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Abstract 
Background: Stigma underpins unfavorable attitudes toward many traditionally underserved groups in health care. 
Although training for Screening, Brief Intervention, and Referral to Treatment (SBIRT) has been shown to change 
provider attitudes, none have to date examined the effectiveness of training modules that directly address stigma toward 
drug users. The aim of this paper is to evaluate the impact of SBIRT training plus the addition of 2 anti-stigma training 
modules on stigma regarding drug use and drug users among Brazilian health professionals. Participants included 
community health workers, nursing assistants, nurses and other health professionals.  

Methods: A pretest-posttest wait-list design with intervention and comparison cities. The follow-up was 3 months.  
Participants included 95 primary health care professionals, of whom 54 received SBIRT training plus training in two 
anti-stigma modules (intervention group) and 41 received assessments only (comparison group). The posttest was 
administered 3 months following the training. Baseline and outcome included validated and non-validated measures of 
general attitudes and beliefs about drug users. In addition, participants responded to vignettes designed to assess stigma in 
the context of ethical issues, which assessed how much participants attributed responsibility for the onset and resolution of 
substance abuse to the patients themselves—the degree to which they “moralized” drug use.  

Results: There were marked baseline differences between experimental and comparison communities. However, nearly 
all (range 72%-90%) providers held a uniformly high “moralized” view of drug dependence. These attributions were not 
changed by the trainings. Likewise, there were no significant differences between intervention and control groups  when 
we examined how much their stigma toward drug users changed after the anti-stigma module.  

Conclusions: This preliminary study found no intervention effects; it did find, however, that most professionals blamed 
drug users for their addiction. Because SBIRT seeks to embed intervention into settings that have historically overlooked 
and undertreated substance abuse, we believe that future research is warranted in order to better understand and address 
stigma. Research could explore what predicts stigmatized views of drug users, and what sorts of interventions reduce 
stigma. 
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1 Introduction 
The health and public health community has failed to meaningfully address substance abuse. The misuse of alcohol and 
other drugs is prevalent worldwide and ranks among the most important public health problems [1]. Substance use is a risk 
factor for psychological, social and legal problems [2-7]. It is also related to important health outcomes such as cardiac 
conditions, gastrointestinal cancers and psychiatric illnesses [1, 8]. The lack of action by public health leaders may be in part 
due to the lack of health professional training in addressing substance abuse [9] as well as health professional stigmatization 
of drug users [10, 11], which both contribute to poor implementation of effective treatments [12]. 

Several countries are working in partnership with the World Health Organization to train health professionals to perform 
Screening, Brief Intervention and Referral to Treatment procedures (SBIRT) [13-15]. SBIRT is a treatment guideline that 
encourages all health care providers to systematically identify patients that consume unhealthy levels of alcohol and other 
drugs, provide brief intervention to motivate reductions in consumption, and refer patients who meet criteria for abuse or 
dependence to more intensive drug treatment. 

The literature suggests that screening and brief intervention (SBI) has the greatest potential to reduce the consumption of 
psychoactive substances if it is targeted at primary and secondary prevention [14, 18, 19]. BI is a simple, short counseling 
intervention. It focuses on changing specific behaviors and can be performed by professionals from a variety of 
backgrounds [17]. Intervention efforts in Brazil have coupled BI with systematic use of a screening instrument, such as the 
ASSIST (Alcohol, Smoking and Substance Involvement Screening Test) [20]. The ASSIST is used to identify drug and 
alcohol users, identify patterns of use, and determine the amount of drug use. BI is considered a less intensive level of 
intervention and is provided to “harmful” or “hazardous” drug users those who use heavily but do not meet criteria for 
abuse or dependence. Referral to more intensive inpatient or out patient drug treatment (RT) is indicated for persons 
meeting criteria for drug abuse or dependence [21]. The WHO international partnership has focused its dissemination 
efforts on primary health care because it covers the greatest population. Targeting SBIRT efforts at this level of the 
healthcare system has the greatest chance of reducing population-wide misuse of alcohol, tobacco and other drugs [3, 16, 17]. 

Unfortunately, societal adoption of evidence-based practices is not always achieved quickly [2]. Dissemination of health 
interventions depends on the merits of the innovation, the attitudes of health workers, and the stigma they attach to the 
health condition [11, 22]. Numerous studies have found that negative attitudes of health professionals can slow imple- 
mentation of new technologies [22], the quality of services offered, and patient adherence to treatment and prevention 
activities [23]. Hence, to encourage health professionals to adopt and implement screening and brief intervention for drug 
use, training should also focus on changing attitudes [24]. 

Stigma involves two key psychological components: the recognition of a difference between individuals based on some 
distinguishable characteristic or mark, and the consequent devaluation of the individual with the characteristic. Stigma can 
directly threaten physical well-being, if accompanied by violence. It can also indirectly cause harm by limiting stigmatized 
persons’ access to health care, education, employment and housing [25]. The psychological and social consequences of 
stigma can have a substantial and fundamental impact on quality of life [26, 27]. 

Research in health care has associated health care provider stigma with poor implementation of preventive interventions, 
slow adoption of appropriate approaches to health care issues, and subsequently reduced access to effective interventions 
on the part of stigmatized individuals [11, 28]. There has been a growing body of research on strategies aimed at reducing the 
stigmatization process, especially among people with mental illness [29-33]. These studies arrived at three strategies to 
reduce the stigma associated with mental illness: 1) provide education to dispel the myths about mental illness, 2) increase 
interactions between people with mental illness and the public in order to challenge public attitudes and 3) expose 
stigmatizing attitudes and behaviors in the hopes that public outcry will reduce their acceptability [11, 29, 30]. These strategies 
in general aims to change the social perceptions, beliefs and attitudes about people with a considered condition. However, 
anti-stigma interventions are not widely available or evaluated [30].  
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The aim of this paper is to evaluate the impact of two anti-stigma training modules for health care providers engaged in 
SBIRT. We focused on providing education to dispel myths about drug users, and facilitating positive contact between 
health care providers and drug users (strategies 1 and 2, listed above). Our primary outcomes included primary health care 
providers’ attitudes toward substance abuse as well as patients with substance abuse problems.   

Abbreviations  

1) SBIRT-Screening, Brief Intervention and Referral to Treatment 

2) PHC - Primary Health Care 

3) BI -Brief Intervention 

4) ASSIST - Alcohol, Smoking and Substance Involvement Screening Test 

5) QBA- Questionnaire Beliefs and Attitudes of Professional 

6) QMPH -Questionnaire on Models of Perception of health problems  

2 Methodology 

2.1 Design  
The study was evaluated with a pre-test, post-test wait list comparison group. Both participating communities received 
SBIRT training. The intervention community received, in addition, 2 anti-stigma training modules. Both groups were 
evaluated in the same time frame. The control group received the anti-stigma modules after the close of the study. 

2.2 Participants 
We conducted the study in two cities in Brazil, one located in the state of Rio de Janeiro, the other in the state of Minas 
Gerais. In both cities the research team met with local health care providers, social service providers, government leaders, 
and law enforcement to build support for the training and signed agreements to collaborate on health professional training. 
At this time, one city was assigned to be the intervention city (population 77,432) and the other the comparison city 
(population 57,390). Both are considered medium-sized cities in Brazil and both provide similar health care services, that 
follow strict by state and federal guidelines for standards of care. 

The study included a convenience sample of 95 primary health clinic (PHC) professionals. Of these, 54 were from the 
intervention city, and 41 from the comparison city. In the intervention city all PHCs agreed to participate the training, and 
all of their health care professionals were invited to participate in the project. In the comparison city half of the PHCs (7/13 
PHCs in the city) agreed to participate in the training, and all professionals in these PHCs were invited to participate.   

The study was approved by the Ethics Committee of the Federal University of Juiz de Fora (UFJF), located on the campus 
of the University UFJF (096/2011).  

2.3 Procedures 
The SBIRT training consisted of classroom training and follow-up supervision by research staff and graduate psychology 
students at a federal university. Health care professionals in the intervention city completed classroom training taught in 
two modules of four hours each. The first module included theoretical notions about psychoactive substances (use 
epidemiology, acute and chronic effects), an introduction to the screening tool (ASSIST), as well as practical activities in 
the application, scoring and interpretation of the instrument. The second module focused on principals of brief intervention 
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(BI), videos of the use of BI technique in clinical interactions, how to refer drug-dependent patients to more intensive 
treatment such as specialty care, and interactive discussion/problem solving.  

The supervision phase was conducted over a 3-month period. Research staff visited the clinics of professionals who 
completed the training to conduct fortnightly monitoring and feedback sessions. The researchers reviewed ASSIST and BI 
logs kept by the trainees and brainstormed strategies for implementing ASSIST, BI, and referral in daily practice. Research 
staff was available by telephone and e-mail to respond to additional issues faced by professionals. 

The two study intervention modules for reducing professional stigma were integrated into the SBIRT training. They 
employed strategies recommended for dispelling stigma toward people with mental illness, as described above. The 
education module, which aimed to dispel myths about drug abuse (strategy 1), was a featured in the classroom training 
portion of the SBIRT training. The contact module, which aimed to facilitate positive interactions between health 
professionals and drug users (strategy 2), occurred during the follow up supervision phase of the SBIRT training. These 
interactions were stimulated by implementation of the ASSIST screener and BI in the clinics. 

2.4 Assessment 
We conducted assessments before training (baseline) and following the supervision phase (follow-up), using self-reported 
questionnaires.  

The Socio-Demographic Questionnaire included questions related to gender, age, occupation, length of occupation and 
education. 

The Questionnaire of Beliefs and Attitudes of Professionals (QBA) included 36 questions divided into five scales:  
1) self-efficacy (Cronbach’s alpha = .73), 2) expectations and beliefs about the effectiveness of BI (Cronbach’s alpha = 
.48), 3) perceived barriers to implementation of BI (Cronbach’s alpha = .60), 4) perception of obstacles to the 
implementation of screening (Cronbach’s alpha = .70), 5) confidence in performing the screening and BI (Cronbach’s 
alpha = .75). In the first four scales the response options ranged from "strongly disagree" to "strongly agree" - with scores 
ranging, respectively, from 1 to 5 on a Likert scale. Responses to the final scale ranged from "no confidence" to "very 
confident" - with scores ranging, respectively, from 1 to 4 on a Likert scale [35]. 

The Questionnaire on Models of Perception of health problems (QMPH) is questionnaire based on the Brickman  
Model [15, 36], although the questionnaire is widely used by healthcare researchers, its reliability and validity have not been 
published. The QMPH identifies, based on attribution of responsibility, individual perceptions of cigarette addiction, 
alcohol, marijuana, cocaine and crack. The instrument consists of the following questions: "To what extent do you think 
the patient is responsible for the emergence / evolution of his/her health problems?" and "To what extent do you think the 
patient is responsible for solving his/her health problems?" As alternative response, a scale (Likert scale) ranging from 1 to 
5, where 1 represents "not responsible" and 5 "fully responsible" is offered. 

This instrument classifies respondents perceptions on drug use into four models: the medical-doctor model considers the 
patient as minimally responsible for both the cause and solution of the problem; the compensation model, which is 
characterized by low allocation of responsibility for the cause of the addiction and high responsibility for the solution; the 
enlightenment model, which assigns high responsibility for the cause of the high dependence and low responsibility for the 
solution; the moral model, which gives high responsibility to the patient for the addiction’s cause and solution. Moralizing 
a health condition is a cognitive component in the process of stigmatization [15, 36]. To evaluate the model, the answers of 
each participant were re-coded by removing the neutral range and grouping the results between low and high respon- 
sibility. The four model views are as shown in Table 2. 
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Table 1. Brickman Model based on attribution of individual responsibility for the appearance of and solution for the 
problem. 

Accountability for the problem 
Accountability for the solution 

High Low 

High Moral Model  Compensatory Model  

Low Enlightenment Model  Medical Model 

Vignettes were built by the research group from the studies by Link et al (1999) [37] and by Peluzo and Blay (2008) [26]. We 

used three vignettes that consisted of descriptions of 3 hypothetical people who met Diagnostic and Statistical Manual of 

Mental Disorders (DSM-IV) criteria for substance dependence (1 alcoholic, 1 person with marijuana dependence, and 1 

person with cocaine dependence). Each vignette was followed by questions assessing dimensions related to stigma. 

Positive emotional reactions (desire to help, sympathy, affection and compassion) and negative (fear, anger, withdrawal 

and apathy), triggered by the person described, were evaluated with the following question: "How much do you believe 

that [the patient] provokes the following emotional reactions in people?” The professionals' belief in recovery and 

adherence to the treatment of people in the cases described was evaluated with the following question: “How much do you 

believe this patient can recover? How much you believe this patient can adhere to treatment? The answer choices ranged 

from 1-7 on a Likert scale from "strongly disagree" to "strongly agree" or "totally disbelieve" to "totally believe" [38]. For 

data analysis, the responses of each participant were recoded by withdrawing the neutral from the scale and grouping the 

results between agree/disagree and believe/disbelieve. 

2.5 Data Analysis 
Descriptive statistics analyses, such as mean (M), standard deviation (SD) and inferential were performed using SPSS 

software version 15. To examine differences between the scores of the baseline and the follow-up of the QBA, we used the 

paired sample T test for data with normal distributions and the nonparametric Wilcoxon test for data with non-normal 

distributions. To examine difference in scores between the two groups, we used the T-test for independent samples with 

normally distributed data and the Mann-Whitney test for data with non-normal distributions. For all tests, we used a level 

of p <0.05 to determine statistical significance.  To evaluate within group differences in the QMPH and vignettes pre-and 

post tests, we used the McNemar 2×2 test for categorical variables for longitudinal analysis. We used the Chi-square test 

with Fisher exact correction for comparisons between groups. 

3 Results 
Table 2 depicts participant characteristics including gender, age, occupation, education, age and length of employment. 

Nearly all respondents were female. Most participants were community health agents (81.5% of the intervention and 

63.4% of the control group). The average age of participants from both groups was 34.5 years.  

Table 3 displays pre- and post QBA scores of professional attitudes for both groups. There was a statistical significant 

increase in perceived barriers to screening in the intervention group from baseline (M = 21.16, SD = 4.24) to follow-up (M 

= 23, 24 SD = 4.37; p = 0.006). On the other hand, the intervention group decreased in perceived obstacles to brief 

intervention from baseline assessment (M = 26.33) to follow-up (M = 23.88; z = -2.243; p = 0.025). There were no other 

significant changes in attitudes related to training in screening and brief intervention. 
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Table 2. Description of the sample of Health professionals. Intervention Group (n = 54) Comparison Group (n = 41) 

Population Characteristics Intervention Group Comparison Group 

Socio-demographic Data n % n % 

Gender 
Female 54 100 36 87.8 

Male 0 0 5 12.2 

Occupation 

Community Health Agent 44 81.5 26 63.4 

Nursing assistant 3 5.6 8 19.5 

Nurse 3 5.6 2 4.9 

Others* 4 7.4 5 12.2 

Education 

Basic Education 0 0 1 2.4 

High School 23 42.6 20 48.8 

Technical Education 13 24.1 11 26.8 

College 12 22.2 4 9.8 

Graduate Education 6 11.1 5 12.2 

Age [M (SD)] 34.53(7.69) 34.54(9.14) 

Occupation Time [M(SD)] 6 (4.53) 7.44(5.21) 

Note. M = mean / SD = standard deviation / n = number of participants / (%) = percentage of the number of participants. 

* Includes professionals in other categories, such as dentists, dental assistants and nutritionists 

Table 3. Attitudes of healthcare professionals regarding Prevention Practices (SBIRT). Intervention Group (n = 54) 
Comparison Group (n = 41) 

Intervention Group  Comparison Group 

Baseline Follow-up  Baseline Follow-up 

Self Efficacy 17.93 16.71 15.46 15.52 

Screening barriers   22.82* 23.21* 21.16 22.88 

Obstacles BI   16.97** 15.89** 26.33 23.88 

Confidence SBI 19.79 17.97 29.57 28.36 

Expected BI 14.09 17.11 23.02 24.02 

Table 4 displays the proportions of health professionals who believe that persons are themselves responsible for the onset 
and resolution of their own substance abuse, by type of substance abused (see Table 4). In general, most professionals held 
this “moral” perspective on substance abuse, from a low of 72.2% of professionals in the intervention group at post-test for 
alcoholism, to a high of 90% of professionals in the comparison group at posttest for crack cocaine. Although, in general, 
the intervention group appeared to have lower percentages of professionals that held this moral perspective, there were no 
statistically significant differences at baseline or at follow up across groups.   

Table 4. Professionals who have a moral model of perception of substance dependence. Intervention Group (n = 54) 
Comparison Group (n = 41) 

Condition 
Intervention Group  Comparison Group 

Baseline Follow-up  Baseline Follow-up 

 N % n % N % N % 
Smoking 41 77.4 43 81.1 34 87.2 35 89.7 
Alcoholism 40 74.1 39 72.2 32 82.1 33 84.6 
Marijuana 42 82.4 38 74.5 35 85.4 36 87.8 
Cocaine 43 82.7 39 75.0 35 85.4 36 87.8 
Crack 43 82.7 41 78.8 35 87.5 36 90.0 
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The vignettes on stigma assessed respondents’ emotional reactions to patients with substance dependence (see Table 5). 
No statistically significant difference was found for the pretest-posttest analysis of positive reactions. The sole significant 
between-group difference was found in the reaction of compassion for the alcohol vignette at follow-up (χ2= 11.663, P 
<0.004). Contrary to our study hypothesis, at follow up, most (75.6%) participants in the comparison group reported 
feeling compassion for alcoholics compared to 46.3% of participants in the intervention group. At baseline most 
professionals agreed that the substance dependent cases would arouse negative emotional reactions in people and this did 
not change following intervention (see Table 6).  

Table 5. Description of Emotional Reactions (Positive Reactions) 

Intervention Drug  N 
Desire to Help Sympathy Affection Compassion 

Dis. Ag. Dis. Ag. Disc. Ag. Dis. Ag. 

Group Alcohol Bsl 54 18.5 51.9 53.7 11.1 50 22.2 13.0 68.5 

  Flw 54 16.7 55.6 59.3 13.0 50 14.8 22.2* 46.3* 

 Cocaine Bsl 54 16.7 53.7 51.9 11.1 51.9 18.5 16.7 66.7 

  Flw 54 24.1 48.1 59.3 11.1 46.3 25.9 22.2 51.9 

 Marijuana Bsl 54 13.0 53.7 46.3 14.8 44.4 13.0 13.0 64.8 

  Flw 53 24.5 45.3 45.3 15.1 49.1 24.5 20.8 50.9 

Comparison  Alcohol Bsl 41 24.4 51.2 63.4 4.9 51.2 12.2 12.2 61.0 

Group  Flw 41 9.8 51.2 48.8 17.1 46.3 17.1 2.4* 75.6* 

 Cocaine Bsl 41 26.8 53.7 61.0 7.3 58.5 14.6 7.3 68.3 

  Flw 41 26.8 43.9 48.8 17.1 48.8 22.0 22.0 58.5 

 Marijuana Bsl 41 22.0 53.7 48.8 12.2 46.3 22.0 24.4 48.8 

  Flw 41 31.7 43.9 39.0 22.0 39.0 19.5 29.3 48.8 

Note. Dis. = Disagree. Ag. = Agree.  Bsl = Baseline  Flw = Follow-up 

*p <0.05-statistically significant difference for Chi-square test with Fisher exact correction. 

Table 6. Description of Emotional Reactions (Negative Reactions) 

Note. Dis. = Disagree  Ag. = Agree   Bsl = Baseline  Flw = Follow-up 

Intervention  Drug  N 
Fear Anger withdrawal Indiference 

Dis. Ag. Dis. Ag. Dis. Ag. Dis. Ag. 

Group Alcohol Bsl 54 14.81 57.41 11.11 72.22 14.81 68.52 12.96 53.70 

Flw 54 9.26 70.37 5.56 68.52 12.96 66.67 12.96 62.96 

Cocaine Bsl 54 9.26 74.07 9.26 70.37 9.26 64.81 22.22 55.56 

Flw 54 11.11 68.52 9.26 70.37 12.96 70.37 18.52 55.56 

Marijuana Bsl 54 9.26 59.26 11.11 64.81 11.11 48.15 18.52 51.85 

Flw 53 15.09 64.15 15.09 64.15 15.09 58.49 11.32 58.49 

Comparison Alcohol Bsl 41 4.88 65.85 7.32 82.93 7.32 78.05 7.32 68.29 

Group Flw 41 4.88 73.17 4.88 78.05 4.88 82.93 7.32 73.17 

Cocaine Bsl 41 7.32 70.73 14.63 70.73 12.20 68.29 19.51 63.41 

Flw 41 2.44 82.93 4.88 78.05 2.44 80.49 7.32 70.73 

Marijuana Bsl 41 17.07 58.54 21.95 58.54 21.95 58.54 21.95 56.10 

Flw 41 12.20 63.41 12.20 68.29 14.63 68.29 17.07 51.22 
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As for the professional’s belief in the recovery and treatment adherence by people portrayed in the vignettes, there was a 
statistically significant difference in relation to belief in the recovery of patient dependent on cocaine among groups at 
baseline (χ2 = 6.108, p <0.043 ). While 21.95% of the professionals in the comparison group do not believe in the recovery 
of patient dependent on cocaine, only 5.56% of the professionals in the intervention group disbelieve in it. And while 
65.85% of the professionals in the comparison group believe patient dependent on cocaine can recover from cocaine 
dependence, 74.07% of the professionals in the intervention group believe cocaine addicts can recover. There were no 
significant statistical differences between the municipalities in relation to their beliefs about how well patients could 
adhere to treatment. 

Comparing the longitudinal results, there was a statistically significant difference for adherence to the treatment of patient 
dependent on cocaine in the intervention group (McNemar test = 9,571, p <0.023). Data indicate a decline in the belief of 
the intervention group professionals on the adherence to treatment on the part of cocaine addict. At baseline, 5.56% of the 
professionals believed patients dependent on cocaine would not adhere to treatment, and 66.67% believed cocaine- 
dependent patients would adhere to treatment, whereas in the follow-up 22.64% believed cocaine dependent patients 
would not adhere to treatment and only 45.28% believed they would adhere (see Table 7).  

Table 7. Professionals’ belief in recovery and adherence to treatment for substance dependence 

Note. Disb. = Disbelieve   Bel. = Believe   Bsl = Baseline  Flw = Follow-up 

* p <0.05-statistically significant difference for Chi-square test with Fisher exact correction. 

** p <0.05-statistically significant difference in McNemar 2x2 test. 

4 Discussion 
Pre-intervention assessments of stigma across both study groups found that most primary health care professionals took a 
highly moralistic stance toward drug dependence and recovery. Other study outcomes were mixed and did not suggest that 
our interventions reduced stigma toward people with drug problems. The literature suggests that decreasing moralization 
of drug use and improving staff attitudes toward drug users enhance adoption of new health care practices [15, 39]. Our study 
failed to achieve this and exactly how to do so remains unanswered. 

The findings suggest that health professionals view substance use as a moral issue. These data are similar to others studies 
that used the same measures used in the present study [15, 38]. The failure of our intervention to reduce stigma is perhaps due 

Intervention  Drug 
  

N 
Recovery  Adherence 

Disb. Bel.  Disb. Bel. 

Group Alcohol Bsl 54 3.70 74.07 14.81 62.96 

Flw 54 16.67 61.11 12.96 53.70 

Cocaine Bsl 54 5.56* 74.07* 5.56** 66.67** 

Flw 53 18.87 62.26 22.64** 45.28** 

Marijuana Bsl 54 9.26 75.93 14.81 66.67 

Flw 53 13.21 58.49 16.98 49.06 

Comparison Alcohol Bsl 41 7.32 75.61 9.76 75.61 

Group Flw 41 9.76 60.98 17.07 53.66 

Cocaine Bsl 41 21.95* 65.85* 14.63 65.85 

Flw 41 31.71 43.90 34.15 46.34 

Marijuana Bsl 41 7.32 73.17 17.07 65.85 

Flw 41 21.95 56.10 17.07 58.54 
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to the complex process of stigmatization [40]. It is not only an interpersonal process, but is also a social construction made 
up of historical and cultural forces and reinforced by stereotypes, values and ideologies which have proven to be quite 
immune to information that contradicts them [25, 27]. In order to change stigma it might be necessary to conduct longer, 
more intense interventions that address a variety of attitudes and behaviors. These could include providers’ attitudes 
toward drug users, family and cultural indoctrination about drug use and dependence, and prior experiences with drug 
users. It will be important to test promising intervention in randomized controlled trials. Interventions that prove to be 
effective could be could be integrated into pre- and post-graduate curricula for the training of health and substance abuse 
treatment professionals.   

After more than 25 years of study on SBIRT, there is an increasing focus on dissemination and implementation [21]. 
Training should not be restricted to the transmission of knowledge, but should also focus on changing attitudes and 
reducing stigma. The beliefs and attitudes of health professionals are extremely important as these actors are ultimately 
responsible for implementing these practices [11, 21, 24]. 

Our study has a number of limitations that prevent conclusions regarding causal relationships.Our quasi-experimental 
study design included volunteer participants from two cities that were not randomly assigned to intervention and control 
conditions. There were baseline group differences in demographic and attitude measures that may have accounted for our 
differences at follow up. The anti-stigma interventions were included with other SBIRT training modules which meant it 
was not possible to evaluate the effects of the anti-stigma modules alone. We had a small number of participants which 
may not have provided sufficient power to examine the effects of the intervention. Although our interventions were based 
on recommendations from the research literature, actual tried and true interventions do not yet exist.  

Despite those limitations, this study is an important step forward since it contributes to understanding the process of 
implementing the SBIRT, assesses and identifies high levels of stigmatization of substance dependence among health 
professionals, and is the first published study that proposes and evaluates the use of strategies to reduce stigma in the 
context of implementation of SBIRT. 

The fact that stigma is now being addressed in research and in public policies is significant. It is important to ensure quality 
health care for every citizen with any health condition [1]. However, the stigmatization process is quite complex. It is not 
only an interpersonal process, but is also a social construction made up of historical and cultural forces and reinforced by 
stereotypes, values and ideologies which prove to be quite immune to information that contradicts them [25, 27]. The 
anti-stigma strategies we employed included education and direct contact with stigmatized groups. These strategies are 
described in the literature as potentially effective, however, research in this area is new and full of gaps [30].  

5 Conclusions 
The fact that stigma is now being addressed in research and in public policies is significant. It is important to ensure quality 
health care for every citizen with any health condition [1]. However, the evidence base on effective stigma reduction 
strategies is underdeveloped, especially in addictions treatment [10, 29, 30]. The present study was an initial exploration into a 
new area of research for substance abuse treatment. New studies that explore how to diminish stigma in a variety of 
substance abuse treatment settings, not only primary care settings seeking to implement SBIRT, are urgently needed. Due 
to the complexity of social stigma, longer and more intense interventions may be necessary.  
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