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The words we use to describe mental illnesses and substance use
disorders (addiction to alcohol and other legal and illegal drugs) can
impact the likelihood that people will seek help and the quality of
the help they receive. Research indicates that stigma—negative
attitudes toward people based on distinguishing characteristics—
contributes in multiple ways to poorer health outcomes; conse-
quently, it has been identified as a critical focus for research and
interventions [1].
Researchers and clinicians can help reduce stigma by carefully

choosing the words they use to describe mental health conditions
and addictions and the people who are affected by them. Language
plays a major role in shaping people’s thoughts and beliefs, and
scientific communication can sometimes be an inadvertent vector of
harmful stereotypes and assumptions. Utilizing scientifically accurate
language and terms that centralize the experience of patients who
experience psychiatric conditions and that validate their worth can
positively affect how they are treated within healthcare and in
society more generally.
Mental illnesses and substance use disorders have always been

among the most stigmatized of health conditions. Despite advances
over the last few decades in educating healthcare providers and the
public about the genetic and neurobiological underpinnings of
these conditions, stigma persists. Efforts to reduce stigma are
considered to be an important component of removing barriers to
care, especially given the fact that 35% of people with serious
mental illness in the U.S., and nearly 90% of people with substance
use disorders, do not receive treatment [2]. Stigma is one of several
factors that can limit the utilization of treatment services [3]. For
instance, people with alcohol use disorder (AUD) who perceive a
high degree of public stigma toward those with their condition were
about half as likely to seek help as those perceiving a low degree of
stigma [4]
Even care providers sometimes stigmatize individuals with mental

illnesses. Bias among medical professionals and mental health
service providers can reduce the likelihood that individuals with
mental illnesses will be offered or receive appropriate treatment or
be referred for specialty care [5]. Efforts to reduce provider stigma
hold promise. In one recent study, testimony from patients who
benefited from treatment for mental illness reduced stigma among
medical students. Such approaches could help improve the
likelihood and quality of mental healthcare delivery [6].
Additional damaging effects of stigma arise when it is

internalized—known as self-stigma. Self-stigma significantly

decreases interest in seeking help for mental health concerns
[7, 8]. Research shows that self-stigma negatively impacts the
recovery of people with severe mental illnesses by decreasing
their self-esteem and self-worth, reducing their hope for
recovery, affecting their social relationships, and worsening
their psychiatric symptoms. Studies also suggest that self-stigma
increases avoidant coping and suicide risk as well reducing
treatment adherence and vocational functioning [9].
Stigma against people with substance use disorders has proven

particularly intractable. The public continues to see these
disorders as character flaws or even as deviance, contributing
to a treatment-averse mindset even among some physicians
and healthcare providers. Addiction is a brain disorder and, as
such, should be considered as treatable like any other medical
condition.
Pioneering research showing the power of word choice in

determining professionals’ motivation to treat or not treat people
with addictive disorders was conducted over a decade ago by
researchers at Harvard [10]. In one study using case vignettes,
doctoral-level clinicians in mental health and addiction were more
likely to favor punishment (a jail sentence) versus treatment for a
character when that individual was described as a “substance
abuser,” versus when they were described as having a “substance
use disorder”—all other words in the descriptions being identical.
This finding has been replicated with mental health professionals
and other groups.
Given the persistence of implicitly stigmatizing terms like

“addict,” “alcoholic,” “abuser,” and so on, even in professional
literature, it is perhaps not surprising that the treatment gap is
even wider for substance use disorders than for other psychiatric
conditions. Despite being in the midst of a devastating, widely
publicized opioid crisis, and despite the existence of three
effective medications to treat opioid use disorder (OUD), in 2019
only 18% of people with OUD received medications to treat it [2].
Treatment rates for AUD are especially low (e.g., 7.6% in 2019) [2].
There are three effective medications to treat AUD, yet in 2019
fewer than 2% of people with AUD received any of those
medications [2, 11].
In 2019, over 17% of people with an alcohol or other substance

use disorder reported they did not seek treatment due to
concerns that their neighbors or community would have a
negative opinion of them [2]. In addition, previous painful
experiences of discrimination in healthcare settings may cause
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people with addiction to avoid seeking treatment. Like stigma for
other mental illnesses, stigma around addiction is internalized as
an ongoing source of shame, and the resulting distressing
isolation can lead to further substance misuse [12].
Stigma around treatments for addiction is also an issue. For

instance, the persistent belief that agonist medications for OUD
(methadone and buprenorphine) “just substitute one addiction for
another” has helped perpetuate their low implementation in
healthcare and justice settings. The widely used term “medication-
assisted treatment” (MAT) also stigmatizes these pharmacothera-
pies as less than adequate in their own right and as distinct from
medications for other medical conditions, which are simply
referred to as medications to treat cancer, HIV, hypertension,
and so on. “Medication to treat substance use disorder”—or more
specifically, “medication to treat opioid use disorders” or
“medication to treat AUD”—should be used instead of MAT. Note
that, as with other mental disorders, there is mutual benefit of
both pharmacotherapies and behavioral treatments for substance
use disorders.

PERSON-CENTERED LANGUAGE
Language norms are continuously shifting, and not all patient
groups necessarily agree on preferred terms. But generally
speaking, researchers, clinicians, and others who interact with or
communicate about mental and substance use disorders are
encouraged to replace potentially stigmatizing terms and labels
with neutral, person-centered language. Person-centered lan-
guage reflects that the disorder or illness is only one aspect of a
person’s life, not the defining characteristic.
Using a person-centered approach, for example, someone

should be described as “a person with schizophrenia” or “a
person with psychosis,” rather than being described as “schizo-
phrenic” or “psychotic.” Similarly, instead of describing a person
with drug addiction as an “addict” or “abuser,” refer to them as
having a substance use disorder or having an addiction—both are
acceptable, even if the former is more precise. Likewise, refer to
someone as being “a person with an AUD” rather than “an
alcoholic.” Moreover, the word ”alcoholic” should not be used as
an adjective; for instance, the term “alcohol-associated liver
disease” should be used instead of “alcoholic liver disease,” to
lessen the potential impact of stigma on care for people with liver
disease, including those in need of a liver transplant [13].
Care should also be taken to avoid terminology that implies

a negative value judgment. For example, when referring to
suicide, care should be taken to say “died by suicide” rather than
“committed suicide,” since “commit” connotes criminality or sin.
Suicide attempts should also not be described as “successful” or
“unsuccessful” (or “failed”). Instead, use “survived a suicide attempt,”
just as one might describe an individual who has survived cancer or
a heart attack.
Similarly, in the context of substance use, the words “clean” and

“dirty” should be avoided when referring to drug toxicology
results (i.e., negative or positive urine tests); nor should “clean” be
used to refer to being abstinent from drugs or in recovery from a
drug use disorder. And importantly, the word “abuse,” both as
noun and verb, should be replaced by “misuse” or just “use.”
Although “abuse” was once a diagnostic category and still appears
as such in some surveys, its removal from the DSM-5 in 2013
reflected a major progressive shift toward conceptualizing people
with addiction as having a treatable medical condition rather than
as being guilty of misbehavior. The term “abuse” remains in the
names of our NIH Institutes that study addiction, although there is
increased interest—both in the scientific community as well as
among the affected patient populations—in seeing those names
changed to reflect current understandings of addiction as a
disorder.

Comprehensive guidelines for communicating about mental
illness and substance use disorders in a nonstigmatizing way are
available in the literature [14] and on the websites of NIDA and
NIAAA. But since principles of nonstigmatizing language are not
always consistent between groups and since language norms
shift, it is important for researchers and institutions to engage
directly with communities affected by the conditions they study,
to understand what those communities prefer.
Stigma is particularly difficult to eliminate, even with

educational and other interventions, and carefully considered
language is only one part of addressing it. But it is also one of
the most immediate ways in which researchers and others who
communicate about stigmatized conditions can effect change.
Appropriate terminology can encourage a person-centered
framing of the condition, one that implicitly reinforces that
affected individuals deserve compassion and care and that
signals what science has shown to be the case: that in many or
most cases, mental illnesses and substance use disorders can be
treated or managed, and that people can hope to achieve
recovery.
This kind of shift in mindset is crucial for mobilizing needed

resources toward the provision of quality mental health and
addiction services and eroding the prejudices that keep
people who need those services from seeking or receiving
them. It is also crucial to help educate the wider public about
conditions that have long been, and continue to be, greatly
misunderstood.
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