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The Stigmatization of Drug Use as Mechanism
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Abstract Drug abuse is considered one of the most stigmatizing health conditions.
Growing evidence has shown that stigma is associated with the different impairments
of stigmatized individuals. The impacts of social stigma include insufficient access
to health care, worse indicators of education and employment and, consequently, a
negative effect on income. Regarding the availability of services, many people who
could benefit from health care do not receive it. In this sense, social stigma becomes
a barrier in the search for help and in adherence to treatment. On the other hand,
moralizing strategies associated with prohibitionist perspectives, besides being ineffective, restrict the possibilities of access to care for people with problems related to
the use of drugs. The lack of trust in treatment services and their efficacy, in addition
to stigmatization, has been identified as an important barrier to treatment. This problem
requires changes in the screening, detection, and referral of treatment for addiction.
Thus, overcoming stigma is necessary to ensure that evidence-based strategies and
indicators of effectiveness are used.

2.1

Concept of Social Stigma

Modern conceptualizations of stigma as social injustice can be traced to Erving
Goffman (1963), who framed stigma as a mark that leads to “spoiled identity.” He
believed stigma of all kinds (related to ethnicity, gender, sexual orientation, age, and
illness) to be an attribute that is socially discrediting, causing people to being unjustly
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Table 2.1 Matrix describing the stigma of substance use disorders (SUDs)

Social
cognitive
structures

Types
Public
Stereotypes and People with SUDs
prejudice
are immoral, to
blame for their
disorder, and
criminal
Discrimination

Employers do not
hire them,
landlords do not
rent to them, and
primary care
providers offer a
worse standard of
care

Self
I am dangerous,
immoral, and to
blame. Leads to
lowered self-esteem
and self-efficacy

Label avoidance
I perceive that the
public disrespects
and discriminates
against people with
substance use
disorders
I do not want this. I
Why try? Someone
will avoid the label
like me is unworthy
by not seeking out
or unable to work,
live independently, or treatment
have good health

Examples are provided in each of the cells

rejected. Corrigan et al. (2016a, b) developed a matrix useful for understanding the
stigma of disease in general, and addictions more specifically. The matrix (see
Table 2.1) is defined by two dimensions: social cognitive structures that underlie
stigma and types of stigma that meaningfully impact a person with illness.

2.1.1

Stereotypes

Social psychologists distinguish between the largely private experience of stigma in
general (stereotyping and prejudice) from the more public, behavioral result that is
discrimination (Crocker et al. 1998). Stereotypes are harmful and disrespectful
beliefs about a group. What stereotypes might be candidates for the foundation of
addiction stigma? Schomerus et al. (2011) began to establish a content-valid measure of alcohol stigma. To identify the stereotypes of alcohol addiction, they conducted focus groups consisting of people with alcohol dependence, providers, and
family members. They generated 16 stereotype candidates, including “unreliable,”
“emotionally unstable,” “living at other’s expense,” and “self-pitying.” A similar set
of qualitative interviews were conducted to identify candidate stereotypes of “drug
users” (Radcliffe and Stevens 2008). Although the resulting analysis from the latter
study yielded compelling themes about the form of stigma, specific stereotypes per
se did not emerge from their work.
How is a stereotype distinguished from accurate perception? For example,
research seems to suggest that violence and crime are associated with drug misuse,
although this is a complex relationship with full description requiring additional constructs such as the social determinants of illegal activity (Bennett et al. 2008). Might
stereotypes reflect a kernel of truth, that, for example, people who use drugs are in
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fact dangerous (Allport 1979)? The kernel of truth rests on assumptions about stereotype accuracy (e.g., research supports the stereotype that “basketball players are
tall”). Mostly dated science uses this rationale to argue for accuracy in trait impressions of ethnic groups, such as the Irish are drawn to alcohol or Asians are mathematically strong (Abate and Berrien 1967). Currently, social psychologists are skeptical
about the notion of kernel of truth and stereotype accuracy, recognizing that social
science is incapable of defining the “traits” of a group in this way (Jost and Banaji
1994). History is replete with assertions that are racist in the guise of kernel of truth.
For example, some have asserted that African Americans are intellectually inferior
on the basis of population data representing IQ tests (Jensen 1969) when, in fact,
better constructed research suggests that any differences in existing scholastic tests
represent stereotype threat and concomitant evaluation anxiety (Steele and Aronson
1995). In terms of social policy, any theory that suggests legitimacy of stigma can
egregiously be used to further justify discrimination against a group.

2.1.2

Prejudice and Discrimination

Stereotypes are unavoidable; they are learned as part of growing up in a culture; for
example, American children learn at a young age that “addicts” are dangerous
(Corrigan and Watson 2002). Being prejudiced is agreeing with the stereotype, leading
to emotional and evaluative consequences: “That’s right! All those addicts are violent
and I fear them.” In path models, affective responses to stereotypes (another element
of prejudice) are often mediators between stereotypes and its behavioral result, discrimination: “And because I fear addicts, I will not hire them, rent to them, give them
the same opportunities at school, or let them worship with my congregation.”
Three emotional responses mediate stereotyping and subsequent discriminatory
behavior (Corrigan et al. 2003; Pingani et al. 2012): (1) fear, causing unfair discrimination that undermines personal goals related to work, independent living,
relationships, and health; (2) blame (believing people caused their addiction), leading to anger and subsequently to discrimination, often in the guise of unnecessarily
coercive treatments; and (3) internalized blame (I caused my addiction because I am
weak), leading to shame (decreased sense of self-esteem and self-efficacy).

2.1.3

Stigma Types

Discrimination’s impact becomes clear when realizing it varies by type (Corrigan
and Kosyluk 2014; Phelan et al. 2008). Three types are summarized in Table 2.1:
public stigma, label avoidance, and self-stigma.
Public stigma occurs when the general population endorses stereotypes and
decides to discriminate against people labeled as “addicts.” Research shows that
employers are less likely to hire and landlords are less likely to rent to people with
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substance use disorders (SUDs) (van Olphen et al. 2009; Spencer et al. 2008). There
is also discrimination when seeking public office or pursuing work in child care
(van Boekel et al. 2013). Research shows that health care providers admit to the
stigma of addiction (Henderson et al. 2008), which leads to withholding primary
care (Weiss et al. 2004) and pharmacy services to people with addictions that are in
need (Anstice et al. 2009).
Stigma is likely to undermine support for harm reduction strategies such as safe
injection facilities and needle exchange programs (Rivera et al. 2014). However,
this is a complex relationship, with the impact of addiction stigma conflated with
criminalization. For example, research shows that people who endorse the depth of
legal penalties for substance use agree with greater discrimination against people
with SUDs (West et al. 2014). Future research needs to unpack the relative impact
of addiction and criminalization stigma as well as the ways they interact.
Public stigma impacts care seeking for people with SUD when it leads to label
avoidance. Epidemiological research shows that only 25% of people with SUDs ever
participate in any care program (Dawson et al. 2005). People who perceive higher
stigma toward peers with SUDs are less likely to use treatment programs for alcoholism (Keyes et al. 2010) and less likely to participate in sterile syringe programs
(Rivera et al. 2014). These are mostly small and compartmentalized studies; however, future research needs to tackle these questions more broadly and rigorously.
Self-stigma occurs when people with mental illness internalize the corresponding
prejudice (Link 1987; Link et al. 2001). A regressive model of self-stigma has four
stages (Corrigan and Watson 2002), in which people are (1) aware of the stigma of
mental illness (also called perceived stigma: “The public thinks people with substance use disorders are dangerous” [Phelan et al. 2000]), which might lead to (2)
agreeing with the stigma (“Yep; that’s right. Addicts are dangerous!”), followed by
(3) self-application (“I’m an addict so I must be dangerous”), which (4) negatively
impacts self-esteem (“I am less of a person because I am an addict and dangerous”)
and self-efficacy (“I am less able to accomplish my goals because I am mentally ill
and dangerous”). Self-discrimination causes the “why try effect” (Corrigan et al.
2016): “Why try to seek a job; someone like me is not worthy.” “Why try to live
independently; someone like me is not able.”
Self-stigma seems to have an equally egregious effect on the well-being of people with addictions (Luoma et al. 2013). Research by Schomerus et al. (2011) partially validated the regressive model of self-stigma for people with alcohol
dependence. Namely, people who apply stereotypes to themselves report greater
harm to self-esteem, which, in turn, seems to undermine drink-refusal self-efficacy.
Other studies showed self-stigma of addictions to be associated with greater depression and anxiety, as well as diminished psychological well-being (Brown et al.
2015; Luoma et al. 2013). Interestingly, some research suggests that self-stigma
does not always lead to harmful effects. One study showed that people with higher
self-stigma were more likely to stay in treatment longer, leading to higher abstinence (Luoma et al. 2014). This finding shows the complexity of stigma in addiction, calling for research that looks at the varied directions of, in this case, self-stigma
on the person who internalizes stereotypes.
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 oralization of Drug Use and Consequences
M
of Stigmatization
Stigma and Substance Use Disorders

Drug abuse is one of the most serious public health problems in the world, and the
prevalence of users has been growing over the years. These problems, although
largely avoidable, represent a significant social and health burden globally (WHO
2016). Drug abuse is also one of the most stigmatized conditions, even compared
with stigmatized mental illnesses. There is a consensus among specialists, advocates, and stakeholders that the stigma of addiction has a negative effect on clinical
outcomes and the well-being of people with SUDs or those who are users but do not
have a disorder (Corrigan et al. 2016a, b).
Studies have shown that alcohol and drug addiction are one of most stigmatized
condition (Silveira et al. 2015), being judged as much more responsible for their
condition. In addition, substance addicts cause more social rejection and more negative emotions in the general population and are at particular risk of social and structural discrimination (Schomerus et al. 2011).
The intense rejection of drug dependence is closely related to the way society has
been dealing with the issues that are associated with it, ranging from explanatory
models to social practices guided by them. Throughout history, conceptual definitions related to drug addiction have characteristics that tend to moralize behaviors
and problems that occur as a result of substance abuse. The moderate consensus
among the theoretical models that try to explain it makes this condition capable of
producing several negative reactions. Among them, shame, rejection, and guilt stand
out; these reactions end up ignoring the social and biological context of addicts
(Frank and Nagel 2017).
The reasons why drug users are subject to stigma are diverse and complex,
involving historical, sociopolitical, and economic factors. However, it is necessary
to recognize how current attitudes and public policies reflect the dominant moral
model of addiction in the first half of the twentieth century. This model understands
that the use of drugs is a personal choice and adopts a critical moral position against
this choice. Drug addicts, in this model, are considered weak, antisocial, selfish,
lazy, and as people who value pleasure (Pickard 2017).
The medical or disease model makes different assumptions from the moral
model, although also widely diffused, and considers dependence a compulsion, a
chronic neurobiological disease in which the individual has no rational control or
judgment (Frank and Nagel 2017; Pickard 2017). Based on genetic, neurophysiological, neuroscience, and animal models, the medical model has spread the understanding of dependence as a type of “kidnapping of the brain” (Frank and Nagel
2017). To prevent drug addicts from being seen as bad people, and therefore to
avoid stigmatization, it is proposed that they should be seen as victims of a chronic
and recurrent brain disease and treated with an individual and often decontextualized approach (Heather 2017). However, considering drug addiction as a disease
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through the adoption of medical terms does not necessarily result in a discourse free
of moralization (Frank and Nagel 2017).
Studies have pointed out that substance abuse is also stigmatized by health professionals (Silveira et al. 2015; Ronzani et al. 2009). According to Room et al.
(2001), social disapproval of addiction is greater than social disapproval of a range
of highly stigmatized conditions, including leprosy, HIV-positive status, homelessness, dirtiness, neglect of children, and a criminal record for burglary. Pickard
(2017) emphasizes that stigmatization can be a mark of social disgrace. It carries
condemnation and ostracization by society and, typically, creates corresponding
shame and isolation on the part of the stigmatized person.

2.2.2

 onsequences of Stigmatization among People
C
with Substance Use Disorders

The impacts of social stigma include insufficient access to mental health care
(Corrigan et al. 2014), reduction in life expectancy, low education levels, unemployment (Silveira et al. 2016), increased risk of connections with criminal justice systems, and poverty (Gronholm et al. 2017). Despite the availability of evidence-based
services, epidemiological research suggests that many people who could benefit
from health care do not receive it. Thus, social stigma becomes a significant barrier
in the search for help (Corrigan et al. 2014).
Substance users might choose to hide their habit or even isolate themselves from
social interactions, which could exacerbate the effects of stigma and discrimination
(Luoma et al. 2013). Furthermore, substance users may internalize the negative
views of society about their health condition, which, in addition to affecting their
willingness to seek help and adhere to treatment, can generate negative emotions
such as a perception of self-discredit and feelings of worthlessness and devaluation
(Li et al. 2009).
The effects of stigma internalization are related to several factors, from the
restriction of good life opportunities to difficulty in accessing health services,
thereby enhancing the social exclusion of individuals (Li et al. 2009). Studies show
that internalized stigma is associated with global impacts on the life of the bearer of
a stigmatizing condition, including loss of self-esteem and self-efficacy, which
reduce their already limited prospects of recovery. Similarly, individuals who internalize stigma may not adhere to psychiatric treatment in an effort to minimize the
chance of being labeled or prevent their condition from being discovered. Some feel
hopeless and believe that treatment no longer has an effect on them (Fung et al.
2007; Silveira et al. 2016).
In addition, the negative way that health professionals perceive the user creates
obstacles for those seeking treatment, which contributes to their exclusion
(Ssebunnya et al. 2009). This leads to poor adherence to treatment, aggravation of
symptoms, decrease in quality of life, low self-esteem, and low self-efficacy (Li
et al. 2009; Ssebunnya et al. 2009).
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As discussed earlier, the impacts of stigma relating to drug use suggest that
many people decide not to look for health services or abandon treatment prematurely. Despite the advances in mental health care, studies show that professionals
sometimes perform treatment using what could be perceived as coercive means,
including hospitalization and reducing an individual’s personal control (Corrigan
et al. 2014), which is particularly frequent when it comes to users of alcohol and
other drugs.

2.3

 tigma, Social Exclusion, and Public Policies: How
S
Stigmatization Becomes Official Exclusion Actions

In the health field, healthcare is inextricably related to public policies, guidelines,
and social norms. Accordingly, some questions may be raised, taking into account
that health can be conceived as the total or partial realization of separate well-being
projects. Going further, the environment in which individuals live influences them,
according to their gender, social class, ethnicity, sexuality, and others factors
(Gulliford et al. 2013). However, stigma directed at some minority groups and
related to certain health conditions is one of the most significant barriers to achieving health (Hatzenbuehler et al. 2013).
Some of the inequalities represented by barriers at the system level are attributed
to structural stigma, a macrosocial process that reflects public policies and private
institution initiatives that intentionally or unintentionally restrict the opportunities
of people with mental disorders (Corrigan et al. 2004). Intentional actions include
those that restrict civil rights, occurring in part because of the stigmatizing belief
that people with mental disorders are not capable. The unintended manifestations of
stigma are related to distribution of resources. As a result of the moralization of
substance abuse, for example, the idea that people are responsible for their condition makes it less likely that the government makes the distribution of resources a
priority. At the macro-level, structural stigma is related to unequal distribution of
resources for mental health. Similarly, not only the provision of services is affected
but also the resources for research. Despite the great impact of mental disorders,
resources are not available at levels comparable to those distributed for many physical illnesses (Link 1987; Link et al. 2001; Corrigan et al. 2014).
Social stigma has several implications for substance abuse treatment, once professionals are more willing to give poor and coercive treatment. Attached to this, the
process of stigmatization reinforces the exclusion model that secures another aspect
of discrimination, compulsory treatment. Compulsory treatment is becoming popular in relation to drug use and involves the exercise of power by placing labeled
individuals in separate circumstances and treating them differently. This has several
implications regarding social relationships and integration impairment, and may
also compromise chances for recovery (Schomerus et al. 2011).
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As described above, when considering the use of drugs as a choice, the moral
model of addiction gives addicts the responsibility of being in their situation and
makes them worthy of stigma and the austere treatment that they receive. Hence, as
long as the moral model continues to influence conceptions of drug use, implicitly
or explicitly, the prejudice and injustices to which drug users are subject may seem
justifiable (Pickard 2017). In this context, there is a strong public appeal that considers the brain disease model of addiction as the only way in which the general population, the creators of opinion, and public policy makers can be persuaded not to
blame or punish dependent users for their problematic behavior. In other words,
rejecting the medical model means believing and spreading the idea that dependency is a moral failure of people with this diagnosis. The main consequence of this
argument is the direct opposition: dependence is either a brain disease or a moral
failure, which limits understanding the problem in alternative ways (Heather 2017).
Stigmatizing views about drug users legitimize ineffective approaches that not
only attribute to users the responsibility for the problems they face, but also blame
them for social problems such as violence. Consequently, these stigmatizing views
are barriers to the search for treatment and employment, which are important aspects
in the recovery and social reintegration of individuals. Overcoming this social
stigma is necessary to ensure strategies for prevention, treatment, and social reintegration that focus on the evidence of effectiveness. Furthermore, the involvement of
patients in the treatment decision-making process is important, as is considering
other requirements of the individual, rather than exclusive focus on abstinence from
drug use (Silveira et al. 2016).

2.4

Final Considerations

Corrigan et al. (2016a, b) suggest that studies on stigma related to drug dependence are still limited, predominantly descriptive, and require greater conceptual
and empirical sophistication, especially compared with literature on stigma
related to mental disorders. However, existing evidence on this topic indicates,
according to Grant (1997), that substance dependence brings several negative
consequences to individuals, ranging from health consequences to social disabilities. Users are prevented from performing many social roles and are limited to the
condition of addiction.
Negative social reactions, based on erroneous or distorted perceptions, may also
be harmful. Evidence in the literature indicates that lack of confidence in treatment
services and in their effectiveness, as well as stigmatization, are important barriers
to the pursuit of treatment. Therefore, changes in the screening and detection methods and in the referral patterns of addiction treatment services are necessary (Grant
1997). As a consequence, many patients who might benefit from treatment do not
seek it, as a strategy to avoid stigmatization.
A key duty for all those who are involved in this field is to consolidate countries’
abilities to face drug-related public health challenges and offer technical support.
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Public health measures must be adequately prioritized, otherwise drug-related mortality, disability, morbidity, and impact on people’s well-being will remain a huge
global public health problem (WHO 2016).

References
Abate, M., & Berrien, F. K. (1967). Validation of stereotypes: Japanese versus American students.
Journal of Personality and Social Psychology, 7(4p1), 435.
Allport, G. W. (1979). The nature of prejudice. Cambridge, MA: Basic Books.
Anstice, S., Strike, C. J., & Brands, B. (2009). Supervised methadone consumption: Client issues
and stigma. Substance Use & Misuse, 44(6), 794–808.
Bennett, T., Holloway, K., & Farrington, D. (2008). The statistical association between drug misuse and crime: A meta-analysis. Aggression and Violent Behavior, 13(2), 107–118.
Brown, S. A., Kramer, K., Lewno, B., Dumas, L., Sacchetti, G., & Powell, E. (2015). Correlates of
self-stigma among individuals with substance use problems. International Journal of Mental
Health and Addiction, 13(6), 687–698.
Corrigan, P. W., Bink, A. B., Schmidt, A., Jones, N., & Rüsch, N. (2016). What is the impact of
self-stigma? Loss of self-respect and the “why try” effect. Journal of Mental Health, 25(1),
10–15.
Corrigan, P. W., Druss, B. G., & Perlick, D. A. (2014). The impact of mental illness stigma on
seeking and participating in mental health care. Psychological Science in the Public Interest,
15(2), 37–70.
Corrigan, P. W., & Kosyluk, K. A. (2014). Mental illness stigma: Types, constructs, and vehicles for change. In P. W. Corrigan (Ed.), The stigma of disease and disability (pp. 35–56).
Washington, DC: American Psychological Association.
Corrigan, P. W., Markowitz, F. E., & Watson, A. C. (2004). Structural levels of mental illness
stigma and discrimination. Schizophrenia Bulletin, 30(3), 481–491.
Corrigan, P., Markowitz, F. E., Watson, A., Rowan, D., & Kubiak, M. A. (2003). An attribution
model of public discrimination towards persons with mental illness. Journal of Health and
Social Behavior, 44, 162–179.
Corrigan, P. W., Schomerus, G., Shuman, V., Kraus, D., Perlick, D., Harnish, A., Kulesza, M.,
Kane-Willis, K., Qin, S., & Smelson, D. (2016a). Developing a research agenda for understanding the stigma of addictions. Part I: Lessons from the mental health stigma literature.
American Journal on Addictions, 26, 59–66.
Corrigan, P. W., Schomerus, G., Shuman, V., Kraus, D., Perlick, D., Harnish, A., Kulesza, M.,
Kane-Willis, K., Qin, S., & Smelson, D. (2016b). Developing a research agenda for reducing
the stigma of addictions. Part II: Lessons from the mental health stigma literature. American
Journal on Addictions, 26, 67–74.
Corrigan, P. W., & Watson, A. C. (2002). Understanding the impact of stigma on people with mental illness. World Psychiatry, 1(1), 16.
Crocker, J., Major, B., & Steele, C. (1998). Social stigma. In: D. T. Gilbert, S. T. Fiske, &
G. Lindzey (Eds.), The handbook of social psychology 4th ed., Vol. II, pp. 504–553. Boston:
McGraw Hill.
Dawson, D. A., Grant, B. F., Stinson, F. S., Chou, P. S., Huang, B., & Ruan, W. (2005). Recovery
from DSM-IV alcohol dependence: United States, 2001–2002. Addiction, 100(3), 281–292.
Frank, L. E., & Nagel, S. K. (2017). Addiction and moralization: The role of the underlying model
of addiction. Neuroethics, 10, 129–139.
Fung, K. M., Tsang, H. W., Corrigan, P. W., Lam, C. S., & Cheng, W. M. (2007). Measuring self-
stigma of mental illness in China and its implications for recovery. International Journal of
Social Psychiatry, 53, 408–418.

24

P. S. da Silveira et al.

Goffman, E. (1963). Stigma: Notes on a spoiled identity. New York: Simon & Schuster.
Grant, B. F. (1997). Barriers to alcoholism treatment: Reasons for not seeking treatment in a general population sample. Journal of Studies on Alcohol and Drugs, 58(4), 365–371.
Gronholm, P. C., Henderson, C., Deb, T., & Thornicroft, G. (2017). Interventions to reduce discrimination and stigma: The state of the art. Social Psychiatry and Psychiatric Epidemiology,
52, 249–258.
Gulliford, M, Figueiroa-Munoz, J, & Morgan, M. (2013). Meaning of access in health care. In:
M. Gulliford, & M. Morgan (Eds.), Access to health care. Danvers, MA: Routledge.
Hatzenbuehler, M. L., Phelan, J. C., & Link, B. G. (2013). Stigma as a fundamental cause of population health inequalities. American Journal of Public Health, 103, 813–821.
Heather, N. (2017). Q: Is addiction a brain disease or a moral failing? A: Neither. Neuroethics, 10,
115–124. https://doi.org/10.1007/s12152-016-9289-0.
Henderson, S., Stacey, C. L., & Dohan, D. (2008). Social stigma and the dilemmas of providing
care to substance users in a safety-net emergency department. Journal of Health Care for the
Poor and Underserved, 19(4), 1336–1349.
Jensen, A. (1969). How much can we boost IQ and scholastic achievement. Harvard Educational
Review, 39(1), 1–123.
Jost, J. T., & Banaji, M. R. (1994). The role of stereotyping in system-justification and the production of false consciousness. British Journal of Social Psychology, 33(1), 1–27.
Keyes, K. M., Hatzenbuehler, M. L., McLaughlin, K. A., Link, B., Olfson, M., Grant, B. F., &
Hasin, D. (2010). Stigma and treatment for alcohol disorders in the United States. American
Journal of Epidemiology, 172(12), 1364–1372.
Li, L., Lee, S. J., Thammawijaya, P., Jiraphongsa, C., & Rotheram-Borus, M. J. (2009). Stigma,
social support, and depression among people living with HIV in Thailand. AIDS Care, 21(8),
1007–1013.
Link, B. G. (1987). Understanding labeling effects in the area of mental disorders: An assessment
of the effects of expectations of rejection. American Sociological Review, 52, 96–112.
Link, B. G., Struening, E. L., Neese-Todd, S., Asmussen, S., & Phelan, J. C. (2001). Stigma as a
barrier to recovery: The consequences of stigma for the self-esteem of people with mental illnesses. Psychiatric Services, 52(12), 1621–1626.
Luoma, J. B., Kulesza, M., Hayes, S. C., Kohlenberg, B., & Larimer, M. (2014). Stigma predicts
residential treatment length for substance use disorder. The American Journal of Drug and
Alcohol Abuse, 40(3), 206–212.
Luoma, J. B., Nobles, R. H., Drake, C. E., Hayes, S. C., O’Hair, A., Fletcher, L., & Kohlenberg,
B. S. (2013). Self-stigma in substance abuse: Development of a new measure. Journal of
Psychopathology and Behavioral Assessment, 35(2), 223–234.
Pickard, H. (2017). Responsibility without blame for addiction. Neuroethics, 10, 169–180.
Phelan, J. C., Link, B. G., & Dovidio, J. F. (2008). Stigma and prejudice: One animal or two?
Social Science & Medicine, 67(3), 358–367.
Phelan, J. C., Link, B. G., Stueve, A., & Pescosolido, B. A. (2000). Public conceptions of mental
illness in 1950 and 1996: What is mental illness and is it to be feared? Journal of Health and
Social Behavior, 41, 188–207.
Pingani, L., Forghieri, M., Ferrari, S., Ben-Zeev, D., Artoni, P., Mazzi, F., et al. (2012). Stigma
and discrimination toward mental illness: Translation and validation of the Italian version of
the attribution questionnaire-27 (AQ-27-I). Social Psychiatry and Psychiatric Epidemiology,
47(6), 993–999.
Radcliffe, P., & Stevens, A. (2008). Are drug treatment services only for ‘thieving junkie scumbags’? Drug users and the management of stigmatised identities. Social Science & Medicine,
67(7), 1065–1073.
Rivera, A. V., DeCuir, J., Crawford, N. D., Amesty, S., & Lewis, C. F. (2014). Internalized stigma
and sterile syringe use among people who inject drugs in new York City, 2010–2012. Drug and
Alcohol Dependence, 144, 259–264.

2

The Stigmatization of Drug Use as Mechanism of Legitimation of Exclusion

25

Ronzani, T. M., Furtado, E. F., & Higgins-Biddle, J. (2009). Stigmatization of alcohol and other
drug users by primary care providers in Southeast Brazil. Social Science & Medicine, 69(7),
1080–1084.
Room, R., Rehm, J., Trotter, R. T., II, Paglia, A., & Üstün, T. B. (2001). Cross-cultural views on
stigma valuation parity and societal attitudes towards disability. In T. B. Üstün, S. Chatterji, J. E.
Bickenbach, R. T. Trotter II, R. Room, & J. Rehm (Eds.), Disability and culture: Universalism
and diversity (pp. 247–291). Hofgrebe & Huber: Seattle, WA.
Schomerus, G., Lucht, M., Holzinger, A., Matschinger, H., Carta, M. G., & Angermeyer, M. C.
(2011). The stigma of alcohol dependence compared with other mental disorders: A review of
population studies. Alcohol and Alcoholism, 46(2), 105–112.
Silveira, P. S. S., Casela, A. L. M., Monteiro, É. P., Ferreira, G. C. L., Freitas, J. V., Machado,
N. M., Noto, A. N., & Ronzani, T. M. (2016). Psychosocial understanding of self-stigma
among people who seek treatment for drug addiction. Stigma and Health, 22, 1–16. https://doi.
org/10.1037/sah0000069.
Silveira, P. S., Soares, R. G, Gomide, H. P., Ferreira, G. C.L., Casela, A. L. M., Martins, L. F., &
Ronzani, T. M. (2015). Social distance toward people with substance dependence: A survey
among health professionals. Psicologia em Pesquisa (UFJF), 9(2), 170–176.
Spencer, J., Deakin, J., Seddon, T., Ralphs, R., & Boyle, J. (2008). Getting problem drug users
(back) into employment. London: UK Drug Policy Commission (UKDPC).
Ssebunnya, J., Kigozi, F., Lund, C., Kizza, D., & Okello, E. (2009). Stakeholder perceptions of
mental health stigma and poverty in Uganda. BMC International Health and Human Rights,
9(1), 5.
Steele, C. M., & Aronson, J. (1995). Stereotype threat and the intellectual test performance of
African Americans. Journal of Personality and Social Psychology, 69(5), 797.
van Boekel, L. C., Brouwers, E. P., van Weeghel, J., & Garretsen, H. F. (2013). Public opinion on
imposing restrictions to people with an alcohol-or drug addiction: A cross-sectional survey.
Social Psychiatry and Psychiatric Epidemiology, 48(12), 2007–2016.
van Olphen, J., Eliason, M. J., Freudenberg, N., & Barnes, M. (2009). Nowhere to go: How stigma
limits the options of female drug users after release from jail. Substance Abuse Treatment,
Prevention, and Policy, 4(1), 10.
Weiss, L., McCoy, K., Kluger, M., & Finkelstein, R. (2004). Access to and use of health care:
Perceptions and experiences among people who use heroin and cocaine. Addiction Research
& Theory, 12(2), 155–165.
West, M. L., Yanos, P. T., & Mulay, A. L. (2014). Triple stigma of forensic psychiatric patients:
Mental illness, race, and criminal history. International Journal of Forensic Mental Health,
13(1), 75–90.
WHO. (2016). Public health dimension of the world drug problem. Report by the Secretariat—
Executive Board, 140th session, Provisional agenda item 10.3, EB140/29. World Health
Organization, Geneva. Retrieved from 
http://apps.who.int/gb/ebwha/pdf_files/EB140/
B140_29-en.pdf

