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ABSTRACT

Substance use disorder is a major public health concern characterized by high rates of relapse,
which negatively affects treatment outcomes and long term recovery, and despite the existence of
treatment programs, psychosocial factors such as loneliness, perceived stigma, and social support
remain insufficiently understood as predictors of relapse, particularly in the Ethiopian context. As
a result, this study assessed psychosocial factors as predictors of relapse among patients with
substance use disorder receiving treatment in mental health facilities in Addis Ababa, Ethiopia.
The study was conducted using an institution based cross sectional design, and a consecutive
sampling technique was employed to select 422 patients receiving treatment for substance use
disorder in selected mental health facilities. To gather relevant data, the research employed
standardized questionnaires, including the AWARE scale for relapse, the revised UCLA
Loneliness Scale, the Perceived Stigma of Addiction Scale (PSAS), and the Multidimensional Scale
of Perceived Social Support (MSPSS), and the data were analyzed using IBM SPSS Statistics
version 26 through descriptive statistics, Pearson correlation analysis, and multiple linear
regression analysis, with statistical significance considered at p < .05. Among the main findings
of the study, all three psychosocial factors predicted relapse independently and jointly, with
loneliness and perceived stigma positively associated with relapse (f = .465, p < .05 and f = .424,
p <.05, respectively), while perceived social support was negatively associated with relapse (f =
-.566, p < .05), and together these factors accounted for approximately 41.4% of the variance in
relapse among patients with substance use disorder. According to the findings of the study, the
researcher concluded that psychosocial factors play a significant role in relapse among patients
with substance use disorder attending treatment facilities, and recommended that mental health
facilities and other stakeholders should consider strengthening social support systems, reducing
stigma, and addressing loneliness within treatment and rehabilitation services in order to improve

long term recovery and reduce relapse rates.

Keywords: Substance use disorder, Relapse, Loneliness, Perceived stigma, Social support



Chapter 1

1. Introduction
1.1 Background

Substance use disorder (SUD) is a diagnosable mental health condition the describes persistent
problem associated with substance use leading to clinically significant impairment or distress,
including loss of control, tolerance, withdrawal and continued use of substance despite harmful
consequences (American Psychiatric Association, 2000). Globally, SUD represents a major public
health burden. A total of 100.4 million people were estimated to be affected by alcohol use disorder
in 2016 and millions more experiencing other drug use disorders such as opioid and cannabis
dependence (Global Burden of Disease Study, 2016).

The united nation office on drugs and crime (2003) reported over 296 million people used
substance globally in 2021, meaning that about 3 million of them fit the criteria for the substance
use disorders. Substance use is a rapidly expanding global concern. Substance abuse causes serious
problems for millions of people, including early death, long term impairment and serious economic
impacts (World health organization; Global burden of disease collaborators).

Even though many people receive treatments for substance use disorders, relapse rates following
treatments are consistently high worldwide, studies showing that 40-75% of individuals experience
relapse within weeks to months after treatment which is explained by a return to substance use
after a period of abstinence or recovery efforts which is often marked by a breakdown in attempts
to maintain a behavior change and a return to pre- treatment levels of use (Kabisa et al., 2021). For
example, a study in Nepal estimated rates of 33% and 55.8% in China and 60% in Switzerland
(Kabisa et al., 2021).

Treatment can be exhausting and costly for many people. Due to high rate of relapse, which is a
affects treatment and recovery which also reduces the efficacy of treatment intervention and long-
term recovery goals. This frequently results in a recurring cycle of treatment. Relapse also
contribute emotional distress, social instability and troubled relationships and financial hardship
for patients and their family. Increased use of treatment resources and extended care requirements

have an impact on health systems as well (Ajayi et al., 2025).



Studies found that psychosocial factors including “loneliness, perceived stigma and social support
“are important predictors of relapse in substance use disorder patients. People who feel socially
isolated and lonely are more likely to experience emotional distress, have lower coping skills and
increased substance use to deal with negative emotions (Ajayi et al., 2025).

Patients with substance use disorder frequently experience “loneliness”, which is closely linked to
poor “recovery” outcomes (Ingram et al., 2020). Crapanzano et al. (2018) and Earnshaw (2020),
reported that perceived stigma undermines self-esteem by reducing treatment adherence and
leading to internalized shame which negatively affects treatment outcomes and increases the
likelihood of relapse. In contrast, individuals with perceived social support from their friends,
families or peers has shown to be more motivated and recover more quickly (Cohen and Wills,
1985).

Studies showed that “substance use and relapse are an increasing public health concerns” in
countries of low- and middle-income. With challenges in treatment systems often being
underdeveloped, which results in a high relapse rate of 40% to 70 % following detoxification and
rehabilitation. This indicates that more than half of treated individuals return to substance use

within months after treatment (Kabisa et al., 2021).

Studies in Ethiopia found that a “high burden of substance use” , including high consumption of
alcohol, khat and tobacco which resulted in significant social problems, health consequences and
mental health services remaining limited with high reported relapse rate after treatment (Adem et
al., 2025).



1.2 Statement of the problem

The Diagnostic and Statistical Manual of Mental Disorders (DSM-1V-TR) states the global burden
of disease attributable to alcohol and drug use has been increasing. Resulting a substantial
morbidity, mortality and social consequences across both high and low-income countries.
Substance use disorders (SUDs) becoming a major global public health concern resulting from
combined effect of biological, psychological and social factors that contribute to chronic and

relapsing patterns of use. (Global Burden of Disease Collaborators, 2018).

The United Nations Office’s on Drug and Crime 2023 and the World Drug report (2023) reported
that “the pattern of substance use are evolving.” With increasing demand for both legal and illegal
drugs, posing severe challenge in health care system worldwide. In Africa, including Ethiopia,
substance use remains a burden, with emerging evidence indicating rising prevalence, especially
in urban centers like Addis Ababa World Health Organization., 2017).

Relapse undermines recovery attempts and results in repeated cycle of treatment and substance
use. Studies reported that relapse rates are high worldwide, ranging from 40% to 70% with in the
first year following treatment, despite the availability of treatment programs (Kanisa et al., 2021).
Relapse is becoming widely acknowledged as a “significant problem” in Ethiopian mental health
facilities, with recent data showing 73% of individuals continue substance use after finishing
treatment (Adem et al., (2025). This result emphasizes the need to understand factors that
contribute to relapse, especially in Ethiopia where sociocultural and economic factors may interact

with personal vulnerabilities in a particular way.

Psychosocial factors have been consistently identified as critical determinants of relapse in
substance use disorders. These factors include perceived social support, coping strategies, stigma,
stress and family or peer influences (Ajayi et al., 2025; Cohen & Wills, 1985). For example,
inadequate social support has been shown to increase vulnerability to relapse, whereas strong
social networks and supportive family environments can buffer the effects of stress and reduce the
likelihood of returning to substance use (Cohen & Wills, 1985). Similarly, stigma associated with

substance use disorders causes barrier to sustained recovery.



Perceived stigma can reduce help-seeking behaviors, lower treatment adherence and exacerbate
social isolation, all of which may increase the risk of relapse (Earnshaw, 2020; (Crapanzano et
al., 2018).

In Ethiopia, few studies have systematically investigated the psychosocial predictors of relapse
among SUD patients. A study conducted in Tigray reported that relapse is influenced by multiple
factors, including lack of family support, inadequate post treatment follow up and environmental
triggers (Adem et al., 2025). The consequence of relapse extend beyond individual health
outcomes to affect families, strain mental health resources and may lead to repeated
hospitalizations, creating a cycle that is difficult to break (Global Burden of Disease Collaborators,
2018).

In conclusion relapse among SUD patients continues to be a major national and international
problem. There is a little context specific evidence from Addis Ababa, despite the fact that previous
research highlight the relevance of psychosocial factors in relapse. In order to achieve improved
mental health care outcomes and guide targeted interventions, this study intends to investigate
psychosocial predictors of relapse among patients with substance use disorder attending mental
health facilities in Addis Ababa, Ethiopia.

1.3 Research questions

1. What is the relationship between loneliness and relapse among SUD patients?
2. How does perceived stigmatization influence relapse?

3. Isthere a correlation between perceived social support and relapse?

4. Do loneliness, perceived stigmatization and perceived lack of social support jointly and
independently predict relapse among patients with SUD.



1.4 Objective

1.4.1 General objective

To examine psychosocial factors as predictors of relapse rate among substance use disorder
patients in mental health facilities in Addis Ababa, Ethiopia.

1.4.2 Specific Objectives

To assess the relationship between loneliness and relapse among SUD patients.
To determine the influence of perceived stigma on relapse.

To examine the association between perceived social support and relapse.

el

To evaluate the association between loneliness, perceived stigma and perceived lack of

social support with addiction relapse.
1.5 Significance of the study

Studying the psychological factors of relapse rate of patients with substance use disorder is
significant for several reasons. First, it contributes to the academic sector in which there is a limited
literature on relapse predictors in Ethiopian context. Therefore, by integrating psychological and
social perspectives that are commonly examined in global research, the findings of this research
will expand theoretical knowledge on how factors such as loneliness, perceived stigma and social

support influence relapse.

Second, the study will provide clinically insights for mental health professionals, rehabilitation
centers and community-based organizations with evidence-based findings that is essential for

designing more comprehensive relapse prevention interventions.

Third, understanding the psychosocial challenges faced by SUD patients can support the
development of therapeutic approaches that address emotional and social triggers rather than

focusing only on detoxification.



1.6 Limitation of the study

The limitations of the study were the following. First, since it was conducted with in a
predetermined academic schedule, information is gathered all at once and a cross sectional
approach was required. Which makes it more challenging to identify the causal relationships
between psychosocial factors including loneliness, perceived stigma and perceived social support
and relapse.

Second, logistical problems with patients’ access in a crowded treatment facilities may be
impacted patients’ availability and response rate. Some eligible patients might not be available
during data collection due to early discharge, treatment schedules or withdrawal due to relapse,
which could have an impact on representativeness.

The other limitation was reliance on self-report, self-report questionnaires was used to determine
relapse status, loneliness, perceived stigma and perceived social support which is vulnerable to
recall bias and social desirability bias. Patients might over report positive factor like the social

support or under report relapse, which could affect the accuracy of the predictive model.

1.7 Delimitation of the study

Geographical scope: the collected data collected only from patients with substance use disorders
attending at the time or recently been discharged from the selected mental health and rehabilitation

facilities physically located in Addis Ababa, Ethiopia.

Target Population: The population was strictly limited to patients who have finished a period of
initial abstinence or treatment and have been officially diagnosed with substance use disorder
(SUD) based on international diagnostic criteria such as the DSM 5. It excluded patients with co-
occurring severe mental illnesses, including acute psychosis, which could interfere with relapse

measurement was not included.



1.8 Operational definition of terms used

Substance use disorder patients: “Individuals who have been formally diagnosed with an SUD
and are either currently receiving inpatient/outpatient treatment or were discharged within the last

six months from the participating rehabilitation facilities.”

Relapse Rate: Relapse was defined as “the frequency of return to substance use after a period of
abstinence among patients receiving treatment for Substance Use Disorders.” Measured by

participants’ self-reported relapse rate using the “Advance Warning of Relapse (AWARE)” Scale.

Loneliness: refers to “the subjective experience of social isolation or perceived lack of meaningful
social connections, regardless of actual social contact.” The revised UCLA loneliness scale was
used to assess subjective feeling loneliness, higher scores were associated with higher levels of

loneliness (Russell et al., 1978).

Perceived stigma: refers to a “person’s understanding or opinion that others have negative
thoughts, assumptions, or discriminating beliefs about them due to specific identity or
circumstances, like substance abuse.” The perceived stigma of substance abuse scale (PSAS), was
used to assess the view of negative societal perceptions regarding patients with substance use

disorders. Higher total scores indicated higher level of perceived stigma (Luoma et al., 2010).

Perceived Social support: refers to a “person’s subjective perception of receiving practical and
emotional support from friends, family and significant others”. To assess perceived support from
friends, family and significant others “The multidimensional scale of perceived social support”
was used (Zimet et al., 1988).



Chapter 2

2. Literature review

2.1 Relapse rate among substance use disorder patients

Substance use disorder is commonly known as a chronic, recurrent condition characterized by
compulsive substance seeking and use despite negative outcomes (Ameican Psychiatric
Association, 2013). Unlike many other chronic health problems, recovery for patients with
substance use disorder is characterized by the cyclical pattern of abstinence, relapse and returning
to treatment (McLellan et al., 2000).

In the context of substance use disorders, the term “relapse” has been defined in a different ways
throughout literatures, it refers to “return to substance use after a time of successful treatment
engagement or abstinence” (Marlatt and Donovan, 2005). Some studies make a distinction
between “relapse”, a complete return to pretreatment levels of substance use and a “lapse” a single
or brief return to substance use (Witkiewitz and Marlatt, 2004). Others, however consider any

return to use regardless of how long or how much to be relapse (Miller and Harris, 2000).

Relapse, from a cognitive behavioral perspective seen as a dynamic process that starts long before
the actual act of substance use takes place rather than as a single event (Marlatt and Gordon,
1985).Marlatt’s well known “relapse prevention (RP)” model conceptualizes relapse as the result
of series of psychological and behavioral events such as being in high risk situations or having
fewer coping mechanisms, which can turn a single lapse in to full relapse through cognitive

attributions of failure and decline in self efficacy (Marlatt and Gordon, 1985).

Studies showed that relapse can often be the result of substance use treatment. Globally, relapse
rates after treatment are significant with estimates ranging from 40% to 75% in the first year of

recovery (Kabisa et al., 2021).



A descriptive cross sectional study conducted in Nepal found that 63.9% of patients relapsed
within three weeks to six months after completing therapy, highlighting the vulnerability of early
recovery period (Sapkota et al., 2017). Large number of patients relapsed within months of being
discharged from treatment facilities which makes relapse a common problem in addiction recovery
(Andersson et al., 2019).

Researchers at Sakary University, Turkey reviewed previous studies about associated factors with
relapse in alcohol and substance use disorders and showed that half of the patients experienced
relapses throughout the follow up period, showing continuous challenges in sustaining abstinence
despite prescribed treatment plan. These results showed that relapse is a common problem in
substance abuse treatment hospitals and rehabilitation settings rather than being unique to certain
substance or therapeutic modalities and factors such as positive family functioning and strong

social support appear to reduce relapse (Yazici and Bardaker 2023).

A retrospective cross sectional survey conducted at Rwanda’s Icyizere psychotherapeutic center
found that 59.9% of patients who had completed treatment had relapsed. In this case, relapse
frequently happened shortly after discharge and associated with psychosocial issues such as peer
pressure, family conflict and lack of social support (Kabisa et al., 2021).

An institution based cross sectional study conducted in Mekelle, Ethiopia also showed a relapse
prevalence of 73.3% following treatment, suggesting a significant burden of relapse in Ethiopian
treatment settings (Adem et al., 2025). Over all, these findings showed that relapse is a common
outcome of substance abuse treatment both locally and internationally, stressing the importance

of identifying psychological and social factors that influence relapse risk.

2.2 Theories guiding the study

Substance use relapse and their relationship with psychosocial factors has been explained by
number of theories. These theories offer the conceptual framework for understanding how factors
like social support, perceived stigma and loneliness interact to affect the probability of using
substance again following a time of abstinence. Three main theoretical perspectives are used in
this study, ‘The stress buffering hypothesis” (Cohen and Wills, 1985), “The social stigma theory”
(Goffman, 1963) and “The self-medication hypothesis” (Khantzian, 1997).
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The “self-medication theory”, which suggests that people use substances as a maladaptive coping
mechanism to deal with psychological distress, emotional pain, or unfulfilled societal needs, is
among the first theories. This hypothesis suggests that although substance use temporarily reduces
unpleasant emotional states, it eventually increases dependence and relapse risk (Khantzian, 1997).

The self-medication theory is especially important in the situation of relapse when loneliness is
taken in to consideration. People who experience social isolation while they are in recovery might
not have the emotional support they needed to maintain abstinence. The resulting loneliness creates
a type of long term psychological suffering that is similar to the emotional experiences that initially
motivated the substance use (Ingram et al., 2020). The urge to use substance as a substitution for
emotional connections increases when there are no good interpersonal relationships to help

alleviate this suffering.

Loneliness could increase negative emotions which decreases the motivation for recovery and
social support networks, all of which are very important for maintaining sobriety. These processes
support the self-medication hypothesis, where using substance temporarily reduces psychological

distress at the expense of strengthening addictive behaviors (Khantzian, 1997).

Social stigma theory may additionally be used to better understand relapse. This theory argues that
stigma is a socially fabricated process that minimizes and ignores individuals due to a socially
undesirable characteristics, such as substance abuse. Perceived and internalized stigma, which can
negatively impact ones worth, reducing treatment adherence and contribute to psychological
distress, might increase the likelihood of relapse (Goffman, 1963).

According to Goffman (1963), stigma is a distorted societal identity that is socially formed through
interactions in which a person is criticized or viewed as abnormal rather than being naturally
related to a feature. In addition to reducing social possibilities and undermining one’s worth, this

social judgment can create long term stressors that have a negative impact on recovery processes.
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For patients with substance use disorder, perceived stigma is a particularly potent mechanism of
harm. In many societies, including Ethiopia, the stigmatizing term “addict” or “substance abuser”
carries moral implication, as addiction commonly seen as a moral sin or failing rather than a
medical problem (Belete et al., 2021). Patients who internalize this negative societal judgments
may feel ashamed, have lower self-esteem and feel excluded from society, which prevents them

from seeking or sustaining treatment (Earnshaw, 2020).

Building on Goffman’s pioneering work, Link and Phelan (2001) created a detailed sociological
model of stigma that outlines five interconnected elements, “discrimination, separation, labeling,
stereotyping and status loss” this concept highlights that stigma is a structural phenomenon rooted
in social power relations rather than only a psychological experience at individual level. Based on
this concept, the societal effects of stigma, such as being excluded from social network or jobs can
lead to long term stressors that greatly increase the chance of relapse when it comes to substance
use (Link and Phelan, 2001).

Cohen and Wills (1985) presented a theory called “The stress buffering hypothesis”, suggesting
that social support improves coping skills and emotional resilience, which in turn lessens the
negative effects of stress. Due to increased stress, loneliness and decreased willingness for long
term care, people with poor perceived social support were therefore more vulnerable to relapse.

According to the “Stress buffering hypothesis” perceived social support dramatically decreased
stress and minimized maladaptive coping strategies, including substance use relapse. Their
research provided an important concept for understanding how long term recovery outcomes had

been affected by support perceptions rather than just objective support (Cohen and Wills, 1985).

People who experience high level of support from friends, families and significant others are better
able to handle the stressors that lead to relapse, such as cravings, environmental triggers and
interpersonal conflict (Cohen and Wills, 1985). Perceived social support increases participation
with formal treatment programs, lowers the emotional effect of high risk situations and increases
one confidence for maintaining abstinence. On the other hand, people who believe they have
insufficient social support are more likely to become overly reactive to stress and turn to unhealthy

coping mechanisms like substance abuse (Abdelaal et al., 2025).
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Together, these theoretical views suggest that psychological factors including loneliness,
perceived stigma and perceived social support affect the likelihood of relapse by influencing
coping mechanisms, emotional management and willingness to engage in treatment related

journeys.

2.3 Empirical studies

2.3.1 International studies

Studies from around the world has shown that psychosocial factors including loneliness, perceived
stigma and perceived social support significantly predict relapse among patients with substance
use disorder. Gutkind et al. (2022) defined loneliness as “A subjective emotional state resulting
from discrepancy between desired and actual social relationships.” Studies has connected
loneliness to craving, anxiety and increased stress sensitivity, all of which contribute to increased
relapse risk (Chen et al., 2021).

Ingram, Kelly, Deane, Baker, Goh, Raftery and Dingle (2020), reported that loneliness is both an
indirect cause of relapse and a predictor of increasing substance use. Substance abuse has been
thought to be a maladaptive coping mechanism used by those who experienced chronic loneliness
to self soothe their distress and fill the emotional gap left by perceived social separation. Ingram
and his colleagues conducted a narrative systematic review and found that loneliness was linked
with poor physical and mental health outcomes, including higher substance use index which was
common among patients with substance use disorder (Ingram et al., 2020).

Longitudinal data from United States showed that adults with problematic alcohol and or cannabis
use who reported moderate to severe loneliness has significantly more days of substance use at
follow ups than non-lonely individuals (Gutkind et al., 2022). These results suggested that

loneliness increases substance use frequency, a known predictor of relapse followed by loneliness.
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Along with anxiety and depression, loneliness was found to be a powerful motivational factor for
relapse in a study of substance users in china (Chen et al., 2021). Although this study didn’t
measure relapse rates, the strong association between loneliness and craving suggested an

automatic pathway by which loneliness could increase relapse risk.

Relapse is also known to be significantly predicted by perceived stigma. Among patients with
substance use disorders, perceived stigma was common and negatively affected treatment
engagement through lowered self-efficacy, emotional distress and decreased motivation, thus
increasing relapse risk (Crapanzano et al., 2018).

Data showed that early treatment discontinuation, which is a major predictor of relapse was also
predicted by higher perceived stigma.

A large observational data from US treatments settings reported that “higher perceived stigma
strongly predicted early treatment discontinuation”, which is a strong predictor of relapse. Each
unit increase in perceived stigma decreased odds of treatment completion, indicating that stigma
negatively impacted staying sober and thus increased vulnerability to return to substance use
(Isman et al., 2025). Poor long term recovery outcomes and a higher chance of relapse is strongly

linked with treatment discontinuation.

Perceived stigma was positively associated with multiple relapse features including cravings,
ruined relationships and emotional instability, which are known to cause relapse, based on a cross
sectional study from Egypt (Sonbol et al., 2023). These researchers concluded that perceived
stigma was a significant risk factor for relapse, especially when paired with socio demographic
concerns like “unemployment” and “debt” (Sonbol et al., 2023). On the other hand, perceived
social support has been frequently identified as a protective factor. Perceived social support
substantially reduced stress and maladaptive coping behaviors, such as substance use and return
to using substance (Cohen and Wills, 1985). These results provided a basic structure for
understanding how long term rehabilitation outcomes were affected by support perceptions rather

than just objective support.
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Lower social support was significant predictor of addiction relapse (Nikmanesh et al., 2016). In
this Iranian study, in comparison to those who remained clean, those who went back to using
showed notably reduced perceived social support. Social support as measured by
“multidimensional scale of perceived social support” was found to be more powerful predictor of
relapse than self-efficacy, accounting for about 22% of change in relapse outcomes (Nikmanesh
et al., 2016). These suggested that patient’s subjective opinion of support from friends, family and
significant others were strongly associated with relapse risk.

Perceived social support was one of the psychosocial factors of relapse among patients with SUD
that were examined in Nigerian study (Ajayi et al., 2025). The protective role of social support in
recovery processes and the importance of holistic interventions that promote sense of social
connection with in addiction treatment approaches were highlighted by the study’s result that

higher social support significantly predicted lower relapse rates (Ajayi et al., 2025).

Abdelaal and his colleagues conducted a descriptive correlational study on patients with substance
use disorders to assess “how relapse risk was predicted by perceived social support and acceptance
of unpleasant situations”. These results showed that “higher level of perceived social support were
strongly associated to lower risk of relapse”, highlighting perceived social support as a protective
factor in maintaining healthy lifestyle. (Abdelaal et al., 2025).

2.3.2 Local studies

Studies in Ethiopia and Africa showed that psychosocial factors affected the outcome of recovery.
The majority of studies agreed that “psychosocial factors impacted the recovery process”, stressing
the necessity of modifying strategies to strengthen adherence to treatment and lower the risk of

relapse.

In Ethiopian context, direct studies linking psychosocial factors to relapse were limited. However,
the results of a study conducted in Tigray, Ethiopia showed that “isolation from society and lack
of supportive social connections contributed to early treatment discontinuation and increased
relapse risk” (Adem et al., 2025).
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Among adults with problematic substance use in Ethiopia, perceived stigma was common 63.9%
and associated with poly substance use and socio economic stressors which are factors associated
with prolonged use and relapse. The high prevalence of stigma suggested that higher number of
substance users continued to be stigmatized by the society, which probably made it difficult for

them to seek help and maintained abstinence (Belete et al., 2021).

An institutional based cross sectional study conducted at Mekelle rehabilitation center found that
“73.3% of patients who had completed treatment had relapsed and socio demographic
characteristics such as age and education are important predictors of relapse” (Adem et al., 2025).
These results indicated the higher rates of relapse in Ethiopian addiction treatment centers and the
need for studying additional psychosocial factors in future researches.

2.4 Conceptual framework

Perceived stigma and Loneliness and relapse

relapse among SUD among SUD patients

patients
Relapse among SUD
patients

Socio demographic factors Perceived social
(Age, Sex, Marital Status, support and relapse
Education, Occupation) among SUD patients

Figure 1: Conceptual framework showing psychosocial predictors of relapse among substance

use disorder patients
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Chapter 3

3. Methodology
3.1 Study design

This study examined psychosocial predictors of relapse among patients with substance use
disorders attending in mental health facilities in Addis Ababa, Ethiopia, using quantitative
institutional based cross sectional study design. This study design involved collecting data on both
dependent and independent variables at a particular point in time (Creswell & Creswell, 2018;
Setia, 2016).

This study design worked for this study because it enabled effective assessment of loneliness,
perceived stigma and perceived social support in relation to relapse without manipulating
variables, which would be unethical in substance use related researches. It was commonly used in
mental health and substance use related studies to assess the prevalence and examine associations
between psychological and social variables and clinical outcomes like relapse (Kabisa et al., 2021;
Ajayi et al., 2025).

Cross sectional studies are useful for identifying important factors that could direct the creation
of solutions and future longitudinal study, even when they cannot prove causality (Creswell &
Creswell, 2018).

3.2 Study setting

Five mental health facilities in Addis Ababa, Ethiopia, each offering mental health services at
different levels of care and organizational focus, were the centers of the study. The centers
included were Amanuel Mental Specialized Hospital, Zewditu Memorial Hospital, ALERT
Comprehensive Specialized Hospital, Eka Kotebe General Hospital and St. Paul Millennium
Medical College (SPHMMC).
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ALERT Comprehensive Specialized Hospital

ALERT is one of Ethiopia’s biggest multidisciplinary medical facilities, located in kolfe Keraniyo
sub city of Addis Ababa. It serves more than 1500 patients daily and 450,000 annually across a
broad range of medical services. The hospital’s mental health and rehabilitation department
established in 2005 E.C. it provides comprehensive psychiatric care including emergency,
inpatient with approximately 20 beds and outpatient services. The department is staffed by mental
health professional including psychiatrists, psychiatry nurses and psychologists. ALERT also
offers ongoing mental health awareness and rehabilitation programs and plans to expand to include

dedicated addiction rehabilitation service.

St. Paul’s Hospital Millennium Medical College (SPHMMC)

St. Paul’s Hospital Millennium Medical College is a major public teaching and referral hospital in Gulele
sub-city, Addis Ababa, with a bed capacity exceeding 700 and it provides care to an estimated 200,000
patients annually. It functions both as a clinical service provider and a medical education institution,
offering undergraduate and postgraduate training. As part of its wider clinical services, the hospital has a
psychiatric unit that treats patients with mental health issues, including substance use related problems. In
addition to providing limited inpatient services, specialist mental health professionals deliver wider
outpatient services and collaborates with and consult other rehabilitations to support patients with mental

health issues and substance use disorders.
Eka Kotebe General Hospital

Eka Kotebe General Hospital, also known as Eka Kotebe Hospital & Neuroscience Institute, is a
relatively new public hospital in Addis Ababa. It was developed to expand general and mental
health services and is envisaged as a neuroscience and mental health institute. The facility is
equipped with approximately 350 beds, of which around half are allocated for people with mental
disabilities and related services. In addition to general medical and surgical care, the hospital’s
mental health services include psychiatric evaluation, psychotherapy, rehabilitation and mental

health support integrated with neurology and neurosurgery services.
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Zewditu Memorial Hospital

Zewditu Hospital is a public hospital located in central Addis Ababa. While not exclusively a
mental health hospital, it forms part of the health system where outpatient mental health and
substance use interventions are available in other comprehensive services. The hospital serves
thousands of patients each month and is well known for its HIVV/AIDS care program. It also
incorporates outpatient mental health services. In its outpatient department, it primarily offers
integrated services including counseling and support for patients with, substance use disorders or
other mental health issues and also for comorbid conditions (such as depression and substance

abuse).

Amanuel Mental Specialized Hospital

The main referral center for mental health services in Ethiopia is Amanuel Mental Specialized
Hospital, which is the only public psychiatric hospital in the country. The hospital was found in
1930 E.C and it is located in Addis Ketema sub city of Addis Ababa. Inpatient and outpatient
psychiatric care, emergency mental health services, counseling and rehabilitation programs are
among the various mental health services provided by the center. Additionally, the center also
plays an important role to Ethiopian mental health by conducting researches and training mental
health professionals. It also serve as an important setting for mental and substance use disorder
treatment in the country since it has large patient flow and specialized services for both psychiatric

illness and substance abuse.

3.3 Population

3.3.1 Source population
Source population refers to the subset of target population that is theoretically accessible to the
researcher (Checkoway et al., 2007). In this case, all patients with substance use disorder attending

mental health facilities in Addis Ababa city administration were the source population.

3.3.2 Study population
The study population were patients diagnosed with substance use disorder who are being treated
at selected mental health facilities in Addis Ababa city administration. The centers included were
Amanuel Mental Specialized Hospital, Zewditu Memorial Hospital, ALERT Comprehensive
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Specialized Hospital, Eka Kotebe General Hospital and St. Paul Millennium Medical College
(SPHMMC).

3.4 Eligibility criteria

3.4.1. Inclusion criteria

SUD patients (aged 18 years and above) without active psychosis who are currently undergoing

treatment at the selected facilities and who provide informed consent to participate.

3.4.2 Exclusion criteria

Patients with other severe psychiatric diagnoses (e.g., active psychotic disorders) that might
impair their cognitive ability to provide reliable self-report or informed consent, or those who

decline participation.

3.5 Sample size determination

A single population proportion formula, which is commonly applied when estimating prevalence
or associations in cross sectional studies was used to determine the sample size for this study
(Lwanga & Lemeshow, 1991). Due to the absence of precise prevalence data for relapse in the
study settings, a prevalence of 50% was assumed to maximize sample size. Using a 95%
confidence level, 5% margin of error and adding a 10% non-response rate, the final calculated
sample size was 422 participants. This sample size is considered adequate to provide sufficient

statistical power for multiple linear regression analysis (Field, 2018).

N=Za/2 x P (1-P)/W2

Where Zao/2 = confidence level (1.96) at ¢ of 95%

N= Sample size

P = estimate of the proportion/sample proportion of the success

W = maximum tolerable error
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1- P=sample error proportion failure
N = (1.96)%(0.5) (0.5)/ (0.05)2= 384
Then we added 10% of our sample size by considering for non-respondent rate.
=10*384/100, =38.4, approximately 38
Therefore our sample size is n= 38+384=422
3.6 Sampling procedure

From mental health and rehabilitation centers found in Addis Ababa, Ethiopia 5 centers were
selected randomly using lottery method. Those are ALERT Hospital, St. Paul’s Hospital
Millennium Medical College (SPHMMC), Eka Kotebe General Hospital, Zewditu memorial

Hospital and Amanuel Mental Specialized Hospital.

The required sample size was allocated to each selected mental health and rehabilitation center
proportionally depending on the average patient flow of substance use disorder patients over the
previous 3 months, 308 for St. Paul, 226 for Zewditu, 185 for Amanuel, 48 for ALERT and 126
for Eka Kotebe. The average patient flow was calculated for each center and proportional
allocation was performed using the population proportion formula. Accordingly, 132 participants
were selected from St. Paul's Hospital Millennium Medical College, 97 from Zewditu Memorial
Hospital, 79 from Amanuel Mental Specialized Hospital, 61 from ALERT Hospital and 53 from
Eka Kotebe General Hospital. Following proportional allocation, participants were selected

consecutively from each center until the required sample size was achieved.
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Figure 2: Schematic presentation of selection of hospitals and participants for the study

3.7 Study variables

YV V. V V V V V V

1. Dependent variable
Relapse rate

2. Independent variables
Age

Sex

Marital status

Educational background
Occupation

Loneliness

Perceived stigmatization

Perceived social support
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3.8 Data collection tools

The data collection involved a comprehensive, five part questionnaire structure, with each section
aligned to a distinct construct in the study. All the data collection tools were translated to Amharic

and then translated back to English for comparison with the original English version of the tool.

Section I: gathered socio demographic data, such as age, sex, marital status, educational
background and occupation. Section II: assessed relapse rate using the “Advance Warning of
Relapse (AWARE)” Scale, a validated self-report instrument designed to identify early cognitive,

emotional and behavioral warning signs of relapse.

The AWARE Scale consists of 28 items, rated using 7 point Likert scale ranging from 1 (Never)
to 7 (Always). Scores with higher total indicate greater risk of relapse. The Scale that show strong
psychometric properties, including high internal consistency (Cronbach’s o = .92) and good
construct validity in populations with substance use disorders. It is commonly used in both clinical

and research settings to assess relapse risk during recovery (Miller & Harris, 2000).

Section |11 assessed loneliness using the “Revised UCLA Loneliness Scale,” a validated 20-item
measure created by Russell et al. in 1978. On a scale of 1 (Never) to 4 (Often), participants scored
each item. It is suitable because to its good psychometric qualities, high internal consistency
(coefficient alpha =.96), and test-retest correlation over a two-month period of.73. Using the
“PSAS (perceived stigma of substance abuse scale),” Section IV assessed felt stigmatization. 8-

item test that gauges how society views people with substance use disorders negatively.

The “Multidimensional Scale of Perceived Social Support (MSPSS)” was used in Section V to
assess perceived social support. In addition to being widely used in psychological research, this
12-item test has a high reliability value (o =.95).

3.9 Data collection procedures

Prior to data collection, the questionnaire was reviewed for clarity and completeness. Participants

were informed about the purpose of the study and informed consent was obtained before
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participation. Confidentiality and anonymity of the participants were maintained throughout the

study.

The data collection was conducted at the selected mental health and rehabilitation centers from
March to April, 2026. To ensure clarity and participant understanding, detailed explanations was
provided for each section of the questionnaire, along with instructions on how to respond. Trained

data collectors was there to address any questions from participants.
3.10 Data processing and analysis

Data were entered, cleaned and analyzed using IBM SPSS Statistics version 26. Prior to analysis,
data were checked for completeness, missing values and outliers. Reverse coding was performed
for relevant items and composite scores were computed for relapse, loneliness, perceived stigma

and social support.

The data was summarized using descriptive statistics, such as means, standard deviations,
frequencies, and percentages. The study instruments' internal consistency reliability was evaluated

using Cronbach’s alpha.

The association between psychosocial factors and relapse was investigated using Pearson
correlation analysis. To find important relapse factors, multiple linear regression analysis was
used. Significant predictors were defined as variables with statistical significance at p <.05.

Regression analysis assumptions such as normality, linearity, and multicollinearity were verified

before the results were interpreted.
3.11 Data quality assurance

To ensure the quality of data, several measures were taken before, during and after data collection.
Initially, gquestionnaire was prepared in English and translated into Amharic and then back

translated into English to ensure consistency of meaning.
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Prior to actual data collection, a pre-test was conducted on 21 patients with substance use disorder
in a facility with similar characteristics to study sites. Based on the pre-test findings, necessary

modifications were made to improve clarity, consistency and relevance of the questionnaire.

Data collectors received training on the objectives of the study, data collection procedures, ethical
considerations and proper handling of instruments. During data collection, close supervision was

carried out to ensure that procedures were followed correctly.

Data were coded and entered into IBM SPSS Statistics and further data cleaning procedures,
including checking for missing values, outliers and data entry errors, were performed before

analysis.

In addition, internal consistency of the study instruments was assessed using Cronbach’s alpha and

all scales demonstrated acceptable reliability.

3.12 Ethical consideration

The Addis Ababa University Institutional Review Board (IRB) granted ethical approval. Prior to

data collection, formal permission letters were obtained from the chosen mental health facilities.

Before any data was collected, each participant gave their informed consent after being made
aware of the study's goals, methods, possible risks, and advantages. Additionally, participants were
made aware of their freedom to decline or leave the research at any moment without facing any

repercussions for their care or services.

Participants' privacy and confidentiality were upheld at all times. The questionnaire did not include
any personal identifiers, such as names or medical record numbers, and the information was

utilized only for research.
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Chapter 4
4. Result

4.1 Socio demographic Characteristics of Participants

A total of 422 participant were included in the study. The socio demographic characteristics of
the participants (n=422) as indicated in Table 1, (30.1%) participants were between 18-25 years.
The majority of participants were male (88.6%). The majority of participants were unemployed
(46.4%) and single (59%). With respect to educational status, 38.4% had completed secondary

education.

Table 1 the socio demographic characteristics of participants

Socio demographic variables Frequency Percent
Age 18-25 127 30.1
26-35 125 29.6
36-45 69 16.4
>=46 101 23.9
Sex Male 374 88.6
Female 48 11.4
Marital status Single 249 59
Married 106 25
Divorced 67 15.9
Occupation Student 88 20.9
Employed 138 32.7
Unemployed 196 46.4
Education No formal 52 12.3
Primary 104 24.6
Secondary 162 38.4
Degree and 104 24.6

above
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4.2 The descriptive statistics of the study variables

The descriptive statistics of the study variables showed that the mean relapse score of the
participants was 126.75 (SD=21.15) with a score ranging from 75 to 172. This standard deviation
indicated a significant degree of variation among participants relative to the mean, suggesting that
although the overall risk towards relapse is rather high, patients within the sample reported highly
varied risk of relapse. The mean loneliness score was 58.1 (SD=10.26), this relatively small
standard deviation compared to the mean indicated that the data points are clustered around the
average, showed relatively moderate level of loneliness among the majority of the participants.The
average perceived stigma score was 25.43 (SD=4.51), the small standard deviation relative to the
mean indicated that the data values are closely packed around the average and showed that
participants’ perception of social stigma were highly uniform and strong. While the mean
perceived social support score was 31.07 (SD=8.55) the larger standard deviation relative to the
mean indicated that data values are more widely spread and showed that how participants’

perception or availability to social support were highly varied.

Table 2 Descriptive statistics of study variables

Variables N Minimum Maximum Mean Std.
deviation
Relapse total 422 75 172 126.75 21.149
Loneliness total 422 37 76 58.1 10.255
Stigma total 422 12 32 25.43 451
Social support total 422 12 50 31.06 8.545

4.2 Predictive role of loneliness on relapse

Hypothesis 1: Loneliness will significantly predict Relapse among Patients with substance use

disorder

The result showed that loneliness was a major predictor of relapse among patients with substance

use disorders. The simple linear regression indicated that Loneliness and relapse rates were
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positively and significantly correlated (B =.465, p <.05). This suggested that a higher probability
of relapse was related with higher levels of loneliness. This means that loneliness has contributed
to substance use disorder relapse 21.6%.

The result supported the assumption that loneliness plays a significant role in the difficulties
patients have during their rehabilitation. People who are socially isolated might lack the emotional
support and feeling of belongingness they needed to maintain a healthy lifestyle. The probability
of using substance again increased because patients use it as a coping mechanism for negative
emotions or to ease feeling of emptiness.

Table 2 Summary of Linear Regression Showing the Predictive Role of Loneliness on Relapse

Variable B SE B t R R? p
(Constant) 71.048 5.256 — 13.517 465 216 <.05
Loneliness 959 .089 465 10.761 <.05

4.3 Predictive role of perceived stigma on relapse

Hypothesis 2: Perceived Stigma will Significantly Predict Relapse among Patients with

substance use disorder

The result indicated that, perceived stigma was also a significant predictor of relapse. The simple
linear regression showed that relapse and perceived stigma were positively associated ( =.424, p
<.05). Relapse was more common among those participants who felt more stigmatized. This means
that perceived stigma has contributed to substance use disorder relapse 18%.

The result supported the assumption that stigma has caused lower self-esteem, negative self beliefs
and increased feeling of shame, all of which affected the motivation of patients’ capability to stay
sober. Additionally, stigma prevented them from asking for or accepting support and treatment

services they needed due to fear of rejection or judgment, which increased relapse among them.
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Table 2 Summary of Linear Regression Showing the Predictive Role of Perceived Stigma on

Relapse
Variable B SE B t R R? p
(Constant) 76.163 5.352 — 14.231 424 .180 <.05
Perceived 1.989 207 424 9.599 <.05
stigma

4.4 Predictive role of social support on relapse

Hypothesis 3: Perceived Social Support will Significantly Predict Relapse among SUDs Patients

The result showed stronger negative correlation between social support and relapse. The regression
analysis showed that higher level of social support were associated with lower rate of relapse (f =
-.566, p <.05). Social support had strong protective effect against relapse. This indicated that when
patients received more support from their closer people, families or friends, their probability of
relapsing will be decreased. Perceived social support demonstrated a better predictive role than
other psychosocial factors examined in the study. This means that perceived social support has
contributed to substance use disorder relapse 32%.

The result of this study indicated how important social supports could be for improved recovery
and long term sobriety in patients with substance use disorder. Support from friends, families and
closed ones could create emotional comfort and sense of belongingness. These are important
defenses against stressors and environmental triggers that could increase the risk of relapse.

Table 3 Summary of Linear Regression Showing the Predictive Role of Perceived Social

Support on Relapse

Variable B SE B t R R? p
(Constant) 170.269  3.207 — 53.088 .566 320 <.05
Perceived -1.401 100 -.566 -14.072 <.05
social

support
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4.5 Predictive role of loneliness, perceived stigma and perceived social support on relapse

Hypothesis 4: Loneliness, Perceived Stigma and Social Support will jointly and independently

predict Relapse Rates among SUDs Patient

The result of the multiple regression showed that all three psychosocial factors including
loneliness, perceived stigma and perceived social support together strongly predicted relapse.
Together, these variables predicted around 41.4% relapse rate among patients with substance use
disorder, indicating a significant combined effect on relapse rate. The outcome of each predictor’s
independent contribution with in the combined model showed that loneliness (p =.228, p <.05),
perceived stigma (f =.198, p <.05) and perceived social support (B = -.396, p <.05) remained
significant predictors of relapse even after controlling for the effects of the other psychosocial

factors.

This study’s result particularly indicated that higher level of loneliness and perceived stigma were
associated with higher relapse rate. Whereas stronger perceived social support was associated with
significantly lower relapse rate. Among the three variables, perceived social support showed the
strongest independent effect, indicating its important protective role against relapse. These
findings showed that while stigma and loneliness increase the risk of relapse, strong social support
alone reduces the chance of using substance again even when these unfavorable psychosocial

factors are present.

The results presented further emphasize on the importance of holistic intervention strategies that
simultaneously reduce stigma and loneliness and strengthen social support as a way to improve

recovery outcomes for patients with substance use disorder.
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Table 4 Summary of Multiple Regression Analysis Showing the Prediction of Loneliness,

Perceived Stigma and Social Support on Rate of Relapse.

Variable B SE B t R R? F

Constant  106.296 8.384 — 12.678  .643 414 98.402 <.05
Loneliness .470 .088 228 5.373 <.05
Perceived .926 194 198 4.770 <.05
stigma

Perceived -.980 .106 -.396 -9.235 <.05
social

support
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Chapter 5

5. Discussion

In this study, patients with substance use disorders who attended particular mental health facilities
in Addis Ababa, Ethiopia, were examined for psychosocial determinants of recurrence. This study
specifically examined the relationship between loneliness, perceived stigma, and perceived social
support and relapse rates. The study's findings demonstrated that, both separately and in

combination, all three psychosocial factors significantly predicted relapse.

5.1 The predictive role of loneliness on relapse

The finding of this study reported that approximately 21.6% of relapse rates were predicted by
loneliness. Which showed a strong relation between loneliness and relapse risk. These results are
supported by the “self-medication hypothesis”, which suggested that people might use substance
as a coping strategy for managing psychological distress and emotional pain (Khantzian, 1997).
During early stages of recovery, patients frequently experience feeling of emptiness after cutting
the connections with peer networks of substance users. When this gap is not filled with healthy
and meaningful interactions, the resulting loneliness causes extreme emotional instability and

cravings.

These results are also consistent with the previous study that indicated the predictive role of
loneliness as 28% of relapse rate (Ajayi et al., 2025). The slight variation may point to cultural

variations, however the underlying fact remains consistent.

The previous studies also found that loneliness may lead to a loss of meaningful interpersonal
relations and emotional connections which can increase emotional sensitivity and finally, the risk
of relapse (Ingram et al., 2020; Gutkind et al., 2022; Chen et al., 2021). Loneliness reduces
tolerance of distress by acting as an internal stressor. Patients use substance to artificially self
soothe their feelings of emptiness when there is no system to provide interpersonal support.
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This result has important clinical implications for treatment planning the sample’s high mean
loneliness score indicates that significant number of patients at Addis Ababa’s mental health
facilities face higher level of social isolation while undergoing treatment and recovery. However
as suggested by Ingram et al. (2020) and Crabtree et al. (2025), loneliness is rarely screened or

addressed in standard addiction treatment protocols.

These results are further affected by the Ethiopian culture background. The feeling of social
isolation carries a significant emotional burden in Ethiopia’s primarily collectivist society, where
personal identity and wellbeing are tightly linked to social belonging (Adem et al., 2025). Patients
who have experienced social exclusion, job loss or other form of marginalization due to their
substance use may perceive loneliness as fundamental break in their sense of self rather than just

a lack of social interaction.

5.2 The predictive role of perceived stigma on relapse

The result showed that perceived stigma has contributed to 18% substance use disorder relapse
and was a significant predictor of relapse. Participants who felt that society had negative or
discriminating opinion of them due to their substance use were more likely to relapse, which is
theoretically consistent with Goffman’s (1963) social stigma theory. Stereotypical attitudes
towards patients with substance use disorder appear to be deeply rooted in Addis Ababa’s societal
context, as seen by the uniformity of stigma experience across the sample and comparatively small
standard deviation surrounding a high mean. This finding mirrors the high prevalence found by
Belete et al. (2021), in Northwest Ethiopia.

At behavioral level, stigma takes patients from the protective structures that maintain abstinence
by discouraging help seeking and decreasing treatment adherence. Higher perceived stigma was a
stronger predictor of early treatment withdrawal, which is one of the most predictors of relapse as
supported by Isman et al. (2025). These results are consistent with the previous study that indicated
the predictive role of perceived stigma as 11.8% of relapse rate (Ajayi et al., 2025). The difference
may be due to Ethiopian society’s moralistic framing of addiction, where community and religious

norms tend to emphasize personal responsibility over medical explanation (Belete et al., 2021).
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Additional authors also found perceived stigma as strongest predictor of relapse highlighting its
contribution to shame and low self-esteem (Sonbol et al., 2023; Crapanzano et al., 2018). Feeling
of rejection and exclusion from society caused by stigma can lower motivation for recovery and

treatment involvement. Therefore, stigma is a major barrier in treatment facilities.

5.3 Predictive role of social support on relapse

The result of this study reported that perceived social support was a protective factor that strongly
predicted lower relapse rates. The finding of this study showed that lack of social support predicted
around 32% of relapse rate among patients with substance use disorder. These results are consistent
with the previous study that indicated the predictive role of lack of perceived social support as
19.9% of relapse rate (Ajayi et al., 2025).

The “stress buffering theory” which argued that social support promotes emotional resilience and
adaptive coping, provides support to this result (Cohen and Wills, 1985). Additional study also
found lack of perceived social support as strongest predictor of relapse highlighting its important
in long term recovery (Nikmanesh et al., 2016). Similarly, Ethiopian research has highlighted the
value of family support and social relationships in enhancing rehabilitation outcomes (Adem et al.,
2025). Social support is important for lowering the isolating effects of loneliness and perceived
stigma. Family, significant others and community support strengthens responsibilities and
promotes motivation for long-term abstinence, all of which reduce the risk of relapse. This result
raises awareness to an important cultural aspect, in Ethiopia’s collectivism norms, a patient’s
subjective perception that friends and families will support them in decision making and sharing
emotional burdens provides an important line of protection against environmental triggers. And

strong social support directly addresses the negative impacts of loneliness and stigma.
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5.4 Combined predictive role

The result of the combined analysis of these factors showed that social support, perceived stigma
and loneliness together explained a significant percentage of change in relapse rates. It implied
that lots of interdependent psychosocial factors have an impact on relapse in patients with
substance sue disorders rather than just one. Perceived social support continued to be the most
powerful predictor of relapse among all variables, showing its important protective role even in

lonely and stigmatized condition.

The result showed that psychosocial factors including loneliness, perceived stigma and social
support together contributed to substance use disorder relapse 41.4%. The remaining 58.6%
suggests other factors not included in this study, such as the severity and duration of past substance

use, individual differences in coping style and so on.

Overall, the result supported an important argument, relapse in substance use disorder patients is
not mainly a biological event but also a psychologically integrated process that occurs in a setting
of isolation, societal devaluation and perceived interpersonal separation. Treatment strategies that
simply center detoxification and pharmaceutical stabilization will inevitably fail. In order to
achieve long term recovery outcomes, a holistic and person centered approach that simultaneously
targets loneliness, addresses stigma and strengthens patient’s perceived social support is not only

beneficial but also therapeutically necessary.
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6. Conclusion

This study examined the psychosocial predictors of relapse among patients with substance use
disorders in Addis Ababa, Ethiopia, with an emphasis on loneliness, perceived stigma and social
support. Although the results are statistically significant, their deepest significance goes far beyond
the numbers. It showed that relapse is not mainly due to by pharmacological fail or lack of
motivation, it is also a social and psychological process that is influence by the nature of human

environment.

The study’s most important finding is that current biomedical model for treating SUD | structurally
insufficient. Any treatment plan that just targets the biomedical aspects of addiction while ignoring
the social surroundings of a recovered patients is insufficient. If psychosocial factors alone account
for 41% SUD relapse. Treatment programs that discharge patients in to situation of social isolation,
stigma and poor social support network are not treating the whole person. They are simply treating

the symptoms and send back patients to the situation that caused it.

There is clear and practical implication to the fact that perceived social support is the best single
predictor of relapse, families and communities are essential to recovery. Patient’s subjective
feeling of belonging appears to be one of the most powerful relapse prevention strategies when
they believe that those closest to them are truly supporting them. This implies that SUD treatment
should formally include family in the therapeutic process as active participants who are informed
and supported to make a significant contribution to a patient’s recovery rather than as passive

visitors.

For patients with SUD, stigma is more than just a social inconvenience. It function as an important
clinical predictor that undermines self-worth, discourages help seeking and make it challenging to
establish and maintain recovery. The fact that stigma universally perceived by the sample shows
that this is a society issue rather than just an individual one. It highlight the need for institutional
intervention at the level of community education, public health messaging and clinical training so
that the moral and cultural framing of addiction as a behavioral flaw starts to give away more

accurate understanding of it as a treatable health condition.
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Loneliness, highlights one aspect of recovery that rarely addressed by clinical systems.. Even
though they are harmful, patients in recovery lose the social network that gave them a feeling of
community and daily routine. What closes that gap is important. The finding that loneliness is a
major predictor of relapse on its own implies that recovery support should actively focus on

fostering social connections rather than just eliminating negative ones.

Over all, these findings suggest that the current view and resources for SUD recovery need to be
modified. Recovery doesn’t take place in a treatment facilities I occurs in homes, work place and
communities. And its probability largely determined by what such settings provide or withhold. In
order to effectively reduce relapse, a treatment model must address the psychosocial conditions
that sustain vulnerability, reach out to those environments and acknowledge that long term
recovery necessitates both cured individual and supportive social environment for that individual

to return to.
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7. Recommendations

Based on the above findings and conclusion the following recommendations are proposed for
mental health professionals, institutions, families and community.

For mental health professionals and institutions

Psychosocial aspects like loneliness, perceived stigma and social support should be often
evaluated by mental health professionals dealing with individuals with substance use disorders
during treatment and follow up care. Relapse preventive measures, emotional support services
and psychosocial counseling should all be included in intervention programs. In order to improve
patients' social connections and emotional resilience during recovery, treatment facilities should

strengthen peer support and family based programs.

For families and communities

Families of people with substance use disorders should be encouraged to take an active role in
their treatment and recovery process. Encouragement, acceptance and emotional support can
lessen feelings of loneliness and increase treatment results. In order to minimize stigma related
challenges to treatment, community awareness programs should be put in place to lessen

discrimination and negative attitudes toward people with substance use disorders.
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Annexes

Annex 1: Consent form of the study (English version)

ADDIS ABABA UNIVERSITY
COLLEGE OF EDUCATION AND BEHAVIORAL STUDIES

SCHOOL OF PSYCHOLOGY

My name is . | am a data collector for the study entitled “Psychosocial Factors as

Predictors of Relapse among Substance Use Disorder Patients in Mental Health Facilities in
Addis Ababa, Ethiopia.” This study is being conducted by Ms. Tizitawork Enkubahiry as part of
the requirements for a graduate thesis in Counseling Psychology at Addis Ababa University. The
purpose of the study is to better understand psychosocial factors that influence relapse among
patients with substance use disorders. The study will be conducted from March, 2026 to April,

2026 in selected mental health and rehabilitation facilities in Addis Ababa.

You are invited to participate in this study after reading and understanding the following

information and voluntarily giving your consent.
What is the study about?

This study aims to examine psychosocial factors that predict relapse among individuals
diagnosed with substance use disorders. Specifically, the study seeks to:

o Assess the relationship between loneliness and relapse
« Examine how perceived stigmatization influences relapse

o Explore the role of perceived social support in reducing relapse
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The findings of this study will contribute to improving relapse prevention strategies and

psychosocial interventions in mental health facilities.

Why are you invited to participate?

You are invited to participate because you are an adult patient diagnosed with a substance use
disorder and are currently receiving treatment or follow-up services at one of the selected mental
health or rehabilitation facilities in Addis Ababa. Your experiences and perspectives are

important for understanding factors that affect recovery and relapse.

What is expected from you?

If you agree to participate, you will be asked to complete a structured questionnaire. The
questionnaire will include questions about your background information, feelings of loneliness,
perceived stigma, perceived social support and experiences related to relapse. Completing the
questionnaire will take approximately 30-45 minutes. The data collection will be conducted in a

private and respectful manner.

What are the benefits of participating in this study?

There is no direct financial or material benefit for participating in this study. However, your
participation will help generate valuable information that may assist mental health professionals,
rehabilitation centers and policymakers in developing more effective psychosocial support and

relapse prevention programs for individuals with substance use disorders in Ethiopia.

What are the risks of participating?

There are no physical risks associated with participating in this study. Some questions may
involve personal or sensitive topics related to substance use and recovery, which may cause mild
emotional discomfort. If you feel uncomfortable at any point, you may skip any question or stop

participating without any consequences.



What are your rights as a participant?

e Your participation in this study is entirely voluntary.
e You have the right to refuse to participate or to withdraw from the study at any time
without any penalty or effect on your treatment or services.

e You may choose not to answer any question you do not feel comfortable answering.
How will your information be kept confidential?

All information you provide will be kept strictly confidential. Your name or any identifying
information will not be written on the questionnaire. Codes will be used instead of personal
identifiers. The data will be stored securely and will only be accessible to the principal
investigator. The results of the study will be reported in aggregate form, ensuring that no

individual participant can be identified.
Whom to contact if you have concerns or questions?

Institutional Review Board (IRB)
Addis Ababa University

Principal Investigator:

Ms. Tizitawork Enkubahiry

School of Psychology, College of Education and Behavioral Studies
Addis Ababa University

Advisor: Dr. Assefa Berihun (PHD), School of Psychology, Addis Ababa University
Informed Consent
Are you willing to participate in this study? (Please circle one)

1. Yes (Consent is given and participation continues)
2. No

44
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I, the undersigned participant, confirm that | have read or had the above information read to me,

have understood it and voluntarily agree to participate in this study.

Participant’s Signature:

Date:

Data Collector’s Signature:

Printed Name:
Date:




ANNEX 2: Questionnaire of the study (English version)

Section I: Socio-Demographic Information

1. | Age _years
1, Male

2. | Sex
2, Female
1, Single

3. | Marital status 2, Married
3, Divorced
1,Student

Occupation

4, 2, Employed
3, Unemployed
1, No formal
2, Primary

5. | Education

3, Secondary

4, Degree and above

46



Section I1: Relapse Assessment

47

Please read the following statements and for each one circle a number, from 1 to 7, to indicate

how much this has been true for you recently. Please circle one and only one number for every

statement.

Never | Rare | Some | Fairly | Often | Almost | Alwa
No ly times | often always |ys
6 | I feel nervous or unsure of

my ability to stay substance

free.

7 | I have many problems in my
life.

8 | I tend to overreact or act
impulsively

9 | I keep to myself and feel
lonely.

10 | I get too focused on one area
of my life.

11 | I feel blue, down, listless, or
depressed.

12 | 1 engage in wishful thinking.

13 | The plans that | make
succeed.

14 | I have trouble concentrating
and prefer to dream about
how things could be.

15 | Things don’t work out well
for me.

16 | | feel confused.

17 | 1 get irritated or annoyed with

my friends.
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18 | | feel angry or frustrated.

19 | I have good eating habits.

20 | | feel trapped and stuck, like
there is no way out.

21 | I have trouble sleeping.

22 | I have long periods of serious
depression.

23 | I don’t really care what
happens.

24 | | feel like things are so bad
that I might as well use
substances.

25 | I am able to think clearly.

26 | | feel sorry for myself.

27 | 1 think about using
substances.

28 | 1 lie to other people.

29 | | feel hopeful and confident.

30 | | feel angry at the world in
general

31 | I am doing things to stay
substance free.

32 | | am afraid that | am losing
my mind.

33 | I am using substances out of

control.




Section I11: Loneliness

INSTRUCTIONS: Indicate how often each of the statements below is descriptive of you.

No Never | Rarely | Sometimes | Often

34 | | feel in tune with the people around me.

35 | I lack companionship.

36 | There is no one I can turn to.

37 | 1 do not feel alone.

38 | I feel part of a group of friends.

39 | I have a lot in common with the people around

me.

40 | I 'am no longer close to anyone.

41 | My interests and ideas are not shared by those

around me.

42 | 1 am an outgoing person.

43 | There are people | feel close to.

44 | | feel left out.

45 | My social relationships are superficial.

46 | No one really knows me well.

47 | | feel isolated from others.

48 | | can find companionship when | want it.

49 | There are people who really understand me.

50 | I am unhappy being so withdrawn.

51 | People are around me but not with me.

52 | There are people I can talk to.

53 | There are people I can turn to.




Section 1V: Perceived stigmatization

50

No

Strongly

disagree

Disagree

Agree

Strongly

agree

54

Most people would willingly accept someone
who has been treated for substance use as a

close friend.

55

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

56

Most people would accept someone who has
been treated for substance use as a teacher of

young children in a public school.

57

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

their children.

58

Most people think less of a person who has

been in treatment for substance use.

59

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

60

Most employers will pass over the application
of someone who has been treated for

substance use in favor of another applicant.

61

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

use.




Section V: Perceived social support

51

No

Strongly

disagree

Disagree

Neutral

Agree

Strongly

agree

62

There is a special person who is

around when | am in need.

63

There is a special person with

whom | can share my joys and

SOrrows.
64 | My family really tries to help me.
65 | | get the emotional help and support
| need from my family.
66 | I have a special person who is a real

source of comfort to me.

67

My friends really try to help me

68

| can count on my friends when

things go wrong.

69 | I can talk about my problems with
my family.
70 | I have friends with whom | can

share my joys and SOrrows.

71

There is a special person in my life

who cares about my feelings.

72

My family is willing to help me

make decisions

73

| can talk about my problems with

my friends.
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ANNEX 3: Consent form of the study (Amharic version)

h0é 1: PTGk PTATE 422 6CP° (PAZICT +3.)

a%0 AN LNCHL

e VCTS PaVé TG+ hAE
ea7-anNg +uCt N

N 10 A% NASD AN D97 N90TF PAAICC M.S
+£oF @0T P73 hoo- €FTL 1IC AMPPI° TFIC CAVTD- 312125 *1ICHT7
POUAINR CTUNE-P ATSU-9° A1 ANSP  PRTERT NTLA Con AThiLa- TG T
Panld ONAN, 75 SV TGF NASO AN RLACAA PO1-ANS T9°uCT O 1294
®/&T THFOCE W1RAWCLE AT 991847 Povavlef dUG ATA 10 TGk
h oo 20 Ahh “L2HE 2018 NA%O AN PHoolm PAAIC MS hh9°G +&o7 T
ONT EhhGA::

N T CPLNDT aolB ATND- Nao-A- hHlS N71A 04222 NTSE AT8.A0 T4
T INMHPA::

T9E WA7L7 10-?

2V TS ML 1IC amP+9° FIC ¢Fhov. Fho) DT @L W15 aomeb9°
(@1CHT) PoULLavm: TTVNE-PS NIANSE 972017 AavaoCooC PHHIE hm-::
N-+ALY®:

o AVFAYE AS TICHT avhhd LA®F 17711
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e PavlAA 0% F N°TICHT AL LADT 1005
o PINUNLP £I% N “VICHTT A1 T AIL9LPIN Aav19°19° L9°Nd-A\::

A7 o007

ACO2 NA?5 Chavim PhhI°C MS hh9°S +49° O-OT C7PL 11C AP +I® ToIC
IC NFLPH (hg°S AlTPNA @L9° TN AL AP i AL PG ANtOP TP
ATSE NMI° ANdAL 10

hACO® 7°7 2mMOPA?

0TG-+ AooA+G hhaloo- PHHIE oom@P £CI° AI8.I°0 LmePh:: aoomed:
POIUMNE-P ool BPT T AT CovlAN 0901 COIUNEGP &6 0T WS
hMCH T OC PHELH 180T7 BHA: aom@eG Aavav-A 30—45 L+d PUA
LMNYA::

NTGE oAte P99 Lon@ TPI° 7°7L7 107

NPT PN ®LI° CHNLT TPI° PAI°: 1IC 77 LV TG NAARYC MS
NAgo-P D7 ¢hng°S +£911 AG 70N AR LT “7ICHT7T AaohAhd P-1+0A
TGUNEP ATLSU9° 01 ANSP ACI°SPT A748H.28. PMA:

NTG+E oA+ A LorM PTUTN hLD hA?

goI9° PhA hL.D PAY°:: AT87L TLEDT AN PN ACLL AP NALTA 1710
ahavao’ T+ ALONTA STFAN: NALATF T35 ®79° T PE¢ avavph AAD. ®LI°
N5 m9° L g+ DT 99$9° T AN

a%e tAF 4 oo PTP

o TATEP NLPL 1D
o N75®9° 1H. a1+ 99$9° L FAN
o PALNTTT TPE avavpAh VLt P hP.LAI°



avlBP a1t LMNPAN?

PoLAM T ovl8 oo TLOATEP LPSA: N9°P ®LI° AA aoAf ovlB NleomB+
AL hRAGYI°:: ovlB@- b Fov 0 NLV T SmNPAT O-MAEI® 7775 D79°
2000 ALIAZ NMPAA oA S+COA-:

TeE @29 TIC MA?

PIPCI°C £71-9°0C ot (IRB)
AS0 AN LLACH. T

PG tavld-e:
@/t THFOCP ATRIVCE
eOT-ANS FIPVCT T
CTIPVCTS CaVs TG T hAE:
A%.0 AN LLOCA L

hTMe: 2IC hdd 0CU°F ( T. AT 2)

POY-ANS FIPVCT T
P HI°VCTS PAVe TG T hAE:
A%0 AN RLNCA

PtAte 4P
MY TGT AooA+G L PLE 1217 (WP W57 LI°Lar)

1. hP7%
2. hBLAUI®

AL DT LHCO% £LLM FAF4 DAL PPLNMT avlB HLETFAU-E N4.92.9° NH.V
TGt AaoO+E ANTITIAY-::
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P+Aat4 &CT:

+7:

PoolB ONAN 4Co7:

ao-(\ Q9°:

*°7:
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ANNEX 4: Questionnaire of the study (Amharic version)

RN A7 hMPAL avlR

1 0L _ Ggvi
2 1, @7%
o5
2, 0
3 17 9mA
27 210/2107

CONF U | 35 g o/popg T

4 ao-0 | ¢ 1% 994
U3 2% bMe (PULNE)
37 Né- PaND-
5 17 ao20§ TI9°VCT PN
gopCT 27 gvfovlf LUK
00 3T TS L8

4% 8746 AG hiLE NAL

NEA U-NT: oo\ oomP9° | “VICHT ovlB

avavd € NONLT Al 151% 7 LT TIC £ AS hPI15 a0 amP+I°L IC
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