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Abstract

The present study examined the relationships between social support, quality of

life, self-compassion, and personal growth in individuals recovered with Substance

Use Disorders (SUDs). Additionally, the study investigated the mediating roles of

self-compassion and personal growth in the association between social support and

quality of life. More specifically the study aimed at comparing the differences at

the level of gender, education and type of substance used in individuals recovered

with SUDs. The study was conducted into two phases; firstly, the standardized

scales were translated into Urdu and in the second phase the translated version

of the scales were administered for data collection. A cross-sectional correlational

research design was employed, and a sample of 302 individuals recovered with

SUDs was recruited from the rehabilitation centers of Islamabad and Rawalpindi

by using purposive sampling technique. Standardized Urdu translated measures;

Social Support Scale [1], WHO Quality of Life Scale WHOQoL-BREF; [2], Self-

Compassion Scale [3], and Personal Growth Initiative Scale-II [4] were adminis-

tered individually. Various statistical analyses were conducted; Intercorrelation

between study variables, Mann Whitney-U test, Kruskal Wallis H test and Medi-

ation analysis. Results revealed a significant positive association between social

support and quality of life (r = .175∗∗, p < .01). Social support was positively

associated with self-compassion (r = .397∗∗, p < .01) but showed a weak nega-

tive relationship with personal growth (r = −.189∗∗, p < .01). Self-compassion

was positively related to personal growth (r = .066, p < .01) and quality of life

(r = .484∗∗, p < .01). Personal growth had a significant positive relationship

with quality of life (r = .385∗∗, p < .01). Mediation analysis confirmed that both

self-compassion (B = 0.46, SE = 0.05, p < .001) and personal growth (B = 0.41,

SE = 0.05, p < .001) significantly mediated the relationship between social sup-

port and quality of life. Gender differences were observed, with females reporting

higher social support, self-compassion, personal growth, and quality of life. Ed-

ucational background and type of substance used also influenced these variables.

These findings underscore the critical role of social support in enhancing the qual-

ity of life among recovered individuals while highlighting the mediating influence of



viii

self-compassion and personal growth. The study provides implications for design-

ing intervention programs for rehabilitation centers that foster self-compassion and

personal growth to enhance recovery outcomes and reduce relapse rate. Addition-

ally, strengthening social reintegration programs can help recovered individuals in

rebuild relationships, secure employment and maintain long term recovery.

Key words: Social Support, Quality of Life, Self-Compassion, Personal

Growth, Substance Use Disorders.
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Chapter 1

Introduction

Substance Use Disorder refers to a complex, chronic condition characterized by

the compulsive use of substances, such as drugs or alcohol, despite harmful conse-

quences to one’s health, personal life, and societal functioning [5]. In Diagnostic

and Statistical Manual of Mental Disorders (DSM-5), SUD includes tolerance,

withdrawal symptoms, and an inability to control substance use [6]. SUD has

multiple levels of severity mild, moderate, and severe based on the number of

diagnostic criteria met. Understanding these distinctions is vital as they inform

treatment and intervention strategies ([7], p. 5). Recent studies highlight the neu-

robiological, psychological, and environmental components contributing to SUDs,

underscoring their multidimensional nature and the need for comprehensive care

models [8]. SUDs impose a significant burden not only on individuals but also on

families and broader societal systems. The individual effects of SUDs are profound,

often resulting in impaired physical and mental health, including an increased risk

for conditions such as liver disease, cardiovascular disorders, anxiety, depression,

and cognitive impairment [9]. Psychological well-being is particularly affected,

as individuals with SUDs frequently experience guilt, shame, and a loss of self-

worth, which perpetuates the cycle of addiction [10]. SUDs also affect personal

relationships, employment stability, and financial security, creating a ripple effect

on family members who may face emotional distress, social isolation, and financial

strain [11].

1
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At a societal level, the economic impact of SUDs is immense, with costs attributed

to healthcare, law enforcement, lost productivity, and social services. In the United

States alone, substance use costs exceed billions annually, with healthcare expenses

encompassing emergency treatments, rehabilitation services, and long-term care

for substance-related health conditions [12]. Additionally, substance-related of-

fenses strain the criminal justice system, leading to overcrowded prisons and ex-

tensive legal expenditures. The workforce is also affected, as individuals with SUDs

often face challenges maintaining consistent employment, resulting in productivity

losses that impede economic growth. Collectively, these factors demonstrate the

widespread ramifications of SUDs, highlighting the urgent need for policies and

interventions to address its impact on both a micro and macro level.

Recovery from SUDs is a multi-stage process that extends beyond mere absti-

nence from substances; it involves the restoration of physical health, psychological

well-being, and social integration. Recovery is often described as a dynamic and

individualized journey, requiring medical, psychological, and social interventions

tailored to each person’s unique needs and experiences [13]. The early stages of

recovery generally focus on detoxification and managing withdrawal symptoms,

which includes physical pain, anxiety, and cravings. Medical support is crucial

during this phase, as withdrawal can be life-threatening for certain substances,

including opioids and alcohol [14].

After initial detoxification, individuals typically engage in structured treatment

programs designed to orient the underlying causes of addiction which may include

inpatient or outpatient rehabilitation, counseling, and support groups. Cognitive-

behavioral therapy (CBT) and motivational enhancement therapy (MET) are com-

monly used to help individuals in developing coping strategies, addressing negative

thought patterns, and building motivation for sustained recovery [15]. The recov-

ery process also emphasizes building a strong support network, as social connec-

tions play a vital role in fostering resilience and preventing relapse. Family therapy

and peer support groups like Alcoholics Anonymous (AA) provide valuable social

support, creating a sense of community and accountability [16]. Despite the struc-

tured framework provided in treatment, individuals in recovery face numerous



Introduction 3

challenges that can hinder their progress. Psychological and physical cravings,

triggered by environmental cues, stress, or trauma, remain significant obstacles

even after the initial stages of recovery [4]. Managing these cravings requires on-

going support and strategies, often involving continued therapy and lifestyle ad-

justments. Moreover, individuals with SUDs frequently encounter social stigma,

which can lead to discrimination and reduce opportunities for social and occupa-

tional reintegration. This stigma creates additional stress, exacerbating feelings of

isolation and potentially increasing the risk of relapse [17]. Employment re-entry is

another formidable challenge, as many individuals with a history of SUDs struggle

to secure stable employment. Employers may be hesitant to hire individuals with

past substance use issues, and the stigma surrounding addiction can reduce job

opportunities. Obtaining employment is not only crucial for financial stability but

also contributes to a sense of purpose and self-worth, both essential for long-term

recovery [18]. Additionally, the ongoing risk of mental health issues such as anxi-

ety, depression, and post-traumatic stress disorder (PTSD) complicates recovery.

Comorbid mental health conditions are prevalent among individuals with SUDs,

requiring dual-diagnosis treatments that address both addiction and psychological

disorders [8].

Housing instability further exacerbates the recovery process, especially for individ-

uals from socioeconomically disadvantaged backgrounds. Stable housing provides

the security and stability necessary for recovery, yet many individuals in recovery

face homelessness or lack adequate housing support. Homelessness is often both

a cause and consequence of SUD, creating a cycle of vulnerability that impedes

access to recovery resources [11]. Transitional housing programs and sober living

homes are vital in offering a structured environment that supports sobriety and

reintegration into society.

1.1 Social Support

Social support is a fundamental component in the process of recovery from sub-

stance use disorders (SUDs). It is defined as the perception or experience of being
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cared for, having assistance from others, and being part of a supportive social net-

work [19]. Social support can come from family, friends, healthcare professionals,

and peer support groups. For individuals in recovery, social support serves as a

buffer against the stress and challenges associated with overcoming addiction, pro-

viding both emotional and practical assistance [20]. Studies consistently highlight

that social support enhances resilience, aids in relapse prevention, and fosters a

positive outlook, all of which are critical for sustaining long-term recovery [15].

Furthermore, support from empathetic and understanding individuals helps alle-

viate feelings of isolation and stigma, which are common experiences among those

with a history of substance use [21].

Social support fulfils various roles in the recovery journey, such as providing emo-

tional support, which includes encouragement, reassurance, and empathy, helping

individuals cope with stress and emotional pain associated with recovery. Instru-

mental support, on the other hand, offers tangible assistance, such as financial

help, housing, or employment opportunities, all of which contribute to stability

during recovery [22]. Informational support provides guidance and resources, such

as knowledge about coping mechanisms, recovery programs, and life skills training,

which empower individuals to make informed decisions for their recovery process

[23]. Peer support, often through groups such as Alcoholics Anonymous or Nar-

cotics Anonymous, is particularly influential, as it creates a sense of community

where individuals can share experiences and strategies with others who have sim-

ilar backgrounds [24].

A significant factor in recovery is the prevention of relapse, and social support is

recognized as a crucial element in maintaining sobriety. Relapse is often triggered

by stress, environmental cues, and negative emotions, but a supportive network

can help mitigate these risks [25]. According to recent research, individuals with

strong social support are more likely to experience positive outcomes in their

recovery journey, with lower rates of relapse compared to those with limited or

no social support [26]. The mechanisms behind this protective effect include the

ability of social networks to provide consistent reinforcement, accountability, and

immediate assistance during high-risk situations [27]. Additionally, social support
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fosters a sense of hope and motivation, which is essential for sustaining recovery

in the face of challenges. By offering practical solutions and emotional strength,

social support becomes an indispensable part of a holistic approach to preventing

relapse and promoting long-term recovery.

1.2 Quality of Life

Quality of life (QoL) is a multidimensional construct that includes an individual’s

physical health, psychological well-being, social relationships, and environment.

In the context of recovery, QoL serves as an indicator of the overall success and

sustainability of the recovery process, extending beyond mere abstinence from sub-

stance use [2]. For individuals with a history of substance use, QoL is often signif-

icantly diminished, as addiction can lead to deteriorated physical health, mental

health issues, disrupted family and social relationships, and economic instability

[28]. Substance use impacts almost every aspect of life, creating problems that

compromise an individual’s ability to live a fulfilling life. Moreover, the stigma as-

sociated with addiction often further reduces QoL by reinforcing feelings of shame,

isolation, and social exclusion [29].

Recovery from SUD involves not only cessation of substance use but also efforts to

restore and enhance QoL. The concept of QoL in recovery encompasses the indi-

vidual’s sense of purpose, self-esteem, and life satisfaction for improved health and

social functioning [30]. Recent studies emphasize that individuals in recovery expe-

rience significant improvements in QoL, particularly when they receive continuous

social support that helps rebuild their physical, psychological, and social dimen-

sions [31]. Recovery-oriented approaches that prioritize QoL aim to address the

broader needs of individuals, promoting social reintegration and personal growth

as integral parts of the healing process [21].

The impact of substance use on QoL is well-documented, with research indicating

that SUD leads to profound impairments in various areas of life. Physical health

often suffers significantly due to the toxic effects of substances, leading to chronic
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conditions such as liver disease, cardiovascular issues, and weakened immune sys-

tems [14]. Mental health is also compromised, as substance use is closely linked to

increased risks of depression, anxiety, and other psychiatric disorders [32]. These

health issues, combined with impaired cognitive functioning, reduce an individ-

ual’s ability to manage daily responsibilities, maintain employment, and engage

in meaningful social interactions [30]. Social relationships, a key component of

QoL, are frequently disrupted by substance use. Individuals with SUD often ex-

perience conflicts, broken relationships, and social isolation due to the behavioral

consequences of addiction, such as aggression, deception, and neglect [33]. Eco-

nomic hardships further exacerbate QoL, as financial instability and legal issues

are common among individuals with SUD, often leading to a cycle of poverty and

homelessness [34]. Collectively, these factors illustrate the extensive impact of

substance use on QoL, highlighting the need for recovery programs to focus on

holistic improvements rather than solely on abstinence.

1.3 Social Support and Quality of Life

Social support plays a transformative role in enhancing QoL for individuals re-

covering from SUDs. Through consistent encouragement, tangible assistance, and

emotional reinforcement, social support networks help individuals overcome the

challenges that impair their QoL. Support from family members, friends, and

peers can contribute to advancement in self-esteem, a critical component of QoL,

by validating individuals’ efforts to change and reinforcing their sense of self-worth

[35]. Social support also promotes stability in living conditions, employment, and

mental health management, all of which contribute to a positive QoL trajectory

in recovery [36].

For individuals in recovery, peer support groups offer a unique form of social sup-

port that significantly boosts QoL. These groups create a non-judgmental space

where individuals share experiences, receive guidance, and build friendships with

others on a similar path [27]. The presence of a peer group that understands the

struggles associated with addiction fosters a sense of belonging, which is essential
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for QoL [37]. Additionally, peer support helps reduce the stigma frequently associ-

ated with SUD, allowing individuals to regain their dignity and social acceptance,

further enhancing their QoL [14].

Social support not only improves QoL directly but also fosters personal growth,

which further contributes to a higher QoL in recovery. Personal development

in recovery is characterized by self-awareness, resilience, and a redefined sense

of purpose. Social support facilitates this growth by providing opportunities for

learning, self-reflection, and developing life skills that promote independence and

self-efficacy [21]. This personal growth, in turn, enhances QoL by equipping indi-

viduals with the psychological tools needed to navigate life after addiction [24].

Studies indicate that individuals who experience personal growth in recovery re-

port higher life satisfaction, increased social engagement, and a stronger sense of

meaning, all core elements of QoL [32].

By integrating social support into recovery programs, healthcare providers can

create environments that not only encourage abstinence but also promote com-

prehensive well-being. Such programs aim to build a foundation for individuals

to achieve sustained recovery, improved QoL, and personal growth. The recipro-

cal relationship between social support, QoL, and personal growth illustrates the

importance of a holistic approach in SUD recovery, where the individual’s overall

well-being is prioritized alongside efforts to prevent relapse.

1.4 Self-Compassion

Self-compassion is a psychological construct defined as being kind and understand-

ing toward oneself in times of personal difficulty or failure. It involves three core

components: self-kindness, common humanity, and mindfulness, each contributing

uniquely to a compassionate approach toward the self [38]. Self-kindness empha-

sizes treating oneself with warmth and empathy rather than harsh self-criticism.

Individuals practicing self-kindness are more likely to accept their flaws and short-

comings, recognizing that imperfection is part of the human experience. This
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nurturing attitude fosters emotional resilience, enabling individuals to approach

personal challenges with enhanced tranquility and understanding [39].

The second component, common humanity, underscores the connection between

individual suffering and the shared experiences of others. Recognizing that hard-

ship is part of the collective human experience helps reduce feelings of isolation,

which are particularly common among individuals recovering from substance use

disorder (SUD). By embracing common humanity, individuals understand that

they are not alone in their struggles, which can mitigate feelings of shame and

alienation often experienced during recovery [40]. The final component, mindful-

ness, involves maintaining a balanced awareness of one’s thoughts and emotions

without becoming overly absorbed. This non-judgmental awareness allows indi-

viduals to experience their feelings without exaggeration or suppression, enabling

a balanced response to distress and promoting psychological stability [41]. These

three components of self-compassion work synergistically to foster a positive self-

view, enhancing resilience and emotional well-being. For individuals recovering

from SUDs, self-compassion provides a foundation for personal growth by coun-

tering the pervasive self-criticism and shame that can impede recovery. Research

indicates that self-compassion enables individuals to face their struggles without

fear of judgment, creating a supportive internal environment that encourages sus-

tainable recovery [23]. Emotional regulation is a crucial skill for individuals in

recovery from SUDs, as unmanaged emotions often contribute to relapse. Self-

compassion has been shown to play a key role in enhancing emotional regulation,

providing individuals with tools to manage negative emotions constructively [42].

By cultivating a compassionate attitude toward oneself, individuals are better

equipped to address emotions like shame, guilt, and frustration common feelings

during recovery without succumbing to self-destructive coping mechanisms. Stud-

ies demonstrate that self-compassion helps to reduce the intensity of negative

emotional responses, allowing individuals to process emotions in a more balanced

and adaptive way [43]. Research highlights that individuals who practice self-

compassion experience less emotional volatility and are more likely to participate

in adaptive coping strategies. A study by [44] found that self-compassionate indi-

viduals exhibited lower levels of emotional reactivity and were better able to handle
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stress without turning to substance use. Self-compassion enables individuals to

distance themselves from harsh self-judgment, which can often exacerbate negative

emotions. Instead, they learn to approach their feelings with curiosity and kind-

ness, creating a supportive internal dialogue that facilitates healthier responses

to stress [45]. This capability is especially beneficial for individuals in recovery,

as it reduces the risk of emotional triggers that can lead to relapse. Shame is a

pervasive emotion among individuals with a history of SUDs, often stemming from

societal stigma and self-blame. It is a powerful and debilitating emotion that can

hinder recovery by reinforcing feelings of worthlessness and inadequacy [40]. Self-

compassion has emerged as an effective tool in reducing shame by encouraging a

kinder, more forgiving view of oneself. When individuals practice self-compassion,

they are less likely to internalize shame and more inclined to view their mistakes

as part of the human experience rather than as personal failures. This shift in

perspective reduces the self-blame and condemnation often associated with shame

[46].

A recent study by [47] demonstrated that self-compassion significantly reduced

feelings of shame among individuals in recovery by promoting self-acceptance and

a non-judgmental stance toward past behaviors. By fostering a compassionate self-

attitude, individuals can reframe their past mistakes as learning experiences rather

than sources of shame. This transformation is essential for sustainable recovery, as

it prevents individuals from becoming overwhelmed by negative self-perceptions,

which can trigger relapse [48]. Moreover, by reducing shame, self-compassion also

fosters social connectedness, allowing individuals to feel more comfortable seek-

ing support and sharing their experiences with others without fear of judgment.

Self-compassion not only aids in emotional regulation and shame reduction but

also enhances resilience, a critical factor for long-term recovery success. Resilience

refers to the ability to adapt positively to adversity, and it is essential for individ-

uals recovering from SUDs who face ongoing challenges in maintaining sobriety.

Studies suggest that self-compassion strengthens resilience by promoting adaptive

coping mechanisms and reducing emotional vulnerability [38]. Resilient individuals

are more likely to view setbacks as temporary obstacles rather than insurmount-

able failures, an attitude fostered by self-compassion’s emphasis on self-kindness
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and common humanity [45].

The practice of self-compassion equips individuals with a positive internal frame-

work that reinforces their ability to persist through difficulties. For instance,

individuals who engage in self-compassionate practices are more likely to bounce

back from relapses by reframing these experiences as part of the recovery jour-

ney rather than as failures. This perspective not only enhances resilience but

also improves self-efficacy the belief in one’s capacity to achieve recovery goals

[48]. With increased resilience, individuals are better prepared to navigate the

ups and downs of recovery, maintaining a commitment to sobriety even when

faced with challenging situations. Social stigma is a significant barrier to recov-

ery, as individuals with a history of SUDs often face discrimination and negative

judgments from society. This stigma can lead to self-stigmatization, where indi-

viduals internalize societal prejudices, resulting in further shame and decreased

self-worth [49]. Self-compassion serves as a protective factor against the effects

of social stigma by encouraging individuals to view themselves through a lens of

kindness and understanding. By fostering a compassionate attitude, individuals

have an improved ability to resist the negative impact of societal judgments, al-

lowing them to maintain a positive self-image despite external stigma [47]. In

recent studies, self-compassion has been shown to reduce the internalization of

stigma by promoting self-acceptance and resilience. A study by [50] found that

individuals with high levels of self-compassion were less likely to be affected by

social stigma, demonstrating a stronger sense of self-worth and a lower tendency

to engage in self-criticism. By reducing the impact of stigma, self-compassion en-

ables individuals to focus on their recovery without being weighed down by societal

judgments, which can otherwise act as a significant barrier to progress [51]. Given

the numerous benefits of self-compassion in recovery, there is a growing interest

in incorporating self-compassion training into recovery programs. Self-compassion

interventions, such as mindfulness-based self-compassion (MSC) programs, have

been shown to improve emotional well-being and enhance recovery outcomes by

teaching individuals how to respond to their suffering with compassion rather

than self-criticism [42]. These programs typically involve exercises that encourage

self-kindness, mindfulness practices, and activities that foster a sense of shared
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humanity. Research indicates that participants in self-compassion programs re-

port lower levels of shame, greater emotional resilience, and improved quality of

life [38]. In addition to improving individual recovery outcomes, self-compassion

training has the potential to positively influence recovery communities by pro-

moting a culture of empathy and support. When individuals in recovery adopt

self-compassionate attitudes, they are more likely to extend compassion to others,

fostering a supportive environment that benefits the entire community [52]. This

collective empathy can enhance the effectiveness of recovery programs by creat-

ing an inclusive atmosphere where individuals feel valued and accepted, further

reinforcing their commitment to recovery.

1.5 Personal Growth

Personal growth, as a psychological construct, is defined as the positive devel-

opmental process through which individuals achieve enhanced self-understanding,

resilience, and a renewed sense of purpose, particularly after overcoming significant

adversity [53]. Personal growth reflects the transformative journey individuals un-

dergo as they rebuild their lives, reconnect with their values, and cultivate new

strengths. As people move through recovery, they often undergo a reevaluation of

their identity, developing a stronger sense of self-worth, responsibility, and purpose.

Interpersonal relationships are redefined with an emphasis on trust, empathy, and

genuine connection, replacing patterns of manipulation or isolation that may have

existed during substance use.

Additionally, life priorities shift away from immediate gratification or escape and

toward long-term goals, personal fulfillment, and meaningful contributions to fam-

ily and society. This holistic transformation marks true growth in recovery, extend-

ing far beyond the physical cessation of substance use. Recovery can catalyze this

growth, as individuals learn to adapt to new coping strategies, rebuild self-esteem,

and embrace a more meaningful life [13]. Studies suggest that personal growth

in recovery manifests through increased self-awareness, emotional resilience, and

goal-setting abilities. The recovery journey often compels individuals to confront
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and reassess aspects of their identity and past behaviors, prompting a reevaluation

of their core values and beliefs. This self-reflective process encourages individuals

to cultivate self-compassion and empathy, which are integral to personal growth

[31]. Additionally, personal growth in recovery involves the development of new

coping mechanisms and a proactive approach to managing stress and adversity,

further contributing to emotional stability and resilience [54]. Ultimately, personal

growth in recovery is characterized by a shift from a survival-oriented mindset to

one focused on thriving, allowing individuals to create and pursue a life that aligns

with their intrinsic values and aspirations.

Positive relationships and support systems are essential in facilitating personal

growth for individuals in recovery. Recovery can be an isolating experience due

to the social stigma associated with substance use, yet having a supportive net-

work of family, friends, and peers helps individuals overcome feelings of shame and

loneliness, creating a foundation for growth [26]. Supportive relationships foster a

sense of belonging and acceptance which is essential for individuals as they work

to reestablish their identities beyond addiction. Through these connections, indi-

viduals receive validation for their efforts, encouragement to persist, and guidance

in navigating the challenges of recovery, all of which are instrumental in fostering

personal growth [33]. Family support is particularly impactful in the recovery pro-

cess. Family members who approach recovery with empathy and understanding

contribute to the individual’s sense of stability, reducing the stressors that fre-

quently coexist with reintegration into society [55]. For instance, family therapy

is often recommended in recovery programs to address relational conflicts and es-

tablish effective communication, thereby strengthening family bonds and creating

a positive, nurturing environment that supports personal growth [47].

Families who actively engage in the recovery process help individuals feel valued

and understood, which fosters self-confidence and a desire to rebuild their lives

positively [25].

In addition to family, peer support groups serve as a unique form of social support

that significantly contributes to personal growth in recovery. Peer support groups,

such as Alcoholics Anonymous (AA) and Narcotics Anonymous (NA), provide a
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non-judgmental space where individuals can share their experiences, challenges,

and achievements with others who have faced similar struggles. These groups

offer a sense of community that mitigates feelings of isolation, promoting personal

growth by encouraging individuals to view their recovery journey as a shared

experience rather than a solitary endeavor [35]. Within these groups, individuals

are often encouraged to step into mentoring positions, helping others throughout

their recovery process. This process of guiding and supporting peers not only

reinforces personal accountability but also fosters a sense of purpose and self-

worth, integral aspects of personal growth [28].

Therapeutic relationships with mental health professionals also contribute to per-

sonal growth in recovery by offering guidance, accountability, and skill-building.

Therapists provide individuals with tools for emotional regulation, coping strate-

gies, and a safe environment to explore their thoughts and emotions. Through

counseling and therapeutic interventions, individuals develop insights into their

patterns, emotional triggers, and underlying issues contributing to substance use.

These insights are foundational for personal growth, as they enable individuals

to gain control over their lives and make conscious choices that support their

well-being and long-term recovery [51]. Additionally, therapy helps individuals

reframe past experiences, reducing shame and guilt associated with substance use

and encouraging a more compassionate self-view that fosters resilience and moti-

vation for continued growth [48]. Community-based support programs, including

recovery-focused organizations and local support networks, offer additional op-

portunities for personal growth. These programs provide resources, such as job

training, educational support, and recreational activities, that support skill devel-

opment and reintegration into society. Engaging in community activities allows

individuals to rebuild social connections, regain self-confidence, and contribute

positively to their communities, reinforcing their sense of purpose [36]. Commu-

nity support also helps individuals establish routines and stability, essential for

maintaining sobriety and fostering long-term personal growth [49]. Recent studies

highlight that community involvement during recovery is associated with higher

levels of life satisfaction and self-efficacy, indicators of personal growth [24]. Pro-

grams that promote community service and volunteerism empower individuals to
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use their experiences constructively, transforming personal adversity into social

contribution. This shift in focus from self-recovery to community impact not only

strengthens personal growth but also fosters a renewed sense of identity, as indi-

viduals begin to view themselves as valuable contributors to society [26]. In this

way, community-based support programs create a mutually reinforcing continuous

development, as individuals who experience personal growth through community

engagement are often motivated to assist others in similar situations.

Self-reflection and goal-setting are key components of personal growth in recovery.

Recovery provides a unique opportunity for individuals to reassess their values,

beliefs, and life goals, allowing them to realign their lives with their aspirations

and intrinsic motivations. Self-reflection enables individuals to gain insight into

the root causes of their substance use, the impact of their actions, and the changes

needed to lead a more fulfilling life. This process fosters personal accountability, as

individuals recognize their capacity to make conscious choices that support their

well-being and growth [29]. By engaging in regular self-reflection, individuals can

track their progress, identify areas for improvement, and maintain a proactive

approach to personal development.

Goal-setting, often facilitated through counseling or peer support, further con-

tributes to personal growth by providing individuals with a clear direction for

their recovery journey. Setting realistic and meaningful goals, whether related

to health, career, relationships, or personal interests, gives individuals a sense of

purpose and motivation. Achieving these goals, even incrementally, enhances self-

efficacy and self-esteem, reinforcing the belief that recovery is not only achievable

but can also be a path to a fulfilling and purposeful life [51]. Goal-setting also fos-

ters resilience, as individuals learn to adapt their goals to evolving circumstances,

developing flexibility and perseverance in the face of challenges [37].

Individuals who experience personal growth report greater life satisfaction, im-

proved mental health, and lower relapse rates, indicating that personal growth is

a protective factor in sustaining recovery [52]. Through self-awareness, resilience,

and purpose, individuals are better equipped to manage stress, cope with setbacks,

and pursue positive life changes that assist their sobriety [39]. Personal growth
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also fosters a sense of autonomy and independence, as individuals recognize their

ability to shape their lives and achieve their goals, reducing their vulnerability to

external pressures and triggers. In the context of SUD recovery, personal growth

is not only a desired outcome but also a vital component of relapse prevention.

By fostering a mindset focused on self-improvement and continuous learning, per-

sonal growth encourages individuals to seek new challenges, develop new skills,

and build a life that aligns with their values and aspirations. This proactive ap-

proach to recovery reduces the appeal of substance use as a coping mechanism, as

individuals gain confidence in their ability to handle life’s challenges constructively

[54]. Ultimately, personal growth in recovery represents a profound transforma-

tion, where individuals move beyond the limitations imposed by addiction and

embrace a future defined by resilience, self-fulfillment, and hope.

1.6 Self-Compassion and Personal Growth as Me-

diators

In recovery from substance use disorders (SUDs), social support plays a crucial and

well-documented role in enhancing an individual’s quality of life (QoL). It serves

as a protective factor against relapse and provides emotional, psychological, and

sometimes even practical resources that help individuals navigate the challenges

of recovery. Support from family, friends, peers, and structured groups such as 12-

step programs fosters a sense of belonging, reduces feelings of isolation, and helps

rebuild trust and self-esteem—elements often eroded during active substance use.

Moreover, positive social connections can reinforce healthy behaviors, encourage

accountability, and offer hope and motivation for sustained recovery. By creating

a stable, empathetic environment, social support contributes not only to sobriety

but to improved emotional well-being, life satisfaction, and reintegration into soci-

ety—key aspects of overall QoL. However, recent research highlights that the im-

pact of social support on QoL is often mediated by factors like self-compassion and

personal growth. These mediators help translate social support into psychological

and emotional resilience, enabling individuals to experience greater benefits from
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supportive relationships. Self-compassion, defined as treating oneself with kind-

ness and understanding during times of struggle, allows individuals in recovery to

view themselves without judgment, reducing shame and promoting self-acceptance

[43]. Personal growth, on the other hand, refers to the development of positive

psychological traits and self-concept as individuals overcome adversity, building

resilience and self-worth in the process [45]. Together, self-compassion and per-

sonal growth create an internal foundation that strengthens the impact of social

support, enhancing QoL. The interaction between social support, self-compassion,

and personal growth is essential for sustained recovery. Social support provides

a sense of belonging, emotional validation, and practical assistance critical for

initial recovery. However, the internalization of this support is often facilitated

through self-compassion and personal growth. Self-compassion, for example, en-

ables individuals to accept support without self-judgment, while personal growth

encourages them to use this support as a basis for developing independence and

self-efficacy [55]. These mediating factors contribute to a higher QoL by enhanc-

ing individuals’ coping mechanisms, emotional resilience, and sense of fulfillment,

transforming the benefits of social support into long-term personal outcomes [22].

Self-compassion plays a significant role in translating social support into improved

QoL for individuals in recovery. Social support provides external affirmation and

reduces isolation for mental health and emotional well-being. Self-compassion,

however, enables individuals to internalize this external support, transforming it

into a sustainable, self-driven source of strength. Research indicates that individu-

als with high levels of self-compassion have a greater capacity to manage negative

emotions, reduce self-stigmatization, and maintain a balanced outlook on their re-

covery journey [28]. By fostering self-kindness, individuals learn to accept setbacks

as part of the recovery process rather than as personal failures, which prevents the

onset of shame and guilt that often accompany relapse [46].

Additionally, self-compassion enhances emotional regulation, allowing individuals

to respond to stressors and emotional triggers with calmness and resilience. This

emotional stability is critical for QoL, as it enables individuals to engage in mean-

ingful relationships, pursue personal goals, and maintain sobriety without being

overwhelmed by self-doubt or negative self-perception. According to a study by
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[35], individuals who practice self-compassion experience greater overall life satis-

faction and an increased likelihood to report positive emotions in daily life. This

improved emotional state, in turn, increases the effectiveness of social support, as

individuals feel worthy of the care they receive, further reinforcing their commit-

ment to recovery and well-being [41].

Personal growth is another essential mediator that strengthens the relationship

between social support and QoL. Recovery from SUDs often requires individuals

to redefine their identity, develop new coping mechanisms, and cultivate a renewed

sense of purpose. Social support facilitates this transformation by providing the

validation and encouragement needed to pursue personal development. However,

personal growth enables individuals to internalize the benefits of social support,

transforming it into self-efficacy, resilience, and self-awareness [52]. These quali-

ties are vital for long-term recovery, as they empower individuals to navigate life

independently, fostering a sense of control and fulfillment that enhances QoL.

Through personal growth, individuals gain insight into their strengths, values,

and aspirations, which fosters a proactive approach to recovery. For example, [20]

found that individuals who reported high levels of personal growth in recovery also

demonstrated increased resilience and a stronger sense of autonomy.

This growth-oriented mindset reduces reliance on external validation, as individu-

als learn to derive motivation from their internal goals rather than external sources.

As a result, they are more likely to sustain their recovery efforts and maintain a

high QoL, as they experience fulfillment and meaning beyond sobriety [56]. By

encouraging individuals to embrace change and pursue self-actualization, personal

growth works as a powerful mediator that maximizes the impact of social support,

creating a robust foundation for long-term well-being. Empirical studies provide

robust evidence on the mediating roles of self-compassion and personal growth in

recovery, highlighting their impact on QoL. For instance, [48] conducted a study

on individuals in recovery from SUDs, finding that self-compassion significantly

reduced feelings of shame and guilt, which contributed to improved mental health

and QoL. This study demonstrated that self-compassion helped participants in-

ternalize the help they received from friends and family, transforming it into a
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positive self-view that enhanced their overall well-being. Similarly, [44] found that

personal growth mediated the relationship between social support and life satisfac-

tion in recovery, as individuals who reported higher levels of personal growth were

better able to cope with stress and setbacks without relapsing. Another study

by [37] explored the combined effects of self-compassion and personal growth,

finding that these mediators amplified the impact of social support on QoL. Par-

ticipants who scored high in self-compassion and personal growth demonstrated

greater resilience, adaptability, and life satisfaction than those with lower scores.

This finding supports the notion that self-compassion and personal growth operate

synergistically, enabling individuals to fully leverage the benefits of social support,

thereby enhancing QoL. Together, these studies underscore the importance of fos-

tering self-compassion and personal growth in recovery programs, as they play a

crucial role in translating social support into sustainable, positive outcomes.

1.7 Developing Self-Compassion and Personal

Growth Through Recovery Programs

Through mediating roles, many recovery programs now focus on cultivating self-

compassion and personal growth as part of a holistic approach to treatment.

Mindfulness-based interventions, for example, are widely used to promote self-

compassion, encouraging individuals to approach their thoughts and emotions

with acceptance rather than judgment [42]. These interventions help individu-

als manage cravings, reduce emotional distress, and build a compassionate re-

lationship with themselves, all of which contribute to long-term QoL improve-

ments. By teaching individuals to view their recovery journey as an opportunity

for growth rather than a source of shame, mindfulness practices foster a resilient,

self-compassionate mindset that enhances the benefits of social support [57]. Per-

sonal growth is also promoted in recovery programs through goal-setting, counsel-

ing, and peer mentorship. These activities encourage individuals to set meaningful

personal goals, explore their values, and develop a positive self-concept that aligns

with their recovery aspirations. According to [35], individuals in recovery who
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engage in structured goal-setting report higher levels of life satisfaction, resilience,

and self-efficacy, suggesting that personal growth activities directly contribute to

improved QoL.

Peer mentorship further reinforces personal growth by allowing individuals to share

their experiences and support others, fostering a sense of purpose and community.

As individuals take on mentorship roles, they develop greater confidence and self-

worth, which enhance the positive effects of social support on QoL [40].

1.8 Rationale of the Study

Substance Use Disorders (SUDs) remain a pervasive public health issue in Pak-

istan, with profound implications for individuals’ physical, psychological, and so-

cial well-being. Existing interventions, such as detoxification and rehabilitation

services, are critical in addressing acute substance dependence. However, the

post-treatment phase, marked by long-term recovery and quality-of-life concerns,

remains a significant challenge. Individuals discharged from primary treatment

often encounter difficulties in maintaining sobriety, reintegrating into society, and

enhancing their quality of life. These challenges underscore the importance of

understanding psychological and social factors that influence sustained recovery,

including self-compassion and personal growth. Social support is a critical factor

influencing recovery outcomes in individuals with SUDs.

Emotional, instrumental, and informational support from family, friends, and com-

munity networks significantly buffers the stress associated with recovery and en-

hances resilience. Research has demonstrated that robust social support networks

reduce relapse risk, improve recovery trajectories, and foster a sense of belonging

and shared responsibility. In Pakistan’s collectivist cultural context, social support

assumes even greater importance.

Family dynamics, including strong spousal and familial support, have been linked

to better recovery outcomes, while dysfunctional family environments are associ-

ated with higher relapse rates. Thus, the interplay between social support, quality
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of life, self-compassion, and personal growth warrants comprehensive exploration

to inform tailored interventions in the Pakistani setting. Self-compassion, charac-

terized by treating oneself with kindness during challenging times, and personal

growth, involving the ongoing effort to enhance individual skills and qualities,

play pivotal roles in the recovery journey. These constructs provide internal psy-

chological resources to cope with stress and relapse triggers, fostering resilience

and long-term sobriety. Despite their significance, the relationships between self-

compassion, personal growth, and quality of life among individuals with SUDs in

Pakistan have not been extensively studied. This gap in the literature highlights

the need to examine these associations, particularly among individuals transition-

ing from intensive treatment to follow-up care.

The interconnection between self-compassion, personal growth, social support,

and quality of life is critical for understanding sustained recovery in individuals

with SUDs. Self-compassion mitigates the self-critical attitudes that often ac-

company addiction and relapse, fostering resilience. On the other hand, Personal

growth provides individuals the motivation and tools to rebuild meaningful lives

post-treatment. Together with social support, these constructs create a holistic

framework that addresses internal psychological mechanisms and external rela-

tional dynamics essential for successful reintegration into society and long-term

sobriety.

This research emphasizes the complementary roles of these variables in fostering

recovery. Self-compassion and personal growth focus on internal resilience and

adaptability, while social support provides the external framework for emotional

and relational stability. The synergy between these constructs offers a comprehen-

sive understanding of the factors contributing to the quality of life among individ-

uals recovering from SUDs in Pakistan. This understanding in a cultural context

that values community and familial ties, significantly impacts recovery outcomes.

To address these research needs effectively, it is essential to employ culturally

and linguistically appropriate assessment tools. Many existing scales for measur-

ing self-compassion, personal growth, and quality of life have been developed in

Western contexts which do not fully capture the cultural nuances of the Pakistani
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population. Translating these tools into Urdu ensures their relevance and valid-

ity while enabling their immediate application in clinical and research settings.

Cultural adaptation of these measures enhances their reliability, providing more

accurate assessments and facilitating the development of targeted interventions.

By focusing on the translation and cultural adaptation of these assessment tools,

this research seeks to bridge the gap between Western-developed constructs and

their application in the Pakistani context. This approach not only improves the

accuracy of data collection but also supports the design of interventions that ad-

dress the unique cultural and linguistic needs of individuals recovering from SUDs.

Ultimately, these efforts are expected to enhance recovery outcomes, reduce relapse

rates, and contribute to a more nuanced understanding of the psychological and

social determinants of quality of life in this population.

1.9 Theoretical Framework

The theoretical framework for this study is built upon Social Support Theory

and Self-Compassion Theory [3], which collectively provide a foundation for un-

derstanding the interrelationships among self-compassion, personal growth, social

support, and quality of life in individuals recovering from SUDs. Social Support

Theory emphasizes the role of emotional, informational, and practical assistance

as critical protective factors that play a role in emotional stability and recovery.

Social support, provided by family, friends, and community networks, enhances re-

silience, reduces stress, and facilitates recovery [58]. It serves as a buffer against re-

lapse and provides individuals with the encouragement and resources necessary to

navigate the challenges of post-treatment reintegration into society. On the other

hand, Self-Compassion Theory highlights the importance of self-kindness, mind-

fulness, and the recognition of shared humanity in fostering emotional resilience

and personal growth. Self-compassion enables individuals to confront difficulties

without excessive self-criticism or feelings of isolation, promoting adaptive coping

strategies and psychological well-being [59]. This inward focus on treating oneself

with understanding and care is particularly beneficial for individuals recovering
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from SUDs, as it helps mitigate the feelings of guilt, shame, and inadequacy that

often accompany addiction and relapse.

Integrating these two theories provides a holistic perspective on the recovery pro-

cess. Social support serves as an external resource that enhances emotional and

practical stability, while self-compassion acts as an internal psychological mecha-

nism that facilitates personal growth and emotional resilience. The interplay be-

tween these constructs suggests that self-compassion and personal growth mediate

the relationship between social support and quality of life. Specifically, individu-

als with higher levels of self-compassion are better equipped to effectively utilize

social support, which in turn fosters personal growth and enhances their overall

well-being.

This integration is particularly relevant in the Pakistani context, where cultural

values such as collectivism and familial ties significantly influence recovery out-

comes. The theoretical framework not only underscores the importance of social

support in recovery but also highlights the need to nurture self-compassion and

personal growth to achieve sustained recovery and improved quality of life.

1.10 Conceptual Framework

The conceptual framework for this study is constructed to examine the complex

and interrelated dynamics among social support, self-compassion, personal growth,

and quality of life (QoL) in individuals recovering from Substance Use Disorders

(SUDs). At the core of this framework is the understanding that recovery is

a multifaceted and deeply personal journey, influenced not only by individual

psychological factors but also by the broader social environment.

Social support is positioned as the independent variable, encompassing the emo-

tional, informational, and instrumental assistance received from family members,

friends, peers, and community-based networks. This support system plays a piv-

otal role in promoting stability and resilience during the recovery process. Emo-

tional support may include expressions of empathy and care, while informational
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support refers to guidance and advice that aid in problem-solving, and instrumen-

tal support includes tangible help such as housing, transportation, or financial aid.

Together, these forms of support can reduce stress, enhance coping strategies, and

create a sense of connectedness, all of which are essential in maintaining sobriety

and rebuilding one’s life.

Within the framework, self-compassion and personal growth are conceptualized as

mediating variables that help explain how and why social support influences overall

QoL. Self-compassion—defined by self-kindness, mindfulness, and a recognition of

common humanity—can foster emotional healing by allowing individuals to treat

themselves with patience and forgiveness rather than shame or self-criticism, which

are often heightened during recovery. Personal growth reflects the internal trans-

formation individuals undergo during recovery, including improved self-awareness,

a redefinition of life goals, and a renewed sense of purpose.

Quality of life is the dependent variable, representing the overall well-being and

satisfaction with life domains such as physical health, psychological state, so-

cial relationships, and environmental conditions. The framework proposes that

higher levels of social support contribute to increased self-compassion and personal

growth, which in turn enhance quality of life. This model allows for a nuanced

exploration of the pathways through which recovery-supportive mechanisms oper-

ate and offers a foundation for developing targeted interventions that address not

only substance use but also the holistic well-being of individuals in recovery.

Self-compassion and personal growth are two mediators in this study. Self-compassion

functions as a mediating variable, enabling individuals to process and internalize

the benefits of social support effectively. It encompasses the ability to treat one-

self with kindness, maintain mindfulness, and recognize shared humanity, reducing

self-criticism and fostering emotional stability. Similarly, personal growth acts as

a second mediator, reflecting the active efforts individuals make to rebuild their

lives, enhance their skills, and set meaningful goals. Personal growth is a critical

indicator of psychological transformation and life restructuring during recovery,

serving as a bridge between social support and improved quality of life. The out-

come of this framework is quality of life, the dependent variable, which reflects the
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holistic well-being of individuals in recovery. Quality of life encompasses physi-

cal, emotional, and social dimensions, highlighting the extent to which individuals

maintain sobriety, achieve life satisfaction, and successfully reintegrate into soci-

ety. This framework underscores the interplay between external social resources

and internal psychological mechanisms, illustrating how self-compassion and per-

sonal growth mediate the relationship between social support and quality of life.

By focusing on these interconnected constructs, the framework provides a com-

prehensive understanding of the factors that help shape sustained recovery in the

sociocultural context of Pakistan.

1.11 Objectives

Keeping in view the literature review on social support, quality of life, self-

compassion and personal growth in individuals recovered with SUDs, the present

research focused on the following objectives:

To investigate the relationship between Social Support, Quality of Life, Self-

Compassion, and Personal Growth in individuals recovered with SUDs. Investigate

the mediating role of Self-Compassion and Personal Growth in the association be-

tween social support and quality of life in individuals recovered from SUD.. To

examine differences in Social Support, Quality of Life, Self-Compassion, and Per-

sonal Growth across demographic characteristics (ie., gender, level of education

and type of substance used) in individuals recovered with SUDs.

1.12 Hypotheses

The following hypotheses were formulated on the basis of the above-mentioned

objectives:

1. There would be a significant positive association between Social Support and

Quality of Life in individuals recovered with SUDs.
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Figure 1.1: Conceptual framework of the present study.

2. There will be a significant positive relationship between Social Support and

Self-Compassion in individuals recovered with SUDs.

3. There will be a significant positive relationship between Social Support and

Personal Growth in individuals recovered with SUDs. There will be a signif-

icant positive relationship between Self-Compassion and Personal Growth in

individuals recovered with SUDs. There will be a significant positive relation-

ship between Self-Compassion and Quality of Life in individuals recovered

with SUDs.

4. There will be a significant positive relationship between Personal Growth

and Quality of Life in individuals recovered with SUDs.
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5. Self-Compassion and Personal Growth will mediate the relationship between

Social Support and Quality of Life in individuals recovered with SUDs.

6. Females in recovery from SUDs will report higher levels of Social Support,

Quality of Life, Self-Compassion, and Personal Growth compared to males

in recovery.

7. Individuals with higher levels of education will report greater Social Support,

Quality of Life, Self-Compassion, and Personal Growth compared to those

with lower levels of education.

8. Individuals who have recovered from SUDs will show significant differences

in Social Support, Quality of Life, Self-Compassion, and Personal Growth

based on the type of substance used.



Chapter 2

Literature Review

Social support is a critical determinant of quality of life (QoL) in individuals re-

covering from substance use disorders (SUDs), with recent research emphasizing

the mediating roles of self-compassion and personal growth in this relationship

[60, 61]. Grounded in frameworks like Stress and Coping Theory, social sup-

port fosters resilience by buffering stress and enhancing emotional well-being [62].

Self-compassion, characterized by self-kindness and mindfulness, further promotes

adaptive coping and emotional resilience, contributing significantly to QoL im-

provements [63]. [64], conducted a longitudinal study with 325 participants and

found that self-compassion fully mediated the relationship between social support

and QoL, with personal growth reinforcing recovery by reducing relapse risk [64].

However, existing studies often rely on convenience sampling, neglect cultural

variables, and focus predominantly on adult populations, limiting generalizabil-

ity. Future research should explore cross-cultural dynamics, diverse age groups,

and the integration of qualitative insights to develop holistic recovery frameworks

tailored to varied contexts [64, 60, 63]. A study conducted in 2022 investigated

the mediating roles of self-compassion and personal growth in the relationship be-

tween social support and quality of life (QoL) among individuals recovering from

substance use disorders (SUDs). In a cross-sectional study with 450 participants,

validated tools such as the Self-Compassion Scale (SCS) and the Quality of Life In-

ventory (QOLI) were used to measure the variables. The results demonstrated that

27
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self-compassion partially mediated the positive impact of social support on QoL,

while personal growth independently predicted improved outcomes, highlighting

the multidimensional nature of recovery. Despite these significant findings, the

study faced limitations, including reliance on self-reported data and the inability

to establish causality due to its cross-sectional design. The authors emphasized

the need for longitudinal research to confirm these pathways and explore diverse

population dynamics [65].

A study of 2023 conducted a mixed-methods study to examine the relationship

between social support, self-compassion, and quality of life (QoL) in individuals

recovering from substance use disorders (SUDs). The study analyzed survey re-

sponses from 300 participants and complemented these with in-depth interviews

from 25 individuals, providing quantitative and qualitative insights.

Results indicated that self-compassion partially mediated the positive impact of

social support on QoL, the qualitative data emphasized personal growth as a

dynamic and evolving recovery process rooted in lived experiences. Despite its

strengths, including the comprehensive mixed-methods design, the study’s preprint

status, limited sample size for qualitative data, and underrepresentation of cultural

diversity highlight the need for further validation and broader generalizability.

The findings contribute to understanding the multidimensional nature of recovery

but call for future research employing longitudinal designs and diverse popula-

tions [66]. Carter and his colleagues in 2021 investigated how self-compassion and

personal growth mediate the relationship between social support and quality of

life (QoL) in individuals recovering from substance use disorders (SUDs). Their

mixed-methods study of 400 participants combined quantitative tools, such as the

Self-Compassion Scale and WHO Quality of Life-BREF, with qualitative insights

to capture the nuanced interplay of these factors. The findings revealed that self-

compassion significantly mediated the positive effects of social support on QoL,

while personal growth provided an independent pathway for improvement. Par-

ticipants with strong social support reported transformative recovery experiences,

such as reframing negative self-perceptions and developing resilience. However,

the study’s cross-sectional nature limited causal inference, and its homogenous
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sample reduced generalizability. The authors called for longitudinal research to

validate these findings and expand them to diverse populations [67].

Social support, self-compassion, and personal growth are critical factors influenc-

ing the quality of life (QoL) in individuals recovering from substance use disorders

(SUDs). Social support provides emotional, instrumental, and informational re-

sources, fostering adaptive functioning and reducing relapse risks, as shown by

Thompson and Reyes (2021). Self-compassion, characterized by self-kindness and

mindfulness, mediates the impact of social support on QoL, while personal growth

enables individuals to derive meaning and resilience from recovery experiences [68].

A study conducted in 2019 demonstrated that individuals with robust social sup-

port networks often redefined their identity through self-compassion and personal

growth, emphasizing their role in sustained recovery. However, limitations in exist-

ing studies, such as cross-sectional designs and reliance on self-reported data, high-

light the need for longitudinal research to establish causality and explore diverse

populations [62, 69]. Addressing these gaps can inform holistic recovery frame-

works, integrating social and psychological dimensions to enhance interventions. In

2019 Smith and his colleagues examined the roles of self-compassion and personal

growth as mediators between social support and quality of life (QoL) among indi-

viduals recovering from substance use disorders (SUDs). Using a mixed-methods

approach with 350 participants, the study employed tools like the Self-Compassion

Scale and WHOQoL-BREF to measure key variables. Findings revealed that self-

compassion significantly mediated the positive effects of social support on QoL,

while personal growth enhanced resilience and recovery outcomes. Qualitative

insights highlighted identity transformation and self-acceptance as key aspects of

recovery for individuals with robust social support networks. However, the study’s

reliance on cross-sectional data and self-reported measures limited its ability to

infer causality, underscoring the need for longitudinal research to validate these

findings across diverse populations [62]. A study conducted in 2020 explored how

self-acceptance, self-compassion, and loving connections mediate the relationship

between social support and quality of life (QoL) in individuals recovering from

substance use disorders (SUDs). Using a mixed-methods design with 400 par-

ticipants, the study employed validated tools such as the Self-Compassion Scale
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and the Loving Connection Inventory to evaluate key psychological constructs.

Findings revealed that self-compassion significantly mediated the impact of social

support on QoL, with higher levels of self-acceptance and self-compassion foster-

ing greater personal growth, emotional resilience, and improved interpersonal re-

lationships. The qualitative analysis emphasized the transformative role of loving

connections in fostering self-acceptance and relational well-being. However, the

study’s cross-sectional design limited causal inferences, and its focus on a single

cultural context reduced generalizability. The authors recommended longitudinal

and cross-cultural research to deepen understanding and validate these dynamics

[70].

Anderson and his colleagues in 2023 conducted a longitudinal study with 500

participants to investigate how self-compassion and personal growth mediate the

relationship between social support and quality of life (QoL) in individuals re-

covering from substance use disorders (SUDs). Using validated tools like the

Self-Compassion Scale and Quality of Life Inventory, the study revealed that self-

compassion partially mediated the positive effects of social support on QoL, on

the other hand, personal growth independently contributed to resilience and life

satisfaction. Strong social support networks were associated with increased self-

compassion, fostering adaptive coping, and reduced emotional distress. However,

the study was limited by a predominantly urban sample, raising concerns about the

generalizability of findings to rural populations. The authors recommended more

diverse and culturally inclusive studies and called for the examination of under-

examined factors like digital social support [71]. A study in 2023 investigated how

self-compassion and personal growth mediate the relationship between social sup-

port and quality of life (QoL) in individuals recovering from substance use disorders

(SUDs). Using a mixed-methods approach with 450 participants, the study com-

bined quantitative tools, such as the Self-Compassion Scale and WHOQoL-BREF,

with qualitative interviews. Findings revealed that self-compassion partially medi-

ated the effects of social support on QoL, while personal growth was a significant

driver of resilience and long-term satisfaction in recovery. Qualitative data un-

derscored the importance of sustained social connections in reducing self-stigma

and fostering self-growth. However, the reliance on self-reported measures and a
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focus on urban recovery settings limited the study’s generalizability to rural pop-

ulations. The authors recommended further exploration of digital social support

and longitudinal studies to understand the temporal dynamics of these mediators

[72].

A study examined in 2015 explored the relationship between social support, self-

compassion, and quality of life (QoL) in individuals recovering from substance

use disorders (SUDs). Utilizing a mixed-methods approach with 400 participants,

this study found that self-compassion partially mediated the impact of social sup-

port on QoL, while personal growth was critical for sustaining long-term recovery.

Qualitative data revealed that supportive relationships helped reduce shame and

promote self-acceptance, which enables personal growth. Despite its strengths, the

use of qualitative insights, the study’s reliance on self-reported measures, and its

cross-sectional design limited causal inferences. The authors emphasized the need

for longitudinal research to validate these relationships and highlighted the im-

portance of studying diverse populations to improve generalizability [61]. Social

support significantly enhances the quality of life (QoL) in individuals recover-

ing from substance use disorders (SUDs) by fostering motivation, resilience, and

healthy coping strategies while reducing stress and isolation [73].

Furthermore, mediators such as self-compassion or personal growth, respectively,

can be said to increase the benefits by decreasing self-criticism and supporting the

reconstruction of an identity. However, gaps persist in understanding long-term

outcomes, cultural variations, and the role of digital platforms. Future research

should explore these areas to develop holistic, culturally sensitive interventions

[74].

[58] reported that Social support, self-compassion, and personal growth play a

pivotal role in enhancing the quality of life (QoL) for individuals recovering from

Substance Use Disorders (SUDs). Research highlights that social support fosters

emotional and practical assistance, facilitating identity reconstruction and reduc-

ing relapse risk. The Social Identity Model and Personal Construct Psychology

provide robust frameworks for understanding these dynamics. Self-compassion me-

diates the relationship between social support and QoL by mitigating self-criticism
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and enhancing resilience, while personal growth offers renewed purpose and in-

trinsic motivation for sustained recovery. However, gaps in the literature remain,

including the need for culturally sensitive approaches, exploration of digital sup-

port communities, and longitudinal assessments of mediators like self-compassion

and personal growth. Addressing these gaps can inform holistic recovery inter-

ventions, thereby improving long-term outcomes for individuals recovering from

SUDs [75, 58, 76].

A study conducted in 2015 by Cavailola and his colleagues explored that Social sup-

port significantly enhances the quality of life (QoL) in individuals recovering from

substance use disorders (SUDs), acting through mediators like self-compassion

and personal growth. While social networks foster emotional resilience and ab-

stinence, constructs like self-compassion reduce shame and encourage adaptive

coping, and personal growth adds purpose and meaning to recovery. Despite evi-

dence supporting these relationships, limitations such as sample homogeneity and

reliance on self-reported data necessitate broader, diverse studies. Future research

should focus on integrative models and targeted interventions to further elucidate

these dynamics and optimize recovery outcomes [3, 53]. The interplay between

social support, quality of life, self-compassion, and personal growth is crucial in

understanding recovery from substance use disorders (SUDs). Social support, en-

compassing emotional and instrumental aid, significantly predicts quality of life,

as evidenced by studies highlighting its role in mitigating stress and improving

psychological health [77]. Self-compassion acts as a mediator, fostering emotional

resilience and reducing relapse rates through adaptive coping mechanisms [78, 79].

Similarly, personal growth, grounded in the Post-Traumatic Growth framework,

enhances resilience and agency, contributing to sustained recovery [80].

However, the literature faces limitations, including cross-sectional designs, small

sample sizes, and a lack of longitudinal studies. Future research should adopt di-

verse methodologies and explore underrepresented populations to develop holistic

recovery frameworks that integrate these constructs effectively.

The study conducted in 2020 explained that recovery from substance use disor-

ders (SUDs) is influenced by social support, self-compassion, and personal growth,
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which collectively enhance the quality of life and promote sustained recovery. So-

cial support mitigates stress, boosts abstinence-specific self-efficacy, and improves

psychological well-being, with massive networks correlating with reduced stress

and better recovery behaviors [81, 77]. Self-compassion fosters emotional resilience

and adaptive coping, mediating the relationship between perceived social support

and psychological well-being [78, 79]. Personal growth conceptualized through

the framework of post-traumatic growth, enhances resilience and a sense of pur-

pose, further supporting recovery [82, 17]. Despite these insights, gaps persist

in integrating these constructs into diverse populations and longitudinal stud-

ies. Addressing these limitations can inform more holistic recovery frameworks

and personalized interventions. Social support seems to be the strongest predic-

tor in improving the life quality and recovery results of patients recovering from

substance use disorders (SUD) with self-compassion and personal development to-

wards which they grow as being the most important variables. Support from other

members of the community like family includes emotional, informational, and in-

strumental support and this lessens the stress and enhances psychology thus mak-

ing recovery possible. Self-compassion is a construct that involves self-kindness,

self-mindfulness, and a feeling of common humanity. This helps to decrease self-

blame and develop emotion regulation which is required for good recovery [3, 83].

Also, supportive networks are reported to be important for self-discovery and life

purpose which also fosters engagement with realistic goals after recovery. However,

despite these findings, some deficits are inherited, particularly in areas related to

culture and fundamental concepts like resilience and spirituality. Future stud-

ies should adopt longitudinal and multi-ethnic while incorporating intervention

methods to enhance the understanding of these mediators within the SUD recov-

ery context.
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Research Methodology

3.1 Research Design

This study employed a cross-sectional correlational research design to investigate

the associations among social support, quality of life, self-compassion, and personal

growth in individuals who have recovered from Substance Use Disorders (SUDs).

The cross-sectional component of the design enabled researchers to gather data

from participants at a single point in time, making it possible to capture a com-

prehensive snapshot of the relationships among these variables within the target

population. This approach is efficient for examining psychological and social con-

structs without requiring long-term follow-up, which can be particularly challeng-

ing in populations with complex health histories.

The correlational aspect of the design was instrumental in analyzing both the

direction (positive or negative) and strength (weak, moderate, or strong) of the

relationships between the variables. Rather than attempting to establish causal

links, this method was used to reveal patterns of association that could inform

future longitudinal or experimental research. By identifying meaningful correla-

tions, the study aimed to shed light on how external factors, such as perceived

social support, and internal psychological traits, like self-compassion, may work

together to influence an individual’s quality of life and capacity for personal growth

following recovery from SUDs.
34
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This design was well-aligned with the objectives of the study, as it enabled the

exploration of multidimensional psychological and social dynamics within a cultur-

ally and contextually relevant framework. Given the complex nature of recovery,

especially in diverse sociocultural settings, a cross-sectional correlational approach

provided a useful foundation for understanding how supportive environments and

intrinsic resilience mechanisms contribute to sustainable recovery and enhanced

well-being. The findings from this design can offer valuable implications for de-

veloping interventions and support systems tailored to the needs of individuals in

recovery.

3.2 Sample

A purposive sampling technique was used to select participants due to their ac-

cessibility and relevance to the study objectives. The sample consisted of 302

individuals recovered with Substance Use Disorders, recruited from rehabilitation

centers in Rawalpindi and Islamabad, Pakistan. These centers were chosen to en-

sure access to a diverse population of individuals who had successfully undergone

treatment for substance use and were in various stages of recovery. The sample

included both males and females, aged 15 to 35 years, individuals over the age of

35 are at a higher risk of developing comorbid conditions, which may confound

the study variables and outcomes [84]. The sample size was determined using G∗

Power analysis. The input parameters for calculating the sample size were as fol-

lows: one-tailed test, effect size (| p |) = 0.2, α error probability = 0.05, and power

(1 − β) = 0.95. The resulting output parameters were: non-centrality parameter

(δ) = 3.30, critical t = 1.65, degrees of freedom (df) = 260, and total sample size

= 302.

In accordance with the objectives and requirements of the study, the selection of

samples was carried out based on specific inclusion and exclusion criteria. These

criteria were carefully defined to ensure the relevance, reliability, and consistency

of the data collected. The inclusion criteria outlined the essential characteristics

that participants or samples needed to possess in order to be considered eligible
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for the study. Conversely, the exclusion criteria identified the characteristics or

conditions that would disqualify certain individuals or samples from participation,

primarily to minimize potential confounding factors and to maintain the internal

validity of the research.

3.2.1 Inclusion criteria

Individuals aged 15 to 35 years who had successfully completed treatment for

substance use, possessed the ability to read and understand Urdu, and were willing

to provide informed consent were included in the sample.

3.2.2 Exclusion criteria

To ensure the integrity and reliability of the data, specific exclusion criteria were

applied when selecting participants for this study. Individuals diagnosed with

severe psychiatric disorders other than Substance Use Disorders (SUDs)—such

as schizophrenia, bipolar disorder with psychotic features, or major depressive

disorder with active suicidality—were excluded to reduce the confounding effects of

comorbid psychopathology on psychological constructs like self-compassion, social

support, and quality of life.

Additionally, participants who were currently undergoing detoxification or expe-

riencing acute withdrawal symptoms were not included in the sample, as their

physical and emotional states during this critical phase of treatment might im-

pair their ability to provide accurate and stable responses to assessment tools.

The exclusion of these individuals was essential to ensure that data reflected the

more stable phases of recovery rather than transient distress or crisis states. Fur-

thermore, individuals with cognitive impairments—whether due to neurological

conditions, developmental delays, or substance-induced cognitive deficits—were

also excluded if such impairments interfered with their capacity to comprehend

and respond meaningfully to the questionnaires. This decision was made to main-

tain the validity and reliability of the self-report data used in the study. Lastly,
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individuals who had relapsed into substance use within the last three months were

excluded, as the study aimed to assess psychological and social variables in the

context of sustained recovery. Recent relapse could introduce variability in mood,

cognition, and behavior that would compromise the study’s focus on individuals

who are actively engaged in the recovery process.

3.3 Procedure

The sample for the present study was recruited in two distinct phases, aligning

with the dual objectives of the research: the translation and validation of research

instruments, followed by full-scale data collection.

In the first phase, emphasis was placed on adapting the study instruments for

cultural and linguistic appropriateness.

This involved the systematic translation of the original scales into Urdu using

standard procedures such as forward and backward translation, expert review,

and linguistic validation.

A pilot study was then conducted with a small representative sample to assess the

reliability, clarity, and cultural relevance of the translated instruments. Feedback

obtained during this phase informed necessary revisions, ensuring that the tools

were both psychometrically sound and contextually appropriate for the target

population.

The second phase of the study focused on the main data collection process.

Participants were recruited from various addiction treatment centers located in

Rawalpindi and Islamabad, ensuring that the sample comprised individuals who

had received treatment for Substance Use Disorders (SUDs).

This phase aimed to gather comprehensive data using the validated Urdu versions

of the research instruments, facilitating accurate assessment and analysis of the

variables under investigation. The two-phased approach not only strengthened

the methodological rigor of the study but also ensured that the data collected was
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both reliable and culturally contextualized, thereby enhancing the overall validity

of the research findings.

3.3.1 Phase-I

The first phase involved the translation of study instruments into Urdu using a

systematic forward and backward translation method which was conducted twice.

The first translation was reviewed and refined based on expert feedback, and

a second phase of translation was done to enhance the reliability and cultural

relevance of the scales.

After translation, to identify suitable individuals for pilot testing, two rehabilita-

tion centers of Islamabad were contacted, including The New Inception Rehabil-

itation Center for Women (TNI), Islamabad and Sun Rise Rehabilitation Center

for Men (SRR), Islamabad. Pilot testing was conducted with a sample of 10 indi-

viduals (both male and female) received treatment at these facilities. The purpose

of the pilot study was to assess the clarity, reliability, and cultural relevance of

the translated scales. Participants provided feedback on any difficulties they faced

in understanding the items. Based on their responses, minor modifications were

made to improve the accuracy and relevance of the scales before moving to the

main study.

3.3.2 Phase-II

The second phase involved the collection of data from rehabilitation centers in

Rawalpindi and Islamabad. Before starting data collection, Written approval was

obtained from The Department of Capital University of Science and Technology,

Islamabad (Appendix A) to ensure adherence to ethical guidelines. Afterwards

written permission forms were obtained from the administrative authorities of

IRADA rehab center, Rawalpindi, The New Inception Rehabilitation Center for

Women (TNI), Islamabad, New Hope Rehab and psychological health care cen-

ter (NHR), Islamabad, New Life Rehab, Islamabad, Islamabad Rehab center and
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Sun Rise Rehabilitation Center for Men (SRR), Islamabad (Appendix B). Par-

ticipants who met the inclusion criteria were selected and were informed about

the study’s objectives and procedures. They were assured that their participation

was voluntary, their responses would remain confidential, and the data would be

used only for research purposes. Written informed consent was obtained from all

participants.

Participants were given clear instructions to complete the questionnaires and were

encouraged to answer all items carefully. Adequate time was provided to ensure

that participants could complete the questionnaire without any pressure. If a

participant had difficulty understanding any item, explanations were provided in

Urdu while maintaining the original meaning.

3.4 Instruments

3.4.1 Information Sheet

The demographic section of the questionnaire was designed to gather compre-

hensive background information about each participant, enabling a more nuanced

understanding of the sample’s characteristics and allowing for potential subgroup

analyses. This section included a range of items aimed at capturing key personal,

familial, and socio-economic variables. Specifically, participants were asked to re-

port their age, gender, and religion, which provided basic identity markers often

relevant in understanding patterns of substance use and recovery experiences. The

questionnaire also inquired about their current occupation, offering insights into

employment status and levels of social integration post-rehabilitation.

To assess the influence of familial and cultural background, participants were

asked about their family system—whether they belonged to a nuclear or joint

family structure—as such systems may play a significant role in shaping social

support dynamics. The type(s) of substances used prior to treatment were also

documented to categorize the nature and severity of the participants’ substance



Research Methodology 40

use histories. Further demographic variables included marital status, which can

influence both the availability of social support and emotional well-being, and

socio-economic status, which was assessed through self-reported indicators such as

income bracket and housing conditions. Additionally, the questionnaire collected

information about the occupational status and educational level of the partici-

pants’ parents, as these are often associated with early life conditions and may

have a bearing on vulnerability to substance use disorders.

By collecting these detailed demographic variables, the study aimed to contextu-

alize the participants’ recovery journeys and examine how various personal and

social factors may interact with key psychological constructs such as social sup-

port, self-compassion, personal growth, and overall quality of life.

Social Support Scale. In the present study SSS was used to measure social sup-

port in individuals recovered with SUDs. It provides accurate evaluation of social

support across different domains. It is used to assess the extent to which an indi-

vidual utilizes social support as a coping mechanism in various life circumstances.

It evaluates four social support functions: instrumental, informational, emotional

and appraisal support, including 28 items which are rated on 6-point Likert type

scale ranging from “Most or all of the time” to “Not Applicable” and the total

score is calculated as the mean of all items. The alpha coefficient is 0.91.

3.4.2 World Health Organization-Quality of Life BREF

Scale

In the present study WHO-QoL BREF was used to measure overall quality of life

in individuals recovered with SUDs. It provides accurate evaluation of quality of

life across different domains. It was developed by the World Health Organization

in 1996, to assess the quality of life across four domains: physical health, psycho-

logical health, social relationships, and environment. It includes 25 items, rated

on 5-point Likert type scale. The alpha coefficient is 0.89. Its scoring method in-

volves calculating domain scores for Physical Health, Psychological Health, Social

Relationships, and Environment by averaging the scores of items specific to each
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domain. Items are rated on a 5-point Likert scale, and negatively worded items are

reverse-scored by subtracting the score from 6. The raw domain scores are then

transformed to a 0 − 100 scale using a linear transformation formula, ensuring

comparability across domains. Higher scores indicate a better perceived quality of

life in the respective domain. This method allows for a comprehensive evaluation

of an individual’s quality of life in relation to physical health, psychological health,

social relationships, and environmental factors.

3.4.3 Self-Compassion Scale

In the present study SCS was used to measure self-compassion in individuals re-

covered with SUDs. It provides accurate evaluation of self-compassion across dif-

ferent domains. It was developed by Neff 3, which assess self-compassion through

six subscales: Self-Kindness, Self-Judgment, Common Humanity, Isolation, Mind-

fulness, and Over-Identification. Positive aspects (Self-Kindness, Common Hu-

manity, Mindfulness) contribute directly to the score, while negative aspects (Self-

Judgment, Isolation, Over-Identification) are reversed. It has a total of 26 items.

Items are rated on a 5-point Likert scale ranging from “Almost never” to “Almost

always,” and the total score is calculated as the mean of all items, reflecting overall

self-compassion. Its Alpha Dependability ranges from 0.77 to 0.99.

3.4.4 Personal Growth Initiative-II

In the present study, the Personal Growth Initiative Scale-II (PGIS-II) was uti-

lized as a standardized tool to assess the level of personal growth among individuals

who had undergone treatment and were in recovery from Substance Use Disorders

(SUDs). The PGIS-II is a validated self-report measure designed to evaluate an

individual’s active and intentional involvement in the process of personal devel-

opment. It captures key dimensions such as readiness for change, planfulness, use

of resources, and intentional behavior—traits that are particularly relevant in the

context of recovery, where self-directed growth is essential for maintaining long-

term sobriety and improving overall quality of life. By administering this scale,
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the study aimed to quantify the degree to which participants were engaged in their

personal development, thereby offering insights into the psychological changes that

accompany and support successful recovery from SUDs. This instrument is specif-

ically designed to measure an individual’s intentional and proactive involvement

in personal development. Developed by Robitschek and colleagues in 2012, the

PGIS-II offers a comprehensive evaluation of personal growth across various psy-

chological and behavioral domains. It captures the degree to which individuals

consciously strive to enhance their capabilities, adopt positive changes, and move

toward self-improvement—an aspect especially relevant in the context of recovery

from addiction.

The Personal Growth Initiative Scale-II (PGIS-II) comprises 16 items, each rated

on a 6-point Likert scale ranging from 1 (“strongly disagree”) to 6 (“strongly

agree”). This response format enables the quantification of personal growth ini-

tiative as a unidimensional psychological construct, with a single composite score

reflecting the individual’s overall level of intentional engagement in personal de-

velopment efforts. The straightforward scoring procedure—requiring no reverse-

coded items—enhances ease of administration, reduces the likelihood of scoring

errors, and facilitates interpretation in both research and clinical contexts. Higher

total scores on the PGIS-II are indicative of a greater inclination toward self-

directed change, transformation, and proactive life enhancement, traits that are

particularly valuable in recovery settings where autonomy, goal-setting, and re-

silience are critical to long-term success. The scale evaluates components such

as cognitive awareness of the need for growth, planning for change, intentional

action, and effective use of growth-facilitating resources. Empirical studies have

consistently demonstrated that higher PGIS-II scores are positively correlated with

key indicators of psychological well-being, including life satisfaction, self-esteem,

emotional regulation, and lower levels of psychological distress, further validat-

ing its relevance in assessing adaptive functioning during recovery. The scale has

shown adequate internal consistency, with a reported Cronbach’s alpha coefficient

of 0.70, suggesting acceptable reliability for both research purposes and practical

application in clinical settings. In sum, the PGIS-II serves as a robust instru-

ment for evaluating the proactive, self-empowering attitudes essential to personal
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growth, particularly in populations overcoming challenges such as Substance Use

Disorders.

3.5 Phase-I

3.5.1 Translation

3.5.1.1 Forward Translation

The original English version of the scale was translated into Urdu by two inde-

pendent, bilingual, and bicultural translators. One translator has expertise in the

content of the scale, ensuring the correct translation of technical terms, while the

second translator focused on ensuring the colloquial and cultural relevance of the

translation. This resulted in two separate versions of the scale (TL1 and TL2).

3.5.2 Synthesis I

To ensure linguistic accuracy and conceptual equivalence in the translation process,

a third independent bilingual expert was engaged to compare the two forward-

translated versions (TL1 and TL2) of the scale. This expert, proficient in both

English and Urdu and familiar with the cultural and psychological context of the

target population, conducted a thorough item-by-item review of the two trans-

lations. The goal was to identify discrepancies, inconsistencies, or variations in

meaning that could affect the validity or clarity of the translated items.

The process involved collaborative discussions between the third expert and the

two original translators, where each item was carefully evaluated for semantic

accuracy, cultural relevance, and conceptual fidelity to the source version. These

discussions allowed for consensus-building and the resolution of any ambiguities

or divergent interpretations in the translated content. As a result of this rigorous

review and harmonization process, a preliminary integrated version of the scale in

Urdu—referred to as the Pre-final Integrated Translation (PI-TL)—was developed.
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This version retained the essential meaning and psychometric properties of the

original instrument while ensuring that the language was accessible, culturally

appropriate, and comprehensible to the target Urdu-speaking population.

3.5.2.1 Back-Translation

The preliminary Urdu version of the scale, referred to as the PI-TL (Preliminary

Instrument - Translated Language), underwent a crucial step in the cross-cultural

adaptation process known as back-translation. In this step, the Urdu version was

independently translated back into English by two professional translators who

were native English speakers and had no prior exposure to the original English

version of the scale. The translators were also blinded to the study objectives

to avoid any influence on their interpretation of the items. This methodological

choice was intentional and essential to maintaining the objectivity and accuracy of

the translation process. The primary aim of back-translation is to ensure that the

semantic and conceptual meanings of the original items are retained after trans-

lation into the target language (Urdu) and then back into the source language

(English). By comparing the back-translated English version with the original

English scale, the research team could identify any discrepancies, distortions, or

losses of meaning that may have occurred during the initial translation process.

This comparison helps detect subtle issues such as shifts in nuance, misinterpre-

tation of culturally specific terms, or deviations in tone and intent that may not

be evident in a direct translation. Moreover, using two independent translators

allowed for the cross-validation of the back-translation, adding an additional layer

of rigor to the process. Any inconsistencies between their translations were noted

and later reviewed by a multidisciplinary committee composed of language ex-

perts, methodologists, and content specialists. This collaborative review ensured

that the preliminary Urdu version accurately captured the spirit and substance

of the original instrument while remaining linguistically and culturally appropri-

ate for the Urdu-speaking population. Ultimately, the back-translation process

served as a quality control mechanism, confirming that the translated items did

not introduce unintended meanings or cultural biases. It helped to establish the
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conceptual equivalence between the source and target language versions, thereby

increasing the scale’s validity and reliability for use in cross-cultural psychological

research.

3.5.3 Synthesis II

A multidisciplinary committee was convened to ensure the linguistic, conceptual,

and cultural validity of the translated scale. This committee comprised profes-

sional translators, research methodologists, and subject matter experts in the rel-

evant content areas. Their collective expertise allowed for a thorough and sys-

tematic comparison between the back-translated English versions and the original

English scale. The back-translation process—where the translated Urdu version

was retranslated into English by independent translators—served as a critical step

for identifying any inconsistencies, ambiguities, or loss of meaning that may have

occurred during the initial translation.

The committee carefully reviewed each item to assess not only semantic equiv-

alence (i.e., the literal meaning of the words) but also conceptual equivalence,

ensuring that each question retained the intended psychological or thematic con-

struct across both languages. Particular attention was paid to cultural nuances,

idiomatic expressions, and colloquial usage that may not have direct counterparts

in Urdu. For instance, phrases or concepts commonly understood in English-

speaking populations were adapted or modified to reflect the linguistic and cul-

tural context of Urdu-speaking respondents without altering the original intent of

the scale. Any discrepancies or problematic items were discussed in detail, and

revisions were made through a consensus-driven process to preserve the integrity

of the original measure while enhancing its cultural appropriateness. This itera-

tive process continued until the committee was satisfied that each item reflected

an accurate, clear, and culturally sensitive version of the original content.

The final product of this rigorous review was a pre-final version of the Urdu scale,

which was deemed ready for pilot testing to assess its clarity, acceptability, and

psychometric performance in the target population. This stage marked a critical
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milestone in the translation and adaptation process, laying the foundation for a

reliable and valid tool that can be confidently used in Urdu-speaking settings.

3.5.3.1 Expert Panel

Following the forward translation of the research instruments into Urdu, a panel

of subject matter and linguistic experts was convened to conduct a comprehensive

review of the translated version. This panel was purposefully composed to ensure

a balanced and interdisciplinary evaluation, comprising professionals with diverse

expertise in psychology, linguistics, translation studies, and cultural anthropology.

The inclusion of individuals from these varied fields allowed for a multifaceted

assessment of the translated items, focusing not only on linguistic accuracy but

also on psychological relevance and cultural appropriateness. The panel’s primary

objective was to assess the semantic, conceptual, and contextual equivalence of the

translated version in comparison to the original English instrument. Each item

was carefully examined to ensure that it retained the intended meaning, tone,

and measurement function while being understandable and relatable to the tar-

get Urdu-speaking population. Panelists also identified culturally sensitive terms,

idiomatic expressions, or potentially ambiguous phrases that might hinder com-

prehension or introduce bias. Through structured discussions and consensus-based

decision-making, the panel provided recommendations for refinement, leading to

minor modifications in wording, syntax, or phrasing where necessary. This expert

review process was crucial in enhancing the face validity and cultural sensitivity of

the translated instrument, ensuring that it would be both psychometrically sound

and contextually relevant for use in the target population. Their primary task

was to critically assess the translation for both linguistic accuracy and cultural

appropriateness, ensuring that the meaning and intent of each item remained con-

sistent with the original version while also resonating with the cultural context

of the target population. Particular attention was paid to idiomatic expressions,

culturally specific references, and any terms that might lead to misinterpretation

or ambiguity in the local context. After a thorough review and comparison of

all translated items, the panel reached a consensus on the most appropriate and
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contextually relevant version of the scale. This selected version was considered to

best capture the original meanings of the items while maintaining clarity, sensitiv-

ity, and cultural alignment for Urdu-speaking participants. This rigorous review

process was a critical step in ensuring the validity and reliability of the translated

instrument, laying a strong foundation for the subsequent phases of pilot testing

and data collection.

The Urdu version of the scale was subjected to a pilot study involving a sample of

10 participants drawn from the targeted population, specifically individuals with

experiences relevant to the study’s focus. The primary objective of this pilot test-

ing was to evaluate the clarity, comprehensibility, and linguistic appropriateness

of the translated items. Participants were asked to review each item and provide

feedback on whether the wording was clear, understandable, and aligned with

their cultural and contextual experiences. This step was crucial to ensure that

the Urdu version resonated with respondents in a way that preserved the meaning

and intent of the original scale.

3.6 Phase-II

The second phase of the study involved the systematic collection of primary data,

which was carried out across multiple rehabilitation centers situated in the twin

cities of Rawalpindi and Islamabad.

These locations were strategically chosen due to their high patient turnover, avail-

ability of structured recovery programs, and the diversity of clients undergoing

treatment for Substance Use Disorders (SUDs). Collaborations were established

with the administrative and clinical teams at each rehabilitation center to facili-

tate smooth access to eligible participants and to ensure adherence to institutional

protocols.

Prior to the commencement of data collection, ethical clearance was obtained from

the appropriate institutional review board (IRB), affirming that the study met all

ethical standards for research involving human participants. Additionally, written
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permissions were secured from the directors or coordinators of the participating

rehabilitation centers. These permissions outlined the purpose, scope, and proce-

dures of the study, reinforcing transparency and organizational support.

Participants were recruited using purposive sampling techniques, guided by clearly

defined inclusion and exclusion criteria to ensure the selection of individuals who

met the study’s eligibility requirements. Inclusion criteria required participants to

be adults (18 years or older) currently in treatment or early recovery, while exclu-

sion criteria ruled out individuals experiencing acute withdrawal, severe psychi-

atric comorbidities, or cognitive impairments that might compromise their ability

to complete the self-report instruments.

Each potential participant was approached individually and provided with a de-

tailed informed consent form, written in both English and Urdu. This form ex-

plained the objectives of the study, the voluntary nature of participation, confiden-

tiality measures, and the right to withdraw at any point without any consequences

for their treatment.

Only those who provided written informed consent were included in the study. The

data collection process was conducted in a respectful, private, and non-judgmental

environment, often in designated quiet rooms within the rehabilitation facilities

to ensure comfort and confidentiality. The self-administered questionnaires were

provided in Urdu, the participants’ native language, and research assistants trained

in ethical conduct and data handling were available to clarify any doubts or assist

participants who faced literacy challenges.

The duration of the data collection process spanned several weeks, allowing ade-

quate time for rapport-building with staff and participants, as well as ensuring a

steady and representative sample size. All collected data were securely stored and

anonymized to protect participants’ identities, in line with ethical data manage-

ment standards. Overall, this phase of the study was executed with a high degree

of sensitivity, professionalism, and ethical rigor, ensuring the integrity of the data

and the dignity of the participants. Ethical approval for this study was obtained

from the university’s ethical review committee of Capital University of Science
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and Technology, Islamabad before the research. Permission was also sought from

the administration of the rehabilitation centers to allow participant recruitment.

The rehabilitation centers which grant the written permission forms were; IRADA

rehab center, Rawalpindi, The New Inception Rehabilitation Center for Women

(TNI), Islamabad, New Hope Rehab and psychological health care center (NHR),

Islamabad, New Life Rehab, Islamabad, Islamabad Rehab center and Sun Rise Re-

habilitation Center for Men (SRR), Islamabad. Written consent was then obtained

from all participants after they were informed about the purpose and process of

the study. Participants were assured that their data would remain confidential

and be used only for research purposes. They were also informed about their right

to withdraw from the study at any time without facing any negative consequences.

The research followed ethical guidelines for working with vulnerable populations,

ensuring the privacy, dignity, and well-being of all participants. The study was

conducted by the ethical standards set by the university and international research

guidelines.

3.7 Data Analyses

For the present study, the analyses were conducted using statistical procedures

to evaluate the association between social support, quality of life, self-compassion

and personal growth in individuals recovered with SUDs. In addition, mediating

role of self-compassion and personal growth in association with social support and

quality of life was also assessed.

The data was analyzed using the Statistical Package for Social Sciences (SPSS-27).

The analyses included normality testing for that values of Kolmogorov Smirnov

and Shapiro Wilk has been reported (Table 4.2), descriptive statistics for demo-

graphic variables which includes age, gender, type of substance used, education

level, occupation, family system, father’s occupation, mother’s occupation, city,

marital status and social economic status having the total sample size of 302 (Ta-

ble 4.3). In the study there is only one continuous variable and for that mean,

median, mode, skewness and kurtosis are reported (Table 4.4). Reliability of all
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scales has reported (Table 4.5). For descriptive statistics and Correlation among

all the study variables were carried out by using correlation analysis in SPSS-27

and for results (Table 4.6). A simple mediation analysis was conducted using

Bootstrap analysis through the PROCESS macro in SPSS (Haslam et al. 85) to

examine whether self-compassion (SCS) and personal growth (PGI-II) mediate the

relationship between social support (SSS) and quality of life (WHOQoL) (Table

4.7). Mean differences of gender along with study variables was carried out with

Mann Whitney-U test, for results (Table 4.8). For categorical variables that is type

of substance used level of education and Kruskal Wallis H test was used (Table

4.9 and 4.10).

These steps facilitated a thorough examination of the relationships among the

study variables and addressed the research objectives effectively.

3.7.1 Pilot Study

The sample for the pilot study consisted of 10 (N=10) individuals, with data

collected through self-report measures on Social Support, Quality of Life, Self-

Compassion and Personal Growth. Permission was obtained from the relevant

authorities and participants before data collection. Table 3.1 presents the item

numbers, alpha reliabilities, mean, standard deviation, skewness, and potential

ranges of all the scales used in the study. Social Support (α = .69), Quality of

Life (α = .67), Self-Compassion (α = .60), and Personal Growth (α = .62) all

demonstrate acceptable reliability based on Cronbach’s alpha values. The mean

and standard deviation for each scale is as follows: Social Support (M = 57.10,

SD = 13.0), Quality of Life (M = 89.90, SD = 8.79), Self-Compassion (M =

81.00, SD = 9.82), and Personal Growth (M = 63.30, SD = 5.47). The skewness

values suggest that the data are not normally distributed. Table 3.2 presents the

descriptive statistics and correlations of Social Support Scale (SSS), World Health

Organization Quality of Life BREF (WHO-QoL BREF), Self-Compassion Scale

(SCS), and Personal Growth Initiative-II Scale (PGI-II), with a sample size of 10

participants for each variable. The Social Support Scale (SSS) has a mean of 57.10
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and a standard deviation of 13.08, indicating moderate social support with some

variability among participants. The WHO-QoL BREF, with a mean of 89.90 and

a standard deviation of 8.80, reflects generally high self-reported quality of life,

although there is variability.

The Self-Compassion Scale (SCS) shows a mean of 81.00 and a standard deviation

of 9.82, suggesting moderate levels of self-compassion with noticeable individual

differences. The Personal Growth Initiative-II Scale (PGI-II) has a mean of 63.30

and a standard deviation of 5.48, indicating moderate personal growth initiative

with relatively low variability. In terms of correlations, a strong positive rela-

tionship is observed between the SSS and WHO-QoL BREF (r = .899, p < .01),

indicating that higher levels of social support are associated with better quality of

life.

A moderate positive correlation is found between SSS and SCS (r = .450), al-

though this relationship is not statistically significant. There is a negative corre-

lation between SSS and PGI-II (r = −.359), suggesting that higher social support

may be associated with lower personal growth initiative, though this relationship

is not significant. A weak positive correlation is observed between WHO-QoL

BREF and SCS (r = .222), but it does not reach statistical significance. Finally, a

negative and statistically significant correlation is found between SCS and PGI-II

(r = −.421, p < .05), indicating that higher self-compassion is linked to lower

personal growth initiative. These findings suggest that social support has a strong

association with quality of life, while self-compassion appears to negatively relate

to personal growth initiative.

The pilot study aimed to investigate the relationships among the study variables

and assess the psychometric properties of the measures. Since the target popu-

lation comprised individuals recovered from SUDs, an initial Urdu translation of

the scales was conducted to ensure easy comprehension and obtain more accurate

results. The internal consistency of the scales was evaluated using Cronbach’s

alpha, with Social Support (α = .69), Quality of Life (α = .67), Self-Compassion

(α = .60), and Personal Growth (α = .62) demonstrating acceptable reliability.

Lower measurement error indicated strong reliability. Additionally, overall item
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Table 3.1: Cronbach’s Alpha Reliability, Mean, Skewness, Range (actual and
potential) and Standard deviation of Social Support, Quality of Life, Self-

Compassion, and Personal Growth (N=10).

Scale No. of α M Skewness Actual Potential SD

items Range Range

SSS 28 .69 57.10 1.39 10-44 25-70 13.076

WHO-QoL 26 .67 89.90 1.09 0-39 0-48 8.7996

-BREF

SCS 26 .60 81.00 1.25 5-50 10-60 9.8206

PGI-II 16 .62 63.30 1.32 6-45 10-55 5.4782

Table 3.2: Descriptive statistics and correlation of Social Support Scale,
WHO-Quality of Life BREF scale, Self-Compassion Scale and Personal Growth

Initiative-II Scale (N =10).

Variables n M SD 1 2 3 4

SSS 10 57.10 13.076 - .450 .899∗∗ -.359

WHO-QoL-BREF 10 89.90 8.7996 - - .222 .534

SCS 10 81.00 9.8206 - - - -.421

PGI-II 10 63.30 5.4782 - - - -

Note: In the above table SSS (Social Support Scale), WHO-QoL BREF (World
Health Organization-Quality of Life BREF Scale), SCS (Self Compassion Scale)
and PGI-II (Personal Growth Initiative-II Scale), n =total no. of participants, M
= Mean and SD = Standard Deviation (**=highly significant & *=significant).

correlations were assessed, revealing positive associations among the variables.

The results confirmed that all scales exhibited acceptable reliability and validity,

supporting their use in the main study.
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Results

The data of the present study was analyzed with the help of Statistical Pack-

age of Social Sciences (SPSS), which results showed that data was not normally

distributed, so non-parametric testing was performed. In order to check the re-

liability of the scales alpha coefficient was calculated. The correlation analysis

was conducted using the Spearman correlation coefficient with a one-tailed test of

significance. The correlation table included the descriptive statistics and relation-

ships between the scales, with ∗∗ indicating a highly significant relationship and

∗ indicating a weak but significant relationship.

A simple mediation analysis was conducted using Bootstrap analysis through the

PROCESS macro in SPSS to examine whether self-compassion (SCS) and personal

growth (PGI-II) mediate the relationship between social support (SSS) and qual-

ity of life (WHOQoL). The Mann-Whitney U test was used, and the results were

reported in the corresponding table, including the mean, Mann-Whitney U statis-

tic, and p-value. Additionally, the Kruskal-Wallis test was performed to examine

group differences. The results of these analyses, including the mean, p-values, and

test statistics. The results are presented in the following tables, and the findings

are then discussed in relation to each of the ten hypotheses that were developed.

Table 4.1 incudes the variables gender, religion, marital status, city, occupation,

education level, father occupation, mother occupation, family system, substance

used and socio-economic status having the total sample size of 302. Table shows

53
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that gender is divided into two categories male and female, for that the frequency

of male is (f = 148) and the percentage is (49.1%), while for females, the frequency

is (f = 154) and the percentage is (50.9%). For religion, there are two categories:

Islam and Christianity. The frequency for Islam is (f = 289) and the percentage

is (92.9%), while for Christianity, the frequency is (f = 13) and the percentage is

(7.1%). In terms of marital status, there are four categories: married, divorced,

widow, and single. The frequency for married is (f = 66) and the percentage is

(22.05%), for divorced it is (f = 79) and (26.05%), for widow it is (f = 2) and

(2.15%), and for single it is (f = 155) and (49.65%).

Table 4.1: Demographic characteristics of Participants

(N=302)

Variables Categories f %

Gender Male 148 49.1

Female 154 50.9

Religion Islam 289 92.9

Christianity 13 7.1

Marital Status Married 66 22.05

Divorced 79 26.05

Widow 2 2.15

Single 155 49.65

Socioeconomic Status Upper Class 46 16.4

Middle Class 241 76.9

Lower Class 15 6.8

City Islamabad 201 66.3

Rawalpindi 101 33.7

(Continued on next page)
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Variables Categories f %

Occupation Employed 186 60.9

Unemployed 116 39.1

Family System Nuclear 221 71.7

Joint 81 28.3

Father’s Occupation Retired 101 33.5

Businessman 117 38.4

Employee 84 28.2

Mother’s Occupation Working Women 49 18.3

Housewife 253 81.7

Substance Used Ecstasy 47 15.4

Methamphetamine 169 53.3

Cocaine 13 4.8

Pills (party, sleeping) 5 2.4

Cannabis 11 4.2

Hash 36 12

Weed 4 2

Painkiller Injections 17 6.1

Education Level Primary 25 9.04

Matriculation 75 24.6

Intermediate 95 30.74

BA/BS/BSc 85 27.64

(Continued on next page)
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Variables Categories f %

Masters 22 8.04

For socioeconomic status, there are three categories: upper class, middle class,

and lower class. The frequency for upper class is (f = 46) and the percentage

is (16.4%), for middle class it is (f = 241) and (76.9%), and for lower class it is

(f = 15) and (6.8%). Regarding city, there are two categories: Islamabad and

Rawalpindi. The frequency for Islamabad is (f = 201) and the percentage is

(66.3%), while for Rawalpindi, it is (f = 101) and (33.7%). For occupation, there

are two categories: employed and unemployed. The frequency for employed is

(f = 186) and the percentage is (60.9%), and for unemployed, it is (f = 116) and

(39.1%). In terms of family system, there are two categories: nuclear and joint.

The frequency for nuclear is (f = 221) and the percentage is (71.7%), and for

joint, it is (f = 81) and (28.3%).

For father’s occupation, there are three categories: retired, businessman, and em-

ployee. The frequency for retired is (f = 101) and the percentage is (33.5%), for

businessman it is (f = 117) and (38.4%), and for employee it is (f = 84) and

(28.2%). For mother’s occupation, there are two categories: working women and

housewife. The frequency for working women is (f = 49) and the percentage

is (18.3%), and for housewife, it is (f = 253) and (81.7%). Lastly, regarding

substance use, the following frequencies and percentages were reported: Ecstasy

(f = 47, 15.4%), Methamphetamine (f = 169, 53.3%), Cocaine (f = 13, 4.8%),

Pills (party, sleeping) (f = 5, 2.4%), Cannabis (f = 11, 4.2%), Hash (f = 36,

12%), and Painkiller injections (f = 4, 2%).

Table 4.2 explains the mean, median, mode, skewness and kurtosis of continuous

variables. The mean of age is 26.52, median is 26.00, mode is 30, the value of

skewness is .013 and for kurtosis is -1.04. Table 4.3 indicates the results of nor-

mality testing using the Kolmogorov-Smirnov (K-S) test to assess the distribution

of the age, gender, religion, marital status, socioeconomic status, education, city,
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occupation, family system, and substance use. The results indicate significant de-

viations from normality across all variables, as evidenced by statistically significant

p-values (p < .001) in both tests.

Table 4.2: Mean, Median, Mode, Skewness and Kurtosis of Age (N=302).

Variable Mean Median Mode Skewness Kurtosis

Age 26.52 26.00 30 .013 -1.04

Kolmogorov-Smirnov test reports statistic values ranged from 0.129to 0.541, with

religion (K − S = 0.541, p < .001) showing the highest deviation from normality,

followed by family system (K − S = 0.459, p < .001)and socioeconomic status

(K − S = 0.440, p < .001). The lowest deviation was observed in age (K − S =

0.129, p < .001) and education (K − S = 0.175, p < .001). Similarly, the Shapiro-

Wilk test reported statistic values ranging from 0.203 to 0.948, with religion(S −

W = 0.203, p < .001) being the most non-normally distributed variable. For

further analysis non-parametric statistical methods was employed. Specifically, for

comparing two independent groups, the Mann-Whitney U test was used instead

of the independent samples t-test. For comparing multiple groups, the Kruskal-

Wallis H test was used, and for correlation analysis, Spearman’s correlation was

used.

Table 4.4 indicates the results of normality testing of study variables that includes

Social Support Scale (SSS), World Health Organization-Quality of Life BREF

Scale (WHO-QoL BREF), Self-Compassion Scale (SCS) and Personal Growth

Initiative-II (PGI-II).

The skewness and kurtosis values for all variables fall within an acceptable range

(±1), indicating that the distributions are not highly skewed or kurtotic. For fur-

ther analysis non-parametric statistical methods, for correlation analysis Spear-

man’s correlation was used.

A simple mediation analysis was conducted using Bootstrap analysis through the

PROCESS macro in SPSS. For comparing gender differences among study vari-

ables, the Mann-Whitney U test was used. For comparing education level and

substance used, the Kruskal-Wallis H test was used.
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Table 4.3: Kolmogorov-Smirnov and Shapiro-Wilk values along with the val-
ues of significance of Demographic characteristics .

Variable Kolmogorov p-value

Smirnov

Age .129 < .001

Gender .346 < .001

Religion .541 < .001

Marital status .337 < .001

Socioeconomic status .440 < .001

Education .175 < .001

City .419 < .001

Occupation .401 < .001

Family system .459 < .001

Substance use .406 < .001

Note: If p < .05, data is non-normal.

Table 4.4: Kolmogorov-Smirnov and Shapiro-Wilk values along with the val-
ues of Social Support scale, WHO-Quality of Life BREF scale. Self-Compassion

Scale and Personal Growth Initiative-II scale.

Variable M SD Skewness Kurtosis

SSS 58.05 13.360 .30 .38

WHO-QoL BREF 87.13 10.542 -.58 -.19

SCS 81.50 10.136 -.29 -.81

PGI-II 58.82 10.332 -.96 .47

Note: In the above table SSS (Social Support Scale), WHO-QoL BREF (World
Health Organization-Quality of Life BREF Scale), SCS (Self Compassion Scale)
and PGI-II (Personal Growth Initiative-II Scale), M is the mean, SD is the
standard deviation.

Table 4.5 indicates the results of the reliability of the scales used in the study. The

Social Support Scale (SSS) consists of 28 items, with a Cronbach’s alpha of 0.71,

a mean (M) score of 58.05, and a standard deviation (SD) of 13.36. The World

Health Organization-Quality of Life BREF (WHO-QoL BREF) scale comprises

26 items, with a Cronbach’s alpha of 0.76, a mean score of 87.13, and a standard

deviation of 10.54. The Self-Compassion Scale (SCS), consisting of 26 items, shows

a Cronbach’s alpha of 0.68, a mean of 81.50, and a standard deviation of 10.14.
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Table 4.5: Cronbach’s Alpha Reliability of Social Support Scale, WHO-
Quality of Life Scale, Self-Compassion Scale, and Personal Growth Initiative-II

Scale (N=302)

Scale No. of Cronbach’s M SD

items alpha

SSS 28 .71 58.05 13.360

WHO-QoL BREF 26 .76 87.13 10.542

SCS 26 .68 81.50 10.136

PGI-II 16 .80 58.82 10.332

Note: In the above table SSS (Social Support Scale), WHO-QoL BREF (World
Health Organization-Quality of Life BREF Scale), SCS (Self Compassion Scale)
and PGI-II (Personal Growth Initiative-II Scale), M = Mean and SD = Standard
Deviation.

Table 4.6: Descriptive statistics and correlation of Social Support scale,
WHO-Quality of Life BREF Scale, Self-Compassion Scale and Personal Growth

Initiative-II Scale (N=302).

Variables n M SD 1 2 3 4

SSS 302 58.05 13.360 - .175∗∗ .397∗∗ −.189∗∗

WHO-QoL-BREF 302 87.13 10.542 - - .484∗∗ .385∗∗

SCS 302 81.50 10.136 - - - .066

PGI-II 302 58.82 10.332 - - - -

Note: : In the above table SSS (Social Support Scale), WHO-QoL BREF (World
Health Organization-Quality of Life BREF Scale), SCS (Self Compassion Scale)
and PGI-II (Personal Growth Initiative-II Scale), n =total no. of participants, M
= Mean and SD = Standard Deviation (**=highly significant & *=significant).

Lastly, the Personal Growth Initiative-II Scale (PGI-II), which has 16 items, has

a Cronbach’s alpha of 0.80, with a mean of 58.82 and a standard deviation of

10.33. Table 4.6 shows total no. of participants, mean, standard deviation and

correlation coefficient between all the study variables. Results indicates for Social

Support Scale (SSS), World Health Organization-Quality of Life BREF (WHO-

QoL BREF), Self-Compassion Scale (SCS), and Personal Growth Initiative-II Scale

(PGI-II). The sample consists of 302 participants (n = 302). The mean (M) and

standard deviation (SD) for each variable are: SSS (M = 58.05, SD = 13.36),

WHO-QoL BREF (M = 87.13, SD = 10.54), SCS (M = 81.50, SD = 10.14), and
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PGI-II (M = 58.82, SD = 10.33).

The correlation analysis examined the relationships among Social Support Scale

(SSS), World Health Organization-Quality of Life BREF (WHO-QoL BREF), Self-

Compassion Scale (SCS), and Personal Growth Initiative-II Scale (PGI-II). The

results indicate that SSS has a weak but statistically significant positive correlation

with WHO-QoL BREF (r = .175∗∗, p < .01), suggesting that higher levels of social

support are associated with better quality of life. Additionally, SSS demonstrates

a moderate positive correlation with SCS (r = .397∗∗, p < .01), indicating that

individuals with greater social support tend to exhibit higher self-compassion.

However, SSS is weakly but significantly negatively correlated with PGI-II (r =

−.189∗∗, p < .01), suggesting that increased social support may be associated with

lower levels of personal growth initiative.

WHO-QoL BREF shows a moderate positive correlation with SCS (r = .484∗∗, p <

.01), indicating that individuals with better quality of life also exhibit higher self-

compassion. Furthermore, WHO-QoL BREF has a weak but significant positive

correlation with PGI-II (r = .385∗∗, p < .01), suggesting that an enhanced quality

of life is associated with a greater tendency for personal growth initiative. SCS

demonstrates a weak and non-significant correlation with PGI-II (r = .066, p >

.05), indicating no substantial relationship between self-compassion and personal

growth initiative.

Table 4.7 indicates the results for a simple mediation analysis that was conducted

using Bootstrap analysis through the PROCESS macro in SPSS ([]Hayes, 2022)

to examine whether self-compassion (SCS) and personal growth (PGI-II) mediate

the relationship between social support (SSS) and quality of life (WHOQoL).

The results report that the direct effect of social support on quality of life was

not statistically significant (B = 0.06, SE = 0.04, p = .10), suggesting that social

support alone does not directly predict quality of life when self-compassion and per-

sonal growth are accounted for. However, both self-compassion (B = 0.46, SE =

0.05, p < .001) and personal growth (B = 0.41, SE = 0.05, p < .001) significantly

contributed to quality of life, highlighting their strong predictive value. The total
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Table 4.7: Mediator Analysis: Social Support (SSS) and Quality of life (WHO-
QoL), with Mediators Self-Compassion (SCS) and Personal Growth (PGI-II)

Effect Estimate SE 95% CI p

LL UL

Direct Effect

Intercept 21.72 4.19 13.49 29.96 < .001

SSS 0.06 0.04 -0.01 0.13 .10

SCS 0.46 0.05 0.37 0.56 < .001

PGI-II 0.41 0.05 0.32 0.50 < .001

Total Effect

Constant 78.39 2.66 73.15 83.63 < .001

SSS 0.15 0.04 0.06 0.24 < .001

Indirect Effect

Total indirect 0.09 0.03 0.03 0.15

SCS 0.13 0.02 0.08 0.18

PGI-II -0.04 0.02 -0.08 0.00

Note: In the above table SE is the standard error, CI is the confidence interval,
LL is the lower limit of confidence interval and UL is the upper limit of
confidence interval and p is the value of significance.

effect, which includes both direct and indirect effects, showed that social support

had a significant positive association with quality of life (B = 0.15, SE = 0.04, p <

.001), suggesting that the overall relationship is meaningful.

Furthermore, the mediation analysis revealed that self-compassion significantly

mediated the relationship between social support and quality of life (B = 0.13, SE =

0.02), while personal growth exhibited a negative but marginal indirect effect

(B = −0.04, SE = 0.02), implying a potential suppressor effect. These find-

ings suggest that social support enhances quality of life primarily through self-

compassion rather than a direct influence, which highlights the importance of

psychological mechanisms in this relationship.

Table 4.8 presents the results of the Mann-Whitney U test conducted to compare

male and female participants (N = 302) across four variables: Social Support
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Table 4.8: Mann-Whitney-U test results comparing males and females on
Social Support Scale, WHO-Quality of Life BREF Scale, Self-Compassion Scale

and Personal Growth Initiative-II Scale (N=302).

Variable
Male Female

U p

N M N M

SSS 148 130.91 154 171.29 8348.000 < .001

WHO-QoL BREF 148 150.17 154 152.78 11199.000 .79

SCS 148 125.27 154 176.70 7514.500 < .001

PGI-II 148 151.16 154 151.83 11345.000 .94

Note: In the above table SSS (Social Support Scale), WHO-QoL BREF (World
Health Organization-Quality of Life BREF Scale), SCS (Self Compassion Scale)
and PGI-II (Personal Growth Initiative-II Scale), n is the total no. of
participants, M is the Mean, U is the Mann-Whitney-U and p is the significance
value.

Scale (SSS), WHO Quality of Life BREF (WHO-QoL BREF), Self-Compassion

Scale (SCS), and Personal Growth Initiative II (PGI-II). For Social Support Scale

(SSS), the analysis revealed a significant difference between male (M = 130.91)

and female (M = 171.29) participants, as indicated by a Mann-Whitney U value

of 8348.000 (p < .001). This suggests that gender plays a significant role in the

social support, with females reporting higher levels of social support compared to

males.

For WHO-Quality of Life BREF (WHO-QoL BREF), no significant difference was

found between male (M = 150.17) and female (M = 152.78) participants on the

WHO-QoL BREF, with a Mann-Whitney U value of 11199.000 and a p-value of

.79. This indicates that gender does not significantly influence the overall quality

of life as measured by the WHO-QoL BREF in this sample. For Self-Compassion

Scale (SCS) results indicate a significant difference was observed between males

(M = 125.27) and females (M = 176.70) on the SCS, with a Mann-Whitney

U value of 7514.500 (p < .001). This result suggests that females demonstrate

higher levels of self-compassion than males, reflecting a gender difference in self-

compassion tendencies. The results for Personal Growth Initiative-II (PGI-II)

shows no significant gender-based difference, with male (M = 151.16) and female
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(M = 151.83) participants showing very similar scores. The Mann-Whitney U

value was 11345.000, and the p-value was .94, indicating that gender does not

influence personal growth initiative as measured by the PGI-II.

Table 4.9: Kruskal Wallis H test results comparing Substance used on Social
Support Scale, WHO-Quality of Life BREF Scale, Self-Compassion Scale and

Personal Growth Initiative-II Scale (N=302)

Variables Kruskal-Wallis H df p

SSS 4.958 4 .292

WHO-QoL BREF 13.216 4 .010

SCS 13.290 4 .010

PGI-II 5.893 4 .207

Note: In the above table SSS (Social Support Scale), WHO-QoL BREF (World
Health Organization-Quality of Life BREF Scale), SCS (Self Compassion Scale)
and PGI-II (Personal Growth Initiative-II Scale), df = degree of freedom and p
= Asymp. Sig.

Table 4.9 presents the results of the Kruskal-Wallis H test, which was conducted to

examine differences in Social Support (SSS), Quality of Life (WHO-QoL BREF),

Self-Compassion (SCS), and Personal Growth (PGI-II) across different substance

use groups. The test was used to determine whether individuals who used different

substances exhibited significant variations among these variables.

The results indicate a statistically significant difference among substance use groups

for Social Support (SSS) (H = 59.255, df = 7, p < .001), indicating that the level

of social support varied significantly depending on the type of substance used.

Similarly, a significant difference was observed for Quality of Life (WHO-QoL

BREF) (H = 41.447, df = 7, p < .001), suggesting that individuals with differ-

ent substance use histories reported varying levels of quality of life. Additionally,

the results for Self-Compassion (SCS) (H = 66.127, df = 7, p < .001) indicated

that self-compassion significantly differed across substance use groups, implying

that the type of substance used may influence an individual’s ability to cultivate

self-compassion. However, no significant difference was found among substance

use groups in Personal Growth Initiative (PGI-II) (H = 8.073, df = 7, p = .326),
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suggesting that personal growth levels remained relatively consistent regardless of

the substance used.

Table 4.10: Kruskal Wallis H test results comparing Education level on Social
Support Scale, WHO-Quality of Life BREF Scale, Self-Compassion Scale and

Personal Growth Initiative-II Scale (N=302)

Variables Kruskal-Wallis H df p

SSS 59.255 7 < .001

WHO-QoL BREF 41.447 7 < .001

SCS 66.127 7 < .001

PGI-II 8.073 7 .326

Note: In the above table SSS (Social Support Scale), WHO-QoL BREF (World
Health Organization-Quality of Life BREF Scale), SCS (Self Compassion Scale)
and PGI-II (Personal Growth Initiative-II Scale), df = degree of freedom and p
= Asymp. Sig.

Table 4.10 presents the results of the Kruskal-Wallis H test, which was conducted

to examine differences in Social Support (SSS), Quality of Life (WHO-QoL BREF),

Self-Compassion (SCS), and Personal Growth (PGI-II) across different levels of

education among individuals recovered from Substance Use Disorders.

The results indicate that Quality of Life (WHO-QoL BREF) (H = 13.216, df =

4, p = .010) and Self-Compassion (SCS) (H = 13.290, df = 4, p = .010) showed

significant differences across education levels. These findings suggest that individ-

uals with different educational backgrounds experience varying levels of quality

of life and self-compassion, highlighting the potential role of education in shaping

these psychological constructs. However, no significant differences were observed

for Social Support (SSS) (H = 4.958, df = 4, p = .292) and Personal Growth Ini-

tiative (PGI-II) (H = 5.893, df = 4, p = .207), indicating that social support and

personal growth remains relatively stable across different education levels.
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Discussion

The study aimed to explore the relationships between social support, quality of

life, self-compassion, and personal growth among individuals who have recovered

with Substance Use Disorders. Additionally, it examined the mediating roles of

self-compassion and personal growth in the relationship between social support

and quality of life. The study also investigated differences in these variables across

demographic characteristics such as gender, education level, and type of substance

used.

The first hypothesis proposed a significant positive association between social sup-

port and quality of life in individuals recovered from SUDs. Statistical analysis

confirmed this, indicating that higher levels of social support are linked to better

quality of life (r = .175∗∗, df = 302, p < .01; Table 4.6). This finding aligns

with previous research highlighting the importance of social support in enhancing

well-being during recovery. A study conducted by Kelly and his colleagues in 2023

emphasized that strong social networks provide emotional reinforcement, reduce

feelings of isolation, and promote a sense of belonging, all contributing to improved

life satisfaction [86]. Moreover, individuals in recovery often rely on their support

networks to cope with stress, seek encouragement, and maintain motivation for

long-term recovery. The presence of strong social support not only aids in relapse

prevention but also fosters resilience and self-efficacy for enhancing overall quality

of life. The second hypothesis suggested a significant positive relationship between

65
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social support and self-compassion in individuals recovered from SUDs. However,

the results support this hypothesis, revealing a moderate positive significant asso-

ciation between social support and self-compassion (r = .397∗∗, df = 302, p < .01;

Table 4.6). This finding contrasts with some prior studies that have indicated

a positive link between social support and self-compassion. A study found that

individuals with higher social support tended to exhibit greater self-compassion,

as supportive relationships may encourage self-kindness and reduce self-criticism

[85].

The third hypothesis posited a significant positive relationship between social

support and personal growth in individuals recovered from SUDs. The results

indicated weak but significantly negative association between social support and

personal growth (r = −.189∗∗, df = 302, p < .01; Table 4.6). This unexpected

finding suggests that higher levels of social support may be linked to lower levels

of personal growth in this population. One possible explanation is that individu-

als with substantial social support might rely more on their networks, potentially

reducing opportunities for independent personal development. A study conducted

in 2022 explains how excessive reliance on social networks could hinders personal

growth by limiting self-reflection and independent goal setting [87].

Alternatively, individuals who experience lower social support may be compelled to

engage in self-improvement and develop coping strategies independently, thereby

facilitating personal growth. This finding highlights the complex interplay between

social support and personal development, suggesting that while social support is

generally beneficial, it may sometimes unintentionally hinder personal growth by

reducing the drive for self-improvement.

The fourth hypothesis proposed a significant positive relationship between self-

compassion and personal growth in individuals recovered from SUDs. The results

supported this hypothesis, indicating that higher levels of self-compassion are asso-

ciated with greater personal growth (r = .066, df = 302, p < .01; Table 4.6). This

finding is consistent with recent literature emphasizing the role of self-compassion

in facilitating personal development. A study highlighted that self-compassion

enables individuals to embrace their imperfections, learn from their experiences,
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and pursue self-improvement without self-judgment [88]. In the context of SUD

recovery, self-compassion may help individuals to forgive themselves for past be-

haviors, reduce self-stigma, and engage more in recovery processes that promote

personal growth.

The fifth hypothesis suggested a significant positive relationship between self-

compassion and quality of life in individuals recovered from SUDs. The find-

ings confirmed this hypothesis, demonstrating that individuals with higher self-

compassion reported better quality of life (r = .484∗∗, df = 302, p < .01; Table

4.6). This aligns with previous research indicating that self-compassion serves as

a protective factor against negative emotions and enhances overall well-being. A

study conducted in 2023 found that self-compassion reduces self-stigma and im-

proves mental health outcomes among individuals in recovery [85]. By fostering

self-acceptance and emotional resilience, self-compassion enables individuals to ac-

cept the challenges of recovery more effectively which leads to improved quality of

life.

The sixth hypothesis posited a significant positive relationship between personal

growth and quality of life in individuals recovered from SUDs. The results sup-

ported this hypothesis, indicating that individuals who engage in personal growth

activities report higher quality of life (r = .385∗∗, df = 302, p < .01; Table

4.6). This finding of the study conducted in 2023 suggests that personal growth

contributes to well-being by enhancing self-awareness, setting meaningful goals,

and developing adaptive coping strategies [89]. In the context of SUD recovery,

individuals who actively pursue personal growth may view their recovery as an

opportunity for positive change, leading to greater life satisfaction and reduced

chances of relapse.

The seventh hypothesis proposed that self-compassion and personal growth would

mediate the relationship between social support and quality of life in individuals

recovered from SUDs. The analysis revealed that both self-compassion (B = 0.46,

SE = 0.05, p < .001) and personal growth (B = 0.41, SE = 0.05, p < .001)

significantly mediated this relationship, suggesting that social support enhances

quality of life indirectly through its positive effects (B = 0.15, SE = 0.04, p <
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.001) on self-compassion and personal growth. This finding aligns with recent

studies emphasizing the interconnectedness of these variables. A study of 2022

found that social support fosters personal growth, which in turn enhances quality

of life [87]. Similarly, [88] reported that social support promotes self-compassion,

leading to improved well-being. These mediating roles highlight the importance of

fostering self-compassion and personal growth in interventions aimed at improving

quality of life.

The eighth hypothesis posits the gender differences in Social Support, Quality of

Life, Self-Compassion, and Personal Growth. The results indicated that females in

recovery reported higher levels of social support, quality of life, self-compassion,

and personal growth compared to males. This finding is consistent with previ-

ous literature suggesting that women tend to have stronger social networks and

are more likely to seek emotional support, which positively influences their recov-

ery and well-being [90]. Additionally, women may exhibit higher levels of self-

compassion, as they are more likely to engage in self-care practices and emotional

regulation strategies [88].

The nineth hypothesis posits the differences between levels of education and Social

Support, Quality of Life, Self-Compassion, and Personal Growth. The results

indicate that individuals with higher levels of education reported greater social

support, quality of life, self-compassion, and personal growth. This aligns with

previous research showing that education enhances cognitive and emotional coping

skills, leading to better social relationships, higher self-compassion, and a greater

ability to engage in self-improvement [89]. Educated individuals may also have

greater access to resources and knowledge that facilitate recovery and enhance

overall quality of life.

The last hypothesis posits the differences based on the type of substance used and

Social Support, Quality of Life, Self-Compassion, and Personal Growth. The re-

sults report significant differences in social support, quality of life, self-compassion,

and personal growth based on the type of substance used. Individuals who had

recovered from opioid use reported lower levels of self-compassion and quality of

life compared to those who had recovered from non-opioid use. These findings are
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consistent with research indicating that opioid dependence is associated with more

severe psychological distress and greater difficulties in recovery [91]. On the other

hand, individuals who had recovered from ecstasy and methamphetamine use re-

ported higher personal growth, possibly due to lower levels of physical dependence

and a greater ability to engage in self-improvement efforts.
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Conclusion

Individuals recovered with Substance Use Disorders experience significant psycho-

logical and social challenges that impact their overall well-being. The findings

of the present study suggest that social support, self-compassion, and personal

growth play a crucial role in improving the quality of life among recovered indi-

viduals. However, excessive dependence on social support may hinder personal

improvement, as individuals struggle to develop self-reliance and autonomy. The

study further reveals that individuals with a history of opioid use report lower

levels of self-compassion and quality of life, emphasizing the need for targeted in-

terventions. The results highlight that fostering self-compassion and encouraging

personal growth are essential in sustaining recovery and preventing relapse. More-

over, gender and educational differences indicate that females and highly educated

individuals experience higher levels of these protective factors, pointing towards

the influence of socio-demographic variables in the recovery process.

The findings of this study suggest that individuals in recovery continue to face

psychological distress, including feelings of shame, self-criticism, and hopeless-

ness, which can hinder their ability to reintegrate into society. Therefore, mental

health professionals must focus on therapeutic interventions that enhance self-

compassion, promote personal growth, and strengthen social support systems.

Addressing societal stigma, providing psychoeducation, and involving family mem-

bers in the recovery process can help mitigate the psychological burden associated
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with past substance use. These efforts will not only improve the quality of life

among individuals recovered from SUDs but also contribute to long-term recovery

and relapse prevention.

6.1 Limitations

Despite its valuable contributions, the present study is not without limitations,

which must be acknowledged to contextualize its findings and guide future re-

search.

The first major limitation lies in the use of purposive sampling. While this non-

probability sampling technique was effective in targeting individuals who had un-

dergone treatment for Substance Use Disorders (SUDs), it inherently restricts the

diversity and representativeness of the sample. Participants were selected based on

specific inclusion criteria, which may have inadvertently excluded other subgroups

within the broader population of individuals with SUDs in Pakistan. For instance,

individuals residing in rural or remote regions, those from marginalized communi-

ties, or individuals who have not sought formal treatment may have experiences

and psychosocial profiles that differ significantly from those included in the study.

As a result, the generalizability of the findings is limited, and caution should be

exercised when attempting to extend the results to the entire population of indi-

viduals affected by SUDs across the country. A second limitation pertains to the

exclusive use of self-report measures for assessing the study’s key psychological con-

structs—social support, self-compassion, and quality of life. While well-validated

instruments such as the Social Support Scale, Self-Compassion Scale, and Quality

of Life measures were employed, self-report data are inherently susceptible to a

range of response biases. For instance, social desirability bias may have led par-

ticipants to present themselves in a more favorable light, underreporting negative

behaviors or feelings and overreporting positive traits and experiences. Similarly,

recall bias could have affected the accuracy of participants’ responses, particularly

when they were asked to reflect on past experiences or long-term changes related to

recovery and personal growth. These biases can compromise the internal validity
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of the findings, potentially obscuring the true nature of the relationships among

the study variables.

To address these concerns, future research should consider integrating multiple

data sources, including objective assessments, clinical records, or third-party eval-

uations from therapists, family members, or caseworkers. Such triangulation would

help to cross-validate self-reported information and enhance the reliability and ro-

bustness of the conclusions drawn. Moreover, future studies might benefit from

employing longitudinal designs, which would allow for the examination of changes

over time and better establish the directionality of the relationships among the

constructs under investigation. In summary, while the current study offers mean-

ingful insights into recovery-related psychosocial dynamics among treated individ-

uals with SUDs, its limitations underscore the need for cautious interpretation and

highlight opportunities for more comprehensive and representative future research.

6.2 Strengths and Future Implications

The findings of this study have significant implications for both practice and policy

in addiction recovery and mental health treatment. First, this research empha-

sizes the critical role of self-compassion in the recovery process. By highlighting

its positive relationship with quality of life, self-compassion emerges as a vital psy-

chological resource that can help individuals in recovery mitigate feelings of guilt,

shame, and emotional distress associated with past substance use. These insights

underscore the need for integrating self-compassion interventions into recovery

programs. Training individuals to develop a compassionate and non-judgmental

attitude toward themselves may foster emotional resilience, reduce the risk of re-

lapse, and improve overall psychological well-being. From a practical standpoint,

this study suggests that addiction recovery programs should focus on enhancing

social support networks, given their significant impact on quality of life and per-

sonal growth. The findings enforce the importance of building strong familial and

community-based support systems, which can provide emotional and instrumental

assistance to individuals. In a collectivist society like Pakistan, community-driven
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recovery approaches may be effective. Tailoring recovery programs to leverage fa-

milial support structures could further strengthen recovery outcomes and promote

long-term stability.

In addition, the findings from this study may serve as a foundation for policymakers

in Pakistan to develop and implement comprehensive mental health strategies

that integrate psychological constructs like self-compassion, personal growth, and

social support. Policymakers should consider how to incorporate these elements

into treatment protocols for SUDs, ensuring that recovery programs are not solely

focused on abstinence but also on improving the emotional and psychological well-

being of individuals in recovery.

Moreover, this study highlights the importance of adopting culturally sensitive

approaches when addressing mental health issues related to substance use. In

Pakistan, where societal norms and values are a key factor in shaping individuals’

psychological experiences, it is essential to design interventions that respect and in-

corporate cultural beliefs and practices. Future research should explore how these

cultural factors interact with psychological constructs such as self-compassion and

social support to refine recovery strategies further.

The findings suggest that addressing demographic variations in recovery experi-

ences, such as gender and education, can lead to more personalized and effective

treatment approaches. For instance, the study revealed gender differences in levels

of self-compassion and social support, indicating that men and women may have

different recovery needs and coping mechanisms. Future research should explore

these demographic influences in greater depth to ensure that treatment protocols

are designed for the specific needs of diverse subgroups within the population.
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012345

مہ.10 وںذ ی ہکادار ان ون
012345ہ

حی.11 ی

فر تت 012345کمیکیوق

سہ.12 ی ہپ ان ون
اکہہ پت ںکرکاموہآ وسکی پج ےآ ہت ا ہیںچ 012345

وں.13 چ ھکےب لسات ئ 012345مسا

ان.14 ن طمی
خشا ب


وکری ہن ان ون

012345ہ

ود.15 وکےدوسروںکوخ اب ںق محسوسمی


ا کرن
012345



نے.16 ت ےا ہپیس ان ون
دگیکہہ ن ارز گز

ں 012345سکی

ی.17 دواج تاز ی ث ،حی ے کیل ادی)ا دہ(ش یرسےش نغ مطمئ


ا ون
012345ہ

ی.18 ب ی وںقر ہکادوست ان ون
012345ہ

یک.19 ر قش /ساب ات یکحی ر اتش ھکےحی لسات ئ 012345مسا

صایسا.20 خ ش


ہکا ان ون
وہ پج تکوآ محب


ہاور وج 012345دےت

تپردوسروں.21 ہ ادہب ی حصارز محسوسان


ا کرن
012345

ے.22 بچ
ہ ان ون

012345ہ

ہ.23 ت ی/رش
ھکےداروںسسرال لسات ئ 012345مسا

صایسا.24 خ ش


ہ ان ون
وہ پج لکےآ ئ ھمسا سمج


012345سکے

ت.25 تکاوق ہ ادہب ی از ون
012345ہ

یسے.26 ھکےلوگوںا اتسات لاف ت واخ پج یبکےآ ہیںقر 012345

یلدرج پسےسوالاتذ کحدکسآ قت ف امت نی مطمئ


ہیں؟

پپرطورعام.1 پنےآ ےا محل


ا وسی کحدکسسےپڑ نت مطمئ


ہیں؟ 012345

موعی.2 مج


پپر،طور اںآ ہ یاسی ٹ ون کمی


ں ےمی ہن ےسےر ن نکت مطمئ


ہیں؟ 012345



 

 

 

 

 

 

 

 

APPENDIX F 

WHO-QoL BREF SCALE (WHO-QoL BREF) 



یبراه ان ب ہر پم مامآ وابکےسوالاتت ں-اسج ي امہد ںسوالن پمي دگیکیآ ن ارکےز دگیاورصحت،معي ن يگرکےز ںد لوؤ ہ پ
ںےبارکے ھامي وچ ےپ ائ گا۔ج

وابات يتےج تد ےوق  چھل

پ


وںدو ت ف
ہ
دگیکی ن نکوز ہ ں۔ذ کھی


ںر کنمي ےاگرلي  پچهل


وںدو ت ف

ہ
پسے الکلمددکیدوسروںکوآ ھیب ب


ں ي ہ وملین پت مبرآ ن

ےلگادائرهپر1 سکت

ہيں۔

پ.1 پنےآ ارا دگیکیمعی ن کسکوز

ہ محسوسدرج

ےکا ہیں۔کرت

ہت ہبرابراب ھان ہاچ ھابران ہتاچ ھاب اچ

پ.2 نیآ کحدکسسےصحتاپ ت

مطمئن


ہیں۔

ہت ہبرابراب ھان ہاچ ھابران ہتاچ ھاب اچ

ہ درج يلمن ںسواالتذ پمي هآ صوصکچ مخ


وں يز ںبارےکےچ هامي وچ ےپ ائ پسےانکہگاج ےکاآ  پچهل


وںدو ت ف
ہ
ں کحدکسمي ہت ب ر ج ت

و ہے-اہ

پ.3 کحدکسآ محسوست


ہیںکرتے نیکہ سما پدردج آ

ےکاموهلئےکے ںکرن یرکاوٹمی ت ن سہےب اکاج کرن


پ روریلئےکےآ اض وت
ہے۔ہ

الکل ںب ی ہ ن
ھی ب


ک


ھار ھکب کحدکچ ترت ش ی اتب ہتاوق ادہب ی ز

مره.4 گیکیکاموںروز ی پلئےکےادائ کحدکسآ یت طب

رورتکیعلاج تیض ہے۔پڑ
الکل ںب ی ہ ن

ھی ب

ک


ھار ھکب کحدکچ ترت ش ی اتب ہتاوق ادہب ی ز

پ.5 کحدکسآ یت ن دگیاپ ن دوزلطفسےز وتےان ہ

ہیں۔
الکل ںب ی ہ ن

ھی ب

ک


ھار ھکب کحدکچ ترت ش ی اتب ہتاوق ادہب ی ز

پ.6 کحدکسآ یت ن دگیاپ ن یکوز امعن محسوسب


کرتے

ہیں۔
الکل ںب ی ہ ن

ھی ب

ک


ھار ھکب کحدکچ ترت ش ی اتب ہتاوق ادہب ی ز

پ.7 کحدکسآ پنےت پا ہکوآ وج ےمرکوزت ابلکےکرن ق

ے  مجهت

س


ہیں۔
الکل ںب ی ہ ن

ھی ب

ک


ھار ھکب کحدکچ ترت ش ی اتب ہتاوق ادہب ی ز



پ.8 مرهآ دگیروز ن ںز پنےمی پا کحدکسکوآ ت
وظ محف

ہیں۔کرتے
الکل ںب ی ہ ن

ھی ب

ک


ھار ھکب کحدکچ ترت ش ی اتب ہتاوق ادہب ی ز

پ.9 عیکاگرداردکےآ کحدکسماحولطب ہصحتت دان من

ہے-
الکل ںب ی ہ ن

ھی ب

ک


ھار ھکب کحدکچ ترت ش ی اتب ہتاوق ادہب ی ز

ا.10 پکی مرهآ دگیروز ن اسبلئےکےز ائیمن وان محسوست


ہیں-کرتے
الکل ںب ی ہ ن

ھی ب

ک


ھار ھکب کحدکچ ترت ش ی اتب ہتاوق ادہب ی ز

ا.11 پکی یلئےکےآ ن ہریاپ ا سمانیظ کلج وصورتش

ابل ولق ب ہے۔ق
الکل ںب ی ہ ن

ھی ب

ک


ھار ھکب کحدکچ ترت ش ی اتب ہتاوق ادہب ی ز

ا.12 پکی یپاسکےآ ن اتاپ ی رور وریض ےپ لئےکےکرن

اسب ہمن ش ی ودپ ہے-موج
الکل ںب ی ہ ن

ھی ب

ک


ھار ھکب کحدکچ ترت ش ی اتب ہتاوق ادہب ی ز

پ.13 مرهکوآ دگیروز ن ےز ارن گز
علقسے یمت ن روریکت ض

ابمعلومات ی ہیں۔دست
الکل ںب ی ہ ن

ھی ب

ک


ھار ھکب کحدکچ ترت ش ی اتب ہتاوق ادہب ی ز

پ.14 رکوآ حسی ی

فر عکےوت کحدکسمواق سرت ہیں-می

الکل ںب ی ہ ن
ھی ب


ک


ھار ھکب کحدکچ ترت ش ی اتب ہتاوق ادہب ی ز

پ.15 پنےآ نیگرداردا سما کحدکسپرطورج ےت ھرن پ ے چلن

ابلکے ہیں۔ق
الکل ںب ی ہ ن

ھی ب

ک


ھار ھکب کحدکچ ترت ش ی اتب ہتاوق ادہب ی ز

ہ درج یلمن ںسوالتذ پمی ھاسےآ وچ اپ ےکہہےگی  پچهل


وںدو ت ف
ہ
پسے ےآ پنےن دگیا ن لفکےز ت مخ


ں لوؤ ہ پ

کحدکسسےحوالےکے نت مطمئ


محسوس


ا- کی



پ.16 یآ ن داپ ن ی کحدکسسےن مطمئنت


ہیں- مکمل


رپرطور ی غ

ق ف مت

یر قغ ف ہمت مطمئنن


ہ رن ي غ

مطمئن


مطمئن


مکمل


پرطور

ق ف مت

پ.17 یآ ن مرهاپ امکامروز ج ینےسران تکید لحی

حدکسسےصا

ک مطمئنت


ہیں۔

مکمل


رپرطور ی غ

ق ف مت

یر قغ ف ہمت مطمئنن


ہ رن ي غ

مطمئن


مطمئن


مکمل


پرطور

ق ف مت

پ.18 یآ ن ےکاماپ تکیکرن لحی

کحدکسسےصا مطمئنت



ہیں۔

مکمل


رپرطور ی غ

ق ف مت

یر قغ ف ہمت مطمئنن


ہ رن ي غ

مطمئن


مطمئن


مکمل


پرطور

ق ف مت

پ.19 یآ ن اتاپ کحدکسسےذ مطمئنت


ہیں۔ مکمل


رپرطور ی غ

ق ف مت

یر قغ ف ہمت مطمئنن


ہ رن ي غ

مطمئن


مطمئن


مکمل


پرطور

ق ف مت

پ.20 پنےآ اتا علق کحدکسسےت مطمئنت


ہیں- مکمل


رپرطور ی غ

ق ف مت

یر قغ ف ہمت مطمئنن


ہ رن ي غ

مطمئن


مطمئن


مکمل


پرطور

ق ف مت

پ.21 یآ ن سیاپ ن دگیج ن کحدکسسےز مطمئنت


ہیں- مکمل


رپرطور ی غ

ق ف مت

یر قغ ف ہمت مطمئنن


ہ رن ي غ

مطمئن


مطمئن


مکمل


پرطور

ق ف مت

پ.22 پنےآ وںا ےسےدوست ککسسےمددوالیملن مطمئنحدت


ہیں۔

مکمل


رپرطور ی غ

ق ف مت

یر قغ ف ہمت مطمئنن


ہ رن ي غ

مطمئن


مطمئن


مکمل


پرطور

ق ف مت

پ.23 یآ ن شاپ ہائ گہکیر کحدکسسےحاالتکےج مطمئنت


ہیں-

مکمل


رپرطور ی غ

ق ف مت

یر قغ ف ہمت مطمئنن


ہ رن ي غ

مطمئن


مطمئن


مکمل


پرطور

ق ف مت

پ.24 عیآ وںطب ولت کسہ یت ن ئیاپ کحدکسسےرسا مطمئنت


ہیں-

مکمل


رپرطور ی غ

ق ف مت

یر قغ ف ہمت مطمئنن


ہ رن ي غ

مطمئن


مطمئن


مکمل


پرطور

ق ف مت

پ.25 پنےآ عا رائ مدورفتذ کحدکسسےآ مطمئنت


ہیں۔ مکمل


رپرطور ی غ

ق ف مت

یر قغ ف ہمت مطمئنن


ہ رن ي غ

مطمئن


مطمئن


مکمل


پرطور

ق ف مت

پ.26 کحدکسآ یت ف کارکااحساساتمن ےش ہت ہیںر اداسی،

وسی نی،مای ا یش پر
سردگیاور الًاف یره۔مث وغ

مکمل


رپرطور ی غ

ق ف مت

یر قغ ف ہمت مطمئنن


ہ رن ي غ

مطمئن


مطمئن


مکمل


پرطور

ق ف مت



 

 

 

 

 

 

 

 

APPENDIX G 

SELF-COMPASSION SCALE (SCS) 



نیبراہِ ا ہرب پنےم با خ ت من


ےکیے وئ وابہ رہگردکےج ںدائ ی ولگائ ہج ہری ا اظ کرت
یکہہے ن پکت ارآ ھکےب ہسات عاتی شواق ی ےپ ت ہیں۔آ ئیکاسوالاتان ادرستکو لطی وابغ ںج ی ہ ن

ہے۔

ھی کب


ں ی ہ عضن اتب ھیاوق کب


ھار ہاکثرکب ش می
ہ


12345

ں.1 یمی ن وںاپ وںاورکمی امی ارےکےخ ںب امستردمی کرت
وں ارائےاورہ ت ن وں۔ب 12345ہ

ب2. ںج محسوساداسمی


ا کرت
تی وں/کر وں،ہ انمیراہ وںسبانصرفدھی ز ی چ

لپر امائ ات وج
وہےہ لطج ہیں،غ ںاور ہمی ای ت تیسوچ وں/سوچ وںہ ںکہہ ی ہ کسان

کطرح ھی کروں۔ٹ

12345

ب.3 دگیمیریج ن ںز کلاتمی تیمش ہیں،آ و ںت کلاتانمی احصہعامایککومش ھت
سمج


ھتی
سمج

وں۔/ ہ

12345

ں.4 پنےمی پا اکوآ ی ن االگسےد ھت
سمج


ھتی/
سمج


وں بہ ںج یمی ن وںاپ ارےکےکمی ب

ں یمی ت ا/سوچ ت وں۔سوچ ہ

12345

ب.5 ےج مجھ


اتی ب ذ فج کلی وتیت وہے،ہ ںت پنےمی پا ھکےآ تسات محب


ھرا سلوکب

شکیکرنے اکرتی/کوش کرت
وں۔ ہ

12345

ب.6 ںج مکسیمی
ںکاماہ اکاممی ون اتیہ ا/ج ات وںج وہ ہت اکامیی ےن مجھ


رکم ےت ون کاہ

ہے۔دلاتیاحساس

12345

ونےاداسمیرے.7 تکیہ ی ف ےکی مجھ


ہ ادی تیی اکہہےدلا ی ن ںد ھیاورمی ب


اسلوگ

رسےاحساس گز
ہیں۔رہے

12345

کل.8 ںحالاتمش ںمی پنےمی پا یپرآ ت سخ


ا کرت
وں۔کرتی/ 12345ہ

انی.9 یش پر
ںحالتکی ںمی پنےمی اتا ب ذ اپرج کھت

ور اب یق کھت

وں۔/ر 12345ہ

ب.10 ںج ودمی ںخ محسوسکمیکیطرحکسیمی


ا/کرتی کرت
وں, ےہ مجھ


ہ ادی تیی اکہہےدلا ی ن د

ں ھیاورمی ب


رسےاحساساسلوگ گز
ہیں۔رہے

12345

ں.11 یمی ن تاپ صی خ ش


ںانکے لوؤ ہ پ
ھکے ےسات یراورصبرب تغ ابرداش وت

وتیہ 12345/ہ



وں وہ دج پسن
 ے مجھ


ں ی ہ تے۔ن آ

کل.12 ںوقتمش ںمی ودمی شسےنرمیکوخ ی تیپ  وںآ ااورہ ن الاپ ی یخ کھت

ار کھت

وں۔/ر 12345ہ

ونےاداسمیرے.13 تکیہ ی ف ےکی مجھ


ہ ادی تیی دکہہےدلا ای اش ی ن اقیکےد ھلوگب سےمج

ادہ ی وشز ہیںخ ۔

12345

ب.14 فکوئیج کلی عہدہت شواق ی اپ ت وہے،آ ںت حالمی نکاصورت واز طہمت ق رن
ظ انےن ن کیاپ

ش ا/کوش کرت
تی وںکر ۔ہ

12345

ں.15 یمی ن وںاپ اکامی سانن طریکیکوان تف ی ف ھکی سمج


ولکر ب ےق شکیکرن اکوش کرت
/

وں۔کرتی ہ

12345

ں.16 یمی ن تاپ صی خ ش


ںانکے لوؤ ہ پ
ھکے محسوساداسسات


ا کرت

تی وں/کر وںہ وہ ج

د پسن
 ے مجھ


ں ی ہ ۔ن

12345

ب.17 ںج مکسیمی
ںکاماہ اکاممی ون اتیہ ا/ج ات وں,ج وہ ںت حالمی نکاصورت واز طہمت ق ن

ر
ظ انےن ن شکیاپ ا/کوش کرت

تی وںکر ۔ہ

12345

ب.18 ںج ہتمی ادہب ی کلز ںمش ا/می وت
وتیہ وں،ہ وہ ےت مجھ


ا لوگدوسرےکہہےلگت

سانیوقتاس رسےآ گز
ہیں۔رہے

12345

ں.19 کلمی ںوقتمش پنےمی پا انپرآ ہرب وم اتیہ ا/ج ات وں۔ج 12345ہ

انی.20 یش پر
ںحالتکی ںمی پنےمی اتا ب ذ وپرج اب ںق ی ہ ا/رکھن ات تیپ ا 12345۔پ

ں.21 کلمی ںوقتمش ھرمی ت ودلپ اتیہ ا/ج ات وں۔ج 12345ہ

ب.22 ںج ااداسمی وت
وتیہ وں،/ہ وہ ںت پنےمی اتا ب ذ ارےکےج ںب سسمی ج ت


اور

ے چنےسےدلکھل شکیسو ا/کوش کرت
تی وں۔کر ہ

12345

ں.23 یمی ن وںاپ امی وںاورخ تکوکمی ابرداش کرت
وں۔کرتی/ 12345ہ

ب.24 فکوئیج کلی عہدہت شواق ی اپ ت وہے،آ ںت ںمی ی

م


اسبکوحالات ن ات ھت
ک ی ھتی/سےد

ک ی

د

وں۔ ہ

12345

ب.25 ںج مکسیمی
ںکاماہ اکاممی ون اتیہ ا/ج ات وں,ج وہ ےت مجھ


ا ںکہہےلگت اکامیمی ںن 12345می



لی لا/اکی وں۔اکی ہ

ں.26 یمی ن تاپ صی خ ش


ںانکے لوؤ ہ پ
ےکو  جھن


م

س


شکیکرنےصبراور تیکوش ا/کر کرت
وں ہ

و ےج مجھ


د پسن
ں ی ہ تے۔ن آ

12345



 

 

 

 

 

 

 

APPENDIX H 

PERSONAL GROWTH INITIATIVE-II SCALE 

(PGI-II) 



ے یبرائ ان ب ہر یلدرجم ےذ مان ی عمالکوپ ےکےکراست  یچ
 انگئیدین ی رب انپ ش ین ںدہ ی پکہکر کحدکسسےاسآ قت ف امت لافی ت ےاخ ہیں۔کرت

مکمل


یرپرطور قغ ف ھمت کچ


کحد یرت قغ ف امت ھوڑ یرت قساغ ف ھمت کچ


کحد قت ف مکملمت


قپرطور ف مکملمت


قپرطور ف مت

012345

یمیرے.1 ق ی اصدحق اکیمق ن ںپر،ب پنےمی ںبارےا لیمی ی د ب ات الان ت اہ تی/چ
اہ وں۔چ 012345ہ

ں یمی ت ن ا ا/ج ت ن ا وںج ںکہہ پنےکبمی پا ںآ لیمی ی د ب ےت ارلیےکےلان ی وں۔ت 012345ہ

ں.3 یمی ت ن ا ا/ج ت ن ا وںج ںکہہ پنےمی پا ںآ ھمی کچ


اص اںخ لی ی د ب ےت ےلیےکےلان کیس

ت ق ی یپرحق ن ہمب ب صو ں۔من اؤ ن ب

012345

ے.4 مجھ


ب ھیج ب


ع اموق ںہے،ملت پنےمی پا ترکوآ ہ ےب ان ن شکیب یکوش ا/کرت کرت
وں۔ 012345ہ

ں.5 تاورسادہمی ق ی یپرحق ن ےمب صوب اکیمن ن رب ودپ ںخ لیمی ی د ب ےت شکیلان یکوش ا/کرت کرت


وں۔ ہ

012345

ں.6 ودمی لنےکوخ د شکیب ںکوش تیمددسےدوسروںمی ا/لی ت وں۔لی 012345ہ

ں.7 ہمی ش می
ہ
پنے پا ترکوآ ہ ےب ان ن شکیب یکوش ا/کرت کرت

وں۔ 012345ہ

ں.8 یمی ت ن ا ا/ج ت ن ا وںج ےکہہ مجھ


پنے پا ںآ اںمی لی ی د ب یت ں۔لان ی ئ
اہ 012345چ

ں.9 ہمی ش می
ہ
یک ترا ہ سانب ےان ن شکیبن اکوش کرت

ی وں۔/کرت 012345ہ

ں.10 تمی ق ی یپرحق ن ےمب صوب اکیمن ن رب ودپ ںخ لیمی ی د ب ات یلان ت ن ا ا/ج ت ن ا وں۔ج 012345ہ

ں.11 یمی ت ن ا ا/ج ت ن ا وںج ےکہہ مجھ


تکس ودطرحکساوروق ںخ صوصمی مخ


لی ی د ب ےت کیلان

رورت ہے۔ض

012345

ں.12 لمی ئ عمالکاوسا ودکےکراست ترکوخ ہ ےب ان ن شکیب یکوش ا/کرت کرت
وں۔ 012345ہ

ں.13 ودمی ںخ ھسوچمی سمج


لیکر ی د ب ےت داماتلیےکےلان یاق ت ن ا ا/ج ت ن ا وں۔ج 012345ہ

ں.14 ودمی لنےکوخ د اریلیےکےب ی وش لاشمددسےہ یت ا/کرت کرت
وں۔ 012345ہ



ں.15 ہمی ش می
ہ
ود ترکوخ ہ ےب ان ن علیےکےب لاشموق یت ا/کرت کرت

وں۔ 012345ہ

ں.16 ہمی یی ت ن ا ا/ج ت ن ا وںج ودکہہ ںخ صوصکبمی مخ


لی ی د ب ےت تکالان 012345ہے۔وق
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