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ABSTRACT
Aims: A novel professional training was developed to reduce stigma toward harm reduction and
pharmacotherapy for substance use disorders.
Methods: The training was delivered over three sessions to n¼ 147 health professionals in Utah
between 2019 and 2020, including n¼ 40 substance use disorder treatment professionals. Pre and
post-training survey measures provided evaluation information on knowledge, attitudes, and planned
action regarding harm reduction and pharmacotherapy. Items were grouped into a stigma score, and
multilevel modeling, regression analyses, and McNemar tests were used to quantify changes in overall
stigma toward harm reduction interventions both before and after the training.
Results: The training significantly decreased the total stigma score toward harm reduction (b ¼ �0.09,
p < .001, b ¼ �0.34). At the individual item level, 6 of the 22 items showed significant change in
reduced stigma (all p < .047), and all items moved in the direction of decreased stigma. These items
include both attitudes and planned action aspects of the total stigma score.
Conclusions: This study suggests that education targeting prejudice and discriminatory actions against
harm reduction and pharmacotherapy interventions among healthcare professionals may contribute to
stigma reduction. These results provide a basis for intervention effectiveness, addressing preconceived
ideas, and show community need for such substance use interventions, as a component of future
stigma reduction efforts.
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Introduction

Harm reduction refers to a range of evidence-based
approaches that help to reduce the negative consequences
of substance use. This includes pharmacotherapy for opioid
use disorders (OUDs), especially opioid agonist treatments
like methadone or buprenorphine, syringe distribution pro-
grams, and overdose reversal medication distribution. These
approaches have a number of benefits, including a lowered
risk of infectiousdisease transmission (Aspinall et al., 2014;
MacArthur et al., 2012), reduced fatal overdoses (Doe-Simkins
et al., 2014; Soyka et al., 2011; Walley et al., 2013), as well as
retention in treatment programs (Bao et al., 2009; Kakko et
al., 2003; Mattick et al., 2014).

Despite robust research demonstrating effectiveness, these
interventions are not widely accepted or implemented. A
possible explanation for this could be the presence of stigma
toward implementing these interventions. Stigma is the pro-
cess by which an attribute leaves one prone to prejudice and
discrimination (Goffman, 1963). Stigma significantly affects
the lives of people who use drugs by reducing access to care
and housing (Couto e Cruz et al., 2018; Hatzenbuehler &

Phelan, 2013;Lloyd, 2013; von Hippel et al., 2018; Yang et al.,
2017). In this case, stigma attaches to substance use itself
andaffects the harm reduction and pharmacotherapy services
patients receive. Despite their evidence base, some health
providers approach these treatments with skepticism.

In a process known as ’intervention stigma’ (Madden,
2019), individuals involved with harm reduction services
(Crawford et al., 2014; Gatewood et al., 2016) and medication
treatment for OUDs, especially methadone and buprenor-
phine (Chaar et al., 2013; Gordon et al., 2011; Madden, 2019;
Ramirez-Cacho et al., 2007), may also become the target of
discrimination and prejudice. With intervention stigma, it is
the provision of particular treatments or services that may
subject individuals to mistreatment or stigma. Conversely,
individuals who access abstinent-based services may not face
similar prejudices (Hatcher et al., 2018; Madden, 2019).

Broadly speaking, health care professionals strive to be
compassionate and show empathy when it comes to treat-
ment, even for patients they find to be difficult (Sulzer et al.,
2015; Sulzer et al., 2016). However, stigma toward harm
reduction and pharmacotherapy persists among health care
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professionals. Studies of people who use drugs indicate expe-
riences of discrimination and prejudice from health care pro-
viders when seeking syringes (Davidson et al., 2012),
methadone (Harris & McElrath, 2012; Paquette et al., 2018), or
buprenorphine (Allen & Harocopos, 2016). Specialized and
non-specialized healthcare providers themselves also report
stigmatizing attitudes and actions. These actions can include
refusing to distribute syringes, assuming syringe distribution
participation will result in increased drug use (Crawford et al.,
2014), or believing that methadone and buprenorphine are
illegitimate interventions and refusing to participate in
pharmacotherapy (Chaar et al., 2013; Livingston et al., 2018;
Madden, 2019). This ’provider-based stigma,’ or stigma
among individuals tasked with helping marginalized groups
(Pescosolido & Martin, 2015) in the context of healthcare can
create barriers to accessing high-quality health services, such
as syringe programs (Davidson et al., 2012), medication treat-
ment (Peterson et al., 2010), and non-specialized health serv-
ices, including hospital-based carefor co-occurring conditions
(McNeil et al., 2014; Kimmel et al., 2020).

Intervention stigma toward harm reduction and pharma-
cotherapy has gained significant attention as a barrier to care
in recent years (Olsen & Sharfstein, 2014; Wakeman & Rich,
2018). Availability of harm reduction in the U.S. differs by
geography (Cummings et al., 2014; Dick et al., 2015; Faul et
al., 2015; Rosenblatt et al., 2015), and resistance to uptake
may be partially tiedto stigma. Recent studies of both pri-
mary care providers (McGinty et al., 2020) and residential
treatment programs (Beetham et al., 2020) for opioid use dis-
orders show low participation in pharmacotherapy. In an
audit study of residential treatment facilities, 21% of program
representatives actively discouraged study callers from using
pharmacotherapy for opioid use disorders (Beetham et al.,
2020). Similarly, a nationally representative study of primary
care providers indicated that one-third of providers did not
agree that pharmacotherapy for opioid use disorders is more
effective than nonmedication treatment (McGinty et al.,
2020). Therefore, a significant percentage providers may
benefit from education addressing negative perceptions of
pharmacotherapy.

However, few studies examine how to address provider-
based intervention stigma toward harm reduction and
pharmacotherapy (Bland et al., 2001; Crapanzano et al.,
2014). Extant studies on provider-based stigma and sub-
stance use focus largely on stigma toward people who use
drugs but not on treatment modalities or other interventions
used to address substance use. As such, they fail to acknow-
ledge that providers may be more or less open-minded to
different substance use interventions, regardless of the evi-
dence base.

The few studies seeking to directly address provider-based
intervention stigma have mixed outcomes (Crawford et al.,
2014; Friedmann et al., 2015). For example, an intervention
testing the effects of providing syringe distribution education
and ongoing implementation support to community phar-
macy personnel in New York found few changes to self-
reported attitudes and no changes to pharmacy syringe dis-
tribution participation (Crawford et al., 2014). However, a
study testing education and organizational linkages between

U.S. medication treatment programs for OUDs and commu-
nity corrections officials found increased intent to refer cli-
ents to pharmacotherapy for OUDs, greater familiarity with
methadone, and reduced negative perceptions of pharmaco-
therapy among corrections personnel (Friedmann et
al., 2015).

Other studies also suggest that misperceptions of harm
reduction and pharmacotherapy may be drivers of provider-
based stigma. Misperceptions can include the lack of familiar-
ity among non-specialized providers in addressing substance
use (Livingston et al., 2018) as well as beliefs that these harm
reduction methods increase substance use (Knudsen et al.,
2005; Winograd et al., 2017).

Changing stigmatizing attitudes may be possible with pro-
fessional education, although the research is mixed.
Education on pharmacotherapy for OUDs may produce
greater stigma reductions than education on harm reduction
interventions (Crawford et al., 2014; Friedmann et al., 2015).
However, neither case explores how education may be effect-
ively delivered to healthcare professionals working in the
substance use disorder (SUD) treatment field. This population
differs from community pharmacy personnel and corrections
officials, who often do not have specialized training toward
care for people who use drugs. SUD treatment professionals
do have such training yet may still harbor intervention
stigma toward pharmacotherapy for OUDs or harm reduction
approaches (Madden, 2019; Olsen & Sharfstein, 2014;
Knudsen et al., 2005).

This study explores the effect of a novel curriculum on
reducing self-reported stigma toward harm reduction and
opioid agonist (methadone and buprenorphine) and antag-
onist (naltrexone) treatment for OUDs among SUD treatment
professionals. Given the strong evidence bases for pharmaco-
therapy for OUDs and harm reduction approaches, effective
interventions that address provider-based stigma have the
potential to improve services offered in marginalized com-
munities. Reducing stigma toward harm reduction and
pharmacotherapy may contribute to increased ability to pro-
mote patient-centered care by improving referrals to appro-
priate services, improving the ability to provide
comprehensive patient education, and ultimately improving
care quality for people who use drugs.

Methods

Curriculum design

The curriculum for this training was developed based on a
forthcoming systematic review, and in collaboration with
harm reduction professionals, people with substance use dis-
orders, tribal community members, and a community advis-
ory board in Utah. The systematic review identified drivers of
intervention stigma toward harm reduction and pharmaco-
therapy for OUDs. These drivers included the following: 1)
false ideas about the effects of pharmacotherapy and harm
reduction on patients or communities; 2) lack of knowledge
of the evidence base for interventions; and 3) lack of know-
ledge of the extent to which the local service population has
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poor substance use outcomes that could be addressed with
specific harm reduction services or medication treatment.

To respond to the stigma factors identified in the system-
atic review, an eight-hour training was developed using an
interactive contact-based educational session and a curricu-
lum that explicitly addressed preconceived ideas about inter-
vention effects, provided an overview of the science
underlying harm reduction and pharmacotherapy, and pro-
vided local data and statistics about SUDs. The curriculum
also included first-hand stories about the need for harm
reduction in the local community. The senior author and a
local harm reduction practitioner who recovered from a SUD
co-taught the course. After the eight-hour training was deliv-
ered to providers for feedback, it was revised into a four-
hour curriculum and delivered to additional groups of health
professionals.

Participants

The training consists of a one-time session, and was delivered
three times between July 2019 and June 2020. It was deliv-
ered twice at in-person training sessions in Utah (once in a
rural county and once in an urban county), and delivered
once in a synchronous online session that included partici-
pants from geographic locations across the United States.
Participants were primarily from the target population of
SUD counselors (n¼ 40); however, 38% of attendees were
other health and public health professionals, including pri-
mary care providers and County and State Department of
Health employees. The (redacted for blind review) IRB deter-
mined the training evaluation to be non-human sub-
jects research.

Measures

A survey measuring stigma toward harm reduction and
pharmacotherapy for OUDs (methadone, buprenorphine, and
naltrexone) was delivered prior to the training and immedi-
ately following the training to assess knowledge, attitudes,
and intention to act. Eight of the survey questions gathered
demographic and professional data. Twenty-four Likert scale
questions assessed agreement with stigmatizing attitudes
toward harm reduction or pharmacotherapy (e.g. ’Patients
who take methadone or buprenorphine are no different than
people who still use illicit opioids like heroin’), knowledge of
factual or non-factual statements about harm reduction
approaches (e.g. ’Creating drug consumption facilities where
people can use illicit drugs under the supervision of trained
staff will increase addiction rates’), and intention to act (e.g. ’I
intend to promote harm reduction or correct myths in con-
versations with my colleagues at my work site in the next six
months’) (See Appendix 1 for complete survey). The
responses were coded so that a higher score indicated
greater stigma and disagreement with harm reduction princi-
ples and evidence. A mean score was then calculated across
items to create a total stigma score. This total score treated ’I
don’t know’ responses as non-data points.

The items used for the "total score" were selected with
guidance from the systematic review of research on stigma
toward harm reduction and pharmacotherapy. Attitude state-
ments were drawn from research on stigma toward harm
reduction and pharmacotherapy that identified common
negative perceptions held by individuals averse to these
interventions (e.g. Livingston et al., 2018; Smye et al., 2011).
Knowledge questions were also drawn from research in the
review indicating common misperceptions of these interven-
tions (e.g. Rieckmann et al., 2007; Rieckmann et al., 2014).
Questions about participation in harm reduction and pharma-
cotherapy were likewise drawn from research on enacted
stigma among professionals (e.g. Crawford et al., 2014;
Livingston et al., 2018; Rieckmann et al., 2007). To assess its
ability to measure the intended constructs in this sample,
internal consistency, construct validity, and face validity were
tested. For internal consistency, Cronbach’s alpha was used,
with any value above .80 having high reliability. For face val-
idity, the team that reviewed the survey included members
of the target group. Lastly, for construct validity, the team
assessed its relationship to well-known correlates (e.g. experi-
ence in harm reduction) as well as variables with which it
should not correlate (e.g. race, gender).

Data analysis

To assess the impact of the program, three main analyses
were used: 1) descriptive statistics, 2) multilevel modeling,
and 3) linear regression. Descriptive statistics were used to
understand the characteristics of the participants. Multilevel
modeling, specifically linear mixed-effects modeling, was
used to assess the impact of the program from pre-training
to post-training. For this, the total score was the dependent
variable with the time point (i.e. pretest or posttest) the main
independent variable. The model can be expressed as:

Yit ¼ b1 � Timet þ ai þ covariatesþ eit

ai � N li,r
2
i

� �

eit � N 0,r2ð Þ
where Yit is the total score for person i at time t, b1 is the
estimate of interest, ai is the random intercept by participant,
and covariates being training setting (i.e. in-person or virtual)
and participant professional characteristics (i.e. SUD profes-
sional, harm reduction experience).

Linear regression was then used to assess whether there
were any differential impacts by participant characteristics.
These analyses assessed whether any participant characteris-
tics predicted the change in stigma score from pretest to
posttest. Specifically, the models assessed posttest scores
predicted by whether the respondent was a SUD profes-
sional, their years of professional treatment experience, and
whether they had previous harm reduction experience, while
controlling for pre-training scores. Due to heteroskedasticity
of the residuals, the robust standard error (i.e. the White
Heteroskedasticity adjustment) was used. In addition to these
core analyses, a series of McNemar tests were used to under-
stand the individual features that showed change from pre-
test to posttest.
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All participants who had pre-training and post-training
survey scores were included in the analyses. Assumptions of
the models were checked for each approach. All analyses
were done in the R statistical environment (R Core Team,
2020; RStudio Team, 2019) using the tidyverse (Wickham et
al., 2019), gtsummary (Sjoberg et al., 2020), lme4 (Bates et al.,
2015), lmtest (Zeileis & Hothorn, 2002), sandwich (Zeileis,
2004), and ggalluvial (Brunson, 2017) packages. All code and
output, including all linear mixed effect models and regres-
sion tables, are available at https://osf.io/vygeh/.

Results

A total of 147 individuals participated in the trainings, with
110 responding to at least one of the surveys. Note that ten
individuals did not respond to the surveys and 27 were not
provided the pretest survey and as such were not included
in the 110 participants. Of these 110 participants, 65
responded to both the pre-training and post-training surveys.
Given that the core question was the training’s effects on
self-reported stigma, it was essential to analyze participant
responses from both the pre- and post-training surveys. For
this reason, only participants with complete pre- and post-
training data were used in this analysis. Of the 110 that did
not respond, 2 did not respond to the pretest and 43 did not
respond to the posttest. Those 43 that provided demo-
graphic information were compared to the remaining sample
of 65. Compared to the sample of 65 used in the study,
those missing were more likely to be women (62% in com-
plete sample vs. 82% in the missing sample, p ¼ .005) but
otherwise did not differ from the sample analyzed.

Of the participants that had pretest and posttest data,
more than half were SUD professionals, with an average of 9
(SD ¼ 7) years of work experience. Only 22% had prior
experience in harm reduction. The average age of the sample
was 41 (SD ¼ 11). Table 1 provides more detail on the char-
acteristics of the participants.

The total stigma score ranged from 0 to 1.1 and had high
internal consistency (Cronbach’s alpha ¼ .83). It matched
expectations for construct validity with correlations to having
experience in harm reduction (rho ¼ .247), being a SUD pro-
fessional (rho ¼ .161), and having more education (.144).
Further, as expected, the total stigma score lacked correla-
tions with age, race, and gender (all rho < .045). The effect
of the training from pretest to posttest is illustrated in Figure
1, which shows that the majority of individuals exhibited
decreases in stigma from pre-training to post-training survey
responses. This finding was corroborated by the multilevel
model: the training significantly reduced total stigma scores
from pretest to posttest, with a small-to-moderate standar-
dized effect size (b ¼ �0.09, p < .001, b ¼ �0.34). This effect
was still significant when controlling for training setting (i.e.
in-person or virtual) and participant professional characteris-
tics. Neither the participants’ status as SUD professional or
nonprofessional, nor their previous experience in harm reduc-
tion impacted overall scores (both p > .08).

Analyses also examined whether the training had a differ-
ential effect for particular groups of participants. This analysis

provides information on predictors of change from pretest to
posttest. Specifically, differences in posttest (when controlling
for pretest scores) were tested for whether the respondent
was a SUD professional, their years of professional treatment
experience, and whether they had previous harm reduction
experience. The analysis also compared the delivery mechan-
ism (online vs. in-person). None of these variables signifi-
cantly predicted change (all p > .30).

At the individual survey item level, six of the 22 items
showed significant change (all p < .047). These items
included agreement with statements regarding methadone,
buprenorphine, naltrexone, syringe distribution, and safe
drug consumption facilities. Figure 2 shows the responses to
these items and how they changed from pretest to posttest.
These responses consistently demonstrated reduced stigma
in post-training surveys. In general, individuals who
responded ’I don’t know’ or ’Neutral’ in pre-training surveys
tended to agree with the statement in the post-training sur-
vey. Very few disagreement responses were seen for pretest
or posttest. All other items did not show significant change
from pretest to posttest. For many of these remaining items,
there was no change because the participants already held
the attitudes and beliefs that the course was designed
to promote.

Discussion

The novel training developed and tested in this study shows
promising preliminary evidence of reducing stigma toward
several harm reduction interventions and pharmacotherapy
for OUD among healthcare providers. Previous research on
addressing stigma has focused on reducing prejudicial atti-
tudes toward people who use drugs (Livingston et al., 2012).
Still, there is very limited research on stigma toward harm
reduction interventions and medication treatment modalities.

Our curriculum draws from a comprehensive literature
search and operationalizes the guidance and feedback of
scholars at the forefront of this field, along with input from
tribal and community advisory board members. The reduc-
tion in stigma from the delivery of this curriculum suggests
that we have successfully operationalized the best recom-
mendations of the field. The results of this educational inter-
vention study may indicate that misinformation and lack of
knowledge of substance use harm reduction and pharmaco-
therapy for OUDs are significant drivers of provider-based
stigma; however, such causal claims cannot be established
with the current study design. While we anticipate additional
improvements can be made to our curriculum and approach
across time, it is notable that we were able to identify such a
clear and positive trend from the first iterations of the train-
ing onwards. The evidence from this study suggests that the
findings of the systematic review upon which this training
has been based can be operationalized into real-
world contexts.

Best practices for effectively addressing intervention
stigma toward harm reduction and pharmacotherapy will
likely require a multi-pronged approach that includes struc-
tural change through policy and resource investment, as well
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Table 1. Demographic characteristics of the sample.

Characteristic N
Urban in-person

N¼ 8
Rural in-person

N¼ 26
Online
N¼ 31

SUD Professional 65 4 (50%) 15 (58%) 21 (68%)
Years of Work Experience; median (IQR) 36 6 (3, 10) 9 (4, 12) 11 (4, 15)
Unknown 4 12 13

Experience in Harm Reduction 62 3 (38%) 6 (23%) 5 (18%)
Unknown – – 3

Gender 62
Man 5 (62%) 9 (35%) 8 (29%)
Woman 3 (38%) 17 (65%) 20 (71%)
Unknown – – 3

Age; median (IQR) 61 32 (29, 37) 43 (37, 48) 40 (31, 45)
Unknown – 1 3

Race/Ethnicity 61
Asian American – – 1 (3.6%)
Black/African American – 1 (4.0%) –
Hispanic – 4 (16%) 4 (14%)
Native American – 1 (4.0%) 3 (11%)
Non-Hispanic White 7 (88%) 19 (76%) 17 (61%)
Multiple or Other 1 (12%) – 3 (11%)
Unknown – 1 3

Education Level 62
High school diploma 1 (12%) 2 (7.7%) 2 (7.1%)
Some college 1 (12%) 4 (15%) 1 (3.6%)
Associate’s degree 1 (12%) 3 (12%) 3 (11%)
Bachelor’s degree 2 (25%) 3 (12%) 2 (7.1%)
Master’s degree 2 (25%) 11 (42%) –
Advanced degree 1 (12%) 3 (12%) 20 (71%)
Unknown – – 3

Figure 1. Changes from pretest to posttest, where the solid thick line is the average change and the dotted lines are the individual changes.
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as organizational and professional-level education efforts for
people working in the health sector. By significantly decreas-
ing stigma toward harm reduction, this training provides one
of the first models of what professional education targeting
stigma may look like in the context of substance use harm
reduction and OUD pharmacotherapy treatment. This is a
crucial development, given the substantial evidence of the
efficacy of these interventions, and the persistent stigmas
toward them that continue today among many providers.

Our training was undoubtedly improved by pairing a
harm reduction science expert with a practicing harm reduc-
tion activist. This likely made participants from a variety of
backgrounds comfortable asking questions and engaging
with the material. This pairing may also have demonstrated
an underlying assumption of the value of lived experience
and knowledge. Combining these epistemological orienta-
tions may have made the training more accessible to people
from a variety of backgrounds, especially given that this is a

Figure 2. Sankey diagram of the significant changes from pretest to posttest on the individual items.
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sensitive topic prone to stigmatizing beliefs. In fact, two of
the health professionals who joined our trainings were from
law enforcement, and we anticipate that it would be well-
received among that population.

Additionally, this training was offered effectively both in-
person and online. Our results showed no meaningful differ-
ence in our measures regardless of delivery modality. This is
notable, especially in the COVID-19 era. With evidence that
online delivery provides a comparable stigma reduction
result, this training may be a promising option for more
widespread online delivery in the future.

There were some limitations to this study, including the
number of participants who did not fully complete both a
pre- and post-training survey. Additionally, the lack of a con-
trol arm prevents inference regarding whether a training on
a related matter could have similarly reduced some amount
of stigma. Lastly, the face-to-face trainings were conducted
exclusively within one region of the United States and may
not be translatable across other contexts. It is possible that
bias toward OUD pharmacotherapy and substance use harm
reduction approaches may have considerable geographic and
cultural variations. Research already shows geographic, socio-
economic, and racial/ethnic differences in methadone versus
buprenorphine treatment (Hansen et al., 2013), and that
access to syringe programs is concentrated in urban areas
(Des Jarlais et al., 2015). This indicates that sociodemographic
differences affect the utilization of pharmacotherapy and the
provision of some harm reduction services. The extent to
which prejudicial attitudes and discriminatory actions related
to harm reduction and pharmacotherapy may also vary by
these factors, and thus lead to differential outcomes for edu-
cational approaches, such as the training tested in this study,
must still be investigated.

Future research should replicate this novel curriculum
delivery across larger and more diverse groups of providers
and evaluate the effects of the training with a waitlist control
arm done simultaneously with the course to further validate
the quality of this training. This study provides sufficient evi-
dence to merit ongoing investigation of its benefits at reduc-
ing stigma toward interventions within the spectrum of harm
reduction and treatment for SUDs.
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Appendix 1: Harm reduction training pre-survey

SUD-C Harm Reduction Training Pre-Training Survey

Start of block: Default question block

Q2 You are being asked to participate in a research project conducted
by Utah State University Extension. The purpose of this project is to
explore perceptions of interventions targeting opioid use disorders in
order to best serve Utahns as we face the Opioid Crisis with the rest of
the nation. Participating in this pre-training survey involves completing a
survey that will take about 20min of your time. This survey contains
questions about things that may bring up negative emotions and feel-
ings. There will not be any direct benefits to you unless health programs
are created for rural communities as a result of this survey. There are no
anticipated risks associated with taking part in this survey. COMPLETING
THIS SURVEY IS COMPLETELY VOLUNTARY. You may choose to not par-
ticipate or to not answer any question. You may skip any question you
are not comfortable answering. It is very important that you answer all
questions truthfully. It is better to skip a question than to answer it
untruthfully. The only way for us to learn about how people in Utah feel
about addiction interventions is if you answer the questions truthfully.
There is no way for us to identify who answered the questions or how
they answered them. Please be assured that all answers you provide are
confidential and will be kept in the strictest confidentiality. Should you
have questions about the study, please contact Sandra Sulzer, Health
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and Wellness Extension Specialist, or the Chair of the Institutional Review
Board at Utah State University.

Q42 Please record your email address. This email address will be used to
help us link the pre- and post-training survey responses for evaluation of
the training. It will also be used to send you the 3–6month post-train-
ing survey.
______________________________________________________________

Q1 Please provide information about your professional background.

Q3 Are you a substance use disorder counselor or some other kind of
addiction treatment professional?

^ Yes (1)
^ No (2)

Skip To: Q4 If Are you a substance use disorder counselor or some other
kind of addiction treatment professional? ¼ Yes

Skip To: Q6 If Are you a substance use disorder counselor or some other
kind of addiction treatment professional? ¼ No

Q4 What is your professional title?
______________________________________________________________

Q5 How many years have you been working in the addiction treat-
ment field?
______________________________________________________________

Q6 Do you currently, or have you ever worked or volunteered in a harm
reduction program, such as a methadone clinic or a needle and syringe
distribution program?

^ Yes (1)
^ No (2)

Q7 Please provide demographic information.

Q8 What is your gender?

^ Woman (1)
^ Man (2)
^ Other (3)

Q9 What is your age?
______________________________________________________________

Q10 What is your race/ethnicity? Select all that apply.

h Native American (1)
h Non-Hispanic White (2)
h Hispanic (3)
h Asian American (4)
h Pacific Islander (5)
h Black/African American (6)
h Middle Eastern or North African (7)
h Other (8)

Q11 What is your highest level of education?

^ Did not finish high school (1)
^ High school diploma (2)
^ Some college (3)
^ Associate’s degree (4)
^ Bachelor’s degree (B.A., BS, BSN, etc.) (5)
^ Master’s degree (MSN, MPH, MBA, MPA, MS, etc.) (6)
^ Advanced medical degree (M.D., PsyD, D.O., PA, DNP, PharmD) (7)
^ Other advanced degree (PhD, J.D., etc.) (8)

Q12 Indicate your level of agreement with the following statements:

Q13 Methadone is a legitimate and effective medicine for treating opioid
addiction in terms of reducing illicit drug use and drug overdose, and in
terms of retaining patients in treatment.

^ Agree (1)
^ Neutral (2)
^ Disagree (3)
^ I don’t know (4)

Q14 Buprenorphine (often known by its brand names, ’Suboxone’ or
’Subutex’) is a legitimate and effective medicine for treating opioid
addiction in terms of reducing illicit drug use and drug overdose, and in
terms of retaining patients in treatment.

^ Agree (1)
^ Neutral (2)
^ Disagree (3)
^ I don’t know (4)

Q15 Naltrexone (often known by its brand name, ’Vivitrol’ or ’ReVia’) is a
legitimate and effective medicine for treating opioid addiction in terms
of reducing illicit drug use and drug overdose, and in terms of retaining
patients in treatment.

^ Agree (1)
^ Neutral (2)
^ Disagree (3)
^ I don’t know (4)

Q16 Patients who take methadone or buprenorphine are no different
than people who still use illicit opioids like heroin.

^ Agree (1)
^ Neutral (2)
^ Disagree (3)
^ I don’t know (4)

Q17 I think patients using medications like methadone and buprenor-
phine for their opioid addiction should be allowed to access counseling,
therapy, and residential treatment programs along with patients who are
pursuing an abstinent (medication-free) treatment path.

^ Agree (1)
^ Neutral (2)
^ Disagree (3)
^ I don’t know (4)

Q18 I would work at a clinic offering methadone, buprenorphine, and
naltrexone to people with opioid addiction.

^ Agree (1)
^ Neutral (2)
^ Disagree (3)
^ I don’t know (4)

Q19 Addiction treatment counselors should encourage patients with
moderate or severe opioid addictions to get off medications for opioid
use disorders like methadone and buprenorphine and instead only use
behavioral therapy in their treatment.

^ Agree (1)
^ Neutral (2)
^ Disagree (3)
^ I don’t know (4)
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Q20 Creating "drug consumption facilities" where people can inject,
inhale, or smoke illicit drugs under the supervision of staff trained in
emergency medical care can reduce the number of people who die from
fatal drug overdoses.

^ Agree (1)
^ Neutral (2)
^ Disagree (3)
^ I don’t know (4)

Q21 Creating drug consumption facilities where people can use illicit
drugs under the supervision of trained staff will increase addiction rates.

^ Agree (1)
^ Neutral (2)
^ Disagree (3)
^ I don’t know (4)

Q22 I would work in a facility where people can use illicit drugs under
supervision of trained staff.

^ Agree (1)
^ Neutral (2)
^ Disagree (3)
^ I don’t know (4)

Q23 Naloxone (often known by its brand names, "Narcan" or "Evzio"),
which is an opioid overdose reversal drug, is an effective medicine for
preventing deaths due to opioid overdose.

^ Agree (1)
^ Neutral (2)
^ Disagree (3)
^ I don’t know (4)

Q24 Distributing naloxone increases drug use rates because people feel
like they can use as much opioids as they want without dying.

^ Agree (1)
^ Neutral (2)
^ Disagree (3)
^ I don’t know (4)

Q25 I would be ok if naloxone was distributed by my place of work.

^ Agree (1)
^ Neutral (2)
^ Disagree (3)
^ I don’t know (4)

Q26 "Good Samaritan Laws," which offer protection from criminal drugs
charges to people who report an overdose, help reduce deaths due to
opioid overdose because it encourages people to call 911.

^ Agree (1)
^ Neutral (2)
^ Disagree (3)
^ I don’t know (4)

Q27 I support Good Samaritan Laws for my community.

^ Agree (1)
^ Neutral (2)
^ Disagree (3)
^ I don’t know (4)

Q28 Syringe distribution programs, which provide clean syringes and
needles to people who inject drugs, are effective programs for prevent-
ing infectious bloodborne disease like HIV/AIDS and Hepatitis C.

^ Agree (1)
^ Neutral (2)
^ Disagree (3)
^ I don’t know (4)

Q29 Syringe distribution programs increase addiction rates in commun-
ities because they encourage injection drug use.

^ Agree (1)
^ Neutral (2)
^ Disagree (3)
^ I don’t know (4)

Q30 I would work in a syringe distribution program.

^ Agree (1)
^ Neutral (2)
^ Disagree (3)
^ I don’t know (4)

Q31 Harm reduction programs, such as syringe distribution programs
and safe drug consumption facilities, help people who use drugs to
begin to improve their health and can encourage such individuals to
eventually engage in treatments like methadone and counseling.

^ Agree (1)
^ Neutral (2)
^ Disagree (3)
^ I don’t know (4)

Q32 Counseling and therapy offered by trained behavioral health profes-
sionals is an effective treatment for opioid addiction.

^ Agree (1)
^ Neutral (2)
^ Disagree (3)
^ I don’t know (4)

Q33 I would work at a counseling and therapy program for people with
opioid addiction.

^ Agree (1)
^ Neutral (2)
^ Disagree (3)
^ I don’t know (4)

Q34 I intend to promote harm reduction or correct myths in conversa-
tions with my colleagues at my work site in the next 6months.

^ Agree (1)
^ Neutral (2)
^ Disagree (3)
^ I don’t know (4)

Q35 I intend to inform clients/patients/community members who use
drugs of the available harm reduction resources in our community dur-
ing the next 6months (such as where to get naloxone or
unused needles).

^ Agree (1)
^ Neutral (2)
^ Disagree (3)
^ I don’t know (4)
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Q36 I intend to primarily promote abstinence in my work with patients
in the next 6months.

^ Agree (1)
^ Neutral (2)
^ Disagree (3)

^ I don’t know (4)

End of Block: Default Question Block

��Note, the post-training survey was identical except for eliminating demo-
graphic questions. Items 12–36 were replicated.
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