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Abstract

The present study aimed to examine the impact of perceived stigma on the help-
seeking intentions and social support of patients with Substance Use Disorders
(SUDs). A correlational research design was used in this study. Specifically, data
were gathered from 220 individuals who were receiving treatment at rehabilita-
tion centers, using a purposive sampling technique. Participants provided data
through completion of the Perceived Stigma of Addiction Scale (PSAS), General
Help-Seeking Questionnaire (GHSQ), and the Multidimensional Scale of Perceived
Social Support (MSPSS). The scales were translated into Urdu using Brislin’s
(1970) forward and backward translation approach so that the two languages
achieved linguistic and conceptual equivalence. Pearson correlation and simple
linear regression analyses were employed to test the research hypotheses. Pearson
correlation analysis revealed significant positive associations among the research
variables; perceived stigma correlated positively with all dimensions of social sup-
port, and all social support dimensions (family, friends, and significant others)
correlated positively with help-seeking intention, with the strongest link found be-
tween support from significant others and help-seeking for suicidal ideation. Re-
gression analysis indicated that while perceived stigma did not significantly predict
help-seeking intention for emotional distress or suicidal ideation, it was a signif-
icant positive predictor of all dimensions of social support. Finally, gender did
not significantly influence help-seeking intentions or perceptions of stigma.These
findings contrast with traditional theoretical assumptions, suggesting that higher
perceived stigma may drive individuals in rehabilitation to perceive greater sup-
port from their immediate social networks as a protective mechanism. The study
underscores the need for localized clinical interventions that leverage existing social
support systems to mitigate the impact of stigma and enhance recovery outcomes

in the Pakistani context.

Keywords: Perceived Stigma, Help seeking intention, Social support,
Substance Use Disorders (SUDs), Perceived Stigma of Addiction Scale
(PSAS), General Help-Seeking Questionnaire (GHSQ), Multidimen-
sional Scale of Perceived Social Support (MSPSS).
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Chapter 1

Introduction

1.1 Background of the Study

Substance abuse is an issue that requires significant social attention, as statis-
tics and research show that tens of millions of people around the world struggle
with substance use disorders (United Nations Office on Drugs and Crime, 2024).
Approximately 316 million people worldwide suffer from substance use disorders,
with a significant proportion only 1 in 12 individuals receiving the treatment they

urgently need (United Nations Office on Drugs and Crime, 2025).

Mental and substance use disorders make up about 7.4% of all disability-adjusted
life years (DALYSs) globally according to current epidemiological assessments by
the Global Mental Health Countdown (Frontiers in Public Health, 2026), mak-
ing mental health disorders one of the major sources of non-fatal health burden
around the world. However, despite this immense burden, there is an immensely
inadequate allocation of funds in global healthcare systems in order to deal with
substance use and mental health concerns, especially in Low- and Middle-Income
Countries, where the treatment gap is more than 90% (Frontiers in Public Health,

2026).

In Pakistan, the prevalence of drug use remains alarmingly high, with recent re-
ports indicating that approximately 7.6 million individuals struggle with drug

addiction, primarily involving cannabis, heroin, and prescription opioids (United

1



Introduction 2

Nations Office on Drugs and Crime, 2023). According to the results from the Na-
tional Survey on Drug Use conducted in Pakistan, the proportion of people who
are dependent on drugs stood at 5.8% among those aged 15 to 64 years (United
Nations Office on Drugs and Crime, 2023).

According to a national report from the Ministry of Narcotics Control and UN-
ODC, it is evident that there has been an abrupt increase in the consumption of
synthetic drugs, especially 'methamphetamine’ commonly known as ’ice’, amongst
young people and university students (United Nations Office on Drugs and Crime

(UNODC Country Office Pakistan), 2022).

However, irrespective of the seriousness of their illness, people who suffer from
SUDs are bound to face several complex challenges that will prevent them from
gaining access to the required assistance and social support (United Nations Office
on Drugs and Crime, 2024). People suffering from SUD are faced with a multi-
layered web of difficulties, including extreme poverty, non-availability of specific
facilities for addictions treatment, and deep-rooted social exclusion (Mehdi et al.,

2024).

One of the most critical barriers was perceived stigma, which is defined as an
individual’s awareness or expectation of public devaluation, rejection, and social

discrimination based on their status as a substance user (Luoma et al., 2010).

In today’s psychological research, perceived stigma is treated as a separate entity
as compared to self-stigma (negative stereotypes that a person experiences inside
himself /herself), and structural stigma (institutions that deprive people with stig-
mas of resources by means of policy decisions) (Isman et al., 2025). Perceived
stigma acts as an anticipatory filter for cognition in such a way that when patients
believe themselves to be evaluated negatively or discriminated by society, they
take precautionary measures (Isman et al., 2025). Researchers found that per-
ceived stigma is extremely high among people with substance use disorders than
other diseases due to the fact that society misinterprets addiction as a choice, and

not a chronic brain disorder (Shahzadi and Riaz, 2023).

Addiction was viewed as a taboo across in major cultures, Pakistan included,

creating a strong sense of social risk when individuals sought formal help or even
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openly discussed their addition and given the significant social risk (Ahmad et al.,

2023).

Empirical evaluations of a cross-sectional nature carried out in major metropolises
of Pakistan, including Karachi, Lahore, Islamabad, Peshawar, Quetta, and Faisal-
abad, reveal that self-stigma of substance abuse and stigma of substance abuse
differ greatly, depending on the extent of addiction and its period, with the highest
rates observed for relapsed and chronic patients (Journal of Pakistan Psychiatric

Society, 2022; Waseem, 2023).

Research indicate that more than 60% of individuals have SUDs in Pakistan de-
lay or end up not seeking treatment due to fear of ridicule, backlash, or blame
from the family and/or community (Khalid et al., 2022). Such stigmas are also
culturally reinforced by religious culture where drugs are viewed as sinful (haram)
or criminal, compelling many to suffer in silence rather than perceived ostracism
(Ali and Kiani, 2023). The recent systematic review on SUD stigma among South
Asian settings reveals that the perception by the general public about individu-
als as either deviant or dangerous reinforces discrimination in healthcare settings,

making access to health services even more difficult (Shahid and Asmat, 2023b).

Stigma does not only influence treatment plans, but can have consequences far
worse. Research from Pakistan have shown instances of heightened feelings of
social isolation, declining mental health, or limited peer or family support experi-
enced by stigmatized individuals (Bukhari et al., 2022). For example, a qualitative
study investigating recovered patients in Lahore, stated individuals sought to hide
their treatment to not risk losing a job or being rejected by their future spouse

(Khan et al., 2024).

Qualitative studies on the subjective experiences of SUD sufferers in Pakistan show
that the stigmatization problem greatly prevents social reintegration by causing
significant economic difficulties, interpersonal problems, and strong psychological
problems (Journal of Ayub Medical College Abbottabad, 2024). Moreover, current
cross-sectional studies in the clinical setting show that stigma and experiential
avoidance have been found to act as mediators in the process of developing suicidal

thoughts among adults undergoing SUD treatment in Pakistan (Saifullah et al.,
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2025). When the level of public devaluation is high, people engage in experiential
avoidance that isolates them and makes them hopeless (Saifullah et al., 2025).

Such a culture of silence contributes to a cycle of exacerbated addiction where
individuals enter into self-medication, or informal and often ineffective remedies
when avoiding formal help altogether (United Nations Office on Drugs and Crime,
2024). It is additionally exacerbated by the presence of structural stigma in regular
healthcare facilities, where patients often experience being treated with hostility
or judgment by medical professionals, thus turning their primary care space into
a place of worry instead of relief (Regional Tribune, 2025). It was clear that
resolving stigma where people can openly seek help or even ask for help, would
fundamentally alter the experience of social supports for individuals with SUDs

in Pakistan (Shahzadi and Riaz, 2023).

In many examples, avoidance of treatment pathways was intricately linked to help-
seeking intention which refers to the behaviors that individuals engage in to seek
help from professionals or assistance systems in a relational context (Rickwood

and Thomas, 2012).

Seeking assistance was not an isolated phenomenon; rather, there were various
individual and socio-perceived variables affecting help-seeking intention, such as
stigma associated with people undergoing therapy, attachment to others, and in-

tention to seek therapeutic assistance (Dagani et al., 2023).

According to the Theory of Planned Behavior, help-seeking intention is the most
important immediate variable that influences treatment-seeking behavior. If a
person perceives high levels of societal stigma, the subjective norm associated
with treatment will be extremely negative and will lower behavioral intention to
seek professional help (Isman et al., 2025). There was a strong connection between
cultures with high levels of stigma and help-seeking. For instance, in societies with
high stigmas, people shy away from seeking help and end up dealing with their

own problems, family problems, or societal issues alone (Yu et al., 2023).

As an example, in Karachi a study examined pathways to care for patients with

behavioral consequences of substance use disorders (SUD); 68% of patients sought
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help for their SUD from religious leaders or traditional healing practices before ac-
cessing a clinical setting, indicating that clinical treatment pathways were consid-
ered “last resorts” (Bukhari et al., 2022). The latest research on healthcare-seeking
intentions among people in Pakistan has identified that supernatural explanations
and the use of faith or non-professional healers is considered to be a major mode of
coping since people have an intense fear of being publicly disclosed in professional
psychiatric institutions (Regional Tribune, 2025). This cycle of avoidance contin-
ued to exist, compounding health disparities where untreated SUDs will move into

multiple crises (United Nations Office on Drugs and Crime, 2024).

Cultural norms also manifest in help-seeking; in Pakistan, familial honor (izzat)
was a strong motivator in making decisions; many individuals worry that by self-
disclosing their substance use and subsequently identifying as an addict that they

would ‘shame’ their family household (Ali and Kiani, 2023).

However, in South Asian societies that value collectivism, an individual’s act will
affect the social status, marital prospects, and reputation of the whole family.
Thus, it is the families themselves who will compel silence or denial of a loved
one’s substance use disorder to safeguard their family’s honor at the expense of

denying the patient much-needed health care (Regional Tribune, 2025).

Men felt the pressure of making clear to others that they were maintain their
providing role, and women were commonly at risk of abandonment/divorce when
addressing that they engaged in substance use (Khalid et al., 2022). The gender-
based research makes it clear that women substance abusers in Pakistan confront
double stigmatization. Women who are suffering from SUDs break not only reli-
gious laws but also traditional gender expectations concerning modesty and ma-
ternity, which leads to serious social punishments, more family rejections, and
almost complete isolation from any rehabilitation programs (Regional Tribune,
2025). Although male patients experience great stress due to financial and role
requirements, they have much more freedom to seek special assistance than women
patients whose efforts for recovery are constantly hindered to hide family shame
(Regional Tribune, 2025). Structural barriers also exist including the cost associ-

ated with treatment, geographic access to treatment, and lack of trust imposed by
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treatment providers (Zafar and Aslam, 2023). Interventions must address these

multi-layered deterrents to foster equitable care access.

However, it is important to note that social support plays an integral part in
recovery from substance use disorders. Social support refers to the incorporation of
interpersonal relations and support from external sources within one’s close social
circle including friends and family, with emotional, information, and instrumental

support being offered (Taylor, 2022).

Under Social Support Theory, these interactions are believed to act as protective
factors which enable individuals to manage stress effectively in relation to sub-
stance use problems (Lakey and Orehek, 2023). Social support which includes
family members, friends, and significant others is a vital psychological buffer
against stress that protects an individual from the adverse effects of stigma in

maintaining treatment adherence and psychological resilience (Frontiers in Public

Health, 2026).

The more patients experience a high level of emotional and instrumental support
from their social environment, the less detrimental effect does public stigma have
on their help-seeking intentions (Regional Tribune, 2025). Despite its significance
in recovery, addiction stigma continues to pose a barrier to the formation of so-
cial ties due to fear of stigmatization or discrimination (Livingston et al., 2023).
Pakistan is characterized by a paradoxical milieu in which collectivism is a norm
that would form the basis of strong supportive environments, but when individ-
uals experience addiction stigma, these supportive networks collapse (Batool and
Manzoor, 2023). The latest research continues to point to the devastating social
implications of addiction; for example, according to recent studies, more than 60%
of people diagnosed with an SUD have experienced being rejected by their families
when they disclosed their addiction (Shahzadi and Riaz, 2023). Moreover, recent
statistics in Khyber Pakhtunkhwa show that almost 80% of individuals experience
intense social isolation and lose all their friends immediately after revealing their
SUD (Ali and Anwar, 2024a). Family and social networks for women evaporated
from stigma to a greater extent than male and the family reporting was 85% fully

isolated from social support in Punjab (Ali et al., 2023). New ways of addressing
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these intersectionality challenges are emerging in culturally relevant ways. The
“Sober Ummah” Mosque recovery program in Lahore has a resistance rate of re-
tention that is forty per cent higher than clinical programs (Rahman and Tareen,
2022), and evidence indicates that psychoeducation introduced by Agha Khan
University Hospital has fifty per cent improved referral support in the household
(Malik et al., 2023a).

According to the recent programmatic evaluations, there is potential for reducing
community stigma and encouraging formal help-seeking paths through task shift-
ing of mental health interventions to primary health care workers, such as Lady
Health Workers, and involving faith leaders in anti-stigma campaigns (Regional

Tribune, 2025).

Although stigma clearly disrupts support connections, specifically designed in-
terventions that take a cultural framework into account, would be successful in
restoring support connections and social recovery (Javed and et al., 2024). Despite
the high prevalence of substance use disorders (SUDs) in Pakistan, treatment gaps
remain due to stigma barriers that have yet to be sufficiently studied (Khan et al.,

2023).

Whereas international literature provides ample evidence on how stigmatization
causes early termination of treatment (Isman et al., 2025), empirical data in Pak-
istan, with its honor-based collectivism, is limited and scattered. Current stigma-
related research does not have localized evidence to illustrate how perceived stigma
disrupts help-seeking and distress related social support among SUD individuals
in an honor-based society such as Pakistan (United Nations Office on Drugs and

Crime, 2024).

Understanding the complex interactions between perceived stigma, multidimen-
sional social support (family, friends, and significant others), and help-seeking
intentions is essential for designing evidence-based, culturally congruent psycho-
logical interventions and public policy frameworks in Pakistan. This study seeks
to understand the impact of perceived stigma on help-seeking behavior and social

support among substance use disorder individuals suffering in Pakistan.
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1.2 Gap Analysis

While there is an extensive knowledge base concerning the mechanisms of SUDs,
the psychological and social factors behind these clinical conditions have yet to
be well-studied, especially in relation to Low-and Middle-Income Countries such
as Pakistan (Hanif et al., 2025; Thompson and Saleem, 2024). The absence of
evidence from the region has caused dependency on global statistics, which do not
account for certain causes such as the influence of family honor or social stigma
on behavior outcomes in South Asia (Awan and Malik, 2024). Among the most
prominent lacunae in SUD recovery literature, there is the lack of empirical re-
search linking perceived stigma to help-seeking behaviors and social support in
SUDs in South Asia (Hassan et al., 2022; Rao et al., 2023; Shahid and Asmat,
2023b). Despite the universally recognized role of perceived stigma in SUD recov-
ery, contemporary literature on the topic has yet to conduct a significant body
of work with a specific focus on the unique experience of stigmatizing attitudes
toward patients with substance disorders in Low-and Middle-Income Countries

(United Nations Office on Drugs and Crime, 2024; Corrigan et al., 2024).

Furthermore, the existing literature on the subject has treated help-seeking in-
tention and social support as two distinct constructs, with limited studies having
explored the interrelation between the two constructs within the context of per-
ceived stigma (Xu et al., 2022). Though recent studies have taken into considera-
tion the gender differences in the perception of stigma and help-seeking intention,
the studies were conducted on a limited sample and a non-clinical population and
were based on attitudes rather than actual treatment-seeking intention (Rao et al.,

2023; Hanif et al., 2025).

Another important limitation of the existing literature is the lack of empirical
research on individuals who are currently undergoing treatment for their sub-
stance use disorder. The vast majority of the existing research is still limited to
community-based individuals or those who are resistant to seeking help (Ali and
Anwar, 2024a; Khan et al., 2024). The present study attempts to bridge this im-

portant research gap by examining individuals currently undergoing rehabilitation
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for their drug use disorder in drug rehabilitation centers in Pakistan. The study
offers important cultural nuances on how perceived stigma can affect help-seeking

and support systems during the treatment phase of the disorder.

In essence, the current study adds value to existing literature through the analysis
of such dynamics in an unusual and culturally unique setting. The previous body
of research demonstrates the strong influence of such sociocultural stigmas on pre-
venting recovery processes through isolation and use of drugs (Ali and Anwar,
2024a; Batool and Manzoor, 2023; Khan et al., 2024). Identifying such barriers
helps to prove the need for implementing community awareness interventions. The
initial stage of such interventions would include informing families and the com-
munity about the medical dimension of the phenomenon (Malik et al., 2023a).
Such strategies would help to eliminate stigmatization in Pakistani culture, which
is critical when developing psychosocial interventions in this context (Hanif et al.,

2025; Thompson and Saleem, 2024).

1.3 Problem Statement

Substance Use Disorders (SUDs) have been increasingly acknowledged as chronic
and relapsing disorders that require comprehensive biopsychosocial interventions
(Corrigan et al., 2024). The urgency of this issue is underscored by recent global
data indicating that approximately 316 million people worldwide suffer from sub-
stance use disorders, with a significant proportion only 1 in 12 individuals receiv-
ing the treatment they urgently need (United Nations Office on Drugs and Crime,
2025). Psychologically, SUDs patients tend to be characterized by internalized
stigma, low self-worth, and an overwhelming sense of fear and anxiety about their
conditions (Shahzadi and Riaz, 2023). On a social front, the impacts of the afore-
mentioned conditions may be even more devastating, involving familial ostracism,
marriage breakdown, and social isolation among peers (Ali and Anwar, 2024a).
The pattern of clinical abandonment and social alienation is most pronounced in

South Asia, as the failure to develop a culturally sensitive support system results
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in the absence of any effective route to rehabilitation for the growing number of

people affected by SUDs (Khan et al., 2024).

The severity of this issue tends to escalate tremendously within resource-limited
collectivist countries like Pakistan (Batool and Manzoor, 2023). Within such a
specified target group, one’s identity and social status are highly contingent upon
family reputation; thus, addiction stigma not only affects the individual but rather
the whole household (Khan et al., 2024). Such social realities create numerous
psychosocial impediments to seeking treatment (Thompson and Saleem, 2024).
Being afraid to cause family shame, along with the absence of any form of cultural
psychosocial framework, is one of the key barriers to seeking assistance; hence,

making treatment inaccessible (Javed and et al., 2024; Zafar and Aslam, 2023).

In low- and middle-income countries such as Pakistan, the problems of address-
ing Substance Use Disorders have been compounded by the lack of mental health
infrastructure and psychosocial services and the stigma of substance use (Sarkar
et al., 2021; Thompson and Saleem, 2024). In such culturally conservative envi-
ronments, addictions are commonly explained as consequences of moral failings or
individual weaknesses and not as potentially curable health issues (Abbas et al.,
2025). People with substance use disorders therefore tend to face significant levels
of "perceived stigma”, which is defined as an individual’s awareness or expectation
of public devaluation, rejection, and social discrimination based on their status as

a substance user (Luoma et al., 2010).

With the immense fear of being shunned by society, people with SUDs tend to
hide their problems and refrain from accessing any form of treatment in order to
save their reputation both socially and in their families (Ali and Anwar, 2024a).
The problem with stigma in this regard is that the fear of being discriminated
against is enough to dissuade an individual from making contact with the medical
establishment (Malik et al., 2023a). In any case, it is important to remember that
proper medical care and social networks of support are universally acknowledged

as the only protective factors for recovery from addiction (Zafar and Aslam, 2023).

Yet another, though not so well-explored, aspect in this context is the role of

gender in differentiating stigmatization, help-seeking, and social support among
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SUD (Shahid and Asmat, 2023b; Rao et al., 2023). There is a growing body of
evidence that gender influences health-related behaviors (Hanif et al., 2025). For
instance, men may not seek help due to gender roles and expectations of being
more self-sufficient. Women suffering from SUD are likely to experience greater

levels of stigmatization and social marginalization, thus limiting their access to

help and support (Shahid and Asmat, 2023b; Rao et al., 2023; Hanif et al., 2025).

The persistence of SUDs, despite available treatments, highlights an important
knowledge gap in the psychological literature, particularly within clinical and so-
cial psychology, in relation to the interpersonal and social factors that facilitate

SUD recovery (Rao et al., 2023; Shahzadi and Riaz, 2023).

There is an urgent need for quantitative studies that assess perceived stigma, help-
seeking, social support within culturally relevant models to improve our under-
standing of SUD recovery processes in this population (Khan et al., 2024; Shahid
and Asmat, 2023b).

This focus is critical because individuals with SUDs in Pakistan exist within a
massive "treatment gap,” where systemic resource scarcity and a lack of specialized
psychiatric facilities mean that less than 10% of those needing help actually receive

it (Zafar and Aslam, 2023).

The present study, therefore, aims to assess the impact of perceived stigma on
help-seeking intention and social support in SUD samples from a quantitative

perspective.

This study, therefore, addresses an important knowledge gap in SUD research
in low- and middle-income countries, while informing culturally sensitive clini-
cal practices, and intervention approaches, in this population (Hanif et al., 2025;

Thompson and Saleem, 2024).

1.4 Research Questions

This research answers the following questions:
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1.4.1 Research Question 1

What is the relationship between perceived stigma, help seeking intention and

social support among individuals with Substance Use Disorder (SUDs)?

1.4.2 Research Question 2

To what extent does perceived stigma have the impact on help seeking intention

and social support among individuals with SUDs?

1.4.3 Research Question 3

How does gender influence perceived stigma, help seeking intention and social

support among individuals with Substance Use Disorders (SUDs)?

1.5 Research Objectives for This Study

Objectives of the study are as follows:

1.5.1 Research Objective 1

To examine the relationship between perceived stigma, help seeking intention and

social support among individuals with Substance Use Disorders (SUDs).

1.5.2 Research Objective 2

To investigate the impact of perceived stigma on help seeking intention and social

support among individuals with SUDs

1.5.3 Research Objective 3

To examine gender differences in perceived stigma, help seeking intention and

social support among individuals with Substance Use Disorders (SUDs).
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1.6 Hypotheses

H1: There is a negative relationship between perceived stigma, help seeking in-

tention and social support among individuals with SUDs.

H2: Perceived stigma negatively impacts both help seeking intention and social

support among individuals with SUDs.

H3: There is a significant gender difference in perceived stigma, help seeking

intention and social support among individuals with SUDs.



Chapter 2

Literature Review

2.1 Perceived Stigma and Help-Seeking Inten-

tion

Discrimination on the basis of ethnicity, race, and substance use has been part
of the social fabric and has been responsible for the persistent gap in care and
treatment outcomes (Room et al., 2021; Rao et al., 2023). Perceived stigma is de-
fined as an individual’s awareness or expectation of public devaluation, rejection,
and social discrimination based on their status as a substance user (Luoma et al.,
2010). In clinical and health psychology, stigma perception is the main cognitive
barrier that changes the risk-benefit ratio in favor of avoiding professional help
(Isman et al., 2025). In cases when people foresee strong societal condemnation,
the potential social costs of going to therapy become higher than the medical ben-
efits of getting well (Vogel et al., 2021). People living with SUDs avoid seeking
professional help because of the negative social consequences they may have to
endure if they seek help, such as being stigmatized and having their social identity
compromised (Hanif et al., 2025). The empirical research also shows that individ-
uals who have to endure high levels of perceived stigma have lower probabilities
of accessing formal treatment services because of their fear of being marginalized
and excluded from society (Ali and Anwar, 2024b; Shahzadi and Riaz, 2023). In

recent times, studies conducted in low and middle income countries have stressed

14
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that such a delay in seeking this treatment results in an added health crisis in
which patients only seek treatment for their problems at tertiary hospitals when
the stage of dependency is very serious or even when there is a medical emergency

(Frontiers in Public Health, 2026).

A study by Ali and Anwar (2024b) related to addiction in Pakistan pointed out
that individuals with SUDs are often perpetuated to have strong societal stigma,
because drug use as a behaviour was socially viewed as morally unacceptable.
The results are consistent with studies done elsewhere, like (Yu et al., 2023),
which explored how attitudinal stereotypes could act as mediators between per-
ceived stigma and its consequences on accessing care. Attitudinal stereotypes can
be seen as directly relevant to the present research because these constitute the

Y

particular cognitive tags, for instance, “moral inadequacy” or “poor self-control,”
which form the basis of the stigma attached (Yu et al., 2023; Shahzadi and Riaz,
2023). According to cognitive attribution theories, the view that society holds of
addiction is that of a behavior that can be controlled by an individual, and hence
does not regard addiction as a complicated neurobiological condition; therefore,
empathy becomes minimal leading to punishment within society (7). Also consis-
tent with Zahid et al. (2022) findings from Pakistan, perceived stigma was found

to be the most potent predictor of delayed or avoided help-seeking while fearing a

loss of family honour and compromising social standing.

More recently, several studies began to expand on these dimensions of perceived
stigma in various perceived contexts. For example, Khan et al. (2023) found that
perceived stigma was most pronounced in collectivist contexts, like Pakistan, where
family reputation and social norms shape behavior. The authors also reported that
perceived stigma was often internalized to self-stigmatization, which further de-
creases the likelihood of help-seeking. The change from stigmatization in terms
of public stigma to self-stigma results in an erosion of self-efficacy, wherein indi-
viduals feel that they are inherently not worth getting better or receiving clinical
attention (Isman et al., 2025). Similarly, a review by Rao et al. (2023) identified
perceived stigma as a global barrier to treatment and noted that it was amplified

in cultures with fixed moral and social standards, like South Asia.



Literature Review 16

Several studies have published results in which they have described cultural and
religious characteristics/interpretations in Muslim-majority countries that amplify
substance use stigma (Ahmed and Mahmood, 2023; Farooq et al., 2024). For
instance, (Husain et al., 2023), used cross-sectional data collected in Pakistan and
found that 78% of people with SUD’s felt that the community viewed addiction

as haram (forbidden), which was highly correlated with treatment avoidance.

In a different study conducted in Iran, (Amin-Esmaeili et al., 2022), described
the religious condemnation toward substance use led to internalized shame or
stigma, especially for women. In Saudi Arabia, (Alasmari and Almutairi, 2024),
documented that a majority of imams (65%) believed that substance use disorders
are a moral failing versus a medical condition preventing due access to evidence-

based care.

However, modern scholars argue that Islamic jurisprudence clearly draws a dis-
tinction between voluntary sinning and coerced treatment, implying that religious
platforms can be used not to promote but rather to combat stigma through psy-

choeducation (Regional Tribune, 2025).

The relationship between stigma and treatment delay has been quantified in mul-
tiple settings. A longitudinal study in India Subramanian and Varma (2024) re-
vealed that each 1-point increase on the Substance Use Stigma Scale corresponded
to a 23-day delay in treatment initiation (95% CI: 15-31 days). In Pakistan specif-
ically, a mixed-methods study Khalid et al. (2022) identified three primary stigma-
related barriers: fear of marriage prospects being damaged (reported by 62% of

participants), job discrimination concerns (55%), and anticipated family shame

(89%).

These quantitative findings were supported by qualitative interviews where par-
ticipants described being called “charsi” (addict) as a primary reason for avoiding
clinics. In addition to that, recent cross-sectional studies conducted at clinical
centers in Punjab and Khyber Pakhtunkhwa show that structural stigma, such as
the fear of rough handling by health care providers at hospitals, is a strong sec-
ondary determinant of treatment refusal and accounts for more than 28% variance

in treatment avoidance (Frontiers in Psychiatry, 2025; Saifullah et al., 2025).
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2.2 Perceived Stigma and Social Support

In addition to impacting help-seeking, perceived stigma also interferes with ac-
cess to social support services by people suffering from (Rao et al., 2023). Social
support refers to the incorporation of interpersonal relations and support from
external sources within one’s close social circle including friends and family, with
emotional, information, and instrumental support being offered (Taylor, 2022).
Social Support Theory perceives such interactions as essential socio-emotional
buffers which prevent psychological problems, encourage treatment compliance,
and improve recovery capacity (Lakey and Orehek, 2023). If they work properly,
good family and peer support systems offer not only material aid (for example, by
financing therapy and providing transport) but also emotional support (Journal
of Pakistan Medical Association, 2023). However, perceived stigma could be seen
as a major obstacle on the road to social support. People who perceive themselves
as under severe stigma will feel reluctant to rely on the help of their loved ones

out of fear of being judged or ridiculed (Livingston et al., 2023; Yu et al., 2023).

Studies have found that individuals diagnosed with SUDs and perceived as stigma-
tized face discouragement in seeking help because of a lack of encouragement from
their social networks, leading to a decline in their health status (Martinez, 2025).
This trend conforms to the Social Support Detriment Model, which suggests that
constant stress factors together with strong societal stigma cause social connec-
tions to deteriorate, thus making the person socially vulnerable when support is
most required (Ghosh et al., 2024). In Pakistan, where family honor and social
standing are paramount, there is an impetus for individuals to avoid discussing
the issue of playing with drugs due to fears of shaming their families (Khan et al.,
2024). Subsequently, Ali and Anwar (2024b) noted that perceived stigma usually
leads to social isolation as a person with a SUD fears shaming their family. They
may not receive check in’s, talk their story and cut themselves off completely to
stop bringing shame to their family and avoid the stigma. The resulting social
isolation forms a vicious cycle because these patients isolate themselves from their

support system to avoid family embarrassment; this isolation, in turn, makes their
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condition worse and contributes to further problems (Journal of Ayub Medical

College Abbottabad, 2024).

In addition, perceived stigma may trigger a cycle of silence and avoidance. In a
study by Memon and Tariq (2024) in Pakistan, individuals with SUDs indicated
that they prefer external, non-family supports from places like peer groups or
online communities due to fear of perceived risk of judgment from their social
networks. Unfortunately, these external supports often lack the ability to provide
treatment and systems assistance for recovery. Whereas online forums and social
peer groups provide extremely important and much-needed judgment-free zones for
emotional release, they seldom have the requisite structures necessary to deal with
clinical recovery, detoxification, or psychiatric follow-through (Regional Tribune,

2025).

The effect of perceived stigma on the social support of people with SUD is evident
cross-culturally. Stigma has numerous pathways that effectively isolate or dissolve
social support networks. For example, a longitudinal study by Subramanian and
Varma (2024) in India found that perceived stigma was associated with a 42%
decrease in perceived social support over a period of 12 months among individuals
with opioid use disorder, mediated by self-isolation. The results also supported
the conclusion that people anticipate stigma and, as a result, withdraw from social
settings to prevent rejection, as proposed by identity threat models of stigma-

related social withdrawal (Loreth and Simon, 2025).

The erosion of family support due to stigma appears particularly pronounced in
collectivist cultures. A comparative study in Pakistan and China Zhang et al.
(2022) revealed that 68% of Pakistani participants with SUDs reported decreased
family contact following disclosure of their condition, compared to 52% in China.
Qualitative interviews identified cultural mechanisms for this disparity, including
Pakistan’s stronger emphasis on family honor (“izzat”) and the moral framing of
addiction in Islamic contexts (Ali and Anwar, 2024b; Farooq et al., 2024). These
results provide an extension to Goffman’s initial theoretical framework on stigma
by showing how culture influences stigma outcomes through its value orientation

and showing how cultural value orientations can affect the degree of stigma’s social
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outcomes (Agrali et al., 2024). In collective cultures, stigma seldom affects an
individual alone; rather, it acts as a ”courtesy stigma” or "associative stigma,”
affecting the whole family, compelling the family members to avoid or hide their

patients due to the need for social respectability (Regional Tribune, 2025).

Recent interventions have attempted to address this stigma-support paradox.
Aslam et al. (2023) has shown that family-based anti-stigma programs in Pak-
istan have shown promise, increasing perceived support by 31% through psychoe-
ducation about SUDs as medical conditions. Similarly, mosque-based support
groups in Karachi demonstrated 40% better retention than clinical programs by
providing culturally-sanctioned support (Malik et al., 2023b). These methods are
founded on the theory of social support deterioration, which indicates that inter-
ventions like community connection, psychoeducation, and social interaction-based
counter-stigma interventions can be used to restore eroded support networks due
to stigma and enhance the prognosis of people living with substance use disor-
ders (Ghosh et al.; 2024). Community leaders, family psychoeducation, and peer
support counselors form an integrated framework for healing the breach and recon-
structing the patient’s social shield through standard clinical protocols (Regional

Tribune, 2025).

2.3 Gender Differences in Perceived Stigma, So-

cial Support and Help-Seeking Intention

Gender emerges as one of the significant factor through which individuals with
SUDs interpret their social environment, thus affecting the process of internaliz-
ing stigma and activating social support mechanisms (Ali et al., 2023; Khan and
Abbas, 2023a). In the sociocultural context of South Asia, the phenomenon of
addiction is not gender-neutral; it is highly influenced by the cultural values as-
sociated with honor, domesticity, and masculinity. The cultural values not only
determine the degree of stigma associated with addiction but also influence the
impediments to seeking mental health services (Bukhari et al., 2022; Zahid et al.,

2022). Intersectionality-based research shows that the intersection between gender
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and socio-economic class and marital status determines entirely dissimilar experi-
ences of stigmatization, social isolation, and access to healthcare services for men

and women with SUDs (Mehdi et al., 2024).

2.3.1 Gender Differences in Perceived Stigma

Perceived stigma varies widely between males and females due to varying cultural
expectations. For instance, the socialization process for men within the Pakistani
culture requires one to portray oneself as someone who is stoic, autonomous, and
emotionally restrained. In situations where there is drug addiction, the perceived
stigma is a direct attack on one’s masculinity (Rahman and Tareen, 2022). In
instances where males become addicted to drugs, society tends to perceive it as
their inability to play their gender role as providers and protectors of the family
and becomes shamed for their failure to produce economically (Mehdi et al., 2024).
In the case of women, the perception of stigma results from a violation of their
basic moral values. Since the identity of a woman in the Pakistani culture revolves
around their roles as caregivers and nurturers, drug abuse represents a violation of
gender behaviors (Coppel and Perrin, 2024). As a result, such women are subjected
to moral policing, with 89% of women living in urban areas being branded as “bad
mothers” or unfaithful (Memon and Tariq, 2024). This form of social disapproval
imposes a ‘double stigma’ upon women, in that they are penalized not only for
the criminal and spiritual offense of taking drugs, but also for their violation of

the set norms of female decency and motherhood (Regional Tribune, 2025).

2.3.2 Gender Differences in Social Support

Consequently, there will be notable dissimilarities in how social support is pro-
vided and sustained in such cases.The social support that would be provided to
an addicted male, for example, would center on recovery with the intention of
rejoining the workforce, but it will still be inconsistent if the addicted individ-

ual stops providing the major financial support to the household (Rahman and
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Tareen, 2021; Uziim(;eker, 2025). Notwithstanding this point, however, addicted

men are always urged to undergo recovery and "rejoin the workforce.”

In addition, women suffer from extreme social exclusion and lack of social support
systems. For instance, the woman addicted will be forced into isolation due to the
fact that addiction brings shame to her, as she brings shame to ”family honor”
(Ghayrat) (Ali et al., 2023). While families of male addicts tend to search for
ways of getting help for their loved ones through rehabilitation centers or finances,
the families of female addicts tend to cover up her situation within the family
or completely cut off from her to avoid a scandal. This social exclusion faced
by the addicted women is further worsened by the fact that they will not receive
any formal support since 63 percent of addicted women have experienced various
obstacles to recovery, including lack of gendered rehabilitation facilities (Ali et al.,

2023).

2.3.3 Gender Differences in Help Seeking Intention

In conclusion, there are comparative disparities between men and women in re-
lation to help-seeking because of the gendered nature of stigma and social sup-
port (Zahid et al., 2022; Zaidi et al., 2023). Help avoidance among the Pakistani
community is a complex psychological phenomenon associated with gender roles.
There is evidence indicating that the primary reason why men refrain from seeking
any kind of clinical help is because of the loss of self-competence; males refuse to
seek help from professionals in order to preserve their masculinity and not appear

as "less of a man” (Mostoller and Mickelson, 2024; Qureshi et al., 2023).

At the same time, females usually refrain from seeking formal help for fear of
rejection by their close family members (Zahid et al., 2022; Khan and Abbas,
2023b). However, seeking help professionally exposes women to serious social
repercussions such as domestic abuse, being divorced against their wishes, losing
custody of children and ultimately being rejected by the entire family (Regional
Tribune, 2025). It is essential to note that the underlying problem of gender

role strain negatively impacts the help-seeking behaviors of both sexes, but the
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reasoning behind this disparity is different (Malik and Hassan, 2024; Smith and
et al., 2025). Such deep-rooted gender differences need a gender-specific approach
to policy-making in the form of gender-specific rehabilitation centers for women
with an inbuilt childcare facility along with a campaign to rebrand addiction as a

treatable health condition among both genders (Regional Tribune, 2025).

2.4 Theoretical Framework

The current research is based on Social Support Theory (Thoits, 2011), which
explains the relationship between social connections, resources, psychological well-
being, coping, and health-related behavior especially for individuals who are under
chronic stress and vulnerable (Rao et al., 2023). According to recent research,
social support appears to be a vital factor in behavioral reactions to stress, partic-
ularly in cases involving clinical samples like those with substance use disorders,
which require different approaches to achieving success, including medical assis-

tance and environmental considerations (Ali and Anwar, 2024b; Hanif et al., 2025).

Social Support Theory was developed based on sociological and psychological the-
ories that highlight the protective effects of having a supportive network of individ-
uals to help cope with stressful situations and to perform adaptive behavior under
adverse conditions (Thoits, 2011; Rao et al., 2023). Recent studies have applied
this framework to addiction studies, where social support is a key determinant of
recovery outcomes, treatment compliance, and relapse prevention for individuals
with Substance Use Disorders (Rao et al., 2023). People with a support network
have been found to exhibit greater help-seeking behavior and better recovery out-
comes from their addictions than those without such a network (Ali and Anwar,

2024b; Hanif et al., 2025).

Under this conceptualization, social support is seen as having three dimensions:
emotional support, informational support, and instrumental support, each con-
tributing uniquely to recovery processes (Ali and Anwar, 2024b). Emotional
support includes receiving empathy, care, and reassurance from family members,

friends, and significant others, thus providing stability to mental well-being and
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reducing levels of psychological distress during recovery (Rao et al., 2023). In-
formational support includes receiving advice and information regarding available
options and coping strategies, thus aiding in decision-making and service access
(Hanif et al., 2025). Instrumental support includes receiving actual help in the
form of financial support and logistical assistance, thus aiding in treatment en-

gagement (Khan et al., 2024)

Empirical research findings suggest that having strong social support networks
is positively related to levels of treatment engagement, psychological well-being,
abstinence, and decreased relapse rates in individuals suffering from substance use
disorders (SUDs) (Rao et al., 2023). On the other hand, social support withdrawal
and lack thereof are positively related to psychological distress, treatment evasion,

and continued SUDs (Ali and Anwar, 2024b).

Moreover, Social Support Theory argues that access to and use of support are
further influenced by general social processes, with perceived stigma being one of
the critical factors in this regard (Khan et al., 2024). Perceived stigma is defined
as an individual’s awareness or expectation of public devaluation, rejection, and
social discrimination based on their status as a substance user (Luoma et al.,
2010). In relation to substance use, perceived stigma has been argued to create
a moral problem with individuals being addicted to substances, thus leading to
shame and fear of being rejected by society, which in turn affects disclosure and

access to support (Memon and Tariq, 2024).

In this theoretical context, perceived stigma has been argued to be one of the psy-
chosocial barriers to building and maintaining social relationships, thus creating
barriers to access to support (Ali and Anwar, 2024b). For example, when there
is stigma attached to an individual, it becomes difficult for him to avail profes-
sional help as well as help available from support groups because of the fear of

discrimination (ElHayek et al., 2024).

In the context of Pakistan, perceived stigma is particularly salient in terms of
substance use due to factors such as family honor, moral values, and social repu-
tation (Khan et al., 2023; Thompson and Saleem, 2024). Individuals suffering from

substance use disorders often tend to deny or hide their condition to avoid being
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labeled or bringing shame to their families (Ali and Anwar, 2024b). This further
increases feeling of loneliness and decreases access to support systems (Hanif et al.,

2025).

Perceived stigma can affect all three aspects of social support. It can affect emo-
tional support by discouraging positive reinforcement, leading to feelings of lone-
liness and lower self-esteem among affected individuals (Rao et al., 2023). It can
affect informational support by limiting communication regarding treatment and
recovery, resulting in a lack of proper knowledge and awareness about available
support systems (Hanif et al., 2025). Moreover, perceived stigma can affect in-
strumental support in terms of financial support from families due to factors such
as social reputation (Khan et al., 2024). These disruptions significantly affect
help-seeking behavior, which is a significant factor in recovery from substance use
disorders. Stigma-related emotions, such as shame, denial, and fear, reduce indi-
viduals’ willingness and self-confidence in seeking help, thus prolonging substance
use and recovery (Rao et al., 2023). Therefore, in addition to being a mental
barrier, perceived stigma also acts as a social control in limiting access to recov-
ery opportunities. Based on Social Support Theory, this study defines perceived
stigma as an independent variable that affects help-seeking intention and social
support. Help-seeking intention (assessed via GHSQ) and perceived social support
(evaluated through MSPSS) are regarded as outcome variables. This framework
offers a systematic comprehension of how stigma undermines social support sys-
tems and affects treatment-related behaviors in individuals with substance use

disorders (SUDs).

This study employs Social Support Theory within a culturally specific Pakistani
framework, providing an extensive elucidation of the interplay among psychologi-
cal, social factors that affect substance use treatment and recovery outcomes. The
findings aim to promote culturally-sensitive clinical practice by determining the

cultural standards that affect treatment compliance (Shahid and Asmat, 2023b).

Having determined the clinical baseline, the data can then be used to develop poli-
cies that can deal with the system failures that have led to exclusion of marginal-

ized communities from receiving treatment (Zubair et al., 2024).
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Indeed, the policy-oriented approach based on scientific research is expected to
enhance the intervention strategy among under-researched communities within

developing countries (Riaz and Batool, 2024).

2.5 Conceptual Framework
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Social Support

Emotional Support
Instrumental Support

/ Informational Support
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Perceived Stigma

\ Help Seeking Intention

Emotional Problems
Suicidal Ideations

FiGURE 2.1: Conceptual Framework

Perceived stigma appears to be a special type of barrier that affects people’s will-
ingness to seek help and use social support, as it induces fear of negative public
judgment and makes people refrain from seeking help, depriving them of reliable
information regarding their chances of recovery (Isman et al., 2025). Additionally,
perceived stigma has the ability to eliminate all forms of social support as families
and communities may withdraw assistance to safeguard their own social reputation
(Awan and Malik, 2024). It leads to a profound barrier, in which individuals who
face extreme stigmatization have dual deficits; they lack both personal initiative

and social motivation that is needed to seek help (Farooq et al., 2024).
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2.6 Rationale

Substance use disorders (SUDs) are a serious public health issue in Pakistan, where
social and religious cultural norms contribute significantly to stigmatizing addic-
tion (Ali and Anwar, 2024b). Although the prevalence of drug use among adults
is stated to be about 7.6%, help-seeking intention continue to be relatively rare,
largely due to the stigma associated with drug addiction (Khan et al., 2024). The
stigma fear instilled within oneself is also a significant barrier, since most people
are of the opinion that seeking any help will bring down their family’s prestige
or izzat (Shahid and Asmat, 2023a). In both rural and urban communities in
Pakistan, these stigmas take place in extreme ways, such as family disinheritance
and even sudden joblessness, making it difficult to access services for rehabilita-
tion (Awan and Malik, 2024). In turn, these stigmas contribute to a vicious circle
of delayed treatment, with individuals opting for help only after experiencing ex-
tremely severe symptoms (Zafar and Aslam, 2023). This is especially problematic
because of the well-established connection between delayed clinical treatment and
lower chances of successful recovery, evidenced by an increased tendency towards

relapses (Farooq et al., 2024).

Apart from avoiding professional assistance, stigmatization undermines the social
networks that are crucial for achieving sustained recovery (Hassan et al., 2025).
Although the social support system is recognised as an essential factor in overcom-
ing addiction successfully, the presence of stigma made the social support system
lose its importance for the addicted people in Pakistan (Ali and Anwar, 2024b).
According to studies, substance abuse disorder related stigmatization hinders the
process of treatment and recovery by diminishing social support and making re-
lapse more likely (Shahid and Asmat, 2023a). Many people with SUDs wind up
with a smaller social circle as friends and family distance themselves out of shame
or disapproval (Ali et al., 2023). People thus become socially isolated, making
their addiction and recovery process even harder because of a lack of social capital
for them (ElHayek et al., 2024). This is especially problematic given that the
lack of social support and lack of help-seeking create an untenable level of risk

for recovery; however, little research has explicitly focused on their connection in
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the Pakistani context. Research on stigma regarding SUDs has primarily been
conducted in Western contexts. A gap in this literature is its lack in understand-
ing the stigma of SUDs and potentially harmful implications surrounding stigma
in the context of Pakistan (Rahman and Tareen, 2021). Family reputation and
community acceptance in a collectivist culture such as Pakistan imply that there
are special challenges associated with stigma that cannot be fully described using
studies from individualistic cultures (Mustaqeem et al., 2025). It is important
to note that although social support had already been established to be one of
the integral components of treatment globally (Hanif et al., 2025), there was not
much known about how the impact of perceived stigma could affect the provision
and access to such social support by Pakistani patients who have SUD problems
because societal rejection usually results in the loss of family and community sup-
port entirely (Awan and Malik, 2024; Shahid and Asmat, 2023b). In the pursuit
to address such limitations, this paper will analyze the role of perceived stigma on
how it may affect access to social support and help-seeking intention in Pakistan

quantitively (Ali and Anwar, 2024b; Khan et al., 2024).

Implications of this research will be significant for clinical practice and public
health interventions in Pakistan. By illuminating distinct ways in which perceived
stigma hinders help-seeking behavior and and reduces the overall availability of
supportive resources, this study offers critical insights into the development of fu-
ture intervention strategies (Hassan et al., 2025). Ultimately, these findings may
help inform the development of more culturally relevant and effective interventions
to target these social initiation and support considerations. Possible implemen-
tations involve stigma-reduction tactics aimed at families and communities and
adapting current treatments to reduce stigma or be more available to those who
may be deterred due to community stigma. At a policy level, this research can
guide the development of public health campaigns that challenge harmful stereo-
types while respecting cultural values. Ultimately, this study represents an impor-
tant step toward improving treatment outcomes and quality of life for individuals
with SUDs in Pakistan, while also contributing valuable insights to the global

understanding of addiction stigma in collectivist societies.
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Research Methodology

3.1 Research Design

For the present study, a correlational research design was used to examine the
impact of perceived stigma on help seeking intention and social support among
individuals suffering from SUDs. The correlational research design is especially
suitable for exploring complex psychological and social behaviors, in which the
natural variables involved cannot be manipulated in an experimental setting, due
to ethical and practical considerations. The use of a correlational design allows
this study to assess the direction, magnitude, and structure of the relationships
between the independent variable, perceived stigma and the dependent variables,

help seeking intentions and social support.

3.1.1 Type of the Study

A non-experimental, cross-sectional, quantitative design was used to examine the
impact of perceived stigma on help seeking intention and social support among
individuals with Substance Use Disorders (SUDs). The design was cross-sectional
and non-experimental, focusing on the relationship among psychosocial variables,
all assessed using standardized self-report measures. A quantitative methodology

was chosen so that empirical hypotheses could be tested, along with the creation
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of standardized statistical models and the ability to generalize results to similar

populations of clinical patients in Pakistan.

The cross-sectional method entails collecting information on subjects at one single,
defined point in time throughout their rehabilitation process. This research design
is highly beneficial when conducting research in a clinical setting, particularly
in the field of addiction research, because it reduces patient burden and does
not require longitudinal follow-up, which results in higher attrition rates due to
stigma associated with being in a stigmatized population. Cross-sectional studies,
although do not provide evidence of causal relationships between variables, still

give empirical basis for finding statistically significant predictors.

3.1.2 Sampling Procedure

A purposive sampling procedure was used to include participants already admitted
to rehabilitation centers in urban settings within Pakistan that met eligibility for
the study and inclusion criteria. The purposive sampling method, a type of non-
probability sampling technique, was purposely used as it was meant for a special
clinical group whose members had a known substance abuse problem, were under
or looking for treatment, and who would be hard to sample using random sampling

because of their social concealment and sensitivity of the issue.

The inclusion criteria required the participants to be aged 18-45 years, diagnosed
with a substance use disorder, and to have an ability to understand and respond in
either Urdu or English. Participants with acute drug-induced psychosis, significant
cognitive problems, or delirium from medically assisted withdrawal during the
data collection process were excluded to ensure informed consent and reliable self-

reporting.

Ultimately, 220 participants agreed to participate in the study, after voluntarily
consenting for study. The sample size was determined based on the power analyses

conducted using G power software.
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3.2 Time Horizon, Study Setting and Data Col-

lection Procedure

The current study utilized a cross-sectional time frame, as data were gathered
from participants at a singular moment. A cross-sectional design was deemed suit-
able as the study sought to investigate the relationships among perceived stigma,
help-seeking intention and social support without altering variables or monitoring
temporal changes. The cross-sectional design was suitable due to the clinical en-
vironment and the availability of participants receiving treatment during the data

collection phase.

The research was carried out in accredited rehabilitation centers and substance
use treatment facilities in Rawalpindi/Islamabad. These centers offer organized
treatment plans for people with Substance Use Disorders. These plans include
detox services, psychological counseling, group therapy, and programs to help peo-
ple avoid relapsing. Participants were drawn from clinical populations presently
engaged in treatment programs at these facilities. The chosen settings were suit-
able for the study as they facilitated direct access to individuals with clinically
diagnosed substance use disorders who were actively participating in recovery pro-
cesses. Doing the study in rehabilitation centers made sure that the people who
took part met the requirements and had relevant life experiences with stigma,

seeking help, and getting social support while getting treatment for substance use.

Before collecting data, the administrative authorities of the chosen rehabilitation
centers gave their official permission. Ethical standards were strictly followed, such
as voluntary participation, informed consent, privacy, and the right to leave the
study at any time. Individuals who satisfied the inclusion criteria (e.g., diagnosed
with SUD, presently undergoing treatment, and consenting to participate) were

approached individually and informed about the study’s objectives.

After getting written informed consent, participants were given a structured ques-
tionnaire with standardized scales that measured perceived stigma, help-seeking

behavior, and social support, as well as a form for demographic information.
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The questionnaires were given in a quiet, private place in the rehabilitation centers
to protect privacy and reduce the effects of social desirability bias. Participants
were urged to answer truthfully and were guaranteed that their responses would

be kept confidential and utilized exclusively for research objectives.

Participants who needed help understanding things because they couldn’t read
or write were given help. As soon as the questionnaires were finished, they were
collected right away to keep the data safe. After that, the data was coded and put

into SPSS for statistical analysis.

3.3 Sample Characteristics

The final sample included 220 individuals diagnosed with SUDs. Participants
ranged in age from 18 to 45 years (Shahzad et al., 2022), with the majority falling
between 26-35 years. Males represented 60.4% of the sample, while females ac-
counted for 39.6%. Educational levels varied, with most participants having com-

pleted high school or intermediate education.

Employment status was diverse, including full-time and part-time workers, free-
lancers, students, and unemployed individuals. Marital status included unmarried,

married, divorced, and widowed participants.

Participants reported varied levels of family and personal monthly income, and the
substances used included cannabis, amphetamines, heroin, cocaine, and others,
with a significant number reporting polysubstance use. The majority had been
using substances for 1-5 years. Reasons for substance use were primarily peer
pressure, followed by educational stress, financial difficulties, and family or marital

issues.

3.4 Selection Criteria

3.4.1 Inclusion Criteria

i. Participants who are diagnosed with Substance Use Disorders (SUDs).
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ii. Individuals within the age range of 18-45 years. iii. Participants who are
actively engaged in treatment or recovery or who have had previous experience

with formal or informal support systems for SUDs.

3.4.2 Exclusion Criteria

i. Participants with any mental or physical impairments that may interfere with
their ability to provide informed consent or complete the study questionnaires

(e.g., severe cognitive impairments, psychotic disorders).

3.4.3 Measures
3.4.3.1 Demographic Sheet

A comprehensive demographic information sheet was distributed to all participants
in Urdu to collect essential background data. The sheet captured key variables
including age, gender, nationality, city of residence, parental occupation, family
structure, educational attainment, employment and marital status, income levels,
and detailed history of substance use (type of substance, duration of use, previous
treatment and related health complications). This demographic profiling enabled
crucial subgroup analyses while ensuring cultural appropriateness through native

language administration.

3.4.3.2 General Help Seeking Questionnaire

The General Help Seeking Questionnaire (GHSQ) was used to examine help-
seeking intentions of people with Substance Use Disorders (SUDs). The GHSQ
comprises 20 items, organized into 2 separate areas: the first 10 items focused
on help-seeking intention towards personal or emotional problems, while the last
10 items asked about help-seeking intentions regarding suicidality. All items are
to be completed using a 7 point Likert scale from (1) “extremely unlikely,” to
(7) “extremely likely,” with more positive scores related to more willingness to

seek help. The total score is converted by summing the responses across all items
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(range: 20-140), with two subscale scores composed of emotional distress (items
1-10) and suicidality (items 11-20). Wilson et al. (2005) original study confirmed
the GHSQ to have high internal reliability: Cronbach’s alpha = 0.88.

3.4.3.3 Multidimensional Scale for Perceived Social Support

The translated version of Multidimensional Scale of Perceived Social Support
(MSPSS) was used to evaluate perceptions of available social support in three
areas of interest, namely: family (items 3, 4, 8, 11), friends (items 6, 7, 9, 12) and

significant others (items 1, 2, 5, 10).

This scale comprises 12 items, and responses are evaluated on a 7-point Likert
scale level of agreement from 1 = very strongly disagree to 7 = very strongly

agree.

The MSPSS total scores are summed from a range of 12-84 (higher scores indicate
greater perceived support). The scale is psychometrically sound, and the original
validation reported Cronbach’s alpha of 0.91, confirming high internal consistency

(Zimet et al., 1988).

3.4.3.4 The Perceived Stigma of Substance Abuse Scale

The Perceived Stigma of Substance Use Scale (PSAS) was used to measure the
stigma that people with Substance Use Disorders (SUDs) experience.

The PSAS includes eight questions about the feelings (e.g., shame, fear of being
judged) and cognitions (e.g., beliefs about how others think about substance use),
the stigma of substance use may decrease people’s motivation to seek treatment

or maintain their social network.

Respondents rated how much they agreed with each statement on a 5-point Likert
scale, from 1 (“strongly disagree”) to 5 (“strongly agree”). Higher total scores
(range = 8-40) correspond to more perceived stigma. The PSAS has strong reli-
ability (Cronbach’s alpha = 0.91) in its initial validation Luoma et al. (2010) and

will be a powerful tool for assessing stigma in clinical populations.
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Translation Procedure of Research Instruments

Since the Perceived Stigma of Substance Use Scale (PSUSS) and the General
Help-Seeking Questionnaire (GHSQ) were initially developed in English, a me-
thodical translation process was implemented to guarantee linguistic and cultural
suitability for the intended Pakistani audience. In order to preserve semantic
and conceptual equivalency, the translation procedure adhered to Brislin (1970)
forward-backward translation model, which is generally advised for cross-cultural

research.

i. Step 1: Forward Translation

The General Help-Seeking Questionnaire and the Perceived Stigma of Substance
Use Scale were first translated into Urdu by bilingual specialists who were fluent in
both Urdu and English. Instead of using a literal translation, the translators made
sure that each item’s conceptual meaning was maintained by being conversant with

psychological terminology.

ii. Step 2: Backward Translation

Following the forward translation, the Urdu versions of the scales were translated
back into English by a separate bilingual translator who had not seen the original
versions. In order to find discrepancies, meaning distortions, or a loss of conceptual
clarity between the original and translated versions, this backward translation was

carried out.

iii. Step 3: Expert Review and Reconciliation

University academic members with competence in clinical psychology and psycho-
metrics then evaluated the original English versions, the forward-translated Urdu
versions, and the backward-translated English versions. The faculty assessed the
translated items for clarity, cultural relevance, conceptual accuracy, and semantic
equivalency. In order to improve language and make sure that the things were
easily understood within the Pakistani cultural context, minor adjustments were
made as needed. The final Urdu versions of both instruments were authorized

after integrating expert feedback.
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iv. Step 4: Pilot Testing
A pilot research was carried out on a sample of 50 individuals selected from the

target group after the translated scales were finalized.

The pilot testing was conducted to evaluate the instruments’ initial dependability,
understanding level, cultural appropriateness, and item clarity. Any ambiguity or

trouble understanding the items was urged to be reported by the participants.
Duration of Translation Process

It took about a month to finish the entire translation and adaption process, which
included forward and backward translation, expert evaluation, modifications, and
pilot testing. The instruments’ linguistic accuracy, cultural sensitivity, and psycho-
metric fitness for application in the Pakistani clinical population were guaranteed

by this methodical and exacting procedure.

3.5 Procedure

Following ethical approval and formal permissions from the appropriate rehabili-
tation centers, purposive sampling was used to recruit participants who had been

diagnosed with Substance Use Disorders (SUDs).

The study purpose was explained, and informed consent was received with assur-
ances of participant confidentiality, anonymity, and voluntary participation. Stan-
dardized questionnaires, the General Help-Seeking Questionnaire (GHSQ), Multi-
dimensional Scale of Perceived Social Support (MSPSS), and Perceived Stigma of
Addiction Scale (PSAS) were translated into Urdu using the forward and backward

translation method.

A pilot study was conducted on a small sample (N = 50) to assess reliability and

clarity, confirming the instruments were suitable for the main study.

Data were then collected in a paper-pencil format from 220 participants in clinical
settings, with the researcher or staff available for assistance. Responses were
entered and analyzed using SPSS version 26 to perform descriptive, correlational,

and inferential statistical analyses.
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3.6 Ethical Considerations

Ethical considerations for the study prioritized the protection and well-being of
participants. Conducting research among clinical populations with Substance Use
Disorders (SUDs) involves navigating heightened socio-legal vulnerabilities, deep-
seated social stigma, and delicate psychological states. Consent forms were pro-
vided in Urdu to guarantee full comprehension, with a clear explanation of the
study’s purpose, procedures, potential risks, and benefits. For participants who
possessed limited literacy, the consent document was read aloud verbatim by re-
searcher in a private setting, and witnessed verbal consent were secured. Par-
ticipants were assured that their participation was voluntary, and they have the
right to withdraw from the study at any point without facing any negative con-
sequences, including no disruption or impairment to their ongoing clinical care,

medical treatment, or length of stay at the rehabilitation facility.

Confidentiality was guaranteed, and all personal information and responses were
kept anonymous, with data reported only in aggregate form. To preserve anonymity;,
no direct personal identifiers (such as national ID numbers, full names, or residen-
tial addresses) were recorded on the questionnaire booklets. Participants were also
assured that their data were stored securely and were only accessible to the research
team. Furthermore, in the event that participants may feel distress from sharing
sensitive information about substance use, support and resources for counseling
or treatment were provided. Because reflecting on past societal discrimination,
rejection, and personal addiction history can trigger emotional vulnerability or
psychological distress, on-site clinical psychologists and facility counselors were
placed on standby during all administration sessions to offer immediate debriefing

and therapeutic support if requested.

Ethical approval was obtained from the institutional review boards (IRBs) or ethics
committees to ensure all procedures were consistent with the highest standards of
ethics in research. The administrative authorities and medical directors of each
participating rehabilitation center also granted permission prior to conducting data

collection on their premises.
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Results

4.1 Pilot Study

The scales were translated into Urdu, respectively, using a forward-backward pro-
cess (e.g., from source language to target language and then back to source lan-
guage) to ensure cultural and translational equivalence, and decision accuracy.
The pilot study, used to evaluate potential participant bias, clarity, and under-
standing was analyzed using SPSS so psychometric properties could be explored.
Reliability analysis was conducted to assess internal consistency, and correlation
was used to explore relationships between variables. The results provided prelimi-
nary support for the use of the measures. Below are the reliability and correlation

results obtained from the pilot study.

Using the data from the pilot study, Cronbach’s alpha coefficients were computed
for each scale in order to evaluate the instruments’ internal consistency. The
findings show that the dependability of all metrics ranges from satisfactory to
outstanding. In particular, the emotional distress and suicide ideation subscales
satisfied the necessary psychometric thresholds, and the multidimensional scale of
perceived social support demonstrated superior reliability across its family, friends,
and significant other dimensions. Overall, these results support the scales’ internal

consistency and suitability for additional data collection in the primary study.
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4.1.1 Cronbach’s Alpha Coefficient Reliabilities of Scales

TABLE 4.1: Cronbach’s Alpha Coefficient Reliabilities of Scales (N=50)

Variables Items o« M SD Potential Actual Skewness Kurtosis
GHSQ (ED) 10 .89 277 94 10-70  13-55 .89 87
GHSQ (SI) 10 .76 27.3 8.98 10-70 12-49 A1 -0.60
PSAS 8§ .80 174 6.13 832 8-30 1.70 5.05
MSPSS (Fam) 3 .87 2.96 1.44  1-7 1-6 67 -0.36
MSPSS (Fri) 3 .92299 154 17 1-6 74 -0.26
MSPSS (SO) 3 90297149 17 1-6 72 -0.40

4.1.2 Correlation between Study Variables (N=50)

TABLE 4.2: Correlation between Study Variables

Variables M SD 1 2 3 4 > 6
GHSQ (ED) 2717 94 -

GHSQ (SI) 27.3 8.98 .74** -

PSAS 174 6.13 .06 .25 -

MSPSS (Fam) 2.96 1.44 .31%  47** 20%*

MSPSS (Fri)  2.99 1.54 .27  .40** 20% g%

MSPSS (SO)  2.97 1.49 .42% 57** 25  87FF 83

Note. ** p < .05, correlation is significant at the 0.05 level (two-tailed). M =

mean, SD = standard deviation.

The correlation analysis for the pilot study provides several important and in-
sightful results regarding the relationship between the psychological constructs.
Perceived stigma (PSAS) demonstrated a significant positive correlation with so-
cial support from family, despite showing no significant direct link to help seeking
dimensions. Overall, social support from family, friends and significant others
displayed consistent positive correlations with help seeking behaviors, with family
support specifically showing the strongest association with help seeking for suicidal

ideation.
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4.2 Actual Study

The present study aimed to examine the impact of perceived stigma on help seeking
intention and social support among substance use disorder patients. Data analyses
was carried out using SPSS version 26. The demographic characteristics were
identified through frequencies and percentages. The relationship between variables

were also computed through correlation.

Independent samples t-test was conducted to examine gender differences across
study variables, and simple linear regression analyses were performed to assess the

predictive impact of perceived stigma on help-seeking behavior and social support.

4.2.1 Sociodemographic Characteristics of Sample

The table 4.3 provides the demographic characteristics of the sample. The sample
consisted of 220 individuals diagnosed with substance use disorders. The majority
of participants were between 26-35 years of age (49.5%), followed by those aged
36-45 years (25.9%) and 18-25 years (24.5%).

In terms of gender, 68.2% were male and 31.8% were female. Educational at-
tainment varied, with 24.5% having a high school degree, 24.1% with bachelor’s

degree, and 10.9% reporting no formal education.

TABLE 4.3: Sociodemographic Characteristics of Sample (N = 220)

Characteristics n %
1825 years 54 24.5

Age 26-35 years 109 49.5
36-45 years 57  25.9
Male 150 68.2

Gender
Female 70 318
No education 24 10.9
Primary school 28 127

Middle school 28  12.7
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Table 4.3 continued from previous page

Characteristics n %
High school 54 245
Education
Intermediate 32 14.5
Bachelors 53 24.1
Masters 1 0.5
PhD 0 0.0
Full time 58 264
Part time 43 195
Employment Status Unemployed 85  38.6
Freelancer 20 9.1
Student 14 64
Unmarried 101 45.9
Married 78  35.5
Marital Status
Divorced 32 145
Widow 9 4.1
5,000-20,000 15 6.8
20,000-50,000 70 318
Family Monthly Income
50,000-100,000 74 33.6
100,000+ 61  27.7
Own Monthly Income 5,000-20,000 89  40.5
20,000-50,000 67 30.5
50,000-100,000 58 264
100,000+ 6 2.7
Cannabis 70 318
Amphetamines 74 33.6
Cocaine 17 7.7
Type of Drug Used Heroine 39 177
Opium 2 0.9
Alcohol 3 1.4
Polysubstance Use 15 6.8
1-5 years 133 60.5
5-10 years 66  30.0
Time Period of Drug Used 10-15 years 11 5.0
1520 years ) 2.3

204 years ) 2.3
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Table 4.3 continued from previous page

Characteristics n %
Peer Pressure 147 66.8
Educational Stress 22 10.0
Financial Stress 16 7.3
Family or Marital Issues 22  10.0
Family History 4 1.8

Mental Health Disorder 9 4.1

Employment status revealed that 38.6% were unemployed, while 26.4% were em-
ployed full-time and 19.5% part-time. Regarding marital status, 45.9% were un-
married, 35.5% married, and 14.5% divorced.

Most participants reported a family monthly income between 50,000-100,000 PKR
(33.6%), while 40.5% reported personal monthly income between 5,000-20,000
PKR.

The most commonly used substances were amphetamines (33.6%) and cannabis
(31.8%), with 60.5% having used drugs for 1-5 years. The most frequently reported
reason for drug use was peer pressure (66.8%), followed by family or marital issues

(10.0%) and educational stress (10.0%).

4.2.2 Cronbach’s Alpha Coefficient Reliabilities of Scales

Table 4.4 presents the descriptive statistics and Cronbach’s alpha reliability co-
efficients for the study variables. The analysis demonstrated that all scales and
their respective sub-scales possessed strong internal consistency, with reliability
coefficients well above the standard acceptable threshold. This indicated that
the survey instruments were highly reliable and accurately measured the intended

constructs within the sample.
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TABLE 4.4: Cronbach’s Alpha Coefficient Reliabilities of Scales (N = 220)

Variables Items o« M SD Potential Actual Skewness Kurtosis
GHSQ (ED) 10 .89 29.0 10.3 10-70 13-60 .93 .60
GHSQ (SI) 10 .88 276 9.8 10-70 12-55 74 -.13
PSAS 8 .80 175 4.3 8-32 828 .08 .22
MSPSS (Fam) 3 .86 10.9 4.9 1-7 1-6 98 .55
MSPSS (Fri) 3 .90 10.7 5.2 1-7 1-6 1.05 .68
MSPSS (SO) 3 .88 109 5.1 1-7 1-6 .99 .46
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4.2.3 Correlation Between Study Variables

According to the Pearson correlation analysis, there are a number of significant
associations found among the research variables. Perceived Stigma (PSAS)
showed a significant positive correlation with all dimensions of social support,
suggesting that as stigma increases, the need for or these reliance on these

support structures also shifts.

Furthermore, all dimensions of social support including family, friends and sig-
nificant others demonstrated significant positive correlations with help seeking
behaviors, with the strongest association found between support from significant

others and help seeking for suicidal ideation.

TABLE 4.5: Correlations, Means, and Standard Deviations for Study Variables

(N = 220)
Variables M SD 1 2 3 4 5 6
GHSQ (ED) 29.70 10.37 -
GHSQ (SI) 27.64 9.84 JT2X*
PSAS 17.68 4.38 .06 12 -

MSPSS (SO) 10.99 517  .24%F 36 28**

MSPSS (Fam)  10.92  4.95 6% 26%*F  28%*  RRHK -
MSPSS (Fri) 10.74  5.29 Ab% 21k 2Bk R3RR g3Hk
Note. * p < .05, ** p < .01.

A

4.2.4 Regression Analyses

Regression analysis indicates that perceived stigma is not a significant predictor of
help seeking intention. Specifically, perceived stigma accounted for only 0.4% of
the variance in emotional help seeking and 1.4% of the variance in suicidal ideation
help seeking. Because these individual contributions are so minimal, the findings
suggest that stigma does not play a substantial role in determining help seeking

intensions within this population.
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TABLE 4.6: Simple Linear Regression for Predicting Perceived Stigma (N =
Variable B I6] SE

Model 1: Help Seeking Inten-

tions for Emotional Distress

Constant 28.57F** 2.54
Perceived Stigma 0.06 .06 0.16
R? .04

Model 2: Help Seeking Inten-

tions for Suicidal Ideation

Constant 25.52%*% 2.50
Perceived Stigma 0.12 12 0.14
R? 14

TABLE 4.7: Simple Linear Regression Predicting Social Support from Perceived
Stigma (N = 220)

Variable B B SE
Model 1: Social Support for

Significant Others

Constant 5.10%** 1.34
Perceived Stigma 0.33%** .28 0.08
R? .08

Model 2: Social Support for

Family Support

Constant 5.51H** 1.28
Perceived Stigma 0.317%** 27 0.07
R? .76

Model 3: Social Support for

Friend Support

Constant 6.28%** 1.40
Perceived Stigma .25 .25 0.09
R? .64

Note. ***p < .001.

The regression analysis in Table 4.7 shows that perceived stigma is a significant

predictor of all three dimensions of social support. Specifically, perceived stigma
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accounts for 8.0% of the variance in support from significant others, 7.6% of the
variance in family support, and 6.4% of the variance in friend support. These
findings suggest that perceived stigma play a crucial role in determining social

support in this population.

4.2.5 Gender Differences in Study Variables

TABLE 4.8: Gender Differences in Study Variables among SUD Patients (N =

220)
Male (n = 150) Female (n = 70) 95% CI
Variable M SD M SD t df p LL UL

GHSQ (ED) 30.11 10.22 28.83 10.70 0.86 218 .39 -1.68 4.24

GHSQ (SI) 2791 9.84 27.04 987 0.61 218 .54 -1.94 3.68

PSAS 1735 426 18.37  4.58 -1.61 218 .10 -2.26 0.23

MSPSS (SO) 11.04 551  10.89  4.39 0.22 166.19 .82 -1.21 1.52

MSPSS (Fam) 10.98  5.28  10.80 4.18 0.27 167.22 .78 -1.12 1.48

MSPSS (Fri) 10.76  5.55 10.70  4.71 0.08 218 .93 -1.45 1.57

Note. CI = Confidence Interval; LL. = Lower Limit; UL = Upper Limit.

GHSQ (ED) = Emotional Distress; GHSQ (SI) = Suicidal Ideation; PSAS = Stigma.

To test Hypothesis 3, an independent t-test was used to test the presence of any

significant difference between these constructs among the males and females.

It was concluded that there is no evidence that supports Hypothesis 3 because
none of the variables yielded any statistically significant differences between the

two genders (p > .05).
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In addition, it was found that there is no significant effect of gender on stigma per-

ception, seeking help for emotional problems, and seeking help for suicide ideations.

Moreover, there were no significant differences with regard to social support from

families, friends, and significant others.

4.3 Summary of Hypotheses Accepted and Re-

jected

TABLE 4.10: Summary of Hypotheses, Results, and Reasons

Hyp. Statements Results Reason

H1  There was a negative Rejected No significant negative rela-
relationship  between tionship found.
perceived stigma, help
seeking intention and
social support.

H2  Perceived stigma neg- Partially Rejected Regression analysis showed
atively impacts both that perceived stigma signif-
help seeking intention icantly predicted social sup-
and social support port, but did not signifi-
among individuals with cantly predict help-seeking
SUDs. intention.

H3  Gender affects the Rejected Independent Sample T test
relationship  between indicated no statistically sig-

perceived stigma, help
seeking intention and
social support among

individuals with SUDs.

nificant differences between
males and females for study

variables.
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Discussion and Conclusion

5.1 Discussion

The present study aimed to examine the impact of perceived stigma on help seeking
intention and social support among substance use disorder patients. The findings

from Tables provide valuable insight into research objectives and hypothesis.

5.1.1 Discussion for Hypothesis 1

The main purpose of this study was to investigate the relationship that exists
between perceived stigma, help-seeking intention, and social support among in-
dividuals suffering from Substance Use Disorders. As shown in Table 4.5, it was
evident that there was no negative relationship that existed between perceived
stigma and help-seeking intention and social support; therefore, the first hypoth-

esis was rejected.

The positive relationship between perceived stigma and help seeking intention
can be understood through the structural context of the sample. Since the sample
involved individuals already admitted to rehabilitation centers, they have managed
to conquer their fear of stigmatization in the society. As such, for these clinical
subjects, it is more important to focus on the serious physical and psychological

effects they experience from drug abuse as opposed to public stigma. Consequently,
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a significant sense of stigma from society acts as an indicator of how bad things

have become.

In contrast, the positive correlation between perceived stigma and social support
reflects distinct Pakistani cultural dynamics. In a collectivist society, a highly
stigmatized condition like a substance use disorder is viewed as a collective crisis
that threatens the family’s honor (izzat). Rather than distancing themselves, fam-
ily members, friends, and significant others often mobilize as a protective buffer,
increasing their monitoring and emotional backing to shield the individual from ex-
ternal societal judgment. Consequently, higher perceived stigma triggers a stronger
reliance on these informal support networks, ensuring that social support remains

actively tied to help-seeking pathways despite prevailing social prejudices.

This positive trend is supported by recent regional studies which confirm that in
Asian and collectivist settings,which have proven that in the collectivist cultures
of Asia, strong public stigma makes families tighten their bonds and take care of
each other more rather than abandoning the individual (Wong and Lam, 2023).
Moreover, local studies conducted in Pakistan have proven that when faced with
stigmatized conditions, a family responds as a united buffer to shield the person
from any sort of harm as well as uphold their own reputation (Fatima and Dawood,
2022). More recent empirical findings from various centers in Punjab indicate that
relatives tend to do twice as much care in the face of high levels of community
shunning, as participation in therapy appears to be the sole method of regaining

lost family honor (Shaarif, 2025).

Moreover, this trend is consistent with the recently found domestic empirical data
highlighting that in Pakistani clinics, the emergence of serious discrimination from
society serves as an event, which triggers treatment efforts on the part of the
family, instead of leading to social isolation (Shah and Khan, 2024). Other studies
conducted in the area demonstrate that rehabilitation programs and community-
based/religious models help in overcoming the possible deterrence effect of the
fear of being stigmatized by others, transforming it instead into a motivator for
achieving recovery (Farooq et al., 2024). Furthermore, religion-oriented integration

in the rehabilitation process transforms social rejection into a spiritual awakening,
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thereby prompting patients to utilize their social networks for their moral and

physical recuperation (ElHayek et al., 2024).

Finally, the available literature reveals that due to the strong culture-based impor-
tance of regaining family honor (izzat), the increased pressure of the community
becomes an effective safeguarding mechanism for people with SUD (Hassan et al.,
2025; Malik and Rehman, 2023). As external community criticism intensifies, fam-
ily members and close friends take pro-active roles through activities like financing
long-term inpatient treatment and daily supervision to guarantee compliance with

therapy (Mehdi et al., 2024).

Ultimately, these findings highlight that in the case of Pakistan, the negative im-
pact of stigma is countered in practice by the collectivist nature of social systems,
be they religious or otherwise, and family systems (Farooq et al., 2024; Hassan
et al., 2025). Instead of forming an outright impediment to recovery, stigma,
within the framework of this culture, operates along with family expectations and

the state of medical treatment in encouraging treatment (Ahmad and Malik, 2023).

5.1.2 Discussion for Hypothesis 2

The second aim of the present study was to investigate the possibility of perceived
stigma having a negative impact on help seeking intention and social support
among individuals with Substance Use Disorders (SUDs). However, as shown
in Table 4.6, the results of the regression analysis showed that perceived stigma
could not significantly predict the help seeking behavior. On the other hand,
according to Table 4.7, perceived stigma positively predicted social support. It
is essential to note that perceived stigma was a significant predictor for all three
dimensions of social support such as family support, friends’ support, and support
from significant others. The above mentioned information means that the higher

the level of perceived stigma for SUDs, the higher the level of social support.

The non-significant link regarding help-seeking intention suggests that for individ-
uals already admitted to rehab, their daily desire to get help is driven by their ur-

gent medical and mental health needs rather than a fear of public shame. However,
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this positive predictive value indicates that within the Pakistani cultural context,
perceived stigma acts as an active catalyst for social mobilization rather than a
barrier to connection. In a collectivist framework where substance use is heavily
stigmatized, the perceived threat to familial honor (izzat) triggers an immediate
protective response from the individual’s immediate social circle. Consequently,
as the threat of social stigma intensifies, family members, friends, and significant
others intentionally increase their involvement, monitoring, and structural backing

to shield the individual from external societal shaming.

This unusual positive relationship is clearly backed up by current local studies.
As an example, current Pakistani empirical evidence suggests that the effects of
stigma could be reversed by family control and social pressure in the region, making
public disgrace a reason for increased monitoring of the person concerned (Azeem
et al., 2025). Likewise, current information about substance recovery indicates
that the collectivist structure of families provides natural protection for them,
making them highly aggressive when providing support amid growing external
social judgment (Khan and Fatima, 2024). Cross-sectional studies performed on
hospitalized addiction groups indicate that even friends and close relatives become

part of this protective cycle, creating supportive environments to counteract social

stigma (Khan, 2025).

Further validation of this predictive phenomenon can be derived from the studies
of institutionalized groups in Punjab that indicate how extreme community-based
shame works as a structural motivator, compelling extensive networks to assume
financial and emotional liability towards helping the patient recover from their
illness (Riaz and Amjad, 2024). Furthermore, regional behavioral tracking records
have confirmed that, within tightly knit social groups, stigmatization does not
result in alienation, but rather reinforces the commitment of friends and other
important individuals to support the patient and offer them protection during
treatment sessions (Javed and Tariq, 2023). This implies that all the three sub-
dimensions of social support, i.e., family, friends, and significant others, work in
tandem to insulate the patient from the psychological effects of social exclusion

(Journal of Pakistan Medical Association, 2023).
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Finally, local studies have indicated that, due to extreme social pressures, informal
social networks in Pakistan tend to instinctively change external discrimination

into active support for patients (Ilyas and Zaheer, 2022).

In conclusion, this study reveals that in the case of Pakistan, the usual effect of
stigma on the individual is being positively challenged through collectivist social
networks, religious or community frameworks, and cohesive family ties (Farooq

et al., 2024; Hassan et al., 2025).

It can be said that in the Pakistani culture, rather than being a hindrance for
individuals in their recovery, stigma functions in tandem with the expectations of

family members and the level of clinical treatment (Rehman and Malik, 2022).

5.1.3 Discussion for Hypothesis 3

The goal of the third objective of this study was to assess potential gender dif-
ferences in the relationships between perceived stigma, help-seeking, and social
support in individuals with Substance Use Disorders. The results contradicted
Hypothesis 3, as the Independent Sample T test showed no statistically significant

differences between males and females on any measured variables.

The lack of significant gender differences indicates that within the Pakistani con-
text, the severe societal stigma surrounding substance use disorders operates as
an overarching equalizer. Because drug addiction is heavily penalized and deeply
taboo across the entire culture, both male and female individuals face intense social
pressure and threats to their family’s honor (izzat). Consequently, the systemic
pressures to manage public perception, the resulting mobilization of collectivist so-
cial support networks, and the eventual paths to professional rehabilitation affect

both genders uniformly.

This lack of gender variation can be explained by the current body of literature
emerging from Pakistan suggesting that, while addressing serious medical con-
cerns, such as substance use disorders, the burden of societal stigma as well as

family stress affects both sexes to an equal degree (Ahmed and Tariq, 2022).
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In recent studies investigating the influence of gender on social support and treat-
ment seeking intentions among those experiencing institutionalized recovery, it
was revealed that when an addict reaches a stage of severe crisis and the honor of
his/her family is compromised, gender ceases to be a significant predictor of these

factors in question (Bashir and Malik, 2024).

It is at the time of admission of the patients into inpatient clinical facilities that
males and females reach an equal level of distress and disease severity, hence
resulting in equal levels of stigma perception and social support (Journal of Ayub

Medical College Abbottabad, 2024).

Moreover, according to the regional research conducted in Pakistan, in the context
of institutionalization, the gap in the level of stigma experienced is leveled off as
well, meaning that stigma affects institutionalized subjects equally (Imran and
Sana, 2023). Finally, additional studies in the area prove that gender does not
predict the amount of social support provided by the family members in case of

acute mental health crisis (Zahid and Kausar, 2021).

The uniformity of effect is even more reinforced by unique local studies conducted
on admission to psychiatric facilities in urban areas, where it is shown that in case
when there is need for institutionalization of any behavior-related problem, the
severity of the disorder nullifies all gender differences concerning the perception of
social rejection (Abbasi and Yasmin, 2023). In addition to that, local empirical
observations made during tracing of family-based therapy in Pakistan indicate
that cultural necessity of maintaining a family’s reputation becomes an absolutely
minimum threshold, which necessitates allocation of crisis management and care
support resources equally between brothers and sisters (Raza and Chishti, 2024).
Whenever there is a decision by a family to break away from the notion of secrecy
and rehabilitate their relative, the general desire to attain the state of clinical
recovery and family honor remains regardless of the patient being either a boy or
a girl (Regional Tribune, 2025). All in all, the regional examples prove that in
seeking treatment, there is no place for gender-specific discrepancies due to the
shared requirement for medical survival and family honor (Niazi and Bilquees,

2022).
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Considering that all subjects in the study had already sought rehabilitation, it may
be deduced that the state of ill health they were in should have reached such an
extent that societal conventions concerning gender roles should no longer matter
and that only instinctive survival was left (Zafar and Aslam, 2023). In societies
such as these, which actively seek assistance in relation to their health, there is
generally very little disparity with respect to seeking aid as any issues relating
to masculinity in men or mobility in women have been effectively addressed by
medical need (Hanif et al., 2025). Thus, in the case of Pakistan, the impact of
gender on help-seeking depends more on the severity of the condition and familial

support (Farooq et al., 2024).

5.2 Conclusion

The present study aimed to explore the impact of perceived stigma on help-seeking
intention and social support among individuals with Substance Use Disorders
(SUDs) within clinical settings in Pakistan. Unlike classical theories that have
been developed based on western samples, there was no observable effect of per-
ceived stigma on psychological help-seeking intentions and thus the hypothesis was
falsified. At the same time, a statistically significant positive correlation between
perceived stigma and social support was revealed across all measured dimensions

(family, friends, and significant others).

The obtained data were contrary to both the hypothesis and the previous liter-
ature. Unlike being purely an insulating wall that keeps individuals away from
caring, perceived stigma among Pakistanis seems to be a stimulus to mobilize
the entire family together. In a highly collectivistic society where the pride of
the family (izzat) is everything, public stigmatization becomes more threatening
to the entire family’s reputation. This leads families to protect and monitor the

individual more effectively and steer him /her towards recovery.

In addition, the independent samples T test revealed that there was no statistically

significant effect of gender on any variable. This fact means that the phenomenon
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under study equally affects male and female patients and indicates that the over-
arching severity of substance use disorders and the institutionalization process act
as an empirical equalizer, neutralizing typical gender-based variations in perceived

stigma and social support mobilization once clinical admission has occurred.

These results demonstrate the complexity of the help-seeking process in a clinical
population, especially taking into account the sociocultural conditions of Pakistan.
Moreover, it should be emphasized that current treatment may affect the level of
stigma perception in such a way that patients will be better prepared for possible

social rejection due to having support or less sensitivity to public opinion.

Although some results differed from previous findings, they provide new insights
into the problem at hand. It seems especially important because the family is
the main source of support in South Asia. Further studies should adopt a lon-
gitudinal or mixed-method approach in order to determine the development of
these relationships during the course of recovery. Additionally, future studies are
encouraged to look into the mediating factors between these variables. These me-
diators can range from religious coping to even family interactions. The adoption
of interventions that focus on not only reducing the stigma but improving the

social support network will go a long way in ensuring recovery.

5.3 Limitations

(i) The reliance on self-report measures introduces potential biases, including
social desirability bias (underreporting stigmatized behaviors) and recall bias

(inaccurate memory of past experiences).

(ii) The cross-sectional design prevents determination of causal relationships be-
tween perceived stigma, help-seeking behavior, and social support, limiting

conclusions about directionality.

(iii) Sampling exclusively from rehabilitation centers excludes individuals not in
treatment, potentially biasing results toward those with better access to care

or more severe addiction profiles.



Discussion and Conclusion 57

(iv)

(vii)

(viii)

(xii)

(xiii)

The study focuses on urban treatment centers (Islamabad/Rawalpindi), lim-
iting generalizability to rural populations where stigma manifestations and

help-seeking patterns may differ.

The purposive sampling method, while practical, reduces the representative-

ness of the sample compared to probability sampling approaches.

The study does not account for potential differences across types of sub-
stances used (e.g., alcohol vs. opioids), which may be associated with varying

levels of stigma.

Important cultural and socioeconomic factors that may moderate the stigma-

help-seeking relationship are not fully explored in the current design.

The relatively narrow age range (18-45 years) excludes older adults who may

experience stigma differently due to generational attitudes about addiction.

The study does not incorporate biological measures or clinical diagnoses to

verify self-reported substance use patterns and severity.

The focus on formal treatment settings means the findings may not apply to
individuals relying solely on informal support systems or alternative treat-

ment approaches.

There was no control on the exact period of time the subjects had spent
in rehab during the time of data collection, and this might have dampened
their acute experiences of social stigma and increased their inherent sense of

social support.

The data was gathered only from the patients and not from a dyad com-
bination of patients along with their families, thus making it impossible to
confirm whether the perception of social support reflected reality of family

care being received by the patient.

There was no consideration or control of co-morbid mental illnesses (like

severe depression, post-traumatic stress disorder, or any anxiety disorder),
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(xiv)

which in itself would be enough to affect the perception of stigma and need

for help.

Although standard questionnaires were used, the linguistic and semantic
subtleties of the local language translation of Urdu may not have been able

to capture the indigenous notions of shame and honor.

The participating patients may have an inherent psychological readiness or
social support compared to the other patients in the same facilities who chose

not to take part.

5.4 Research Implications

(i)

(iii)

(iv)

All professionals treating patients with SUD should be trained to raise aware-
ness about stigma and maintain non-judgmental therapeutic environments.

Inclusion of peer support specialists may enhance engagement.

Mass media can be used to launch stigma-reduction campaigns reframing
addiction as a treatable medical condition and sharing recovery success sto-

ries.

Governments and organizations should enforce anti-discrimination policies

and workplace reintegration programs for individuals in recovery.

Educational institutions should include mental health literacy and SUD

awareness to reduce stigma early.

Family rehabilitation programs should include education and therapy com-

ponents to foster supportive, stigma-free environments.

Collaboration with faith leaders and influencers can help reshape public at-

titudes and encourage help-seeking behavior.

Policy reforms should protect rights related to healthcare access, employ-

ment, and social inclusion.
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(viii)

(xii)

(xiii)

(xiv)

Future research should examine long-term effects of stigma-reduction inter-

ventions and intersectionality factors.

There is a need for culturally adapted stigma interventions, especially in

collectivist societies.

Addressing SUD stigma should be recognized as both a public health priority

and an ethical responsibility.

The healthcare system needs to institutionalize family-based psychoeduca-
tion interventions to translate an emotional, anxiety-laden approach to fam-
ily observation to therapeutic social support as opposed to excessive ex-

pressed emotion or control.

Policy makers need to reassess laws governing the use of drugs to change the
country’s paradigm from legal punishment to public health control, hence

addressing structural stigma that prevents community help-seeking.

The healthcare system needs to institute decentralized outpatient and drop-
in clinics to ensure the identification of stigmatized individuals before they

get into a state requiring inpatient hospital admission.

General hospital and emergency ward workers need to be sensitized to pre-
vent discrimination at institutions when dealing with patients suffering from

addiction during acute illness.

Rehabilitation centers operating in the collectivist society with Muslims as
majority require a systematic collaboration between rehabilitation counselors
and trained religious figures to reframe the treatment process as a spiritual

obligation, hence addressing moral self-stigma.

5.5 Recommendations

(i)

Future studies should employ longitudinal designs to establish causal rela-
tionships between stigma, social support, and help-seeking behavior over

time.



Discussion and Conclusion 60

(i)

(iii)

(iv)

(vi)

(vii)

(viii)

(xi)

Researchers should expand sampling to include non-treatment-seeking indi-
viduals and those using community-based services to better represent the

full spectrum of SUD experiences.

Intervention programs should develop and test culturally-adapted stigma
reduction strategies, particularly for conservative societies where addiction

carries strong moral connotations.

Studies should investigate the differential impact of stigma across various
substance types (alcohol, opioids, stimulants) as stigma manifestations may

vary significantly.

Research should examine the effectiveness of digital mental health platforms

in overcoming stigma-related barriers to treatment access.

Future work should incorporate mixed-methods approaches to capture both

quantitative patterns and rich qualitative experiences of stigma.

Investigations should explore how intersectional identities (gender, socioeco-

nomic status, rural/urban residence) compound stigma experiences.

Community-based interventions should be developed to strengthen social

support networks as a buffer against stigma’s negative effects.

Research should evaluate the long-term effectiveness of peer support pro-

grams and family-based interventions in reducing stigma.

Studies should examine how structural factors (healthcare policies, work-

place discrimination laws) interact with individual-level stigma experiences.

Future research will need to collect data dyadically from both patients and
their primary caregivers at home to test any discrepancy in perceptions of
received and perceived social support at various phases of the recovery pro-

Cess.
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(xii)

(xiii)

(xiv)

Theoretical models should examine specific psychological mediators and/or
moderators including shame, fear of dishonor (izzat), self-efficacy and reli-
giosity as mediators or moderators of the relationship between stigma and

social support.

Future cross-sectional and longitudinal designs will need to include duration
of stay at rehabilitation facility as an important control to explore the effect

of institutionalization on mitigating external public stigma.

Future studies should expand data collection beyond major metropolises to
semi-urban and rural regions, where traditional tribal structures may play

an important role in stigma and social support relationships.

Designs to compare clinical samples of institutionalized patients with non-
institutionalized samples need to be conducted to identify unique buffers

provided by the clinical environment.
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