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Abstract

Background: Self-stigma and Shame have broadly been studied as related to substance use
disorders globally, however interventions have not been examined in randomized double-
blind, and parallel-group clinical trials. There have little been known related to the evaluation
and treatment of self-stigma and shame in Pakistani substance user patients. This study
examined the effects of acceptance and commitment therapy (ACT) for self-stigma and shame
in patients with treatment for substance user disorders.

Methods: Sequential cohort sets have been allocated in a pairwise random style to get
intervention of the acceptance and commitment therapy (ACT) and treatment as usual (TAU)
in place of six hours of a group workshop during a single week and concentrated on
acceptance in relation to shame and self-stigma which would have followed at that similar
interval.

Results: The results of linear mixed-effects models demonstrated that the ACT intervention
resulted in minor immediate increases in shame at pre-test however higher reductions were
observed at post-test in patients with experimental(ACT) group as comparison of patients
with control group. Further, those patients with the ACT group found less shame in comparison
of patients with treatment group at follow-up. Moreover, Effects intervention of the ACT on
treatment use at follow-up phase have statistically been significant through post-treatment
stages of shame, these results illustrated that greater levels of shame were found at post-
treatment phase in patients with treatment groups at follow-up. Furthermore, effects
intervention of the ACT on shame at follow-up phase have been mediated through treatment
use at follow-up phase, recommending that ACT intervention could have had its influence,
as a minimum in part, by improving patients in treatment groups.

Conclusions: This study’s findings recommended that the ACT therapy was more effective
promising intervention toward reducing the shame in patients with substance user disorders.
The results of present study would serve as a new model to plan prospect randomized control
trail with ACT-related interventions. Further, it would also be cost effective as well as  play
important role as prevention to improve relapse rate in patients with substance user disorders.
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Background

Nowadays, there is mutual agreement among health
professionals and governments across the different countries
to manage and prevent health-related self-stigma and shame
in drug use disorder patient globally. This consensuses with
a prompt development of study on self-stigma and
shame(Manzo, 2004; Livingston et al., 2012; Luoma et al.,
2012; Gul & Ageel, 2021; Ageel et al., 2022) which, so far,
has focused on exploring the magnitude of above mention
issues and comprehending its deleterious consequences in
different population (Herbert et al., 2022; Potts et al., 2022).
Earlier studies have also been rapidly to shift their focus
to find out answer of the question of how self-stigma and
shame linked to mental problems as well as substance use
problem could be decreased (Henny et al., 2022; Nisar et al.,
2020).

Moreover, shame has broadly been found as
associate with substance use disorders as well as their
preventing and management, but the complex nature of the
association or how comprehend and best to describe it in
framework of clinically are contentious and open for further
debate in different samples. The shame’s emotion drives
once an apparently flawed self is demonstrated to others and
oneself (Dearing et al., 2005; Rashid et al., 2021; Risgr et al.,
2022; Saif et al., 2021). Whereas, shame could have adaptive
public roles including solidifying societal norms and roles,
appeasing others, or evoking sympathy, following the break
of social norms or roles (Dickerson et al., 2004; Tahira &
Jami, 2021; Tracy & Robins, 2004), it commonly assists a
harmful function in the framework of substance abuse.

Shame is commonly found among those patients
with substance use disorder in comparison with those patients
without substance use disorder (Dearing et al., 2005; Risgr et
al., 2022). 1t was also associated with substance use disorder
(Ageel & Rehna, 2020; Mohr et al., 2008; Togeer et al.,
2021). Further, it has been dragged toward relapse in
substance use disorder (Wiechelt & Sales, 2001). Shame is
considered as the emotional treatment of self-stigma in drug
addicted sample that was linked to treatment-seeking delays,
treatment dropout, and poorer social functioning (Niu et al.,
2022; Perlick et al., 2001; Sirey et al., 2001).However, with
a lot of noteworthy exemptions, there are carried out many
studies on interventions designed to reduce shame and stigma
in different population (Gilbert & Procter, 2006; Niu et al.,
2022; Riser et al., 2022; Rizvi & Linehan, 2005). Many
interventions of substance use disorder explain shame with
related to addiction(Niu et al., 2022; Potter-Efron, 2002),
nevertheless a few studies have also been thoroughly studied.

This current research was carried out base on the
concept that minimum two frameworks associate shame with
negative consequences including poor social functioning and
substance misuse(Mohr et al., 2008; Niu et al., 2022). First
of all, through a proper channel well-known cognitive fusion,
association with the actual meaning of self-devaluing and
self-critical thoughts enhances the probability of negative
behaviors including substance use disorder. These
deleterious behaviors or thoughts lead and further strengthen
a destructive self-concept in person (Hayes et al., 2004; Niu
et al., 2022). Secondly, through a proper channel well-
recognized practical avoidance that the inclination to avoid
complex personal experiences such as away of behavioral

or emotional regulation even once it drags to problematic
behavior (Hafsa et al., 2021; Hayes et al., 2006; Paulos-
Guarnieri et al., 2022). Chemical substances are obtained to
suppress and avoid shame or its associate deleterious
emotions and outcomes in person. This decreases access to
the possibly helpful shame’s functions including signing a
violation of personal values and social roles. This process
may serve for enhancing shame because of avoidance and
suppression tend to drag toward improving of the feeling or
thought being avoided and suppressed (Hayes et al., 2006;
Wenzlaff & Wegner, 2000). Previously, experiential
avoidance has also been associated with greater prevalence
of shame in drug addicts(Paulos-Guarnieri et al., 2022;
Sarfraz et al., 2021; Weeden & Poling, 2010). It further leads
self-destructive thoughts (Ahmed et al., 2021; Ostafin et al.,
2008; Paulos-Guarnieri et al., 2022). This whole process
address in development of problematic behaviors and
thoughts in substance use disorder, a major intervention
targets and reduces of shame must be cognitive fusion
intervention with ideas of experiential avoidance of thoughts
that may help an adaptive role for improving social
destructive negative behavior patterns. For substance use
disorder, acceptance may also be adaptive responses to
complex internal and external personal experiences including
negative self-judgment and shame. For instance, acceptance
has been linked to control and reduction of automatic alcohol
thoughts on drinking behaviors and feeling (Jaffri et al.,
2021; Naeem et al., 2021; Ostafin et al., 2008; Potts et al.,
2022; Shahzad et al., 2021).

The purpose of the current research examined the
effects of the acceptance and commitment therapy for shame
in patients with substance use disorder. The acceptance and
commitment therapy was positively associated with negative
consequences of opiate addiction, chronic marijuana use,
alcohol use, and nicotine dependence disorders(Potts et al.,
2022; Risgr et al., 2022). In the acceptance and commitment
therapy framework, it is trying to eliminate or reduce shame
through psychological acceptance method which participants
encourage to describe their feelings and thoughts of shame,
while decreasing their conditioned associate with internal
and external acts. Negative thinking such as self-judgments
about their own self. For example or “I am a loser and evil”
are tackled and resolved through cognitive diffusion. This
current research was the first cluster randomized trial to
examine the acceptance and commitment therapy on shame
in a sample of Pakistani’s substance use disorders.

Method

Research design

Sequential pairs of cohort have been allocated in
a pairwise random style to get either the 6-hr intervention of
the acceptance and commitment therapy (ACT) and
treatment as usual (TAU) in place of six hours of a group
workshop during a single week and concentrated on
acceptance in relation to shame and self-stigma which
would have followed at that similar interval. The trail design
was related with an additive intervention design, excepting
that those in the acceptance and commitment intervention
situation contributed in six hours less of their systematic
intervention program in comparison with treatment as usual
(TAU). Detail information of experiment is presented in a



consort chart at Figure 2.

Incentives and recruitment. Recruitment was
carried out in different trails and phases. Research members
met with professional member to recognize appropriate
participants who have been provided a flyer of present study
and requested to participate in the preliminary assessment. In
this meeting, those participants who were given their written
and verbal inform consent to participate in the pre-
intervention examination battery and they were included in
present study. On the other hand, those participants who did
not fulfil the criteria of present study, they were excluded
from this present study.

Trial design

This study was conducted based on a double-blind,
parallel-group, randomized controlled feasibility trial in
Pakistan to compare treatment as usual as a control group and
treatment with ACT therapy as an experimental groups.
Cluster sampling was used to include sixty five diagnosed
substance use disorders patients were recruited from different
drug Rehabilitation Centers of Islamabad and Rawalpindi, Pakistan,
from January 2020 to 2020 December. The trial design is
presented in Figure 1.
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Figure. 1. The trial design

Baseline phase & Outcome

At baseline phase individuals referred by the
rehabilitation key worker who elected to participate provided
written informed consent. Baseline measurement started on
the same day for all participants. All selected participants
were given a general description of the project and took
interviews to evaluate their enrollment eligibility for present
experiment. If patients fulfilled the inclusion criteria of
present study, they have been requested to complete a
pretesting session (T-0) and were randomly assigned to
groups. Pretesting targeted outcome domain were
multidimensional social support, quality of life, general
mental health as secondary variables and shame as primary
variable. After baseline phase, the participants of study were
randomly placed into one of two groups (ACT, TAU).
Eligibility criteria

Inclusion criteria. Eligibility criteria were
comprehensive and reflect real-world characteristics. Study
staff made the diagnosis of substance use disorder, based on
structured clinical interview after taking informed consent
from the patient for participation in the study. Participants
must not have any psychiatric disorders and severe
neurological disorders and have been in a residential
treatment program for 2 months with a general orientation
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toward a 12-step model, psychosocial programs,
psychotherapy, general health care and medication
management. All potential study participants who will be
consented to participate in the study complete the pre-
intervention assessment battery at baseline phase that will be
held in the residential unit. No changes were made in method
after the trial started.

Exclusion criteria.  Exclusion criteria were
followed as those participants who did not fulfil the criteria
of present study, they were excluded from this present study.
For example, those participants who were enrolled
simultaneous in another interventional program. Further,
those participants who were also not available to participate
for 6 hours in present study. Moreover, those patients who
had any cognitive impairment and other mental health
problems, they were excluded from present study.

Randomization and Masking

Sixty five diagnosed patients with substance use
disorder were randomly allocated in experiment and control
groups to obtain treatment as usual and ACT intervention
though  computer-generated randomization  schedule
technique and they were supervised through an independent
external statistician for concealment of allocation in present
study. Double blind technique and cluster randomized
control trails were used to conceal of treatment allocation and
identity of participants in both treatments groups from
Clinicians and participants throughout the intervention.
Interventions

Acceptance and Commitment Therapy. The ACT
intervention was designed and modified as per Pakistani
culture and it was also dire need of the study’s participants to
understand this intervention. Diagnosed patients with
substance use disorder joined an ACT intervention group in
place of treatment as usual at same time and similar
instructions. Professional’s psychologist were served to
deliver ACT intervention on a group basis for 21 days which
was included 6 hrs Of treatment with almost a 2 hrs session
in one day. Overall 4 groups of all participants were made of
eight to ten patients. Participants with ACT groups have been
controlled by two Professional’s psychologist. Furthermore,
two addiction psychologists and one counselor were also
included to analysts. ACT intervention was planned basis on
5 basic modules including committed action, values,
willingness, diffusion, and workability and two general
targets such as shame and self-stigma. Specific activities
were designed to the personal needs of patients, whereas
normal sessions were applied and maintained. ACT
intervention focus on formation and development of a
situation for acceptance, followed through commitment to
action and values such as the major psychological manners.
The first session’s purpose was introduced psycho-education
or understanding with intervention. This intervention was
more emphasized creation of a context for acceptance by
rigors examination and cost assessment of previous control
struggles and making a space for unique new explanations,
willingness, and acceptance to modification in second and
third session. The participants was introduced to the concept
of diffusion, as used within ACT. As a physical metaphor the
participant was asked to write a shame based thought, they
had about themselves on a card and hold it straight in front of
them, in order to demonstrate how you can sometimes be



blinded and restricted by unwanted thoughts. Clinician than
instructed the participants to hold the card far away from the
face with an extensive amount of strength, this was done in
order to generate an intense physical experience to
demonstrate the effort it takes to try and push-away or get rid
of difficult thoughts. After that participants have to lay the
card on their lap and notice how they can engage with the
world even though the thought is still present.

A paper-based exercise “The ACT Matrix”(Paulos-
Guarnieri et al., 2022) was used to help identify unwanted
internal experiences surrounding a chosen life domain,
recognize what unhelpful strategies the participant may be
engaging in to avoid those unwanted internal experiences,
and finally classify a series of both short and long-term goals
to reach a valued direction in their chosen life domain. The
participants was then directed either the leaves on the stream
exercise or the “I’m having the thought” exercise in order to
create space between the self and unwanted thoughts.

Fourth and fifth sessions focus on value-based life,
acceptance, and willingness as another to managing and
tackle feeling of shame. The major aim of sixth and last
session was to format a way of behavior and thoughts by
value-based exposures in present study. The intervention
sessions were also reviewed or modified and patients were
ready for failure and recurrence. A lot of exercises and
assignments in final sessions were designed to the personal
requirement of the clients, including life-enhancing,
practicing, and mindfulness. These sessions were nearly
ninety minutes long. In the end of final session, the clients
were provided a booklet with psychoeducational data,
audios, and brief exercises to complete if they were willing.

Treatment as Usual. The parallel was treatment
as usual that comprised of care worker from primary care
mental health services such as professional psychologist,
primary intervention and prevention in addiction disorder,
and clinical settings. The general treatment plan at this
facility averaged thirty four hours in week with different of
therapies including educational groups and
psychoeducational. Pre or post evaluations were performed
before one week to place patients in both groups. During the
pre and post examination phase, those participants was
placed in the  ACT group, they were received ACT
intervention to improve shame, whereas those participants
were placed in the TAU group, they were only attended their
normal program.

Measures

Four standardized psychological instrument were
used to assess shame, social support, and quality of life at all
time points in present study. The findings of internal
consistency is reported below table 1 at all-time points.

Primary variable. The internalized shame scale was
assumed as primary variable because it was the major focus
of the intervention group, it persistent involvement in alcohol
and drug management after release since this is an important
way to eradicate long-term consequences for substance use
programs (Gul & Aqgeel, 2021; McLellan et al., 2000), it was
a main goal of the ACT therapy, and follow-up alcohol and
drug use disorder since that is an essential trait of drug
addiction.

Internalized shame scale. Shame was assessed by the
internalized shame scale which was developed by Rybak and
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Brown (1996) and it was also translated and adapted in
present study. It is a twenty four items instrument to assess
shame. Items of this scale are rated a 7-point Likert scale
from 1 (never) to 7 (always). Internalized shame scale has
demonstrated good validity and reliability present study(Gul
& Ageel, 2021; Rybak & Brown, 1996).

Secondary variables. Three secondary scales were
used to measure general mental health, quality of life, and
social support insubstance use disorders. These three
variables are related with the long-term adjustment of
substance use disorders globally(Compton et al., 2003; Gul
& Ageel, 2021).

The General Health Questionnaire.  Overall
mental health was measured by the general health scales (Gul
& Ageel, 2021; Vieweg & Hedlund, 1983). It is a twelve
items scale which was developed to examine mental health.
Higher scores on this scale demonstrated better mental
health. Whereas, lower scores on this scale revealed bad
mental health. It has demonstrated good validity and
reliability present study.

Quality of life. 1t was developed by Flanagan (1978).
It is a sixteen item scale that is designed to measure quality
of life in work and family settings. Higher scores on this scale
demonstrated better quality of life. Whereas, lower scores on
this scale revealed bad quality of life. It has demonstrated
good validity and reliability present study(Flanagan, 1978;
Gul & Ageel, 2021).

The Multidimensional Scale of Perceived Social

Support. It was developed by Zimet et al. (1988). It is a
twelve item scale which was developed to measure social
support. Higher scores on this scale demonstrated good social
support. Whereas, lower scores on this scale revealed weak
social support. It has demonstrated good validity and
reliability present study(Zimet et al., 1988).

Data analysis

This study was designed to examine effectiveness
of the acceptance and commitment therapy for reducing self-
stigma and shame in patients with substance user disorders.
A two-way factorial ANOVA analysis was used to evaluate
the effectiveness of the acceptance and commitment therapy
on self-stigma and shame(Field, 2013). Moreover, this
analysis was also carried out between treatment as usual
group and treatment with acceptance and commitment
therapy group based on three different time conditions such
as pre, post and follow up. Wherein time conditions were
considered as IV while shame, general mental health, quality
of health, and social support were considered as dependent
variable.

Consort

The Consolidated Standards of Reporting Trials
(CONSORT) was used for reporting of parallel group
randomized controlled trials. In total, 65 participants gave
their consent and were randomized to one of the two groups:
ACT (n=35), TAU (n=30). Detail information of experiment
is presented in a consort chart at Figure 2.



200 patients assessd for eligibility

135 excluded
81 did not meet inclusion criteria

21 psychotic

26 about to discharge

13 suicidal attempts

21 other or unknown

54 declined to participate
18 wanted to work with own therapist

16 no interest in or time for research

20 other or unknown

65 randomly assigned

30 allocated to standard
35 allocated to ACT freatment
|
Pre assessment(n=35) Pre assessment (n=30)
] |
Treatment with ACT Treatment as usual
(TAU)
Amount of intervention received
0 hours (n=35)
1-2 hours (n=35)
3-6 hours (n=35)
Post assessment (n35) Post assessment (n=30)

3 month follow up 3 month follow up

(n=35) (n=30)
: : 30 included in
|_ 35 included in ;
analysis analysis

Figure. 2. Consort flow diagram



Results
Table 1
Mean differences between treatment as usual and ACT on shame, general health, quality of life, Acceptance and action,
multidimensional social support in substance users (N=65).

Treatment as ACT (n=35) Group Time Group*time (95% CI)
usual(n=30)
a M SD M SD F p N F p o2 F p 2 UL LL

SH
Pre 91 2706 444 2617 572 3767 .000 .166 31.04 .000 .247 2656 .000 219 19.65 21.75
Post 27.03 4.46 9.48 5.90
i 17.83 857 1662  11.93
GH
Pre g9 218 822 1862 6.83 2647 .000 .123 142 244 015 1075 343 011 1866 20.70
Post 2150 698 1540  6.95
FU 2370 531 17.02 837
QoL
Pre 50 6740 17.08 69.80  14.29 52 471 003 2966 .000 239 1.037 .357 011 7650 80.51
Post 85,500  13.83  90.00  10.47
" 80.43 1430 77.94  14.60
AQ

Pre. 73 3260 631 3214 353 609 014 031 5837 000 382 5399 005 054 2345 2553
Post 2276 920 1525  7.19

FU 22.03 8.00 2217 8.70

MS

Pre 85 40.03 727 4091  11.86 486 486 .003 11.97 .000 .112 743 477 008 43.94 47.10
Post 48.23 10.83 51.85  12.61

FU

46.63 11.77 45.48 11.40

Note: SH= Shame, GH= General health, QOL= Quality of life, AQ= Acceptance and action questionnaire, MS= Multidimensional social support



In table 1, the aim of present study was to examine
whether treatment as usual or treatment with ACT was more
effective for shame among substance use disorders. A two-
way factorial ANOVA between subjects were performed
among treatment as usual or treatment with acceptance and
commitment therapy based on three different time conditions
such as pre, post and follow up. Wherein time conditions
were considered as 1V while shame, general mental health,
quality of health, acceptance and social support were
dependent variable. Findings of two-way factorial ANOVA
revealed significant differences between two groups within
pre, post and follow up conditions. After pretesting session
(T = 0) when ACT was applied to the experimental group,
participants showed a significant decline in shame at pre-
intervention (M = 26.17 SD = 5.72) post-intervention SH (M
=9.48 SD =5.90) and follow-up. However treatment as usual
were provided to control group which shows no significant
improvement in shame at pre-intervention (M = 27.66 SD =
4.44) post-intervention SH (M = 27.03 SD = 4.46) and
follow-up that were primary measures. Furthermore, the
findings of a two-way factorial ANOVA  analysis
demonstrated that the ACT intervention resulted in minor
immediate increases in shame at pre-test however higher
reductions were observed at post-test in patients with
experimental(ACT) group as comparison of patients with
control group.

Further, those patients with the ACT group found
less shame in comparison of patients with treatment group at
follow-up. Moreover, Effects intervention of the ACT on
treatment use at follow-up phase have statistically been
significant through post-treatment stages of shame, these
results illustrated that greater levels of shame were found at
post-treatment phase in patients with treatment groups at
follow-up. Furthermore, effects intervention of the ACT on
shame at follow-up phase have been mediated through
treatment use at follow-up phase, recommending that ACT
intervention could have had its influence, as a minimum in
part, by improving patients in treatment groups.

Additionally, this analysis results revealed that there
was found slight significant improvement on secondary
variables such mental health, social support, and quality of
life.

Shame. The result demonstrate that shame score
was significant in timeline (pre, post, follow up) (F=37.67,
P=.000, ny? =.166) group (F=31.04, P=.000, ny? =.247) and
interaction effect (F=26.56, P=.000, np? =.219). In standard
treatment arm participants showed no significant
improvement in pre (M=27.06, SD=4.44) post (M=27.03,
SD=4.46) and follow up (M=17.83, SD=8.57) conditions.
When observing pre to post assessment changes in shame,
greater decreases in shame from pre (M=26.17, SD=15.72) to
post (M=9.48, SD=5.90) and again there is escalation in
followup(M=16.62,SD=11.93)due to the lack of treatment i
n this time. Figure 9 shows that after pre testing session (T-
0) when ACT were applied to the experimental group,
participants showed significant decline in shame at post
testing (T-1),whereas no significant difference were shown
in control group at this level. While in follow-up (T-2) both
groups were remain same.
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Figure 3. Mean difference of shame between T-0 (pre
testing), T-1 (post testing), and T-2 (follow-up) in control and
experimental group (N=65).

General mental health. The analysis
showed significant effect for treatment condition in group
(F=26.47, P=.000, np? =.123), but there was a nonsignificant
effect for time (F=1.422, P=.244, np? =.015) and the
interaction of group and time (F=1.07, P=.343, ny? =.011).
Participants in the ACT condition showed a medium and
significant improvement from pre (M=18.62, SD=6.83) to
post treatment (M=15.40, SD= 6.95), but again an increase in
through the follow-up period (M=17.02, SD= 8.37).There
were no significant differences found at ST condition from
pre (M=21.83, SD= 8.22) to post treatment (M=21.50, SD=
6.98) on this metric but at follow-up significant improvement
was shown (M=23.70, SD= 5.31). In Figure 4 shows that
after pre testing session (T-0) when ACT and standard
treatment were applied in both groups, participants showed
significant improvement in general mental health at post
testing (T-1). While in follow-up (T-2) both groups were
remain same.
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Figure 4. Mean difference of general mental health between
T-0 (pre testing), T-1 (post testing), and T-2 (follow-up) in
control and experimental group (N=65).

Quality of life. The analysis showed significant
effect for treatment condition in timeline model (F=29.66,
P=.000, np? =.239), but there was a marginally nonsignificant
in group (F=.522, P=.471, ;% =.003) and interaction of group
and time (F=1.03, P=.357, n,?> =.011).Control participants
showed a small and significant improvement from pre
(M=67.40, SD= 17.08) to post condition (M=85.50, SD=
13.83) but slightly decrease at follow up level (M=80.43,
SD= 14.30). Participants in the ACT condition also showed
a medium and significant improvement from pre (M=69.80,
SD= 14.29) to post condition (M=90.00, SD=10.47) but did
not maintained through the follow up period (M=77.94, SD=
14.60). In Figure 5 shows that after pre testing session (T-0)

experin
cortrol



when ACT and standard treatment were applied in both
groups, participants showed significant improvement in
general quality of life at post testing (T-1). While in follow-
up (T-2) both groups showed decline at this stage when no
interventions were provided.
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Figure 5. Mean difference of quality of life between T-0 (pre
testing), T-1 (post testing), and T-2 (follow-up) in control and
experimental group (N=65).

Acceptance and action questionnaire.
The analysis showed nonsignificant effect for treatment
condition in group (F=.609, P=.014, n,? =.031). But there was
a highly significant effect for timeline (F=58.37, P=.000, n?
=.382) and fairly significant in interaction of group and time
(F=5.39, P=.005, np? =.054). Participants in the ACT
condition showed a significant improvement from
pre (M=32.14, SD=3.53) to post (M=15.25, SD=7.19) and
but again an increase in follow-up period (M=22.17, SD=
8.70).There were no significant differences found at ST
condition from pre (M=21.83, SD= 8.22) to post treatment
(M=21.50, SD= 6.98) on this metric but at follow-up
significant improvement was shown (M=23.70, SD= 5.31).
In Figure 6 shows that after pre testing session (T-0) when
ACT were applied participants shows more improvement in
psychological flexibility as compared to standard treatment
at post testing (T-1). While in follow-up (T-2) both groups
were remain at same level.

Estimated Marginal Means of AQ
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Figure 6. Mean difference of psychological flexibility
between T-0 (pre testing), T-1 (post testing), and T-2 (follow-
up) in control and experimental group (N=65).

Multidimensional social support. There
was an effect for cohort within both arms of the study,
necessitating a nested analysis. Because a fully nested
MMRM analysis did not converge, an aggregate repeated
measures MANOVA was applied and showed a significant

—e
—

8
effect for timeline (F=11.97, P=.000, ny? =.112). Whereas
nonsignificant in group (F=.486, P=.486, n,> =.003) and
interaction of group and time (F=.743, P=.477, n
=.008).Control participants showed small significant
improvement from pre (M=40.03, SD= 7.27) to post
condition (M=48.23, SD= 10.83) (note, in interpreting these
values, that higher scores mean greater social support) but
slightly decrease at follow up level (M=46.63, SD= 11.77).
Participants in the ACT condition showed more significant
improvement as compared to control group from pre
(M=40.91, SD= 11.86) to post condition (M=51.85,
SD=12.61) but decreases during follow-up period (M=45.48,
SD= 11.40). In Figure 7 shows that after pre testing session
(T-0) when ACT were applied participants shows more
improvement in social support as compared to standard
treatment at post testing (T-1). While in follow-up (T-2) both
groups were almost remain at same level.
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Figure 7. Mean difference of social support between T-0 (pre
testing), T-1 (post testing), and T-2 (follow-up) in control and
experimental group (N=65).
Discussion

Shame have broadly been studied as related to substance use
disorders globally, however interventions have not been
examined in randomized double-blind, and parallel-group
clinical trials. There have little been known related to the
evaluation and treatment of self-stigma and shame
in Pakistani substance user patients. To our best knowledge,
this current research was the first double blind and
randomized control trial in Pakistani patient with substance
use disorder wherein the major target of the intervention
was shame. This study examined the effects of acceptance
and commitment therapy (ACT) for self-stigma and shame in
patients with treatment for substance user disorders.
Furthermore, the findings of a two-way factorial ANOVA
analysis demonstrated that the ACT intervention resulted in
minor immediate increases in shame at pre-test however
higher reductions were observed at post-testin patients with
experimental(ACT) group as comparison of patients with
control group. Further, those patients with the ACT group
found less shame in comparison of patients with treatment
group at follow-up. Moreover, Effects intervention of the
ACT on treatment use at follow-up phase have statistically
been significant through post-treatment stages of shame,
these results illustrated that greater levels of shame were
found at post-treatment phase in patients with treatment
groups at follow-up. Furthermore, effects intervention of the
ACT on shame at follow-up phase have been mediated
through treatment use at follow-up phase, recommending
that ACT intervention could have had its influence, as a
minimum in part, by improving patients in treatment groups.



Additionally, this analysis results also revealed that there was
found slight significant improvement on secondary variables
such mental health, social support, and quality of life.

Shame is commonly found among those patients
with substance use disorder in comparison with those patients
without substance use disorder (Dearing et al., 2005; Risgr et
al., 2022). It was also associated with substance use disorder
(Ageel & Rehna, 2020; Mohr et al., 2008; Togeer et al.,
2021). Further, it has been dragged toward relapse in
substance use disorder (Wiechelt & Sales, 2001). Shame is
considered as the emotional treatment of self-stigma in drug
addicted sample that was linked to treatment-seeking delays,
treatment dropout, and poorer social functioning (Niu et al.,
2022; Perlick et al., 2001; Sirey et al., 2001).However, with
a lot of noteworthy exemptions, there are carried out many
studies on interventions designed to reduce shame and stigma
in different population (Gilbert & Procter, 2006; Niu et al.,
2022; Riser et al., 2022; Rizvi & Linehan, 2005). Many
interventions of substance use disorder explain shame with
related to addiction(Niu et al., 2022; Potter-Efron, 2002),
nevertheless a few studies have also been thoroughly studied.
The acceptance and commitment therapy was positively
associated with negative consequences of opiate addiction,
chronic marijuana use, alcohol use, and nicotine dependence
disorders(Potts et al., 2022; Risgr et al., 2022). In the
acceptance and commitment therapy framework, it is trying
to eliminate or reduce shame through psychological
acceptance method which participants encourage to describe
their feelings and thoughts of shame, while decreasing their
conditioned associate with internal and external acts.
Negative thinking such as self-judgments about their own
self. For example or “I am a loser and evil” are tackled and
resolved through cognitive diffusion. This current research
was the first cluster randomized trial to examine the
acceptance and commitment therapy on shame in a sample of
Pakistani’s substance use disorders.

Limitations & suggestions

There are a few limitations of the present study that
should be addressed for upcoming studies. Although an
imputation method was used to treat missing values, there
was exist a lot of missing value at follow-up phase. Many
substance use disorder patient can be hard to track at follow-
up phase. Further, it was also hard to define TAU group in
drug rehabilitation centers due to the amount as well as
complication of intervention received. The ACT treatment
can have made effects that have been because of the other
unspecific of attention from gives outside staff and newly
professional psychologists. This study’s scale of shame was
only measured internal shame, however it was not yet
consensus upon how to perfectly assess conditional shame’s
levels and discriminate it from feeling of guilt, an emotion
or feelings that have more commonly been found to be
adaptive.
Conclusion

Several substance use disorder patients experience
feeling of shame because of the substance abuse’s stigma,
unable to control and avoid their substance use, as well as
they are also unable in role functioning in their life.
Comprehensibly, patients are interested to control, reduce
and avoid this very painful affect. Regrettably, when the
shame’s feelings itself develops the target of control and
avoidance, it could worsen emotions of shame for long term,
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even if it could give a few relief in the short period of time.
Similarly, although negative self-conceptions are considered
a painful, direct modification pains can unexpectedly
enhance the regulatory power of deleterious self-
conceptions. This study’s recommended that acceptance-
based interventions can assist individuals to tackle and
prevent of a vicious cycle of = shame as well as move
toward a way of effective recovery which drags toward
more comfortable decreases in feeling of shame or toward
further functional paths  of living. Moreover, ACT
intervention has the potential to be a promising and
somewhat inexpensive type of intervention toward reducing
the shame. This study’s findings also illustrated that ACT
intervention is playing very important role to improvement
of shame and relapse. Thus, psychologist and psychiatrists
are suggested to apply ACT intervention to prevent and
tackle the risk of relapse rate. This present study could help
for upcoming studies as a model to planning future cluster
randomized control trails with ACT-related interventions.
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