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Among Patients Receiving Methadone Treatment
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BACKGROUND: Despite recognition of the importance of
substance use disorder (SUD) terminology, few studies
examine terminology preferences among patients with
SUDs.

OBJECTIVE: To examine preferences of patients with opi-
oid use disorder (OUD) concerning the terminology used
by addiction counselors.

DESIGN: From January 1, 2019, to February 28, 2020,
participants were recruited consecutively from 30-day
treatment review sessions at outpatient methadone treat-
ment programs in the Northeastern United States to com-
plete a cross-sectional survey.

PARTICIPANTS: Participants were English-speaking
adult patients with OUD enrolled in methadone
treatment.

MAIN MEASURES: Participants completed 7-point
Likert-type scales from 1 (“Strongly Disagree”) to 7
(“Strongly Agree”) to rate their preferences for (a) the pre-
senting problem, (b) collective nouns referring to those
with the presenting problem, and (c) personal descriptors.
We used univariate analysis of covariance (ANCOVA) to
examine the associations between demographics (i.e.,
age, sex, and race) and terminology preferences and ordi-
nal logit regression to explore the association between 12-
step program partiality and preference for the term
“addict.”

KEY RESULTS: We surveyed 450 patients with mean age
of 38.5 (SD = 11.1) years; 59.6% self-identified as male,
77.6% as White, and 12.7% as Hispanic. The highest-rated
preferences for presenting problem were “addiction,” “sub-
stance use,” and “substance abuse.” The highest-rated
collective noun terms were “client,” “patient,” and “guest.”
“Person with an addiction,” “person with substance use
disorder,” and “substance-dependent person” were the
highest-rated personal descriptors. There were signifi-
cant differences in terminological preference based
on race and age. Twelve-step program partiality was
associated with greater preference for the term “ad-
dict” (F = 21.22, p < .001).

Findings from this study were presented in part at the annual meeting of
! erica jety of Addiction Medicine held virtua in April 20
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CONCLUSIONS: Terminology preferences among people
receiving methadone treatment aligned with existing
guidelines recommending that clinicians use medically
accurate and destigmatizing terminology when referring
to substance use disorders and the persons who have
them. Demographic differences emerged in terminological
preferences, warranting further examination.
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INTRODUCTION

The USA is amid an overdose crisis, with over 100,000 lives
lost to overdose the year ending in January 2022." While this
crisis is driven by multiple factors, untreated opioid use disor-
der (OUD)' and stigma toward evidence-based OUD
interventions are two critical contributors.”> Medication for
Opioid Use Disorder (MOUD) with methadone or buprenor-
phine is the standard of care in the USA for OUD.> MOUD
is associated with reductions in opioid use, infectious disease
risk, and overdose-related and all-cause mortality.}8 How-
ever, few people with OUD receive MOUD,’ and enrolling
and retaining patients in MOUD are key public health targets
for addressing the overdose crisis.'®'? Patient-centered
approaches, which involve soliciting patients’ input to
incorporate their preferences into treatment, can promote
MOUD enrollment and retention.'® Patient-centered ap-
proaches in substance use disorder (SUD) treatment more
broadly have been found to improve treatment outcomes.'?
However, few studies have sought feedback from patients
with OUD regarding preferred terminology used by
clinicians.

E Diagnostic and Statistical Manual, fifth edition (DSM-5) nomenclature
is used in this manuscript to describe substance use disorders and other
psychiatric disorders.
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Identifying preferred terminology is important because lan-
guage, including terminology surrounding medical conditions
and the people who have them, is a conduit for propagating
stigma.'*'® Anticipated stigma from clinicians, partly based
on prior negative experiences, can attenuate the likelihood of
MOUD entry and retention™'*° and seeking healthcare gen-
erally.?'? Unfortunately, stigma against people with OUD
and other substance use disorders is common in healthcare
settings,23 including primary care. For example, a recent
study found a majority of primary care providers surveyed
had high levels of stigma against people with OUD, and
stigma was negatively correlated with willingness to pre-
scribe or support for improved access to MOUD.?* Thus,
finding ways to address stigma within clinical settings is
important. Recent research has underscored the potentially
stigmatizing nature of once common words surrounding
substance use.”> 2’ For example, exposure to labels such as
“substance abuser” or “addict” begets more negative attitudes
than the label “person with a substance use disorder” among
both the general population and clinicians.'*'>*° The diag-
nostic classification systems used by the American Psychiatric
Association (DSM) and the World Health Organization (In-
ternational Classification of Disease [ICD]) were intended to
offer clinicians a standardized language for communication:
the current version of the DSM includes the terminology
“opioid use disorder,” whereas the ICD refers to the same
diagnosis as “opioid dependence.”*!*? Professional organiza-
tions, scientific journals, and researchers have advocated for
replacing unofficial labels that are potentially pejorative when
referring to SUDs and the people who have them with person-
first and medically accurate language.”>>*>>° However, pro-
fessionals and laypeople continue to use a range of “unoffi-
cial” labels to describe SUDs and other psychiatric
conditions.*®

Many patients receiving MOUD in the USA receive meth-
adone maintenance therapy (MMT), which is highly regulated
and dispensed at licensed opioid treatment programs.37 Pa-
tients are required to attend six weekly appointments for
supervised methadone consumption for the first 90 days of
treatment and often much longer.*® These visits represent
heavy exposure to the healthcare system, where addiction
counselors are often the clinician whom patients interact with
the most. Language is essential for these interactions and can
convey or reduce stigma.’**® Previous work demonstrates
both clinicians and the general public change their perceptions
of patients with SUDs depending on the descriptors used.'*'
Given the aforementioned negative relationship between stig-
ma and treatment seeking among people with SUDs, identify-
ing ways to reduce stigma in clinical settings for people with
SUDs is essential. No published studies, however, have ex-
amined systematically the language of clinicians or patients in
MMT clinical interactions*'** or patient preferences regard-
ing the terminology specific to SUDs used by addiction coun-
selors or other clinicians. Understanding patients’ clinician
terminology preferences may inform current efforts to

promote patient engagement in MMT and to address the
stigma associated with OUD and MMT.** ¢

One potentially important yet understudied area of preferred
terminology regarding SUDs is collective nouns. Clinicians
use different collective nouns to refer to those who receive
mental healthcare, including “patient,” “client,” “consumer,”
and “customer.”*’ Whether these terms convey, attenuate, or
accentuate stigma by possibly empowering or disempowering
individuals with mental health conditions is debated.*® While
a majority of studies examining collective nouns across med-
ical settings conclude “patient” as the preferred term, “client”
is also popular in mental health settings.*” However, no pub-
lished studies have examined collective noun preferences
among patients receiving MMT.

Research into patient terminology preferences surrounding
SUDs is limited; only two published studies examine termi-
nology preferences among people with SUDs.***° One study
of 263 patients enrolled in a managed withdrawal program for
heroin found that “addict” was the most common term report-
ed in response to an open-ended question about self-identifi-
cation. When a list of terms was provided, person-first labels
(e.g., “person who uses drugs”) were preferred over “addict,”
suggesting the way participants self-identify and the terminol-
ogy they want others to use may differ.*” Another study of 54
individuals “in recovery” from SUDs recruited through social
media found that whether participants identified as an “addict”
or “person with a substance use disorder” depended on the
setting (e.g., family vs mutual aid [12-step] meetings). In both
studies, preference for the term “addict” was common among
those attending 12-step programs (e.g., Alcoholics Anony-
mous or AA).49’5 0

The study aims were to examine, among patients receiving
MMT, clinician terminology preferences to describe SUDs
and the people who have them. Given the importance of 12-
step programs in SUD treatment”' and prior studies demon-
strating use of this term among people attending 12-step
pro,g;rams,“g’5 % we examined the relationship between partial-
ity to 12-step programs and terminology preferences. We
hypothesized that partiality to 12-step programs would be
positively associated with preference for the term “addict.”
Since age, sex, and race may be associated with language use
and preference, we also explored whether these demographic
characteristics were related to clinician terminology
preferences.>*>
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METHODS
Study Design, Setting, and Recruitment

Participants were adult patients at the APT Foundation
(“APT”) recruited from January 1, 2019, to February 28,
2020, who filled out a word-preferences survey at their first
treatment plan review, approximately 30 days following
MMT initiation. Inclusion criteria required receipt of MMT
at APT and English literacy. All patients meeting criteria



JGIM Gaeta et al.: Counselor Terminology Preferences 655

attending a treatment plan review at two APT clinics were
invited to complete the survey, and no one declined. APT, one
of the largest MMT providers in Southern New England, is a
not-for-profit, community-based organization that uses an
“open-access” model, which reduces common barriers to
MMT entry and retention.'' This study was approved by the
APT Board of Directors and the Human Investigations Com-
mittee at the Yale School of Medicine.

Variables and Measures

Terminology Preferences and Twelve-Step Partiality. Three
survey questions assessed participants’ counselor terminology
preferences: (1) “How do you prefer counselors to describe the
problems you are seeking treatment for?” (i.e., presenting
problem preference); (2) “How do you prefer counselors to
refer to you?” (i.e., collective noun preference); and (3) “How
do you prefer counselors to describe you?” (i.e., personal
descriptor preference). These questions were followed by a
list of responses using quotation marks (see Tables 1, 2, 3)
derived from current and prior diagnostic classification sys-
tems, the literature, and the authors’ experiences treating pa-
tients receiving MMT.>"**-**34 Responses included terms that
prior studies indicated may be associated with stigma among
the public, clinicians, and patients.'*'>3%49355¢ A fourth
question assessed participants’ partiality to 12-step programs:
“12-step (e.g., AA, NA) is the best treatment for me.” For each
question, participants rated each response using a 7-point
Likert-type scale: 1 (“Strongly Disagree”), 2 (“Disagree”), 3
(“Somewhat Disagree”), 4 (“Don’t Agree or Disagree”), 5
(“Somewhat Agree), 6 (“Agree”), and 7 (“Strongly Agree”).

Demographics. Participants self-reported age, sex (“male,”
“female”), race (“Asian American or Alaskan Native,”
“Asian,” “Black or African-American,” “White/Caucasian,”
“Native Hawaiian or other Pacific Islander,” and “Multira-
cial”), and ethnicity (“Hispanic or Latino,” “Not Hispanic or
Latino”) in response to demographic questions on the 24-item
Behavior and Symptom Identification Scale (BASIS-24),’
which was administered at MMT enrollment.

Analyses

Descriptive statistics (mean and standard deviation) were cal-
culated for each term. Inferential statistics appropriate for
categorical and continuous data were performed. To maximize
power, only the top three preferred terms for each question
were subjected to univariate analysis of covariance
(ANCOVA) to determine the possible effect of demographic
covariates (age, sex, and race). For comparisons involving
race, we compared the responses of participants who self-
identified as “White/Caucasian” or belonging to other racial
groups which in subsequent sections are referred to as “White”
and “other.”

We investigated the potential impact of partiality to 12-step
programs on preference for the term “addict” via an ordinal

logit regression model*® which is appropriate for ordinal var-
iables such as those generated in response to a 7-point Likert-
type scale.” Preference for the term “addict”—measured on a
7-point Likert-type scale—was regressed on the following
variables: age, sex, binarized race, and preference for 12-step
programs.

Missing data were minimal; therefore, data imputation strat-
egies were not employed for the descriptive statistics and
ANCOVA analysis®. Missing data was imputed for the
ordinal regression using median imputation for the one
participant with missing 12-step preference.

The descriptive statistics and ANCOVA analyses were
performed in IBM SPSS Version 27 (Armonk, NY). The
ordinal regression was performed in Python with the
statsmodels package version 0.13.2.%

RESULTS

Four hundred and fifty participants completed the study (15
individuals who began MMT during the study period were
excluded: 10 monolingual Spanish-speaking individuals and 5
with incomplete survey data). If an individual survey had more
than 3 answers missing, their survey data were deemed in-
complete and removed from the study. Participants’ mean age
was 38.5 years (SD 11.1, range 18-69), 40.4% of participants
were female (n = 182), and 59.6% were male (n = 268); 0.4%
self-identified as American Indian or Alaskan Native (n = 2),
0.2% as Asian (n = 1), 6.4% as Black or African American (n
=29), 77.6% as White or Caucasian (n = 349), and 15.3% as
multiracial (n = 69). Regarding ethnicity, 12.7% self-identified
as Hispanic or Latino (z = 57) and 87.3% as “not Hispanic or
Latino” (n = 393).

Participants’ ratings for presenting problem preference are
shown in Table 1. Mean presenting problem preference ratings
ranged from 4.80 to 5.54 (a score of 4 corresponded to “Don’t
Agree or Disagree,” and a score of 6 corresponded to
“Agree”). Participants’ highest-rated terms were “addiction”
(mean 5.54, SD 1.60), “substance use” (mean 5.50, SD 1.53),
and “substance abuse” (mean 5.38, SD 1.65), and their least
preferred terms were “drug misuse” (mean 4.80, SD 1.88),
“substance misuse” (mean 4.93, SD 1.83), and “substance-
related disorder” (mean 5.00, SD 1.78). While no sex effects
were identified for the three highest-rated terms, they were
preferred significantly less by other participants than by White
participants: “addiction” (Myger = 5.29, SD = 1.75; Mywhie =

2 For question 1, of 6300 possible data points (450 participants, 14 word
choices), 8 were missing. Five of the 14 word choices had a single missing
response, and one word choice (the last for the question) had 3 missing
responses. For question 2, of 2700 possible data points (450 participants
with 6 word choices), there were 9 total missing answers across all answer
choices: one with 1 missing answer, one with 2 missing answers, and two
with 3 missing answers. For question 3, of 7200 possible data points (450
participants with 16 word choices), 24 were missing. Eight answer choices
had 1 missing, one had 3 missing, one had 4 missing, and one (the last for
the question) had 9 missing.
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Table 1 Descriptive Statistics for Presenting Problem Preferences Among Patients with Opioid Use Disorder Enrolled in Outpatient Methadone
Treatment (N = 450)

Term M SD Participant Participant Participant
agreement neutral disagreement
N (%) N (%) N (%)
Addiction 5.54 1.60 338 (75.1) 71 (15.8) 41 9.1)
Substance use 5.50 1.53 331 (73.7) 84 (18.7) 34 (7.6)
Substance abuse 5.38 1.65 322 (71.6) 81 (18) 47 (10.4)
Problem with substances 5.37 1.61 320 (71.1) 83 (18.4) 47 (10.4)
Chemical dependency 5.34 1.68 310 (69.4) 84 (18.8) 53 (11.9)
Substance dependence 5.32 1.65 312 (69.3) 87 (19.3) 51 (11.3)
Drug dependence 5.20 1.72 297 (66.1) 90 (20.0) 62 (13.8)
Problem with drugs 5.13 1.72 288 (64) 102 (22.7) 60 (13.3)
Drug use 5.11 1.74 290 (64.6) 97 (21.6) 62 (13.8)
Drug abuse 5.11 1.81 288 (64) 90 (20) 72 (16)
Substance use disorder 5.06 1.77 287 (63.8) 92 (20.4) 71 (15.8)
Substance-related 5.00 1.78 271 (60.4) 103 (22.9) 75 (16.7)
disorder
Substance misuse 4.93 1.83 270 (60) 100 (22.2) 80 (17.8)
Drug misuse 4.80 1.88 258 (57.5) 101 (22.5) 90 (20.0)

Note: Scale ranges from 1 to 7
M mean, SD standard deviation

5.62, SD = 1.55; F(4, 445) = 4.21, p = .041), “substance use”
(Mother = 5.20, SD = 1.64; Mynie = 5.58, SD = 1.64; F(4, 445)
=4.40, p = .036), and “substance abuse” (Myger = 5.03, SD =
1.86; Mwhite = 5.48, SD = 1.57; F(4, 445) = 6.67, p = .010).
There was also an age effect for “substance use” (but not for
“addiction” and “substance abuse”) whereby older age was
associated with decreased preference for the term (r=—.11, p
=.020).

Table 2 contains findings related to collective noun prefer-
ences. Mean preference ratings ranged from 3.27 to 5.90 (a
score of 3 corresponded to “Somewhat disagree,” and a score
of 6 corresponded to “Agree”). Participants’ highest-rated
terms were “client” (mean 5.90, SD 1.32), “patient” (5.08,
SD 1.93), and “guest” (mean 4.24, SD 1.96), and their lowest-
rated terms were “customer” (mean 3.27, SD 2.02), “service
user” (mean 3.34, SD 2.02), and “consumer” (mean 3.38, SD
1.99). Sex, age, and race effects did not emerge for the top
three rated terms.

Table 3 shows findings for personal descriptor preferences.
Mean ratings ranged from 2.23 to 5.08 (a score of 2
corresponded to “Disagree,” and a score of 5 corresponded
to “Somewhat Agree”). Participants’ highest-rated terms were
“person with an addiction” (mean 5.08, SD 1.86), “person
with substance use disorder” (mean 4.66, SD 1.93), and “‘sub-
stance-dependent person” (mean 4.59, SD 1.93), and their
lowest-rated terms were “junkie” (mean 2.23, SD 1.79),
“druggie” (mean 2.27, SD 1.83), and “drug user” (mean
3.81, SD 2.17). Neither age nor sex effects were found for
the top three rated terms; however, patients self-identifying as
a race other than White rated “person with substance use
disorder” (Moer = 4.26, SD = 2.07; Mwhie = 4.77, SD =
1.88; F(4, 444) = 6.04, p = .014) significantly lower than
White participants.

In the ordinal logit regression analysis examining the po-
tential impact of 12-step partiality on the personal descriptor
term “addict,” race (OR 1.82, 95% CI 1.22-2.71, p = 0.003)

and 12-step partiality (OR 1.22, 95 CI 1.12-1.33, p = <0.001)
were statistically significant. Sex (p = 0.38) and age (p = 0.13)
were not. Both partiality for 12-step and White race were
positively associated with preference for the term “addict.”
The relationship between 12-step program partiality and pref-
erence for the term “addict” persisted even after controlling for
demographics. The ordinal logit regression odds ratio (OR)
provides information about the increase in odds of a predictor
variable after holding the others constant. In the current study,
for every additional point of preference for 12-step programs
expressed, a patient was 1.22 times more likely to prefer the
term “addict” by one more point.

DISCUSSION

This is the first study to examine clinician terminology pref-
erences among patients receiving MMT and the largest to date
to investigate terminology preference among people with
SUDs. There were several main findings. First, on average,
participants’ highest-rated presenting problem preferences
were “addiction,” ‘“‘substance use,” and “substance abuse,”
and their lowest were “drug misuse,” “substance misuse,”
and “substance-related disorder.” Second, on average, partic-
ipants’ highest-rated collective noun preferences were “cli-
ent,” “patient,” and “guest,” and their lowest were ““customer,”
“service user,” and “consumer.” Third, on average, partici-
pants’ highest-rated personal descriptor preferences were “per-
son with an addiction,” “person with substance use disorder,”
and “substance-dependent person,” and their lowest were
“junkie,” “druggie,” and “drug user.” Fourth, there were sig-
nificant differences in some terminological preferences based
on respondent race and age. Finally, 12-step program partiality
was positively associated with preference for the personal
descriptor “addict” even after controlling for age, sex, and
race.
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Table 2 Descriptive Statistics for Collective Noun Preferences Among Patients with Opioid Use Disorder Enrolled in Outpatient Methadone
Treatment (N = 450)

Term M SD Participant Participant Participant
agreement neutral disagreement
N (%) N (%) N (%)
Client 5.90 1.32 371 (82.8) 61 (13.6) 16 (3.57)
Patient 5.08 1.93 287 (63.8) 86 (19.1) 77 (17.1)
Guest 424 1.96 191 (42.4) 131 (29.6) 126 (28.0)
Consumer 3.38 1.99 111 (24.8) 122 (27.3) 215 (48)
Service user 3.34 2.02 110 (24.4) 109 (26.6) 230 (49)
Customer 3.27 2.02 109 (24.5) 119 (24.3) 219 (51)

Note: Scale ranges from 1 to 7
M mean, SD standard deviation

The terminology used to describe SUDs matters since stig-
ma may decrease the willingness of persons who have them to
begin and remain in treatment. *+! Generally, “addiction,” a
diagnostic term used by the American Society of Addiction
Medicine and the World Health Organization, was the highest-
rated term by participants, while “drug misuse” was the lowest
rated. Although many experts have advocated for replacing
unofficial terms for SUDs with medically accurate lan-
guage, 2923346263 it is noteworthy that the average range
of ratings for presenting problem preference was narrow (be-
tween “Don’t Agree or Disagree” to “Agree”) in contrast to
collective noun preference (between “Somewhat Disagree”
and “Agree”) and personal descriptor preference (“Disagree”
to “Agree”). The basis of this difference in the range of
preferences across domains is unclear and merits further
investigation.

The current study extends the literature on collective noun
preference by demonstrating that among patients receiving
MMT, the highest-rated collective noun terms were “client”
and “patient.” A previous study of individuals receiving SUD
treatment in the UK found participants preferred clinicians to
use the term “patient,” followed by “client,” with few

preferring the term “service user”®*; preferences differed be-
tween individuals who used alcohol versus those who used
other substances, suggesting patient terminological preference
may differ based on SUD diagnosis. Similarly, in a study
conducted in Canada, “patient” was the preferred term by
individuals receiving mental healthcare.®> Our findings extend
those of Covell et al., who found patients with a non-SUD
primary psychiatric disorder receiving mental health services
preferred the term “client” over “patient” and other terms.* It
is noteworthy that business terms such as “customer” and
“servicer user’” were least preferred by our participants. Future
work should examine the relationship between preferred col-
lective noun terminology, diagnosis, and treatment setting.
Our finding that, on average, participants most preferred
clinicians to refer to them as “person with an addiction” and
“person with substance use disorder” is consistent with guide-
lines recommending that clinicians use person-first and med-
ically accurate terminology to reduce stigma and bias; this
approach conveys that individuals are distinguishable from
their diagnoses and they “have” a problem rather than they
“are” the problem.'>?*>*¢7 Our results build off a prior study
among individuals with heroin use disorder enrolling in

Table 3 Descriptive Statistics for Personal Descriptor Preferences Among Patients with Opioid Use Disorder Enrolled in Outpatient
Methadone Treatment (V = 450)

Term M SD Participant Participant Participant
agreement neutral disagreement
N (%) N (%) N (%)
Person with an addiction 5.08 1.86 293 (65.1) 87 (19.3) 70 (15.6)
Person with substance use disorder 4.66 1.93 248 (55.2) 105 (23.4) 96 (21.4)
Substance-dependent person 4.59 1.93 244 (54.3) 101 (22.5) 104 (23.2)
Addict 453 2.15 239 (53.1) 92 (20.4) 119 (26.4)
Substance user 4.52 2.02 237 (53.0) 92 (20.1) 118 (26.4)
Person with substance-related disor- 4.52 1.97 231 (51.3) 111 (24.7) 108 (24.0)
der
Drug-dependent person 4.44 2.00 221 (49.2) 109 (24.3) 119 (26.5)
Person with a drug problem 4.32 2.11 205 (46.5) 107 (24.3) 129 (29.3)
Person who uses drugs 431 2.06 215 (47.9) 99 (22.0) 135 (30.1)
Person with substance misuse 4.30 1.98 204 (45.1) 121 (26.9) 126 (28.0)
disorder
Person in active addiction 4.21 2.12 209 (46.9) 92 (20.6) 145 (32.5)
Substance abuser 421 2.10 205 (45.7) 96 (21.4) 148 (33.0)
Drug abuser 3.84 2.16 171 (38.1) 89 (19.8) 189 (42.1)
Drug user 3.81 2.17 176 (39.2) 87 (19.4) 186 (41.4)
Druggie 2.27 1.83 56 (12.5) 63 (14.0) 330 (73.5)
Junkie 2.23 1.79 52 (11.6) 65 (14.4) 333 (74.0)

Note: Scale ranges from 1 to 7. All the terms/responses were listed in quotations (e.g., “Junkie”)

M mean, SD standard deviation
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inpatient managed withdrawal showing high patient usage of
the term “addict” with counselors and doctors, despite prefer-
ring patient-first terminology when asked what their language
preference would be if they could choose how others labeled
them.*” While past studies found high usage of the term
“addict” among people with SUDs,*** our results indicate
this is not the most preferred term among patients receiving
MMT for clinicians to use. Identifying as an “addict” rather
than a “person with a SUD” has been associated with higher
experience of stigma and lower recovery scores.”® A prior
study demonstrated that people who use both terms commonly
use “addict” during 12-step program meetings and “person
with a SUD” when speaking publicly, suggesting awareness
of the stigma associated with the former term.*’ As hypothe-
sized, personal descriptor preference for “addict” was signifi-
cantly and positively correlated with 12-step program partial-
ity, even after controlling for demographic variables. This
finding extends prior work to suggest that preference for the
personal descriptor “addict” among individuals endorsing 12-
step meetings extends to clinician terminology preferences
among patients receiving MMT.**-*°

This is the first study to examine demographic effects on
terminology preferences among patients receiving MMT.
These findings suggest an individual’s race or age may influ-
ence their terminological preferences, a potentially important
consideration for clinicians and representatives of professional
societies when writing guidelines about recommended lan-
guage. Future work is needed to replicate our findings and
investigate the underlying reasons for differences based on
race, sex, and age in language preference.

Patient-centered approaches, which involve soliciting pa-
tient input, can facilitate MMT access and retention by atten-
uating stigma and enhancing perceived choice.'’'* While
participants’ terminology preferences generally aligned with
professional guidelines, some did not, and demographic ef-
fects based on race and age emerged for some preferred
terms.>>>*>* Clinicians might benefit from soliciting patients’
terminology preferences and engaging in a dialogue as to why
the clinician may not use terms that are not medically accurate
or person-first.>>2%33+62:63 Gych a dialogue offers an oppor-
tunity to discuss the stigma that patients may face from differ-
ent sources, including clinicians, and may strengthen the ther-
apeutic alliance.”***’ Future work should examine how pre-
ferred terminology use by clinicians impacts the therapeutic
alliance and patient experience within MMT.

Limitations

Our study had limitations. It was conducted among adult
English speakers attending MMT programs operated by the
same non-profit treatment organization in one US state.
Whether the findings generalize to other regions, languages,
and settings is unclear. Preferences may differ among individ-
uals with OUD not enrolled in MMT, or those not retained for
the first month of MMT. Preferences may also be impacted by

normative terms used in different treatment settings or by
healthcare providers, support staff, or peers. Whether our
statistically significant findings of differences in mean term
preference based on demographic factors are clinically signif-
icant is an important area for future investigation. We devel-
oped our own study survey, which although face-valid, has not
been validated.

CONCLUSION

This study represents the first investigation of clinician termi-
nological preferences among patients receiving MMT. Gener-
ally, our findings suggest that patients receiving MMT prefer
terminology that is medically accurate and person-first,
aligning with recommendations by professional societies. Ap-
parent demographic differences for specific terminology pref-
erences should be examined further.
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