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Abstract
Introduction: Stigma has undermined the scale-up of evidence-based HIV prevention and treatment. Negative beliefs influ-
ence clinicians’ discriminatory behaviour and ultimately have wide-ranging effects across the HIV prevention and treatment
continuum. Stigma among clinicians can be mitigated in several ways, including through interpersonal contact. In this study,
we test whether interactions with people who inject drugs (PWID) influence attitudes of both direct and indirect providers of
opioid agonist therapies (OATs) within the same primary care clinics (PCCs) where OAT is newly introduced.
Methods: In a cluster randomized controlled trial integrating OAT and HIV care into PCCs in Ukraine, clinicians at 24 inte-
grated care sites (two sites in 12 regions) from January 2018 to August 2022 completed a structured survey at baseline,
12 and 24 months. The survey included feeling thermometers and standardized scales related to clinician attitudes towards
patients and evidence-based care. Nested linear mixed-effects models were used to examine changes in mean scores over
three timepoints for both direct and indirect clinicians.
Results: There were fewer significant changes in any of the scales for direct providers (n = 87) than for indirect providers
(n = 155). Direct providers became less tough-minded about substance use disorders (p = 0.002), had less negative opin-
ions about PWID (p = 0.006) and improved their beliefs regarding OAT maintenance (p<0.001) and medical information
(p = 0.004). Indirect providers reported improvements in most stigma constructs, including a significant decrease in preju-
dice (p<0.001), discrimination (p = 0.001), shame (p = 0.007) and fear (p = 0.001) towards PWID.
Conclusions: Integrating OAT services within primary settings was associated with significantly reduced stigma constructs
and improved attitudes towards PWID, possibly through increased intergroup contact between PWID and general clinical
staff. Unlike most stigma reduction interventions, re-engineering clinical processes so that PWID receive their care in PCCs
emerges as a multilevel stigma reduction intervention through the integration of specialized services in PCCs. Integration
influences different types of stigma, and has positive effects not only on health outcomes, but also improves clinician atti-
tudes and efficiently reduces clinician stigma.
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1 INTRODUCT ION

The topic of stigma in healthcare settings has attracted enor-
mous attention in the public health literature, driven by the
understanding that it undermines the quality of care and
exacerbates individual and public health problems. Stigma
is a social determinant of health that is governed by soci-
etal norms and that dictates attitudes towards certain, often

marginalized groups of people [1]. Stigma exacerbates health
problems at the individual level, including increasing psycho-
logical distress [2] and decreasing health-related quality of life
[3], increasing symptoms and decreasing overall health, and
delaying treatment-seeking behaviour [4]. Stigma also exacer-
bates substance use and psychiatric disorders in people with
other diseases [4]. When healthcare workers hold stigmatiz-
ing beliefs about their patients, both the quality of and patient
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engagement in care is reduced in people with HIV (PWH),
psychiatric disorders, and other conditions [5–7].

For people who inject drugs (PWID), stigma negatively
influences the scale-up of evidence-based treatments [8].
PWID are heavily stigmatized, including in healthcare set-
tings [9, 10]. Opioid agonist therapies (OATs) using mainte-
nance with methadone or buprenorphine are evidence-based
treatments for opioid use disorder (OUD). OATs are effec-
tive as primary and secondary HIV prevention [11], improving
the HIV treatment cascade [12, 13], and improving primary
care outcomes [14, 15]. Despite OAT rarely being diverted
and used to precipitate euphoria, some healthcare providers
hold stigmatizing beliefs about OAT and people prescribed
OAT [16, 17]. Negative beliefs regarding OAT can influence
providers’ discriminatory behaviour and, ultimately, have wide-
ranging effects across the spectrum of patient healthcare
experiences, including willingness to seek care, adherence to
treatments, health outcomes and overall quality of life [18,
19].

Stigma among providers can be mitigated in several ways,
including through interpersonal contact and increased knowl-
edge [20]. In particular, interpersonal contact with stigmatized
groups, such as people with mental illness, has been shown
to reduce prejudice among providers [21]. A large body of lit-
erature on intergroup contact theory examines attitudes and
relations between members of different groups and empha-
sizes the critical role of intergroup contact for strengthening
communities and reducing prejudice and discrimination
[22–25]. Intergroup contact theory studies in healthcare,
however, are usually limited to those where intergroup con-
tact happens during a workshop, or the provider group is
temporarily placed in the environment where care is provided
for the stigmatized group (e.g. medical students clerkship
placement at the psychiatric hospital [26]). Studies exploring
contact in healthcare settings are scarce, especially those
where an integrated service is introduced for a stigmatized
group, relocating their care from a specialized clinic to a less
stigmatizing environment (e.g. primary healthcare centres).
Stigma is a complex, multilevel phenomenon, meaning that
it operates on intrapersonal, interpersonal, organizational
and structural levels [27]. Thus, interventions that introduce
intergroup contact through re-engineering the way services
are delivered, how patients are treated or those that target
structured and multilevel processes can affect stigma across
multiple levels [28, 29]. Systematic reviews suggest that the
benefits of multi-level stigma interventions are likely to be
most potent [28].

As part of a prospective, cluster, randomized controlled trial
to compare the integration of OAT into primary care clin-
ics (PCCs) to standard of care in specialty clinics (SOC) that
specifically provide treatment for OUD, we integrated OAT
into PCCs in 12 regions in Ukraine. Here, we assess preju-
dice towards PWID by OAT providers within PCCs at base-
line (before the contact), and at 12- and 24-month follow-
up time points to assess the response by providers after
direct and indirect contact with PWID, with the hypothe-
sis that the types of interactions with PWID—positive or
negative—would influence changes in these attitudes by clin-
ical providers at PCCs who provide care directly (i.e. see
the OAT patients regularly) and indirect (other clinicians in

the same clinic but do not provide direct clinical services)
care.

2 METHODS

2.1 Study design

The present paper is a secondary analysis of the prospective,
randomized controlled trial conducted in Ukraine to integrate
OAT into primary healthcare (PCC) clinics and test the effec-
tiveness of intervention against SOC, defined as OAT pro-
vided at specialty OAT treatment centres. This study involved
the first integration of methadone into PCCs, incorporating
lessons from an initial pilot study [30]. A cluster of two PCCs
(intervention) and one SOC (control) were selected in 12
regions (Rivne, Dnipro, Zhytomyr, Sloviansk, Kyiv, Kropyvnyt-
skyi, Kryvyi Rih, Mariupol, Mykolaiv, Kramatorsk, Cherkasy
and Odesa), for a total of 24 PCCs and 12 SOC sites.
PCCs were further divided into those that provided finan-
cial incentives to clinicians, pay-for-performance (P4P), linked
to achieving pre-defined patient outcomes versus those that
provided no P4P. Eligibility criteria included age above 18
years, having a confirmed OUD diagnosis and residing within
the catchment care of the clinics. After consent and before
randomization, eligible participants were informed they would
be randomized 2:1 to either PCCs or SOCs. Randomiza-
tion was stratified 1:1 based on whether the participant was
stably induced (>3 months) or new to methadone. Partici-
pants newly starting methadone received daily observed dos-
ing, while those who had been stable on methadone for 6
months or more could receive take-home dosing for 7–10
days.

Clinical staff providing direct OAT care at each of the 24
PCC sites were selected by their site director based on their
interest and willingness in providing services to PWID (i.e.,
motivated to provide the care). After a 3-day training on OAT,
they received weekly ECHO-based tele-education on OAT,
HIV, tuberculosis (TB), and quality improvement to support
clinical skills in providing specialty services. Project ECHO
is an innovative collaborative learning approach that facili-
tates knowledge exchange between experts (substance use
specialists) and non-experts (primary healthcare providers)
to ensure high-quality care delivery in non-specialty settings
(PCC) [31–33]. In other settings, it has been engineered to
address stigma [34]. Clinicians at SOCs and at PCCs who
were not directly involved in OAT did not receive any kind
of training or intervention. For the present analysis, we only
use data from PCCs as the SOC was the control group, no
intervention was given to this group, and provider stigma
measures were not assessed. Data for the present paper
were collected between 20 January 2018 and 29 August
2022.

2.2 Ethics and consent

This study was reviewed and approved by the institutional
review boards at Yale University (IRB #2000020067) and the
Ukrainian Institute on Public Health Policy (IRB #00007612).
All participants provided written, informed consent.
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2.3 Data collection and sample

Data were collected through an online link only with PCC
providers in Russian or Ukrainian, based on participant prefer-
ence, using structured surveys at baseline, 12 and 24 months.
Purposive recruitment included all direct OAT providers and,
among non-OAT providers, they were selected randomly from
the list of all PCC clinical staff. Approximately 20 providers
were surveyed at each PCC at each time point, where approx-
imately a quarter of the sample in each clinic were direct
OAT providers. Direct providers were defined as primary
healthcare providers (doctors, nurses, and social workers)
directly involved in OAT provision. Indirect providers were
defined as clinicians (doctors, nurses, and administrators) who
were employed at the same PCC where direct providers
worked, but were not directly involved in OAT delivery. Indi-
rect providers did not have any contact with patients receiv-
ing OAT in any professional capacity and their interaction was
limited to casual encounters in common areas like waiting
rooms and hallways which were not measured or quantified.

2.4 Measures

The structured survey included feelings thermometers (i.e.,
prejudice) towards groups of people with a range of socio-
demographic and health conditions, such as PWH, PWID,
men who have sex with men (MSM), women who engage
in sex work, and recently released prisoners [18, 35–39].
These were collected to examine how clinicians felt about key
populations generally. Feelings thermometers were scored on
a scale of 0–100, with higher scores denoting better atti-
tudes towards the aforementioned groups. The Counsellor
Assessment Screen (CAS) [40] was used to measure attitudes
towards patients and methadone treatment. CAS is a vali-
dated instrument used internationally to assess the impact
of provider beliefs on treatment for substance use disorders
(SUDs). Four subscales included being tough-minded about
SUDs (11 items, α = 0.71), being oriented towards opi-
oid abstinence versus maintenance treatment (22 items, α =
0.87), having negative opinions about patients (4 items, α =
0.26) and reporting incorrect medical information about SUD
treatment (5 items, α = 0.80). The items included statements
like “People who become addicted to heroin have only them-
selves to blame,” or “methadone maintenance can cause liver
damage,” for example, and were scored using a 5-point Likert
scale and the total subscale score was calculated by adding
the individual item scores, with higher scores denoting poor
attitudes. The questions that were positively framed were
reverse-scored in the total score calculation.

Stigma was measured using a multidimensional scale
adapted to assess stigma towards PWID [41]. This scale has
been used to evaluate stigma towards different marginalized
populations, like transgender patients, MSM and PWH [18,
35, 42]. This scale includes five subscales on discrimination (4
items, α = 0.90), prejudice (4 items, α = 0.58), internal shame
(2 items, α = 0.53), fear (3 items, α = 0.81) and stereotypes
(4 items, α = 0.75) towards PWID. The survey included
items like “I am willing to work with injection drug users”
and “injection drug users should blame themselves for their
condition” to evaluate providers’ attitudes towards PWID.

The items were scored on a 5-point Likert scale and the total
score for each subscale was a sum of individual item after
reverse-scoring positively framed items. Higher scores denote
higher stigma. Finally, individual resistance to change was
measured using a 17-item Resistance to Change (RC) scale.
The scale showed good internal consistency (α = 0.87) [43].

The scores of CAS and stigma subscales, as well as the
RC scale, were standardized between 1 and 5, with higher
scores corresponding to more negative attitudes. Other ques-
tions pertained to socio-demographic characteristics and some
scale items were adapted for cultural context.

Most of the scales have not been formally validated in
Ukrainian and/or Russian; however, we did conduct transla-
tion/back translation of all the scales during repeated pilot
testing of the survey measures and they have been used in
other studies in Ukraine.

2.5 Data analysis

In the analytical sample, we included only those providers
who had completed all three interviews to enable us to accu-
rately follow the dynamics of within-person attitude changes.
Providers who did not complete either one or both follow-up
interviews were excluded from the analysis.

First, we performed a descriptive analysis of the sample.
Then, standardized scale scores were calculated for each indi-
vidual provider for all three timepoints (baseline, 12 and 24
months). For every scale, a nested linear mixed-effects model
was used to examine changes in mean scores over three time-
points for direct and indirect providers. In each model, individ-
ual providers were nested in clinics, and clinics were nested
within regions, with the time variable being the main covari-
ate. Restricting the sample to participants with complete data
allowed the model to account for within-subject correlation.
Residuals of each model were visually inspected for normality
and homoscedasticity. Analyses were performed using R ver-
sion 4.2.1.

2.6 Role of the funding source

The funder of the study had no role in study design, data
collection, data analysis, data interpretation or writing of the
report. All authors had full access to all the data in the study
and had final responsibility for the decision to submit for
publication.

3 RESULTS

We obtained data for 242 PCC providers at baseline, 12
and 24 months that completed all three interviews. Those
excluded did not differ from the original sample based on the
demographic characteristics. The sample included 87 (36.0%)
direct and 155 (66.0%) indirect providers. Most participants
were women (85.1%), in their mid-40s (mean = 46.1; SD 12.2)
years, and had worked in their respective clinic for 15.6 years
(SD 12.1), with no major difference between the two groups
of providers. Approximately half of providers (51.2%) were
nurses, followed by doctors (33.9%), and administrative and
other staff (14.9%). The number of respondents at each of
the 12 clinics ranged between 14 and 33. At baseline, over
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Table 1. Primary healthcare provider characteristics

Characteristic

All providers

N = 242

OAT providers

N = 87

Non-OAT providers

N = 155

N (%) N (%) N (%)

Position

Doctor 82 (33.9) 37 (42.5) 45 (29.0)

Nurse 124 (51.2) 29 (33.3) 95 (61.3)

Other 36 (14.9) 21 (24.1) 15 (9.7)

Female 206 (85.1) 65 (74.7) 141 (91.0)

Age (mean ± SD) 46.1 (12.2) 47.8 (11.8) 45.2 (12.4)

Years at clinic (mean ± SD) 15.6 (12.1) 13.5 (11.2) 16.7 (12.4)

Personal experiencea 137 (56.5) 61 (70.1) 76 (49.0)

Region

Rivne 22 (9.1) 7 (8.0) 15 (9.7)

Dnipro 16 (6.6) 8 (9.2) 8 (5.2)

Zhytomyr 18 (7.4) 4 (4.6) 14 (9.0)

Slovyansk 23 (9.5) 8 (9.2) 5 (9.7)

Kyiv 12 (5.0) 7 (8.0) 5 (3.2)

Kropyvnytskyi 17 (7.0) 9 (10.3) 8 (5.2)

Kryvyi Rig 14 (5.8) 7 (8.0) 7 (4.5)

Mariupol 32 (13.2) 9 (10.3) 23 (14.8)

Mykolaiv 33 (13.6) 8 (9.2) 25 (16.1)

Kramatorsk 21 (8.7) 9 (10.3) 12 (7.7)

Cherkassy 14 (5.8) 8 (9.2) 6 (3.9)

Odesa 20 (8.3) 3 (3.4) 17 (11.0)

Abbreviation: OAT, opioid agonist therapy.
aAgreed to the question: “Do you know someone in your personal life (not a patient), who has a substance use disorder (opiate or other)?”

half of providers (56.5%) reported having known someone in
their personal lives who was a PWID (Table 1). The number of
patients receiving OAT in each clinic varied between 8 and 61
(Table S1).

The baseline values of the direct provider sample were
higher in all feeling thermometer scales, and lower in stigma
and attitude scales compared to the indirect providers. For
the direct provider sample, there were no significant changes
in findings from the feeling thermometers towards any of
the groups before and after intervention. All CAS subscales
showed a significant decrease (i.e., improvement) over the
baseline-24 months period: being tough-minded about addic-
tion (p = 0.002), abstinence versus maintenance (p<0.001),
negative opinions (p = 0.006) and incorrect medical informa-
tion (p = 0.004). The abstinence versus maintenance orien-
tation subscale scores also decreased significantly over the
baseline-12 months period (p<0.001). The score of the stigma
subscale relating to fear of patients who use drugs decreased
over the baseline-24 months period (p = 0.007), while the
stereotypes subscale score decreased significantly over both
the baseline-12 months (p = 0.025) and baseline-24 months
(p = 0.002). Finally, resistance to change decreased signifi-
cantly over baseline-12 months (p = 0.002) (Table 2).

In the indirect provider sample, there was a significant
improvement in attitudes observed using feeling thermome-
ters relating to PWID, patients with HIV, MSM, women who
engage in sex work and released prisoners over 24-month
observation period. The largest improvement was detected

towards PWID with the mean score change of 9.11 points
(p<0.001). Attitudes towards PWID also improved over the
baseline-12 months period (p = 0.021). CAS subscale scores
of tough-mindedness, negative opinions and incorrect medi-
cal information improved (i.e., decreased) significantly over the
baseline-24-month period (p = 0.004, p = 0.002 and p =
0.044, respectively). The only subscale from CAS that did not
change significantly was the one assessing abstinence versus
maintenance orientation. Intention to discriminate, prejudice,
internal shame and fear subscales of the stigma scale showed
consistent decreases (i.e., improvements) in scores over both
follow-up periods (Table 2). Stereotype subscales did not dis-
play any significant changes. Resistance to change decreased
over the total follow-up period (p<0.001 in each follow-up
period).

In a sub-analysis of change in stigma scales at each clinic
over 24 months, two PCCs with <10 patients on OAT (i.e.,
Kyiv and Odesa), there were no observed changes in any
of the stigma constructs. Among the clinics with more OAT
patients (range: 14–61), the changes in stigma scales were
variable (entry Table 1).

4 D ISCUSS ION

To our knowledge, this is the first study to examine the impact
of the contact hypothesis in both direct and indirect providers
of OAT through a structurally engineered strategy to integrate
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Table 2. Provider attitude changes over 12 and 24 months

Direct providers Indirect providers

Baseline Baseline–12 months 12–24 months Baseline

Baseline–12

months 12–24 months

Measure Mean (SD)

change in

mean p

change

in mean p Mean (SD)

change

in mean p

change

in mean p

Feelings thermometer

(0--100)

Patients who inject

drugs

50.1 (19.6) −1.57 0.633 4.37 0.186 32.2 (19.8) 5.10 0.021 9.11 <0.001

Patients with HIV 66.2 (16.1) 2.53 0.339 4.56 0.085 57.3 (14.3) 1.92 0.227 2.88 0.069

Men who have sex with

men

43.5 (21.3) 0.87 0.753 2.76 0.321 32.6 (20.7) 3.34 0.081 4.28 0.026

Women who engage in

sex work

45.4 (20.2) 2.54 0.315 2.40 0.342 32.5 (19.9) 2.14 0.240 6.82 <0.001

Recently released

prisoners

51.9 (13.5) −0.91 0.683 0.25 0.909 45.0 (13.5) 1.75 0.259 4.74 0.002

Counsellor Assessment

Screen (1--5)

Being tough-minded

about addiction

2.75 (0.365) −0.01 0.811 −0.14 0.002 3.07 (0.389) −0.06 0.094 −0.10 0.004

Abstinence/maintenance

orientation

2.87 (0.359) −0.22 <0.001 −0.29 <0.001 3.24 (0.336) −0.02 0.489 −0.03 0.405

Negative opinions about

patients

2.58 (0.332) −0.09 0.117 −0.16 0.006 2.80 (0.388) −0.07 0.100 −0.12 0.002

Incorrect medical

information

2.59 (0.433) −0.15 0.847 −0.21 0.004 2.93 (0.523) −0.10 0.086 −0.12 0.044

Stigma Scale (1--5)

Intention to discriminate 1.86 (0.430) −0.02 0.795 −0.02 0.761 2.31 (0.561) −0.18 0.001 −0.19 0.001

Prejudice 2.38 (0.440) 0.07 0.307 0.12 0.068 2.80 (0.509) −0.11 0.016 −0.19 <0.001

Internal shame 2.38 (0.540) −0.02 0.813 −0.05 0.478 2.82 (0.620) −0.20 0.002 −0.17 0.007

Fear 2.53 (0.575) −0.08 0.354 −0.23 0.007 2.92 (0.686) −0.20 0.002 −0.22 0.001

Stereotypes 3.41 (0.487) −0.16 0.025 −0.22 0.002 3.53 (0.549) −0.08 0.182 −0.02 0.712

Resistance to change (1--5) 2.41 (0.354) −0.16 0.002 −0.06 0.241 2.61 (0.391) −0.21 <0.001 −0.25 <0.001

All variables that are significant at alpha = 0.05 are bold.

these services into PCCs—rather than in specialty clinics pro-
viding OAT. Re-engineering OAT service delivery from a highly
stigmatizing specialty clinic to PCCs where all patients in the
community are treated potentially represents a Behavioural
Design Intervention [44], which involves restructuring the pre-
sentation of choice (in this case, where patients are treated) in
order to change the decision-making process. In other words,
behavioural design interventions make it easier for individu-
als to make certain choices. For example, prioritizing healthy
food choice selection in a location where it is visible and eas-
ily accessible and placing less health options elsewhere can be
part of a behavioural design intervention to promote healthy
eating.

In the present case, only direct OAT providers in PCCs are
introduced to specialty treatment using training, choice archi-
tecture and framing delivered through Project ECHO. Such
a change in delivery is a values-based approach that seeks
to promote ethical behaviours and attitudes within a clinical

context [45, 46]. Behavioural design interventions have mostly
been used in marketing and more recently to constrain oppor-
tunities for sexism [47]. Here, the behavioural design change
is placing OAT in a potentially less stigmatizing location (i.e.,
PCCs) and promoting and supporting PCCs through Project
ECHO to deliver guideline-concordant treatment to a group
of PWID who are generally highly stigmatized in healthcare.

Of note, both direct and indirect providers of services
to PWID at PCCs prospectively had improvements in their
attitudes and lower stigma towards PWID and OAT. For
indirect providers, they had contact to PWID through at
least two sources: (1) seeing PWID entering the clinic daily
to receive treatment; and (2) world-of-mouth from other
providers who either shared positive experiences or no neg-
ative experiences (e.g. disruptions to care for other patients).
Either way, indirect providers experienced marked improve-
ments in their stigma constructs over 2 years, with most
of the improvement happening over the first 12 months.
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Overall, direct providers of OAT reported more positive feel-
ings than non-OAT providers towards every key population
group, but their attitudes did not change as much over time,
perhaps because of a ceiling effect as the OAT providers were
selected for their willingness to provide this service. Impor-
tantly, however, their contact with PWID did not worsen their
stigma constructs towards PWID. Non-OAT providers’ atti-
tudes improved towards every group except for PWH. As non-
OAT providers were not exposed to Project ECHO activities,
they likely improved their stigma scores because they had
increased exposure to these patients, as they regularly came
to the clinic and expectations of disruption were likely not
met. Thus, the re-engineering of healthcare delivery has both
direct and indirect effects over time, driven primarily by the
contact hypothesis, on attitudes towards these patients and
the treatments they receive.

Even though there is ample evidence of high stigma
towards PWID among providers, there are very few stud-
ies exploring stigma reduction among this group. This study
specifically examined providers’ attitude change towards
PWID and other marginalized groups in a setting where indi-
rect providers did not receive any kind of anti-stigma training
or clinical interventions; direct providers only received tele-
education to enhance clinical skills with no specific stigma-
reduction elements. The results show a significant effect
of contact with the marginalized groups decreasing overall
stigma and improving attitudes, consistent with our hypoth-
esis. In 1954, Allport and colleagues proposed the contact
hypothesis: that social interaction between groups is suffi-
cient to reduce negative attitudes [22]. Since then, there have
been several studies documenting the effectiveness of contact
interventions to reduce stigma in healthcare settings, includ-
ing both one-time or prolonged exposure to members of the
stigmatized groups. Our study is unique as contact in this case
was through a structural intervention that facilitated the inte-
gration of OAT into primary care settings, as opposed to pro-
viding a designated anti-stigma intervention (e.g. workshop,
placement of students in mental health facilities, etc.). While
the effectiveness and meaningfulness of such interventions
should not be dismissed, our findings pave the way to the
idea that in the settings where time and resources are limited,
and anti-stigma interventions cannot be worked into the plan-
ning of the project, integration of care of marginalized popu-
lations (PWID, PWH, TB, etc.) in primary health centres, along
with the positive effects on health outcomes [48–52], can be
an efficient strategy to reduce provider stigma, even among
indirect providers, and improve future intergroup interactions
[29].

Although organizational and institutional factors are impor-
tant drivers of stigma [29, 53], there are very few studies that
examine service integration and policy change effect on atti-
tudes [54, 55]. Here, the integration of OAT services in PCCs
was a complex and multilevel process. Because OAT adop-
tion in PCCs in Ukraine was unprecedented, PCCs under-
went major organizational and policy change. In addition to
policy changes, PCCs adapted evidence based practice and
introduced a new model of service provision. These organiza-
tional changes, and general organizational openness towards
OAT, could be a contributor to the overall improved atti-
tudes among all employees. These factors may also explain

the reduction in resistance to organizational change in both
groups of providers as a new EBP was introduced (i.e., OAT).
Attitudes and perceptions were higher overall among direct
OAT providers at baseline meaning that this group had posi-
tive attitudes towards PWID and other groups from the out-
set. As a result, interpersonal relationships and peer-influence
could have also contributed to the outcomes as direct OAT
providers may have shared their own positive experiences
with PWID.

Those who were direct providers expressed willingness and
readiness to work with PWID at baseline, a self-selection fac-
tor that can potentially explain overall better attitudes in this
group and a relatively lower degree of change. OAT providers,
however, experienced significant improvements in their atti-
tudes towards OAT. This may, in part, be explained by their
observation that the patients they cared for, experienced clin-
ical improvements over time. Contrary to available evidence,
abstinence has previously been regarded in Eastern Europe
and Central Asia as an SOC for PWID, yet OAT providers
here potentially observed that OAT is highly effective relative
to abstinence therapies based on their observations, thereby
influencing their improvements in attitudes.

Here, contact between patients and providers, or among
different types of providers, was not quantified, and we can-
not determine if the intensity or length has a significant
effect of attitude change. Levels of contact are unknown, and
future research is needed to determine what types of inter-
group contact and what duration would be most beneficial for
stigma reduction among provider groups.

5 CONCLUS IONS

Integrating OAT services within primary settings in Ukraine
potentially represents a behavioural design intervention
and was associated with significantly reduced stigma and
improved attitudes towards PWID, possibly through increased
intergroup contact between PWID and general clinical staff.
Multilevel interventions such as integration of specialized
services in PCCs decrease stigma at multiple different levels,
and, in addition to anticipated positive effects on health
outcomes, can improve provider attitudes. The results from
Ukraine suggest that behavioural design interventions may be
a potent stigma reduction strategy and re-engineering OAT
services by integrating them into PCCs is one way to reduce
stigma towards PWID in healthcare settings, including in low
and middle income countries and other Eastern European and
Central Asian countries where stigma towards PWID is high
and disrupts care.
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