of patients presenting to clinic who will complete the one-year treatment 

period. This data set will serve as the “post-intervention” group. The entire duration of 

the study will be three years. 
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CHAPTER 6: STUDY PROCEDURES AND DATA COLLECTION 

 

Patient Baseline Assessment and Study Entry 

All patients who voluntarily offer to participate in the study and meet inclusion 

criteria based on screening will have baseline evaluations collected during the first 

appointment. This will include collection of demographic information, a comprehensive 

physical exam by the providing clinician, a urine drug screen, and assessment of previous 

opioid use via the Timeline Follow Back. Because treatment of opioid use disorder is 

often multimodal and extends beyond the doctor’s office, patients’ use of outside support 

services, such as counseling and support groups like Narcotics Anonymous, will also be 

collected in the Treatment Services Review. Patients will also complete surveys related to 

psychopathology. 

Patient Follow-up Visits and Outcome Measures 

As described in Table 1, a panel of measures will be collected at each monthly 

follow-up visit. Patients will return to clinic for study visits and assessments once a 

month for a total of one year. The main outcome measures that will be assessed between 

groups include opioid use, patient satisfaction with the provider, and patient quality of 

life. 
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Table 1: Summary of patient measures 

 Baseline Monthly 
Clinical Safety   
Screening form X  
Study consent X  
Demographics   
Age X  
Self-Identified Gender X  
Self-Identified Ethnicity X  
Years of education X  
Employment status X X 
Housing status X X 
Vital Signs/Lab Tests   
Physical Exam X X 
Weight, Temp, BP, Pulse X X 
Urine Toxicology X X 
Blood Alcohol Level X X 
Research Assessments   
Suboxone Dose X X 
M.I.N.I. for Psychotic 
Disorders (Sheehan et al., 1998) 

X  

Beck Depression Inventory  
(Beck et al., 1988) 

X X 

Treatment Services Review 
(McLellan et al., 1992) 

X X 

Timeline Follow Back  
(Sobell & Sobell, 1992) 

X X 

Patient Satisfaction Survey 
(Patient Satisfaction Survey, 2022) 

X X 

Quality of Life Survey 
(Zubaran et al., 2012) 

X X 

 

Clinician Measures 

Clinicians will complete the Medical Condition Regard Scale (MCRS) at the 

beginning of the three-year study period, immediately before and after completing the 

language-focused training module, and at the completion of the three-year study period. 

In addition, clinicians will take place in semi-structured interviews with a researcher prior 

to training and again at the completion of patient data collection regarding opinions on 
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the training, personal attitudes towards patients with opioid use disorder, and opinions on 

the effects that language may have on treatment success. 

 

Table 2: Summary of clinician measures 

 Start of study Pre-training Post-training End of study 
Medical 
Condition Regard 
Scale (Christison et 
al., 2002) 

X X X X 

Semi-structured 
interview 

 X  X 
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CHAPTER 7: STATISTICAL PLAN 

 

Hypothesis 1: Abstinence 

The primary outcome of interest in this study is opiate abstinence. Here, opiate 

abstinence is defined as having both a negative drug screen and complete lack of opiate 

use since the last study visit according to self-report assessed by the Timeline Follow 

Back. The TLFB, administered by the clinician, utilizes a calendar and involves asking 

patients to retrospectively estimate their daily opioid use over the past month. Patients 

may start from either end of the calendar and work forward or backward, or jump around 

from week to week, day to day. Clinicians may use recall aids such as specific holidays 

or significant events to help clarify the patient’s memory. Patients are asked to make an 

estimate for each day and encouraged to make their best guess if they cannot remember 

clearly. If either the drug screen is positive for opiates or the patient reports use since the 

last visit, the visit will be classified as an opioid-positive assessment. Missing data will be 

treated as opioid positive. For example, if a patient misses a monthly assessment but 

returns for the following assessment, the previous missing appointment will be classified 

as opioid positive. The primary end point for analysis will be difference in abstinence 

between groups, with abstinence defined as a cumulative twelve months without evidence 

of opioid use. Using a univariate chi-square analysis, the percent difference in patient 

abstinence will be compared between groups. 

Hypothesis 2: Patient Satisfaction 

A secondary outcome of interest is patient satisfaction with the care provider. At 

each visit, patients will complete a 10-item care provider survey rated on a 5-point Likert 
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scale. Each item will describe a quality of the provider (“friendliness/courtesy of the care 

provider,” for example) and patients will rate the quality as either very poor, poor, fair, 

good, or very good. Each item is scored from 1-5, with very poor scoring a 1 and very 

good scoring a 5. Survey scores will be totaled and averaged within each treatment group. 

An independent-samples t-test will then be utilized to analyze between-group differences 

in patient satisfaction. In addition, means of the “first-visit” survey will be compared with 

means of the “last-visit” survey (for both groups) using a paired-samples t-test to analyze 

within-group differences in satisfaction. 

Hypothesis 3: Quality of Life 

A secondary outcome of interest is quality of life for patients undergoing 

addiction treatment. At each visit, patients will complete the Drug User Quality of Life 

Scale (DUQOL), a 17-item patient survey rated on a 7-point Likert scale. Each item will 

describe a quality of the patient’s life (“housing” and “leisure activities,” for example) 

and patients will rate their satisfaction on a scale from 1-7, with 1 being very dissatisfied 

and 7 being very satisfied. Survey scores will be totaled and averaged within each 

treatment group. A t-test will then be utilized to analyze between-group differences in 

quality of life. In addition, means of the “first-visit” survey will be compared with means 

of the “last-visit” survey (for both groups) using a paired-samples t-test to analyze 

within-group differences in quality of life. 

Hypothesis 4: Provider Attitudes 

A secondary outcome of interest is provider attitude regarding opioid use and the 

effects of language on care. Clinicians will complete the Medical Condition Regard Scale 

at the beginning of the three-year study period, immediately before and after completing 
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the language-focused training module, and at the completion of the three-year study 

period. This is an 11-item survey rated on a 6-point Likert scale that examines positive 

and negative biases, emotions, and expectations produced by medical condition 

descriptors that has been validated across a wide range of conditions (Christison et al., 

2002) and has been successfully used to assess provider stigma in the context of 

substance use disorder (Avery et al., 2019). Each item will provide a statement 

(“Working with patients with opioid use disorder is satisfying,” for example), with which 

the provider will indicate that they strongly disagree, disagree, not sure but probably 

disagree, not sure but probably agree, agree, or strongly agree. Each item is scored from 1 

to 6 based on the clinician’s rating of that item, with some items being reverse scored. A 

higher score indicates higher regard for the patient, and a lower score indicates lower 

regard. Survey scores will be totaled and averaged for each of the four time periods. An 

analysis of variance (ANOVA) will then be utilized to analyze between-group differences 

in provider regard for patients. 

In addition, providers will take part in semi-structured interviews immediately 

prior to completion of the language-focused training and at the end of data collection to 

examine changes in personal attitudes towards patients with opioid use disorder and 

opinions on the effects that language may have on treatment success. Providers will be 

asked about the frequency of their use of certain stigmatizing terms such as “addict” both 

before and after training. Interviews will be analyzed using thematic analysis and main 

emerging themes will be extracted and discussed. 
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CHAPTER 8: LIMITATIONS 

 

While the proposed research study is the first of its kind to examine the effects of 

provider language on treatment outcomes in patients with opioid use disorder, there are 

inevitably limitations that arise in terms of both study design and subsequent data 

analysis. For one, it is not a randomized controlled trial. Addiction treatment is an 

incredibly complex process, and patients who present to clinic seeking care generally 

need that care immediately. It would be ethically questionable to ask patients to wait in 

order to undergo a randomization process before receiving treatment. In addition, there is 

no real way to blind clinicians to treatment group. All providers will eventually complete 

the language training module, and data collected prior to training will serve as a pseudo-

control group. To compare between clinical sites instead of within a single site would 

allow for the introduction of multiple uncontrolled variables. Treatment styles and 

protocols may vary significantly from one clinic to the next. The proposed study attempts 

to hold at least some of these variables constant by comparing the “pre-intervention” and 

“post-intervention” groups within the same clinical site. Obviously, clinicians cannot be 

untrained in the use of non-stigmatizing language, and it would be unethical to ask 

clinicians to revert to the use possibly stigmatizing language. As a result, it impossible to 

design the study as a cross-over. It may then be noted that another limitation of the 

proposed study is the possible difference in treatment style between each individual 

clinician. Although clinicians will all receive the same standardized training and will care 

for patients at the same clinical site, there is no guarantee that clinicians will have the 

same baseline use of stigmatizing language prior to training or will implement the 
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training in the exact same manner. The inclusion of semi-structured interviews with 

clinicians both before and after training hopes to account for some of these individual 

differences. 

In terms of data collection and analysis, another set of issues arises. For those 

familiar with the treatment of opioid use disorder, it is clear that minimizing treatment 

“success” to the complete and total abstinence from opiate use is both unfair and 

unrealistic. Recovery is a life-long process, and it is rare that patients with a history of 

opiate use are able to stop quickly or even entirely, at first. Relapse is commonplace on 

the road to recovery and does not necessarily indicate treatment failure. A recent 

literature review examined the various ways in which research has defined and measured 

positive treatment outcomes for individuals with OUD (Biondi et al., 2020). While it is 

abundantly clear that abstinence is not the only, or even the best, way in which to 

measure treatment success, the proposed study is the first of its kind and aims to lay a 

foundation on which later research may build. Recent studies have developed innovative 

methods for examining specific patterns of drug use over time that are more closely 

associated with long-term treatment success (Panlilio et al., 2020). These methods, which 

utilize cluster analysis and computer learning models, are certainly more nuanced those 

of the proposed study and will hopefully become more commonplace in the setting of 

addiction treatment research in the future. Additionally, trials utilizing e-Delphi 

methodology are currently underway to determine a consensus-based Core Outcome Set 

(COS) by which to measure, and hopefully standardize, meaningful treatment outcomes 

for opioid use disorder (Karnik et al., 2021). 
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CHAPTER 9: IMPLICATIONS & CONCLUSIONS 

 

As discussed, the language used by providers in clinical settings matters. While 

research has demonstrated that exposure to stigmatizing language can affect clinician 

attitudes towards patients, few studies have examined the effects of language on patient 

outcomes. If the results of the proposed study were to suggest that the use of non-

stigmatizing language in a clinical setting had a positive effect on reduction in substance 

use in patients with opioid use disorder, providers would have another evidence-based, 

easily implemented tool for helping patients work towards recovery. Treating opioid use 

disorder is incredibly challenging and multifaceted, and patients often face numerous 

setbacks throughout the course of treatment. Recent data from the CDC demonstrate that 

the opioid epidemic in America is far from resolved. In the 12-month period from May 

2020 to April 2021, drug overdoses reached 100,306, a 28.5% increase from the 78,056 

deaths during the same period the year before (Prevention, 2021). Changing the ways in 

which we speak to patients and about patients is free of cost. Providing time for 

clinicians, and even other clinic staff, to receive training on the use of non-stigmatizing 

language is incredibly inexpensive. As we, as a society, work address the opioid crisis in 

the U.S. and decrease rates of death, we must continue to search for innovative methods 

for improving patient care. If the simple act of examining and changing our language has 

the potential to impact patient outcomes, then it is our duty to explore this path. 
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