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WHAT IS STIGMA?

A process in which people are:

1. Labelled and assigned to an out-group on the basis of characteristics perceived 
as contrary to a social norm,

2. Subjected to stereotypes and prejudices; and 

3. Exposed to status loss, social rejection, and discrimination.

• Differences between persons have to be noticed, to be regarded as relevant and to 
be labelled accordingly – this can change across time

• Interaction with status characteristics –

• Labelling and stereotyping often imperceptible, but social distance and discrimination 
are tangible

Occurs when power differentials allow one group to successfully devalue 
another



Prof Craig Reinarman, forward to The War on Drugs: Addicted to Failure 
Institute for Policy Studies, 2001(Washington DC, USA)

Drugs are richly functional scapegoats. They provide 
the public with a restricted aperture of attribution in 
which only the chemical bogey man or lone deviant 
come into view and the social causes of a 
cornucopia of complex problems are out of the 
picture.



Stangl et al., 2019
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• Is Stigmatisation– unfortunately – inevitable in the 
substance use field?

• We label client groups and others with lived 
experience through service names, the language 
that we use to describe their experiences and 
condition, and the way that we understand and 
communicate with others about the issues that 
affect them

• This language is culturally shaped, and often has 
negative connotations; whether we realise it or 
not

• Feeds into stereotypes and prejudices, linked to 
negative, harmful, and disrespectful beliefs about a 
person or group



SELF IDENTITY VS LABELLING

• Claiming a particular identity can be an important part of recovery for many 
people, and self-labelling should always be respected  

• How we (public, practitioners, policy makers) refer to substance related issues has 
been shown to affect stigmatising attitudes, social distance, and support for 
particular approaches 

• Studies have shown that language that highlights personal culpability and 
controllability of personal choice, the perceived ‘dangerousness’ of PWUD, 
biological/disease models or the relapsing nature of substance use disorders can 
induce cognitive biases that perpetuate stigmatising attitudes and pessimism about 
the positive impact of treatment 

• Emerging studies suggest that this might be occurring at an ‘automatic level’, and 
that we may not even be aware of these attitudes

• Target group characteristics – e.g. ethnicity, age, sex, motherhood – can also affect 
attitudes

• Depictions of (structural) barriers to treatment access, successful treatment 
outcomes, or phrasing that highlights similarities with other types of 
pharmacotherapies, leads to reduced public stigma, a greater belief in the 
effectiveness of treatment, less willingness to discriminate, and less support for 
punitive approaches



FAMILY STIGMA

• Sometimes termed affiliate, associative, or courtesy 
stigma

• Families are seen to be ‘contaminated’ by the stigmatised 
condition

• Can be internalised – come to believe external criticism 

• Reinforced by perceptions of being judged, receiving 
inadequate support, and being represented as ‘powerless’

• Associated with length and severity of condition, and 
length of treatment duration



Family affected by substance use
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“Stigma is I suppose people thinking, or put us in that situation like 
being treated as outcasts or whatever, [people thinking] ‘oh my god, 
don’t go near them, their son’s a drug addict’..”
“..the view that people who took drugs were just worthless and not 
worth thinking about, and I guess I was a bit concerned that people 
would start to think about my son, that he was just somebody that 
wasn’t worthy of trust.. not worthy of caring about..”
“You know, there’s so much stigma and shame that goes along with 
being a parent of a child who’s using drugs or alcohol. You know, all 
that stuff around, ‘oh, what went on in their family’.”
“The thing that really I found quite confronting was that my parents 
couldn’t accept it and didn’t feel that they could talk to anyone about 
it, because it was the big shame. You know, because we had ‘one of 
those’ in the family”.

Marshall, 2013



• Majority of negative 
comments after bereavement 
from close/extended family 
and friends

• I was told she was a f****** 
j***** and a f ****** w**** 
who had not deserved to live.

• ‘They should be given drugs 
with rat poison so that we got rid 
of them.’

• It was not right when my GP 
told me that “everyone is the 
maker of their own fortune.”

• ‘You were lucky to have been 
spared any further anguish when 
he died’

• Maybe people don’t think we 
are grieving since he was just a 
drug addict

Dyregrov and Selseng, 2021

Stigma continues post-bereavement









http://www.google.co.uk/url?sa=i&rct=j&q=&esrc=s&source=images&cd=&cad=rja&uact=8&ved=2ahUKEwiL1N7o1q_aAhVJQBQKHQhrCNEQjRx6BAgAEAU&url=http://www.digitalspy.com/tv/the-jeremy-kyle-show/feature/a838356/jeremy-kyle-lie-detector/&psig=AOvVaw1pSe_j42pFDFfWHqY50vSN&ust=1523448701711799


COMMON FINDINGS ACROSS STUDIES

‘What's wrong 
with those people’ 
vs ‘what happened 

to them’

‘Mad bad and 
dangerous’…to us

Pawns in UK 
politics

Moral judgement –
but not in relation 

to our (lack of) 
responses 

Dehumanisation Burden Silencing of the 
voices of PWUD

Unhelpful 
characterisation of 

treatment and 
support responses 



INTERSECTIONAL/WITHIN GROUP 
STIGMA

• People with multiple and complex needs such as substance use, homelessness, 
poverty, mental ill health, or social isolation, are sometimes referred to as being 
multiply excluded

• Multiple stigmatised social identities may interact, and intersectional stigma 
leads to further negative impact on health and social outcomes 

• Intragroup marginalisation occurs through stigma that members of 
marginalised groups impose on each other when peers diverge from group 
norms 

• For example, there are ‘hierarchies’ within stigmatised groups, depending upon 
drug use and other practices/experiences – mirrors wider discussions about 
the ‘productive’ citizen

Adley et al., under review



• Interviews with 42 people (29 males, age range 19-64) 
attending a service providing food, clothing and welfare 
support to the multiply excluded community in the NE of 
England, including those who were sleeping rough, sofa-
surfing, in temporary or emergency accommodation

• Explored stigma towards people who use Spice within a 
demarginalised environment 

• Around a half reported a lifetime use of Spice, and 90% use 
of another controlled drug

• Around one third currently sleeping rough, or in unstable 
accommodation

• Analysis informed by intergroup contact theory and 
attribution theory

Adley et al., under review



KEY FINDINGS

• Distinction: Spice (negative) vs people who use it (positive); drug as a palatable 
proxy for inter-personal attitudes

• ‘Good’ people controlled by a ‘bad’ drug – reduces personhood and agency

• Use often framed in relation to personal choice, ‘bad character’, or moral 
failings

• Focus on conflict within everyday ‘work’, and reinforcing negative public views 
towards all service users

• Use of pejorative terms such as ‘spiceheads’ and ‘zombies’ 

• Associated with criminality and being street homeless 

• Different attitudes towards concealed and visible use

• Service provided an environment that could foster frequent and positive 
contact 

Adley et al., under review



ADVOCATING FOR CHANGE

• Rather than just presenting solutions to 
societal problems, advocates must work to 
shift awareness to these problems, and 
present reasons for [the public] policy 
makers to prioritise them

After Cairney and Oliver, 2018





https://anyoneschild.org

https://anyoneschild.org/




ADVOCATING FOR CHANGE

• Successful advocacy combines relevant scientific evidence 
with emotional appeals that put a ‘human face’ on a story, 
and intelligently exploits emerging opportunities by 
framing suggested responses to be consistent with the 
political and personal beliefs of decision makers, and what 
is already known about what they care about.

After Cairney and Oliver, 2018



METAMORPHOSIS AND DEHUMANISATION  



SUBTLE AND BLATANT 
DEHUMANISATION OF PWUD

• Do prejudiced beliefs about PWUD run deeper than we 
assume? Are they dehumanised? 

• More subtle dehumanisation may manifest in beliefs that 
PWUD less likely to experience human emotions 

• Moral disengagement theory suggests that ‘dehumanisation’ 
is one strategy people employ to justify unethical behaviour 
and choices that affect others 

• Shown in other stigmatised conditions such as obesity, or 
associated with racist attitudes or support for policy that 
promoted intergroup conflict

• Removing humanity facilitates discrimination and 
mistreatment in social interaction, practice and policy

Sumnall et al., in preparation



BLATANT DEHUMANISATION

Sumnall et al., in preparation

• Validated ‘Ascent of Humanity’ task assessing
how ‘evolved’ respondents think different
groups are

• We asked people to rate and compare
groups including ‘Brits’, people who use
heroin, cannabis, who are homeless, obese,
unemployed, have cancer, mental health
diagnosis

• People who use heroin were rated as
significantly less ‘evolved’ than all other
reference groups

• Associated with lower support for
supportive drug policy (e.g. receipt of
benefits, public expenditure on treatment)



SUBTLE DEHUMANISATION

Sumnall et al., in preparation

• Participants asked to characterise how well a
list of emotions characterised reference
groups

• Primary emotions are universal to all
humans and non-humans (e.g. anger, fear, joy);
but Secondary emotions are uniquely
human (e.g hope, admiration, shame)

• People who use heroin rated as being
significantly less likely to feel secondary
emotions



From Barry et al., 2019



• Examined different message framings on public support for drug 
consumption rooms (DCR)

• Experiment with representative sample of Scottish population

• Compared level of support after exposure to:
i) a basic description of a DCR,  AND a combination of 
ii) factual information; iii) pre-emptive refutation of common public 
concerns about DCR; and/or iv) a sympathetic narrative describing a 
mother whose son died from a heroin overdose.

• Public support for DCRs was not improved through 
communication of factual statements outlining potential benefits of 
the intervention alone. 

• Greater support after addressing common concerns that the 
public might have about DCRs, and present the intervention in 
relation to potential benefits that they hold for people indirectly 
affected by drug-related harm

• ‘Rehumanisation’ of people who use drugs

Sumnall et al., 2020









STIGMA IN UK DRUGS 
STRATEGY

• Mutual aid as a mechanism to 
reduce stigma towards PWUD 
(p34)

• A role objective of Recovery 
Champion (Dr Ed Day; p37)

• Part of a public health approach to 
reduce HIV globally – respecting 
human rights, and addressing stigma 
and discrimination (p40)



DEVELOPMENT OF AN ANTI-STIGMA HANDBOOK FOR POLICY 
MAKER



ADDRESSING STIGMA:
UK DRUGS POLICY

Scottish Affairs Committee – Problem drug use in Scotland (2019):

• The UK Government must lead by example by ensuring it promotes
appropriate and non-stigmatising language when discussing drugs. The
Government should also be proactively challenging stigmatising language and
misrepresentation, in order to improve the quality of public and political
understanding of drug-related issues.

• We accept this recommendation whilst noting that there is not consensus on a single set of
terminology which is acceptable to everyone…In order to aid recovery, we believe in reducing
stigma wherever possible, particularly when it results in drug misusers feeling unable to
accept treatment. However, there is a balance to be struck between the potential positive
elements of stigma dissuading individuals from taking illicit drugs in the first place.

• The UK Government must immediately review the exemption of substance
dependence from equality legislation and assess the impact it has on people
who use drugs.

• We do not accept this recommendation…avoid providing protection for people where the
effect of their condition may involve anti-social or criminal activity



PROBLEM 
DRUG USE 

BILL 
(PRIVATE 
MEMBERS 

BILL- AT 2ND

READING)

• Organisations that are relevant public bodies (incl. NHS, but not 
NGOs) must prepare a statement on measures taken to destigmatise 
drug use for each financial year of the organisation.

• Must set out steps taken to:

• promote drug use as a public health rather than a criminal justice issue 

• discourage the social judgement and shaming of people who use drugs;

• acknowledge the underlying causes of problem drug use 

• Amendment of Equality Act 2010 to insert

• Addiction to alcohol, nicotine, a controlled drug, a prescription drug or 
any other substance is an impairment for the purposes of this Act. 



ENGLAND – PROJECT ADDER

This new money will increase the number of 
treatment places for prison leavers and offenders 
diverted into tough and effective community 
sentences. 

“…we must take action to cut off supply and cut the 
head off the snake by tackling the criminal gangs 
which exploit young people.”

“I am determined to cut crime and restore 
confidence in our criminal justice system, so that 
people can live their lives knowing their family, 
community and country is safe”

“Anyone who ends up losing their life as a result of 
drug addiction, is not just failed at the time of their 
death – in most cases, they will have been failed 
repeatedly throughout their whole life.

“I believe that if we have the will, we can and we will 
find the ways to stop this happening.

“Doing so requires a national mission to end what is 
currently a national disgrace.

“It is a reasonable criticism to say that this 
government should have done more earlier, and I 
accept that.

SCOTLAND – TREATMENT 
FUNDING

JANUARY 2021 FUNDING 
ANNOUNCEMENTS

https://www.gov.uk/government/news/148-
million-to-cut-drugs-crime

https://www.gov.scot/news/more-than-gbp-
250-million-for-drug-deaths-emergency/



SOME FINAL THOUGHTS

• How do we tackle deeply embedded attitudes, and how do we challenge the 
way that some organisations work?

• Embedding and normalising anti-stigma activities in everyday practcie

• Using person-centred and respectful language is certainly a good thing, but 
does it necessarily lead to positive policy and practice change

• When working with the media and senior decision makers do we, and how do 
we ‘re-humanise’ people (and their families) experiencing problems with 
substances? How do we make them care about the things we do?
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