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ABSTRACT. Background: Evidence suggests that some physicians harbor negative attitudes
towards patients with substance use disorders (SUDs). The study sought to (1) measure internal
medicine residents’ attitudes towards patients with SUDs and other conditions; (2) determine
whether demographic factors influence regard for patients with SUDs; and (3) assess the
efficacy of a 10-hour addiction medicine course for improving attitudes among a subset of
residents. Methods: A prospective cohort study of 128 internal medicine residents at an aca-
demic medical center in New York City. Scores from the validated Medical Condition Regard
Scale (MCRS) were used to assess attitude towards patients with alcoholism, dependence on
narcotic pain medication, heartburn, and pneumonia. Demographic variables included gender,
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MELTZER ET AL. 357

postgraduate training year, and prior addiction education. Results: Mean baseline MCRS scores
were lower (less regard) for patients with alcoholism (41.4) and dependence on narcotic pain
medication (35.3) than for patients with pneumonia (54.5) and heartburn (48.9) (P < .0001).
Scores did not differ based upon gender, prior hours of addiction education, or year of train-
ing. After the course, MCRS scores marginally increased for patients with alcoholism (mean
increased by 0.16, P = .04 [95% confidence interval, CI: 0.004–0.324]) and dependence on
narcotic pain medication (mean increased by 0.09, P = .10 [95% CI: 0.02–0.22]). Conclusions:
Internal medicine residents demonstrate less regard for patients with SUDs. Participation in
a course in addiction medicine was associated with modest attitude improvement; however,
other efforts may be necessary to ensure that patients with potentially stigmatized conditions
receive optimal care.

Keywords: Addiction education, alcoholism, narcotic pain medication dependence, stigma

INTRODUCTION

Internists and other primary care providers have long been
recognized as a first-line resource for screening patients for
substance use disorders (SUDs) and referring them for treat-
ment for addiction (1–3). However, there is evidence that
some physicians harbor negative attitudes towards patients
with SUDs (4). This is concerning, as stigma, defined as
negative labeling of individuals or negative attitudes towards
individuals that leads to inequity, can negatively impact med-
ical care for this vulnerable population (4–6). Previous re-
search demonstrates that a negative regard for patients leads
to a decreased willingness to provide patient care and, conse-
quently, suboptimal clinical outcomes (4, 7, 8). In particular,
experts suggest that poor attitude, or even low professional
satisfaction caring for individuals with SUDs, affects ev-
erything from making an initial diagnosis of a SUD to a
patient’s likelihood of recovery (4, 9, 10). Thus, it is partic-
ularly problematic when primary care providers, who have a
unique opportunity to identify patients with SUDs and refer
to treatment, harbor negative feelings (11, 12). Not only does
it create a potentially hostile clinical environment in which
patients themselves might feel uncomfortable disclosing and
discussing their SUD with their physicians, but evidence also
suggests that it hampers patients’ recovery by negatively af-
fecting self-esteem, self-efficacy, and longitudinal disease
management (4, 5).

Thus, it is with the appropriate import that substance abuse
education for resident physicians has expanded beyond ob-
taining knowledge regarding the diagnosis and management
of SUDs to include addressing attitudes towards individuals
with SUDs (13, 14). With this in mind, and in an effort to im-
prove our internal medicine resident didactic curriculum, we
set out to measure our internal medicine trainees’ attitudes
towards individuals with SUDs, as compared with other com-
monly encountered medical conditions. Based upon the prior
work of Jackson et al., we designed a 10-hour novel addic-
tion medicine course for improving attitudes towards patients
with SUDs among a subset of our trainees (first-year inter-
nal medicine residents). After completing the course, these

trainees’ attitudes were reassessed to evaluate the impact of
this educational program (13).

We hypothesized that residents would exhibit lower regard
for patients with substance use disorders than for other com-
mon medical conditions. Secondly, as demonstrated in prior
studies, we hypothesized that this regard would become more
negative over time (i.e., over the course of medical residency),
with increasing clinical experience (15–17). Finally, we an-
ticipated that targeted education during internship would im-
prove residents’ attitudes towards patients with SUDs.

METHODS

Sample

From January 2012 through April 2012, 128 internal
medicine residents were surveyed while on ambulatory
medicine rotations. At baseline, the majority of residents
(59%) reported between 1 and 10 hours of prior addiction
education. Of the remainder, 11% reported no prior addition
education, 21% reported between 11 and 20 hours of prior
addiction education, and 9% reported over 20 hours of prior
addiction education.

Addiction Course

An intensive 10-hour addiction course was created for first-
year internal medicine residents during their designated
2-week ambulatory rotation. Based upon the prior work
of Jackson et al., the curriculum was designed to increase
knowledge and competencies with respect to substance use
(13). These authors outline a suggested curriculum with
specific module content, which may take between 8.5 and
10 hours to complete, to meet core competencies detailed
in Project MAINSTREAM (the Multi-Agency Initiative on
Substance abuse Training and Education for America) by the
Association for Medical Education and Research in Sub-
stance Abuse (AMERSA) and set forth by the Accredi-
tation Council for Graduate Medical Education (ACGME)
(18). Educational goals included improving knowledge and
competency in the diagnosis and management of SUDs, as
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358 SUBSTANCE ABUSE

well as to “address and reassess physicians’ attitudes to-
wards unhealthy substance use and the patients with these
conditions” (13).

The curriculum comprised reading assignments and 4 in-
teractive sessions including (1) introductory lecture on ad-
diction and the brain, followed by a skill-building session on
screening, brief intervention, referral to treatment (SBIRT),
and the brief negotiated interview (BNI); (2) a lecture on
narcotic pain medication dependence and safe opioid pre-
scribing; (3) a field trip to a drug treatment facility and a
discussion about opioid replacement therapy and 12-step pro-
grams; and (4) a lecture about alcoholism and treatment of
alcohol withdrawal, followed by a 1-hour Alcoholics Anony-
mous (AA) didactic program for physicians and attendance
at an open AA meeting. The session on SBIRT and the BNI
was supplemented by videos available online through The
BNI Institute, Boston University School of Public Health, at
http://www.bu.edu/bniart.

Measures

The Medical Condition Regard Scale (MCRS) by Christison
et al. was used to assess residents’ attitudes (8). The MCRS
is a validated 11-item survey that assesses a respondent’s at-
titudes “regarding patients with” a researcher-specified med-
ical condition (15). Higher scores represent “higher regard,”
and MCRS scores for each condition were the independent
variables. For the purposes of this study, the conditions spec-
ified were alcoholism, dependence on narcotic pain medica-
tion, heartburn, and pneumonia. Alcoholism and dependence
on narcotic pain medication were the conditions of interest,
whereas heartburn and pneumonia served as control con-
ditions, both because they are traditionally nonstigmatized
and common conditions and because there was no similar 2-
week educational intervention directed to these ailments (8,
15). All residents were surveyed on day 1 of their ambulatory
care rotation. Dependent variables included demographic in-
formation that was also collected, including postgraduate
year (PGY), gender, and number of hours of prior addiction
education.

First-year residents (PGY-1) also completed the survey a
second time after attending the course in addiction medicine.
The other residents, second-year (PGY-2) and third-year
(PGY-3), did not receive the formal coursework in addic-
tion medicine and did not complete the survey again. The
institutional review board approved the study and partici-
pants were asked to provide written informed consent prior
to their participation.

Analyses

MCRS scores for patients with all 4 conditions—alcoholism,
dependence on narcotic pain medication, heartburn, and
pneumonia—were calculated and scored according to the
initial validation study (8). Paired-sample t tests assessed
for differences across all 4 conditions to test the hypoth-

esis that residents would exhibit lower regard for patients
with substance use disorders than for other common medical
conditions. One-way analysis of variance compared scores
across postgraduate training year to examine whether regard
would become more negative over time (i.e., over the course
of medical residency), with increasing clinical experience.
Student’s t test also evaluated differences in MCRS scores
by gender and number of hours of prior addiction education
(either less than or more than 20 hours). The residents’ MCRS
scores for patients with alcoholism and the 2 control condi-
tions were also compared with previously published scores
of similar conditions from medical students via independent-
sample t test using published means, standard deviations,
and sample sizes (8). For first-year residents, scores from the
first and last days of the rotation were compared to assess
whether targeted education during internship would improve
residents’ attitudes towards patients with SUDs. Differences
by gender and number of educational sessions attended (1 to
4) were evaluated using t tests for independent samples. The
data analysis was completed using IBM SPSS Statistics, ver-
sion 20.0.0 (IBM SPSS, Chicago, IL). All tests of statistical
significance were set at an alpha of .05.

RESULTS

Of the 128 internal medicine residents, 37 PGY-1, 34 PGY-2,
and 28 PGY-3 residents completed the survey (77% response
rate and 54% male). One resident did not complete the entire
MCRS; these partial data were excluded from the analysis.
PGY-1 residents completed the survey at both the beginning
and end of their rotation.

Combined MCRS scores for patients with each medical
condition, overall and by postgraduate year, are presented
in Table 1. Mean baseline MCRS scores were lower (less
regard) for patients with alcoholism (41.4) and patients with
dependence on narcotic pain medication (35.3) than for pa-
tients with pneumonia (54.5) and heartburn (48.9) (P <

.0001). There were no differences in scores based upon gen-
der, self-reported prior hours of addiction education, or year
of training.

There were no significant differences between the res-
idents’ mean MCRS scores for patients with pneumonia
and heartburn when compared with medical students’ mean
scores for patients with similar conditions previously re-
ported by Christison and colleagues (Table 1). However,
there was lower regard for patients with alcoholism when
compared with medical students’ scores, t(135) = 1.99, P =
.049 (95% confidence interval [CI]: 0.020–6.16) (8). Christi-
son and colleagues did not evaluate attitudes towards patients
with dependence on narcotic pain medication.

Matched-sample t tests demonstrate significant differ-
ences exist between residents’ MCRS scores for patients
with each of the 4 conditions (Table 2). There was the high-
est regard for patients with pneumonia when compared with
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MELTZER ET AL. 359

TABLE 1
Means and Standard Deviations of Medical Condition Regard Scale Scores, Overall and by Postgraduate Year (PGY)

Christison et al. 2002
Overall (N = 99)

Male = 54%
PGY-1 (n = 37)

Male = 57%
PGY-2 (n = 34)

Male = 60%
PGY-3 (n = 28)

Male = 42%

Medical condition n Mean SD Mean SD Mean SD Mean SD Mean SD

Pneumonia 24 53.8 6.9 54.53 6.49 55.15 5.99 53.43 6.36 55.10 7.29
Heartburn 23 50.3 6.4 48.89 5.96 50.33 6.60 48.06 4.42 48.09 6.61
Alcoholism∗ 38 44.5 9.1 41.41 7.74 41.70 7.59 39.26 8.03 40.18 7.59
Pain Medication — — — 35.30 6.18 35.05 3.42 35.59 3.03 35.25 3.45

∗Alcohol dependence rather than alcoholism used in the 2002 Christison study. The 2003 Christison study used alcoholism and had an equivalent mean
MCRS score of 44.4. Thus, only the 2002 data are presented.

patients with the other conditions (pneumonia > heartburn >

alcoholism > medication dependence).
Finally, we compared first-year residents’ pre- and post-

course MCRS scores. After the addiction medicine course,
there was a small but statistically significant increase in re-
gard for patients with alcoholism (mean score increased by
0.16, P = .04 [95% CI: 0.004–0.324]), as well as a nonsignif-
icant trend increase in regard for patients with dependence on
narcotic pain medication (mean increased by 0.09, P = .10
[95% CI: 0.02–0.22]). For the control conditions, there was
no change in mean MCRS score for patients with pneumo-
nia, whereas attitude towards patients with heartburn mod-
estly improved (mean score increased by 0.20, P = .03 [95%
CI: 0.01–0.39]). These differences in pre and post MCRS
scores did not vary when stratified by gender and number of
educational sessions attended.

DISCUSSION

Many medical educators have voiced concern that trainees
have lower regard for patients with substance use disorders
relative to patients with less stigmatized conditions (19). In-
deed, prior studies have demonstrated that resident physi-
cians are “less satisfied” when caring for these individu-
als and, furthermore, that attitudes towards individuals with
SUDs deteriorate throughout the course of residency (10,
17). Our data, collected among a cohort of internal medicine

TABLE 2
Matched-Sample t Tests Comparing the 4 Medical

Conditions

Differences Lower Upper
Condition in means SD CL CL t df P

Pneumonia-heartburn 5.69 7.24 4.25 7.14 7.83 98 .000
Heartburn-alcoholism 8.49 8.35 6.82 10.15 10.12 98 .000
Alcoholism-medication 5.12 8.48 3.44 6.81 6.04 99 .000

Note. For clarity, only included the comparison of pneumonia > heartburn
> alcoholism > medication dependence was included. All mean compar-
isons between conditions were also significant.

residents, support prior findings. Our trainees demonstrated
significantly lower regard for patients with alcoholism and
dependence on narcotic pain medication than for patients
with common medical ailments. Our finding of lower regard
for patients with alcoholism and dependence on narcotic pain
medication was consistent with our hypothesis. Furthermore,
it aligns with results from prior studies, also using the MCRS,
assessing attitudes of medical students, doctors, and other
medical professionals in the United States and across Europe
(8, 15, 20, 21).

Our data also demonstrate that residents had poorer re-
gard for patients with dependence on narcotic pain medica-
tion than for patients with alcoholism. This suggests that the
medical residents’ attitudes toward patients with alcoholism
and dependence on narcotic pain medication may indeed be
discrete. One possible explanation is the implicit (and po-
tentially enabling) role the clinician plays in providing the
substance of interest. For the patient dependent on narcotic
pain medication, the physician may be the source of the pre-
scription and may be at risk him/herself if the patient suffers
morbidity or mortality from the SUD (22). Physicians are
also taxed with monitoring patients prescribed chronic opi-
oid therapy for behaviors concerning for addiction, identi-
fying patients who are demonstrating concerning behaviors,
and referring them to addiction treatment (23–26). Perhaps
the inherent burden placed on physicians managing patients
with dependence on narcotic pain medication is more over-
whelming, leading to psychological projection by physicians
and poorer patient regard. Further qualitative research aimed
at better understanding attitudes towards these 2 unique con-
ditions might better explain our observations.

The present study did not detect differences in attitudes
related to gender or year of residency training. Other studies
have found that regard for individuals with stigmatized con-
ditions can vary depending on the amount of prior clinical
experience. For example, prior studies of physicians have
found a direct correlation between having received a medical
degree more recently and having a relatively more positive at-
titude towards patients with a history of substance abuse (27,
28). Similarly, younger general practitioners have been found
to have more positive attitudes towards individuals with
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360 SUBSTANCE ABUSE

substance use disorders when compared with older physi-
cians (29). Importantly, our data demonstrate that some PGY-
1 residents start their medical careers with relatively poor
regard for individuals with SUDs, which is problematic and
warrants further consideration.

Physicians come to training with their own unique atti-
tudes towards individuals with potentially stigmatized con-
ditions (7). It has now been recognized that educational in-
terventions are necessary, not only to ensure residents have
the requisite knowledge to diagnose and manage SUDs, but
also to mitigate negative attitudes that these physicians may
already possess (14, 30). Our study is certainly not the first to
assess trainees’ attitudes towards patients with SUDs, yet it is
unique in that we sought to empirically measure the efficacy
of our addiction curriculum in addressing negative attitudes
towards these individuals.

For the PGY-1 residents who took part in the addiction cur-
riculum, there was modest improvement in baseline regard
for patients with SUDs after completion of the course. There
was an increase in MCRS scores for patients with alcoholism
and a trend towards improvement in attitude towards patients
with dependence on narcotic pain medication. Although the
data are from a small sample of residents and a modest ed-
ucational exposure, the positive trend is encouraging and,
similar to other studies, suggests that educational interven-
tions can improve attitudes (8, 15, 31, 32). Prior research
has demonstrated that poorer knowledge is associated with
poorer attitudes; thus, it might seem likely that MCRS scores
increased concurrently as PGY-1 knowledge regarding the
diagnosis and management of alcoholism and narcotic pain
medication dependence increased (33). However, we did not
measure residents’ knowledge of SUD management, thus
such a relationship cannot be presumed.

Furthermore, a number of PGY-1 residents did not attend
the addiction course in its entirety. In fact, of the 37 residents,
20 attended all 4 sessions (54%), 10 attended 3 sessions
(27%), and 7 attended 2 sessions (19%). Given that just over
50% of the residents attended all 4 sessions, the data suggest
that improvements in scores were not associated with the
number of sessions attended; there is no evidence for a dose
response.

Improvement in residents’ MCRS scores after the course
might be partially due to the exposure to AA. In particu-
lar, there seemed to be value in the residents reading about
AA, participating in formal didactics, and then attending an
open meeting (34). Anecdotally, residents appeared to enjoy
this activity and provided positive feedback on this aspect
of the course, both during a debriefing session following the
meeting as well as on written evaluations. Prior educational
interventions utilizing AA have similarly demonstrated effi-
cacy among resident physicians (35). This positive experi-
ence with AA may also account for the differential improve-
ment in regard for patients with alcoholism versus patients
with dependence on narcotic pain medication.

The fact that the improvement in MCRS scores among our
cohort was modest does suggest that we may need to rethink
our educational approach. There is some early evidence to
suggest that motivational enhancement therapy (MET), when
administered to physicians prior to their taking an addiction
education course, may increase engagement in addiction ed-
ucation and lead to changes in attitude and behavior. Specifi-
cally, Hettema et al. administered MET to internal medicine
residents prior to their participating in a course on SBIRT to
help the trainees resolve any ambivalence they might have
about SBIRT for alcohol and substance abuse (36). It was
anticipated that the MET would positively impact attitudes
towards SBIRT as well as increase SBIRT behaviors, and
there was a positive trend among the small cohort in their
study (36). Another educational method, implementation of
reflection techniques, has been suggested as a means of im-
proving addiction education by increasing awareness of one’s
own biases (30). Among a cohort of psychiatry residents on
a 1-month rotation in addiction psychiatry, reflective journal-
ing, reflective discussion sessions with educators, and a final
reflection paper served to positively affect attitude towards
individuals with SUDs (30). Our curriculum did not incor-
porate motivational enhancement therapy or include specific
reflection techniques, but these may be worthwhile to incor-
porate in future endeavors to maximize the efficacy of the
educational program.

In addition, there is also evidence to suggest that correc-
tive professional socialization by faculty role models during
medical training can remediate the negative effects of previ-
ously held biases, at least in the context of human immunod-
eficiency virus (HIV) and acquired immunodeficiency syn-
drome (AIDS) (7). Although our study did not specifically
seek to assess this phenomenon or the efficacy of faculty role
models, it is worthwhile noting that our residents’ attitudes
did not significantly improve or worsen over the course of
their 3 years of training, which is in contrast to prior results
(17). Further longitudinal research is necessary to explore
the stability of trainees’ attitudes.

This study is not without limitations. The goal of the
study was to measure baseline MCRS scores for all internal
medicine residents and to assess whether regard for patients
with SUDs might be improved through an educational inter-
vention. Like all studies that seek to measure attitudes, and
in particular attitudes towards stigmatized disorders, social
desirability may have affected respondents’ answers; thus,
true regard may indeed be lower than what is suggested by
the MCRS (37). Similarly, regarding the number of prior
hours of substance abuse education, we relied on residents’
self-report for these data, which is inherently subject to re-
call bias (38). It must also be noted that at no point did we
measure residents’ knowledge of SUD management. Finally,
there may be a reactive interaction effect of pretesting, which
could affect the validity of study results (39). For example,
completing the MCRS may change actual regard for patients,
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MELTZER ET AL. 361

or it could change how a respondent performs on subsequent
surveys utilizing the MCRS (39).

It should be noted that our results might be biased towards
the null hypothesis as a result of some PGY-1 residents not
attending the addiction course in its entirety. We do not pos-
sess data to determine whether all absences were excused, but
the majority were due to residency scheduling conflicts. Fur-
thermore, the study was not powered to demonstrate whether
postcourse MCRS scores varied significantly based upon the
number of educational sessions attended. We also did not in-
vestigate whether there were changes in the PGY-1 residents’
clinical practices and frequency of employing SBIRT tech-
niques as a result of the course. It should be noted that the de-
gree of difference in MCRS scores required for a measurable,
clinically significant difference in either physician practice
patterns or clinical outcomes for patients has yet to be estab-
lished. Anecdotally, however, the residents have described
improvements in their screening and subsequent referrals to
treatment for patients with SUDs. Postcourse data were col-
lected immediately following the educational intervention;
data have not yet been collected to assess longer-term effects
of the intervention on attitudes towards patients with alco-
holism and dependence on narcotic pain medication. Finally,
given that the postcourse mean MCRS score also increased
for a patient with the control condition heartburn, one must be
cautious when drawing conclusions from these data. It may
be that 2 weeks on an ambulatory rotation, coupled with our
intervention, served to improve overall attitude, or perhaps
the residents responded more positively knowing the purpose
of the posttest was to reassess attitude (37). These potential
confounders will be better addressed in future studies.

Conclusions

Internal medicine residents demonstrate less regard for pa-
tients with substance use disorders than for patients with
pneumonia and heartburn. For PGY-1 residents, an addic-
tion curriculum was associated with a modest improvement
in attitudes, just reaching statistical significance for attitudes
towards patients with alcoholism. A true commitment to im-
plementing addiction education will likely serve as a positive
step in indicating to residents the importance of helping pa-
tients with SUDs. However, although educational interven-
tions might impact residents’ attitudes, other efforts may also
be necessary to ensure that patients with potentially stigma-
tized conditions continue to receive optimal care.
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