
Impact of Stigma on Clinician Training 
for Opioid Use Disorder Care: A Qualitative Study 
in a Primary Care Learning Collaborative

ABSTRACT
PURPOSE We undertook a study to examine how stigma influences the uptake of training 
on medication for opioid use disorder (MOUD) in primary care academic programs.

METHODS We conducted a qualitative study of 23 key stakeholders responsible for imple-
menting MOUD training in their academic primary care training programs that were par-
ticipants in a learning collaborative in 2018. We assessed barriers to and facilitators of suc-
cessful program implementation and used an integrated approach to develop a codebook 
and analyze the data.

RESULTS Participants represented the family medicine, internal medicine, and physician assis-
tant fields, and they included trainees. Most participants described clinician and institutional 
attitudes, misperceptions, and biases that enabled or hindered MOUD training. Perceptions 
included concerns that patients with OUD are “manipulative” or “drug seeking.” Elements of 
stigma in the origin domain (ie, beliefs by primary care clinicians or the community that OUD 
is a choice and not a disease), the enacted domain (eg, hospital bylaws banning MOUD and 
clinicians declining to obtain an X-Waiver to prescribe MOUD), and the intersectional domain 
(eg, inadequate attention to patient needs) were perceived as major barriers to MOUD train-
ing by most respondents. Participants described strategies that improved the uptake of train-
ing, including giving attention to clinician concerns, clarifying the biology of OUD, and ame-
liorating clinician fears of being ill equipped to provide care for patients.

CONCLUSIONS OUD-related stigma was commonly reported in training programs and 
impeded the uptake of MOUD training. Potential strategies to address stigma in the train-
ing context, beyond providing content on effective evidence-based treatments, include 
addressing the concerns of primary care clinicians and incorporating the chronic care 
framework into OUD treatment.
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INTRODUCTION

The US Preventive Services Task Force recommends screening for unhealthy 
drug use, including opioid use disorder (OUD), in adults and states that “ser-
vices for accurate diagnosis, effective treatment, and appropriate care can be 
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KEY POINTS
Question 

•  How does stigma influence delivery of training on medication for opioid use disorder 
(MOUD) in primary care academic programs?

Findings 

•  In this qualitative study, interviews with representatives from 23 programs revealed stigma 
as a common barrier to MOUD training program implementation. Primary care train-
ing programs identified tactics used to mitigate the impact of stigma on MOUD training 
endorsement and participation.

Meaning 

•  Despite widespread acknowledgment of the public health impact of the opioid crisis and 
effective evidence-based treatment, stigma persists as a barrier to MOUD training and 
promotion. As COVID-19 negatively impacts mental health and substance use disorders, 
and creates new barriers to treatment, it is imperative to build on successful strategies to 
address stigma and expand access to care.
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offered or referred.”1 Opioid use disorder is a complex disor-
der with associated adverse social consequences and comor-
bid psychiatric conditions and communicable diseases.1-3 
People with OUD have an increased risk of HIV, hepatitis 
B virus, and hepatitis C virus infections.1,4 The disorder thus 
requires a comprehensive care model that includes medication 
treatment with integrated behavioral health services, support 
for unmet social needs, and care for comorbid conditions.5 
Medication for OUD (MOUD) using methadone, buprenor-
phine, or extended-release naltrexone has become a standard 
treatment, and it reduces the risk of death and improves 
retention in treatment and well-being.1,4,6,7 It is estimated, 
however, that less than 35% of people with OUD receive 
treatment.7 Access to MOUD is limited by several barriers 
including stigma surrounding OUD and MOUD.8-10

Opioid use disorder affects people across age, racial, 
and socioeconomic groups with large relative increases in 
recent years among Black or African American people and 
in rural areas.11 The pervasive impact of the opioid crisis in 
the United States increases the urgency for effective pub-
lic health and clinical strategies to improve timely access 
to detection and high-quality treatment.12,13 This action is 
particularly important with the potential rises in prevalence 
of both mental health and substance use disorders and with 
increasing OUD-related deaths during the COVID-19 pan-
demic. According to the Centers for Disease Control and 
Prevention, there were more than 90,000 predicted deaths 
in the United States from drug overdose in the 12 months 
ending September 2020, about a 29% increase over the 
prior 12-month period.14

Despite more than a decade of work to reduce stigma, 
including campaigns by the Centers for Disease Control and 
Prevention and by the Substance Abuse and Mental Health 
Services Administration, stigma remains an intractable barrier 
to care for people with OUD.15-24 Stigma encompasses a com-
plex set of labels or stereotypes and prejudices attributed to 
an individual’s social or clinical conditions and limits access 
to health resources because of bias or discrimination.23,25-29 
Of the frameworks and typologies used to describe stigma, 3 
types are particularly relevant for OUD:30 (1) origin stigma—
the belief that an individual with a stigmatized condition 
acquired it because of avoidable actions that were under the 
control of the individual31; (2) enacted stigma—practices of 
operationalizing labels and stereotypes as policies or patterns 
of behaviors that are directed at or perceived by those with a 
stigmatized phenotype32-39; and (3) intersectional stigma—the 
presence of multiple stigmatizing conditions in people and 
their collective impact on health outcomes.40-42 Understand-
ing of how these types of stigma serve as barriers to care for 
people with OUD is in a nascent stage, particularly in pri-
mary care clinician training environments.23,28,29

The influence of stigma on efforts to address the needs of 
people with OUD in training environments that prepare the 
primary care workforce has important implications, but has 
received limited attention from educators and policy makers.11 

The National Center for Integrated Behavioral Health in Pri-
mary Care was funded by the Health Resources and Services 
Administration (HRSA) of the US Department of Health and 
Human Services to inform training in integrated behavioral 
health in primary care. This study aimed to evaluate barri-
ers to and facilitators of uptake of MOUD training within a 
learning collaborative of primary care training programs.

This study was conducted within the HRSA Primary 
Care Training and Enhancement (PCTE) program. The 
PCTE seeks to enhance training for future clinicians, edu-
cators, and researchers to strengthen the primary care 
workforce, and to promote the practice of primary care in 
communities that are underserved. In 2017, HRSA funded 
primary care academic programs, including family medi-
cine, internal medicine, and advanced practice provider 
programs, on implementation of MOUD care curricula as 
part of initiatives to improve access to OUD care. That year, 
the National Center for Integrated Behavioral Health in Pri-
mary Care formed a learning collaborative of the 2017-2018 
cohort of MOUD awardees within the PCTE program to 
facilitate sharing of best practices and create efficiencies in 
learning; to better understand barriers to and facilitators of 
MOUD training implementation; and to identify the criti-
cal components needed for success. Participants in this col-
laborative were educators across the health professions who 
came together in a community practice model to share learn-
ing and best practices. Our analysis focused on how stigma 
influenced the delivery of MOUD training in these primary 
care academic programs.

METHODS
We conducted this cross-sectional qualitative study to charac-
terize factors that affect successful implementation, dissemi-
nation, and sustainment of MOUD curricula in the primary 
care setting among participants in the learning collaborative. 
The study was approved by the institutional review board of 
the University of Pennsylvania.

Sample
The study team obtained a list of the HRSA-funded PCTE 
training sites and invited all 59 directors of the programs 
given the MOUD award to participate. Principal investigators 
included residency program directors, primary care faculty 
members in residency or advanced practice provider training 
programs, and behavioral health faculty members. We used a 
purposive sampling strategy to include awardees for diverse 
representation of clinician types (eg, family medicine, physi-
cian assistant) and locations (eg, region of the country) of pri-
mary care training programs, including both rural and urban 
settings, and all Census regions. 

We made 3 e-mail outreach attempts to each program 
director. Those who expressed interest were contacted by 
telephone and provided verbal consent for participation. 
A total of 23 grantees participated in the study. Five of the 
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programs chose to include more than 1 person on the call (eg, 
also including the behavioral health lead for the program).

Data Collection
We conducted interviews between February 2018 and July 
2018 with individuals who had primary responsibility for 
implementing the MOUD training program at their respec-
tive institutions. 

Our study team, consisting of researchers with expertise 
in primary care education, MOUD, and qualitative method-
ologies, developed the interview guide. We used the Con-
solidated Framework for Implementation Research (CFIR) to 
structure the guide, and designed interview questions to elu-
cidate factors related to implementing MOUD training, with 
a particular focus on barriers to and facilitators of successful 
implementation.43,44 Participants were prompted to describe 
the structure and characteristics of their program includ-
ing the institutional setting, communication, resources, and 
leadership; key stakeholders and their perceptions of MOUD 
training and OUD care; policies that affected MOUD train-
ing; and external factors within the broader economic, politi-
cal, and social context that influenced implementation (see 
the Supplemental Appendix for the full interview guide). 
Interviews lasted approximately 30 minutes and were audio 
recorded with the consent of each participant. To ensure 
validity of the data, we implemented standard practices for 
interviewer training. The audio-recorded interviews were 
then transcribed and deidentified.

Data Analysis
We entered the data into NVivo version 11.0 software (QSR 
International) to enable coding and support analysis. We used 
an integrated approach to develop the codebook and analyze 
the data.45 We first created an a priori set of codes derived 
from the CFIR domains of inner setting (IS), outer setting 
(OS), and characteristics of individuals (CI).45 Substantial 
content related to the theme of stigma emerged from a close 
reading of the first 5 interviews. We therefore created an a 
priori set of codes derived from key constructs on concepts 
associated with stigma to further code for the 3 subdomains 
(origin, enacted, and intersectional stigma) as defined previ-
ously.46-51 Transcripts were double-coded iteratively until 
interrater agreement reached 80% for all nodes. Key codes 
were then summarized and examined for patterns of factors 
that drive MOUD training implementation. Coding accuracy 
was evaluated by a senior researcher on the team (F.K.B.), and 
discrepancies were reviewed and resolved by consensus. The 
final version of the codebook was applied to all transcripts in 
the data set.

RESULTS
Program and Trainee Characteristics
Table 1 shows the characteristics of the 23 participating 
programs. The sample included 6 family medicine residency 

programs, 1 internal medicine residency program, 4 physician 
assistant programs, 3 programs having multiple specialties 
or institutional affiliations, 3 with unspecified specialty affili-
ation, and 6 using a consortium or collaborative model (eg, 
local treatment centers or Federally Qualified Health Center). 
Programs were located in all 4 US Census regions; 35% were 
in rural areas and 48% were in medically underserved areas. 

Table 2 outlines the types of trainees who participated 
in each of the training programs. About one-half of the pro-
grams were interdisciplinary including students, nurses, and 
physician assistants, and the majority of programs (87%) 
included practicing clinicians.

Overarching Themes
Overall, participants described stakeholder attitudes, percep-
tions, and biases both as important to program success and as 
challenges to delivery of care for patients with OUD and the 
provision of MOUD. Clinician hesitancy to engage in the care 
of patients with OUD, or a “not in my practice” attitude, were 
reported in several interviews, implying underlying stereotypes 
and prejudiced beliefs. These beliefs were attributed to a per-
ceived impact of having patients with OUD in waiting rooms 
or concerns that they would overwhelm the practices and 
crowd out existing patients. One participant said, “A lot of pro-
viders, it scares them when you start talking about drug-seek-
ing patients… All of those biases and judgements come out.” 
Stigma toward MOUD as a treatment modality was another 
barrier to implementing MOUD training. Some participants 
shared clinician concerns that MOUD is not treatment but 
rather substitutive addiction. Participants also described com-
munity-level resistance to OUD care or lack of buy-in.

We also identified approaches that programs used to 
address stigma. One participant reflected that, “Again, we 
do trauma-informed care certification as part of this, too, so 
that we can really have much better understandings for that, 
as well, and to change our culture in that way.” Because some 
perceived negative attitudes may reflect a lack of resources 
or experience, several participants described approaches to 
promote incorporation of OUD care by addressing nega-
tive beliefs held by members of their training program or 
organization.

Stigma Analysis
Table 3 shows the results of our thematic analysis of stigma 
organized into the 3 CFIR subdomains—origin, enacted, and 
intersectional—and maps these findings to the specific CFIR 
constructs. 

Origin Stigma
Within the origin stigma subdomain, we observed reports 
that primary care clinician beliefs (CFIR-CI) or community 
beliefs (CFIR-OS) that OUD is a choice and not a disease 
that were perceived as a major barrier to MOUD training. 
This was expressed in beliefs that primary care clinicians had 
a limited role in addiction services and that addiction does 
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not require a medical intervention, which inhibited the 
uptake of MOUD among clinicians. Clinicians who 
perceived addiction therapy as requiring willpower 
and patients to “change” disagreed with using MOUD 
and viewed addiction therapy as outside of the patient-
clinician relationship. Participants noted that stigma 
also operated in non–primary care settings such as 
substance abuse and behavioral health communities 
that support only abstinence or antagonist therapy 
(CFIR-OS).

Participants reported success with addressing clini-
cian and staff beliefs (CFIR-CI) in the moral modality 
of MOUD. They noted that ongoing faculty develop-
ment to address clinician understanding of addiction as 
a disease appeared to change clinician and institutional 
responses to support MOUD. Participants noted that 
clinician acceptance of the concept that addiction is 
a treatable disease facilitated MOUD uptake. Some 
noted a culture shift (CFIR-IS) with incorporation of 
content to address origin stigma constructs into the 
training and noted that more clinicians became amena-
ble to MOUD. Participants commented that those who 
have deeply held beliefs in OUD as a choice may opt 
to leave practices providing OUD care (CFIR-CI).

Enacted Stigma
The data revealed enacted stigma across all CFIR 
domains. Clinician “anxiety” (CFIR-CI) about deliver-
ing care to patients with OUD, and actual or perceived 
time limitations associated with obtaining the MOUD 
X-Waiver may be manifestations of enacted stigma. Par-
ticipants often used words such as “terrified,” “fearful,” 
and “scared” to describe the clinicians’ reactions, and 
postulated that clinicians might avoid MOUD because 
it seems overwhelming. They reported concerns that 
included clinician fear of conflict (CFIR-CI) with patients 
over pain management, fear of Drug Enforcement 
Agency and government oversight (CFIR-OS) with an 
X-Waiver, and fear of changing their patient mix. Addi-
tionally, participants noted that clinicians who them-
selves struggle with sobriety may avoid MOUD. Nega-
tive attitudes toward MOUD sometimes led to a lack 
of support from some health care systems in programs. 
Some hospitals were noted to have bylaws banning 
MOUD (CFI-IS). One participant noted that their sub-
stance abuse and behavioral health community supports 
only abstinence or antagonist therapy and endorsed a 
local policy barring substitutive therapy (CFIR-OS). Par-
ticipants also noted that substance use support groups 
or self-help groups with an abstinence philosophy may 
deter patients from using MOUD (CFIR-OS).

Assuaging clinician concerns about the experience of 
MOUD in their clinic and waiting rooms may be impor-
tant. One program reported that doing so improved 
clinician willingness to participate in training (CFIR-IS). 

Table 1. Characteristics of Training Programs in the 
Collaborative

Characteristic
All Programs, 
% (N = 59)

Participating 
Programs, 
% (N = 23)

Home department of training program
Family medicine residency 29 26
Internal medicine residency 3 4
Pediatrics residency 3 …
Physician assistant program 7 17
Consortium/collaboration 24 26
Institution awardee (eg, hospital) 20 13
Not specifieda 14 13

Geographic region
Midwest 22 26
Northeast 34 30
South 27 22
West 17 22
Rural location 32 35
Medically underserved area 58 48
Primary care provider shortage area 46 30

a Not enough information to determine specialty from abstract provided.

Table 2. Types of Trainees in Training Programs in the 
Collaborative

Trainee Type
All Programs, 
% (N = 59)

Participating 
Programs, 
% (N = 23)

Students
Allied health (eg, PT, OT) 14 3
Medical (MD or DO) 32 13
Nursing (BSN or RN) 11 6
Physician assistant 21 10

Graduate medical education traineesa

Family medicine 32 13
Internal medicine 13 5
Pediatric 6 2
Others or unspecified 8 0

Cliniciansb

Allied health 6 2
Family medicine 19 7
Internal medicine 9 3
Pediatric 5 1
Physician assistant 6 1
Others/unspecified 17 6
Community stakeholder trainees 4 0
Not reported 8 3

APRN = advanced practice registered nurse; BSN = bachelor of science in nursing; DO = doctor of 
osteopathic medicine; MD = doctor of medicine; OT = occupational therapist; PT = physical therapist; 
RN = registered nurse.

a Includes residents and fellows.
b Includes fully licensed and practicing physicians, physician assistants, APRNs, and faculty members.

ANNALS OF FAMILY MEDICINE ✦ WWW.ANNFAMMED.ORG ✦ VOL. 21, SUPPLEMENT 2 ✦ 2023

S34



ST IGMA AND CLINICIAN TR AINING FOR OPIOID USE DISORDER C ARE

Table 3. Stigma Subdomains: Definitions, Sample Quotes, and Related CFIR Constructs

Subdomain Definition and Sample Quotes for the Subdomain
CFIR 

Construct

Origin stigma Definition: Stigma based on perceptions about the controllability of the stigmatizing condition (ie, OUD)
“So number one, they really don’t believe that substance use disorders are diseases. They think that they 

ascribe to the moral model. And so if you don’t believe it’s a disease, then why would you even believe 
that it’s treatable?” (Participant 2281)

Characteristics 
of individuals

“I sat with him during one of the addiction lectures, and it was clear that he just had no idea what to do. 
He’s sort of thinking in the old way. This is medicine. The patient doesn’t want to change, and so I can’t 
make them change.” (Participant 3071)

“Fortunately, or unfortunately, to me that still revolves a lot around sigma and how they personally feel about it, 
if they’re people who feel well, all they do—they just have to stop. It takes willpower…” (Participant 3291)

“And in some of the rural areas, there are community standards and even ordinances that are, I would say, 
decidedly anti-MAT…and they are still trying to kind of apply Deuteronomic justice to the addiction prob-
lem. This is a character failing, and these people need punishment, not treatment ... they’re coming on 
board with ideas, like universalizing Narcan, and using Vivitrol, since that’s pure antagonist therapy. But 
replacement therapy—there are still barriers in outlying areas …” (Participant 6081)

Outer setting

“… I think that that happens not just at that program but our patients who are going to various NA or AA 
groups around the city. I think that the 12-step program still, depending upon which program it is, can have 
a culture that’s against MAT, and sometimes our patients share that with us, and sometimes they don’t, but I 
think that’s been one of the big sort of cultural issues we’ve been working with.” (Participant 3072)

Enacted 
stigma

Definition: Behaviors or policies that are enacted in such a way as to discriminate against people with the 
stigmatized traits

“It’s almost like back maybe when HIV came out and it was bad… I have my first patient who’s HIV positive 
and I don’t know what to do … they just didn’t have that knowledge, and so people didn’t want to learn 
how to even manage or treat these people … I see the same parallel with opioids.” (Participant 3291)

Characteristics 
of individuals

“They have this impression that, if they get a waiver, then their entire practice will become nothing but Sub-
oxone prescribing. They think they’re going to be flooded with these addicted patients, and they’re terri-
fied to lose the variety in their practice … that’s their fear.” (Participant 3071)

“I think we would be pretty naïve to believe that there aren’t clinicians out there who have some type of a 
substance abuse disorder… But for others, if they have it and overcome it, basically they just need to stay 
away from dealing with it to protect their own sobriety.” (Participant 3291)

“So it’s basically, it’s really shut down any kind of controlled substance prescribing in many case, kind of 
regionwide. There’s been a series of highly publicized drug busts all over the evening news and all over 
the newspapers. And it has really changed I think the local perception of what’s safe to do in your medical 
practice and what isn’t.” (Participant 2281)

Outer setting

“However, after, quite frankly 2 very brutal conversations … before we even got started doing that program, 
we knew right away that we were going to need to develop a module to accompany the training that was 
going to alleviate physical fears of bringing an addictive patient population into the practice … we tried to 
develop a supplement to the waiver training that would help providers address all of their fears and all of 
their concerns, and package it into 4 hours. We did that, and when folks found out that we were going to 
address those things, they were very willing to sign up for the training.” (Participant 6121)

Inner setting

“I think some of it too is just you have to go out and get educated and trained. Many of them are already 
busy with the practices that they have, or the responsibilities in the residency, or the medical school educa-
tion. They just don’t have the time to take this on … I think some of it is beliefs, but some of it is just the 
practicality of going and learning one more skill set.“ (Participant 3053)

“… but for folks who are thinking about getting X-Waivers, it’s primarily primary care … those folks are 
already busy. They’re already inundated, and so the weight of something like this is perceived as just a step 
too far. It’s getting through all of those mental barriers and then getting through the procedural barriers 
with things like insurance.” (Participant 7031)

Intersectional 
stigma

Definition: The consequences of stigma on multiple attributes possessed by an individual as part of their 
social identity or clinical phenotype

“He’s talking about how this has challenged his own assumptions on things. I think just going through the 
training … and talking about who’s involved and who are these people, and really removing that idea that 
these are dirty creatures that live on the street that nobody would ever want in their community, this is 
everybody …” (Participant 2282)

Characteristics 
of individuals

“In many ways we’re lucky because we really explicitly—if you’re going to come work here, you already have 
bought in that marginalized people matter. And that people can do ugly things and still deserve kindness. 
That’s such hard work if that’s not a core value for everyone in the institution. I think that’s a huge barrier.” 
(Participant 3011)

Inner setting

“I think if you don’t see it, you’re not around it, and it’s not impacting you, or your community, or your 
clinic, or your patients, you’re going to be like it’s really not—we don’t have that issue around here, so it’s 
not that big of a deal for us that we need to consider it.” (Participant 3291)

Outer setting

AA = Alcoholics Anonymous; CFIR = Consolidated Framework for Implementation Research; MAT = medication-assisted treatment; NA = Narcotics Anonymous; OUD = opioid use disorder.
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Participants noted that the training requirements do represent 
a considerable barrier (CFIR-OS) and recommended the inclu-
sion of content on acknowledging the practical realities of 
fitting new training into already packed schedules. Programs 
tried using incentives such as free trainings or continuing 
medical education credits to address actual or perceived time 
limitations.

Intersectional Stigma
Participants highlighted the potential of intersectional stigma 
in clinicians who do not regularly care for patients having 
either OUD or multiple layers of marginalization. Intersec-
tional stigma was deduced from language used to describe 
people with OUD that was attributed to clinicians and com-
munity members, including language that was dehuman-
izing and that related OUD to populations that are housing 
insecure. Participants noted that stigma was less prevalent 
in clinical settings that specialized in populations that are 
marginalized, because staff and clinicians already had “open-
mindedness” about the needs of the patients with OUD 
(CFIR-IS). One participant reflected that such practice set-
tings are conducive for attracting clinicians who do not hold 
negative beliefs. Others reflected that practice settings that 
do not promote care for populations that are marginalized 
may turn a blind eye to the needs of patients with OUD and 
have a dismissive attitude (CFIR-IS).

Participants noted success from addressing social and per-
ceptual barriers around patients with OUD. This approach 
made clinicians more aware of their own personal implicit 
biases regarding OUD (CFIR-CI). Addressing mispercep-
tions about who experiences OUD and the prevalence of this 
disorder in the population may also reduce bias. Participants 
recommended training on the social science/history of drug 
addiction, trauma-informed models of care, conflict manage-
ment, and communication strategies to ameliorate clinician 
fears of being ill equipped to provide care for patients they 
perceived as “manipulative” or “drug seeking.”

DISCUSSION
Management of OUD requires a holistic approach using med-
ications integrated with behavioral health and social services 
and care for comorbid conditions. Primary care is often the 
primary source of care for patients with OUD and is there-
fore critical for improving health outcomes in this patient 
population.52 Our study reveals that stigma may be limiting 
the delivery of MOUD by primary care clinicians, offers a 
conceptual framework that describes the primary domains 
in which stigma manifests in primary care, and points to 
intervention opportunities at the CFIR levels. Participants in 
this study reported encountering negative perceptions and 
biases toward people living with OUD as well as the use of 
MOUD in their practice. Stigma was reported as pervasive 
across multiple levels and was observed among ancillary staff, 
clinicians, and leaders of health care settings, as well as in the 

community. These findings are consistent with prior literature 
on the association of stigma with both mental health and 
substance use disorders. This study provides evidence on the 
potential impact of stigma in the training setting and in the 
uptake of MOUD training.

Our findings also suggest that stigma related to OUD 
may be addressable. Although the stigma was at times 
daunting for participants as they launched MOUD training 
programs for primary care clinicians, there are important les-
sons for increasing access to MOUD from this study. Simply 
providing MOUD training as the sole content area may not 
be enough for clinicians to engage in the care of patients 
with OUD. Curricula on MOUD may also need to provide 
evidence-based best practices on how it improves patient 
outcomes. In addition to OUD content, training models 
should include content and strategies to engage clinicians 
in countering stigma and should address the experiences or 
concerns of clinicians about the care of patients with OUD. 
For instance, in our study, participants noted success with 
incorporating information on misperceptions about OUD 
in their training to shift organizational culture and thereby 
make a larger population of primary care clinicians more 
knowledgeable in OUD care. Our results suggest that train-
ing addressing stigma could include value clarifications and 
trauma-informed care approaches.53,54

Successful stigma training may incorporate acknowledg-
ing and validating clinician concerns such as the impact of 
MOUD provision on patient diversity and clinical workload, 
care of patients with chronic pain, and need for conflict 
management skills. It may also require better clinician under-
standing of the effect of MOUD on improving patients’ 
quality of life and health outcomes. This goal may be facili-
tated by translating OUD care into the chronic disease care 
framework.55 Primary care is often the only source of care for 
patients with OUD,56-59 and stigma may be perpetuated when 
MOUD provision is physically separate from primary care or 
restrictions are placed on treatment and prescribing.60

A strength of the study is its deep perspective on barri-
ers to and facilitators of uptake of MOUD training and the 
specialty and geographic diversity of training programs. The 
study also has some limitations, however, including the lim-
ited quantitative data that did not include information on the 
prevalence of barriers and facilitators, and the lack of patient 
perspectives. With the greater proportion of clinicians hav-
ing X-Waivers in more recent years, there is additionally 
the need for more contemporary data. Also, a gap remains 
regarding perspectives from community practices without 
affiliated training programs and from those not funded by the 
HRSA program.

Federal programs and legislation such as the SUPPORT 
for Patients and Communities Act have eased restrictions 
on OUD care and aim to improve the quality of this care.61 
Regional centers of excellence were created to educate pri-
mary care professionals on OUD care. These steps have 
increased the proportion of patients with OUD receiving 

ANNALS OF FAMILY MEDICINE ✦ WWW.ANNFAMMED.ORG ✦ VOL. 21, SUPPLEMENT 2 ✦ 2023

S36



ST IGMA AND CLINICIAN TR AINING FOR OPIOID USE DISORDER C ARE

MOUD in primary care.62 Our study suggests that HRSA’s 
investment of supportive resources, technical assistance, and 
targeted training may be having a positive impact on clinician 
training and should continue to be advanced and improved. 
Sustainable, predictable funding may be necessary to allow 
programs to plan for long-term interventions to meet this 
growing public health crisis and support scalable models of 
integrating MOUD into primary care. As noted by Spetz and 
colleagues,52 capacity to provide MOUD care as measured 
by the growth in X-Waivers continues to increase; however, 
in recent years, this growth has slowed, while rates of opioid 
overdose deaths have risen.14 Potential key priority areas 
include continued expansion of access through primary care 
along with OUD training, use of telehealth for OUD care, 
connection of stakeholders to opioid-related resources, shar-
ing of best practices through regional collaboratives or task-
forces, and changing policy and future investments.

Achieving stigma-free OUD care will ultimately require 
a cultural shift in clinical and educational settings, one that 
readily dispels myths associated with origin stigma, as well 
as the designing of curricula that reinforce learning oppor-
tunities to care for people with OUD that may be applied to 
other health conditions in primary care. Tackling the opioid 
epidemic requires a cross-sector response, and it is important 
to note that many of the program participants interviewed 
identified state-level policy barriers to successful MOUD 
implementation including licensure requirements, insurance 
coverage, and funding. Additionally, it is important to address 
beliefs held by stakeholders in the substance abuse and behav-
ioral health community that support only abstinence or antag-
onist therapy.7,63 Addressing such beliefs through engagement 
to dispel myths about MOUD may decrease stigma.

 Read or post commentaries in response to this article.
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