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The opioid crisis has reached a boiling point in Tennessee. As a result, a comprehensive plan, entitled TN Together, was launched by the State of Tennessee to address the growing epidemic. However, an area remarkably overlooked by the plan is patient practitioner communication, which is an underlying cause of the opioid crisis. This study analyzes the extent of stigmatization demonstrated by medical practitioners towards patients they suspect of opioid abuse and examines its effect on empathic communication. 
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Caregivers or Drug Pushers?: An Examination of Medical Practitioner Stigma and Empathic Communication towards Opioid Abuse
Since 1999, annual reports showcase the frequency of deaths from synthetic or prescription opioids in Tennessee progressively increasing each year (TN Department of Health, 2018b). According to the Tennessee Department of Health, a record-breaking 1,268 Tennesseans died of an opioid overdose in 2017 (TN Department of Health, 2018a). In fact, more Tennesseans died from drug overdoses than from automobile accidents that year (Kelman, 2018). 
Due to its pervasive nature, opioid abuse affects all Tennessee residents, since it is highly likely that they, at some point in their lives, will personally experience or know someone struggling with opioid addiction (Kelman, 2018). Therefore, lawmakers, public health officials, and everyday citizens are scrambling to understand the deepest depths of the opioid crisis in order to find a sustainable solution before more Tennesseans succumb to its fatal effects. 
After extensive investigation, two groups of people have been identified as key stakeholders in this crisis: medical practitioners and their patients. Practitioners (i.e., doctors, nurse practitioners, nurses, and physician assistants) commonly prescribe opioids for pain management despite research-based guidelines suggesting the ineffectiveness of this practice. Indeed, each year, more opioid prescriptions are written in Tennessee alone “than there are people living in Tennessee, with more than 1 million prescriptions left over” (Tennessee Together, 2018). Unfortunately, the consequences of this trend are evident. 
It is nearly impossible to estimate the number of Tennesseans addicted to opioids, but the Tennessee Department of Health reported in 2018 that nearly 11 nonfatal overdose hospital visits occurred for every identified fatal overdose (TN Department of Health, 2018c). As a result, a responsibility has been placed on healthcare practitioners to limit the amount of opioids in circulation, but at the same time, they must respect a patient’s report of pain. This is a difficult task that could easily taint a practitioner’s empathetic nature, especially when dealing with patients they believe are axfbusing the system to acquire opioids.  
	This study seeks to examine how medical practitioners stigmatize patients they suspect of opioid abuse. Specifically, this study will examine providers’ empathic communication and its influence on stigmatization of patients who they suspect are addicted to opioids.
Opioid Crisis 

The opioid crisis has gained national attention in the last 20 years and has been studied extensively. For example, Toye, Seers, Tierney, and Barker (2017) analyzed various themes of thought that a majority of healthcare practitioners considered before prescribing opioids to patients with chronic non-malignant pain. Overwhelmingly, healthcare practitioners felt ill-equipped to treat pain of unknown etiology; one doctor asserted that he only discussed pain management in one lecture during one advanced pharmacology class. Therefore, when a patient claimed to have pain of unknown biological origin, healthcare practitioners relied on non-clinical, gut feelings to make judgements about the validity of claims. 
Similarly, Kolodny, Courtwright, Hwang, Kreiner, Eadie, Clark, and Alexander (2015) highlighted the need to educate prescribers about the risks associated with long-term opioid use and alternative treatments for pain management. With this valuable information, prescribers can make more informed cost-benefit analyses when considering opioid prescriptions. The authors theorized that less opioids would be prescribed as a result, which would subsequently reduce the number of people initially exposed to opioids and reduce the supply of excess opioids (Kolodny et al., 2015). 
	Despite being undereducated on pain management options and how to identify individuals truly in pain, healthcare practitioners believed it was inhumane not to treat pain expressed by the patient (Toye et al., 2017). However, practitioners described prescribing opioids as constantly walking a fine line since every case was different and unpredictable. They could neither trust nor predict what a patient would do with their medication; many of them worried that their name would appear on an opioid prescription bottle illegally “sold or used for unintended purposes” (Toye et al., 2017, p. 8). Therefore, due to the long-term consequences of opioids, more scrutiny was placed on patients with chronic, non-malignant pain rather than malignant pain (Toye et al., 2017).
Some scholars (e.g., Kolodny et al., 2015) suggested restructuring the narrative of the opioid crisis from one of patients abusing the system to one of addiction. Even though they wanted help, most patients imprisoned in opioid addiction were scared to tell their healthcare practitioner about their struggle because they feared being “judged, cut off from a legitimate supply, or labeled as malingerers for feigning pain” (Kolodny et al., 2015, p. 567). Consequently, the authors advised healthcare practitioners to strengthen their relationship with patients by viewing them as captives to addiction instead of swindlers, so patients would be more comfortable disclosing the nature and depth of their addiction and get the necessary help that they needed. 
Tennessee Opioid Crisis.  Since 1999, opioid-related deaths have increased every year in Tennessee (TN Department of Health, 2018b). According to the Tennessee Department of Health, a record-breaking 1,268 Tennesseans died of an opioid overdose in 2017 (TN Department of Health, 2018a). More specifically, 200 of those 1,298 victims were residents of the Mid-Cumberland region, which includes Dickson, Montgomery, Robertson, Rutherford, Stewart, Williamson, and Wilson counties (TN Department of Health, 2018b). 
According to a recent epidemiological survey conducted by McPheeters et al. (2018), individuals in Tennessee aged 35 to 54 had higher rates of fatalities due to opioid overdose than any other age group. Specifically, Tennesseans within the 45 to 54 age bracket overdosed on prescription opioids (i.e. hydrocodone and oxycodone) at higher rates than any other age category, which is a reflection of the national trend (McPheeters et al., 2018). Researchers (e.g., Kolodny et al., 2015) identified this age group as the most common users of opioids for medical therapies. Therefore, one can say that overdose deaths appear to be the most prominent among individuals who use opioids for medical rather than recreational purposes. 
Due to these staggering statistics, Bill Haslam, former governor of Tennessee, announced on January 22, 2018 a comprehensive plan, entitled TN Together, to combat the state’s opioid crisis. The 30 million-dollar plan has three subcategories: prevention, treatment, and law enforcement. In regard to prevention, the plan regulates the dosage of opioids healthcare practitioners can prescribe, educates the public on the dangers of opioid addiction, and funds research to discover best practices for managing non-malignant, chronic pain (Tennessee Governor’s Office, 2018). “More than 26 million dollars” in funding will be allocated towards identifying individuals who already suffer from opioid addiction and enrolling them in recovery services (Tennessee Governor’s Office, 2018). Finally, additional funds will increase the amount of law enforcement officers and improve their training about opioid drugs (Tennessee Governor’s Office, 2018). In addition, every Tennessee state trooper will be armed with naloxone, a drug that “rapidly blocks and reverses the effects of an opioid overdose” (National Institute of Drug Abuse, 2018). 
Patient-Provider Interaction
While the former governor’s plan has good intentions, one area that it overlooks is provider-patient interaction, which is a root cause of the opioid crisis. In a groundbreaking study, Hughes et at. (2014) noted the importance of effective communication between patients and providers, especially when using opioids as a pain management therapy. Using transcripts from actual patient visits and post-visit questionnaires with providers, they discovered that healthcare providers possessed “more negative attitudes towards patients with whom they discussed opioids” at length with during the appointment (Hughes et al., 2014, p. 457). However, the same providers did not report poor attitudes after appointments where opioids were briefly mentioned but not discussed. 
Upon examining their results, Hughes et at. (2014) concluded that healthcare providers were intimidated by the difficult nature of conversations regarding opioids. The providers who demonstrated effective communication skills (e.g., verbalized concern for the patient’s pain level, discussed the risks of opioid usage, or suggested alternative treatments) reported lower levels of frustration than the practitioners who demonstrated poor communication skills (e.g., ignored the patient’s claim of pain, avoided the topic of opioids, or abruptly ended conversations of pain management therapies). Therefore, the researchers suggested that training providers in communication skills “specifically related to conflict management and negotiation” might result in more effective treatment for patients addicted to opioids and decrease provider frustration (Hughes et at., 2014, p. 457). 
Empathic Communication. Furthermore, the researchers realized that the conversations where opioids were discussed were characterized by “low provider empathy” (Hughes et. al., 2014, p. 457). In Communication Skills in Health and Social Care, Moss (2017) defines empathy as “trying to see the world from another person’s point of view; [understanding] how the person really feels, so that you can begin to see things through their eyes” (p. 98). The Institute for Healthcare Communication (2011) insists that empathy is a fundamental component of patient-provider communication, indicating that a provider’s ability to empathize improves a patient’s satisfaction, adherence to treatment, and overall health outcome. 
Despite this, the study conducted by Hughes et al. (2014) seems to suggest that empathy is missing in dialogue about opioids. This outcome could be the result of providers’ inability to relate personally to the experiences of patients addicted to opioids. Ha and Longnecker (2010) discuss the importance of shifting perspectives during patient-practitioner interactions. They encouraged patients and practitioners alike to step outside of their own scope of knowledge and consider the perspective of the other individual in the room to enhance the effectiveness of medical visits (Ha & Longnecker, 2010). 
	Stigma. In addition to lower empathy, providers also stigmatize patients suspected of opioid abuse. In Stigma: Notes on the Management of Spoiled Identity, Goffman (1963) defines stigma as any characteristic that is deeply shameful to its possessor. He detailed three different types of stigma: abominations of the body (e.g. physical deformities), tribal stigma (e.g. stigmas attached to race, religion, and social class), and blemishes to individual character (e.g. mental illnesses and addiction). These stigmatizations discredit the reputation of an individual, which Goffman refers to as spoiled identity. As a result, the stigmatized learn how to fit into society by adapting their behavior and controlling the image they project to others (Goffman, 1963). However, this performance is not always beneficial. 
Du Prè (2014) details the consequences of stigmatizing diseases. She suggests that patients with stigmatized conditions experience social rejection; they are treated as less than or ignored altogether by practitioners, coworkers, neighbors, friends, and even family due to the “shameful” label attached to their illness. Since they fear being shunned and rejected by society, individuals literally die of embarrassment, “too afraid or ashamed to seek care for stigmatized medical illnesses” (Du Prè, 2014, p. 179).
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	Based on the aforementioned literature, I proposed the following research questions and hypotheses:
	RQ1: Do practitioners have less empathy for those they suspect of opioid addiction than those who do not?
	H1: Practitioners who have worked longer in the field will show more stigma towards suspected opioid addicts than those who have not worked as long in the field.
	H2: Practitioners who have received less education will show less empathy towards suspected opioid addicts.
	H3: Practitioners who have received less education will show more stigma towards suspected opioid addicts.
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Participants and Procedures 
	
	To recruit participants, an on-line survey evaluating stigma and empathy was emailed directly to healthcare practitioners (i.e. doctors, nurses, nurse practitioners, and physician assistants) and different clinics throughout the Middle Tennessee region. Also, a few of the participants noted that they had forwarded the survey’s link to their co-workers and other interested acquaintances within the medical field. After a few months, the survey link was posted on the researchers’ social media platforms to recruit more participants upon noticing a low-response rate. 
In all, 32 participants completed the survey. However, 4 surveys were discarded because these participants did not complete the entire survey, failing to provide input for important scales. Therefore, our study’s sample size consisted of 28 participants (22 women and 6 men) with a mean age of 49 (SD = 11.28). Collectively, the sample was 89.3% White, 3.6% Hispanic/Latino(a), and 7.1% “other.” 
When addressing the type of healthcare practitioner, our sample included 32.1% Doctors, 35.7% Nurses, 25% Nurse Practitioners, and 7.1% Physician’s Assistants. In terms of highest level of education completed, 3.6% of participants had their Associate’s Degree, 21.4% of participants had their Bachelor’s Degree, 21.4% had their Master’s Degree, and 53.6% had attained their M.D. or Ph.D. In addition, the average years of experience as a healthcare practitioner (including internships) for our sample was 23 years (SD = 12.60); the minimum years of experience reported by a participant was 2.3 years and the maximum number of years reported by a participant was 40 years. 
	At the end of the online survey, participants were given the option to sign up for an in-person interview to gain further qualitative data about the cognitive, affective, and behavioral reactions of healthcare practitioners in regards to patient opioid abuse. In all, 6 participants signed-up to be interviewed; however, only 4 completed the entire interview. As a result, the sample (3 women and 1 male) included two nurses, an urgent care nurse practitioner, and an emergency room doctor; therefore, only two had the licensure to prescribe prescription opioids to patients. 
Measurements
	Physician Empathy Scale. To evaluate empathy, the online survey directed participants to fill out a modified version of the Jefferson Scale of Physician Empathy (Hojat et al., 2001). This scale was originally written as a tool to measure empathy in physicians. For the purposes of this study, the term physician was replaced with healthcare practitioner to account for physicians, nurse practitioners, nurses, and physician assistants. Participants completed 20 items that assessed empathetic constructs such as compassion, warmth, and dutifulness (Hojat et al., 2001). Sample items included: “a [healthcare practitioner] who is able to view things from another person’s perspective can render better care”; “for more effective treatment, [healthcare practitioners] must be attentive to their patients’ personal experiences”; “a patient who feels understood can experience a sense of validation that is therapeutic in its own right” (Hojat et al., 2001, p. 359). All items were scored on a 7-point Likert scale, with 1= (strongly disagree) to        7 = (strongly agree). In terms of reliability, Cronbach’s alpha for this scale was .795. 
	Stigma Scale. The next part of the survey assessed stigma using a modified version of Bresnahan and Zhuang’s (2016) Stigma Scale. The scale was originally developed to measure levels of stigma towards people affected by HIV, but the authors noted that it could be “adapted to any form of stigma” (Bresnahan & Zhuang, 2016). For the purposes of this study, the scale was rewritten to evaluate opioid addiction. The participants answered 20 items that measured constructs such as negative attribution (“a person who is addicted to opioids has no will power”), labeling (“opioid addiction is a loaded gun”), distancing (“I would stay away from a person addicted to opioids”), status loss (“people who are addicted to opioids are judged negatively”), and controllability (“opioid addiction is controllable”) (Bresnahan & Zhuang, 2016, p. 240). All items were scored on a 7-point Likert scale, with 1 = (strongly disagree) to 7 = (strongly agree). The overall scale achieved a reliability of .822. Moreover, the subscales displayed a reliability of α = .834 for labeling, α = .865 for negative attribution, α = .910 for status loss, and      α = .382 for controllability. There was only one question in regards to distancing, so it was ultimately discarded since reliability could not be determined.  
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	Hypothesis 1 examined the relationship between years of experience within the healthcare field and level of stigma and predicted that practitioners who have worked longer in the field will show more stigma towards opioid addicts. Correlation coefficients were computed among the following scales: years of experience as a healthcare practitioner (including internships) and stigma. Based on the results, there was a non-significant slight, negative correlation between years of experience as a healthcare practitioner and level of stigma, r = -.221, p > 0.5. Based on this result, hypothesis 1 was not supported. 
	Hypothesis 2 examined the relationship between level of education and empathy and predicted that practitioners who have received less education will show less empathy towards opioid addiction. Correlation coefficients were computed among the following scales: education level and empathy. Based on the results, there was a significant moderate, positive correlation between level of education and level of empathy, r = .481, p < .05. Based on this result, hypothesis 2 was supported. 
	Hypothesis 3 examined the relationship between level of education and stigma and predicted that practitioners who have received less education will show more stigma towards opioid addicts. Correlation coefficients were computed among the following scales: education level and empathy. Based on the results, there was a non-significant slight, negative correlation between level of education and level of stigma, r = -.049,       p > 0.5. Based on this result, hypothesis 3 was not supported. 
Using the transcribed interviews and free-response answers, the researcher attempted to further analyze practitioners’ reactions, emotions, and opinions about Tennessee’s ongoing opioid crisis and patient opioid addiction by pinpointing consistent themes. The following themes emerged from the interviews.
Sadness. This theme was identified in all four interviews that were conducted; however, it presented itself in two different ways. Every interviewee expressed sadness for the patients addicted to opioids. They lamented at the thought that their lives were essentially wasted, tainted by turmoil and hardship as their addiction attempts to overcome them. From interview 1, the participant said, “I’m saddened. It’s such a waste. There are so many lives that are ruined because of opioid addiction.” Similarly, the participant in interview 3 noted, “I try to remind the medical residents I work with and myself that this isn’t a life that anyone wants. It’s just sad.” 
Furthermore, three out of the four interviews mentioned sadness for the addicted patient’s family. The practitioners noted how this addiction not only affects the individual who is addicted, but also has the potential to destroy their families. Moreover, these individuals are virtually powerless as they are forced to endure the consequences of another’s decisions. The participant from interview 1 also noted, “I’m sad not only for [those addicted] but for their families and loved ones because it’s their disease but it affects the whole family.” Additionally, the interview 4 participant said, “I would say I feel a lot of sadness about opioid addiction because you see a lot of families who are broken up by this.” 
Frustration/Anger. This was another apparent theme throughout the open-ended survey responses and three out of the four interviews conducted; in addition, the participants identified multiple targets for their anger and frustration. Some expressed frustration towards the addicted patients. One participant during the open-ended portion of the survey wrote, “I feel frustrated when a patient asks for opioids but I can’t identify the biological source of pain because I feel as though I am being manipulated by them”. The participant from interview 3 reiterated this notion by remarking, “it sometimes feels like the patient is playing a game to get me to give them a prescription, it’s frustrating”. The participant from interview 4 noted, “I view [patients addicted to opioids] as complicated. Frankly, I get kind of angry with them. They are wasting time and resources.” 
Frustration was also directed towards opioids and the devastating effects of this potent class of drugs. The participant from interview 3 stated, “My number one feeling about this issue is frustration. I want to help people, but opioids and opioid prescriptions hurt people. I try to explain to my patients that [opioids] are not the right medicine for them. That they will end up hurting them more.”  
Lastly, other participants disclosed feelings of frustration and anger towards pharmaceutical companies, who were identified by the participants as key players in the overall opioid crisis and therefore deserving of proper consequences. The participant in interview 2 declared, “I wish that the pharmaceutical companies would step up and use their money to give these people, whose livelihoods they destroyed, treatment.” Likewise, the participant from interview 3 noted, “I wish that the pharmaceutical companies have to pay a whole lot of money, like it looks like they are going to have to do if they don’t go bankrupt, to help pay for all of this and the damages they have done.” 
Hopelessness/Lack of Control. This theme presented itself in the majority of open-ended survey responses and all four interviews. When asked, “What do you wish you could do for those addicted to opioids?,” the participants unanimously voiced that they wanted to liberate their patients from the burden of addiction; however, they could not comprehend how. For example, the participant in interview 2 said, “Boy, I wish I could just fix it. I have no idea what the fix is. I have no idea.” 
A few participants addressed simple actions, like additional resources, that could be implemented to alleviate some of the consequences of Tennessee’s opioid crisis. For example, the participant in interview 3 noted, “ I wish I could build some rehab centers, and I wish that the patient could stay six to eight weeks instead of only one week like a lot of insurances cover. I wish that we could build up a peer program with other people who have been addicted to opioids, so they can see someone who has gotten off of opioids.” However, these same participants suggested that they felt hopeless about the prospect of rehabilitating patients addicted to opioids since steps in the right direction involved multiple parties coming together to act. 
Notably, the participants emphasized that the addicted patient was the party with the most influence. They ultimately decide for themselves if they want to change, which the practitioner cannot control. The participant in interview 4 stated, “ I wish I could snap my fingers and make these individuals not addicted to opioids because there are resources out there. There is all the material in the world that they can read and educate themselves on, but until [the addicted patient] is willing to make the change and head in the right direction, they are probably not going to change.” 
Patient-Provider Communication. This was a common theme since the interview questions were geared to gather qualitative data about patient-provider interaction. In the open-ended survey responses, some participants confessed that they are initially “skeptical” and “suspicious” when conversing with a patient who asked for prescription opioids but their biological origin or cause of pain cannot be identified. Moreover, a smaller portion of participants disclosed labeling these patients as “drug seekers” or identifying them as individuals with “addiction problems.” The participant in interview 4 noted, “I feel like they are probably seeking, honestly. I mean, I work in an environment where we see a lot of that. I use CSMD a lot, which is a website designed to track opioid usage. That has been a huge help for me, so a lot of the times I have an idea before I go into the room whether or not someone is actually seeking. But yes, a lot of the times unfortunately, I probably label them as a drug seeker.”
	At the same time, many participants, including those who were initially skeptical or biased, revealed their aspirations to have real, honest conversations with individuals they suspected suffered from opioid addiction. The participants agreed that convincing the patient to see his or her problem was a primary objective of these difficult conversations. The participant in interview 3 stated, “I try not to be judgmental, and I try not to confront. But, I try to be honest that their use of opioids has become a problem. They’ve been to the emergency room four times in the last two weeks for opioids. That isn’t what most people do. I try to talk directly to them about why it’s a problem.”
 	Furthermore, the participants unanimously agreed that offering other pain management options and effective resources to liberate these patients from opioid addiction was another primary objective of these patient-provider conversations. The participant in interview 3 said, “I tell these patients why [opioids] are not the right medicine for them. That they are addictive and will need more and more and more. I try to convey that we have none opioid prescriptions like patches for pain management. And then, if I see a huge component of anxiety with it, I recommend for them to try to get a form of counseling.” The participant in interview 1 noted, “I try to listen to these patients and offer them help. I find out resources that are available and hope they seek the help they need.”
	This statement showcases the notion, cited my numerous participants, that patients must be active participants in the conversation since they ultimately must be willing to see their problem, take advantage of the resources offered to them, and modify their behavior. The participant in interview 4 noted, “I definitely try to have a real conversation with patients about opioid addiction. We try to see if there are other options, if they have ever tried to come off of them before, and if they have ever been through withdrawals. If they are addicted, then we do have the ability to set them up with rehab if they are willing. But, they have to be willing.” 
Interpreting Empathy. This theme was apparent due to the nature of our first research question, which asked, “Do practitioners have less empathy for those they suspect of opioid addiction than those who do not?” 
The definition of empathy was generally consistent when the participants were asked, “How would you define empathy?”, during the interview portion of our study. Participant 1 and 3 both defined empathy as “putting yourself into other people’s shoes”. Participant 2 stated, “Empathy is putting yourself in someone else’s position. Whether its opioid addiction or whatever.” Likewise, participant 4 noted, “The ability to relate to someone on an emotional level, I would say is empathy best defined.”
Even though the participants defined this similar concept of empathy, a common theme of struggling to relate to individuals addicted to opioids arose in our interviews. When asked, “How do you relate to patients addicted to opioids?” the participant in interview 3 confessed, “I am trying to do better. I try not to be judgmental. I try to listen to what they are saying and what their worries are. I’m trying.” 
	Additionally, it must be noted that some of the participants who battled addiction or endured similar circumstances as patients addicted to opioids stated that they still struggled with relating to the plight of those addicted. For example, the participant in interview 2 said, “I don’t think I can relate to patients addicted to opioids, I mean the only thing I’ve ever been addicted to is cigarettes, but I mean I don’t have any idea.” The participant in interview 4 noted, “My father had some issues with opioid addiction for a brief period of time, so that does help me be a little bit more sympathetic to patients. But if they are repeat offenders or have young children with them, I tend to be much more critical of the situation than maybe I should be.” 
	Conversely, the participants were asked, “How do you think patients addicted to opioids view you?,” to measure the participants’ perception of patient empathy levels. The responses were once again similar but overwhelmingly negative. Participant 4 responded, “ [Patients addicted to opioids] probably don’t like me.” Furthermore, there was an underlying theme that a patient’s lack of empathy towards healthcare providers was due to their exploitation of them. The participant in interview 2 stated, “That’s a good question. I have never really thought about how they view me. I think they view most of us as someone that can help them, but I think on the other hand too they look at us and think ‘maybe I can pull one over on them”. In a similar manner, participant 3 noted, “I know [patients addicted to opioids] see me as a roadblock.” 
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This study recruited healthcare practitioners (i.e. doctors, nurses, nurse practitioners, and physician assistants) from Middle Tennessee. The participants took an on-line survey that included two scales to measure baseline levels of empathy and stigma towards patients they suspected were addicted to opioids. To gain additional qualitative data, some participants took part in a follow-up interview that further assessed patient-practitioner interactions about opioids and practitioners’ pre-existing beliefs about opioid addiction. The results indicated that healthcare practitioners did not express more stigma towards opioid addicts, despite their years of experience or level of education. However, the study did conclude that less educated healthcare practitioners displayed less empathy towards opioid addicts. 
	The researcher initially theorized that experienced healthcare practitioners would exhibit more stigma towards opioid addicts than their co-workers with less experience. This prediction was largely based on the Hughes et at. (2014) study, which showcased healthcare practitioners possessing negative attitudes towards patients who discussed opioid usage. Therefore, the researcher hypothesized that a practitioner’s negative attitude towards opioid addicts would strengthen over time as the practitioner encountered more patients struggling with this disease. However, this hypothesis was not supported by the results of this study. Healthcare practitioners who have worked longer in the field did not showcase more stigma towards opioid addicts. 
This result occurred despite the participants displaying negative attitudes, including frustration and anger, towards patients suspected of opioid addiction during the interview and free-response portion of the study. Upon further analysis, the researcher noted that some of the participants expressed frustration towards patients addicted to opioids, but most of the participants directed their frustration towards the addictive nature of opioids and the crisis as a whole. In other words, the negative attitudes displayed by practitioners in this present study and the Hughes et at. (2014) study could actually be directed towards the problem and not the people affected by the problem. 
This coincides with the suggestion by Kolodny et al., 2015 that practitioners should view their patients as captives to addiction rather than con artists looking to take advantage of the system. By seeing these patients in the best light, practitioners move towards empathy. Placing oneself in another’s position and truly trying to see the world from their perspective can be a meticulously developed skill; therefore, the researcher theorized that practitioners who received less education would show less empathy towards opioid addicts. The results of this study supported this hypothesis. This is likely due to education increasing understanding about an issue. When pondering the reasoning behind this, the researcher concluded that one must be knowledgeable about the aspects and components of another’s position before placing himself or herself in it. Therefore, practitioners who receive more education about the calamitous effects of opioids and devastating nature of addiction could be more likely to follow the advice of Ha and Longnecker (2010) and “step outside of their own scope of knowledge and consider the perspective of the other individual in the room” (p.5).  
Furthermore, a notable obstacle of empathy is fear. One will not try to see the world from the perspective of another if they are scared of them; instead, they will act in defense. In this study, the participants expressed fear that the opioid crisis was out of control and they were defenseless against it derailing their communities. This phenomenon was showcased in the Hughes et at. (2014) study when healthcare practitioners ignored the patient’s claim of pain or shut down conversations about opioids because they felt ill-equipped to handle the difficult nature. Thus, increased education about the clinical concerns of opioids, additional pain management options, and interpersonal skills could dispel fear, help practitioners regain some sense of control, and foster an environment for empathy to develop.
In addition, many interviewed participants thought they were viewed in a negative light by their patients addicted to opioids. This skepticism and distrust showcase the ramifications of fear on empathy. Ha and Longnecker (2010) discussed the importance of shifting perspectives during patient-practitioner interactions; however, it is important that the shifted perspective is not tinged with bias. As a result, further research needs to be conducted on how opioid addicts truly view healthcare practitioners in order to enhance patient-practitioner interactions and dispel prejudices that hinder empathy. 
In regard to empathy, it was peculiar that participants who once battled addiction themselves or had family members fall prey to opioid addiction were less empathetic in their interviews. This anomaly stood out to the researcher because one would think enduring a situation would increase understanding about it; however, these participants struggled to relate to patients addicted to opioids in order to see them in the best light. This bias could be attributed to the participants knowing the worst side of addicts since they themselves had previously struggled with addiction. It could have been difficult to mentally place themselves in the addict’s shoes since they would have to remind themselves of their own tough past. Furthermore, some participants personally understood the repercussions of opioid addiction on families, friends, and other innocent parties; therefore, they could have been less likely to place themselves in the addict’s position since they could easily place themselves in the position of the addict’s family or friends. 
As empathy for an individual decreases, it is only natural for stigmatization to increase. Therefore, the researcher hypothesized that practitioners who have received less education will show more stigma towards suspected opioid addicts. Shockingly, this hypothesis was not supported by the results of the study. Even though there was a significant, moderate positive relationship between level of education and empathy, a significant correlation did not exist between level of education and stigma. 
Limitations and Future Research
	The first limitation of this research is the sample size. The researcher did not anticipate such a low response rate from directly emailing healthcare practitioners; in addition, only 4 participants showed up to be interviewed further about the topic. Therefore, the results gathered from this small sample size are not fully representative of healthcare practitioners in Tennessee. The data can contribute to the State’s ongoing conversation about opioid addiction and provide a direction for future research, but it cannot be identified as a definitive contributing factor to the ongoing opioid crisis at hand. Future research on this topic needs to be conducted in partnership with local clinics and hospitals to increase practitioner participation. A larger more diverse sample size would produce more accurate results. 
	In addition, education was not properly defined in the study, thus limiting the research. The results yielded a significant, moderate positive relationship between level of education and empathy. However, one cannot accurately determine what aspects of education increases or decreases a practitioner’s empathy. Furthermore, our results could be skewed because doctors are the participants with the highest level of education since a doctoral degree is a terminal degree. Therefore, are doctors just innately more empathic, or did they receive extra training about pain management options and communication skills that increased their ability to empathize? 
Future research needs to control for the type of healthcare practitioner, so the results are not skewed. In addition, future research needs to break down the aspects of education to better define it. Participants should indicate additional pain management classes, communication classes, etc. that they received, so researchers can pinpoint aspects of education that practitioners did not receive that may contribute to their decreased levels of empathy towards opioid addicts. 












[bookmark: _Toc23154460]Conclusion

	This study demonstrates the impact of patient-provider interaction on the opioid crisis in Tennessee. Previous research has demonstrated that opioid addicts are more likely to disclose the full extent of their addiction to their healthcare practitioner and get the necessary help required if the practitioner demonstrates high levels of empathy and low levels of stigma throughout their interaction. In this current study, researchers analyzed the impact experience and education had on a provider’s stigma and empathy levels towards their patients addicted to opioids. The results of this study demonstrated that a healthcare practitioner’s experience within the medical field and level of education did not have an impact on his or her degree of stigma towards patients addicted to opioids. However, healthcare practitioners (i.e. doctors, nurses, nurse practitioners, and physician assistants) who had received less education showcased less empathy towards suspected opioid addicts. 
	Therefore, more emphasis should be placed on educating healthcare practitioners as Tennessee seeks to end its opioid crisis. The prevention and treatment subcategories of TN Together should include trainings for healthcare practitioners, designed to increase their knowledge about the opioid crisis within their community, information about other pain management options, and interpersonal skillset. As a result, their ability to empathize, or place themselves in the position of, their patients addicted to opioids would increase, fostering a healthier clinical environment for productive communication about the harmful effects of opioids and recovery options from addiction. As noted before, the 
two key stakeholders in the opioid crisis are medical practitioners and their patients; therefore, their empathic interaction with one another is key to solving this devastating issue. 
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Appendix D

Scales and Interview Questions

Demographic Information 
1. What is your age? 

2. Please specify your ethnicity. 
a. Asian / Pacific Islander 
b. Black or African American
c. Hispanic / Latino
d. Native American or American Indian
e. White/Caucasian
f. Other 
g. Prefer not to answer 

3. What is your gender? 
a. Female
b. Male

4. What type of healthcare practitioner are you? 
a. Doctor 
b. Nurse
c. Nurse Practitioner
d. Physician’s Assistant 

5. How many years of experience do you have as a healthcare practitioner (including internships)? 

6. Please indicate the highest level of education you have completed.

a. High School or GED
b. Vocational School
c. Some College
d. Community College (Associate’s Degree)
e. Bachelor’s Degree
f. Master’s Degree
g. M.D. or Ph.D.

7. On a scale of 1-4, with 1 = None, 2 = Little, 3 = Some, 4 = Substantial, indicate the amount of training you have received about pain management. 

	1
	2
	3
	4

	
	
	
	



8. Please describe some of the pain management training you experienced. 

[bookmark: _GoBack]Bresnahan and Zhuang’s (2016) Stigma Scale
On a scale of 1-7, with 1 = Strongly Disagree, 2 = Disagree, 3 = Somewhat Disagree, 4 = Neither Agree Nor Disagree, 5 = Somewhat Agree, 6 = Agree, 7 = Strongly Agree, indicate the extent to which you agree or disagree with the following statements. 

	1. Opioid addiction is a loaded gun. 

	1     2     3     4     5     6     7

	2. Opioid addiction is a death sentence.

	1     2     3     4     5     6     7

	3. Opioid addiction is a ticking time bomb.

	1     2     3     4     5     6     7

	4. Opioid addiction is a thief stealing people’s life.

	1     2     3     4     5     6     7

	5. Opioid addiction is a disaster. 

	1     2     3     4     5     6     7

	6. A person who is addicted to opioids has no will power. 

	1     2     3     4     5     6     7

	7. A person who is addicted to opioids likes instant gratification. 

	1     2     3     4     5     6     7

	8. A person who is addicted to opioids took the path of least resistance. 

	1     2     3     4     5     6     7

	9. A person who is addicted to opioids is weak in character. 

	1     2     3     4     5     6     7

	10. A person who is addicted to opioids is self-indulgent. 

	1     2     3     4     5     6     7

	11. People who are addicted to opioids bring the disease upon themselves.

	1     2     3     4     5     6     7

	12. People who are addicted to opioids take high health risks. 

	1     2     3     4     5     6     7

	13. I would stay away from a person who is addicted to opioids. 

	1     2     3     4     5     6     7

	14. Other people look down on people who are addicted to opioids. 

	1     2     3     4     5     6     7

	15. People who are addicted to opioids are judged negatively. 

	1     2     3     4     5     6     7

	16. People who are addicted to opioids often suffer status loss. 

	1     2     3     4     5     6     7

	17. Opioid addiction makes a person disempowered. 

	1     2     3     4     5     6     7

	18. I know what needs to be done to prevent opioid addiction. 

	1     2     3     4     5     6     7

	19. Opioid addiction is controllable. 

	1     2     3     4     5     6     7

	20. I can control opioid addiction by not engaging in risky behaviors. 

	1     2     3     4     5     6     7


Open-Ended Questions
1. How do you feel when patients ask for prescription opioids, but you can’t identify the biological origin or cause of their pain?
2. What do you do when you suspect a patient is addicted to opioids?
3. What do you wish you could do for those addicted to opioids? 



Interview Questions: 
If participants agree to participate in a follow-up interview, these questions will be used:
1. What symptoms/signs come to mind when you think of patients addicted to opioids?
2. What emotions come to mind when you think of opioid addiction? 
3. How do you think patients addicted to opioids view you?
4. Compared to other illnesses, such as chronic migraines, how do you view patients addicted to opioids?
5. What do you believe the patient is feeling when they are addicted to opioids?

6. How do you relate to patients addicted to opioids?
7. Who do you think is responsible for the opioid crisis in Tennessee?
8. How would you define empathy? 
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Principal Investigator ~ Tatum England (Student)

Faculty Advisor Mary Beth Asbury

Co-Investigators NONE

Investigator Email(s)  tlengland@mtmail.mtsu.edu; marybeth.asbury@mtsu.edu

Department Health and Human Performance {P1) and Communication Studies (FA)
Protocol Title Medical practitioner stigma and opioid abuse
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Dear Investigator(s),
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Board (IRB) through the EXPEDITED mechanism under 45 CFR 46.110 and 21 CFR 56.110
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IRB Action APPROVED for ONE YEAR
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interviews.
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participants must have access to the informed consent.
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research purpose and they must be destroyed after data processing..
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First year report 6/30/2020 NOT COMPLETED
Second year report 6/30/2021 NOT COMPLETED
Final report 6/30/2022 NOT COMPLETED
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Mandatory Data Storage Requirement: All research-related records (signed consent forms,
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IRBF007 — PARTICIPANT RECRUITMENT EMAIL
Subject line(s) for email recruitment: Invitation to participate in a Research Study

Body of the script/email:

Hello,

My name is Tatum England, and I am a senior at MTSU. I am currently working on my Honors Thesis, which examines
‘medical practitioners” opinions about opioid abuse. To complete the thesis, I need to survey medical practitioners (c.g.,
doctors, nurses, nurse practitioners, physician’s’ assistants, etc.). Information about the survey, the MTSU IRB
information, and the link to the online questionnaire are below.

Primary Investigator: Tatum England
Pl Department & College: College of Health and Behavioral Sciences, Middle Tennessee State University
Faculty Advisor: Mary Beth Asbury

Protocol Title: Medical Practitioner Stigma and Patient Opioid Abuse

Protocol ID:  19-2235 Approval Date: 07/18/2019 Expiration Date: 07/31/2022

Study Description & Purpose - This research project is designed to help us evaluate how patient opioid abuse affects
medical practioner's perceptions of patients.

‘Target Participant Pool — In order to participate in this survey, one must be a medical practitioner (e.g., doctor, nurse,
nurse practitioner, physician's assistant, certified nursing assistant)

Risks & Discomforts — You should not experience any other discomfort than you would experience in everyday life.
Benefits — There are no direct benefits.

Additional Information — The whole activity should take about 20 minutes. The participants will not compensated.
Contact Information — If you have any questions about this study, please feel free to contact me, Tatum England, by
email at flengland @mtmail.mtsu.edu, or my faculty advisor, Dr. Mary Beth Asbury at mbasbury@mtsu.cdu or via phone
at 615-898-2275. You can also reach the MTSU Office of Compliance (i.e., Institutional Review Board) via email at
irb_information@mitsu.edu or via phone at 615-898-2400.

Link for Survey — https://mtsu.cal.qualtrics.com/ife/form/SV_79xFHIjbxnNV9aJ

Sincerely,
Tatum England

IRBFO07d: Recruitment Email
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IRBF016: INFORMED CONSENT
(Use this consent template when recruiting adult participants not considered as “vulnerable™)
A. INFORMATION AND DISCLOSURE SECTION

(Participant Copy)
Primary Investigator(s) ~ Tatum England Student [
Contact information tlengland@mtmail.mtsu.edu
Department Insitution  Middle Tennessee State University - Health and Human Performance
Faculty Advisor Mary Beth Asbury, Ph.D. Department  Communication Studies
Study Title Medical Practitioner Stigma and Opioid Abuse
IRBID 192235 Expiration: 07/31/2022 Approval: 07/18/2019

The following information is provided to inform you about the research project and your participation in it. Please
read this disclosure carefully and feel free to ask any questions you may have about this study and the information
given below. You must be given an opportunity to ask questions, and your questions must be answered. Also, you
must receive a signed copy of this disclosure.

Your participation in this research study is voluntary. You are also free to withdraw from this study at any time. In
the event new information becomes available that may affect the risks or benefits associated with this research
study or your willingness to participate in it, you will be notified so that you can make an informed decision whether
or not to continue your participation in this study.

For additional information about giving consent or your rights as a participant i this study, please feel free to contact
the Middle Tennessee State University (MTSU) Office of Compliance (Tel 615-494-8918 or send your emails to
irb_information@mtsu.edu. Please visit www.mtsu.edu/irb for general information on MTSU's research participant
protection policies.

Please read this section and sign Section B if you wish to enroll in this study. The researcher
will provide you with a copy of this disclosure form for you to keep for your future reference.

1. Purpose of the study: You are being asked to participate in this research study because
I seek to understand how patient opioid abuse affects medical practioner's perceptions of
patients.

2. Classification of procedures to be followed and approximate duration of the study:

O 2.1 Educational Tests — Study involves either standard or novel education practices which consists
educational testing and such studies expase the participants to lower than minimal risk

X 2.2 Behavioral Evaluation— Although the study may or may not involve educational tests, the specific aim is
o understand behavioral characteristics.

The following classifications indicate that the participant will be asked to perform or part-ake in physical activiies or

procedures. Examples of such studies simple physical exercises, medical or clinical intervention, phamaceutical

testing and etc. Due to the nature of these studies, you may be exposed risky situations thay may exceed normal

day-to-day scenarios.

O 23 Psychological intervention or procedures [ 2.4 Physical Evaluation or Procedures
O 25 Medical Evaluation or Clinical Research O 26 oTHER
You will be asked to participate in an interview about perceptions of patients suspected
of opioid abuse.

IRBF016 Version 1.0 01242018
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3. What are procedures we intend on doing in this study?
Once you have signed the informed consent forms, you will be asked to answer interview
questions. This interview will be recorded for accuracy, and | will be taking notes to ensure that |
get the information is if something happens to the recorder.

4. What will you be asked to do in this study?
You will be asked answer interview questions about perceptions of patients suspected of opioid
abuse.

5. What are we planning to do with the data collected using your participation?
The interview questions will be analyzed using thematic analysis. At no time will your name be
revealed.

6. What are your expected costs to you, your effort and your time commitment?
You should not experience any other discomfort than what you would experience in everyday
life.

7. What are the potential discomforts, inconveniences, and/or possible risks that can be
reasonably expected as a result of participation in this study?
You should not experience any other discomfort than what you would experience in everyday
life.

8. How will you be compensated for your participation?
You will not be compensated for your participation.

9. What are the anticipated benefits from this study?
There are no direct benefits.

10. Are there any alternatives to this study such that you could receive the same benefits?
There are no altematives to this study that would receive the same benefits.

11. Will you be compensated for any study-related injuries?
We do not anticipate any study-related injuries.

12. Circumstances under which the researcher may withdraw you from this study:
‘You may be withdrawn from this study if you are not a medical pracitioner.

13. What happens if you choose to withdraw your participation?
You will not be penalized in any way from withdrawing from the study.

14. Can you stop the participation any time after initially agreeing to give consent/assent?
You can stop participation at any time and not be penalized.

15. Contact Information. If you should have any questions about this research study or possibly
injury, please feel free to contact Tatum England by telephone 615-416-0026 or by email
tlengland@mtmail. mtsu.edu OR my faculty advisor, Dr. Mary Beth Asbury, at
mbasbury@mtsu.edu or 615-898-2275.. Report abuse or noncompliance to
compliance@mtsu.edu or call 615 494 8918.

16. Confidentiality. All efforts, within reason, will be made to keep the personal information in your
child’s research record private but total privacy cannot be promised. Your information may be
shared with MTSU or the govemment, such as the Middle Tennessee State University

IRBFO16 Informed Consent for Adult Participants Page20f4
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B. Signature Section

(Researchers’ Copy)
Primary Investigator(s) Tatum England Student [
Contact information tlengland@mtmail mtsu.edu
Department Institution Middle Tennessee State University - Health and Human Performance
Faculty Advisor Mary Beth Asbury, Ph.D. Department  Communication Studies
Study Title Medical Praclitioner Stigma and Opioid Abuse
IRBID 19-2235 Expiration: 07/31/2022 Approval: 07/18/2019
Participant Name or ID | (print) Age:

[ONo [Jves | have read this informed consent document pertaining to the above identified research
ONo [lves The research procedures to be conducted have been explained to me verbally
ONo [lves | understand each part of the interventions and all my questions have been answered

[ONo [ves |am aware of the io(annal risks of the s(udi

By signing below, | affirm that | freely and voluntarily choose to participate in this study. | understand |
can withdraw from this study at any time without facing any consequences.

Follow the signage instruction next to the box checked below:

[ Enter your name and age above and sign below to enroll in the study

(] Anonymous: Just enter your age above and sign below; DO NOT ENTER YOUR NAME

[0 Verbal Consent: The participant will give consent verbally to protect the participant's identity.

Date Signature of the Participant

RESEARCHER SE!

Informed Consent obtained by:

Date Signature Print Name & Title

Faculty Verification if the Pl is a student:

Date Faculty Signature Print Name & Title
IRBFO16 Version 10 01242018
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or someone else is in danger or if we are required to do so by law.

You do not have to do anything if you decide not to participate. If you wish to enroll, then
follow the direction next to the checked box below:

[X Enter your name and age in the attached Section B document and sign in the space provided.
] Anonymous: Just your age and give consent by signing in the bottom of the space provided.
[ Verbal Consent: Give consent verbally; this is done to protect your identity.

Consent obtained by:
Researcher's Signature Name and Title Date
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