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Abstract
Background  The U.S. opioid crisis, resulting in nearly 500,000 deaths from 1999 to 2019, has been exacerbated 
by persistent stigma, which hinders treatment and recovery efforts. This stigma, whether structural, social, or 
self-imposed, challenges overdose prevention and recovery. Our study aimed to assess and compare levels of 
stigma towards opioid users among rural law enforcement officers (LEOs) and community members in Tennessee, 
highlighting rural community-level attitudes.

Methods  Methods involved surveying two groups: LEOs (N=48) and community members (N=393). Utilizing a 
Likert Scale based on prior research, the survey probed attitudes toward drug use across four stigma domains: 
dangerousness, blame, social distancing, and fatalism. Analysis employed standardized scoring and ANOVA for 
evaluating stigma differences by participant characteristics.

Results  LEOs (75%) and community members (51.7%) predominantly identify drug users as white, with varied 
perceptions regarding socioeconomic status and employment. Despite similar perceptions, normalized stigma 
scores revealed statistical differences between groups across stigma domains. ANOVA found no significant impact 
of participant type or gender on stigma levels, though race/ethnicity and its interaction with gender suggested 
potential influences on overall stigma score.

Conclusions  Both LEOs and community members in rural Tennessee hold measurable stigma against opioid users, 
spanning dangerousness, blame, social distancing, and fatalism domains. These insights highlight the need for further 
research into both professional and public attitudes toward individuals with opioid or other substance use disorders 
within shared communities. This research should aim to develop specific stigma-reducing interventions that target 
both providers and community members.

Highlights
Explores rural drug-use stigma, comparing officer and community views.
Urgency for anti-stigma interventions in rural areas with high overdose incidence.
Both officers and the community in rural Tennessee show drug-use stigma across four domains: dangerousness, 
blame, social distance, and fatalism.
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Background
The opioid crisis has been a significant public health 
concern in the United States over the last two decades. 
From 1999 to 2019, nearly 500,000 people have died from 
an overdose involving an opioid, including prescription 
opioids, heroin, and synthetic opioids like fentanyl [1]. 
In 2019 alone, there were 70,630 drug overdose deaths 
in the United States, with opioids accounting for 49,860 
(70.6%) of these deaths [1]. In Tennessee, the overdose 
death rate in 2022 was 56 per 100,000, reflecting the 
state’s ongoing struggle with opioid-related deaths. Indi-
viduals experiencing homelessness, incarceration, and 
unstable housing are at heightened risk of opioid over-
dose, underscoring the need for targeted interventions. 
Additionally, many states, including Tennessee, con-
tinue to report thousands of overdose deaths each year, 
emphasizing the critical need for comprehensive public 
health strategies [2]. In Tennessee, rural areas continue to 
face a significant opioid overdose problem. In 2022, these 
regions, typified by their limited healthcare resources 
and high rates of synthetic opioid involvement, particu-
larly fentanyl, saw persistently high numbers of overdose 
deaths. Tennessee comprises 95 counties, with over 50 of 
them classified as rural, highlighting the scale of the opi-
oid crisis in less urbanized areas. Wilson County, a Health 
Resource Service Administration Rural to Urban Com-
muting Area - which indicates a mix of rural and sub-
urban characteristics with healthcare access challenges 
often seen in rural areas - has a population of 150,000. 
In 2022, the county reported 68 overdose deaths, 60 of 
which were attributed to opioids, highlighting the acute 
challenge this rural community faces in combating the 
opioid crisis [3]. Despite having an overdose death rate 
of 45 per 100,000, which is lower than the state average 
of 56 per 100,000, Wilson County ranked in the top ten 
for most fatal overdoses by county in Tennessee out of 95 
counties. Wilson County exemplifies a significant prob-
lem in rural counties.

In response to the opioid crisis, various measures have 
been implemented, such as increasing access to naloxone, 
an opioid overdose reversal drug, and expanding access 
to medication-assisted treatment for opioid use disor-
der [4]. Despite these efforts, the opioid crisis remains a 
significant public health challenge, and it is essential to 
identify and address barriers to accessing treatment and 
recovery services for individuals with opioid use disor-
der [5]. Rural areas face distinct challenges in the opioid 
crisis, including limited access to healthcare facilities and 
professionals, higher poverty rates, and a smaller, close-
knit community structure that can exacerbate stigma and 

isolation for those with substance use disorders (SUDs) 
[6, 7].

Stigma, defined as an unfavorable perception of an 
individual based on characteristics like substance use, 
can exacerbate health issues and create barriers to care. 
In the context of opioid use disorder or persons who use 
drugs, stigma, whether structural (institutional discrimi-
nation), social (community-based discrimination), or 
self-imposed, can impede overdose prevention strategies, 
recovery efforts, and access to necessary treatment [8–
10]. Social stigma encompasses both public stigma (gen-
eral societal attitudes) and provider-based stigma (bias 
from those in an occupational role when they encounter 
a person who uses drugs such as law enforcement officers 
or healthcare workers). Although distinct, these facets 
often overlap, as provider-based stigma is shaped by the 
same societal beliefs that drive public stigma. Four key 
facets of social stigma emerge - dangerousness, the per-
ception that individuals with substance use disorder pose 
a threat to others; blame, where these individuals are 
unfairly held responsible for their substance use disorder; 
social distance, the desire to avoid or exclude them from 
social circles physically and metaphorically; and fatalism, 
the belief that recovery and healing is impossible [9, 11, 
12].

Link and Phelan’s conceptualization of stigma illus-
trates how it is socially generated and reproduced 
fostering status loss and discrimination, resulting in 
socio-economic disadvantages, reduced community 
engagement, and negative health outcomes, especially 
for individuals with opioid use disorder or other sub-
stance use disorders [13]. Stigma creates barriers in key 
life areas, including socioeconomic status, education, 
housing, mental health, and medical treatment, limiting 
help-seeking behavior and affecting provider perception 
[14–17]. However, stigma can be combated via strate-
gies including educational anti-stigma interventions, 
contact interventions, peer support programs, advocacy 
efforts, and legislative policy changes aimed at promoting 
social equity and improving the overall quality of life for 
affected individuals [18].

The objective of this study was to assess and compare 
social stigma levels towards people who use drugs among 
rural law enforcement officers (LEOs) and residents in 
a rural county in the state of Tennessee, US. We aimed 
to add to the limited body of literature on rural commu-
nity-level stigma towards drug use, focusing particularly 
on potential similarities between LEOs and commu-
nity members’ attitudes. Specifically, this study seeks 
to answer two key questions: What is the prevalence, 
among a sample, of social stigma toward people who use 
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drugs among law enforcement officers and community 
members? and Are there significant differences in the 
types of stigma (danger, blame, social distance, and fatal-
ism) between these two groups?

Methods
This study served to examine the prevalence of popu-
lation-level stigma towards substance use, specifically 
opioid use, in a rural Tennessee county. Additionally, we 
aimed to assess the relationship, if any, between provider-
level stigma (local LEOs) and population-level stigma 
within the rural Tennessee county. Survey and data col-
lection procedures were approved by the Human Sub-
jects Institutional Review Board at Middle Tennessee 
State University under protocol: 22-1072 1q.

Sample
Two pools of participants were recruited for this study, 
one from law enforcement and the other from the com-
munity at large, using convenience sampling. In January 
of 2022, LEOs in Wilson County, TN, were recruited dur-
ing a series of peer-led harm reduction training provided 
by the local drug prevention coalition. “Peer” in this con-
text refers to peers of LEOs, as the training was led by a 
veteran LEO with over 20 years of experience in a major 
U.S. city police department. His background in supervis-
ing narcotics operations and managing mid- to high-level 
narcotic cases provided relevant expertise for the attend-
ing officers. There were six training opportunities offered 
for law enforcement officers over the course of two days. 
Trainings were all virtual and offered in the morning, 
afternoon and evening to accommodate work shifts and 
to maximize participation. The training was voluntary 
and promoted to officers through electronic sharing of 
promotional fliers that included a quote from the captain 
of the county sheriff ’s office. The fliers were shared with 
three law enforcement agencies: Wilson County Sheriff ’s 
Office, Mt. Juliet Police Department, and Lebanon Police 
Department. In addition, the research team visited each 
location during lunch hours and provided box lunches to 
officers along with information about the training oppor-
tunities. Each of the 112 LEOs that attended one of the 
trainings were asked to participate in the study via a pre-
training survey. LEOs opted into the training, with food 
provided as an incentive for participation. The training 
covered harm reduction strategies broadly, with specific 
attention given to medication-assisted treatment (MAT) 
as a key solution.

To recruit community participants, 12 study investi-
gators attended the 2022 Wilson County State Fair from 
August 18th to August 27th for 26 total hours of survey-
ing. To mitigate potential selection bias, data collection 
teams were mobilized across four distinct days of the fair: 
Saturday, August 20th; Sunday, August 21st; Thursday 

evening, August 25th; and Saturday, August 27th. The 
approach taken by the survey collectors was to interact 
with the adult attendees of the fair randomly. Investiga-
tors were strategically spread about the fairgrounds to 
walk and interact with participants in non-overlapping 
patterns. They offered fair attendees information about 
the project, extending an invitation for participation. 
Participants could respond to the survey in one of two 
ways: by filling out a physical paper form or by utilizing 
their mobile device to scan a QR code that redirected to 
an electronic version of the survey hosted on Qualtrics. 
Any adult fair attendee was eligible to participate, includ-
ing attendees who resided outside of Wilson County. In 
total, 413 surveys were at least partially completed, with 
the majority being paper based (79%). Study investiga-
tors did not keep track of interactions or refusals during 
the recruitment process, therefore a response rate was 
not reported with this sample. Surveys that were miss-
ing entire sections, left open and not finalized, or lacked 
informed consent authorization were excluded from the 
final analysis.

Materials and Procedures.

Materials
The questionnaire for this study was adapted from exist-
ing literature and prior surveys used by both Kruis and 
colleagues (2020) and Davis and colleagues (2014) to 
assess provider-level stigma [11, 12, 19]. The same ques-
tionnaire was used for LEOs and the community. Each 
question relative to the participant’s perceptions and 
beliefs of people who use drugs was measured using a 
5-point Likert Scale ranging between “Strongly Agree,” 
“Agree,” “Not Sure,” “Disagree,” or “Strongly Disagree.” 
Four survey items were related to the “danger” domain 
of stigma, and those items include: “If I knew that a her-
oin addict lived nearby, I would not allow my children 
to play alone outside;” “One important thing about peo-
ple addicted to heroin or opioids is that you cannot tell 
what they will do from one minute to the next;” “People 
who use heroin opioids are a threat to the safety of our 
community;” and “Although some heroin/opioid users 
may seem all right it is dangerous to forget that they are 
drug users.” One survey item was related to the “blame” 
domain: “Persons addicted to heroin and/or opioids are 
usually responsible for their own condition.” Six survey 
items were related to the “social distance” domain, and 
those items include: “If I knew someone was addicted to 
heroin or opioids I would try not to socialize with them;” 
“It would bother me to live near a person who used her-
oin or opioids;” “It would be difficult for me to develop 
a friendship with someone who uses heroin or opioids;” 
“I would not vote for a politician if I knew they had been 
addicted to heroin or opioids;” “If I could, I would pre-
fer not to work with someone who was a known user of 
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heroin or opioids;” and “I would be fine letting someone 
who had a history of opioid and heroin use marry into 
my family.” One survey item was related to the “fatalism” 
domain, which was “Most people who become addicted 
to heroin or opioids are addicts for life.” We used both 
person-first and non-person-first language (e.g., ‘heroin 
addict,’ ‘addicted’) in our survey to mirror terminol-
ogy commonly encountered in public discourse and 
media. This approach was intended to capture partici-
pant attitudes as they naturally perceive individuals who 
use drugs, thus maintaining authenticity in responses. 
Although we acknowledge that stigmatizing language 
could introduce bias, this choice aligns with previous 
research strategies aimed at eliciting natural responses.

Bias toward people who use drugs may be influenced 
by racial and ethnic biases [20]. To understand how race, 
gender, and socio-economic status connect to participant 
beliefs, participants were asked to report the demograph-
ics of their perceived typical drug user. They answered 
four questions about the typical drug user’s social class, 
gender, race, and employment status: “A typical drug 
user belongs to the lower class;” “Males are more likely 
to be a drug user;” and “Most drug users are employed.” 
Participants were also asked to answer what race and/or 
ethnicity they perceived a typical drug user to be. Finally, 
participants were asked to indicate how strongly they 
agreed or disagreed with the statements “Drug abuse is 
a disease” and “Medical assisted treatment (MAT) pro-
grams can be an essential tool in aiding in treatment and 
preventing overdose deaths.” Participant demograph-
ics (age, gender, race/ethnicity, and county of residence) 
were also collected through the survey process.

Data analysis
Items were coded (1 = Strongly Agree, 2 = Agree, 3 = Not 
Sure, 4 = Disagree, 5 = Strongly Disagree) and used to 
measure the domains of stigma (danger, blame, social 
distance, and fatalism) and participant perceptions 
through standardized scoring – where we summed up 
the score of each item, and those within a domain to cre-
ate the domain. For single-item perceptions and single-
item domains (blame and fatalism), no summation was 
required. Three item statements were reverse coded for 
consistency (Supplemental Table). These included the 
statements “Drug abuse is a disease,” “Medical assisted 
treatment (MAT) programs can be an essential tool in 
aiding in treatment and preventing overdose deaths,” and 
“I would be comfortable if a person who uses drugs mar-
ried a close friend or family member.” Domain variables 
danger and social distance were formed in SPSS to create 
a scale score for each domain (i.e., danger = item 1 + item 
2 + item 3 + item 4). The internal consistency reliability of 
the survey items was strong, as indicated by Cronbach’s 
alpha (alpha = 0.85). Lower scores on stigma-related 

items indicate stronger agreement with stigmatizing 
statements; therefore, the lower the score, the higher 
the stigma. Domains of stigma were also normalized for 
comparison across domains and perceptions – where we 
take the average of scores in each domain in lieu of the 
total score. ANOVA was used to measure the differences 
in stigma level by participant characteristics. A Levene’s 
test indicated that homogeneity of variance was met. 
Data analyses were performed using SPSS (Version 28) 
and R (R Core Team, 2022) and figures were produced 
using the package ggplot2 [21].

Results
A total of 441 participants, including 48 LEOs and 393 
fair attendees, completed the survey (Table 1). The major-
ity of respondents were women (55.6%), aged 50 or older 
(30.2%), and white (78.2%). Among LEOs, most were men 
(77.1%), aged 30–39 (35.4%), and white (91.7%), while 
fair attendees were predominantly women (59.5%). The 
majority of participants were from Wilson County (55%) 
and neighboring counties, with 83% of surveys coming 
from the region. Additionally, 89% of community partici-
pants were from rural-designated counties. There were 
no significant differences in stigma responses between 
Wilson County residents and those from outside the 
county, suggesting that community-level attitudes toward 
substance use disorder are consistent across regional 
boundaries. There was a significant difference in gender 
distribution between the groups, χ2(1, N = 441) = < 0.001, 
p > .05. Most LEOs identified typical drug users as white 
(75.0%) and did not associate drug use with lower socio-
economic status (68.6%). Nearly half of the LEOs did not 
perceive drug use as a male issue, with 31.3% expressing 
uncertainty. Regarding the nature of drug abuse, more 
than half (56.3%) considered it a disease, and a similar 
proportion viewed MAT programs as essential for treat-
ment and overdose prevention. Community participants 
shared similar views on race, identifying typical drug 
users predominantly as white (57.1%), but showed more 
variability in race and gender perceptions. More par-
ticipants believed drug abuse to be a disease (68.2%), 
and a larger portion supported MAT programs (65.1%). 
A detailed breakdown of the response items by stigma 
domain is available in the supplementary table.

Reported normalized mean stigma domain scores for 
community and LEOs
Normalized mean stigma domain scores were calcu-
lated for both community participants and LEOs. When 
all stigma domains are combined, there is a statistically 
significant difference between community participants 
(M = 31.13, 95% CI [30.3, 32.0]) and LEOs (M = 28.25, 95% 
CI [26.1, 30.4]) (Fig.  1). When domains were separated, 
there was no significant difference in dangerousness 



Page 5 of 11Stone et al. Harm Reduction Journal          (2024) 21:195 

scores between community participants (M = 2.17, 95% 
CI [2.09, 2.25]) and LEOs (M = 2.03, 95% CI [1.84, 2.22]) 
(Fig. 2-A). For blame scores, there was no significant dif-
ference between community participants (M = 2.81, 95% 
CI [2.69, 2.93]) and LEOs (M = 2.48, 95% CI [2.15, 2.81]) 
(Fig. 2-B). There was a significant difference in social dis-
tance scores between community participants (M = 2.73, 
95% CI [2.65, 2.81]) and LEOs (M = 2.48, 95% CI [2.18, 
2.64]) (Fig.  2-C). Finally, there was no significant differ-
ence in fatalism scores between community participants 
(M = 3.31, 95% CI [3.20, 3.42]) and LEOs (M = 3.19, 95% 
CI [2.83, 3.55]) (Fig. 2-D).

Differences in stigma level by participant characteristics
An analysis of variance (ANOVA) was employed to 
assess the influence of various participant characteristics 
on overall stigma score, including participant type (com-
munity member or LEO) reported gender, race/ethnicity, 
county of residence, and an interaction between gender 
and race/ethnicity. The overall model was statistically 
significant, F(14, 388) = 184.75, p < .05, indicating that the 
set of predictors as a whole did influence overall stigma 
score.

Upon individually considering the predictors, several 
findings emerged. Participant type (community member 

Table 1  LEO vs. Community participants by demographics and perceptions of drug users
LEO Community Total
N = 48 N = 393 N = 441

Gender Man 37 (77.1%) 149 (37.9%) 186 (42.2%)
Woman 11 (22.9%) 234 (59.5%) 245 (55.6%)
Other 0 (0%) 3 (0.8%) 3 (0.7%)
Missing 0 (0%) 7 (1.8%) 7 (1.6%)

Age 18–29 14 (29.2%) 82 (20.9%) 96 (21.8%)
30–39 17 (35.4%) 104 (26.5%) 121 (27.4%)
40–49 11 (22.9%) 67 (17.0%) 78 (17.7%)
50+ 6 (12.5%) 127 (32.3%) 133 (30.2%)
Missing 0 (0%) 13 (3.3%) 13 (2.9%)

Race/Ethnicity Non-White 4 (8.3%) 75 (19.1%) 79 (17.9%)
White 44 (91.7%) 301 (76.6%) 345 (78.2%)
Other 0 (0%) 8 (2.0%) 8 (1.8%)
Missing 0 (0%) 9 (2.3%) 9 (2.0%)

Race/Ethnicity of Drug Users Black 2 (4.2%) 42 (10.7%) 44 (10.0%)
Asian 0 (0%) 4 (1.0%) 4 (0.9%)
Hispanic/Latinx 0 (0%) 9 (2.3%) 9 (2.0%)
White 36 (75.0%) 203 (51.7%) 239 (54.2%)
Not Listed 10 (20.8%) 107 (27.2%) 117 (26.5%)
Missing 0 (0%) 28 (7.12%) 28 (6.35%)

Low SES Drug Users Agree 6 (12.5%) 24 (6.1%) 30 (6.8%)
Disagree 33 (68.6%) 306 (77.9%) 339 (76.9%)
Not sure 9 (18.8%) 61 (15.5%) 70 (15.9%)
Missing 0 (0%) 2 (0.5%) 2 (0.5%)

Male Drug Users Agree 10 (20.8%) 49 (12.5%) 59 (13.4%)
Disagree 23 (47.9%) 194 (49.4%) 217 (49.2%)
Not sure 15 (31.3%) 148 (37.7%) 163 (37.0%)
Missing 0 (0%) 2 (0.5%) 2 (0.5%)

Employed Drug Users Agree 21 (43.8%) 115 (29.3%) 136 (30.8%)
Disagree 13 (27.1%) 104 (26.5%) 117 (26.5%)
Not sure 14 (29.2%) 172 (43.8%) 186 (42.2%)
Missing 0 (0%) 2 (0.5%) 2 (0.5%)

Drug Abuse is a Disease Agree 27 (56.3%) 268 (68.2%) 295 (66.9%)
Disagree 13 (27.1%) 63 (16.0%) 76 (17.2%)
Not sure 8 (16.7%) 58 (14.8%) 66 (15.0%)
Missing 0 (0%) 4 (1.0%) 4 (0.9%)

MAT programs are essential tools Agree 27 (56.3%) 256 (65.1%) 288 (65.3%)
Disagree 13 (27.1%) 21 (5.3%) 26 (5.9%)
Not sure 11 (22.9%) 109 (27.7%) 120 (27.2%)
Missing 0 (0%) 7 (1.8%) 7 (1.6%)
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or LEO) did not significantly affect the overall stigma 
score, F(1, 388) = 130.87, p = .214. Similarly, participant 
gender was not found to significantly influence over-
all stigma score, F(2, 388) = 106.35, p = .286. The effect 
of participant race/ethnicity on overall stigma score 
approached statistical significance, F(5, 388) = 174.05, 
p = .07, indicating a potential sample size issue in racial 
and ethnic minority groups. Participant county of resi-
dence did not demonstrate a significant impact on stigma 
level, F(1, 388) = 200.75, p = .124. Finally, the interaction 

term of participant gender and race/ethnicity was close 
to reaching statistical significance, F(5, 388) = 175.71, 
p = .067, indicating a potential, though not definitive, 
interaction effect on stigma level.

Discussion
[11, 22] This study aimed to explore the prevalence of 
public and provider-based stigma and how they align 
or differ, with the goal of identifying areas where anti-
stigma interventions can be most effectively targeted. 

Fig. 1  Mean Scores for All Stigma Domains Combined. Lower scores reflect stronger endorsement of stigmatizing attitudes toward people who use 
drugs (PWUD); The summed stigma score ranged from 13 to 57 for the community and 15–49 for LEOs
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It is evident that provider-based stigma, particularly 
within law enforcement, remains a concerning barrier in 
addressing the opioid crisis. Our study findings support 
that stigma in a rural Tennessee county from law enforce-
ment towards people who use drugs is present and simi-
lar with the community. Regarding LEOs, research from 
the Northeastern Region of the U.S. echos that police 
officers harbor considerable stigma against those with 
substance use disorders, as manifested in perceptions of 

dangerousness, blame, and social distance, albeit with a 
lesser fatalistic outlook [11].

[12] The Theory of Planned Behavior (TPB) offers a 
useful conceptual framework to understand the factors 
influencing police officers’ intentions to opt for referrals 
to treatment and harm reduction resources over arrests 
for minor offenses. TPB posits that behavior is driven 
by three key factors: attitudes (an individual’s positive or 
negative evaluation of the behavior), subjective norms 
(perceived social pressures to perform or not perform the 

Fig. 2  Normalized Mean Stigma Specific Domains for Community Participants and LEOs. Lower scores reflect stronger endorsement of stigmatizing at-
titudes toward people who use drugs (PWUD); The average stigma score ranged for community participants from 1 to 5 for each domain; The average 
stigma score ranged for LEOs from 1 to 3.5 for danger and 1–5 on the remaining domains
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behavior), and perceived behavioral control (an individu-
al’s belief in their ability to perform the behavior) [23]. In 
the context of law enforcement, TPB helps elucidate how 
officers’ personal attitudes toward harm reduction, the 
influence of departmental or societal norms, and their 
perceived capacity to direct individuals toward treatment 
rather than arrest, collectively shape their behavioral 
intentions. By applying TPB, we can better understand 
how these factors impact officers’ decisions to engage 
with harm reduction strategies, which may ultimately 
influence the broader approach to handling substance 
use disorders within their communities. A multi-state 
study found similar results, demonstrating that officers’ 
beliefs about treatment referrals, reduced arrests, and 
increased community trust were associated with non-
arrest practices [24]. Stigma towards PWUD was nega-
tively linked to these practices, suggesting public stigma 
and community attitudes may influence officer behavior 
[24]. Similarly, a study of Illinois officers found blame 
and distrust toward PWUD, aligning with our findings 
in the blame domain [25]. Stigma significantly influences 
the support for diversion programs, with LEOs who hold 
stigmatizing views toward individuals with SUD being 
less likely to refer them to treatment rather than arrest 
[26]. This reluctance can lead to fewer individuals being 
diverted, pushing more people into the criminal justice 
system, which often exacerbates their substance use con-
dition rather than helping them recover. Studies have 
shown that diversion programs can reduce recidivism 
and improve health outcomes, but stigma remains a criti-
cal barrier that limits their effectiveness [27].

Stigma also has direct consequences for officers’ atti-
tudes towards individuals who overdose and their incli-
nation to administer potentially life-saving interventions 
like naloxone [12]. Such practices are intertwined with 
broader departmental policies, and understanding how 
law enforcement policies either perpetuate or reduce 
stigma is crucial for advancing harm reduction efforts, 
and ultimately lowering the number of overdose deaths. 
Another recent examination of Illinois police depart-
ment deflection programs serves as a clear example of 
how policies can directly impact these efforts. The study 
found notable inconsistencies in deflection program 
policies, including challenges with readability, the use 
of stigmatizing language, and limitations placed upon 
deflection opportunities [25]. These findings reveal how 
the structure and wording of departmental policies may 
unintentionally reinforce stigma against individuals with 
substance use disorders, further complicating officers’ 
ability to engage in effective harm reduction practices. 
The examination highlights the need for clear, accessible, 
and stigma-free policies to ensure law enforcement plays 
a constructive role in addressing substance use disor-
ders. These overarching trends emphasize the paramount 

need to not only understand but also address the under-
currents of stigma to actualize true harm reduction and 
save lives. Efforts are underway federally to develop and 
deliver essential treatments to counteract the opioid epi-
demic, but the pervasive stigma surrounding OUD and 
other SUDs impedes these initiatives [22]. Notably, the 
criminal justice system’s stance towards SUDs, which is 
more punitive than health-oriented, contributes to this 
stigma [11].

Social stigma toward people who use drugs is pervasive 
and multifaceted, involving both public and provider-
based stigma. These forms of stigma are interconnected 
and reinforce one another, creating significant barri-
ers for people who use drugs in seeking and receiving 
treatment. When individuals experience stigma from 
healthcare providers, such as dismissive attitudes or dis-
criminatory care, they may develop anticipatory stigma, 
avoiding future healthcare interactions out of fear of 
judgment. This can lead to feelings of hopelessness and 
lower chances of recovery [28, 29]. Public stigma, which 
includes societal stereotypes and discrimination, also 
plays a crucial role. TPB suggests that perceived social 
pressure influences behaviors, and LEOs, who often 
serve as a bridge between the public and the health sys-
tem, are influenced by the public attitudes they observe. 
Therefore, understanding both public and provider-based 
stigma is essential in addressing these issues. Addressing 
both forms of stigma can reduce barriers to care, improve 
access to treatment, and potentially lead to better out-
comes in recovery [24]. Our study documents consider-
able stigma, particularly in the areas of perceived danger, 
blame, and social distancing, both among LEOs and the 
public in rural Tennessee.

Stigma associated with drug use exists in both urban 
and rural settings, but findings indicate a heightened 
sense of stigma in rural environments compared to urban 
ones. One such study used data from the Person to Per-
son (P2P) Health Interview Study, revealing that rural 
dwellers reported significantly higher levels of stigma 
towards individuals using opioids nonmedically com-
pared to urban dwellers [30, 31]. They found that indi-
viduals from more rural counties were not only more 
likely to know someone with a substance use disorder 
but also associated higher levels of stigma with treat-
ment, including fear of becoming a social outcast, losing 
friends, and facing limited opportunities. Heightened 
stigma in rural areas can also discourage people who use 
drugs from seeking treatment or using life-saving medi-
cations like naloxone, further exacerbating the overdose 
crisis in these regions [9, 29, 32]. Another study suggests 
that stigma might be more pronounced in rural areas due 
to the reduced anonymity of residents and their limited 
access to, or resistance against, accurate and comprehen-
sive information about the causes and realities of drug 
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use [33]. This lack of anonymity and access increases the 
social pressure to conform to stigmatizing norms, mak-
ing it even harder for individuals to seek help without 
fear of judgment from their community [34].

Given the high prevalence of OUD and other SUDs 
and the reluctance to seek treatment in rural communi-
ties [6], our findings underline the need for anti-stigma 
interventions and stigma reduction campaigns. As our 
understanding of stigma related to OUD and other SUDs 
in rural communities evolves, it remains crucial to con-
tinually evaluate the attitudes of providers and commu-
nity members to inform these campaigns. Additionally, 
our findings suggest that both community members and 
LEOs in rural areas harbor significant stigma towards 
individuals with SUDs, which can impede the effective-
ness of public health interventions. Our study found that 
while individual characteristics, including self-reported 
gender, race/ethnicity, and their interaction, approached 
significance when examined separately, they are impor-
tant factors to consider. When we look at all individual 
characteristics together, they were significantly associ-
ated with stigma scores. This underscores the need for 
tailored interventions that address the specific cultural 
and societal dynamics of rural communities and spe-
cific populations and subgroups [18]. To reduce stigma 
beyond anti-stigma campaigns, targeted educational 
interventions and contact strategies can be valuable. Law 
enforcement training and curricular changes in medi-
cal education are examples of direct approaches that 
improve understanding of OUD [9]. However, the long-
term effectiveness of these interventions remains unclear 
[35]. Indirect strategies, such as media reform and guid-
ance on reducing stigmatizing portrayals, also hold 
promise in addressing public stigma [36]. More research 
is needed to determine the sustained impact of these 
methods in reducing both public and provider-based 
stigma.

Although this study found a documented level of com-
munity stigma across each domain as well as similarities 
in stigma level between LEOs and community members, 
there are some limitations. Future research should con-
sider including self-reported drug use, as it may interact 
with demographics like age or education, offering deeper 
insights into stigma [37, 38]. Additionally, the findings 
from rural Tennessee may not be generalizable to other 
rural areas, where cultural and economic differences 
can influence stigma (Monnat & Rigg, 2016). This study 
design was the potential selection bias exhibited during 
the community participant recruitment process. Conve-
nience sampling was done to recruit community partici-
pants, which could result in an unbalanced selection of 
the population. Future researchers should opt for a ran-
dom sampling technique to avoid this potential discrep-
ancy. The difference in the number of participants for 

LEOs and community members was another limitation. 
Only 48 LEOs were a part of this study compared to 393 
community members. With this, statistical power was not 
maximized, and variation in group sizes could potentially 
skew the results, most notably in the breakdown classi-
fications of race. Future researchers should consider this 
in the recruitment process and aim to have closer group 
sizes. Another limitation was that LEOs self-selected into 
the harm reduction training, which may have introduced 
selection bias. Officers who opted into the training may 
have had more favorable attitudes toward harm reduc-
tion strategies or greater openness to learning about 
substance use interventions compared to those who did 
not attend. This study was also limited by the potential 
for social desirability bias, where participants may have 
provided responses they perceived as more acceptable 
rather than their true beliefs. Additionally, the collection 
of limited demographic characteristics (age, race, and 
gender) restricts a deeper exploration of how other fac-
tors may influence stigma. Furthermore, examining only 
two groups—LEOs and community members—limits the 
generalizability of the findings. Future research should 
explore stigma across other sectors, such as healthcare 
providers, emergency responders, and additional com-
munity and social support groups.

Despite these limitations, the current study contrib-
utes to a strong foundation for future studies investigat-
ing social level stigma towards people who use drugs. 
To our knowledge, this is the first study to assess simi-
larities in stigma level towards individuals with OUD or 
other SUDs among rural-based LEOs and community 
members from the same population. Our research sug-
gests that both LEOs and community members in a rural 
Tennessee county have a documented level of stigma 
measured by the dangerousness, blame, social distance, 
and fatalism domains as well as similar beliefs/percep-
tions in relation to drug abuse and the opioid epidemic. 
With this, our work provides support for future research 
intended to investigate provider-level and community-
level stigma towards people who use drugs. Notably, our 
study met its objectives of estimating the prevalence of 
stigma towards individuals with OUD and other SUDs 
within rural communities and illustrating the parallels in 
stigma levels between LEOs and community members.

In conclusion, our study highlights the pervasive 
stigma associated with OUD in rural Tennessee, suggest-
ing an urgent need for both continued research and the 
immediate implementation of strategies proven to reduce 
stigma and enhance treatment outcomes. Future policies 
should focus on community-specific barriers and facili-
tators to care, promoting a more inclusive and effective 
health response.



Page 10 of 11Stone et al. Harm Reduction Journal          (2024) 21:195 

Supplementary Information
The online version contains supplementary material available at ​h​t​t​​p​s​:​/​​/​d​o​​i​.​​o​r​
g​/​1​0​.​1​1​8​6​/​s​1​2​9​5​4​-​0​2​4​-​0​1​1​1​4​-​7​​​​​.​​

Supplementary Material 1

Acknowledgements
This work is supported by the Health Resources and Services Administration 
(HRSA) of the U.S. Department of Health and Human Services (HHS) as part 
of an award totaling $1,000,000 with 0% percentage financed with non-
governmental sources. The contents are those of the author(s) and do not 
necessarily represent the official views of, nor an endorsement, by HRSA, HHS, 
or the U.S. Government. For more information, please visit HRSA.gov.

Author contributions
K.W.S. was involved in drafting the manuscript, conducting the initial 
analysis, conceptualizing the study, collecting data, and reviewing and 
editing the manuscript. G.M.C. was the lead author, drafted the manuscript, 
and conducted the initial analysis. C.C. and M.A. reviewed and edited the 
manuscript, helped conceptualize the study, and collected data. A.S.B. 
provided statistical assistance and reviewed and edited the manuscript. All 
authors reviewed the final manuscript.

Funding
This work is supported by the Health Resources and Services Administration 
(HRSA) of the U.S. Department of Health and Human Services (HHS) as part 
of an award totaling $1,000,000 with 0% percentage financed with non-
governmental sources. The contents are those of the author(s) and do not 
necessarily represent the official views of, nor an endorsement, by HRSA, HHS, 
or the U.S. Government. For more information, please visit HRSA.gov.

Data availability
No datasets were generated or analysed during the current study.

Declarations

Competing interests
The authors declare no competing interests.

Author details
1Health and Human Performance, Middle Tennessee State University, 
1301 E. Main Street Box 96, Murfreesboro, TN 37132, USA
2Center for Health and Human Services, Middle Tennessee State 
University, 1114 East Lytle Street Box 99, Murfreesboro, TN 37132, USA

Received: 24 July 2024 / Accepted: 30 October 2024

References
1.	 Centers for Disease Control and Prevention. Understanding the Opioid 

Overdose Epidemic | Opioids | CDC [Internet]. 2023 [cited 2023 Oct 12]. ​h​t​t​​p​s​
:​/​​/​w​w​​w​.​​c​d​c​​.​g​o​v​​/​o​v​​e​r​​d​o​s​​e​-​p​r​​e​v​e​​n​t​​i​o​n​​/​a​b​o​​u​t​/​​u​n​​d​e​r​​s​t​a​n​​d​i​n​​g​-​​t​h​e​-​o​p​i​o​i​d​-​o​v​e​r​
d​o​s​e​-​e​p​i​d​e​m​i​c​.​h​t​m​l​?​C​D​C​_​A​A​r​e​f​_​V​a​l​=​h​t​t​p​s​:​/​/​w​w​w​.​c​d​c​.​g​o​v​/​o​p​i​o​i​d​s​/​b​a​s​i​c​s​/​e​
p​i​d​e​m​i​c​.​h​t​m​l​​​​​​​

2.	 Tennessee Department of Health. Opioids [Internet]. 2023 [cited 2023 Oct 
12]. https:/​/www.tn​.gov/tb​i/cr​ime-is​sues/cr​ime-iss​ues/​opioids.html

3.	 Tennessee Department of Health. Tennessee Drug Overdose Data Dashboard 
[Internet]. 2024 [cited 2024 Sep 19]. ​h​t​t​​p​s​:​/​​/​w​w​​w​.​​t​n​.​​g​o​v​/​​h​e​a​​l​t​​h​/​h​e​a​l​t​h​-​p​r​o​g​r​
a​m​-​a​r​e​a​s​/​p​d​o​/​p​d​o​/​d​a​t​a​-​d​a​s​h​b​o​a​r​d​.​h​t​m​l​​​​​​​

4.	 Assistant Secretary for Planning and Evaluation. U.S. DEPARTMENT OF HEALTH 
AND HUMAN SERVICES OVERDOSE PREVENTION STRATEGY [Internet]. Health 
and Human Services (HHS); 2021 [cited 2023 Oct 12]. ​h​t​t​​p​s​:​/​​/​a​s​​p​e​​.​h​h​​s​.​g​o​​v​/​s​​i​t​​
e​s​/​​d​e​f​a​​u​l​t​​/​f​​i​l​e​​s​/​d​o​​c​u​m​​e​n​​t​s​/​1​0​1​9​3​6​d​a​9​5​b​6​9​a​c​b​8​4​4​6​a​4​b​a​d​9​1​7​9​c​c​0​/​o​v​e​r​d​o​s​
e​-​p​r​e​v​e​n​t​i​o​n​-​s​t​r​a​t​e​g​y​.​p​d​f​​​​​​​

5.	 The White House. The White House. 2023 [cited 2023 Oct 12]. ICYMI: Biden-
Harris Administration Announces $450 M to Support President Biden’s Unity 
Agenda Efforts to Beat the Overdose Epidemic Save Lives | ONDCP. ​h​t​t​​p​s​:​/​​/​w​

w​​w​.​​w​h​i​​t​e​h​o​​u​s​e​​.​g​​o​v​/​​o​n​d​c​​p​/​b​​r​i​​e​f​i​​n​g​-​r​​o​o​m​​/​2​​0​2​3​​/​0​9​/​​0​1​/​​i​c​​y​m​i​​-​b​i​d​​e​n​-​​h​a​​r​r​i​s​-​a​d​
m​i​n​i​s​t​r​a​t​i​o​n​-​a​n​n​o​u​n​c​e​s​-​4​5​0​m​-​t​o​-​s​u​p​p​o​r​t​-​p​r​e​s​i​d​e​n​t​-​b​i​d​e​n​s​-​u​n​i​t​y​-​a​g​e​n​d​a​-​e​f​
f​o​r​t​s​-​t​o​-​b​e​a​t​-​t​h​e​-​o​v​e​r​d​o​s​e​-​e​p​i​d​e​m​i​c​-​s​a​v​e​-​l​i​v​e​s​/​​​​​​​

6.	 Fortney J, Booth BM. Access to Substance Abuse Services in Rural Areas. 
In: Alcoholism: Services Research in the Era of Managed Care Organization 
Access Economics Outcome [Internet]. Boston, MA: Springer US; 2001 [cited 
2023 Oct 12]. pp. 177–97. (Recent Developments in Alcoholism). ​h​t​t​​p​s​:​/​​/​d​o​​i​.​​o​
r​g​/​1​0​.​1​0​0​7​/​9​7​8​-​0​-​3​0​6​-​4​7​1​9​3​-​3​_​1​0​​​​​​​

7.	 Green HD, Pescosolido BA. Social pathways to care: how community-based 
network ties shape the health care response of individuals with mental 
health problems. Soc Psychiatry Psychiatr Epidemiol. 2024;59(3):431–42.

8.	 Earnshaw VA. Stigma and substance use disorders: a clinical, research, and 
advocacy agenda. Am Psychol. 2020;75(9):1300–11.

9.	 Tsai AC, Kiang MV, Barnett ML, Beletsky L, Keyes KM, McGinty EE, et al. Stigma 
as a fundamental hindrance to the United States opioid overdose crisis 
response. PLOS Med. 2019;16(11):e1002969.

10.	 Zwick J, Appleseth H, Arndt S. Stigma: how it affects the substance use disor-
der patient. Subst Abuse Treat Prev Policy. 2020;15(1):50.

11.	 Kruis NE, Choi J, Donohue RH. Police Officers, Stigma, and the Opioid Epi-
demic. Int J Police Sci Manag 2020 Doi 1011771461355720962524 [Internet]. 
2020 Oct 28 [cited 2023 Oct 12]; ​h​t​t​​p​s​:​/​​/​w​w​​w​.​​r​a​n​​d​.​o​r​​g​/​p​​u​b​​s​/​e​x​t​e​r​n​a​l​_​p​u​b​l​i​c​
a​t​i​o​n​s​/​E​P​6​8​3​2​1​.​h​t​m​l​​​​​​​

12.	 Kruis NE, Merlo AV. A preliminary Assessment of Stigma in Law enforcement 
officers’ responses to opioid overdoses. J Drug Issues. 2021;51(2):301–22.

13.	 Link BG, Phelan JC. Conceptualizing Stigma. Annu Rev Sociol. 2001;27:363–85.
14.	 Foster S. Socioeconomic status and mental illness stigma: how income level 

and social dominance orientation may help to perpetuate stigma. Stigma 
Health. 2021;6(4):487–93.

15.	 Liamputtong P, Rice ZS, Stigma. Discrimination, and Social Exclusion. In: 
Liamputtong P, editor. Handbook of Social Inclusion: Research and Practices 
in Health and Social Sciences [Internet]. Cham: Springer International Pub-
lishing; 2020 [cited 2023 Oct 12]. pp. 1–17. ​h​t​t​​p​s​:​/​​/​d​o​​i​.​​o​r​g​/​1​0​.​1​0​0​7​/​9​7​8​-​3​-​0​3​
0​-​4​8​2​7​7​-​0​_​6​-​2​​​​​​​

16.	 Stangl AL, Earnshaw VA, Logie CH, van Brakel W, Simbayi C, Barré L. The health 
stigma and discrimination Framework: a global, crosscutting framework to 
inform research, intervention development, and policy on health-related 
stigmas. BMC Med. 2019;17(1):31.

17.	 Turan JM, Elafros MA, Logie CH, Banik S, Turan B, Crockett KB, et al. Challenges 
and opportunities in examining and addressing intersectional stigma and 
health. BMC Med. 2019;17(1):7.

18.	 National Academies of Sciences, Engineering, and Medicine. Ending Dis-
crimination Against People with Mental and Substance Use Disorders: The 
Evidence for Stigma Change [Internet]. Washington, D.C.: National Academies 
Press. 2016 [cited 2023 Oct 12]. http://​www.nap​.edu/ca​talo​g/23442

19.	 Davis CS, Johnston J, Zerden L, de Clark S, Castillo K, Childs T. Attitudes of 
North Carolina law enforcement officers toward syringe decriminalization. 
Drug Alcohol Depend. 2014;144:265–9.

20.	 Kulesza M, Matsuda M, Ramirez JJ, Werntz AJ, Teachman BA, Lindgren KP. 
Towards greater understanding of addiction stigma: intersectionality with 
race/ethnicity and gender. Drug Alcohol Depend. 2016;169:85–91.

21.	 Wickham H. ggplot2: Elegant Graphics for Data Analysis. [Internet]. New York: 
Springer-Verlag; 2016 [cited 2023 Oct 12]. http://ggplot2.org

22.	 Adams VJM, Volkow ND. Ethical imperatives to overcome Stigma Against 
People with Substance Use disorders. AMA J Ethics. 2020;22(8):702–8.

23.	 Ajzen I. The theory of planned behavior. Organ Behav Hum Decis Process. 
1991;50(2):179–211.

24.	 Del Pozo B, Sightes E, Goulka J, Ray B, Wood CA, Siddiqui S, et al. Police discre-
tion in encounters with people who use drugs: operationalizing the theory of 
planned behavior. Harm Reduct J. 2021;18(1):132.

25.	 Reichert J, Adams S, Taylor J, Pozo B. del. Guiding officers to deflect citizens 
to treatment: an examination of police department policies in Illinois. Health 
Amp Justice [Internet]. 2023 [cited 2023 Oct 12];11(1). ​h​t​t​​p​s​:​/​​/​d​o​​i​.​​o​r​g​/​1​0​.​1​1​8​6​
/​s​4​0​3​5​2​-​0​2​3​-​0​0​2​0​7​-​y​​​​​​​

26.	 Zgierska AE, White VM, Balles J, Nelson C, Freedman J, Nguyen TH, et al. 
Pre-arrest diversion to addiction treatment by law enforcement: protocol for 
the community-level policing initiative to reduce addiction-related harm, 
including crime. Health Justice. 2021;9(1):9.

27.	 Sirotich F. The Criminal Justice Outcomes of Jail Diversion Programs for per-
sons with Mental illness: a review of the evidence. J Am Acad Psychiatry Law 
Online. 2009;37(4):461–72.

https://doi.org/10.1186/s12954-024-01114-7
https://doi.org/10.1186/s12954-024-01114-7
https://www.cdc.gov/overdose-prevention/about/understanding-the-opioid-overdose-epidemic.html?CDC_AAref_Val=https://www.cdc.gov/opioids/basics/epidemic.html
https://www.cdc.gov/overdose-prevention/about/understanding-the-opioid-overdose-epidemic.html?CDC_AAref_Val=https://www.cdc.gov/opioids/basics/epidemic.html
https://www.cdc.gov/overdose-prevention/about/understanding-the-opioid-overdose-epidemic.html?CDC_AAref_Val=https://www.cdc.gov/opioids/basics/epidemic.html
https://www.cdc.gov/overdose-prevention/about/understanding-the-opioid-overdose-epidemic.html?CDC_AAref_Val=https://www.cdc.gov/opioids/basics/epidemic.html
https://www.tn.gov/tbi/crime-issues/crime-issues/opioids.html
https://www.tn.gov/health/health-program-areas/pdo/pdo/data-dashboard.html
https://www.tn.gov/health/health-program-areas/pdo/pdo/data-dashboard.html
https://aspe.hhs.gov/sites/default/files/documents/101936da95b69acb8446a4bad9179cc0/overdose-prevention-strategy.pdf
https://aspe.hhs.gov/sites/default/files/documents/101936da95b69acb8446a4bad9179cc0/overdose-prevention-strategy.pdf
https://aspe.hhs.gov/sites/default/files/documents/101936da95b69acb8446a4bad9179cc0/overdose-prevention-strategy.pdf
https://www.whitehouse.gov/ondcp/briefing-room/2023/09/01/icymi-biden-⁠harris-administration-announces-450m-to-support-president-bidens-unity-agenda-efforts-to-beat-the-overdose-epidemic-save-lives/
https://www.whitehouse.gov/ondcp/briefing-room/2023/09/01/icymi-biden-⁠harris-administration-announces-450m-to-support-president-bidens-unity-agenda-efforts-to-beat-the-overdose-epidemic-save-lives/
https://www.whitehouse.gov/ondcp/briefing-room/2023/09/01/icymi-biden-⁠harris-administration-announces-450m-to-support-president-bidens-unity-agenda-efforts-to-beat-the-overdose-epidemic-save-lives/
https://www.whitehouse.gov/ondcp/briefing-room/2023/09/01/icymi-biden-⁠harris-administration-announces-450m-to-support-president-bidens-unity-agenda-efforts-to-beat-the-overdose-epidemic-save-lives/
https://doi.org/10.1007/978-0-306-47193-3_10
https://doi.org/10.1007/978-0-306-47193-3_10
https://www.rand.org/pubs/external_publications/EP68321.html
https://www.rand.org/pubs/external_publications/EP68321.html
https://doi.org/10.1007/978-3-030-48277-0_6-2
https://doi.org/10.1007/978-3-030-48277-0_6-2
http://www.nap.edu/catalog/23442
http://ggplot2.org
https://doi.org/10.1186/s40352-023-00207-y
https://doi.org/10.1186/s40352-023-00207-y


Page 11 of 11Stone et al. Harm Reduction Journal          (2024) 21:195 

28.	 Muncan B, Walters SM, Ezell J, Ompad DC. They look at us like junkies: influ-
ences of drug use stigma on the healthcare engagement of people who 
inject drugs in New York City. Harm Reduct J. 2020;17(1):53.

29.	 Sibley AL, Klein E, Cooper HLF, Livingston MD, Baker R, Walters SM, et al. The 
relationship between felt stigma and non-fatal overdose among rural people 
who use drugs. Harm Reduct J. 2024;21(1):77.

30.	 Green HD, Pescosolido BA. Social pathways to care: how community-based 
network ties shape the health care response of individuals with mental 
health problems. Soc Psychiatry Psychiatr Epidemiol. 2023;1–12.

31.	 Perry BL, Pescosolido BA, Krendl AC. The unique nature of public stigma 
toward non-medical prescription opioid use and dependence: a national 
study. Addiction. 2020;115(12):2317–26.

32.	 Pijl EM, Alraja A, Duff E, Cooke C, Dash S, Nayak N, et al. Barriers and facilitators 
to opioid agonist therapy in rural and remote communities in Canada: an 
integrative review. Subst Abuse Treat Prev Policy. 2022;17(1):62.

33.	 Ezell JM, Walters S, Friedman SR, Bolinski R, Jenkins WD, Schneider J, et al. 
Stigmatize the use, not the user? Attitudes on opioid use, drug injection, 
treatment, and overdose prevention in rural communities. Soc Sci Med. 
2021;268:113470.

34.	 Baker R, Fredericksen RJ, Rudolph AE, Stopka TJ, Walters SM, Fadanelli M, et 
al. Overdose responses among rural people who use drugs: a multi-regional 
qualitative study. Harm Reduct J. 2024;21(1):107.

35.	 Thornicroft G, Mehta N, Clement S, Evans-Lacko S, Doherty M, Rose D, et al. 
Evidence for effective interventions to reduce mental-health-related stigma 
and discrimination. Lancet Lond Engl. 2016;387(10023):1123–32.

36.	 Associated Press. The Associated Press Stylebook 2017: And Briefing on Media 
Law. 2017.

37.	 Keyes KM, Cerdá M, Brady JE, Havens JR, Galea S. Understanding the rural–
urban differences in nonmedical prescription opioid use and abuse in the 
United States. Am J Public Health. 2014;104(2):e52–9.

38.	 Monnat SM, Rigg KK. Examining Rural/Urban differences in prescription 
opioid misuse among U.S. adolescents. J Rural Health off J Am Rural Health 
Assoc Natl Rural Health Care Assoc. 2016;32(2):204–18.

Publisher’s note
Springer Nature remains neutral with regard to jurisdictional claims in 
published maps and institutional affiliations.


	﻿A cross-sectional study of stigma towards opioid users among rural law enforcement and community members in tennessee
	﻿Abstract
	﻿Highlights
	﻿Background
	﻿Methods
	﻿Sample
	﻿Materials
	﻿Data analysis

	﻿Results
	﻿Reported normalized mean stigma domain scores for community and LEOs
	﻿Differences in stigma level by participant characteristics

	﻿Discussion
	﻿References


