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Abstract
Background  Substance use disorder is a growing problem worldwide, and the stigma associated with it remains 
a significant barrier to treatment and recovery. This study aimed to assess the perceived stigma among individuals 
with substance use disorders and its correlation with their socio-demographic characteristics and clinical history 
Parameters.

Methods  A cross-sectional study was conducted among 552 patients with substance use disorders admitted to 
the outpatient clinics of Mansoura University Hospital, Addiction Treatment Unit of the Psychiatry Department, and 
Port Said Mental Hospital, Addiction Department. Participants completed a self-administered questionnaire, which 
included demographic information, clinical history parameters, and the Perceived Stigma of Substance Abuse Scale 
(PSAS).

Results  The study found that almost half of the participants were aged 29 or younger, married, and had a median 
stigma score of 20. The vast majority of participants were male, had no previous legal problems, and had a median 
stigma score of 19. The most common type of substance used was opioids, and more than half of the participants 
were still using drugs. The highest mean stigma scores were for the items “Most people think less of a person who has 
been in treatment for substance use” and “Most employers will pass over the application of someone who has been 
treated for substance use in favor of another applicant.“ The perceived stigma score was significantly correlated with 
the severity of use but not with age or duration of use.

Conclusion  Our study investigates self-stigma in substance use disorder (SUD), revealing its variance across 
demographics and clinical groups. We found that self-stigma correlates with use severity and possibly decreases with 
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Background
The world is currently facing a growing issue of substance 
use disorder, which has become a significant public 
health concern [1]. Substance use disorder is a complex 
disease that affects individuals, families, and society as a 
whole. It is characterized by repeated use of substances 
such as alcohol, tobacco, and other drugs, despite the 
harmful consequences that can result from such use [2, 
3].

Individuals with substance use disorder face various 
challenges, including the chronic and complicated course 
of the disease, which can have significant social and eco-
nomic impacts, even after recovery [4]. One of the signif-
icant challenges is stigma, especially self-stigma, which 
can be an additional burden on the recovery process of 
patients with substance use disorder [5]. Stigma can lead 
to delays in seeking treatment, diminished self-worth and 
self-efficacy, and lower quality of life. The fear of com-
munity stigma can also hinder individuals from seeking 
treatment [5].

Individuals with substance use disorders often expe-
rience different forms of stigma. According to Corri-
gan and colleagues [6], three categories of stigma have 
been identified within this population: [1] public stigma, 
which refers to prejudice and discrimination from the 
general population that negatively affects an individual; 
[2] self-stigma, which is the harm that occurs when a 
person internalizes this prejudice; and [3] structural 
stigma, which encompasses the policies of private and 
governmental institutions that intentionally restrict the 
opportunities available to individuals with mental illness. 
Structural stigma can also refer to the unintended conse-
quences of policies adopted by major institutions, which 
inadvertently hinder the options of people with mental 
illness [6].

Self-stigma, or the internalization of social invalidation, 
is an integral component in the context of substance use 
disorder [7]. It manifests through self-criticism and feel-
ings of shame, which can further foster the perception of 
being flawed, disrespected, and rejected. The resultant 
shame acts as a barrier to social engagement, leading to 
interpersonal dissociation and hindering problem-solv-
ing abilities in interpersonal situations [8].

One salient mechanism underpinning this stigma is 
psychological inflexibility. This pertains to an individual’s 
inability to fully acknowledge their present experiences 
and engage in behaviors that align with their chosen 
values [9]. This psychological dynamic can manifest as 

self-stigma, obstructing individuals from living a life con-
gruent with their values. For instance, the fear of mistrust 
due to their disease history can deter individuals from 
seeking treatment or engaging in intimate relationships 
[8].

Furthermore, this internalized stigma acts as a sig-
nificant obstacle to recovery. It can dissuade individuals 
from actively participating in recovery communities, thus 
impeding their pathway toward healing and reintegration 
into society [10].

Although the evidence that self-stigma hinders treat-
ment seeking and affects outcomes for patients with 
substance use disorder is well established, there are no 
systematic reviews assessing the actual prevalence of 
its impact. Previous studies in the field of psychologi-
cal stigma have illustrated different perspectives on the 
impact of stigma. For example, patients with substance 
use disorders are often accused of being responsible for 
their condition and its consequences, leading to more 
negative emotions and making them more susceptible to 
social discrimination [11].

Recovery from substance use disorder is a sustained 
process that includes all family members, rather than 
just the patient [12]. Recovery from the damage caused 
by the disease and the consequence of its stigma requires 
believing that recovery is a continuing process of achiev-
ing values and fighting psychological and social factors of 
relapse [13].

The importance of the motivational process and 
its impact on the treatment of substance use disor-
der patients are significant, as it requires patients to be 
actively engaged in cognitive and emotional techniques 
to progress through the initial phases and to proceed and 
sustain the change. There are concerns about how the 
process of consistent behavioral change involves resolv-
ing the inner feeling of self-shame that may emerge at 
any stage in the recovery process [14]. Thus, continuous 
evaluation of perceived stigma is important at every stage 
of the recovery process [15].

Therefore, the objective is to measure the level of 
stigma among substance use disorder patients using the 
validated Arabic version of the Perceived Stigma of Sub-
stance Abuse Scale (PSAS) and identify the factors that 
are associated with higher levels of perceived stigma 
among this population, which will help in understand-
ing the underlying causes and inform the development of 
more effective interventions.

abstinence. Notably, societal bias contributes significantly to self-stigma, necessitating societal interventions. The 
impact of self-stigma on patient well-being highlights the need for personalized treatments and stigma reduction 
strategies.

Keywords  Substance use, Perceived stigma, Clinical history parameters, Treatment access, Education, Awareness
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Methods
Study design, setting, and study period
A descriptive, cross-sectional study with an analytic com-
ponent was conducted from December 2020 to Decem-
ber 2022. This research was carried out in the outpatient 
clinics of the Addiction Treatment Unit of the Psychiatry 
Department at Mansoura University Hospital, as well as 
the Addiction Department at Port Said Mental Hospital.

Inclusion and exclusion criteria
This study included individuals who are 18 years of age 
or older, from both genders. The participants needed to 
have a history of regular substance use for a minimum of 
one year and meet the diagnostic criteria for substance 
use disorder according to the Structured Clinical Inter-
view for DSM-IV Axis I Disorders (SCID-I) [16].

Urine samples were collected from participants at the 
time of recruitment for a urine drug screen test using 
Abon Biopharm Multi-Drug Screen kits. The screen tar-
geted substances such as opioids, tramadol, cannabis, 
amphetamines, and benzodiazepines. This test aimed 
to verify the continued use in participants and confirm 
abstinence in those undergoing rehabilitation. This was 
to ensure that even individuals who were abstinent at the 
time of recruitment but had a history of substance use 
could be included.

We made a deliberate effort to include participants 
from various stages of their treatment journey, from 
those in the detoxification stage to others in the reha-
bilitation stage. As for the exclusion criteria, participants 
diagnosed with any other Axis I Disorders (accord-
ing to SCID-I) beyond substance use disorder were not 
included in this study. Moreover, patients who were 
unwilling or unable to fully participate in the study or 
share the necessary information were also excluded.

These criteria were designed to ensure a diverse par-
ticipant pool that had a history of substance use. This 
approach aimed to capture the changing perceptions 
around stigma associated with substance use at different 
stages of treatment, thereby providing a comprehensive 
understanding of the transformation occurring during 
the recovery process.

Sample size
The sample size was calculated using Medcalc 15.8. The 
primary outcome of interest was the mean stigma score. 
A pilot study on 30 subjects revealed that the mean 
stigma score (SD) is 20.3 (5.1), with an alpha error of 5%, 
study power of 90%, and 5% precision, then the mini-
mum required sample size is 265. This was multiplied 
by a design effect of 2, then the final minimum required 
sample size was 530. We recruited 552.

Sampling method
Consecutive sampling was used to recruit patients from 
the attendants of the hospitals mentioned above. Before 
this, a jury and pilot study were conducted to assess the 
reliability of the translated tool and to evaluate its con-
tent validity and internal consistency. Patients of the pilot 
study were not included in the full-scale study.

Study tools
The current study employed a self-administered ques-
tionnaire as a tool for data collection on various socio-
demographic and clinical variables. Socio-demographic 
variables included age, sex, residence, education, occu-
pation, and marital status. Clinical variables consisted 
of the type of substance the patient was dependent on, 
the duration of substance use disorder, how frequently 
the patient was taking the substance, the patient’s cur-
rent state of dependence or abstinence, the number of 
attempts made by the patient to be abstinent, previous 
admission to an addiction unit, the longest period of 
abstinence, attempts to be abstinent outside the addic-
tion unit, legal problems, psychiatric symptoms, and any 
other medical diseases.

The diagnosis of substance use disorder criteria and 
exclusion of other Axis I disorders were based on the 
gold standard Structured Clinical Interview for DSM-IV 
Axis I Disorders (SCID-I), a psychiatric disorder diag-
nosis tool preferred by most psychiatrists in Egypt [15, 
17]. Participants also completed the Severity of Depen-
dence Scale (SDS), a brief and user-friendly tool that 
assesses the level of dependence experienced by individu-
als using different types of drugs. The SDS includes five 
items, each focusing on a specific psychological aspect of 
dependence, such as preoccupation and anxiety related 
to drug use [18–20].

To measure perceived stigma in substance-use disorder 
patients, the Perceived Stigma of Substance Abuse Scale 
(PSAS) was utilized. The PSAS is an eight-item scale with 
good face and construct validity and adequate levels of 
internal consistency [21].

The scale was originally developed in English by 
Luoma et al. [21], and assesses perceived stigma along a 
4-point Likert-type scale ranging from strongly disagree 
to strongly agree. The scale provides a single total score, 
with higher scores indicating greater perceived stigma. 
Reversed scored items include 1, 2, 3, 4, 6, and 8 [21].

Translation and validation of PSAS
The process of translation and cultural adaptation of the 
Perceived Stigma of Substance Abuse Scale (PSAS) fol-
lowed international guidelines for cross-cultural adapta-
tion of health questionnaires [22].

This involved a step-by-step approach, which included 
forward translation, synthesis of the translated versions, 
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back translation, an expert committee, and a test of the 
pre-final version. The conceptual framework of the scale 
was established by obtaining the opinions of a jury of 10 

experts in psychiatry, comprising three professors, two 
assistant professors, four consultants, and one assistant 
lecturer.

The Arabic version of the PSAS scale was then evalu-
ated for clarity and relevance of content, with the content 
validity index (CVI) calculated at the item level (I-CVI) 
and expert level (E-CVI) [23]. The I-CVI ranged from 
0.95 to 1 for clarity and from 0.91 to 1 for relevance, while 
the E-CVI ranged from 0.83 to 1 for both clarity and rel-
evance, details are shown in Table 1. Furthermore, from 
the pilot study, internal consistency was examined using 
Cronbach’s α reliability coefficient, which was calculated 
to be 0.77, indicating moderate to good reliability. An 
overview of the entire study process is shown in Fig. 1.

Statistical analysis
Data were analyzed using the Statistical Package for 
Social Science Program (SPSS 25 for Windows). Cate-
gorical variables were presented as numbers and percent-
ages. Numerical variables were presented as mean (SD) 
as well as median (inter-quartile range). Mann-Whitney 
and Kruskal-Wallis tests were used for comparison of 

Table 1  Content validity indices of the Arabic version of 
perceived stigma of substance abuse assessment scale (PSAS)
Item I-CVI for 

relevance
I-CVI for 
clarity

Expert E-CVI for 
relevance

E-CVI for 
clearance

1 1 1 1 1 1

2 1 1 2 1 1

3 1 0.91 3 1 1

4 0.96 1 4 1 1

5 0.92 0.96 5 0.83 0.83

6 0.96 0.96 6 0.96 0.96

7 1 1 7 1 1

8 1 0.92 8 1 1

9 0.83 0.83

10 1 1

 S-CVI/
Ave

0.96 0.96

 S-CVI/UA 0.87 0.87
IQR=Interquartile range (Q3-Q1). A & B significant difference between the 
corresponding groups by post-hoc analysis. * Kruskal-Wallis test

Fig. 1  From Translation to Application: A Visual Guide to Methodology for Assessing Stigma among Substance abusers
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the stigma score between categories, as appropriate. The 
Spearman correlation coefficient was used to measure 
the correlation between numerical variables. P ≤ 0.05 was 
considered statistically significant.

Results
Participant’s demographic characteristics and clinical 
history Parameters, variations of total stigma score 
according to these parameters
Of the 552 participants included in this study, almost 
half of them were at the age of 29 or younger and mar-
ried with median stigma scores of 20, and 19 (IQR = 5, 6), 
respectively. The age of the study sample ranged from 18 
to 61 years with a mean of 29.9 (± 8). The vast majority of 
the participants were males, with no previous legal prob-
lems with a percent of 88.5%, 82.4%, and a median stigma 
score of 19 (IQR = 6). Nearly one-third of the participants 
were at an educational level of less than secondary school 
and tried to be abstinent three times or more with a 
median stigma score of 19 (IQR = 5, 5.5), respectively.

Regarding the participants, a relatively large proportion 
of the participants are still users of drugs with a percent-
age of 57, and a median stigma score of 20 (IQR = 6). Only 
a small portion of the participants had psychiatric symp-
toms (25%) with a median stigma score of 19 (IQR = 5). 
There was a significant difference regarding the Hospi-
tal, sex, education, occupation, residence, if he was still 
actively dependent, number of trials to be abstinent, trial 
to be abstinent outside the addiction unit, period of the 
longest time to be abstinent, legal problems, and sever-
ity of dependence in terms of the stigma score. More 
details regarding the characteristics of the participants 
are shown in Table 2.

Study results demonstrated a significant difference 
between specific groups. The self-stigma levels were sig-
nificantly higher among opiate-dependent patients com-
pared to those with cannabinoid dependency. However, 
there were no significant differences in self-stigma levels 
between patients with opiate and alcohol dependencies, 
nor between patients with alcohol, polysubstance, and 
cannabinoid dependencies.

Perceived stigma of substance abuse scale
“Most people think less of a person who has been in 
treatment for substance use” and “Most employers will 
pass over the application of someone who has been 
treated for substance use in favor of another applicant” 
were the items with the highest mean score of stigma. 
More details of all other items of the scale are shown in 
Table 3.

Correlation between perceived stigma and some 
participants’ characteristics
The correlation analysis demonstrated a significant mod-
erate positive correlation between the perceived stigma 
score and the severity of the dependence (r = 0.69) while 
showing a weak negative correlation with the period of 
suspension (r= -0.12). There was no significant correla-
tion regarding age, the number of trials to be abstinent, 
and the duration of dependence as shown in Table 4.

Discussion
Addiction is a medical condition that is unfortunately 
stigmatized, causing individuals to avoid seeking treat-
ment. Despite increasing worldwide attention, the 
addiction-related stigma persists [24]. Such stigma has 
significant negative effects on individuals suffering from 
substance use disorders. In the context of addiction treat-
ment, the stigma surrounding drug dependence is a sig-
nificant obstacle. Stigma, whether experienced externally 
or internalized, can impede a person’s decision to pursue 
and sustain treatment programs [25, 26].

Stigma is divided into three categories: public stigma, 
self-stigma, and structural stigma [27]. Public stigma 
refers to the prejudice and discrimination experienced by 
individuals from the general population, which negatively 
impacts their lives. Self-stigma occurs when individu-
als internalize the stigma and discrimination directed 
toward them, causing harm to their mental health and 
self-esteem [7]. Structural stigma is exhibited through 
the policies of private and governmental institutions 
that intentionally limit the opportunities and resources 
available to individuals with addiction. Although these 
policies are intended to organize and protect society, they 
may unintentionally restrict the opportunities of individ-
uals with addiction [27].

Our study included a sample of patients who were 
currently using drugs, as well as those who were at vari-
ous stages of recovery. The overall mean stigma score 
was found to be 19.2, with a median of 19. These find-
ings were similar to those of a previous Italian study that 
examined perceived stigma related to drug use among 
students and healthcare workers in Italy and Belgium. 
The study utilized the PSAS questionnaire and found that 
the mean perceived stigma score was 23.68 among Ital-
ians and 20.26 among Belgians, respectively [28].

Another study was conducted to compare the per-
ceived stigma between substance use disorder and other 
mental disorders [29]. The findings revealed that addic-
tion was associated with higher levels of perceived stigma 
compared to other mental disorders. Individuals with 
substance use disorders were perceived as more danger-
ous, more responsible for their condition, and less likely 
to receive help than those with other psychiatric condi-
tions [29].
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Table 2  Sociodemographic and clinical history Parameters, variations of total stigma score according to these parameters
Variables Total 

N (%)
Stigma Score
Median (IQR)

P-value

Overall 552 19 (5)
Location of study Mansoura University Hospital 328 (59.4) 19 (5) ≤ 0.001

Port said Mental Hospital 224 (40.6) 20 (7)

Sociodemographic data
Age (years) < 30 278 (50.3) 20 (5) 0.2

30 or more 274 (49.7) 19 (5)

Sex Male 489 (88.5) 19 (6) 0.002
Female 63 (11.5) 20 (6)

Education < 2ry 194 (35.2) 19 (5) 0.02*
2ry 222 (40.2) 19 (7)A

> 2ry 136 (24.6) 20 (5.75) B

Occupation Non-working/housewives 135 (24.5) 19 (7) 0.1*
Farmer/manual workers 261 (47.2) 19 (5)

Professional/semi-professional 156 (28.3) 20 (7.75)

Are you Currently Married No 275 (49.8) 19 (6) 0.7

Yes 277 (50.2) 19 (6)

Residence Urban 315 (57) 19 (6) ≤ 0.001
Rural 237 (43) 20 (6)

Clinical Data
Do you still actively use substances Users 315 (57) 20 (6) 0.001

Abstinent 237 (43) 19 (6)

Trial to be abstinent No 112 (20.5) 20 (5.75) A 0.01*
1 151 (27.5) 19 (6)

2 120 (21.7) 19 (6)B

3 or more 169 (30.3) 19 (5.5)

Previous admission to hospital No 361 (65.3) 19 (6) 0.2

Yes 191 (35.7) 19 (6)

Were you tried to be abstinent outside the addiction unit No 202 (36.5) 20 (6) 0.03
Yes 350 (64.5) 19 (6)

longest time to be abstinent (in years) No 103 (18.6) 20 (7)A 0.008*
1 232 (42) 19 (5.75)

2 or more 217 (39.4) 19 (7)B

Do you have Legal problems No 455 (82.4) 19 (6) ≤ 0.001
Yes 97 (17.6) 21 (5)

Do you have Psychiatric symptoms No 414 (75) 19 (5) 0.7

Yes 138 (25) 19 (5)

Do you have other medical diseases No 427 (77.3) 19 (6) 0.2

Yes 125 (22.7) 19 (6)

Number of substances: Single 477 (86.5) 19 (6) 0.07

Poly 75 (13.5) 20 (7)

Type of Substance patient is dependent on Opiates 379 (68.6) 19 (5)A 0.01*
Cannabinoids 86 (15.5) 20 (7.25) B

Alcohol/Benzodiazepines 12 (2.4) 21 (6.5)

Poly substance 75 (13.5) 20 (7)

Substance dependency disorder duration (years) < 10 257 (46.5) 19 (5) 0.76

10 or more 295 (53.5) 19 (6)

Severity of dependence scale (SDS) < 10 207 (37.5) 17 (3) ≤ 0.001
10 or more 345 (63.5) 21 (4)

Note. SA = strongly agree, A = agree, D = disagree, SD = strongly disagree. IQR = Interquartile range (Q3-Q1)
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Numerous factors can affect the perception of stigma 
among individuals with substance use disorders. The cur-
rent study found no statistical difference in the percep-
tion of stigma between different age groups. A systematic 
review and meta-analysis also found that age was not 
associated with an increased self-reported stigma in indi-
viduals with mental disorders, including substance use 
disorders [30].

However, the public stigma towards individuals with 
substance use disorders was found to increase with age 
[30]. This may be due to younger individuals being per-
ceived as less responsible for their drug use compared to 
older individuals who may be discriminated against due 
to the belief that they should have known better [30]. 
Additionally, older individuals may face more societal 
pressure to overcome their addiction, as they are seen as 
having had more time to address the issue. Conversely, 
younger individuals may be viewed as more susceptible 
to peer pressure and less experienced in managing their 
addiction [30].

According to the current study, females report experi-
encing more perceived stigma compared to males. This 
is consistent with other research findings that suggest 
women who use cannabis and amphetamines experience 
more stigma and may be more likely to face avoidance 

and coercion than men [31]. It also found a statistically 
significant difference in perceived stigma between dif-
ferent substances of abuse. Substances considered stron-
ger, such as heroin, were associated with more perceived 
stigma compared to cannabis [31]. This is likely due to 
the perception that individuals who use stronger sub-
stances are more reckless, face a higher risk of severe 
negative consequences, and have greater difficulty in 
stopping their addiction.

The findings of our study illuminate important distinc-
tions in the experience of self-stigma among patients 
with different substance use disorders. A marked differ-
ence was observed between opiate-dependent patients 
and those with cannabinoid dependence. Self-stigma, the 
internalized sense of shame or embarrassment associated 
with one’s behavior or condition, was significantly more 
pronounced in the opiate-dependent group. The dispar-
ity in self-stigma levels between these two groups sug-
gests unique psychological and social factors at play in 
the experience of opiate dependence versus cannabinoid 
dependence.

Our study’s findings align well with previously con-
ducted study among Mental Health Professionals and 
Medical Students in Egypt [32]. It was observed in this 
previous study that marijuana had the least stigma 
among the substances they examined, while heroin car-
ried the most, particularly in terms of social distance 
and the perception of danger associated with its use [32]. 
Indeed, there has been a growing acceptance of mari-
juana usage in society. Recent data indicate that the levels 
of perceived risk and disapproval of marijuana use among 
adults and adolescents have been on a steady decline [33, 
34].

Opiates are generally viewed as more harmful, and their 
use is more stigmatizing, compared to cannabinoids. This 

Table 3  Descriptive statistics of perceived stigma of substance abuse assessment scale (PSAS)
Item SA

N (%)
A
N (%)

D
N (%)

SD
N (%)

Mean
± SD

Me-
dian 
(IQR)

1. Most people would willingly accept someone who has been treated for substance 
use as a close friend.

122 
(22.1)

243 (44.0) 119 (21.6) 68 (12.3) 2.24 ± 0.9 2(1)

2. Most people believe that someone who has been treated for substance use is just as 
trustworthy as the average citizen.

12(23.2) 241(43.7) 126(22.8) 57(10.3) 2.2 ± 0.9 2(1)

3. Most people would accept someone who has been treated for substance use as a 
teacher of young children in a public school.

94 (17.0) 194 (35.1) 169 (30.6) 95 (17.2) 2.5 ± 1.0 2(1)

4. Most people would hire someone who has been treated for substance use to take 
care of their children

87 (15.8) 202 (36.6) 164 (29.7) 99 (17.9) 2.5 ± 1.0 2(1)

5. Most people think less of a person who has been in treatment for substance use. 92 (16.7) 134 (24.3) 229 (41.5) 97 (17.6) 2.6 ± 1.0 2(1)

6. Most employers will hire someone who has been treated for substance use if he or 
she is qualified for the job.

99 (17.9) 279 (50.5) 126 (22.8) 48 (8.7) 2.2 ± 0.8 2(1)

7. Most employers will pass over the application of someone who has been treated for 
substance use in favor of another applicant.

64 (11.6) 144 (26.1) 236 (42.8) 108 
(19.6)

2.7 ± 0.9 2(1)

8. Most people would be willing to date someone who has been treated for substance 
use.

133 
(24.1)

213 (38.6) 141 (25.5) 65 (11.8) 2.3 ± 1.0 2(1)

Total score 19.2 ± 4.9 19(6)

Table 4  Correlation between total stigma score and some 
parameters

Stigma sore
r P-value

Age -0.02 0.6

Number of trials to be abstinent -0.03 0.5

Longest period to be abstinent -0.12 0.005
Substance dependency disorder duration 0.01 0.9

Severity of dependence scale (SDS) 0.69 ≤ 0.001
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societal bias may be mirrored in the higher self-stigma 
reported among opiate-dependent patients [35]. How-
ever, it is worth noting that no significant difference in 
self-stigma was identified between opiate-dependent and 
alcohol-dependent patients. This could be indicative of 
a similar level of stigma associated with these two types 
of substance dependence, possibly due to their severe 
health consequences and the social perceptions sur-
rounding their use [35]. Similarly, there was no discern-
able difference in self-stigma levels among patients with 
alcohol, polysubstance, and cannabinoid dependencies. 
This absence of significant variation could suggest that 
the shared experience of dependence may engender com-
parable levels of self-stigma across these groups, irre-
spective of the specific substances involved [36].

The current study did not find a statistically significant 
difference in stigma scores related to patients who have 
psychiatric symptoms and other medical diseases. This 
may be due to a lack of awareness of mental symptoms 
and other medical diseases among the study sample. 
When analyzing the socio-demographics of the sample, it 
was found that patients from rural areas expressed more 
stigma than those from urban areas.

In addition, level of education was found to affect the 
presence of self-stigma, with higher-educated patients 
experiencing more self-stigma compared to those with 
lower levels of education in our sample group. This find-
ing is consistent with a study that found individuals with 
higher educational levels reported higher levels of self-
stigma [37].

In terms of occupational status, professional workers 
have higher stigma scores, but this difference is not sta-
tistically significant when compared to other groups. This 
may be interpreted as a sense of self-shame and isolation 
from their peers who share the same education and occu-
pational status. This is supported by another study that 
found a positive correlation between loneliness and per-
ceived stigmatization [38].

In our study, we did not find any statistically significant 
difference in self-stigma related to marital status, which 
is consistent with a previous study that also found no 
influence of marriage on self-stigma [39].

Regarding the treatment and rehabilitation process, our 
results showed that self-stigma was higher among active 
substance users and decreased among those in remission. 
Furthermore, individuals who had been in remission for 
longer periods reported lower levels of self-stigma. Inter-
estingly, individuals who participated in outpatient pro-
grams reported lower levels of self-stigma than those who 
were admitted to inpatient programs. Additionally, self-
stigma was lower among individuals who had attempted 
to quit substance use multiple times. The duration of 
addiction did not show a significant difference in terms of 

self-stigma, but the severity of dependence was found to 
increase the perception of self-stigma in our study.

All of this may be explained by the level of familiarity 
that individuals with substance use disorders have with 
their condition [40]. Those who engage in rehabilitation 
programs perceive their condition as less dangerous and 
express less fear, avoidance, and coercion, and are more 
willing to seek help.

These findings support the idea that contact with 
rehabilitation programs and familiarity with addiction 
as a disease rather than a shameful fault can improve 
attitudes and understanding toward individuals in the 
therapeutic community and towards oneself, ultimately 
decreasing self-stigma [41]. Further research is needed 
to understand the impact of the therapeutic community’s 
nature and quality on reducing self-stigma.

The presence of legal problems and/or imprisonment 
has been shown to have a statistically significant effect 
on self-stigma in individuals with substance use disor-
ders. This is consistent with previous studies that have 
demonstrated an increase in self-stigma among individu-
als whose addiction problems intersect with the criminal 
justice system, which can worsen their mental and physi-
cal health and increase the likelihood of relapse after 
release [42]. In response to this burden, modern laws are 
aiming to decriminalize drug abuse problems and treat 
them as medical issues in order to reduce the stigma 
around drug dependence [43].

Strength of the study
Translation and validation of PSAS: The Perceived 
Stigma of Substance Abuse Scale (PSAS) and recruitment 
of a large number of substance use disorder patients from 
two major hospitals in Egypt.

Limitations
While our study provides useful insights into substance 
use patterns in our sample, it is important to acknowl-
edge its limitations.

First, the cross-sectional design allows us to observe 
associations between variables at a single point in time, 
which restricts our ability to draw conclusions about cau-
sality or monitor changes over time.

Second, we collected data only from two hospitals in 
Egypt, a fact that potentially limits the generalizability of 
our findings to other settings or wider populations. This 
underlines the need for similar research in diverse con-
texts for broader representation.

Perhaps most significantly, our study utilized self-
administered questionnaires for data collection. While 
this method was chosen due to its feasibility in our study 
context, it may introduce elements of response bias or 
social desirability bias, especially when assessing sen-
sitive topics such as substance use. The potential for 
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underreporting or overreporting in this context is a limi-
tation. Future studies might benefit from incorporating 
more objective, clinician-rated measures like the Addic-
tion Severity Index, a point also suggested by the peer 
review.

Lastly, we also acknowledge the limited representation 
of female participants in our study, which could affect the 
generalizability of our findings across genders. Future 
research must ensure balanced gender participation.

Recognizing these limitations is essential for the proper 
interpretation of our study and underscores the value of 
continued research in this field.

Conclusion
This study explored the presence and complexity of self-
stigma in individuals with substance use disorder (SUD), 
revealing significant variations across demographic 
and clinical subsets. Greater self-stigma was found in 
females, active substance users, and those with opiate 
dependence.

Self-stigma’s association with dependency severity and 
its possible reduction with sustained substance absti-
nence point to its therapeutic significance. Societal bias, 
particularly in employment contexts, was found to be a 
notable contributor to self-stigma, highlighting the need 
for societal-level interventions. The impact of self-stigma 
on patient well-being, treatment adherence, and qual-
ity of life stresses the necessity for tailored therapeutic 
approaches and stigma reduction strategies.

These findings underpin future research into the mech-
anisms underlying these relationships, critical for effec-
tive SDD management and stigma mitigation.
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