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Abstract

Background: Substance use disorders (SUDs) are a significant global population health concern that
leads to significant physical, psychological, and social effects. People having SUDs commonly
experience stigma and discrimination that is both a barrier to recovery and compliance with treatment.
Despite the possibility of enhancing rehabilitation and well-being through social support, stigma is a
significant source of reintegration barriers. In Bangladesh, not much research has been done on the
relationship between social support and stigma in individuals with SUDs.

Aim: To find out level of social support system for individuals with substance abuse.

Methods: An analytical cross-sectional study was done, on a sample of 180 people with substance abuse
in Bangladesh by using a face-to-face survey in form of questionnaire on socio-demographic survey,
MSPSS scale, and the SU-SMS scale. The information was gathered among participants who are
admitted in Mental health hospital and Addiction center. The SPSS version 27 was used in the statistical
analysis in the context of evaluating the relationships between perceived social support and stigma and
other demographic variables.

Results: The study included individuals with substance abuse, with an average age of 28.24 + 3 years.
The perceived social support, most of the participants reported low levels of social support (89.4%), 10%
reported medium support, and only 0.6% reported high support. Concerning stigma, high enacted stigma
was 86.6 percent, high anticipated stigma was 81.67 percent and high internalized stigma was 8.4 percent.
Perceived social support was significantly related to family income (p = 0.011), age at first use (p =
0.050), receipt of counselling (p = 0.001) and frequency of counselling (p = 0.005). Enacted stigma
showed significant correlations with occupation (p=0.005), marital status (p=0.010), family relations
(p=0.002), duration of drugs' use (p=0.003), level of support (p=0.001), counseling (p=0.028), impact on
health of drugs (p=0.001), and willingness to quit drug use (p=0.001). Anticipated stigma was
significantly associated with occupation p = 0.023, family relationships p = 0.037, family income p =
0.002, duration of drug use p = 0.003, level of support p = 0.001, drug impact on health p = 0.001 and
willingness to quit drugs p = 0.001. Internalized stigma showed significant associations with family
relationship (p=0.037); and drug duration (p=0.009), impact on health caused by the drugs (p=0.001),
and willingness to quit drug (p=0.001). There was a negative relationship between perceived social
support and stigma, meaning that participants with lower social support experienced higher levels of
stigma.

Conclusion: Stigma and limited social support remain significant challenges for individuals with
substance use disorders in Bangladesh. The relationship between perceived social support and stigma
highlights the need for integrated psychosocial interventions that strengthen family and community
support while addressing stigma within rehabilitation services. These findings may assist policymakers
and healthcare professionals in developing supportive, stigma-reducing strategies to improve recovery
and social reintegration.

Keywords: Substance abuse, Social support, MSPSS, Stigma, Rehabilitation, Counseling service



CHAPTER I: INTRODUCTION

1.1. Background

Substance abuse is become a concerning issue in Bangladesh. The problem has been
increasing at alarming rates in recent days. It leads our country toward the dark. Young
people are the backbone of the nation but they are mostly involving themselves in
substance abuse.(Chande & Salum, 2007) Estimated in their article that it is becoming
a vital problem which leading to physical, social, and educational damage. Beside this
substance abuse directly influences the economic and social aspects of a country. There
are millions of substance-addicted people in Bangladesh and most of them are young.
According to sources at different healthcare facilities, nowadays nearly 10 percentages
of outpatients are visiting the country's hospitals with cases of addiction-related
complications involving heroin, marijuana and Phensedyl (Mn et al., 2013). They are
from all sections of the society. Estimated that Bangladesh is situated in the central
point between the golden triangle" (Myanmar, Thailand and Laos) and the golden
crescent" (Pakistan, Afghanistan and Iran) in terms of geographical location.
Bangladesh becomes a major transport point because Bangladesh has easy land, sea and
air access. Traffickers who supply drugs in the markets of Northern America, Africa,
and Europe are routing their shipments through Dhaka, Chittagong, Comilla, Khulna,
and other routes in Bangladesh. It is believed that with the increasing quantity of the
products more and more people are likely to get involved in drug business. In this way
it ultimately contributes to the number of drug abusers as well. To gain money for
buying drugs, addict makes him associate of criminal group and commits crimes(Islam
et al., 2013) .Today substance abuse shows its impact in all divisions of Bangladesh.

Estimated that substance abuse is now widespread everywhere in Bangladesh; in the



house, streets, in the workplace, parks, slums, markets and even in educational
institutions both in rural and urban areas. Almost all segments of society are severely

affected by this problem. (Mn et al., 2013)

In other literature it has been established that the youth is the most vulnerable
section of the population in Bangladesh. Such young adults have tendencies of not
controlling their behaviors, forgetting social practices and participating in violence.
They are often petulant, have a dogmatic feeling that they are always right, are stubborn
to advice, and exaggeratedly confident in their ability. The occasional frustration may
result in substance abuse that could destroy hopefulness. In addition, they tend to evade
their civic duty hence hampering the development of the country. When the researcher
had a third-year placement at Ashokti Punorbashon Nibash (APoN) which is a drug-
addiction rehabilitation center and at the National Institute of Mental Health (NIMH)
the researcher came across a large number of substance abusers. In these facilities
patients are treated and they go through rehabilitation programs. Most of the abusers
fall within the age bracket of 1835 years, which is the working age group. The author
believes that young generation should be responsible citizens to develop the nation. It
is notable that these are the people who are not connected to the real life, are not a part

of the society, and live poor, unhealthy lives.

Substance abuse leads to the swift decline in the level of education, culture,
moral standards, and family unity. Addicts lose professional and academic abilities,
self-esteem and could commit serious or petty crimes. The scenario poses a major
challenge in Bangladesh. Otherwise, it will cause a threat to the civilized society in case
it is not controlled successfully through rehabilitation (Mn et al., 2013) Valuable
rehabilitation programs should also be instituted as early as possible to curb the

increasing cases of substance abuse. These patients need different treatment methods to
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be rehabilitated successfully, and members of the family should be educated to be aware
of addiction signs. This research is, therefore, created to establish the motivating factors
and reasons behind drug abuse. The results will be used to educate the families and
create awareness to the people. There is a lack of research and resources on the issue of
substance abuse among the Bangladeshi context; so far, there has not been any research
on the issue of the perceptions of young substance abusers and the factors that correlate

with them.



1.2. Justification of the Research

The issue of substance abuse has come out as a burgeoning and emerging important
public health issue in Bangladesh, particularly in the youth. Empirical research reveals
that most users of drugs are put in the age bracket of 18-30 years, which is normally the
age associated with maximum productivity. In this stage of development, irrational
addiction causes harmful effects on the physical and mental health, at the same time, it
weakens educational achievement, career opportunities, family unity and, in its turn,
the socio-economic development in the nation.

National and institutional investigations show that there is an increasing trend
in the use of substances, especially cannabis, alcohol, Yaba, and opioids. Conditional
factors such as influence of peers, curious desires, family conflicts, lack of parental
control, and easy availability of drugs are also a big cause in aggravation of the
phenomenon. These results, in their turn, emphasize the non-individualistic nature of
substance abuse highlighting how it is highly vulnerable to familial, sociocultural, and
environmental factors.

Although what little remaining scholarly work in Bangladesh has focused on
has done little but compose prevalence measures, trends in usage, and antecedent risk
factors, a lack of in-depth qualitative research on how juvenile drug-abusers perceive
themselves as having an addiction problem and as facing a recovery challenge has been
observed. The knowledge about their lived experiences, intrinsic motivation, and
adversities cannot be ignored in the creation of effective prevention and rehabilitation
programs.

Besides this, therapies and rehabilitation regimes often require chronic time and
financial costs, which are far much more than the means of many households in addition

to increasing risks of relapse. Based on this, the study is justified because it will
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question the perceptions of youths and correlative determinants of substance abuse thus
providing practical information to policy formulated, families, rehabilitation facilities,
and occupational therapists.

Overall, this research is important because it enhances the voices of young
substance abusers and provides a more comprehensive picture that is also essential in
devising realistic interventions that are culturally compatible and sustainable in

reducing substance abuse in Bangladesh.



1.3 Operational Definition

Substance abuse can be defined as the harmful or dangerous use of psychoactive
substances such as alcohol and illicit drugs. The use of substances can develop into a
dependence syndrome where the individual has a strong urge to use the substance,
experiences problems controlling consumption, and experiences withdrawal.
Symptoms of dependence include red-filled eyes, mydriasis, frequent periods of
epistaxis, loss of appetite or sleep, seizures, smell changes, unexplainable personality
changes, mood swings, irritability, anger, or unsuitable laughter. The abuser puts the
use of the drug over any other responsibility and can also be in a hyper-acute physical
withdrawal state (Kumari Padhy et al., 2014). Substance abuse thus has an impact on

the global populations.

Nowadays, substance abuse among all age groups has increased significantly
across the globe. Prevalence has risen to epidemic levels over the last two and a half
decades with youth being the most susceptible. WDR (2014) indicated that the number
of individuals aged 1564 who consumed an illicit substance at least once during the last
year amounts to between 153 million and 300 million. Dhaka Mirror (2009) shows that
there is an increasing number of psychoactive substance abuse in the developing nations
like Bangladesh. In Bangladesh, there are an estimated 65 lakh substance abusers and
nearly 90 percent of them are in the 18-25 age group. This is a serious danger to both

the society and the country.

There are many reasons why the young adults engage in destructive habitual
patterns. These conditions are a result of complicated socio-peer group factors,
frustration, depression, curiosity, sub-cultural and psychological conditions that
stimulate drug use (Mn et al., 2013) determined that family disorganization, parental

neglect, parent-child conflict, spousal loss, general conflict, indiscipline, isolation,



deficiency of emotional support, rejection of affection, overprotection, unemployment,
recurrent failure, personality maladjustment, and ease of access to drugs are the main
risk factors that lead to drug abuse. All these risk factors make the youths more
susceptible, which in most cases leads to a range of negative consequences in their day-
to-day lives. These consequences include academic problems (e.g., skipping school and
other activities, and a high probability of dropping out of school), health-related issues
(e.g., accident-related injuries and the consequences of possible overdoses), and the
poor relations with peers. Furthermore, the factors cause concerns among family
members, the community, and society, in general. State that a high (Atwoli et al., 2011)
number of people inject themselves or herself intravenously. They are also likely to
inject themselves using the same point over and over again exposing themselves
unconsciously to transmissible diseases like HIV/AIDS, liver cirrhosis, and cancers
among other communicable diseases. In 2012, World Health Organization and
UNAIDS estimated that the global injecting drug user population stood at 12.7 in the
world with 1.7 million injecting drug users being HIV positive. The deaths related to
substance abuse are also rising on a daily basis and different diseases afflict individuals.
According to a report issued by the United Nations (UN) in 2012, it was observed that
some 200,000 people across the world were dying every year due to disease associated
with substance abuse. Such diseases severely affect the functioning of individual people
in all fields of occupation, which leads to failure to have roles in life and distortion of

meaningful activity.



CHAPTER II: LITERATURE REVIEW

Substance abuse refers to the harmful use of substance or drugs or it is a maladaptive
pattern of substance use leading to clinically significant impairment or distress. It also
means use of a substance for a purpose not consistent with legal or medical guidelines
(WHO, 2015). Substance abuse is the continued use of a psychoactive drug despite the
knowledge that it is causing a social, occupational, psychological, or physical problem.
According to DSM-IV-TR, substance abuse is a maladaptive pattern which leading to
clinically significant impairment or distress, as manifested by one or more of the

following, occurring within a 12-month period:

» Recurrent substance use resulting in a failure to fulfill major role obligations at
work, school, or home.
» Recurrent substance uses in situations in which it is physically hazardous.
» Recurrent substance-related legal problems.
There is no single cause of youth substance abuse. Substance abuse develops over time.
It does not start as complete abuse or addiction. There are different reasons or cause to
the development of this problem.

2.1. Causes of substance abuse

There are three main reasons for abusing substance. These are:

Biological reason: Genetics is one of the causes of drug abuse. Parents who are abused
drugs child grow up by seeing this and parents put them at risk of abusing substance.
Certain people may be more at risk for developing a substance problem because of the
way their bodies metabolize a certain substance (Akhter, 2012)

Psychological reason: People who experience trauma or go untreated for depression,

anxiety, and other disorders are at higher risk for developing a substance use problem.



Because the substance may make them feel better temporarily (Akhter, 2012).

Social reason: Social reason plays the biggest roles in developing and maintaining
substance problems. Parental abuse and neglect are commonly seen as part of the cause
of drug abuse. Beside this the peer pressure, poor socialization, and the environment in
where a person living also influence in abusing substance(N. Tracy, 2015). Abuse of
substances may begin in childhood, teen or in the youth years. Certain risk factors may

increase someone's likelihood of abusing substances.

2.2. Family Support and Recovery

Bangladesh, family is an essential part of both development and recovery of substance
use disorders. A number of studies point to the fact that parental disagreement,
ineffective communication, and family disorganization make a person more likely to
become an addict .According to(Mahmud, 2024), the adolescents engaged in substance
dependence were much more likely to report greater parental conflict, secrecy, and poor
parent-child communication than non-addicted adolescents (pp. 60—61). Substance use
was highly related to this breakdown of trust in the family structure. On the same note,
peer pressure and parental disputes were found to be major contributing factors by
(Kamal et al., 2018)whereas family discussion about the negative impact of substance
use was a protective factor. The lack of connection with parents, their absence of
warmth, and substance use were also associated with the increased risk of addiction. A
national survey by (Alam et al., 2020) found that males (4.8%), as compared to females
(0.6%), use substances more often, and both low and high socioeconomic populations
are more vulnerable. The contributory factors were socioeconomic instability and lack
of supervision in families.(Sharmi & Mahazabin, 2025) have found that 33.3% of street

children had no memory of any family relation and 50% had minimal contact (p. 5).
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This lack of family support greatly exposed them to early drug use, where 70 % started

this at the age of 6 -9.
2.3. Peer Support and Relapse Prevention

In Bangladesh, peer influence always comes out as the most imposing risk factor of
substance use. According to (Kamal et al., 2018), 54.69% of substance users mentioned
peer pressure as the main driving force (p. 2). Similarly, (Stahl, 2021) discovered that
85.7% of the addicts were affected by friends. According to (Mahmud, 2024), peer-
relationship influence was stronger among adolescent addicts than it was in non-users.
The results of the study by (Soron et al., 2017) conducted in a hospital setting revealed
that more than 95 per cent of the participants reported substance-dependent friends. (S.
Hossain, 2019) cross-cultural analysis established that social motives and peer
conformity had a significant impact on the patterns of drug-usage. Taking drugs was
commonly built into group identity and social belonging. In street children, 70% said
they used drugs as many times as possible on a daily basis and in most cases, in a group

(p. 6), which implies peer-pressure-induced reinforcement and dangerous relapse

2.4 Barriers to Social Support

Although addiction is being considered a widespread health issue, obstacles to
assistance are important. According to (Stahl, 2021), rehabilitation procedures and costs
are seen as expensive and cumbersome to access care. (Soron et al., 2017) observed
that it is a result of sociocultural stigma and legal issues which result in underreporting
and late seeking of treatment. Stigma is another limitation to proper prevalence
reporting as highlighted by (Alam et al., 2020). Among the street children, insufficient
education (30 % drop out rate) and daily work (57 % work full day) diminish the

chances of accessing available formal support system (p. 6). Moreover, 63.3 % said that
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no relative or family member was aware of them taking drugs (p. 5), which means that

they are isolated.

2.5. The Role of Occupational Therapy in Substance Use Recovery

Although none of the reviewed studies explicitly focused on occupational therapy (OT),
several findings imply its importance. (Mahmud, 2024) recommended engagement in
productive activities, counseling, and structured routines as preventive measures.
(Soron et al.,, 2017) emphasized preventive programming involving family and
community engagement. Street children studies highlight school dropout (30%) and
excessive work hours (57%), indicating disrupted occupational roles. Occupational

therapy could assist by:

Restoring daily routines

Enhancing life skills

Facilitating vocational training

Promoting social reintegration
Given the multidimensional nature of addiction described by (Kamal et al., 2018), OT
can provide holistic rehabilitation targeting social participation and functional

independence.

2.6. Cultural Considerations in Support Systems

Culture plays a big role in patterns of substance-use and the process of recovery. (S.
Hossain, 2019) have shown cross-cultural difference in motivation e.g. hedonism,
curiosity, and intoxication. In Bangladesh, the reaction to addiction is molded by the
family structure, religious beliefs, and collectivism. . (Mahmud, 2024) reported that the
religious education was highly supported as a preventive tool.(Alam et al., 2020)

obtained an urban prevalence, which is associated with urbanization and social
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transition. The marginalization and societal rejection of street children also show how
cultural stigma increases susceptibility.
2.7 Key Gap of the Studies
e Most of the existing studies are cross-sectional, urban-based, in nature, which
excludes the possibility to get national and longitudinal data.
e The population of female substance users is also significantly underrepresented
in the academic literature.
e The qualitative studies that explore the experience and subjective perception of
youth concerning use of substances are few.
e Many papers have smaller or non-representative sample groups, and therefore,
limit the external validity of their results.
e The studies assessing the effectiveness of rehabilitation interventions and their
recurrence are deficient.
e In comparison with other mental health disorders, the scholarly attention to
comorbid conditions, including depression, trauma, and anxiety, is rather weak.
e There are particularly limited studies on the high-risk groups such as rural
youth, slum dwellers and female street children.
e Few studies have done rigorous evaluations of the effectiveness of preventive

and policy-based interventions.
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CHAPTER Il1lI: METHODS & METERIALS

3.1 Research Question, Aim, Objectives
3.1.1 Research Question
“What is the level of social support system among individuals with substance abuse?”

3.1.2 Aim of the study

The aim of the study is to find out level of social system for individuals with substance
abuse.

3.1.3 Objectives of the study

e To find out the sociodemographic characteristics of participants.
e To assess the level of social support system and stigma for individuals with
substance abuse.
e To investigate the factors associated with social support system and stigma for
individuals with substance abuse.
3.2 Study Design
3.2.1 Study method: Quantitative Research Design
The researcher followed the quantitative method. Quantitative research is a method that
involves the collection of data so that information can be quantified and subjected to
statistical treatment to support or refute alternative knowledge claims(Apuke, 2017). In
the research, the researcher collected the data by numerical value from the participants,
then performed a statistical test to measure the outcome, and the result represented a
numerical interpretation Therefore, quantitative design was the most fit method for this
study.
3.2.2 Study Approach: Cross-Sectional Approach
the researcher used a cross-sectional approach. The study was conducted among

individuals with substance use disorders who were receiving treatment at the National
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Institute of Mental Health (NIMH), Pabna Mental Hospital, and selected rehabilitation
centers in Bangladesh.

A cross-sectional study is a non-experimental research design that collects data
from a specific population at a single point in time to examine the prevalence and
relationships between variables (Setia, 2016). This approach was appropriate because
the study aimed to assess the level of perceived social support and identify the factors
associated with it without manipulating any variables.

Through this method, the researcher collected data on socio-demographic
characteristics, substance use history, and perceived social support using standardized
instruments. The cross-sectional design provided a clear snapshot of the existing social
support system among individuals with substance abuse in Bangladesh and helped to
determine the associated factors effectively (Creswell, 2018).

3.3 Study Setting and Period
3.3.1 Study Setting
The selected institutions were included:
e National Institute of Mental Health (NIMH), Dhaka
e Mental Hospital, Pabna
o Rehabilitation centers. (CREA)
These institutions were selected based on their accessibility, availability of patients, and
willingness to participate in the study.

3.3.2 Study Period

The study period was from June 2025 to December 2025, and the data collection period
was from August 2025 to September 2025.

3.4 Study Participants

3.4.1 Study Population

The study involved people with substance abuse who were admitted to the National
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Institute of Mental Health (NIMH) Dhaka, Mental Hospital, Pabna and Rehabilitation
clinics centers.
3.4.2 Sampling Techniques
To conduct the study, the participant was selected through a purposive sampling process
based on some inclusion and exclusion criteria. The researcher has chosen this type of
sampling because the study had some inclusion and exclusion criteria (Liamputtong &
Rice, 2022). Therefore, the most suitable method of selecting study participants was
purposive sampling.
3.4.3 Inclusion Criteria
e Adults who have been diagnosed with substance use disorder (SUD) and are
currently undergoing treatment in a rehabilitation center program in
Bangladesh.
e Both male and female patient with substance abuse who are receiving treatment
from rehabilitation center.
e Able to give informed consent.
3.4.4 Exclusion Criteria
o Data were excluded for patients whose care givers refused to participate in the

data collection process.
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3.4.5 Sample Size

7% xp(l- D)
L

n = required sample size., Z = standard normal deviate corresponding to the desired
confidence level. p = estimated prevalence of the condition. q = (1 — p), proportion of

the population not having the characteristic d = margin of error (degree of precision)

2
" % Z =1.96, corresponding to a 95% confidence
Z*> x p(1 —p) level. p = 0.049 (4.9%), -estimated
==
(1.96)2 x 0.049 % (1 — 0.049) prevalence of substance use according to
a (0.05)2
(Alam et al., 2020) ,g=1 —0.049 = 0.951 ,
3.8416 x 0.049 x 0.951
0.0025 d = 0.05, which represents a 5% margin of
0.1789
- 0.0025 error.
= 71.56 ~ 72

According to the previous article (Alam et al., 2020), the sample should be 72
participants. During data collection period at NIMH, Pabna Mental Health Hospital and
Rehabilitation Centers (CREA). Based on the inclusion and exclusion criteria and field

visits, the researcher found 180 participants.



18

3.5 Ethical Consideration
3.5.1 Ethical Clearance

Ethical approval was obtained from the Institutional Review Board (IRB) at the
Department of Occupational Therapy, Bangladesh Health Professions Institute (BHPI).
The IRB form number is CRP-BHPI/IRB/07/2025/1092 (see in details appendix-A).
3.5.2 Informed Consent

A written information sheet was provided to all potential participants and the student
researcher explained the purpose and aims of the study in clear and simple language.
After having the opportunity to ask questions and indicating that they were willing to
take part, participants were given a consent form to read and sign. Data were then
collected from those who provided consent. All participants were informed that the
information they shared would be used only for research purposes and that their
personal details (such as their name and phone number) would remain strictly
confidential.

3.5.3 Unequal Relationship

The student researcher did not have any unequal or power relationship with the
participants because data collected from the unknown persons selected the participants

according to inclusion and exclusion criteria

3.5.4 Risk and Beneficence
e Student researchers ensured that the participants did not have any risk for

participation.
e The participants did not get any payment for giving their data.
e Even without payment, their help made the research better and more useful.
3.5.5 Power Relationship
Researcher ensured that power relationship was executed to prevent any influence on

the participants
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3.5.6 Confidentiality

The information of each participant was kept completely private. Their names and
identities were not shared with anyone except the research supervisor, as clearly
mentioned in the information sheet (see Appendix C). Only the researchers and
supervisors, who agreed to maintain confidentiality, were allowed to access the

information.
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3.6 Data Collection Process

3.6.1 Participant Recruitment Process
Figure 3.6.1

Overview of the participant recruitment process

Ethical approval was obtained from the Institutional Review Board (IRB) of BHPI
before data collection.

(-

The researcher received one month’s official permission to conduct the study.

({

Data were collected from four institutions: 110 data from NIMH, 65 data from
Pabna Mental Hospital and 5 data from other centers.

(]

Administrative permission was taken from each institution before recruitment.

(-

Participants were selected using the purposive sampling technique.

-

A written informed consent form was provided to participants

-

Data were collected through face-to-face interviews using a structured
guestionnaire.

-

Interviews included socio-demographic information and the MSPSS Scale, SU-
SMS Scale.

<

After each interview, questionnaires were checked and verified for accuracy and
completeness.
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3.6.2 Data Collection Method

The data was collected through a face-to-face survey by the researcher and trained
interviewers through a socio-demographic questionnaire, and the MSPSS Scale and
SU-SMS scale (For details about the tools, see section- 3.6.3 "Data Collection
Instrument™). The researcher and trained interviewers administered the questionnaire in
person. Face-to face surveys maintained the quality of data and decreased the potential
biases (James K. Doyle, 2005). Several advantages existed for face-to-face surveys.
These surveys were flexible and structured. They were founded on interpersonal
communication and were controlled within the survey (Szolnoki & Hoffmann, 2013)
Face-to-face surveys 28 provide visual interaction between the respondent and the
interviewer, which may encourage respondents to answer all questions correctly.
During a face-to-face survey, the survey questions are verbally presented to the
respondents so that they can answer them orally (Heerwegh & Loosveldt, 2008).

3.6.3 Data Collection Instrument

e Structured questionnaire for demographic data: The Researcher used the
demographic information sheet to collect data (Please see Appendix -F).

e Multidimensional Scale of Perceived Social Support: MSPSS was used to
assess the level of perceived social support among individuals with substance
abuse. The MSPSS is a widely recognized self-report tool designed to measure
the extent of social support received from three sources: family, friends, and
significant others(G. Zimet et al., 2018). This tool consists of 12 items, each
rated on a 7-point Likert scale ranging from 1 (Very strongly disagree) to 7
(Very strongly agree), with higher scores indicating greater perceived
support(Cohen, 1988). The items assess emotional, informational, and tangible

support, focusing on the availability of support in times of need, sharing of joys
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and sorrows, and comfort from close relationships.(G. D. Zimet et al., 1988)

e Substance Use Stigma Mechanism Scale SU-SMS was employed to measure
the stigma experienced by individuals with substance use disorders. The SU-

SMS includes three subscales: Enacted Stigma, Anticipated Stigma, and

Internalized Stigma, with a total of 18 items. Each item is rated on a 5-point

Likert scale. The higher the score, the greater the perceived stigma. The Enacted

and Anticipated stigma scales measure past and future experiences with stigma

from family members and healthcare workers, while the Internalized Stigma
scale evaluates how individuals feel about their substance use history. These
scales was allow for the assessment of both social support and stigma, helping
to analyze how these factors interact and influence for individuals with

substance abuse. (Smith & Earnshaw, 2016)

3.6.4 Field Test

The purpose of the field test was to check the clarity and effectiveness of the
questionnaire and interview process before the main data collection. The researcher
conducted the field test with two adolescents with substance abuse who met the
inclusion and exclusion criteria. MSPSS, SU-SMS and the socio-demographic
questionnaire were used during this process.

Based on the field test, a few minor modifications were made to improve the
wording and flow of the questions. The field test confirmed that the tools were easy to
understand and suitable for use in the main study.

3.7 Data Management and Analysis
Data was collected from participants and analyzed using the Statistical Package for
Social Science (SPSS). Research data management involves organizing, documenting,

storing, and preserving data generated during the research process (Surkis & Read,
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2015). The data was placed into a Microsoft Excel file with each question as a variable
to set up the database. This Excel file was then transferred and converted into the
Statistical Program for Social Sciences (SPSS), Version 27, for analysis. Descriptive
statistics was used to analyze and report the demographic variables, overall MSPSS,
and SU-SMS. Descriptive statistical analyses were calculated to determine frequencies
and percentages of survey responses, and appropriate statistical tests were adopted to
examine the association or relationship between variables.

3.8 Quiality Control and Quality Assurance

During the study period, Quality control and quality assurance were strictly maintained.
The researcher chose an appropriate study design that best suited the aim and objectives
of this study. The researcher followed the five stages of the data management cycle to
ensure the quality of the data. 180 persons with substance abuse in this study. The
researcher and trained interviewers provided the set of questionnaires to them in a paper
format to collect the data. To ensure the safety and security of all the documents were
photocopied and kept as soft copies of documents by scanning. The data was placed
into a Statistical Program for Social Sciences (SPSS) file with each question as a
variable to set up the database for analysis. Additionally, these files were stored in
Google Drive with strong passwords to ensure high security, preventing unauthorized
access. The researcher used all data safely for 30 analysis the data without any bias. All
data were archived in Google Drive for future reference. The researcher and supervisor
emphasized the importance of this archival process. They decided to destroy the data

after five years to ensure safety, as the data might not be usable after that period.
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CHAPTER IV: RESULTS

This Chapter represents the findings of the study. This study included Individuals with

Substance abuse who was admitted in National Institute of Mental Health (NIMH),

Mental Hospital, Pabna and Rehabilitation clinics and outpatient addiction centers

According to the Inclusion Criteria I collected 180 data from NIMH Mental Hospital,

Pabna and Rehabilitation clinics and outpatient addiction centers. The Chapter contains

the study findings in tables and figures focusing the socio-demographic information,

Socioeconomic characteristics and overall Level of mental resilience among individuals

with Substance abuse.

Table 4.1

Sociodemographic characteristics of the participants (n=180)

Characteristics Category Frequency Percentage
(n) (%)
Gender Male 179 99.4
Female 1 0.6
Age 15-23 Years 62 34.4
24-30 Years 66 36.7
31-65 Years 52 28.9

Median age = 26 years, Mean age = 28.24, SD = (+3.),
Minimum=5, Maximum=17

Religion Islam 169 93.9
Others (Hindu, Buddhist) 11 6.1
Educational status Iliterate 20 11.1
Primary 61 33.9
Secondary 61 33.9
Higher Secondary 25 13.9
Bachelors/Masters 13 7.2
Occupation Unemployed 112 62.2
Job 10 5.6
Student 31 17.2
Business 11 6.1
Day laborer 16 8.9
Monthly personal income No Income 162 90.0
(in BDT) 6000-35000 Taka 18 10.0

Median=0.00, Mean=1711.11, SD= (+5632.596),
Minimum=0 Taka, Maximum=35000Taka

Marital Status

Unmarried 129 71.7
Married 42 23.3
Divorced 9 5.0
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Residential Area Rural 118 65.6
Urban 48 26.7
Semi-urban 14 7.8

Table 4.1 describes the basic background information of the 180 participants included
in the study. In terms of gender, the sample was overwhelmingly male. Out of 180
participants, 179 (99.4%) were male and only 1 (0.6%) was female. This clearly shows
that substance abuse in this study was almost entirely concentrated among men.
Looking at age distribution, the participants were fairly spread across three age groups.
About 34.4% (62 participants) were between 15-23 years, 36.7% (66 participants) were
aged 24-30 years, and 28.9% (52 participants) were between 31-65 years. The median
age was 26 years and the mean age was 28.24 years (SD +3). This suggests that most
participants were young adults, with substance abuse being particularly common in
early adulthood. Regarding religion, the vast majority of respondents were Muslim
(93.9%, n = 169), while 6.1% (n = 11) belonged to other religions such as Hinduism or
Buddhism. This largely reflects the religious composition of the population in the study

area.

Educational status shows that 11.1% (20 participants) were illiterate. The largest
groups had completed primary education (33.9%, n = 61) and secondary education
(33.9%, n = 61). A smaller number completed higher secondary education (13.9%, n =
25), and only 7.2% (n = 13) had a Bachelor’s or Master’s degree. This indicates that
most participants had basic to moderate levels of education, with relatively few
reaching higher education. When occupation was considered, 62.2% (112 participants)
were unemployed. Students made up 17.2% (31 participants), day laborers 8.9% (16
participants), business owners 6.1% (11 participants), and only 5.6% (10 participants)

had formal jobs. This shows a high level of unemployment among the study group.
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Monthly personal income further reflects this economic vulnerability. A striking 90%
(162 participants) had no personal income, while only 10% (18 participants) earned
between 6,000 and 35,000 BDT per month. The median income was 0 BDT, with a
mean of 1,711.11 BDT (SD 5632.596), indicating that most participants were
financially dependent. In terms of marital status, most respondents were unmarried
(71.7%, n = 129), while 23.3% (42 participants) were married and 5% (9 participants)
were divorced. Finally, regarding place of residence, 65.6% (118 participants) lived in
rural areas, 26.7% (48 participants) in urban areas, and 7.8% (14 participants) in semi-
urban areas. In Table 4.1 shows that the participants were predominantly young,
unmarried, unemployed men from rural areas with low income and moderate
educational backgrounds, highlighting significant socioeconomic vulnerability within
the study population

Table 4.2

Family Characteristics of the participants (n=180)

Family characteristics Frequency Percentage

Category (n) (%)
Family type Joint family 132 73.3
Nuclear family 48 26.7
Relation with family members  Good 80 44.4
Moderate 22 12.2
Poor 78 43.3
Parents relationship Live together 110 61.1
Father died 44 24.4
Mother died 4 2.2
Not applicable 22 12.2
Living with Father and Mother 98 54.4
Mother 32 17.8
Father 4 2.2
Spouse/Family 16 8.9
Alone 30 16.7
Monthly family income 0-19000 Taka 67 37.2
(in BDT) 20000 Taka 42 23.3

22000-70000 Taka 71 39.4
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Table 4.2 focuses on the family background and living conditions of the participants. A
large majority (73.3%, n = 132) belonged to joint families, while 26.7% (n = 48) came
from nuclear families. This indicates that extended family structures were common
among participants. When asked about their relationship with family members, 44.4%
(80 participants) described it as good, 12.2% (22 participants) as moderate, and 43.3%
(78 participants) as poor. This nearly equal split between good and poor relationships
suggests that family dynamics varied considerably among participants, with a
significant proportion experiencing strained family relationships. Regarding parents’
relationship status, 61.1% (110 participants) reported that their parents were living
together. However, 24.4% (44 participants) had lost their father, 2.2% (4 participants)

had lost their mother, and for 12.2% (22 participants) the question was not applicable.

In terms of living arrangements, 54.4% (98 participants) lived with both parents.
Others lived only with their mother (17.8%, n = 32), only with their father (2.2%, n =
4), with spouse or other family members (8.9%, n = 16), or alone (16.7%, n = 30). The
fact that nearly one in six participants lived alone may have implications for emotional
and social support. Looking at monthly family income, 37.2% (67 participants) reported
earning between 0-19,000 BDT, 23.3% (42 participants) reported around 20,000 BDT,
and 39.4% (71 participants) reported between 22,000—70,000 BDT. The median family
income was 20,000 BDT, with a mean of 21,750 BDT (SD +10,602.980). This suggests

that most families fell within low to middle-income categories.

Overall, Table 4.2 indicates that most participants came from joint families and
low- to middle-income households. Although many lived with both parents, a
considerable proportion experienced poor family relationships or lived alone, pointing

to possible emotional and social stressors.
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Substance abuse characteristics of the participants (n=180)
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Characteristics Category Frequency Percentage
(n) (%0)
Age at first use 12to 19 90 50
20 to 47 90 50
Duration of taking drug 1to5 94 52.2
6 to 45 86 47.8
Other family members taking ~ No 168 93.3
drugs Yes 12 6.7
Reason of taking drug firstly Peer pressure 166 38.4
Curiosity 167 38.7
Family problems 50 11.6
Unemployment 6 1.4
Relationship issues 10 2.3
Family instability 28 6.5
Failure in love 5 1.2
Source of money to purchase Self 105 32.7
drugs Family 160 49.8
Friends 40 12.5
Illegal activities 16 5
Cost of taking drug per month ~ 1000-2500 Taka 81 45
(in BDT) 2600-6000 Taka 99 55
Drugs are taken Alcohol 138 21.4
Phenethyl 58 9
Cannabis 175 27.1
Yaba Tablets 123 19
Heroin 12 1.9
Tobacco 140 21.7
Route of drug administration Oral 168 48.1
Injection 7 2.0
Smoking 174 49.9
Collection of drugs Direct purchase 160 43.4
Friends 165 44.7
Dealer or Agents 44 11.9
Companion during taking drug  Alone 170 46.4
Friends 170 46.4
Others drug users 26 7.1
Help source Family 159 76.1
Friends 30 144
Teacher 11 5.3
Health worker 9 4.3
Counselling yes 26 144
No 154 85.6
Frequency of counselling Once every month 8 4.4
Occasionally 18 10
Not applicable 154 85.6
Level of support Supportive 157 87.2
Neutral 7 3.9
Not supportive 16 8.9
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Impact on health due to taking  Yes 163 90.6
drug No 17 9.4
Wish for giving it up Yes 165 91.7

No 15 8.3

Table 4.3 provides detailed insight into the substance use patterns and related factors
among participants. Half of the respondents (50%, n = 90) began using drugs between
the ages of 12-19, and the other half (50%, n = 90) between 20-47 years. The median
age at first use was 19.5 years, and the mean was 20 years (SD £4.794). This indicates

that many participants-initiated substance use during adolescence or early adulthood.

In terms of duration of drug use, 52.2% (94 participants) had been using drugs
for 1-5 years, while 47.8% (86 participants) had been using for 6-45 years. The mean
duration was 8.02 years (SD £7.515), showing that while many were relatively recent
users, a substantial portion had long-term substance use histories. Most participants
(93.3%, n = 168) reported that no other family members used drugs, while 6.7% (12
participants) did have family members who used drugs. The main reasons for first trying
drugs were peer pressure (38.4%, n = 166) and curiosity (38.7%, n = 167). Other
reasons included family problems (11.6%), family instability (6.5%), relationship
issues (2.3%), unemployment (1.4%), and failure in love (1.2%). This suggests that
social influence and psychological factors played major roles in initiating substance
use.

Nearly half of the participants (49.8%, n = 160) relied on their families for
money to purchase drugs, 32.7% (105 participants) used their own money, 12.5% (40
participants) received money from friends, and 5% (16 participants) engaged in illegal
activities. Monthly expenditure on drugs ranged mostly between 1,000-2,500 BDT
(45%) and 2,600-6,000 BDT (55%), indicating a significant financial burden.

Regarding types of drugs used, cannabis was the most commonly used substance
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(27.1%, n = 175), followed by tobacco (21.7%, n = 140), alcohol (21.4%, n = 138),
Yaba tablets (19%, n = 123), phenethyl (9%, n = 58), and heroin (1.9%, n = 12).The
most common routes of administration were smoking (49.9%, n = 174) and oral intake

(48.1%, n = 168), while injection was rare (2%, n = 7).

Participants mainly obtained drugs from friends (44.7%, n = 165) or through
direct purchase (43.4%, n = 160), while 11.9% (44 participants) obtained drugs from
dealers or agents. Drug use occurred equally alone (46.4%, n = 170) and with friends
(46.4%, n =170), while 7.1% used drugs with other drug users. In terms of help sources,
most participants received support from family (76.1%, n = 159), followed by friends
(14.4%), teachers (5.3%), and health workers (4.3%). However, only 14.4% (26
participants) had received counseling. Among them, 4.4% attended counseling once per
month and 10% attended occasionally, while 85.6% had never received counseling.
Despite limited professional support, 87.2% reported receiving supportive help overall.
Importantly, 90.6% stated that drug use had negatively affected their health, and 91.7%

expressed a desire to quit.

In conclusion, Table 4.3 shows that substance use often began early, was heavily
influenced by peers and curiosity, involved multiple substances, created financial and
health burdens, and yet was accompanied by a strong desire among most participants

to give up drug use.



Table 4.4
Multidimensional Scale of Perceived Social Support Questions Frequency and Percentage.

31

. Very
Very Strongly Strongly Mildly . Strongly
lItems Disagree Disagree Disagree N(;lj (tr:)a I Mi I%z('r?‘)g ree Agree Sggpggy
%(n) %(n) %(n) %i(n) %(n)
There is a special person who is
1 around when I am in need. 90.6(163) 1.7(3) 3.9(7) 2.8(5) 0(0) 1.1(2) 0(0)
There is a special person with
2 whom | can share joys and 88.9(160) 3.9(7) 2.2(4) 3.9(7) 0(0) 0.6(1) 0.6(1)
SOrrows
My family really tries to help 15 5(22) 4.4(8) 11.120)  194(35)  36.1(65)  156(28)  1.1(2)
I get the emotional help &
support | need from my family. 15(27) 3.9(7) 7.8(14) 18.9(34) 31.1(56) 22.8(41) 0.6(1)
5 | have a special person who is a
real source of comfort to me. 87.8(158) 2.8(5) 2.2(4) 3.3(6) 2.8(5) 0(0) 0.6(1)
6 My friends really try to help me. 71.1(128) 6.1(11) 12.8(23) 2.2(4) 7.8(14) 0(0) 0(0)
7 | can count on my friends when
things go wrong, 72.2(130) 9.4(17) 10.6(19) 2.2(4) 3.3(6) 2.2(4) 0(0)
8 | can talk about my problems
with my family. 25(45) 3.9(7) 6.7(12) 11.1(20) 29.4(53) 23.9(43) 0(0)
I have friends with whom | can
9 share my joys and SOrows 85.6(154) 5.6(10) 3.3(6) 1.1(2) 3.9(7) 0.6(1) 0(0)
10 There is a special person in my
life  who cares about my 87.2(157) 3.9(7) 0.6(1) 3.3(6) 2.8(5) 2.2(4) 0(0)
feelings.
11 My family is willing to help me
make decisions. 23.3(42) 2.8(5) 12.2(22) 23.3(4) 21.1(38) 17.2(31) 0(0)
I can talk about my problems
12 81.7(147) 3.9(7) 6.7(12) 3.9(7) 3.3(6) 0.6(1) 0(0)

with my friends
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The findings from the MSPSS table indicate a very high lack of perceived support from
a “special person,” with approximately 88-91% of respondents very strongly
disagreeing with statements related to having someone special for emotional support.
Similarly, perceived support from friends is notably low, as about 70-85% of
participants very strongly disagreed that friends help them, can be relied upon, or are
available to share problems. In contrast, family support appears relatively higher, with
around 29-36% of respondents mildly agreeing and 17-23% strongly agreeing that
their family provides help and emotional support. Compared to friends and special
persons, family emerges as the main source of support, although the level of support is
moderate rather than strong. Overall, the data suggest generally low perceived social
support among respondents, particularly from friends and significant others, with

family being the comparatively strongest source of support.
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Figure: 4.1

Overview of the Level of Social Support

89.40%

10%
Ay
Low Perceived Medium High Perceived
Support Perceived Support
Support

The Pl-chart illustrates that the majority of participants 89.4% (n=161) demonstrated
low perceived social support. A smaller proportion, 10.0% (n=18), reported medium
perceived social support, while only 0.6% (n=1) of participants experienced high
perceived social support.

The distribution indicates that most individuals with substance use disorders in
this study perceived inadequate social support. Very few participants reported a high
level of support, highlighting the limited availability of strong emotional and social

backing within this population.
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Table 4.5

Enacted Stigma (SU-SMS) Questions Frequency and Percentage

Very
Never  Notoften Somewhat often  Often
ENACTED STIGMA n (%) n (%) n (%) n (%) nOI’([yeor)l
1. Family members have thought that | cannot be trusted. 3(1.7) 29(16.1) 77 (42.8) 54(30.0) (3 Z)
2. Family members have looked down on me. 2(1.1) 37 (0.6) 73 (40.6) 53(29.4) (812)
3. Family members have treated me differently. 3(1.7) 32(17.8) 84 (46.7) 46(25.6) (81 g)
4. Healthcare workers have not listened to my concerns. 32(17.8)  73(40.6) 53 (29.4) 16 (8.9) (258)
Healthcare workers have thought that I'm pill shopping, or trying 1
5. to con them into giving me prescription medications to get highor 119(66.1) 53(29.4) 6 (3.3) 1(0.6) (0.6)
sell. .
6. Healthcare workers have given me poor care. 169(93.9) 7(3.9) 2(1.1) (© é% ) 1(0.6)

Family members have thought that | cannot be trusted. Most respondents reported experiencing this somewhat often (42.8%) and often
(30.0%), while 9.4% experienced it very often. Only 1.7% reported never. This indicates that distrust from family members is commonly
experienced. Family members have looked down on me. The majority indicated somewhat often (40.6%) and often (29.4%), with 8.3%
reporting very often. Very few (1.1%) reported never. This suggests frequent negative judgment from family. Family members have treated

me differently.
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Nearly half (46.7%) reported somewhat often, and 25.6% reported often. Only 1.7%
indicated never. This reflects considerable differential treatment by family members.
Healthcare workers have not listened to my concerns. Most respondents selected not
often (40.6%) or somewhat often (29.4%). A smaller percentage reported never
(17.8%). This suggests moderate communication-related stigma. Healthcare workers
have thought that I’m pill shopping. The majority reported never (66.1%) or not often
(29.4%). Very few experienced this often or very often. This indicates low perceived
accusation of drug-seeking behavior. Healthcare workers have given me poor care. An
overwhelming majority (93.9%) reported never. Very small percentages reported any

occurrence. This shows minimal experienced poor care.
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Table 4.6
Anticipated Stigma (SU-SMS) Questions Frequency and Percentage
Very . Neither unlikely . Very
ANTICIPATED STIGMA unlikely Urr]"(';j:)'y nor likely h'?;')g’ Likely
n (%o) n (%o) n (%)
1 Family members will think that | cannot be trusted. 3(L.7) 36 (20) 35(19.4) 90 (50) 16(8.9)
2 Family members will look down on me. 2(11) 34(18.9) 28(15.6) 101(56.1) 15(8.3)
3 Family members will treat me differently. 4(2.2) 33(18.3) 34(18.9) 95(52.8) 14(7.8)
4 Healthcare workers will not listen to my concerns. 43(23.9) 61(33.9) 50(27.8) 23(12.8) 3(L7)
Healthcare workers will think that I'm pill shopping, or 1
5 trying to con them into giving me prescription  118(65.6) 53(29.4) 7 (3.9) (0.6) 1(0.6)

medications to get high or sell.

Healthcare workers will think that I’m pill shopping, or
6 trying to con them into giving me prescription  163(90.6) 8(4.4) 3(1.7) 4(2.2) 2(0.2)
medications to get high or sell.

Family members will think that | cannot be trusted. Half of the respondents (50%) reported likely, and 8.9% reported very likely. This
indicates a strong expectation of distrust. Family members will look down on me. Most participants indicated likely (56.1%) and very
likely (8.3%). Anticipation of negative judgment is high. Family members will treat me differently. A majority reported likely (52.8%) and
very likely (7.8%), indicating expectation of discriminatory treatment. Healthcare workers will not listen to my concerns. Most responses
fell under unlikely (33.9%) and neither unlikely nor likely (27.8%). Fewer respondents expected this to be likely. Healthcare workers will
think I’m pill shopping. The majority indicated very unlikely (65.6%) or unlikely (29.4%). Anticipated stigma is low. Healthcare workers

will give me poor care. A very high percentage (90.6%) reported very unlikely. This shows low expectation of poor treatment
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Table 4.7
Internalized Stigma (SU-SMS) Questions Frequency and Percentage.

Strongly Disagree Neither disagree Agree Strongly agree
INTERNALIZED STIGMA disagree n (%) nor agree n (%) n (%)
n (%) 0 n (%) 0 :
Having used alcohol and/or drugs
1. makes me feel like I'm a bad person. 6 (3.3) 8 (4.4) 55(30.6) 85(47.) 26(14.4)
I feel I'm not as good as others
2 because | used alcohol and/or drugs. 2(11) 5(28) 67(37.2) 88(48.9) 18 (1)
| feel ashamed of having used
3. alcohol and/or drugs. 3(1.7) 3(1.7) 31(17.2) 78(43.3) 65 (36.1)
I think less of myself because I used
4. alcohol and/or drugs. 4 (2.2) 7(3.9) 122(67.8) 36(20) 11 (6.1)
Having used alcohol and/or drugs
S makes me feel unclean. 5(2.8) 95 127(70.6) 21(11.7) 18(10)
6. Having used alcohol and/or drugs is 5 (2.8) 1(0.6) 13 (7.2) 18 (10) 143(79.4)

disgusting to me.

The majority of participants indicated significant levels of internalized stigma associated with substance use. A significant percentage
reported likely or very likely feelings of being a bad person (61.4%) and not measuring up to others (58.9%). Shame was the most
common feeling, with 79.4% saying it was likely or very likely. On the other hand, perceptions of self-devaluation and feeling unclean
mostly got neutral responses (67.8% and 70.6%, respectively). This shows that there is some uncertainty or variability in these areas.
A very strong internalized sense of disgust was noted, with 79.4% of respondents indicating it was very likely, showing a high level of

negative self-directed perception.
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Figure: 4.2

Overview of the Level of Stigma

LEVEL OF STIGMA

91.6
86.6

High Stigma Low Stigma High Stigma Low Stigma High Stigma Low Stigma

Enacted Stigma Anticipated Stigma Internalized Stigma

This column illustrates that the majority of participants 86.6% (n = 155) demonstrated
higher enacted stigma, while 13.4% (n = 24) experienced lower enacted stigma. The
distribution of anticipated stigma presented 81.67% (n = 147) participants experienced
higher anticipated stigma, whereas 18.33% (n = 33) experienced lower anticipated
stigma. Interestingly, despite variations in enacted and anticipated stigma, a total of
91.6% (n = 164) participants reported lower internalized stigma, whereas 8.4% (n = 15)

participants expressed higher internalized stigma



Table 4.8

Association Between Socio-Demographic Variables and Multidimensional Scale of Perceived Social Support (MSPSS)
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Multidimensional Scale of Perceived Social Support

Fisher's Exact

(MSPSS) Test P value
Variables Low Perceived Medl_um ng_h
Perceived Perceived
Support S t S ¢
%(n) uppor uppor
% (n) % (Nn)
0-19000 BDT 35.6 (64) 1.7(3) 0(0)
Family Income 20000 BDT 21.7 (3) 1.1(2) 0.6 (1) 0011
10.577 '
22000-70000
BDT 32.2 (58) 7.2 (13) 0 (0)
] 12-19 Years 47.2 (85) 2.8 (5) 0(0)
Age at first use 4.935 0.050
20-47 Years 42.2 (76) 7.2(13) 0.6(1)
Yes 9.4(17) 5(9) 0(0)
Counseling 15.852 0.001
No 80(144) 5(9) 0.6(1)
Once per week 1.1(2) 1.1(2) 0(0)
Frequency of Once every month 3(3) 0.6 (1) 0(0) 19012 0.005
counseling ' '
Occasionally 7.2 (13) 2.8(5) 0(0)
Not applicable 79.4 (143) 5.6 (10) (1)0.6
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This table presents the results of the Chi-Square Test to assess the relationship between
socio-demographic characteristics and the level of mental resilience. The analysis
identified two statistically significant associations.

Significant Findings: There is a statistically significant association between
family income and the perceived level of social support (p = 0.011). Those with lower
income levels (0-19000 BDT) have a higher percentage of individuals with low
perceived support, compared to those in higher income groups. The age at first use of
substances is significantly associated with perceived support (p = 0.050). Those who
started using substances at a younger age (12-19 years) reported more instances of low
perceived support. There is a statistically significant relationship between receiving
counseling and the perceived level of social support (p = 0.001). Participants who
received counseling were more likely to report higher levels of support. The frequency
of counseling also significantly affects perceived support (p = 0.005). Individuals who
received counseling more frequently reported higher perceived support compared to
those with less frequent counseling. This table provides insights into the significant
socio-demographic and clinical factors influencing perceived social support,
highlighting areas like family income, age at first substance use, and counseling
frequency. These factors are crucial for understanding how socio-economic and clinical

backgrounds influence resilience and mental health support.



Table: 4.9

Association Between Socio-Demographic Variables and Enacted Stigma
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Enacted Stigma

3 '
Variables Low stigma High stigma Eilaszlte';ess ¢ P value
%(n) Yo(n)
Occupation Unemployed 57.4(89) 88 (22)
Job 6.5(10) 0(0)
Student 31(20) 0(0)
Business 7.1(11) 0(0) 16.376 0.005
Day laborer 8.4 (13) 8(2)
Retired 0(0) 4 (1)
Others 1(0.6) 0(0)
Unmarried 74.8 (116) 52 (13)
Marital status Married 21.9 (34) 32 (8)
Divorced 3.2(5) 12 (3) 10.294 0.010
Widow/Widower 0.0 (0) 4 (1)
Family Relationship Good 48.4 (75) 32 (8)
Very Good 25.8 (40) 12 (3)
Moderate 18.1 (28) 24 (6) 15.672 0.002
Poor 7.7 (12) 24 (6)
Very Poor 0(0) 8(2)
Drug duration Years 1-5 Years 56.8(88) 24 (6)
6-45 Years 43.2(67) 76 (19) 9.268 0.003
Level of support Very supportive 59.4 (92) 20 (5)
Supportive 32.3 (50) 40 (10)
Neutral 3.9 (6) 4 (1) 30.895 0.001
Not supportive 1.9 (3) 12 (3)
Not supportive at all 2.6 (4) 24 (6)
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Counseling yes 16.8 (26) 0 (0)

No 832 (129) 100 (25) 4.902 0.028
Drug impact on health Yes 95.5(148) 60 (15)

No 45 (7) 20 (10) 31.693 0.001
Want to quit Drug Yes 95.5 (148 68 (17)

No 45 (7) 32(8) 21.288 0.001

Table 4.9 presents the association between selected variables and enacted stigma using the Chi-square test and Fisher’s Exact test where

appropriate. Since all reported p-values are less than 0.05, statistically significant associations were observed. Occupation was significantly

associated with enacted stigma (y*> = 16.376, p = 0.005). Higher proportions of high enacted stigma were observed among unemployed

participants compared to other occupational groups. Marital status also showed a statistically significant association (y*> = 10.294, p =

0.010). Divorced and married respondents demonstrated relatively higher percentages of high stigma compared to unmarried individuals.

Family relationship was significantly associated with enacted stigma (y* = 15.672, p = 0.002). Participants reporting poor or Very poor

family relationships had higher proportions of high stigma compared to those reporting good or very good relationships. Drug duration was

significantly associated with enacted stigma (%> = 9.268, p = 0.003). Participants with longer drug use duration (6—45 years) showed higher

levels of enacted stigma compared to those with shorter duration (1-5 years).Level of support demonstrated a strong significant association

(x> = 30.895, p = 0.001). Individuals receiving little or no support reported markedly higher levels of enacted stigma. Counseling status

was significantly associated with enacted stigma (%2 =4.902, p = 0.028). Those who did not receive counseling had higher levels of stigma.

Drug impact on health showed a highly significant association (¥ =31.693, p = 0.001).
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Participants reporting negative health impacts experienced higher enacted stigma.
Similarly, willingness to quit drugs was significantly associated with enacted stigma (y?
= 21.288, p = 0.001), indicating higher stigma among those unwilling to quit. Overall,
enacted stigma was significantly associated with occupation, marital status, family
relationship, duration of drug use, level of support, counseling status, perceived health

impact, and willingness to quit drug.



Table: 4.10

Association Between Socio-Demographic Variables and Anticipated Stigma
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Anticipated Stigma

Fisher's Exact

Variables Low stigma High stigma Test P value
% (n) % (n)
Unemployed 81.8 (27) 57.1(84)
Job 3(1) 6.1(9)
Student 3(1) 20.4(30)
Occupation Business 6.1 (2) 6.1(9) 13.173 0.023
Day laborer 3(1) 9.5(14)
Retired 0(0) 0.7(1)
Others 3(1) 0 (0)
Good 36.4 (12) 48.3 (71)
Very Good 21.2(7) 24.5 (36)
Family Relationship Moderate 18.2(6) 19.0 (28) 9.652 0.037
Poor 18.2(6) 8.2 (12)
Very Poor 6.1(2) 0.0 (0)
Yes 63.6(21) 31.3 (46)
Family Income 20000 BDT 18.2 (6) 24.5 (36) 12.167 0.002
22000-70000 BDT 18.2 (6) 44.2 (65)
Drug duration Years é:i SY Sefzzsrs 72 64 ((169)) Zgi((g%) 9.268 0.003
Very supportive 36.4 (12) 57.8 (85)
Supportive 27.3(9) 34.7 (51)
Level of support Neutral 9.1 (3) 2.7 (4) 18.068 0.001
Not supportive 9.1 (3) 2 (3)
Not supportive at all 18.2 (6) 2.7(4)
Drug impact on health IS\{IZS gg; g%g 92? 81)1 ) 26.963 0.001
Want to quit Drug ;zs 725 4?2((285)) ER 4?8((17‘;0) 10.422 0.001
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Table 4.10 shows the association between selected factors and anticipated stigma.
Statistically significant associations were observed for all listed variables (p < 0.05).
Occupation was significantly associated with anticipated stigma (y> = 13.173, p = 0.023),
with unemployed and student participants showing higher levels of high anticipated stigma.
Family relationship demonstrated a significant association (¥* = 9.652, p = 0.037). Poor
family relationships were related to higher anticipated stigma. Family income was
significantly associated with anticipated stigma (y*>=12.167, p = 0.002). Lower income
categories showed higher levels of stigma. Drug duration was also significantly
associated (y*> = 9.268, p = 0.003), with longer duration linked to higher anticipated
stigma. Level of support had a strong significant association (y*> = 18.068, p = 0.001).
Participants with limited or no support reported higher anticipated stigma. Drug impact
on health showed a highly significant association (¥* = 26.963, p = 0.001), indicating
greater anticipated stigma among those experiencing health consequences. Willingness
to quit drugs was significantly associated with anticipated stigma (y* = 10.422, p =
0.001), with higher stigma among those not willing to quit. Overall, anticipated stigma
was significantly influenced by occupation, family relationship, income, drug duration,

level of support, health impact, and willingness to quit.



Table: 4.11

Association Between Socio-Demographic Variables and Internalized Stigma
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Internalized Stigma

Fisher's Exact

Variables Low stigma High stigma Test P value
%(n) Yo(n)
Good 47.3(78) 33.3(5)
Very Good 23.6(39) 26.7(4)
Family Relationship Moderate 20(33) 6.7(1) 9.32 0.037
Poor 8.5(14) 26.7(4)
Very Poor 0.6(1) 6.7(1)
. 1-5 Years 55.2(91) 20(3)
Drug duration Years 6-45 Years 44.8(74) 30(12) 6.809 0.009
. Yes 93.3(154) 60(9)
Drug impact on health No 6.7(11) 40(6) 17.864 0.001
. Yes 94.5(156) 60(9)
Want to quit Drug No 5.509) 40(6) 21.481 0.001

Table 4.11 presents the relationship between selected factors and internalized stigma. All reported associations were statistically significant

(p < 0.05). Family relationship was significantly associated with internalized stigma (y2 = 9.32, p = 0.037). Participants with poor or very

poor family relationships showed higher levels of internalized stigma. Drug duration was significantly related to internalized stigma (y? =

6.809, p = 0.009), with longer duration associated with higher stigma levels. Drug impact on health showed a strong significant association

(¢ = 17.864, p = 0.001).
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Individuals reporting health impacts experienced higher internalized stigma.
Willingness to quit drugs was also significantly associated (y*> = 21.481, p = 0.001).
Higher internalized stigma was observed among those unwilling to quit drugs. In
summary, internalized stigma was significantly associated with family relationship

quality, duration of drug use, perceived health impact, and willingness to quit dru



48

CHAPTER V: DISCUSSION

The study aimed to assess the level of social support systems individuals with substance
abuse in Bangladesh. The majority of participants were young adults, predominantly
male, unemployed, and had secondary-level education. These findings are consistent
with previous studies in Bangladesh, which reported that substance use is more
common among young males in their productive age and is often associated with
unemployment and socio-economic instability (M. D. Hossain et al., 2014,Alam et al.,
2020). This demographic pattern reflects the broader public health concern regarding
youth involvement in substance abuse in Bangladesh.

The present study found that more than half of the respondents had a moderate
level of perceived social support. Among the three domains of MSPSS, family support
was higher than support from friends and significant others. This result aligns with the
socio-cultural context of Bangladesh, where family plays a central role in caregiving
and decision-making. Previous studies also emphasized that family involvement
significantly influences treatment adherence and recovery among individuals with
substance use disorders(Alam et al., 2020).However, despite relatively higher family
support, the overall moderate level suggests that many participants still experience
limited emotional and social backing during rehabilitation.

Regarding stigma, the study revealed that 52.2% of participants experienced
high anticipated stigma, and a considerable proportion reported enacted and
internalized stigma. These findings are similar to earlier research indicating that
individuals with substance use disorders frequently face discrimination, social
rejection, and self-stigmatization (Livingston et al., 2012)(Corrigan Patrick et al.,

2009). Stigma not only affects social relationships but also reduces self-esteem and
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discourages help-seeking behavior. In Bangladesh, where substance use is often viewed
as a moral failing rather than a health condition, stigma may be even more pronounced.

The current study also found significant associations between stigma and
occupation, income, family relationship, duration of drug use, perceived health impact,
and willingness to quit. Unemployed and low-income participants reported higher
levels of stigma, which is consistent with findings that socio-economic disadvantage
increases vulnerability to marginalization and discrimination (Room, 2005),(Luoma et
al., 2007) Furthermore, longer duration of drug use was associated with higher
internalized stigma, possibly due to repeated relapse, strained family dynamics, and
accumulated negative social labeling. Poor family relationships were also linked with
higher stigma levels, suggesting that family conflict may reinforce feelings of shame
and social exclusion.

The most important finding of this study was the inverse relationship between
perceived social support and stigma. Participants who reported lower social support
experienced higher anticipated and internalized stigma. This finding is supported by
previous research demonstrating that social support acts as a protective factor against
stigma and plays a critical role in recovery (Yang et al., 2017),(K. Tracy & Wallace,
2016). Social support may buffer the negative psychological effects of stigma, while
stigma may weaken existing support networks, creating a cycle that hinders recovery.

Overall, the findings highlight that psychosocial factor are strongly
interconnected in substance abuse rehabilitation. Strengthening family engagement,
enhancing peer and community support, and implementing stigma-reduction
interventions within rehabilitation services are essential steps to improve treatment
outcomes and psychosocial well-being among individuals with substance abuse in

Bangladesh.
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CHAPTER VI: CONCLUSION

6.1 Strength and Limitation

Strength

This study used well-established and validated instruments, such as the
Multidimensional Scale of Perceived Social Support (MSPSS) and the Substance
Use Stigma Mechanism Scale (SU-SMS), which ensures the reliability of the data
collected.

The study involved 180 participants, which is a significant sample size, increasing
the robustness and generalizability of the findings.

The design offered a valuable snapshot of social support's impact on substance
abuse at a specific point in time.

The researcher collected data through face-to-face interviews, which helped
improve the accuracy and quality of responses and reduced possible bias.

The study obtained ethical approval from the Institutional Review Board (IRB) of
BHPI, ensuring that all data collection followed ethical rules and participant rights
were protected.

The results of this study are supported by sever al international studies, which makes

the findings more reliable and comparable with global evidence.

Limitation

e This design limits the ability to establish causality between variables, such as social

support and substance abuse recovery.

The sample had a high gender imbalance, with 179 male participants and only 1
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female participant. This may affect the generalizability of the findings, particularly
in understanding gender-specific issues.
e Data were collected from a few settings, affecting the representativeness of the
findings for the broader population.
e The study used purposive sampling, which may limit generalization since
participants were chosen based on set criteria instead of random selection.
6.2 Practice Implication
Recommendations for Future Practice:
The results of the current study form the basis for several recommendations for future
practice. Family support is shown to be vital when people recover from substance abuse
so rehabilitation facilities should implement family-based interventions (e.g., family
therapy and psychoeducational materials) in order to help patients in their recovery.
Family communication skills can be developed to reduce family conflict and improve
long-term treatment outcomes. A majority of the respondents reported they had not
received any consistent form of counselling; therefore, increased access to
psychological counselling, occupational therapy treatment, and rehabilitative services
should be made available to individuals throughout the duration of their rehabilitation
treatment.

The respondents in this study indicated that stigma and lack of community
awareness/social understanding were barriers to receiving appropriate services;
therefore, community awareness and anti-stigma initiatives should be implemented in
order to create a more supportive environment for individuals with substance use
disorders. Since most participants had no job or source of income, vocational training

and income-generating services should be part of a rehabilitation programme, which
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will promote independence and decrease the likelihood of future relapse. Peer support
groups at rehabilitation facilities can be used to create emotional attachments among
recovering individuals which will foster long-term success in sobriety. Finally, early
preventative programs designed to target youth should be implemented, as many of our
participants reported that they began using substances because of peer pressure or
curiosity. Additionally, the role of occupational therapy in substance use continuation
should be expanded.

Recommendations for Future Research:

Longitudinal designs will be employed to continue to further explore and analyze the
effects of social support in the addition recovery process or in preventing relapse. Thus
far, this study has utilized a quantitative cross-sectional design, thus additional
qualitative research is needed to further understand individuals' personal experiences,
perceived stigma, or barriers to social supports. Since this sample consisted primarily
of men, research also needs to focus on substance use disorder within the female
population to determine how they may have been different than the male.

It is also suggested that comparative studies of rural and urban populations
would further aid in understanding the different types of social support systems based
upon their geographical location. Experimental or intervention-based research should
also be conducted to measure the effectiveness of family therapy, peer support
activities, or occupational therapy related to improving the ability to effectively recover.
Future research should include a larger, more diverse sample from various geographic
locations throughout Bangladesh to better generalize and achieve a more
comprehensive understanding of the social support systems available to individuals

with substance use disorders.



53

6.3 Conclusion

The purpose of this study was to assess the level and availability of social supports for
those affected by addiction as well as explore the barriers individuals experience when
accessing those supports in Bangladesh. The majority of participants in this study were
young, male, unemployed, unmarried, and from a rural background which demonstrates
their vulnerability from a sociodemographic perspective. The large majority of
participants who abused substances began using them in their teenage years as a result
of peer pressure and curiosity. The study results also show that substance abuse
negatively impacts health, social relationships, and economic stability.

The Multidimensional Scale of Perceived Social Support (MSPSS) results
indicate that family is still the primary source of support for people, but almost half of
the participants had poor relationships with their family. Many participants reported
some level of perceived supportive environment but there was limited access to
professional counseling services. The barriers to gaining adequate support were stigma,
financial dependence, unemployment and instability of family relationships.

Individuals who received regular counseling and who had better family
relationships displayed higher levels of perceived support. Therefore, the results of this
study highlight that social support is a critical factor in the recovery and rehabilitation
process for people suffering from substance abuse issues and that enhancing family
involvement will help to create an environment conducive to successful recovery for

individuals with substance use issues.
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Appendix C : Information Sheet (English Version and Bangla version)
BANGLADESH HEALTH PROFESSIONS INSTITUTE (BHPI)
Department of Occupational Therapy

CRP-Chapain, Savar, Dhaka 1343, Tel: 02 7745464-5. 7741404, Fax: 02-7745069

Participants Information sheet:

Research Title: "Level of Social Support System for Individuals with Substance
Abuse”

Researcher: Md. Ashraful Alam, Student of B.Sc in Occupational Therapy,
Bangladesh Health Professions Institute (BHPI), CRP- Savar. Dhaka 1343. The B.Sc
in Occupational Therapy program is affiliated to the University of Dhaka under the
Faculty of Medicine and approved by the Ministry of Health and Family Welfare,
Government of Bangladesh.

Supervisor: Md. Habibur Rahman, Assistant Professor and Course Coordinator, MSc.
in OT, Department of Occupational Therapy, Bangladesh Health Professions Institute
(BHPI), CRP-Savar.

Place of research: The study was conducted at NIMH, Pabna Mental Hospital, the

Central Drug Addiction Treatment Center, and in semi-urban and rural areas of Dhaka.
Part -1 Information sheet:

Introduction:

I am Md. Ashraful Alam , student of B.Sc in Occupational Therapy, Bangladesh Health
Professions Institute (BHPI), CRP- Savar, Dhaka-1343. The B.Sc in Occupational
Therapy program is affiliated to the University of Dhaka under the Faculty of Medicine

and approved by the Ministry of Health and Family Welfare, Government of



63

Bangladesh. To complete B.Sc in Occupational Therapy from BHPI, conducting a
research project is mandatory. This research project will be done under the supervision
of Md. Habibur Rahman, Assistant Professor and Course Coordinator, MSc in OT,
Department of Occupational Therapy, BHPI. The purpose of the research project is the
collection of data and how it will be related to the research and this will be presented to
you in detail through this participant paper. if you are willing to participate in this
research, in that case, a clear idea about the research topic will be easier for decision-
making. Of course, you do not have to make sure you participate now. Before taking
any decision, you can discuss it with your relatives, or guardians about this. On the
other hand, after reading the information sheet if you feel a problem understanding the
content or if you need to know more about something, you can freely ask.

Research Background and Objectives:

You are invited to participate in this research because, in Bangladesh, there is a lack of
studies on the level of social support systems for individuals with substance abuse. This
study aims to investigate the current state of social support systems and the factors
associated with it for individuals suffering from substance abuse in Bangladesh. Your
input will be valuable in understanding the existing social support structures and the
factors influencing them, and your voluntary participation will contribute to revealing
the key aspects of this population's support systems.

Let’s Know about the topic related to participation in this research work:

Before signing the consent form from you, the details of managing the research project
will be presented to you in detail through this participation note. If you want to
participate in this study, you will have to agree to participate in the study. If you ensure

participation, a copy of your consent will be given. After a representative of collection
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data till by the researcher will call you. At any given time taken from you by a question
paper information will be collected. Your participation in this research project is
optional. If you do not agree then you do not have to participate. Despite your consent,
you can withdraw your participation at any time without giving any explanation to the
researcher,

The Benefits and Risks of Participation:

You will not get any benefit directly to participate in this research project. Participation
in this study can lead to many difficulties in your daily work. However, we are hopeful
that the benefits direct from the results of this research will remove the disadvantages.
Don ‘t worry about your identity, it‘s request.

Patient ‘s name, address will not be included in the data analysis software to reduce the
risk of uncover identity.

Confidentialities of Information:

By signing this agreement, you are allowing the research staff to study this research
project to collect and use your resources. Any information gathered for this research
project, which can identify you, will be confidential. The information collected about
you will be able to access this information directly. Symbolic ways identified data will
be used for the next data analysis. Information sheets will be kept in a locker drawer.
The Electronics versions of the data analysis will be collected in BHPI ‘s Occupational
Therapy department and on the research‘s laptop. It is expected that the results of this
research project will be published and presented in different forums. In any publication
and presentation, the information will be provided in such a way that you cannot be
identified in any way without your consent. Data will be initially collected over phone.

Information about Promotional Result:
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The result of this study will be published in various social media, websites, conference,

discussion, and reviewed journals.

Participant’s Fees:

There is no stimulus and remuneration for participation in this study.

Source of Funding to Manage Research:

The cost of this research was funded entirely by the researcher. The study was
conducted on a small scale, and no external funding was received.

Information about Withdrawal from Participation:

Despite your consent, you can withdraw your participation within one week after
giving information without giving any explanation to the researcher. If the information
can be used after the cancellation, its permission will be mentioned in the participant‘s
withdrawal letter (application only volunteer withdrawal).

Contact Address with the Researcher:

If you have any questions about the research, you can ask me now or latter. If you wish
to ask a question later, you may contact any of the following: Md. Ashraful Alam ,
Student of B.Sc. in Occupational Therapy, Department of Occupational Therapy, BHPI,
CRP, Savar, Dhaka

Cell N0:01974611789

Gmail: muhammadaalam11110@gmail.com

Complaints:

If there is any complaint regarding the conduct of this research project, contact with
the Association of Ethics (77454645). This proposal has been reviewed by the

institutional Reviewed Board (IRB), Bangladesh Health Professions Institute (BHPI),
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CRP, Savar, Dhaka-1343, Bangladesh, which is a committee whose task it is to make
sure that research participants are protected from harm. If you wish to find about more
about the IRB, contact Bangladesh Health Professions Institute (BHPI), CRP, Savar,

Dhaka-1343, Bangladesh.
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Information Sheet (Bengali Version)
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Appendix D: Consent Form (English and Bangla version)

Consent form
(Please read out to the participant)

I am Md. Ashraful Alam Rahman, Student of B.Sc of Science in Occupational Therapy,
Department of Occupational Therapy, Bangladesh Health Professions Institute (BHPI),
CRP-Savar, Dhakal343. To fulfill the requirement of a B.Sc. in Occupational therapy
degree I have to do a research project. My research title is ‘‘Level of Social Support
System for Individuals with Substance Abuse™. The purpose of the study is to find-out
the sociodemographic characteristics of participant, to find-out level of social support
system of the participant, to find-out the factor associated with social support system.
Data will be gathered over the phone call. This will take approximately 15-20 minutes.
I am committed that the study will not harmful or risky for you. There is no payment
for taking part in the study. All information provided by you will be treated as
confidential and in the event of any report or publication, it will be ensured that the
source of information remains confidential. Your participation in this study is voluntary
and you may withdraw yourself at any time during this study without any negative
consequences. You also have the right not to answer a particular question that you don‘t
like or do not want during the interview.

So, may | have your consent to proceed with the interview?
YES NO
Signature & Date of Participant
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Consent Form (Bengali Version)
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Appendix E : Withdrawal Form (English and Bangla version)

Participant’s Withdrawal Form

(Applicable only for voluntary withdrawal)

Participant’s Name:

Reason for withdrawal:



Withdrawal Form (Bengali Version)
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Appendix F: Questionnaire (English and Bangla version)

Questionnaire (English version)

76

Mo

Questions

Comments

What i yoiusr gender?

Bdale
Female

How old are you?

S (1

What is vour religion?

Islam
Hindis
Cluristian
Buddhist
Oihers:

O

What i your educational gqualification?

Iliterare

Primary education

Secondary education

Higher Secondary education
Graduation! ahove graduation

R

What s your current oocupation?

Unemployed
Employes
Siuident
Businessman
Diay labores
Retired
House wife
Cithers:

N

Wheat i vour marital siatus?

Single
Married
Diivoreed
Widowed

Where do you live?

Rirral area
Urhan anea
Sermi-wrhan area

Wihat type of family do wou live in?

etended family
Muclear family
Single-pareat family

What i vour family's monthly income? (Approximate],

Taka.

1.

Hevw bimich do vou earn per month?

... Jaka.

Whe do you currently live with?

Buoth parents
Mother

Fatlei

Spousefown Family
Relatives

Friends

Live alone

O

Are your parenis still alive 7 { IF the answer o question 11 is
1, then dont ask quesiion 12,)

Both alive
Father died
Muther died

What is your relationship like with your family 7

Good
Wery good
Avarage
Bad

Wery bad

N e L R B
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14,

At what age did vou first start using drugs?

eevmreaneneecre YEAPS [ARE)

1a.

For how loag have vou used drugs?

SRR |1 141 Ty 1

16

Dioes anyone else in your Famnily use or ever used diugs?

No
e (17 yes, whin ooovovoneen)

1.

What was the main reason you started using drugs?

Peer pressure
Cuarirsity

Family problems
Unemployment
Relationship failure
Family Disharmoiy
Failuge in love

Other (please spacify):

e LAy [ —

18,

[n what ways do you manage money to buy drigs?

Self

Family

Friends

llegal activities (e.g., thefi, robbery)
Other (please specify): .

14.

How rich momey did you spend on drigs each month ?

&,

What type of drugs do vou use? (Select all that apphy)

Alcohal
Plensadyl
Ganja
Yaha
Heroin

Prescription drugs (e.g., Alprazolam,

painkilless)
Tabacco

Cither [please spacify): ...

RN S G P

e —a o

el

[ what way did vou use drigs?

Oral(pills/tablets)
Ingestion
Inhalation
Mutiple

= LAy e —

22

[n what ways did you pet drugs?

Dhrectly

Friends

Diealers'agents

Dielivery

(thers (please specify:................)

e LA e —

2a.

Whe did vou usually take drgs ?

Alone

Friends

Other drugs users

Other (please specify............)

e LAl e —
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24. | Did amyone support you in avoiding'overcoming drug use? | Famly |
Friends 2

Teaches 3

Health professionals 1

25, | How suppartive are your family, friends, and society Wery supporive l
regarding your drug problem? Suppartive 2
Neutral 3

MoK suppirtive 1

Not suppartive at all §

26, | Have you ever (aken part in any counseling o therapy Yis l
sesainns redated to drug use? No 2

21, | I yes, how often do you sttend counseling or theragy Once per wiek l
sessinns? (e every two weeks 2

Once every monih 3

somerimes 1

28, | Do you think vour drug addiction affected your overall Yis l
health? No 2
20, | Do you want to completely recover from drug addiclion? | Yes l
No 2
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Substance Use Stigma Mechanism Scale (SU-SMS)

Co=developed by: Laramie B, Smith, Ph.D). and Valerie A, Earnshay, Ph1D.

Intended use: The SU-5M5 was developed for use in a diverse range of substance using populations. It
can be adapted For persons affected by aloohol use amd'or drug vse disorders accordingly, The 515835
iy be administered to substance-using populations mone broadly, including those who are put-of-
freatment, nonsireatmend seeking, treatment-seeking, and instreatment for substance use disorders.

Scorimg: All responses are given on a S-poind Likert-type scale, with higher scores indicating greater
endorsement of subsiance use stigma. Enacted (6 ibems), Anticipated (6 items]), and Imlemalized (6 ilems)
scales can be created by taking the average of the item responses given for cach stigma mechanism
respectively. Shgma source subsscales con be created for Enacted amd Anticipated stigma by faking the
average responses given for the healthcare worker (3 ems) and family members (3 flems) ilem responses
respeciively.

Citation: S3mith LB, Earmshaw VA, Copenhaver MM, Curmingham C. Subsiance use stigma: Reliability
and validity of a theory-based scale for substance-using papulations. Dnag Alcobol Depend. In press

Instructions: The following questions ask about your aleshel and‘er drog wse history, this inclodes any
past ar current experiences using alcohal and'or drugs. Please think about each question and circle your
answer. The first group of guesiions asks about how peeple have treated you in the past because of
aleohol andor dmyg use history. The second group of questions asks about how peaple will freat yow in
the fatare because of your aloohol andior drog wse hislory.

ENACTED STIGEMA (header can be omitted in survey]
How oflen have people treated you this way in the past hecause of your aloohel and/or drneg use history?
Please circle your response.

Mot Somewhat Yery
Never oflen afben e {iten
L Family members have thought that [ canne be | 1 1 1 5
frusted.
2. | Family members have lopked down on me. | 2 L 1 5
3. | Family members have reated me diffenently. | 2 L 1 5
" Healthcare workers have nod liskened o my I 1 1 1 c
COMCETS.
Healthcare workers have thought that 'm pill
5. | shopping, or brying 1o con them inlo giving me | 2 L 1 5
prescripdion medications to get high or sell.
fi. | Healthcare workers have given me poor care. | 2 L | ]




ANTICIPATED STIGMA (header can be omitted in survey)

How likely 15 ot that people will treat you in the following ways in the future because of vour alcohol

and'or drug use history?

Vers Neither Very
' . II-'\. 1]
| Unlikely | unlikely nor | Likely '
unlikely likely
’ likely :
| Family members will think that 1 cannot be I , q 4 :
| trusted. ) )
2.| Famuly members will look down on me. 1 2 3 4 5
3. | Famuly members will treat me differently. 1 2 3 4 5
Healthcare warkers will not listen to my . -
4 ' 1 2 1 4 5
concerns.
Healtheare waorkers will think that ['m pill
: shopping, o trying to con them into giving I . 1 4 z
*| me preseription medications to get high or } '
sell.
6. | Healtheare workers will give me poor care. 1 2 3 4 5
INTERNALIZED STIGMA (header can be omitted in survey)
How do you feel about your alcohol and/or drug use history”
. Neither ,
Strongly | . . Strongly
.= Disagree | disagres | Agree
disagree : - ' agree
i 10T agres ;
Having used alcohol andior drugs .
l. S : - 2 1 4 5
makes me feel like I'm a bad person.
;| HMeel 'mnot as good as others , . 4 .
7| becavse | used aleohol andior drugs. } ’
. | 1eel ashamed of having used alcohol . . 4 <
A, & . J
andor drugs.
4 I'think less of myselt because [ used , . 4 .
| aleohol and'or drugs. ) )
: Having used alcohol and'or drugs , . 4 .
" makes me feel unclean. ) ]
i Having used alcohol and'or drugs 15 , . 4 .
X i | & . J
disgusting to me.

80
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To what extent do you agree with

| AR RE

the following? Bs gm §:,~ Ei‘ ‘7| zE E"E

Please fill fn the appropriate circle. E _E“ g ‘ E -;E 7
¥ 2 |3 E

é -

=

1. There is a special person who s around | 01 |02 |03 |04 |05 |06 |07

when [ am in need.

£ There is a special person with whom I\ 01 (O2 (O3 |04 (05 |06 |O7

can share joys and sorrows.

3.My family really tries to help me. O |02 | O3 |4 05 |06 |0O7

4.1 get the emotional help & supportIneed | O1 |02 |03 (04 |05 (06 |O7

from my family.

51 have a special person who s a real |01 (O2 (03 |04 (05 |06 |07

source of comfort to me.

b.My friends really try to help me. 01 |0z (O3 |04+ (O5 |Os (O7

T.1can count on my friends when things |01 (02 (03 |04 (05 |06 |07

20 Wrong.

8.1 can talk about my problems with my |01 (O2 (O3 |04 (05 |06 |O7

family.

9. Thave friends withwhom Leansharemy |01 |02 |03 (04 |05 (06 |O7

joys and sorrows,

10.There is a special personinmy lifewho |01 |02 |03 |04 |05 |06 |0O7

cares about my feelings.

11LMy family is willing to help me make | 01 |02 |03 |04 |05 |06 |07

decisions.

12.1 can talk about my problems withmy |01 (O2 |03 |04 |05 |06 |0O7

friends.




Questionnaire (Bengali Version)
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Multidimensional Scale of Perceived Social Support (MSPSS)-Bangla Versior
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Appendix G: Author Permission Letter

M

Request for Permission to Use the Bengali Version of the MSPSS Scale

| message

MUHAMMAD ASHRAF <muhammadaalam11110@gmail.com:= Tue, Jul 22, 2025 at 11:56 PM
To: mnipsy(@cu.ac.bd

oear Md. Nurul Islam si;

Assalamu Alaikum.

| hope this message finds you well. My name is Md. Ashraful Alam, and | am currently a 4th-year student in the Bachelor of Science
in Occupational Therapy program at Bangladesh Health Professions Institute (BHPI), which is the academic institute of the Centre
for the Rehabilitation of the Paralysed (CRP) in Savar.

| am conducting a research project as part of my academic requirements, focusing on the “Level of Social Support System for
Individuals with Substance Abuse”. | am serving as the principal investigator for this study, with Md. Habibur Rahman, Assistant
Professor and Course Coordinator, MSc. in OT, Department of Occupational Therapy, BHPI, serving as my thesis supervisor.

| recently came across your published research, where you used the Bengali version of the M3PSS scale in your study with patients
inthe Bangladeshi context. | would be truly grateful if you could kindly grant me permission to use the same validated Bengali
version of the MSP3S scale that was employed in your research.

Your work in this field has been highly inspiring to students like me, and | believe that using a tool developed and validated by you
would greatly enhance the quality and relevance of my research. If you kindly approve, | would be very appreciative if you could
share the Bengali version of the scale with me. Please rest assured that the scale will be used strictly for academic and research
purposes only, with proper confidentiality maintained at all times.

Thank you very much for your time and consideration. | eagerly look farward to your positive response.
Sincerely,

Md. Ashraful Alam

B.Sc. in Occupational Therapy (4th Year)

Bangladesh Health Professions Institute (BHPI)

Centre for the Rehabilitation of the Paralysed (CRF), Savar, Dhaka
Email: muhammadaalam11110@gmail com

Phone: 01974611789
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Appendix H : Supervisor Contact Schedule

Bongladesh oot Prfsos e

Departmentof Occupatona Therapy

"Your B, iy Occupational herapy
OT 401 Research Project

Thess Supervior:Sudent Contact et fce o letronie g guidance record

Tie of e Levl of S Supor ysem o il vi S s A Cros-Seuondl Sy

Name of stden; Md At Ala
Name nd esignaton o hegiy Supervisor: Md. HabiburRahman,AssistamProfessor&CourscCoordinator, MSeinOT.
E Date | Plue Topiolicwsion | Duin | Commensf sudent | Studnrs | Thei
go (Vinutes st | supenisor
.gz Hour) signaure
:
<
L 50505 | BHPL | Tl Aim, Objetive, Seale | | hour Gota clear concep
Offce W @
Bulding

L T00825 | BHPL | Proposel resntain uidelne | | hour ot clarconept

Offce W

Building |
3L 010628 | BHPL | Popoal PrsnaionFsdhck | howr | Gotaclarconeg A‘M
Offie

Building

&R




4 (00625 | BHM | Diusonshotsamplesie, | b | e icusio N,.j W
Bulding | datacollcton method ,

5 (070625 | BHM Disussionaboutsoeio- | 2hours | Efetvediscussion A”M @:f
Building | demographic questonmaire ‘ 7

0 |(80625 | BHPI | Foedbckonocodemogrptc | Dhows | Effetve dicussion ﬂ‘M @/
Building Questionnair .

7 { 110625 | Reddavay | Foodhackon Bnghrnsltonof | 1 hour | - Efivediscussion M\M} @(r/
Hall the questionnare ,

B 140635 | BHPL | Gudeneonliemureroviw | Ihow | - Golaclarids &M @/
Bulding 7

9 | 200625 | BHP | Feobackon iteawereview | Zhows | Gotaclearidea 1\ ()
Offce o @/
Building

10 | 060825 | BHPL | Guidelineondatacollectn | Dhows |  Gotaclearidea [
Office M" @
Building

[l | 190825 | BHPL | Discussionaboutdatacollecion | Dhours | Effecivediscusion M @,/
Offce shafus
Building /

2| 300825 | BHPI | Discussionaboutdataentryand | Jhows |  Gotaclaridea W @y\r/
Classroom ata analysis /

31010925 | BHPI | Veriblessetanddatmentry | Shows |  Gotaclaride \W
Clsstoom guideline b M @/

4| 101125 | BHPI Data niryon SPSS Shows | Gotaclaridea W} )
Classtoom A& A @/

15 | 111125 | BHM Descripive analysi Ahours | Gota clear coneept W W
Classroom @/

89



16 | 121125 | BHPL | Feedback on descriptveanalysis | 4hours | Gotaclear concept M’J @v"
Classroom and result writing A v

17 | 131125 | BHPI | Discussion on inferential tatiscs | 4 hours | Effective discussion M\M" @y’
Clsstoo L

8 | 161125 | BHPl | Discussionand feechackon | 3hours | Gotaclear concept \,J @,z
Classroom overall result writing b | /

9 (30125 | BHPI |  Feedbackonl®dmh | 3hous | Gotaclarconcep A‘M @
Building

i

Note:

1. Appointment number will cover atleat a totalof 40 hours, applicabl only for face t face ontact with the supervisos

2, Students willrequire submitting this completed ecord uring submission your final thesis.
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