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ABSTRACT
Aims This study provides a systematic review of existing research that has empirically evaluated interventions
designed to reduce stigma related to substance use disorders. Methods A comprehensive review of electronic databases was conducted to identify evaluations of substance use disorder related stigma interventions. Studies that met
inclusion criteria were synthesized and assessed using systematic review methods. Results Thirteen studies met the
inclusion criteria. The methodological quality of the studies was moderately strong. Interventions of three studies
(23%) focused on people with substance use disorders (self-stigma), three studies (23%) targeted the general public
(social stigma) and seven studies (54%) focused on medical students and other professional groups (structural stigma).
Nine interventions (69%) used approaches that included education and/or direct contact with people who have
substance use disorders. All but one study indicated their interventions produced positive effects on at least one
stigma outcome measure. None of the interventions have been evaluated across different settings or populations.
Conclusions A range of interventions demonstrate promise for achieving meaningful improvements in stigma related
to substance use disorders. The limited evidence indicates that self-stigma can be reduced through therapeutic interventions such as group-based acceptance and commitment therapy. Effective strategies for addressing social stigma
include motivational interviewing and communicating positive stories of people with substance use disorders. For
changing stigma at a structural level, contact-based training and education programs targeting medical students and
professionals (e.g. police, counsellors) are effective.
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INTRODUCTION
Increasingly, governments and professional organizations are mobilizing resources towards preventing and
managing health-related stigma. This coincides with a
rapid expansion of research on stigma [1] which, until
recently, has concentrated on documenting the magnitude of the problem and understanding its pernicious
effects [2–4]. Researchers have been slow to turn their
attention towards the question of how stigma associated
with mental illness and substance use disorders can be
reduced [5,6].
Health-related stigma describes a socio-cultural
process in which social groups are devalued, rejected and
© 2011 The Authors, Addiction © 2011 Society for the Study of Addiction

excluded on the basis of a socially discredited health
condition [7]. Stigma may be understood in terms of the
different ways it manifests at the self, social and structural
levels [8–10]. Self-stigma is defined as a subjective process
that is ‘characterized by negative feelings (about self),
maladaptive behavior, identity transformation or stereotype endorsement resulting from an individual’s experiences, perceptions, or anticipation of negative social
reactions’ on the basis of a stigmatized social status or
health condition [2]. Social stigma describes ‘the phenomenon of large social groups endorsing stereotypes
about and acting against a stigmatized group’ [8]. Structural stigma refers to the rules, policies and procedures of
institutions that restrict the rights and opportunities for
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members of stigmatized groups [8,11]. Examples of
structural stigma are the negative attitudes and behaviors of representatives of public institutions, such as
people who work in the health and criminal justice
sectors. Disagreement exists in the literature concerning
the levels of stigma, including how many exist and how
they are defined. For instance, although including attitudes and behaviors of trainees and professionals within
the ‘structural’ level of stigma is consistent with existing definitions and theories [12,13], there are several
alternative conceptualizations [9,14,15]. Nevertheless, a
three-level framework provides a useful guide for developing strategies aimed at reducing health-related stigma.

Substance use disorders and stigma
Several studies have found that substance use disorders
are more highly stigmatized than other health conditions
[16–20]. The relationship between stigma and substance
use disorders can manifest differently from that of other
stigmatized health conditions, thereby complicating
efforts to build social acceptance of people with substance
use disorders. Stigma is often used as a tool to discourage
and marginalize unhealthy behaviors such as problematic substance use [21–23], which has a collateral consequence of marginalizing and devaluing social groups.
Stigmatizing attitudes regarding certain behaviors (e.g.
substance use during pregnancy) and groups (e.g. injection drug users) are widely accepted, culturally endorsed
and enshrined in policy (e.g. criminal law). Although no
empirical evidence exists, some have speculated that
reducing the stigma of substance use problems may
produce negative effects such as increasing the rates of
substance use among younger adolescents [24] and
decreasing motivation to seek help among people with
substance use problems [25]. Such speculation reflects
the broad social discourse surrounding how people with
substance use disorders ought to be viewed and treated
in our society.
Substance use behaviors are linked symbolically to a
range of other stigmatized health conditions [e.g. human
immunodeficiency virus/acquired immune deficiency
syndrome (HIV/AIDS), hepatitis C virus, mental illness],
unsafe behaviors (e.g. impaired driving) and social problems (e.g. poverty, criminality) [18,26–29]. These negative stereotypes guide social action, public policy and the
allocation of health-care expenditures. Therefore, people
with substance use disorders may experience stigma as a
consequence of the culturally endorsed stereotypes that
surround the health condition. The fact that stereotypes
about substance use disorders have a small degree of
accuracy creates challenges for counteracting stigma
[30]. The key for anti-stigma interventions is demonstrating that negative attributes (e.g. violence, crime and
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contagion) are not generally applicable to all members of
a particular social group.
Substance use disorders are often treated as a moral
and criminal issue, rather than a health concern
[18,31]. This is especially true of illegal substances,
which are perceived more negatively than legal substances [18,32,33]. Using particular substances (e.g.
heroin) has not only been deemed deserving of social
disapproval and moral condemnation, but society has
also defined such behaviors as crimes. Criminalization
of substance-using behaviors exacerbates stigma and
produces exclusionary processes that deepen the marginalization of people who use illegal substances [33].
Therefore, the social processes and institutions that
are created to control substance use may, in actuality,
contribute to its continuance [34].
A final way in which substance use disorders are
uniquely related to stigma is that people with this condition are more likely to be perceived as having personal
control over their illness and, therefore, are more likely
to be held responsible and blamed [20,35,36]. This
system of beliefs (i.e. causal attributions) affects the social
response to substance use disorders (e.g. anger, avoidance, coercion, punishment) and can influence how
people with substance use disorders view themselves
[37,38]. Interventions that aim to reduce stigma are
likely to be affected adversely by the fact that substance
use problems are often perceived as a moral deficit for
which a person has corrective control.

Effects of substance use disorder-related stigma
The detrimental effects of stigma on people with substance use disorders are acute and far-reaching [2–4].
Stigma ascribed to people with substance use disorders
exacerbates social alienation [18] and has the potential to
impact adversely all domains of life, such as employment,
housing and social relationships. Research indicates
that stigma contributes to a host of adverse outcomes
for people with substance use disorders, including poor
mental and physical health [33,39], non-completion
of substance use treatment [40], delayed recovery
and reintegration processes [22,41,42] and increased
involvement in risky behavior (e.g. needle sharing) [43].
Several studies have identified stigma as a significant
barrier for accessing health care and substance use treatment services [31,44–47]. Health-care providers may
hold negative beliefs about people with substance use disorders, including that they overuse system resources, are
not vested in their own health, abuse the system through
drug-seeking and diversion and fail to adhere to recommended care [7,48]. Such perceptions can contribute to
inequitable and poor provision of care for people with
these disorders. As such, individuals with substance use
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disorders may choose to conceal their substance use
problems to avoid stigma, which may result in care provision that does not attend to substance use-related needs
(e.g. while pregnant) [33]. The stereotypes associated
with substance use treatment services themselves (i.e.
methadone maintenance, residential treatment) can also
lower the likelihood that people will engage in services
[46]. Similarly, health-care providers may refuse to offer
certain services (e.g. needle exchange) or may not prescribe effective pharmacological treatments to patients
suffering from other illnesses (e.g. cancer, back pain) on
account of stigma [49–52].
In Canada, key recommendations from several
organizations and agencies [53–55] have focused on
addressing the stigma associated with mental health and
substance use problems. The purpose of this study was to
make available the best possible information by reviewing
existing research focused on evaluating the effectiveness
of interventions for reducing stigma related to substance
use disorders.
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substance use disorders, (iii) could be retrieved through
university library services or by contacting the author
and (iv) were written in English. Reviews and editorials
were excluded. No restrictions were made on the publication date or methodological rigor.
The records were divided between two reviewers
who read the title and abstract of each record for an
evaluation of relevance. To assess inter-rater agreement,
approximately 5% of the records (k = 315) were selected
randomly and rated independently by both reviewers
as ‘potentially relevant’ or ‘not relevant’ using the above
inclusion criteria. Inter-rater agreement for the title/
abstract review was 91.8%. The full-text articles of eligible records rated ‘potentially relevant’ by at least one
reviewer (k = 160) were obtained, reviewed and rated
independently by the two reviewers. Inter-rater agreement for the full-text review was 88.7%. Any discrepancies between the reviewers’ ratings were discussed and a
consensus was reached.
Data extraction and quality assessment

METHODS
Seven electronic databases were selected for their ability
to capture relevant literature across disciplines of interest
(e.g. medicine, psychology, nursing and social science),
including MEDLINE, EMBASE, PsycINFO, CINAHL, Web
of Science, EBM Reviews and Cochrane Database of Systematic Reviews. A comprehensive review of these databases was conducted between November and December
2010 to identify English-language published studies,
dissertations and conference proceedings. No restrictions were placed on publication year or methodological
design. Combinations of keywords related to ‘stigma’ and
‘substance use disorder’ were entered into the above databases, and the ‘titles’ and ‘abstract’ fields were searched
(Table S1; details of supporting information are given
at the end). Additional publications were identified by
scanning reference lists of articles and consulting with
experts and key informants. We also hand-searched the
content pages of nine journals that had published studies
on the topic of substance use-related stigma (Table S2;
details of supporting information are given at the end).
Grey literature searches were also conducted by entering
keywords into search engines, databases and contentrelevant websites selected in consultation with experts in
the field (Table S3; details of supporting information are
given at the end).
Study selection
Studies were included for full review if they met the
following criteria: (i) constituted primary research, (ii)
contained an intervention that focused on stigma and
© 2011 The Authors, Addiction © 2011 Society for the Study of Addiction

A standardized coding form and manual (available from
the principal author) were created using an adaptation of
Zaza et al.’s Data Abstraction Form for Systematic Reviews
[56]. The coding form also included Downs & Black’s
Study Quality Appraisal Checklist [57], which consists of
27 items and five subscales that assess methodological
quality. A higher score indicates better methodological
quality. Because of ambiguity in the ‘power’ item, the
checklist was modified to assess whether the study
authors reported power calculations that indicated an
appropriate sample size for detecting clinically important
effects (0 = no, 1 = yes). Although the checklist does not
have a pre-specified cut-off for acceptable studies, the
mid-point score of 14 was used as a guideline to distinguish between low- and high-quality studies.
Training sessions were held in which the research
team members thoroughly reviewed the coding form and
manual, coded two sample studies, and discussed divergent ratings in detail. The included studies were then
reviewed independently and scored by two reviewers.
Inter-rater agreement on the quality checklist was 76.9%
across the included studies. The two reviewers discussed
any discrepancies in ratings and a consensus rating was
reached. Where consensus could not be reached on a
particular item, a third reviewer provided a rating.
Data analysis
To gain an understanding of the magnitude of treatment
effects, statistical data from each study were converted
into individual effect sizes (Hedges’ g) using the Comprehensive Meta-Analysis version 2 software program
(http://www.meta-analysis.com). Substantial clinical,
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statistical and contextual heterogeneity among the
included studies precluded a meta-analysis; therefore,
data were synthesized descriptively.

RESULTS
Searches
Using the strategy outlined above, the initial literature
search generated a total of 6395 unique records (Fig. 1).
Eight records were retrieved from bibliographical searching (k = 1), hand-searching journals (k = 4) and grey
literature searching (k = 3). The title/abstract review produced 160 records deemed relevant and eligible for fulltext review. Of these, 147 articles were excluded for not
containing a substance use-related stigma intervention
(k = 123) or not involving primary research (k = 24).
In total, 13 studies met the inclusion criteria for our
review [58–70].
Study characteristics
The majority of studies were conducted in the United
States (k = 7, 54%), with the remaining studies conducted in the United Kingdom (k = 3, 23%), Canada
(k = 2, 15%) and Australia (k = 1, 8%) (Table 1). Most of
the studies (k = 10, 83%) were published after the year
2000. Because the studies targeted different levels of
stigma, the sample sizes varied substantially, ranging
from 28 to 445 (median = 108). Eleven studies (85%)

Record identified through
database search
(k = 11 182)

used quantitative methodological approaches, including
self-report survey methods in 10 (77%) studies. Three
studies (23%) assessed stigma beyond the immediate
post-intervention period, including a 35-day [60],
90-day [61] and 12-month [67] follow-up. Whereas the
majority of studies (k = 7, 54%) were not focused on specific types of substances, the remaining interventions
focused on alcohol only (k = 3, 23%), alcohol and specific
drugs (e.g. cocaine) (k = 2, 15%) and injection drug use
(k = 1, 8%). All the studies were restricted to adult
populations.

Methodological quality
All but one included study [67] were published in peerreviewed journals. Study designs consisted of prospective
cohort (k = 5, 38%) [58,61,66,68,70], before–after
(k = 3, 23%) [60,62,64], randomized control trial (k = 2,
15%) [63,67], non-comparative (k = 2, 15%) [59,69]
and cross-sectional (k = 1, 8%) [65]. The studies were of
variable methodological quality, ranging in overall score
from 5 to 19 (maximum = 28) with a mean of 15.8 [standard deviation (SD) = 3.6] (Table 2). Studies with the
lowest and highest scores demonstrated 18% and 68% in
quality, respectively. Two studies were categorized as low
quality [59,69]. The specific methodological problems
common across almost all studies were adverse events not
measured or reported (k = 13), no blinding of assessors
(k = 13), no blinding of participants (k = 12), power

Additional records identified
through other sources
(k = 8)

Records after duplicates
removed
(k = 6395)

Records screened based
on title/ abstract
(k = 6395)
Records
excluded
(k = 6243)
Full-text articles assessed
for eligibility
(k = 160)
Full-text articles excluded:
- not an intervention on
substance use stigma (k = 123)
- not primary research (k = 24)
Studies included in
descriptive synthesis
(k = 13)
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Figure 1 Systematic review search strategy
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Prospective cohort;
community, USA

Non-comparative;
university medical
school, Canada
Before–after; university
medical school,
Canada

Bahora et al. 2008
[58]

Ballon & Skinner
2008 [59]
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Cross-sectional;
community, UK

Randomized control
trial; community, UK

Luty et al. 2008
[63]

Before–after; residential
treatment program,
USA

Luoma et al. 2008
[62]

Luty et al. 2007
[65]

Prospective cohort;
community, USA

Hayes et al. 2004
[61]

Bland et al. 2001
[60]

Design; setting

Author, year [ref.]

Study

General public

General public

People receiving
residential substance
use treatment

Certified alcohol and
drug abuse
counselors

Second-year medical
students

Police officers
self-selecting for crisis
intervention training
Postgraduate first-year
psychiatry residents

Inclusion

Participants

Table 1 Characteristics of included studies.

NTot 303
NIntrv 148
NCntrl 155

NTot 158

NTot 88

NTot 93
NIntrv 64
NCntrl 29

35% men;
NR;
47 years
26% men;
NR;
48 years

47% men;
74% white;
36 years

38% men;
84% white;
53 years

NR

75% men;
43% white;
41 years
NR

NTot 92
NIntrv 58
NCntrl 34
NTot 28

NTot 84

Gender; ethnicity;
mean age

Sample
size

Social; positive
educational leaflets

Social; educational
factsheets

Self; acceptance and
commitment group
therapy

Structural; acceptance
and commitment
training;
multi-cultural
training

Attitudes to Mental Illness
Questionnairea (a = 0.93)

Internalized Stigma of
Substance Abusea
(a = 0.82–0.92); Internalized
Shame Scale (a = 0.97);
Link’s Perceived
Discrimination-Devaluation
Questionnairea
(a = 0.91–0.92); Wahl’s
Survey of Stigma
Experiencesa (a = 0.83–0.91);
Stigmatizing
Attitudes—Believability Scalea
(a = 0.72–0.78)
Attitudes to Mental Illness
Questionnairea (a = 0.93)

Community Attitudes Towards
Substance Abusersa
(a = 0.63–0.92); Stigmatizing
Attitudes—Believability Scale
(a = 0.78)

Level of comforta (a = 0.90);
attitude Pregnancya (NR);
Substance Abuse Attitude
Surveya (NR)

Qualitative coding for themes in
student reflection papers

Structural; critical
self-reflection
Structural; education

• Significant decrease in social distance towards cocaine
dependence and alcohol dependence

Bogardus Social Distance Scalea
(a = 0.89–0.90)

Structural;
psycho-education

• Significant decrease in stigmatizing attitudes towards
people with heroin dependence and alcohol
dependence

• No significant difference between intervention and
control groups in attitudes towards alcoholism

• Enhanced understanding and respect towards people
with substance use disorders and other addictive
behaviors
• Significant increase in level of comfort discussing
substance use issues with patients
• No significant change in general attitudes towards
substance use and patients with substance use
disorders
• Significant positive change in attitude towards
pregnant women with substance use disorders
• Significant positive change in attitudes towards people
with substance use disorders; effects varied by
intervention type and length of follow-up
• Significant decrease in negative thoughts about
substance use disorder clients; effects varied by
intervention and follow-up
• Significant decrease in shame
• Significant decrease in internalized stigma
• No significant change in perceived stigma
• No significant change in stigma-related rejection

Main findings

Stigma outcomes
Measures (internal
validity)

Stigma level;
approach

Interventions

Reducing substance use-related stigma
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Prospective cohort;
university medical
school, USA

Randomized control
trial; community,
USA

Prospective cohort;
university medical
school, USA

Non-comparative;
hospital, USA

Prospective cohort;
university medical
school, Australia

Meng et al. 2007
[66]

National Institute
on Drug Abuse
1978 [67]

Ramirez-Cacho
et al. 2007 [68]

Shuster & Lewin
1968 [69]

Silins 2007 [70]

First- and fourth-year
medical students

Addicts and former
injection drug users

Third-year medical
students

Ex-addicts enrolled in a
narcotic treatment
program

Third-year medical
students

General public

Inclusion

Participants

NTot 445

NTot 36

NTot 108

NTot 195
NIntrv 95
NCntrl 100

44% men;
NR;
NR

NR

50% men;
NR;
NR

71% men;
<3% white;
28 years

39% men;
94% white;
40–45 years
NR

NTot 100

NTot 117

Gender; ethnicity;
mean age

Sample
size

Scale was either developed or substantially modified by the authors for the specific study; NR: not reported.

Before–after;
community, UK

Luty et al. 2009
[64]

a

Design; setting

Study

Author, year [ref.]

Table 1 Cont.

Structural; education,
contact

Self;
plastic surgery

Structural; education,
contact

Self; employment skills
training

Structural; education,
contact

Social; motivational
interviewing

Stigma level;
approach

Interventions

Questionnaire derived from
several existing
measuresa—attitudes towards
users of alcohol, tobacco and
illicit drugs (NR)

24-item questionnairea–student
attitudes towards substance
use disorders generally and
during pregnancy; comfort
levels (a > 0.90)
Surgeons’ anecdotal
observations

Connyers & Farmar’s Self Image
Scalea (NR); Sroles’ Anomie
Scalea (NR); Bogardus Social
Distance Scalea (NR)

15-item survey—student
attitudes towards alcohol use
(a > 0.90)

Attitudes to Mental Illness
Questionnairea (a = 0.93)

Measures (internal
validity)

Stigma outcomes

• Anecdotal observation suggested that the intervention
contributed to rehabilitation and social adjustment
only when injection drug users had their substance
use under control
• Significant decrease in the dislike of problem drinkers
• Significant decrease in the dislike of heroin users for
4th-year medical students, but not among 1st-year
students
• Significant reduction in anticipated level of discomfort
working with people that have alcohol use disorders,
but not in relation to working with people that have
heroin use disorders
• Significantly increased sense of responsibility towards
providing care to people with alcohol and heroin use
disorders

• Significantly higher level of comfort working with
substance using pregnant women among intervention
group compared with control group
• Significantly lower stigmatizing attitudes towards
alcoholism among intervention group compared with
control group
• No significant change in self-image
• Significantly improved view of society among
intervention group compared with control group
• Significantly less alienation among intervention group
compared with control group
• Significantly higher comfort level working with
pregnant women with substance use disorders
• No significant change in overall stigmatizing attitudes
towards substance abusing pregnant women

• Significant decrease in stigmatizing attitudes towards
people with alcoholism

Main findings
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Table 2 Methodological quality of included studies.

Author, year [ref.]
Bahora et al. 2008 [58]
Ballon & Skinner 2008 [59]
Bland et al. 2001 [60]
Hayes et al. 2004 [61]
Luoma et al. 2008 [62]
Luty et al. 2007 [65]
Luty et al. 2008 [63]
Luty et al. 2009 [64]
Meng et al. 2007 [66]
National Institute on Drug Abuse
1978 [67]
Ramirez-Cacho et al. 2007 [68]
Shuster & Lewin 1968 [69]
Silins 2007 [70]

Reporting
[0–11]

External validity
[0–3]

Bias
[0–7]

Confounding
[0–6]

Power
[0,1]

Overall
[0–28]

10
4
6
7
10
8
8
8
6
7

0
3
1
1
0
2
2
1
2
2

5
3
5
5
5
3
5
5
4
4

2
3
3
4
2
4
4
4
5
3

0
0
0
0
0
1
0
0
0
0

17
13
15
17
17
18
19
18
15
16

8
3
8

2
0
2

4
1
4

3
1
4

0
0
0

17
5
18

calculation not performed or reported (k = 12) and
unclear representativeness of study participants (k = 12).
Intervention characteristics
Among the included studies, three interventions (23%)
focused on self-stigma, three (23%) targeted social stigma
and seven (54%) were categorized as structural stigma interventions. The interventions included a wide range of target
groups and methods (Table 1). Nine interventions (69%)
used approaches that included education and/or direct
contact with people who have substance use disorders.
The self-stigma interventions targeted people with
substance use disorders and included an Acceptance and
Commitment Therapy (ACT) group [62], a skills training
and vocational counseling program [67] and a surgical
procedure to remove needle track-marks from injection
drug users [69].
The social stigma interventions focused on the general
public’s attitudes towards substance use disorders. The
interventions were comprised of educational factsheets
[65], leaflets with photographs depicting positive stories
of people with substance use disorders in recovery/
remission [63] and motivational interviewing [64].
The majority of the structural stigma interventions
were designed to improve attitudes of medical students
towards people with substance use problems, including
pregnant women. The approaches used included educational critical reflection techniques [59] and programs
comprised of structured education and direct contact with people who have substance use disorders
[60,66,68,70]. The remaining two structural stigma
interventions targeted attitudes of police officers using a
Crisis Intervention Team program [58] and substance use
counselors using Acceptance and Commitment Training
and multi-cultural training [61].
© 2011 The Authors, Addiction © 2011 Society for the Study of Addiction

Stigma outcome measures
Standardized stigma-related measures were used in 11
(85%) studies; however, most underwent modification to
suit the needs of the specific study. The interventions
of two studies, which included a qualitative study, were
not evaluated using established measures of stigma. The
included studies assessed stigma outcomes using a wide
variety of instruments (Table 1). For example, two selfstigma studies used standardized measures to assess
internalized stigma [62], shame [62], perceived stigma
[62], stigma-related rejection [62], self-image [67], social
distance [67] and attitudes towards society [67]. The nine
studies that evaluated public and structural stigma interventions using established instruments assessed social
distance [58], level of comfort [60,66,68] and stigmatizing beliefs and attitudes towards substance use disorders
[60,61,63–66,68,70]. Internal reliability was reported
for 14 (64%) of the stigma-related outcomes measures
included in the studies.
Intervention outcomes
Of the 13 included studies, more than half (k = 7)
reported that their interventions achieved positive
results on all assessed stigma-related outcomes. Six
studies reported mixed results, meaning that they found
improvements on some, but not all, stigma variables. The
intervention of one study did not result in any significant
improvement in substance use-related stigma. Outcomes
of various levels of stigma interventions are described
below and are summarized in Table 1.
Self-stigma
The before–after study by Luoma et al. [62] found that
group-based ACT resulted in significantly decreased
Addiction, 107, 39–50
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shame [g = 1.33, standard error (SE) = 0.35, P < 0.001]
and internalized stigma (g = 1.14, SE = 0.57, P < 0.05)
among people with substance use disorders. Scores of
perceived stigma and stigma-related rejection remained
unchanged. The randomized control trial study by the
National Institute on Drug Abuse (NIDA) [67] found that
employment skills training with people receiving substance use treatment moderately improved participants’
view of society (g = 0.49, SE = 0.19, P < 0.01) and
significantly decreased feelings of social alienation
(g = 0.50, SE = 0.19, P < 0.01). The intervention did not
lead to significantly improved self-image. Shuster &
Lewin’s [69] non-comparative, observational study suggested that surgically removing needle track-marks may
be beneficial for injection drug users in recovery.
Social stigma
A cross-sectional study by Luty et al. [65] found that
attitudes towards people with substance use disorders
(alcoholism) were not significantly different between participants who received didactic educational factsheets
and people who did not (P > 0.05). Luty et al.’s [63] randomized control trial revealed that educational leaflets
communicating positive depictions about people with
substance use disorders significantly reduced stigmatized
attitudes among the general public towards heroin
(g = 1.50, SE = 0.13, P < 0.0001) and alcohol (g = 1.25,
SE = 0.13, P < 0.0001) dependence. Luty et al.’s [64]
third study found that brief motivational interviews conducted with members of the general public moderately
decreased stigmatizing attitudes towards people with
alcohol dependence (g = 0.44, SE = 0.14, P < 0.01).
Structural stigma
In relation to improving medical students’ attitudes
towards substance use disorders, Ballon & Skinner’s [59]
non-comparison, qualitative study found that incorporating reflection techniques into psychiatry postgraduates training enhanced understanding of the lived
experience of substance use disorders and improved clinical skills for working with people who have these conditions. Silins et al. [70] examined a structured drug and
alcohol education and clinical experience program for
medical students, which revealed small but significant
decreases in the dislike of problem drinkers among the
first-year (g = 0.30, SE = 0.10, P < 0.01) and fourth-year
(g = 0.34, SE = 0.11, P < 0.01) students. A significant
decrease in the dislike of heroin users was achieved
only among fourth-year students (g = 0.35, SE = 0.11,
P < 0.01). Among fourth-year students, the intervention
also produced moderate and significant reductions in the
anticipated level of discomfort in working with people
who have alcohol use disorders (g = 0.60, SE = 0.12,
© 2011 The Authors, Addiction © 2011 Society for the Study of Addiction

P < 0.001) but not heroin use disorders. Finally,
following the intervention, fourth-year students had a
significantly increased sense of responsibility towards
people with substance use problems, including alcohol
(g = 0.46, SE = 0.11, P < 0.001) and heroin (g = 0.36,
SE = 0.11, P = 0.001).
The three studies that evaluated interventions targeting attitudes towards substance-using pregnant women
also found significant improvements among medical students. Bland et al.’s [60] before–after evaluation found
moderately increased comfort levels discussing substance
use issues with patients (g = 0.50, SE = 0.17, P < 0.01)
and moderately improved attitudes specific to pregnant women with substance use disorders (g = 0.50,
SE = 0.17, P < 0.01). There were no significant changes
in medical students’ attitudes towards substance use
generally and people with substance use disorders. Using
a prospective cohort design, Meng et al. [66] and
Ramirez-Cacho et al. [68] both found that placing
medical students in a specialized prenatal clinic for
women with substance use disorders significantly
increased their comfort levels in working with this
population (g = 0.87, SE = 0.20, P < 0.001). There were
few changes in overall stigmatizing attitudes towards
alcoholism in general or towards pregnant women with
substance use disorders; however, a small decrease in
judgemental feelings towards substance-using pregnant
women was detected (g = 0.38, SE = 0.20, P = 0.05).
Using a prospective cohort design, Bahora et al. [58]
found that an instructive and interactive crisis intervention skills training program for police significantly
reduced officers’ desire to maintain social distance from
people with substance use disorders, including alcohol
(g = 1.12, SE = 0.38, P < 0.01) and cocaine dependence
(g = 1.90, SE = 0.45, P < 0.001). Hayes et al. [61] used a
prospective cohort design and found that ACT produced
significantly decreased stigmatizing attitudes among
substance use counselors at 90-day follow-up (g = 0.95,
SE = 0.42, P < 0.05), but not immediately postintervention. As well, ACT significantly reduced negative
thoughts that substance use counselors held about
their clients immediately post-intervention (g = 0.85,
SE = 0.41, P < 0.05) and at 90-day follow-up (g = 0.91,
SE = 0.41, P < 0.05). Substance use counselors who
participated in multi-cultural training had significantly
decreased stigmatizing attitudes (g = 0.72, SE = 0.37,
P = 0.05) and negative thoughts (g = 0.83, SE = 0.38,
P < 0.05) immediately post-intervention; however, the
effects were not sustained at 90-day follow-up.

DISCUSSION
This systematic review identified a small body of
research, comprised of 13 studies, which have
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empirically evaluated interventions that target stigma
related to substance use disorders. Overall, the studies
were of moderate research quality, which indicates a risk
of bias and confounding that may have affected the
cumulative evidence. A major limitation of the included
studies is that only three (23%) assessed stigma-related
outcomes beyond the immediate post-intervention
period. Therefore, the medium- to long-term effects of
these interventions remain largely unknown. Another
research gap is the absence of substance use-related
stigma intervention studies aimed at child and youth
populations, which have been identified as important
target populations for preventing and reducing stigma
[6]. Moreover, research has yet to document whether
changes in institutional policies and professional practices actually improve perceptions and experiences of
stigma among people with substance use disorders.
The lack of research in this area, as well as the diversity of the interventions within the 13 studies, prevented
us from making conclusive remarks concerning the
types of interventions that are likely to be effective for
reducing self, social and structural stigma related to substance use disorders; however, our review revealed a
range of interventions that may be able to influence
stigma-related outcomes positively in the context of substance use disorders. Among people with substance use
disorders, the limited evidence indicates that therapeutic
interventions, such as group-based ACT and vocational
counseling, are likely to produce positive effects. This
finding is consistent with the broader research literature regarding self-stigma interventions [5,11,15,71].
Improving the attitudes of the general public towards
people with substance use disorders may be best accomplished through communication strategies that promote
positive stories and through motivational interviewing
approaches with particular target groups (e.g. landlords
or employers). In contrast, the research suggests that
educational factsheets will not achieve meaningful
improvements in stigmatizing attitudes among the
general public.
Stigma research focused upon other health conditions, such as mental illness and HIV/AIDS, indicates that
the effects of education interventions will be enhanced by
adding contact-based approaches that facilitate interaction between the public and people who live with stigmatized health conditions. In line with this research, results
across several studies included in this review indicated
that programs focused on educating medical students
about substance use problems and exposing them to
people with substance use disorders are likely to decrease
their stigmatizing attitudes and increase comfort levels
towards working with this population [5,6,15,72,73].
Similarly, interventions that target police officers and substance use counselors have demonstrated positive effects
© 2011 The Authors, Addiction © 2011 Society for the Study of Addiction

47

on stigma-related outcomes pertaining to substance
use disorders. Furthermore, there is a growing body of
research suggesting that interventions can maximize
their effectiveness by targeting implicit-automatic processes underlying stigma (e.g. subconscious biases)
[74,75]. As such, it would be prudent to integrate this
knowledge into anti-stigma interventions.
The methodological limitations of this review must be
acknowledged. The first limitation concerns the small
number of studies included in our review and the heterogeneity among the studies. Drawing comparisons
between studies was made difficult by the fact that they
targeted various levels of stigma, employed different
measures of stigma and evaluated different types of
interventions. Additionally, the studies varied in methodological quality and none received a high score on the
Study Quality Appraisal Checklist. Secondly, it is possible
that relevant studies were not identified. To minimize
this possibility, we conducted a comprehensive literature search using several broad search terms across
seven electronic databases. As well, our search strategy
included a grey literature review and several supplementary methods, which minimized the likelihood that the
internal validity of our review was threatened by publication bias and file drawer effects. The final major limitation is that the literature search was restricted to English
language publications. Perhaps as a consequence of this
inclusion criterion, only English-speaking jurisdictions
were represented in the included studies. Consequently,
the cross-cultural generalizability of our findings may be
restricted.

CONCLUSION
This review has highlighted a number of interventions
and strategies that have demonstrated some success for
reducing stigma related to substance use disorders. The
findings produced by the 13 included studies require replication, especially as many had small sample sizes,
reported mixed results and used uncontrolled study
designs. Until such time that there is a more robust body
of evidence, it is recommended that these interventions
be piloted and evaluated carefully to ascertain whether
they are generalizable to different populations and
contexts.
Declarations of interest
None.
Acknowledgement
This review has been made possible through a financial
contribution from Health Canada’s Drug Treatment
Funding Program.
Addiction, 107, 39–50

48

James D. Livingston et al.

References
1. Manzo J. F. On the sociology and social organization
of stigma: some ethnomethodological insights. Hum Stud
2004; 27: 401–16.
2. Livingston J. D., Boyd J. E. Correlates and consequences of
internalized stigma for people living with mental illness: a
systematic review and meta-analysis. Soc Sci Med 2010; 71:
2150–61.
3. Logie C., Gadalla T. M. Meta-analysis of health and demographic correlates of stigma towards people living with HIV.
AIDS Care 2009; 21: 742–53.
4. Mak W. W., Poon C. Y., Pun L. Y., Cheung S. F. Meta-analysis
of stigma and mental health. Soc Sci Med 2007; 65: 245–61.
5. Dalky H. F. Mental illness stigma reduction interventions:
review of intervention trials. West J Nurs Res; 2011. doi:
10.1177/0193945911400638 [Epub ahead of print].
6. Schachter H. M., Girardi A., Ly M., Lacroix D., Lumb A. B.,
van Berkom J. et al. Effects of school-based interventions on
mental health stigmatization: a systematic review. Child
Adolesc Psychiatry Ment Health 2008; 2: doi: 10.1186/
1753-2000-2-18.
7. Weiss M. G., Ramakrishna J., Somma D. Health-related
stigma: rethinking concepts and interventions. Psychol
Health Med 2006; 11: 277–87.
8. Corrigan P., Kerr A., Knudsen L. The stigma of mental
illness: explanatory models and methods for change. Appl
Prev Psychol 2005; 11: 179–90.
9. Herek G. M. Confronting sexual stigma and prejudice:
theory and practice. J Soc Issues 2007; 63: 905–25.
10. Herek G. M., Gillis J. R., Cogan J. C. Internalized stigma
among sexual minority adults: insights from a social
psychological perspective. J Couns Psychol 2009; 56: 32–43.
11. Corrigan P. W., Roe D., Tsang H. W. Challenging the Stigma of
Mental Illness: Lessons for Therapists and Advocates. Malden,
MA: John Wiley & Sons; 2011.
12. Heflinger C. A., Hinshaw S. P. Stigma in child and adolescent
mental health services research: understanding professional and institutional stigmatization of youth with mental
health problems and their families. Adm Policy Ment Health
2010; 37: 61–70.
13. Lee S., Chiu M. Y. L., Tsang A., Chui H., Kleinman A.
Stigmatizing experience and structural discrimination
associated with the treatment of schizophrenia in Hong
Kong. Soc Sci Med 2006; 62: 1685–96.
14. Corrigan P., Markowitz F., Watson A. Structural levels of
mental illness stigma and discrimination. Schizophr Bull
2004; 30: 481–91.
15. Heijnders M., Van Der Meij S. The fight against stigma: an
overview of stigma-reduction strategies and interventions.
Psychol Health Med 2006; 11: 353–63.
16. Rao H., Mahadevappa H., Pillay P., Sessay M., Abraham A.,
Luty J. A study of stigmatized attitudes towards people
with mental health problems among health professionals.
J Psychiatr Ment Health Nurs 2009; 16: 279–84.
17. Ronzani T. M., Higgins-Biddle J., Furtado E. F. Stigmatization
of alcohol and other drug users by primary care providers
in Southeast Brazil. Soc Sci Med 2009; 69: 1080–4.
18. Room R. Stigma, social inequality and alcohol and drug use.
Drug Alcohol Rev 2005; 24: 143–55.
19. Corrigan P. W., Lurie B. D., Goldman H. H., Slopen N.,
Medasani K., Phelan S. How adolescents perceive the stigma
of mental illness and alcohol abuse. Psychiatr Serv 2005;
56: 544–50.
© 2011 The Authors, Addiction © 2011 Society for the Study of Addiction

20. Schomerus G., Lucht M., Holzinger A., Matschinger H.,
Carta M. G., Angermeyer M. C. The stigma of alcohol dependence compared with other mental disorders: a review of
population studies. Alcohol Alcohol 2011; 46: 105–12.
21. Bayer R. Stigma and the ethics of public health: not can we
but should we. Soc Sci Med 2008; 67: 463–72.
22. Buchanan J., Young L. The war on drugs—a war on drug
users. Drugs Educ Prev Policy 2000; 7: 409–22.
23. Stuber J., Meyer I., Link B. Stigma, prejudice, discrimination
and health. Soc Sci Med 2008; 67: 351–7.
24. Adlaf E. M., Hamilton H. A., Wu F., Noh S. Adolescent
stigma towards drug addiction: effects of age and drug use
behaviour. Addict Behav 2009; 34: 360–4.
25. Satel S. In praise of stigma. In: Henningfield J. E., Santora
P. B., Bickel W. K., editors. Addiction Treatment: Science and
Police for the Twenty-First Century. Baltimore, MD: Johns
Hopkins University Press; 2007, p. 147–51.
26. Dean J. C., Poremba G. A. The alcoholic stigma and the
disease concept. Int J Addict 1983; 18: 739–51.
27. Dean J. C., Rud F. The drug addict and the stigma of addiction. Int J Addict 1984; 19: 859–69.
28. Habib S. E., Adorjany L. V. Hepatitis C and injecting drug
use: the realities of stigmatization and discrimination.
Health Educ J 2003; 62: 256–65.
29. Rasinski K. A., Woll P., Cooke A. Stigma and substance use
disorders. In: Corrigan P. W., editor. On the Stigma of Mental
Illness: Practical Strategies for Research and Social Change.
Washington, DC: American Psychological Association;
2005, p. 219–36.
30. Corrigan P. W., Watson A. C., Byrne P., Davis K. E. Mental
illness stigma: problem of public health or social justice? Soc
Work 2005; 50: 363–8.
31. Radcliffe P., Stevens A. Are drug treatment services
only for ‘thieving junkie scumbags’? Drug users and the
management of stigmatised identities. Soc Sci Med 2008;
67: 1065–73.
32. Cunningham J. A., Sobell L. C., Freedman J. L., Sobell M. B.
Beliefs about the causes of substance abuse: a comparison
of three drugs. J Subst Abuse 1994; 6: 219–26.
33. Ahern J., Stuber J., Galea S. Stigma, discrimination and the
health of illicit drug users. Drug Alcohol Depend 2007; 88:
188–96.
34. Erikson K. T. Notes on the sociology of deviance. Soc Probl
1962; 9: 307–14.
35. Albrecht G. L., Walker V. G., Levy J. A. Social distance from
the stigmatized. a test of two theories. Soc Sci Med 1982; 16:
1319–27.
36. Corrigan P. W., Kuwabara S. A., O’Shaughnessy J.
The public stigma of mental illness and drug addiction:
findings from a stratified random sample. J Soc Work 2009;
9: 139–47.
37. Corrigan P. Mental health stigma as social attribution:
implications for research methods and attitude change. Clin
Psychol Sci Pract 2000; 7: 48–67.
38. Corrigan P., Markowitz F., Watson A., Rowan D., Kubiak M.
An attribution model of public discrimination towards
persons with mental illness. J Health Soc Behav 2003; 44:
162–79.
39. Link B., Struening E. L., Rahav M., Phelan J. C., Nuttbrock L.
On stigma and its consequences: evidence from a longitudinal study of men with dual diagnoses of mental illness and
substance abuse. J Health Soc Behav 1997; 38: 177–90.
40. Brener L., von Hippel W., von Hippel C., Resnick I., Treloar
C. Perceptions of discriminatory treatment by staff as
Addiction, 107, 39–50

Reducing substance use-related stigma

41.

42.

43.

44.

45.

46.

47.

48.

49.

50.

51.

52.

53.

54.

55.

56.

predictors of drug treatment completion: utility of a mixed
methods approach. Drug Alcohol Rev 2010; 29: 491–7.
Brewer M. K. The contextual factors that foster and hinder
the process of recovery for alcohol dependent women.
J Addict Nurs 2006; 17: 175–80.
van Olphen J., Eliason M. J., Freudenberg N., Barnes M.
Nowhere to go: how stigma limits the options of female drug
users after release from jail. Subst Abuse Treat Prev Policy
2009; 4: 10.
Simmonds L., Coomber R. Injecting drug users: a stigmatised and stigmatising population. Int J Drug Policy 2009;
20: 121–30.
Copeland J. A qualitative study of barriers to formal treatment among women who self-managed change in addictive
behaviours. J Subst Abuse Treat 1997; 14: 183–90.
Digiusto E., Treloar C. Equity of access to treatment,
and barriers to treatment for illicit drug use in Australia.
Addiction 2007; 102: 958–69.
Keyes K., Hatzenbuehler M., McLaughlin K., Link B., Olfson
M., Grant B. et al. Stigma and treatment of alcohol disorders
in the United States. Compr Psychiatry 2010; 51: e6.
Semple S. J., Grant I., Patterson T. L. Utilization of drug
treatment programs by methamphetamine users: the role of
social stigma. Am J Addict 2005; 14: 367–80.
Henderson S., Stacey C. L., Dohan D. Social stigma and the
dilemmas of providing care to substance users in a safetynet emergency department. J Health Care Poor Underserved
2008; 19: 1336–49.
Anstice S., Strike C. J., Brands B. Supervised methadone consumption: client issues and stigma. Subst Use Misuse 2009;
44: 794–808.
McGonagle D. Methadone anonymous: a 12-step program.
reducing the stigma of methadone use. J Psychosoc Nurs
Ment Health Serv 1994; 32: 5–12.
Vigilant L. G. The stigma paradox in methadone maintenance: naive and positive consequences of a ‘treatment
punishment’ approach to opiate addiction. Humanity Soc
2004; 28: 403–18.
Shah S., Diwan S. Methadone: does stigma play a role as a
barrier to treatment of chronic pain? Pain Physician 2010;
13: 289–93.
National Treatment Strategy Working Group. A Systems
Approach to Substance Use in Canada: Recommendations for
a National Treatment Strategy. 2008. Available at: http://
www.nationalframework-cadrenational.ca/uploads/files/
TWS_Treatment/nts-report-eng.pdf (accessed 14 April
2011). Archived at http://www.webcitation.org/5xw
Wamy4p.
Mental Health Commission of Canada. Toward Recovery &
Well-Being: A Framework for a Mental Health Strategy for
Canada. 2009. Available at: http://www.mentalhealth
commission.ca/SiteCollectionDocuments/Key_Documents/
en/2009/Mental_Health_ENG.pdf (accessed 14 April
2011).
Archived
at
http://www.webcitation.org/
5xwWzcUy5.
British Columbia. Health Minds, Healthy People: A Ten-Year
Plan to address Mental Health and Substance Use in British
Columbia. 2010. Available at: http://www.health.gov.bc.ca/
library/publications/year/2010/
healthy_minds_healthy_people.pdf (accessed 15 April
2011).
Archived
at
http://www.webcitation.org/
5xwX7vNZm.
Zaza S., Wright-De Aguero L. K., Briss P. A., Truman B. I.,
Hopkins D. P., Hennessy M. H. et al. Data collection instru-

© 2011 The Authors, Addiction © 2011 Society for the Study of Addiction

57.

58.

59.

60.

61.

62.

63.

64.

65.

66.

67.

68.

69.
70.

71.

72.

49

ment and procedure for systematic reviews in the Guide to
Community Preventive Services. Task Force on Community
Preventive Services. Am J Prev Med 2000; 18: 44–74.
Downs S. H., Black N. The feasibility of creating a checklist
for the assessment of the methodological quality both
of randomised and non-randomised studies of health
care interventions. J Epidemiol Commun Health 1998; 52:
377–84.
Bahora M., Hanafi S., Chien V. H., Compton M. T. Preliminary evidence of effects of crisis intervention team training
on self-efficacy and social distance. Adm Policy Ment Health
2008; 35: 159–67.
Ballon B. C., Skinner W. ‘Attitude is a little thing that makes
a big difference’: reflection techniques for addiction psychiatry training. Acad Psychiatry 2008; 32: 218–24.
Bland E., Oppenheimer L., Brisson-Carroll G., Morel C.,
Holmes P., Gruslin A. Influence of an educational program
on medical students’ attitudes to substance use disorders in
pregnancy. Am J Drug Alcohol Abuse 2001; 27: 483–90.
Hayes S. C., Bissett R., Roget N., Padilla M., Kohlenberg
Fisher G., Masuda A. et al. The impact of acceptance and
commitment training and multicultural training on the
stigmatizing attitudes and professional burnout of substance abuse counselors. Behav Ther 2004; 35: 821–35.
Luoma J. B., Kohlenberg B. S., Hayes S. C., Bunting K., Rye
A. K. Reducing self-stigma in substance abuse through
acceptance and commitment therapy: model, manual
development, and pilot outcomes. Addict Res Theory 2008;
16: 149–65.
Luty J., Rao H., Arokiadass S. M. R., Easow J. M., Sarkhel A.
The repentant sinner: methods to reduce stigmatised
attitudes towards mental illness. Psychiatr Bull 2008; 32:
327–32.
Luty J., Umoh O., Nuamah F. Effect of brief motivational
interviewing on stigmatised attitudes towards mental
illness. Psychiatr Bull 2009; 33: 212–4.
Luty J., Umoh O., Sessay M., Sarkhel A. Effectiveness of
Changing Minds campaign factsheets in reducing stigmatised attitudes towards mental illness. Psychiatr Bull 2007;
31: 377–81.
Meng C., Rayburn B. B., Ramirez-Cacho W. A., Rayburn W.
F. Effect of a specialized prenatal clinic on medical student
attitudes toward women with drinking problems. J Matern
Fetal Neonat Med 2007; 20: 217–20.
National Institute on Drug Abuse. Services Research Report.
Skills Training and Employment for Ex-Addicts in Washington,
DC: A Report on TREAT. US Department of Health, Education, and Welfare, editor. Rockville, MD: US Government
Printing Office; 1978.
Ramirez-Cacho W. A., Strickland L., Beraun C., Meng C.,
Rayburn W. F. Medical students’ attitudes toward pregnant
women with substance use disorders. Am J Obstet Gynecol
2007; 196: 86, e1–5.
Shuster M. M., Lewin M. L. Needle tracks in narcotic addicts.
NY State J Med 1968; 68: 3129–34.
Silins E., Conigrave K. M., Rakvin C., Dobbins T., Curry K.
The influence of structured education and clinical experience on the attitudes of medical students towards substance
misusers. Drug Alcohol Rev 2007; 26: 191–200.
Link B., Struening E., Neese-Todd S., Asmussen S., Phelan J.
C. On describing and seeking to change the experience of
stigma. Psychiatr Rehabil J 2002; 6: 201–31.
Corrigan P., Rafacz J., Hautamaki J., Walton J., Rüsch N.,
Rao D. et al. Changing stigmatizing perceptions and
Addiction, 107, 39–50

50

James D. Livingston et al.

recollections about mental illness: the effects of NAMI’s In
Our Own Voice. Commun Ment Health J 2010; 46: 517–22.
73. Thornicroft G., Brohan E., Kassam A., Lewis-Holmes E.
Reducing stigma and discrimination: candidate interventions. Int J Ment Health Syst 2008; 2: 3.
74. Stier A., Hinshaw S. P. Explicit and implicit stigma against
individuals with mental illness. Aust Psychol 2007; 42:
106–17.
75. Rüsch N., Corrigan P. W., Todd A. R., Bodenhausen G. V.
Implicit self-stigma in people with mental illness. J Nerv
Ment Dis 2010; 198: 150–3.

Table S1 Details of search strategy used for study
retrieval.
Table S2 List of hand-searched journals.
Table S3 Details of search strategy used for grey
literature.
Please note: Wiley-Blackwell are not responsible for
the content or functionality of any supporting materials
supplied by the authors. Any queries (other than missing
material) should be directed to the corresponding author
for the article.

Supporting information
Additional Supporting Information may be found in the
online version of this article:

© 2011 The Authors, Addiction © 2011 Society for the Study of Addiction

Addiction, 107, 39–50

