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Abstract

Background: Guilt, shame, stigma, substance use (problematic/nonproblematic), and help-
seeking intention, are complex interrelated constructs that have not been collectively examined in
community substance using adults, with mere pieces of each construct previously studied in
various populations. Guilt pertains to an action (i.e., | did something bad) whereas shame
pertains to the person (i.e., I am bad). Guilt has been shown to function adaptively by prompting
individuals to repair transgressive behavior where shame has been shown to function
maladaptively by prompting individuals to withdraw and compound the global negative feelings
of the self. Stigma of substance use is pervasive and leads individuals to feel othered,
dehumanized, and less-than. This dissertation sought to examine these relationships and the
potential moderating effects of shame and guilt.

Methods: Two studies were executed, one cross-sectional electronic survey-based and the other
an explanatory mixed methods approach using semi-structured interviews and Grounded Theory.
For both studies, participants were recruited using Prolific, a well-known sampling agency.
Study 1 participants (n = 1000) were randomly selected from a pre-screened sample (n = 5000)
to receive the survey and were paid 3$. The survey assessed demographic items, substance use
severity (alcohol and drug use), help-seeking intention, guilt and shame proneness, along with
three stigma mechanisms. For study 2, a subsample of participants (n = 18) was invited to
participate based on past/present help-seeking for substance use related concerns. Participants
scheduled a one-time 60-minute virtual interview and were provided study procedures and

informed consent prior to the interview and were paid 40$.



Results: For study one, utilizing a multinomial logistic regression, guilt was found to
significantly interact with internalized stigma; those with higher levels of guilt had decreased
odds of group membership to a positive problematic alcohol or positive problematic alcohol and
drug screen. The main effects of enacted- and internalized-stigma and guilt additionally
significantly predicted group membership to positive problematic categories of substance use
screens. For study two, a multiple regression analysis was conducted along with contextualizing
the findings with participant narratives. Guilt significantly moderated the relationship between
enacted stigma and help-seeking intention; among those with higher levels of guilt enacted
stigma was a stronger predictor of help-seeking intention. Participant narratives echoed their
experience of various stigma mechanisms, the effects of guilt, and related impacts on help-
seeking intention.

Conclusions: Guilt displayed protective behavioral effects by decreased odds of positive screens
for disordered substance use and adaptive impacts on help-seeking intention in the presence of
stigma. While anticipated stigma or shame did not predict problematic substance use screens or
help-seeking intention, the mechanisms of internalized- and enacted-stigma displayed impacts on
both outcomes of disordered use and help-seeking. Implications for public health include
continued examination of guilt and the potential benefits of managing baseline guilt among
substance using populations as a mechanism for decreased deleterious health outcomes. Also, the

need to combat stigma in its various forms is vital and continues to be of utmost importance.
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Chapter 1: Introduction

Individuals who use substances are often looked down upon in society (Buchman &
Reiner, 2009; Parcesepe & Cabassa, 2013). Substance use behavior is highly complex and often
stigmatized (Kulesza et al., 2013), consisting of illicit (i.e., ecstasy, heroin) and licit drugs (i.e.,
alcohol, prescription drugs, caffeine). Stigma collectively refers to a set of negative societal
beliefs, identities, and behaviors seen as taboo (Goffman, 1963; Link & Phelan, 2001). Substance
use positively associates with psychological states such as depression and anxiety (R. Davis et
al., 2020), shame (Luoma et al., 2019), guilt (Locke et al., 2013; McGaffin et al., 2013), and
stigma (Batchelder et al., 2020). Importantly, stigma exacerbates the power differential whereby
the stigmatized individual who used substances is dehumanized and seen as less than, compared
to a whole and untainted person (Goffman, 1963). Substance use is a common phenomenon
within American society. According to data from the National Center for Health Statistics in
2018, 66.3% of adults over age 18 reported past year alcohol consumption (Boersma et al.,
2020). Regarding any illicit drug use, 11.7% of those aged 12 years and older report past month
consumption (Boersma et al., 2020) and among Americans in 2019, 20.8% reported current
tobacco use (Cornelius et al., 2020). Common reasons for substance use include societal norms
(Davis et al., 2019), personal coping mechanisms (Arbeau et al., 2011; Cook et al., 2021),
managing depression and anxiety (Treeby & Bruno, 2012), experimentation (Cuomo et al.,
1994), and peer pressure (Monaci et al., 2013).

The stigma surrounding substance use has many layers that are engrained societally thus
further complicate patterns of use and effective intervention (Janulis et al., 2013; Lekas et al.,
2011). Additionally, not all substances are stigmatized equally as evidenced by research finding

those who use crack and IV drugs are stigmatized most often, even by other drug users (Luoma



et al., 2007). Stigma manifests in many forms such as enacted, anticipated, and internalized, as
discussed in recent works (Chaudoir et al., 2013; Earnshaw & Chaudoir, 2009; Kulesza et al.,
2013). Enacted stigma can be compared to discrimination in that the stigma is projected onto
someone and their behavior (Berjot & Gillet, 2011). Anticipated stigma is the expectation that
stigmatizing attitudes and prejudices are forthcoming, often causing stress and anxiety in an
individual (Berjot & Gillet, 2011). Internalized stigma or, ‘self-stigma’ is the internalization of
these stigmatizing attitudes, prejudices, and behaviors over time (Batchelder, Foley, Kim, et al.,
2021; Brown-Johnson et al., 2015; Earnshaw et al., 2015). These various types of stigma have
been found to associate with substance use (Batchelder, Foley, Kim, et al., 2021; Earnshaw et al.,
2015; Robb et al., 2018), gambling (Bilevicius et al., 2018; Gavriel-Fried & Rabayov, 2017),
guilt (Dearing et al., 2005) and shame (Brown-Johnson et al., 2015; Hasson-Ohayon et al., 2012;
Li et al., 2020; Matthews et al., 2017).

Stigma not only manifests towards a multitude of behaviors but also envelopes identities
such as HIV status (Batchelder et al., 2020; Freeman et al., 2020; Logie, 2020) and sexual
minorities (Hatzenbuehler et al., 2013), mental illness (Kanter et al., 2008), and often keeps
people from seeking treatment (Czyz et al., 2013; VVogel et al., 2006). Various theoretical
frameworks have been developed to better understand stigma and the mechanisms behind it
regarding HIV (Earnshaw & Chaudoir, 2009; Stangl et al., 2019), cultural origins (Yang et al.,
2007), population health inequities (Hatzenbuehler et al., 2013), and substance use (Smith et al.,
2016). Importantly, each of these frameworks regarding stigma and related drivers highlight how
sources of stigma have moved from an individualistic focus to examining how the societal

components of stigma combine with the physical, emotional, and moral experience of the



stigmatized and transgressor, and ultimately how these interrelated factors impact health
outcomes.

While stigma is a collective set of negative beliefs and stereotypes (Link & Phelan, 2001)
shame is the belief an individual holds regarding the self as damaged or flawed, and guilt is
specific to an individual’s behavior (Lewis, 1971; Tangney et al., 1992). Lewis (1971)
thoughtfully discussed in her seminal work on shame and guilt, that shame is focused on the self
and seen as an affective state stemming outward from internal, universal attributions. Often
referred to as the core emotion of self-stigma (Luoma & Platt, 2015), shame has been posited to
serve as an underlying mechanism for stigma enactment (Li et al., 2020). Shame exists as ‘trait
shame’ (i.e., shame proneness) and ‘state shame’ (experiential shame). Trait shame is described
as undergoing frequent shame experiences, subsequently internalizing the shame, then
succumbing to shame as an identity (Harper, 2011). State shame occurs as an ‘in-the-moment’
feeling of shame (Turner, 2014). Shame has been described as the cornerstone of addiction
development (Flanagan, 2013) and much like stigma, associates with other behaviors or
identities often deemed societally taboo such as eating disorders (Cavalera et al., 2016),
depression (Scheff, 2001), anxiety (Fergus et al., 2010), and gambling (Bilevicius et al., 2018).
Shame can facilitate adaptive social functioning such as development of social hierarchy and
subsequent role formation, and as a means to induce compassion upon detection in others
(Dickerson et al., 2004). However, the role of shame is often maladaptive in the context of
substance misuse (Wiechelt, 2007). A potential looping effect of shame coupled with substance
use and added layers of stigma often perpetuate use and inhibit individuals from seeking help
(Matthews et al., 2017). Shame proneness, when present in an individual, leads the individual to

live in a constant state of feeling bad ‘about the self” as a whole (Lewis, 1971; Tangney, 1990).



Shame proneness also has a strong association with guilt proneness, both have similar origins,
yet often function as opposing mechanisms.

As mentioned, guilt manifests in relation to negative feelings regarding an individual’s
specific behavior (Lewis, 1971; Tangney, 1990). Guilt, like shame, is a masterful and aversive
self-conscious emotion. Lewis (1971) conversely describes guilt from shame as an affective state
manifesting from internal, specific attributions. Additionally, guilt exists as ‘trait guilt’ (guilt
proneness) and ‘state guilt’ (experiential guilt), following the similar definitions of the two
shame measures. Guilt proneness is a personality characteristic related to the chronic experience
of negative feelings regarding a personal wrongdoing (Cohen et al., 2012), conversely, state guilt
refers to guilt in relation to a single wrongdoing. Moreover, guilt (often unlike shame) can serve
in adaptive roles as guilt functions to motivate behavior change, repair relationships, and serves
to elicit empathy when expressed publicly (Cohen et al., 2012; Vaish, 2018). Vaish (2018)
discussed how guilt serves as an evolutionary mechanism by promoting teamwork in two ways,
one, by motivating transgressors to repair damage caused and in doing so- two, a public display
of guilt facilitates empathy and subsequent cooperation towards the malefactor.

Much discussion on the need to distinguish shame from guilt has occurred (Dearing et al.,
2005; Lewis, 1971; Tangney, 1990; Tangney, Miller, et al., 1996; Tangney et al., 1992) as they
are two emotions originating similarly yet often function by opposing means. Guilt associates
with stigma (Dearing et al., 2005), risky behaviors (Stuewig et al., 2015), anxiety (Fergus et al.,
2010), severity of mental health conditions (Kealy et al., 2020), self-forgiveness (Osei-Tutu et
al., 2021), help-seeking (Treeby et al., 2018), and substance use (Locke et al., 2015; Luoma et

al., 2017; McGaffin et al., 2013; Quiles et al., 2002).



Help-seeking intention plays a pivotal role in one’s ability to discover effective treatment
modalities and resources (Kim & Zane, 2016). The need for treatment depends on an individual’s
substance use behavior and level of risk of developing a substance use disorder (SUD), or if a
SUD is already present (NIDA. 2019). Of importance, an individual’s help-seeking intention can
facilitate a positive recovery journey (Patterson et al., 2019). According to the 2015 National
Survey of Drug Use and Health (NSDUH) 95.4% of people aged 12 and older who were
classified as needing substance use treatment did not think they needed it (Lipari, 2016). It is
important for physicians to assess an individual’s substance use as part of regular medical
appointments yet many physicians do not receive the necessary training regarding SUDs to do so
(Neufeld et al., 2012). Physicians often encounter barriers such as time constraints, lack of
training in providing brief interventions when assessing an individual’s substance use, and
possessing negative attitudes towards individuals who misuse substances (Palmer et al., 2019).
Treatment for substance misuse is inclusive of behavioral therapy, cognitive behavioral therapy,
pharmacology, family-based and multi-systemic interventions, and twelve step approaches (Deas
& Thomas, 2001). Barriers to help-seeking exist in many forms including motherhood (Barnett
et al., 2021), abusive partner control (Phillips et al., 2021), fear of physician judgement (Hayes et
al., 2021), stigma (Adams & Volkow, 2020), and lack of resources (Ali et al., 2020).

The combination of help-seeking stigma and substance use stigma along with internalized
shame of substance use, often inhibit individuals from attempting to seek help (Matthews et al.,
2017; Tucker et al., 2013). Intention to seek help has been found to associate with attitudes and
outcome expectations (Vogel et al., 2005). Individuals identifying as a gender and/or sexual
minority who also use substances experience stigma two-fold due to their overlapping identities

rooted in intersectionality, which ultimately combine and impact help-seeking intention (Benz et



al., 2019). The messaging surrounding addiction can also influence one’s intention to seek
treatment when comparing a message lacking self-blame to a disease-fixed message (Burnette et
al., 2019). As seen, stigma and shame have an impact on help-seeking intention, which in turn
can manifest into worsening substance misuse and SUDs. However, guilt, often has the opposing
impact as it frequently functions adaptively, relating to motivation for behavior change.
Importantly, exploring individual’s personal reasons for seeking help or not seeking help in
relation to substance use behavior has been done qualitatively in limited populations inclusive of
college students in recovery (larussi, 2018), affected family members of a relative with alcohol
and other drug misuse (McCann & Lubman, 2018), pregnant women with SUDs (Paris et al.,
2020), and intimate partner violence survivors with opioid use disorder (Phillips et al., 2021).
The extant qualitative literature on help-seeking intentions largely focuses on psychological
affective disorders and symptomology (Czyz et al., 2013; Godier-McBard et al., 2021; Spence et
al., 2016) thereby expressing further need to examine individual perspectives on help-seeking,
barriers, and related aspects of shame, stigma, and guilt. Uncovering how these constructs play a
role in substance use behavior can ultimately provide insight into assisting individuals with
personalized resources.

There are limited works inclusive of studying stigma, shame, guilt, substance use
severity, and help-seeking intention in individuals who use substances, with current literature
merely touching on fragments of the aforementioned. Importantly, to the best of the researcher’s
knowledge, there are no studies that examine internalized-, enacted-, and anticipated-stigma in
relation to substance use severity. Additionally, there are no studies that delve further by
examining the potential moderating effect shame (proneness and state) and guilt (proneness and

state) have on these three types of stigmas and substance use severity. The existent literature has



examined pieces of the previously listed study variables of shame, stigma, guilt, and substance
use in clinical populations via intervention to mitigate shame of substance use (Luoma et al.,
2012), college students and shame of gambling (Bilevicius et al., 2018), intersecting identities of
stigma, shame, and HIV (Batchelder, Foley, Kim, et al., 2021; Batchelder et al., 2020), shame,
guilt, drug and alcohol use (Dearing et al., 2005; Patock-Peckham et al., 2018), and adolescents’
shame of substance use (Rahim & Patton, 2015). Dearing et al. (2005) strongly suggested shame
and guilt be examined as individual constructs (Dearing et al., 2005). Shame-prone students
reported use of alcohol to cope with psychological issues (Treeby & Bruno, 2012), suggesting a
need to study a broader range of substances. Furthermore, in a meta-analysis by Luoma et al.
(2019), he suggests potential moderators of shame and substance use need to be examined rather
than the continued assessment of shame’s association with substance use at an overall level,
indicating a need to additionally differentiate between problematic and non-problematic users.
There is an increasing need to understand guilt and shame’s role in the pathway between the
dimensions of stigma and substance use severity, and help-seeking intention, to better inform
prevention, treatment, and SUD development. Furthermore, given the opposing functions of
shame and guilt, including the two constructs in this study will likely illuminate different, yet
crucial findings in how those who use substances experience these stigmatizing aspects and how

this relates to substance use behavior.

Purpose

The purpose of this dissertation was multi-faceted. For study one, the purpose was to
examine the relationships between internalized-, anticipated-, and enacted-stigma and substance
use severity. Secondly, to cross-sectionally examine the pathway between enacted, anticipated,

and internalized stigma and substance use severity among substance using adults and to identify



the potential role of shame and guilt in moderating the effects of stigma on substance use

severity. The purpose for study two was similar to study one in that examining the relationship

between internalized-, anticipated-, and enacted-stigma, and help-seeking intention, along with
the potential moderating role of shame and guilt in this pathway. Additionally, to execute an
explanatory mixed methods approach to better explore and attempt to develop a deeper
understanding of the lived experiences of individuals who use substances via semi-structured
interviews utilizing Grounded Theory. Specifically, the interconnectedness of stigma, guilt,
shame, substance use, and potential related impacts on help-seeking intention. The following
section lists the aims, research questions (RQ), and subsequent hypotheses for study one and
study two.

Aims, Research Questions, and Hypotheses

Study 1

Aim 1). To examine the relationship between internalized-, anticipated-, and enacted-stigma and
substance use severity (non-problematic and/or problematic alcohol and drug use).

Aim 2). To describe the relationship of internalized-, anticipated-, and enacted-stigma with guilt
and shame.

Aim 3). To examine the moderating effects of shame and guilt in the relationship between
internalized-, anticipated-, and enacted-stigma, and substance use severity (non-
problematic and/or problematic alcohol and drug use. To determine if shame and/or guilt
is predictive of substance use severity (non-problematic and/or problematic alcohol and
drug use.

RQ 1). Does internalized-, anticipated-, and enacted-stigma significantly associate with

substance use severity (non-problematic and/or problematic alcohol and drug use)?



RQ 2). Does internalized-, anticipated-, and enacted-stigma significantly associate with guilt
and/or shame?

RQ 3). Does shame and/or guilt act as a significant moderator between internalized-, anticipated-
and enacted-stigma and substance use severity (non-problematic and/or problematic
alcohol and drug use)? Does shame and/or guilt significantly predict substance use
severity (non-problematic and/or problematic alcohol and drug use)?

Hypothesis 1). Internalized-, anticipated-, and enacted-stigma will each significantly associate
with substance use severity (non-problematic and problematic alcohol and drug use).

Hypothesis 2). Internalized-, anticipated-, and enacted-stigma will have a significant positive
association with guilt and shame.

Hypothesis 3a). The relationship between internalized-, anticipated-, and enacted-stigma, and
substance use severity (non-problematic and problematic alcohol and drug use) will be
stronger among those with greater levels of shame. Shame will be a significant predictor
of both non-problematic and problematic alcohol and drug use.

Hypothesis 3b). The relationship between internalized-, anticipated-, and enacted-stigma, and
substance use severity (non-problematic and problematic alcohol and drug use) will be
stronger among those with greater levels of guilt. Guilt will be a significant predictor of
both non-problematic and problematic alcohol and drug use.

Study 2

Aim 1). To explore the lived experiences of those who use substances, specifically surrounding
feelings of shame, guilt, internalized-, anticipated-, and enacted-stigma, and their relation

to help-seeking intention.
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Aim 2). To examine the relationship between internalized-, anticipated-, and enacted-stigma and
help-seeking intention.

Aim 3). To examine the moderating effects of shame and guilt in the relationship between
internalized-, anticipated-, and enacted-stigma, and help-seeking intention. To determine
if shame and/or guilt is predictive of help-seeking intention.

RQ 1). How does the lived experience of individual substance users, regarding internalized-,
anticipated-, and enacted-stigma, guilt, and shame, effect their lives (i.e., substance using
behaviors and help-seeking intention)?

RQ 2). Does internalized-, anticipated-, and enacted-stigma significantly associate with help-
seeking intention?

RQ 3). Does shame and/or guilt act as a significant moderator between internalized-, anticipated-
and enacted-stigma, and help-seeking intention? Does shame and/or guilt significantly
predict help-seeking intention?

Hypothesis 1). Shame, guilt, and internalized-, anticipated-, and enacted-stigma will be discussed
as integral (perpetuating further use and inhibition of help-seeking behavior) to the
substance-using community and as barriers to seeking effective treatment.

Hypothesis 2). Internalized-, anticipated-, and enacted-stigma will each significantly associate
with help-seeking intention.

Hypothesis 3a). The relationship between internalized-, anticipated-, and enacted-stigma, and
help-seeking intention will be stronger among those with greater levels of shame. Shame
will not be a significant predictor of help-seeking intention.

Hypothesis 3b). The relationship between internalized-, anticipated-, and enacted-stigma,
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and help-seeking intention will be stronger among those with greater levels of guilt.
Guilt will be a significant predictor of help-seeking intention.
Variables and Operational Definitions
Independent variables (5): enacted stigma, anticipated stigma, internalized stigma, shame
(negative self-evaluations (NSEs), guilt (negative behavior evaluations (NBES).
Dependent variables (3): substance use severity (non-problematic or problematic) (alcohol use
severity determined by the Alcohol Use Disorder Identification Test-Concise (AUDIT-C)
(Bradley et al., 2007) and dichotomized to non-problematic or problematic use; drug use
severity determined by the Drug Abuse Screening Test (DAST-10) (Skinner, 1982) and
dichotomized to non-problematic or problematic use). Help-seeking intention determined by the
General Help Seeking Questionnaire (Wilson et al., 2005); continuous variable.
Moderator variables (2): shame-proneness (NSEs) and guilt-proneness (NBES)
Shame: “a painful emotion caused by consciousness of guilt, shortcoming, or impropriety”
(Merriam-Webster, n.d.). Shame refers to global negative feelings of self (Dearing et al., 2005).
“I am bad” versus “I did something bad” (Lewis, 1971).
Shame-proneness: also known as ‘trait shame’- refers to an individual’s experience of shame as
a characteristic, rather than tied to an event or behavior (Risch et al., 2007).
Guilt: a feeling specific to a behavior or an action; “I did something bad” (Lewis, 1971).
Guilt-proneness: a personality characteristic related to the chronic experience of negative
feelings regarding a personal wrongdoing (Cohen et al., 2012)
Stigma: collective negative societal attitudes towards a behavior or identification often deemed

as taboo (i.e., HIV status, sexual minority identification, substance use. etc.) (Scheff, 1984).
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Enacted Stigma: drawing from Earnshaw and Chaudoir (2009) in their development of the HIV
Stigma Framework, enacted stigma relates to personal experiences of discrimination, prejudice,
or being stereotyped based on a stigmatized characteristic (i.e., HIV status, sexual minority
identification).

Anticipated Stigma: defined as an expectation of stigma in the form of prejudice or stereotyping
and being treated differently based on a stigmatized component (Smith et al., 2016).
Internalized Stigma (i.e., self-stigma): belief or endorsement of negative societal affect to
one’s self (Smith et al., 2016).

Help-seeking Intention: one’s personal intention to seek help for substance use in the form of
treatment inclusive of either therapy, medication management, medical advice, or a combination
of the aforementioned.

Substance use: refers to any amount of drug or alcohol intake and includes substances such as
caffeine, tobacco, illegal drugs, prescription drugs, inhalants, and solvents (other than caffeine
and tobacco for the purpose of this study).

Problematic substance use: the use of illegal drugs, and the inappropriate use of legal
substances such as alcohol, over the counter (OTC) medications, or prescription medications.
Non-problematic substance use: use of substances (not illegal drugs) such as alcohol, OTC and
prescription medications as doctor recommended, directed, or prescribed.

Substance use severity: often assessed with a screening tool and categories can range from low,
moderate, to high, or, dichotomized as either at-risk or not at-risk, problematic use and

nonproblematic use, relating to an individual’s substance use behaviors.
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Substance use disorder (SUD): substance use disorders occur when the recurrent use of alcohol
and/or drugs causes clinically significant impairment, including health problems, disability, and

failure to meet major responsibilities at work, school, or home (SAMHSA, 2020).
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Chapter 2: Review of Literature

Substance Use, Correlates, and Substance Use Disorders (SUD)

The earliest traces of substance use date back to approximately 5500 BC as
archaeologists have found wine residue in clay pots used by the Egyptians (Hanson et al., 2018).
History also notes that around 800-1,000 after Christ (A.C.) Vikings told tales of fighting
dragons when they were likely experiencing hallucinations from ingesting psilocybin (Hanson et
al., 2018). Moving forward many centuries, the United States has a sordid and complex history
surrounding substances, involving a multifaceted pattern of public awareness and fear, drug
legislation, and subsequent laws regarding regulation and punishment. Golub and colleagues
(2015) argue for the use of the terminology ‘Pharmacological Revolution’ instead of the
metaphor ‘War on Drugs’, as the continued use of substances requires research into societal and
cultural impacts, education on controlled behavior, and education on common drug interactions
(i.e., alcohol and opioids) (Golub et al., 2015). Substance use is a common occurrence in society
(Boersma et al., 2020; Cornelius et al., 2020) referring to any amount of drug or alcohol taken
and includes substances such as tobacco, illegal drugs, prescription drugs, inhalants, and
solvents, ranging from recreational (Davis et al., 2019; Guillot & Greenway, 2006) to
problematic (Dearing et al., 2005; Treeby & Bruno, 2012). Substance use is a complicated catch-
all term for use of any of the aforementioned substances ranging from non-problematic or
recreational to problematic. Often inclusive of many stigmatized layers (Link et al., 1997) there
are many tenets to substance use which will be examined in this literature review.

In 2015 the global estimated prevalence of heavy alcohol use in the adult population was
18.4%; 15.2% for daily tobacco smoking; and 3.8%, 0.77%, 0.37% and 0.35% for past-year

cannabis, amphetamine, opioid and cocaine use, respectively (Peacock et al., 2018). In the
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United States, 2018 data from the National Center for Health Statistics reports 66.3% of adults
over age 18 reported past year alcohol consumption (Boersma et al., 2020). Regarding any illicit
drug use, 11.7% of those aged 12 years and older report past month consumption (Boersma et al.,
2020) and among Americans in 2019, 20.8% reported any current tobacco use (Cornelius et al.,
2020). Of importance, SUDs are on the rise according to data from the Global Burden of
Diseases, Injuries, and Risk Factors Study 2017 (GBD, 2017) with 3018 cases per 100,000 males
[95% UI, 2782-3252] and 1400 cases per 100,000 females [95% Ul, 1279-1524] (GBD
Collaborators, 2018). Substance use, specifically abuse and dependence, has led to multiple
societal burdens (GBD Collaborators, 2018). The GBD 17 discusses these burdens as negative
impacts on aspects of communities’ health, economy, productivity, and social mechanisms.
Much of the burden of substance use is the effect of substance use on other health outcomes such
as unintentional injury and heart disease. Of interest, the GBD 2017 reported higher levels of
alcohol-attributable burdens in areas with low sociodemographic index quintiles, compared to
higher levels of drug-attributable burdens in areas with higher sociodemographic index quintiles
(GBD Collaborators, 2018) suggesting alcohol and drug use affect individuals differently and are
accessible (i.e., affordable, available) to different classes in society.

Interestingly, there is no shared definition of recreational drug use that is agreed upon in
the literature. Merriam-Webster defines recreational drug use as, “a drug (such as cocaine,
marijuana, or methamphetamine) used without medical justification for its psychoactive effects
often in the belief that occasional use of such a substance is not habit-forming or addictive”
(Merriam-Webster, nd). Individuals who use substances recreationally usually present to
treatment when they experience problems related to use (Siliquini et al., 2005). Nicholson et al.

(2002) thoroughly discusses the negative health consequences of drug consumption are clearly
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linked to the abuse of substances, not of their use. Thus, there appears to be some consensus that
recreational use resides in the category of non-problematic. Regarding problematic substance
use, the literature appears much clearer on the harms of use as there are a multitude of screening
tools to assess for problematic use and related consequences. Many of the tools are substance-
specific, such as the Alcohol Use Disorders Identification Test (AUDIT) (Babor et al., 2001)
which assesses problematic alcohol use and related consequences, or, they assess overall drug
use (exclusive of alcohol) such as the Drug Abuse Screening Test (DAST) (Skinner, 1982).
Importantly, these screening mechanisms are not meant to substitute a physician diagnosis and
are intended to assess for problematic symptomology of alcohol and or drug-related behavior.
Additionally, screening measures often exist as self-report or are best when administered via oral
interview format. Consequently, substance use ranges from non-problematic to problematic and
can be assessed by a multitude of methods.

Overall substance use associates with coping (Cook et al., 2021; Tam et al., 2020; Todd
et al., 2005), peer pressure (Monaci et al., 2013), gambling (Bilevicius et al., 2018), depression
(R. E. Dauvis et al., 2020), anxiety (Polito & Stevenson, 2019), suicidality (Ashrafioun et al.,
2017), unintentional injury (Hanson et al., 2018), shame (Wiechelt, 2007), stigma (Link et al.,
1997), and guilt (Locke et al., 2015). The literature is apparent in that substance use has a
relationship with emotional/psychological constructs and conditions (i.e., depression, anxiety,
shame, guilt), behaviors and behavioral mechanisms (coping, peer pressure, gambling,
unintentional injury, suicidality), and the multi-faceted health determinant of stigma. Cook and
colleagues (2021) found that coping motives mediated the relationship between social anxiety
and alcohol consequences, suggesting those with higher coping skills were able to manage their

social anxiety more affectively thus experiencing fewer alcohol related consequences. Similarly,
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Tam et al. (2020) examined coping strategies as a mediator between the relationship of self-
esteem and non-medical prescription drug use and found that coping mediated this relationship
by two mechanisms (i.e., 2 factors upon exploratory factor analysis), adaptive coping and
maladaptive coping. These findings suggest diverse coping strategies mechanistically impact
substance use and related consequences in the respective pathways of self-esteem and social
anxiety as higher self-esteem is seen as a protective factor and the presence of social anxiety as a
risk factor for substance use.

Regarding maladaptive constructs, Wiechelt (2007) discussed shame as a “sickness of the
soul” in her thoughtful commentary on shame’s effect on substance misuse and related problems.
Given shame’s oft discussed juxtaposition in the literature to guilt, the connection between
shame, guilt, and addictive behaviors is logical and necessary to examine in substance using
populations. Bilevicius et al. (2018) examined the effect shame had on the relationship between
depression and addictive behaviors, finding those with depression not only endorse higher levels
of shame, but these high shame individuals were at greater risk for problem drinking and
gambling with shame mediating depression’s pathway to these risky behaviors. Ultimately,
shame and guilt are based on self-evaluation (Wiechelt, 2007) and the presence of depression
and/or anxiety could lead to a less than optimal view of the self potentially resulting in these
addictive behaviors. Conversely, Locke and colleagues (2015) reported findings of those with
problematic drinking habits and daily cigarette smokers associated with higher levels of guilt
than their non-using counterparts. However, regular marijuana users associated with lower levels
of guilt than their non-using classmates. These findings suggest guilt varies by substance used
and may not act as the buffer against risky behaviors than some findings point to. Additionally,

stigma of substances varies by substance as seen in Palamar et al.’s (2012) study examining
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stigma towards marijuana and heroin use finding marijuana was significantly less stigmatized
than heroin (Palamar et al., 2012). These works indicate the increased importance of examining
stigma, guilt, and shame in combination to better understand how these constructs affect
substance use severity, consequences, and related behaviors.

Substance use, related behaviors, and correlates are complex at best. Substance use,
misuse, and development of a substance use disorder (SUD) may or may not progress in a linear
way (American Psychiatric Association. & American Psychiatric Association. DSM-5 Task
Force., 2013). One cannot develop a SUD without first experimenting/using the substance.
However, not all individuals have the same predisposition to developing a SUD, as SUD severity
depends on a range of factors from genetics (Hanson et al., 2018), life experience inclusive of
family of origin and trauma (Coviello et al., 2004; Wiechelt, 2007), and mental health conditions
(Alterman & Cacciola, 1991; Blanco et al., 2008). Additionally, there is not a one size fits all
approach when discussing SUDs, development, risk factors, and so forth. SUDs often encompass
alcohol and drugs in a general sense, but there is specific terminology to use based on the
problematic substance being assessed (i.e., alcohol use disorder (AUD), opioid use disorder
(OUD). Identifying the specific risk factors which lead to development and subsequent
maintenance of SUDs is important in tailoring prevention and intervention efforts. Also, people
who use substances often practice polysubstance use (i.e., alcohol and marijuana) (Yudko &
McNiece, 2014) which adds another complicated layer to substance use patterns and behavior.
Importantly, approximately half of those with mental illness (i.e., depression, bipolar disorder)
will also experience a SUD in the duration of their lives and vice versa (Kelly & Daley, 2013;
Ross & Peselow, 2012). Reasons for such cooccurrence have pointed to common risk factors for

both mental illness and SUD, mental health disorders’ likelihood of potentiating SUDs, and
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substance use and SUDs’ ability to alter brain chemistry potentially making individuals more
susceptible to mental illness (NIDA, 2018).

Substance use disorders (SUDs) cover a vast range of maladies arising from substance
use. According to the Diagnostic and Statistical Manual of Mental Disorders, Fifth Edition
(DSM-5) the criterion for a diagnosable substance use disorder (SUD) covers 11 different facets
ranging from cravings, continued use despite relationship problems, needing more of the
substance due to tolerance, and development of withdrawal symptoms which can be relieved by
taking more of the substance (APA DSM-5 Task Force, 2013). Additionally, clinicians can
screen for severity of SUDs which is dependent on how many symptoms are identified. Two or
three symptoms indicate a mild SUD, four or five symptoms indicate a moderate SUD, and six or
more symptoms indicate a severe SUD (APA DSM-5 Task Force, 2013). SUDs are a continuing
public health concern and an overwhelming amount of Americans report having a SUD, second
only to depressive disease in terms of worldwide disability (Whiteford et al., 2015). Substance
using populations are highly stigmatized (Parcesepe & Cabassa, 2013) and complex emotions
often surround personal patterns of use (Luoma et al., 2017). Additionally, the spectrum of non-
problematic substance use to SUD development is increasingly complicated along with the
related emotional components of shame and guilt. Combine these factors with the stigmatizing
elements of substance use, and the need to better understand how to target, prevent, and treat,
increases indefinitely.

Importance of Screening for Substance Use Severity

It is important to screen for substance use severity for a multitude of reasons. Substance

use is inclusive of many related factors in addition to drug taking. It is imperative to consider an

individual’s health status, socioeconomic status, and possible multiple identities (e.g., HIV
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status, LGBTQ+, Race/Ethnicity, etc.) through the lens of intersectionality as this acknowledges
the whole person, rather than just focusing on their substance use. Clearly, there is not a one size
fits all model of SUD development and treatment and it is suggested that if a SUD is assessed
and treatment begins nearer to the onset, mitigation efforts to intervene and provide behavior
change resources can take place in general health care systems versus specialty treatment centers
for later stage SUDs (HHS, 2016). Physicians have a prime opportunity to ask about an
individual’s substance use, yet often they do not due to a lack of necessary training and lack of
confidence in the methods they are aware of (Neufeld et al., 2012). Physicians often encounter
barriers such as time constraints, specific deficits in training on providing brief interventions
when assessing an individual’s substance use, and possessing negative attitudes towards
substance misusers (Palmer et al., 2019). Additionally, many primary care physicians find that
treating patients with alcohol- and drug-related disorders is not rewarding and exists parallel or
even outside the realm of medical education and proficiency (Miller et al., 2001).

Recent works have discussed potential benefits of assessing and targeting emotional
constructs such as shame and guilt in substance use treatment programs as the body of literature
increases on their maladaptive and adaptive mechanisms (Luoma et al., 2012; Luoma & Platt,
2015; O'Connor et al., 1994). Luoma and colleagues (2012) examined a group-based intervention
targeting shame utilizing acceptance and commitment therapy (ACT) in 28-day residential SUD
patients and found those with the ACT intervention had a large reduction of shame at 4-month
follow-up and reported fewer days of substance use and greater treatment attendance during the
same time frame. Additionally, in Luoma and Platt’s (2015) work, the authors highlight how
self-compassion (another emotional construct) could be an important factor in facilitating ACT

interventions aiming to mitigate shame and self-stigma as a means to facilitate effective
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treatment outcomes and recovery. Importantly, O’Connor et al. (1994) examined shame
proneness and guilt proneness of participants in a 12-step recovery program compared to
individuals who were not chemically dependent and found that recovering SUD patients
screened significantly higher in shame proneness and significantly lower in guilt proneness
(O'Connor et al., 1994). These findings further highlight the need for treatment programs and
interventions to assess shame and guilt proneness in substance using populations as potential

mechanisms for recovery.

Origins of Stigma, Correlates, and Stigma’s Role in Substance Use

As discussed in Irving Goffman’s seminal work, stigma refers to a collective set of
negative cultural beliefs and attitudes towards an object or behavior (Goffman, 1963) and
manifests by discrimination, stereotyping, and ultimately loss of social status (Link & Phelan,
2006). Stigma’s origins are thought to be cultural and moral, where the stigmatized suffer and
are at risk for losing what is of value to them (i.e., equitable care, acceptance and value), and the
transgressor is also at risk for losing what is of value to them (i.e., power, class, status) (Yang et
al., 2007). Yang et al (2007) also notes that stigma’s theoretical models have progressed from an
individualistic focus towards emphasizing the societal tenets. Additionally, upon examination of
the various factors that make up these societal tenets such as socioeconomic status (i.e., financial
resources, knowledge, power, prestige, social connections, etc.), one can intuit how stigmatized
identities/circumstances (i.e., HIV status, sexual minority group membership) can lead to a
depletion of these resources and to a lesser health advantage (Hatzenbuehler et al., 2013). The
field of epidemiology has long studied proximal risk factors for major diseases such as diet,
blood pressure, and exercise, yet lacks examination of the broader social context that associates

with these risk factors, such as the impact stigma has as an effective determinant of health (Link
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& Phelan, 1995). Stigma has also been labeled as a fundamental cause of population health
inequities (Hatzenbuehler et al., 2013). As previously discussed, it is important to assess these
individual risk factors for disease within the awareness of intersectionality to better understand
the development of illness. It is well-known in the health research literature on socioeconomic
disparities that those who reside at a lower level on the social hierarchy spectrum, often have
worse health outcomes and decreased life expectancy (Layte, 2012). Additionally, social
hierarchy is largely dependent on the manifestation and experience of stigma, discrimination, and
chronic marginalization (Dolezal & Lyons, 2017).

In relation to stigma, one of the earliest discussions of ‘identity’ was iterated by Thomas
Reid in 1785, in which he discussed Locke’s view of personal identity as an indefinable concept,
encompassing thought and relation, too simple and also too complex to be definable (Reid,
1975). Another description of identity is discussed as an evolutionary tool, functioning as
personal theory, an asset, and a resource (Albert, 1998) which needed to be defined, understood,
and made meaningful. Certain identities often do not fit in with societal norms as one can be
tainted, set apart, othered, and stigmatized by society (Goffman, 1963). One such identity,
human immunodeficiency virus (HIV), is an infection that assaults the immune system and can
lead to acquired immunodeficiency syndrome (AIDS) (CDC, 2021). The stigma surrounding
HIV is pervasive and prevalent in society and has been examined in at-risk populations
(Earnshaw et al., 2012) and among male substance users who have sex with men (Batchelder,
Foley, Kim, et al., 2021). Earnshaw and colleagues (2012) discovered that perceived HIV risk
mediated the relationship between HIV stereotypes and HIV testing in a sample of individuals
with a history of drug use. The authors sought to examine the mechanisms of HIV stigma and

concluded that increased HIV testing could be accomplished by targeting HIV stereotypes rather
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than HIV stigma in general. This concept fits with Fisher and Fisher’s (1992) work relating to
the impact of specific behaviors towards others (i.e., discrimination), rather than focusing on
group membership (Fisher & Fisher, 1992).

Stigma has been examined and parsed into multiple tenets to better understand how these
various mechanisms of stigma effect health outcomes. Unfortunately, the terminology
surrounding the assorted aspects of stigma does not often align as multiple terms reference the
same thing (i.e., social stigma and public stigma, courtesy stigma and associative stigma, and
even enacted stigma and discrimination). In relation to substance use, important works have
sought to explain these various aspects of stigma in comprehensible terms. To develop the SU-
SMS, Smith et al. (2016) utilized Earnshaw and Chaudoir’s (2009) research examining enacted-,
anticipated-, and internalized-stigmas. Earnshaw and Chaudoir (2009) developed the HIV Stigma
Framework to explore and better understand how the stigma of HIV produces a host of stigma
mechanisms which ultimately lead to averse health outcomes (Earnshaw & Chaudoir, 2009).
Additionally, self-stigma has been studied at length of substance users and their perceptions of
themselves and their identity as a person who uses substances (Hasson-Ohayon et al., 2012;
Luoma et al., 2013; Luoma & Platt, 2015; Tucker et al., 2013; Vogel et al., 2006). Kulesza and
colleagues (2013) thoroughly examined the various types of stigma in relation to substance use
via metanalysis and highlighted this lack of consistent terminology, lack of consistent research
methodology, and lack of reported socio-demographic variables (Kulesza et al., 2013). One of
the biggest criticisms of stigma research is the siloed focus on one tenet of stigma towards one
aspect of an individual’s identity/behavior, rather than examining multiple mechanisms of stigma
towards multiple identities and behavioral aspects (Kulesza et al., 2013; Link & Phelan, 2001)

further highlighting the importance of an intersectionality approach to stigma.
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Stigma has been studied regarding mental illness (Hasson-Ohayon et al., 2012; Kranke et
al., 2011; Link et al., 1997; Parcesepe & Cabassa, 2013; Phelan & Link, 1998; Yang et al.,
2007), individual identities deemed as ‘taboo’ (i.e., HIV status, sexual minorities, person with a
SUD) (Batchelder, Foley, Kim, et al., 2021; Benz et al., 2019; Earnshaw et al., 2019; Earnshaw
et al., 2012; Scheff, 1984), and substance use (Janulis et al., 2013; Kulesza et al., 2013; Kulesza
et al., 2014; Livingston et al., 2012; Luoma et al., 2013; Palamar et al., 2012). Hasson-Ohayon
and peers’ 2012 study assessed shame and guilt proneness in relation to insight into mental
illness and self-stigma, discovering that only shame proneness mediated the relationship between
insight and self-stigma. Their findings support the literature regarding shame and guilt as
separate constructs that function by different mechanisms (Lewis, 1971; Tangney, Miller, et al.,
1996). In a series of semi-structured interviews by Kranke and colleagues (2011) among
adolescents with mental illness, the researchers noticed a relationship emerge regarding self-
stigma that was not the same association as found in limited self-stigma models pertaining to
adults. The adolescent self-stigma was affected by concurrent developmental life experience,
whereas in adults, self-stigma most strongly related to past life experiences. These findings are
intuitive given the human brain doesn’t reach maturation until roughly age 25 (Hanson et al.,
2018) and development is affected strongly by one’s family of origin and adolescent experiences
(Coviello et al., 2004). In a systematic review conducted by Parcesepe and Cabassa (2013) the
authors synthesized 36 articles relating to stigma of mental illness in the United States.
Importantly, they found that individuals with mental iliness were often thought of as dangerous,
incompetent, and shameful, and that these individuals were often on the receiving end of
stigmatizing actions such as social distance (Parcesepe & Cabassa, 2013). Similar findings have

been reported towards problem drug users, existent in the general public and members of the
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health professions (Lloyd, 2013). Undoubtedly, the literature points out that stigma is pervasive,
negatively effects individuals, exists through diverse mechanisms, and clearly effects health
outcomes.

Speaking to the aforementioned criticism of stigma research, strictly stigma of substance
use, there appears to be a dearth of work specifically inclusive of all stigma mechanisms as most
examine only pieces of stigma’s functionality. Consequently, examining the impact of
internalized stigma, anticipated stigma, and enacted stigma in the literature will foreshadow the
present study’s purpose and highlight future directions. Batchelder et al.’s (2021) recent study
examined the intersecting internalized stigma of HIV self-care practices among a sample of men
who have sex with men and additionally report substance use. Utilizing semi-structured
interviews to gather themes, half of the sample reported intersecting internalized stigmas had a
profound impact on individual sense of self and HIV self-care behavior. Additionally, the stigma
they experienced related to personal substance use had a bi-directional effect on their patterns of
use and was the greatest hindrance toward managing their HIV. Multiple participants even
described how anticipated stigma affected their identity and perpetuated their substance use as a
means to avoid negative self-conscious emotions (e.g., shame) (Batchelder, Foley, Kim, et al.,
2021). Comparatively, Benz et al. (2021) examined substance use stigma mechanisms in relation
to treatment-seeking and found greater anticipated stigma significantly mediated the relationship
between higher internalized stigma and increased help-seeking intention (while controlling for
enacted stigma and severity of alcohol and drug use), suggesting fear of substance related stigma
may function as a mechanism to motivate treatment seeking behaviors in those with internalized

stigma of use (Benz et al., 2021).
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Additionally, Benz and colleagues (2019) examined the stigma of substance use among
gender/sexual minorities (GSM) as both are societally marginalized. In their study, individuals
with a history of problematic substance use were screened for severity of use via the AUDIT
(Babor et al., 2001) and the DAST (Skinner, 1982) with stigma mechanisms assessed via the SU-
SMS (Smith et al., 2016). Anticipated stigma associated with help-seeking intention while
enacted stigma associated with and predicted past help-seeking measures (while controlling for
substance use severity with the DAST). The authors concluded that increased anticipation of
substance use stigma might lead individuals to change their behavior and seek help, while
enacted stigma related to the experience of targeted stigma, thus, participants sought help.
Importantly, the authors suggest a need for qualitative work (e.g., interviews, focus-groups) in
this population as to uncover the salient beliefs regarding the interaction of GSM and substance
use stigmas and their related yet separate functions (Benz et al., 2019).

Palamar and colleagues (2012) found decreased stigma-related rejection inflicted toward
marijuana use than ecstasy, opioids, amphetamines, and cocaine (Palamar et al., 2012). These
findings indicate stigma varies by substance and waxes and wanes to meet societal attitudes
towards drug use. Comparatively, in Janulis and colleagues’ (2013) work, the authors sought to
examine the mechanisms of stigma toward individuals diagnosed with SUDs. Their results
highlighted the importance of familiarity with marijuana and heroin dependence as it was found
to predict lower levels of perceived dangerousness, fear, and desired social distance towards
individuals struggling with heroin and marijuana dependence. Additionally, the authors found
that alcohol dependence did not have significant relationships with perceived dangerousness,
fear, or desired social distance and they speculate this is due to the fact that alcohol use is

incredibly common, less stigmatized, and the only legal substance they examined (Janulis et al.,
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2013). Further, Luoma et al. (2007) found that intravenous (1) drug users reported higher levels
of perceived stigma and stigma-related rejection, than their non-injecting substance using
counterparts (Luoma et al., 2007), similar to Palamar et al.’s (2012) findings regarding
substance-related stigma. There are clear differences in stigma towards different classes of
substances, yet mechanistically how these dimensions of stigma manifest in individuals’ lives
remains unclear highlighting the need for further examination.
Origins of Shame, Correlates, and Shame’s Role in Substance Use

Shame is described as a global comprehensive, negative feeling about the self (Dearing et
al., 2005; Lewis, 1971) and a powerful negative emotion often resulting in subsequent feelings of
lowliness and defenselessness (Wicker et al., 1983). Shame can be examined via specific events
(i.e., state shame) or as a personality trait/characteristic (i.e., shame proneness) (Prosek et al.,
2017). Shame’s existence is not clear in the literature as to how or why it exists in various levels
in individuals, but there is indication that family of origin (Sidoli, 1988; Wiechelt, 2007), self-
origin/concept (Schore, 1994), personality differences (Nelissen et al., 2013), and emotional
development (Frackowiak-Makowska, 2018) are at the source, and much like shame’s cousin
guilt, are endemic to the human condition. Sidoli (1988) discussed shame as a shadow, emergent
during childhood, rising from repeated experiences of personal shortcomings, feeling inadequate
yet also dependent, and attempts to make connections with the world around us. Wharton (1990)
also discussed shame as a shadow, inclusive of the things we don’t like about ourselves (i.e.,
unpleasant qualities) and the things we want to hide about ourselves so that they remain
unknown (Wharton, 1990). Harper (2011) notes that shame is universal across cultures as studied

by facial representations of emotions (Harper, 2011), and more frequent and intense experiences
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with shame can lead to an internalization of shame, also known as shame-proneness (Cook,
1996).

Shame (much like stigma) leads to othering as one tends to feel tainted, set apart, and
often dehumanized (Goffman, 1963; Scheff, 2013) and has been described as the core emotion of
self-stigma (Luoma & Platt, 2015; Risch et al., 2014). Flanagan (2013) discussed the shame
condition as a dual normative failing of the self where one sees themself as they are in the world,
subsequently recognizes their own lack of self-control or agency towards their substance use,
while simultaneously having shame for this and for failing to meet the societal standard for a
good life (Flanagan, 2013). Nelissen et al. (2013) discussed how shame could lead one to change
their behavior or repair relationships, but only when a transgression is witnessed by others.
Shame does not directly affect other people, nor are they victimized by another’s personal
shame, for shame directly affects the individual it resides in. Also, it has been posited that shame
might only lead to repair of self-image, yet only if the shameful mishap was witnessed by others.
(Nelissen et al., 2013). Additionally, Scheff (1984) discussed how shame is taboo in modern
society, remains invisible, and is largely ignored due to this denial and silence (Scheff, 1984).
Therefore, it appears that acknowledgement of shame is largely dependent on the individual and
their lived experience in the world and how they subsequently view themselves.

Shame positively associates with suicide (Cameron et al., 2020), eating disorders
(Cavalera et al., 2016; Mortimer, 2019), problematic gambling (Bilevicius et al., 2018), risky
sexual conduct (Stuewig et al., 2015), as an obstacle to help-seeking (Cummings & Baumann,
2021), anxiety (Fergus et al., 2010), stigma (Rai et al., 2020; Rose et al., 2017), and substance
use (Dearing et al., 2005; Kulesza et al., 2014). Cameron et al. (2020) examined the shame

surrounding suicidal behaviors and substance use among a Veteran population finding that acute
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increases in shame associated with an increase in suicidal urges, but not for substance use. They
also noted that certain risk factors for suicide also exist for substance use, such as depression,
hopelessness, and wanting to escape (Cameron et al., 2020). Behaviors, experiences, and health
conditions that individuals want to keep hidden due to their shame are often societally
conditioned to be shameful, as Sidoli (1988) and Wharton (1990) have discussed. Eating
disorders are a prime example of a shameful condition, as the plagued individual feels shame
surrounding their behavior yet in order to effectively attempt recovery one often has to
acknowledge this behavior time and again in treatment. Cavalera et al. (2016) examined female
patients with eating disorders both in and out of clinical treatment and found that those in clinical
treatment had higher shame proneness than the out of treatment group. Importantly, shame was
elicited by recanting their private transgressions, yet shame is not typically addressed in
treatment programs which Dolezal and Lyons (2017) discuss as a major downside to healthcare
and medicine (Dolezal & Lyons, 2017).

Comparatively, Cummings and Baumann (2021) discuss how shame of disclosing past
trauma to healthcare employees exists as a barrier to many patients, and the concurrent problem
with clinicians not asking patients about their past trauma due to attempted avoidance of
vicarious shame. By not addressing shame in healthcare settings, given its systemic roots, the
ability of accurately diagnosing and effectively treating a patient is potentially limited. Dolezal
and Lyons (2017) also note that the medical system was largely built upon addressing problems
that are physically and physiologically assessable and that science used to regard emotion as a
plausible explanation with humor. Lastly, healthcare worker stigma has its’ roots tied to blame,
shame, and fear of disease-specific features and this ultimately impacts individual health, disease

management, and quality of life (Rai et al., 2020).
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Often cyclical, clinical literature discusses shame as a factor in addiction development
and progression (Wiechelt, 2007). Family of origin and subsequent trauma have been shown to
prospectively dictate one’s feelings about their substance use, frequently resulting in feelings of
shame (Wiechelt, 2007). Shame has been described as the cornerstone of addiction development
as shame can produce a sequence of adverse behavior (i.e., substance use, shame, more use to
mitigate negative affect, more shame, etc.) (Flanagan, 2013). Specifically, shame of substance
use associates with increased maladaptive coping mechanisms (Rahim & Patton, 2015), delay in
treatment-seeking (Hernandez & Mendoza, 2011), decreased self-esteem (Gonzélez-Sanguino et
al., 2019), depression and anxiety (Bilevicius et al., 2018; Kulesza et al., 2013), and guilt
(Dearing et al., 2005; Luoma et al., 2017; McGaffin et al., 2013). Importantly, these findings
highlight the omnipresent, pernicious, and insidious nature of shame, and the importance of
addressing it in public health systems. Unfortunately, shame can be difficult to assess, as are

many emotional constructs (Tangney, 1996), and often remains unspoken (France et al., 2015).

Origins of Guilt, Correlates, and Guilt’s Role in Substance Use

Heather Lewis described the difference in guilt from shame in that guilt refers to an
action deemed as bad (i.e., “I did something bad”) and shame as a personal failing (i.e., “I am
bad”) (Lewis, 1971). Historically, there has been confusion surrounding guilt and shame
considering their differences as distinct emotions. Both emotional constructs possess elements of
distress, yet one is related to personal actions and the other relates to one’s sense of self
(Tangney & Dearing, 2002). Additionally, Cohen et al. (2011) discussed the increased confusion
regarding guilt and shame as many people use the terms interchangeably (Cohen et al., 2011),
and Wolf (2010) noted the importance of viewing guilt as an emotion displayed publicly to

repair relationships, and shame displayed privately via withdrawal (Wolf et al., 2010).



31

Comparatively, Vaish (2018) found that the experience of guilt among children motivated
reparative behavior in children, and displays of guilt triggered empathy and cooperation (Vaish,
2018). Dearing and colleagues (2005) expressed concern for the need to distinguish the two
emotions, finding shame-proneness was often positively correlated with problematic substance
use, while guilt-proneness was inversely related to problematic substance use (Dearing et al.,
2005). Similarly, Treeby and Bruno (2012) examined guilt and shame in relation to problematic
alcohol use and drinking to cope with anxiety and depression symptoms and found that shame-
proneness positively associated with the aforementioned behaviors while guilt-proneness was
inversely related (Treeby & Bruno, 2012). Guilt and shame, while similar in origin, appear to
have different self-regulatory mechanisms and serve as different behavioral motivators.

Guilt has been examined as a protective factor as it positively associates with adaptive
behavior such as emotion regulation, greater empathy, and healthy interpersonal relationships
(\Vaish, 2018). When guilt is felt in reference to a behavior, the individual often wants to ‘fix’ the
wrongdoing in order to maintain and repair social relationships (Tangney & Dearing, 2002).
Conversely, shame often keeps individuals from learning effective coping skills (Pond, 2021), as
it relates to poor emotion regulation, psychological affective difficulties, and relationship
problems (Tangney & Dearing, 2002). Furthermore, McGaffin et al. (2013) examined guilt,
shame, and self-forgiveness in a sample of individuals in recovery from drug and alcohol
problems, and found guilt positively associated with self-forgiveness, while shame was
negatively associated with self-forgiveness. Moreover, acceptance mediated the relationship
between guilt and self-forgiveness, with an indirect effect on the relationship between shame and

self-forgiveness (McGaffin et al., 2013). These findings foreshadow Luoma and Platt’s 2015
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study examining the role of self-compassion in Acceptance and Commitment Therapy (ACT) to
decrease shame and self-stigma.

Cohen et al. (2012) makes several important contributions regarding guilt proneness and
moral character, illuminating guilt proneness as an important character trait. Cohen’s findings
reveal that individuals who score high on measures of guilt make far fewer unethical business
decisions, display fewer deviant behaviors, and make more economically honest choices.
Additionally, their findings reveal guilt-prone employees are less prone to engage in
counterproductive tactics that may harm their organization (Cohen et al., 2012). Similarly, Kealy
and colleagues (2020) examined guilt and shame as mediator in the pathway between
dispositional optimism and anxiety and depression symptomology and found guilt significantly
mediated the relationship in the model predicting depressive symptoms, and shame significantly
mediated the relationship in the model predicting anxiety symptoms. These findings further
suggest the diverse mechanisms by which guilt and shame function, highlighting the need to treat
both as distinct emotions.

Thus far guilt has been discussed as an adaptive mechanism by way of behavioral
evaluation resulting in repair-oriented tendencies. Therefore, when examining guilt’s relation to
substance use, one might intuit those individuals with SUDs would have decreased guilt-
proneness metrics than those without. O’Connor et al. (1994) examined guilt and shame in a
sample of individuals recovering from substance use disorders and found that those in recovery,
compared to those without a chemical dependence, scored significantly higher in shame-
proneness and significantly lower on guilt-proneness (O'Connor et al., 1994). Comparatively,
another study examined participants in recovery from SUD were also compared to non-SUD

participants and were found to also have significantly higher shame-proneness scores and
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significantly lower guilt-proneness scores (Meehan et al., 1996). Luoma et al. (2017) examined
shame and guilt and the relation to alcohol-related problems finding shame was the strongest
predictor of drinking-related problems and guilt was related to less problematic consumption
(Luoma et al., 2017). These findings further suggest that guilt and shame function via opposing

mechanisms in substance-using populations.

Measuring Shame and Guilt

Currently, many instruments exist to measure shame and guilt with each having strengths
and weaknesses. Cohen et al. (2011) discussed the importance of examining shame and guilt in
terms of public versus private transgressions by exploring negative self-evaluation and
withdrawal tendencies and negative-behavior evaluations and repair-action tendencies leading to
the development of the Guilt and Shame Proneness (GASP) scale which assesses negative self-
evaluations (NSEs) and shame-withdrawal, along with tenets of guilt with the subscales of
negative behavior evaluations (NBEs) and guilt-repair. Comparatively, (Enikolopov & Makogon,
2013) illuminated that one of the major problems with assessments of shame and guilt are the
lack of scales to tease out these different components. The Internalized Shame Scale (I1SS) was
developed by David Cook in 1987 and is an excellent and widely acclaimed self-report measure
consisting of 30-items measuring shame and self-esteem (Cook, 1987). The ISS has
demonstrated acceptable validity and reliability and has been widely used in the literature in a
variety of studies and populations (del Rosario & White, 2006; Luoma et al., 2017; Rybak &
Brown, 1996). Unfortunately, upon further examination, the ISS is copyrighted and quite costly
to utilize in research.

The Shame Inventory was developed by Shireen Rizvi in 2010 and is a self-report

measure of shame-proneness and state-shame consisting of 53-items (Rizvi, 2010) and has



34

demonstrated acceptable reliability and validity. The Shame Inventory has also been used widely
in the literature (Bilevicius et al., 2018; Dhuffar & Griffiths, 2014; Keller et al., 2015), yet due to
the length of the instrument, this can often be seen as a weakness leading to survey responder
fatigue. Additionally, there is the well-known Test of Self-Conscious Affect (TOSCA), the
Harder Personal Feelings Questionnaire second edition (PFQ-2), and the Experiential Shame
Scale (ESS). The TOSCA is a 65-item assessment and was developed by Tangney et al. in 1989
and measures a range of constructs inclusive of shame, guilt, externalization, detachment, alpha
pride, and beta pride (Tangney et al., 1989). The TOSCA has been widely used in the literature
assessing the 6 previously mentioned constructs in a variety of demographics (Baldwin et al.,
2006; Eterovi¢ et al., 2020; Risch et al., 2007) and is deemed a reliable and valid measure.

The PFQ-2 is a 28-item measure of shame and guilt proneness developed in 1990 and
revised in 1993 (Harder et al., 1993). The PFQ-2 is a word-association test with a list of
adjectives utilized to measure shame- and guilt-proneness, and its brevity is important for
research purposes, yet there has been wide criticism of its adjective checklist approach as this
puts the ownness on the participant to be able to fully differentiate between shame and guilt
experiences. Additionally, while referring to the metrics as shame- and guilt-proneness, the
instrument actually measures state shame (i.e., shame of specific events), not shame-proneness
however the PFQ-2 is utilized in clinical (Bryan et al., 2013) and non-clinical populations
(Mousavi et al., 2016). The ESS is an 11-item measure demonstrating acceptable validity and
reliability metrics that assesses state shame over three categories, physical phenomena,
emotional phenomena, and social phenomena (Turner, 2014). The ESS limits examining shame
and its mechanisms as it only measures state shame, the shame experienced ‘in-the-moment’,

however, it has been used in clinical (Koulouras, 2017) and non-clinical populations (Rusch et
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al., 2007). The literature has painted a clear picture on the repair-oriented mechanisms of guilt
and the withdrawal-oriented mechanisms of shame, yet many of the current assessments of
shame and guilt do not effectively do so. Additionally, many of these instruments are not clear
on what they are measuring (i.e., state or trait) in the constructs of guilt and shame, furthering the
argument of inconsistencies in the literature with definitions, instruments, and subsequent
findings.
Interventions to Mitigate Shame, Stigma, and Guilt

Shame, guilt, and stigma surrounding substance use often keep people mired in despair
(Pond, 2021) in a potential looping effect of use and subsequent feelings of failure (Matthews et
al., 2017). When considering ingrained emotional concepts such as shame and guilt with the
added layers of stigma, it’s important to examine how things concepts can be modified via
intervention. Luoma et al. (2012) references acceptance and commitment therapy (ACT) in
group-based interventions that work to reduce the amount of trait shame in a person, therefore
increasing their likelihood to seek help/treatment, achieving some success with decreased
substance use and increased treatment attendance at follow-up (Luoma et al., 2012). Importantly,
by reducing shame this can lead to increased feelings of self-compassion and self-esteem, thus
increasing investment in one’s self (Dupasquier et al., 2020). Comparatively, Gilbert and Procter
(2006) used compassionate mind training (CMT) in a sample of individuals who had high shame
and self-criticism. After 12 two-hour sessions in CMT, the individuals were tested again and the
authors found that depression, anxiety, self-criticism, shame, inferiority, and submissive
behavior were significantly reduced. Of interest, the authors focused on increasing self-soothing

ability and self-reassurance and invited the participants to collaborate with them during the
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sessions. The authors suggest this aided outcomes by increasing participant buy-in and
involvement (Gilbert & Procter, 2006).

Conversely, instead of directly focusing on mitigating shame, Brown (2011) suggests
developing shame resilience to manage and process shame. In her 2011 curriculum,
‘Connections: A 12-session psychoeducational shame resilience curriculum’ she works to
implement shame resiliency strategies with clients to improve their health outcomes and their
lives (Brown, 2011). Additionally, Brown developed a shame resiliency theory using Grounded
Theory by interviewing over 200 women and their lived experiences with shame. She noted that
when women acknowledged vulnerability and awareness, this cultivated mutually empathetic
relationships and confidence to speak shame aloud in order to name it and give it less power
(Brown, 2006). Regarding stigma in a similar fashion, Volkow (2021) notes that interaction with
person’s holding stigmatized identities and hearing their stories directly can translate to powerful
de-stigmatizing effects, rather than just public education campaigns (Volkow, 2021). However,
Livingston (2012) notes in a review paper on interventions to mitigate SUD stigma that many of
the educational campaigns which seek to decrease social stigma of substance use disorders
mostly use educational factsheets modeling individuals in recovery and motivational
interviewing tactics (Livingston et al., 2012) with little to no follow-up of the effectiveness of
these campaigns. Unfortunately, social and structural stigma are difficult to combat, and
Livingston (2012) additionally notes that a systemic approach is needed to mitigate stigma and
its deleterious effects on individuals’ health outcomes and quality of life.

Interestingly, Silverman (2019) conducted an intervention on adults with SUDs in a
detoxification unit using songwriting to target state shame, guilt, and pride. He found that while

no significant differences existed between the control group and experimental group in state
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shame and guilt, the experimental group did have significantly higher pride measures. He notes
that shame, guilt, and pride are important interrelated constructs for people with SUDs. Thus far,
much of the literature has solely addressed shame and guilt, and this could be seen as
confrontational to participants. Therefore, by employing a songwriting intervention this may
promote engagement by fostering positivity, creativity, and pride where individuals feel safe to
explore the other aspects of their SUDs (i.e., shame and guilt origins) (Silverman, 2019). These
multiple study findings suggest an increased need to target guilt, shame, and stigma in
individuals with SUDs while additionally honoring their journey from the lens of
intersectionality.
Help-seeking Intention

Help-seeking intention is often discussed in terms of uncovering what barriers exist,
within and outside of, individuals that inhibit them from pursuing effective treatment options.
Several factors inhibit help-seeking behaviors in various populations, as the stigma surrounding
seeking and receiving help is pervasive, seemingly regardless of the reason one seeks help (i.e.,
mental illness, SUD). Help-seeking intention associates with self-reliance (Han et al., 2018),
perceived culture (Chen et al., 2016), trust in culture (Dean et al., 2018), perceived severity of
the problem (Kim & Zane, 2016), self-compassion (Dschaak et al., 2021), and attitude toward
treatment (Schomerus et al., 2009). Interestingly, Han et al. (2018) discussed self-reliance, high
cost of services, and informal support from family and friends as critical barriers to help-seeking
in a sample of university students. The authors suggest self-reliance could exist as a barrier to
seeking help given the common narrative of importance surrounding being able to solve one’s
problems on their own. Other constructs impact help-seeking intention such as societal and

cultural factors, much like the impact of social and structural stigma on individuals with SUDs.
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Chen et al. (2016) and Dean et al. (2018) examined tenets of cultural impacts on mental health
help-seeking intentions in university students. Chen et al. (2016), informing their studying using
the Theory of Planned Behavior (Ajzen, 1991), found that perceived campus culture significantly
mediated the relationship between perceived campus attitudes and help-seeking intentions. The
findings suggest that the students’ perception of the campus culture is an important contributor to
help-seeking, regardless of the actual campus climate and should be a target for mental health
education, policy, and promotion of services. Comparatively, Dean et al. (2018) found that
sociocultural factors, symptom severity, and intolerance of uncertainty had a synergistic effect on
willingness to seek treatment among Black students with anxiety or depression. Students who
had low cultural mistrust and low perceived discrimination were more likely to be willing to seek
help, especially when their intolerance of uncertainty and symptom severity were high. These
study results suggest the importance of examining societal factors that impact help-seeking
intention and subsequent behavioral outcomes (i.e., effective treatment and recovery).

Additionally, help-seeking intention associates with self-stigma and perceived-stigma as
individuals often feel embarrassed to get help and expect others to react negatively (Barney et
al., 2006). Often, the stigma associated with substance use discourages individuals from finding
the resources they need (Benz et al., 2021; Benz et al., 2019; Link et al., 1997; Sirey, Bruce,
Alexopoulos, Perlick, Friedman, et al., 2001) or is a reason someone quits treatment early (Sirey,
Bruce, Alexopoulos, Perlick, Raue, et al., 2001). Stigma often keeps one from seeking treatment
(Eisenberg et al., 2012; Gaddis et al., 2018) and is seen as a barrier to health screenings (Kulesza
et al., 2013). Further, depression and anxiety are two psychological affective conditions that
often co-occur with SUD. Additionally, it can be difficult to assess which came first, the

psychological disorder or the SUD. The DSM-1V states that in patients with co-occurring mood
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disorders and SUDs, the mood disorder is primary unless it is due to the effects of alcohol or
other drug use (i.e., mood disorder was present prior to the substance use problem and/or persists
during periods of abstinence) (American Psychiatric Association. & American Psychiatric
Association. DSM-5 Task Force., 2013). Moreover, it can be difficult to treat patients with co-
occurring mood and substance use disorders as most psychiatric medications advise against
consuming additional substances while taking the prescribed medication (Pettinati et al., 2013).
Fong et al. (2021) sought to develop a scale measuring medical provider stigma experiences
among people who use drugs. Study findings highlighted greater levels of enacted and
internalized stigma were associated with less likelihood to communicate honestly with medical
providers and those with higher levels of enacted stigma were less likely to seek treatment for
existent health conditions (Fong et al., 2021). These results indicate that medical provider stigma
in the form of enacted stigma exists as a barrier for individuals who use substances in their help-
seeking intention, likely resulting in a lack of targeted resources and keeping individuals from
receiving the directed help they needed. Also, internalized stigma (e.g., likely resultant from
enacted stigmatizing experiences) can affect other aspects of health as individuals might apply
this to their sense of self-worth. Medical providers should exist in a space where individuals can
express their needs and concerns openly, as seeking help and/or treatment is often the biggest
hurdle to recovery. These study findings further highlight the work that needs to continue in
lessening mental illness stigma, barriers to help-seeking, and substance use stigma.

Halter (2004) notes that individuals endorse help-seeking if the reason for seeking help
(i.e., depression) is not under personal control (Halter, 2004). This suggests that if a mental
illness is deemed to be one’s own doing that the individual needs to solve the problem on their

own (i.e., SUDs are often thought of as one’s own doing). Comparatively, desiring to solve one’s
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own problems and lack of problem awareness were the main barriers to seeking professional help
in a sample of adolescent cannabis users (Fernandez-Artamendi et al., 2013). It appears that
when one decides to seek help, they are often stigmatized, yet they are also stigmatized if they do
not decide to seek help and attempt to solve their issues on their own. As seen in a study
examining indigenous peoples’ willingness to seek help, Winters et al. (2020) found that those
seeking help were stigmatized either by seeking help, not seeking help, and when attempting to
better their own situations with their own means (Winters & Harris, 2020). King et al. (2018)
utilized the General Help-Seeking Questionnaire (GHSQ) in an intervention designed to increase
help-seeking intentions in a sample of males by watching a documentary exploring traditional
masculinity and mental health and found their help-seeking intentions were significantly
increased in the intervention group but not the control group (King et al., 2018). Their findings
suggest the importance of using a variety of methods (i.e., media-based such as a documentary)
to promote help-seeking in individuals for personal and emotional problems.
Conclusion

According to the literature, the constructs of shame, guilt, stigma, and help-seeking
intention are associated and have been examined with a multitude of instruments, methodologies,
populations, and behavioral outcomes. However, the examination of the mechanistic pathway
from enacted-, anticipated, and internalized-stigma to substance use severity through guilt and
shame has not been done. Importantly, guilt and shame act as different motivators for individuals
as guilt functions in adaptive ways and associates with modification of behavior (McGaffin et al.,
2013), whereas shame functions in maladaptive ways (Tangney & Dearing, 2002) often
associated with withdrawing (Wolf et al., 2010). Guilt, shame and stigma, separately, inhibit

individuals either behaviorally or psychologically, and in combination likely serve to only
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further individuals who need help from finding and receiving support. These constructs in
combination are complex at best yet a thorough examination, specifically the pathway from
stigma to substance use severity, is warranted, and can better inform interventions and
potentially save lives. When individuals are continually hampered by antiquated societal norms,
it appears to further instill the message that individuals are not worth seeking help and are
destined to fulfill the societal norms (i.e., incarceration versus treatment).

There are limited works inclusive of examining stigma, shame, guilt, substance use
severity, and help-seeking intention among individuals who use substances, with current
literature merely touching on fragments of the aforementioned. Importantly, to the best of the
researcher’s knowledge, there are no studies that examine internalized-, enacted-, and
anticipated-stigma in relation to substance use severity. Additionally, there are no studies that
delve further by examining the potential moderating effect shame (proneness and state) and guilt
(proneness and state) have on these three types of stigmas and substance use severity. The
existent literature has examined pieces of the previously listed study variables of shame, stigma,
guilt, and substance use in clinical populations via intervention to mitigate shame of substance
use (Luoma et al., 2012), college students and shame of gambling (Bilevicius et al., 2018),
intersecting identities of stigma, shame, and HIV (Batchelder, Foley, Kim, et al., 2021,
Batchelder et al., 2020), shame, guilt, drug and alcohol use (Dearing et al., 2005; Patock-
Peckham et al., 2018), and adolescents’ shame of substance use (Rahim & Patton, 2015).
Dearing et al. (2005) strongly suggested shame and guilt be examined as individual constructs
(Dearing et al., 2005). Shame-prone students reported use of alcohol to cope with psychological
issues (Treeby & Bruno, 2012), suggesting a need to study a broader range of substances.

Furthermore, in a meta-analysis by Luoma et al. (2019), he suggests potential moderators of
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shame and substance use need to be examined rather than the continued assessment of shame’s
association with substance use at an overall level, indicating a need to additionally differentiate
between problematic and non-problematic users. There is an increasing need to understand guilt
and shame’s role in the pathway between the dimensions of stigma and substance use severity to
better inform prevention, treatment, and SUD development. Furthermore, given the opposing
functions of shame and guilt, including the two constructs in this study will likely illuminate
different, yet crucial findings in how those who use substances experience these stigmatizing
aspects and how this relates to substance use behavior.

To state again, the purpose of this dissertation is multi-faceted. Specifically for study 1,
the purpose is to cross-sectionally examine the pathway between enacted, anticipated, and
internalized stigma and substance use severity, among community substance using adults and to
identify the role of guilt and shame in moderating the effects of stigma on substance use severity.
The purpose for study 2 is to use an explanatory mixed methods approach to first examine the
pathway between enacted, anticipated, and internalized stigma and help-seeking intention,
among community substance using adults and to identify the role of guilt and shame in
moderating the effects of stigma on help-seeking intention. Second, using a qualitative
exploration of the lived experiences of substance using adults via semi-structured interviews
utilizing Grounded Theory, regarding the interconnectedness of stigma aspects, shame, guilt, and

help-seeking intention, will enrich the study via an explanatory mixed methods approach.
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Chapter 3: Research Methodology

*This is a manuscript style dissertation with the current chapter detailing the research
methodology for manuscript 1 (study 1), and manuscript 2 (study 2).

Study 1: The Complexities of Guilt, Shame, and Stigma among a Sample of United States
Substance Using Adults

Purpose

The purpose of study 1 was to examine the relationship between three stigma
mechanisms; internalized-, anticipated-, and enacted-stigma, and substance use severity (non-
problematic/problematic alcohol/drug use). Secondly, to examine the pathway between enacted,
anticipated, and internalized stigma and substance use severity among US substance using adults
and to identify the potential role of shame and guilt in potentially moderating the effects of
stigma on substance use severity.
Research Design

The current study utilized a cross-sectional electronic survey design using a non-
probability sample of United States substance using adults (self-reported past 12-month
substance use). The study used a screening procedure and individuals who met the inclusion
criteria were eligible for the survey phase. The study was descriptive, employed correlations to
examine relationships, assessed predictions of independent variables via multinomial logistic
regression while examining moderation effects by entering interaction terms, to examine the
mechanisms of stigma, shame, guilt, and substance use severity.
Participants

Inclusion criteria: United States (US) dwelling individuals who self-report as a person
who uses substances (other than caffeine and tobacco) over the past 12-months regardless of

frequency or severity of use (problematic or non-problematic). Type of substances used could be
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illicit [i.e., cocaine, Lysergic acid diethylamide (LSD), heroin] and/or licit (i.e., alcohol), misuse
of prescription medicine and/or misuse of over-the-counter drugs. Individual must be at least 18
years of age or older, English speaking/reading, and have access to a computer or smart device.
During the screening procedure, participants were provided a definition of prescription drug
misuse stating, “Prescription drug misuse refers to use of prescription medication in a way not
specifically directed by a doctor. To clarify: any use without your own prescription, for
recreational purposes, taking a higher dose than prescribed, using more frequently than directed
or continued use despite no longer experiencing the problem for which it was prescribed” as part
of the inclusion criteria for participating in the study. Additionally, a definition of over-the-
counter drug misuse was provided stating, “Over-the-counter drug misuse is any drug you can
buy without a prescription (i.e., Robitussin) taken in any way other than as directed on the label.”
Exclusion criteria: person who does not use substances (other than caffeine and tobacco),
does not have access to a computer or smart device, under the age of 18, or non-English speaker.
Estimated sample size: In 2017 the National Survey on Drug Use and Health (NSDUH)
estimated 15% of adults had a SUD and 10% of adults had an AUD (SAMHSA, 2018).
Presently, 5 independent variables in logistic modeling suggests 10 cases per IV and based on the
NSDUH percentages of SUD and AUD (to be combined yielding 25%), the researcher suggested
a sample size of 200 participants as 25% of 200 yields 50 cases.
Measures/Instrumentation
*Please see Appendix C for the full instruments
Screening Procedures
This study determined survey phase eligibility via use of a screening procedure. This

process was to effectively capture the variety of substances used and ensure all types of use and
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misuse (other than or in addition to tobacco and caffeine) were included in the study sample. The
screening procedure consisted of three items and began with a brief informed consent with
University IRB approval information. The first item was a forced response item asking the
individual to type in their Prolific ID (this ties their data to a unique identifier therefore
preserving anonymity of the participant, serves as a way for the researcher to record these IDs
and match data submissions to IDs, and ensures that the participant receives payment for study
completion).

The second item was in matrix format and read, “Have you used any of the following
substances in the past 12-months? Please check all that apply”, with all answer options listed
underneath one of the following, “used in the past 12-months”, “used but not in the past 12-
months”, and “never used”. Item choices consisted of 14 substances (e.g., alcohol, cannabis
recreational, cannabis medical, heroin, LSD, etc.) with an additional “other” open text box.

The third and final item assessed past 12-month misuse of prescription or over the
counter drug use, with definitions reading, “Prescription drug misuse refers to use of prescription
medication (i.e., prescription pain relievers, prescription stimulants, etc.) in a way not
specifically directed by a doctor. To clarify: any use without your own prescription, for
recreational purposes, taking a higher dose than prescribed, using more frequently than directed
or continued use despite no longer experiencing the problem for which it was prescribed. Over-
the-counter drug misuse is any drug you can buy without a prescription (i.e., cough syrup) taken
in any way other than as directed on the label.” Answer options were the same as item 1, “used
in the past 12-months”, “used but not in the past 12-months”, and “never used”; item choices

consisted of 4 classes of prescription medications with examples provided (e.g., prescription
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opioid pain-relievers such as Vicodin, OxyContin, or others), a “misuse of other prescription
medication(s)” open text box and a “misuse of over the counter drug(s)” open text box.

The screening procedure culminated with two options for free mental health resources
available by phone call and text messaging. Upon seeing the free mental health resource
information, the participant was directed to click a hyperlink that re-directed them back to
Prolific so that their submission was complete, recorded in Qualtrics, and they were eligible to
receive payment upon approval of their submission.

Survey Phase

Survey phase instruments are described in detail below. For information on study
sampling, please review ‘procedures’ beginning on page 62.

Demographics

Participants were asked demographic questions regarding gender identification, age in
years, race/ethnicity, household income, sexual minority group identification, highest level of
education completed, employment status, current US state of residence, and marital/relationship
status. These demographics have been assessed in recent works (Batchelder, Foley, Wirtz, et al.,
2021; Benz et al., 2019).

Drug Abuse Screening Test (DAST-10)

The original DAST is a 28-item self-report questionnaire that assesses past 12-month
drug use exclusive of alcohol and tobacco (Skinner, 1982), modeled after the Michigan Alcohol
Screening Test (MAST) (Selzer, 1971). Skinner (1982) also developed 10- and 20-item versions
of the DAST and both are known to have high internal consistency and correlate highly with the
original 28-item version. The present study utilized the DAST-10 given the excellent

psychometric properties and to shorten the electronic survey length. The DAST-10 correlates



47

highly with the DAST-20 (r = 0.98) and reports excellent internal consistency reliability (0.92)
(Skinner, 1982). Response options are dichotomized (i.e., yes/no) with the total number of ‘yes’
responses summed to create a total score. All items are scored as “1” for ‘yes’ or “0” for ‘no’,
except for item three which is reverse scored. Range of possible scores is from 0 to 10 with
higher scores indicating greater drug use severity. For example, if a score of 0 is given, there is
no indication of drug related problems reported, and as the DAST score increases this suggests a
rise in level of drug problems reported. A maximum score of 10 would suggest substantial
problems. Problematic substance use was operationalized using the standardized cut-off value of
3 or greater for the DAST-10, as Skinner suggests (Skinner, 1982). Example items included,
“Have you ever used drugs other than those required for medical reasons?”, “Do you abuse more
than one drug at a time?”, and “Have you ever experienced withdrawal symptoms (felt sick)
when you stopped taking drugs?”.

This measure has demonstrated acceptable reliability and validity in previous research
(Benz et al., 2019; Gavin et al., 1989; Staley & el-Guebaly, 1990). In a former study, Benz et al.
(2019) report Cronbach’s alpha for the DAST at 0.90. Gavin et al. (1989) validated the original
28-item DAST in a clinical sample of 501 drug/alcohol patients against the DSM-3 (most current
edition of the DSM at the time) diagnostic criteria for substance abuse and found the diagnostic
validity was high with the DAST attaining 85% accuracy in classifying patients according to
DSM-I11 diagnosis (Gavin et al., 1989). Additionally, the DAST-10 psychometric properties and
diagnostic validity was assessed in a sample of 565 patients in residential addiction centers. The
authors assessed internal consistency (Cronbach’s alpha > 0.80), optimal goodness of fit for the
one factor model, and Areas Under the Curve > 0.90 (95% CI 87-93), finding the DAST-10 to be

a reliable and valid tool (Villalobos-Gallegos et al., 2015). The DAST has been utilized to assess
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past year drug use in a variety of samples including clinical psychiatric (Staley & el-Guebaly,
1990), burn patients (Rockne et al., 2019), college students (Taylor et al., 2008), and adolescents
(Martino et al., 2000). The DAST has been developed in Japanese (Shimane et al., 2015),
Turkish (Evren et al., 2014), and Spanish (Bedregal et al., 2006). Presently, the DAST-10
demonstrated acceptable internal consistency (10 items; a = 0.68).

Alcohol Use Disorder Identification Test-Concise (AUDIT-C)

The AUDIT-C consists of 3-items and is a brief alcohol screening instrument that reliably
identifies persons who are hazardous drinkers or have active alcohol use disorders (including
alcohol abuse or dependence) (Bush et al., 1998). The AUDIT-C is a modified version of the 10-
item AUDIT instrument (J.B. et al., 1993) . The original AUDIT was developed by the World
Health Organization (WHO) to assess hazardous alcohol use and examines three domains of use
(alcohol intake, potential dependence on alcohol, and experience of alcohol-related harm) (J.B. et
al., 1993). The AUDIT-C has 3 questions and is scored on a scale of 0-12. Each item has 5
answer choices valued from 0 to 4 points (different response options for each of the 3 questions,
scoring is the same). In men, a score of 4 or more suggests hazardous drinking or active alcohol
use disorders. In women, a score of 3 or more suggests the same. Presently, the variable was
operationalized as 4 or greater for those identifying as male and other, and operationalized as 3
or greater for those identifying as female. The authors note that generally, the higher the score,
the more likely it is that a person’s drinking is affecting his or her safety (Bush et al., 1998). An
example item from the AUDIT-C is, “How often did you have a drink containing alcohol in the
past year?”. Bush et al. (1998) examined the AUDIT-C psychometric and diagnostic validity
among general medical clinic patients and discovered that for detecting heavy drinking the

AUDIT-C had a higher Area Under Receiver Operating Characteristic Curve (AUROC) than the
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full AUDIT (0.891 vs 0.881; p = .03), and the AUDIT-C and the full AUDIT both performed
similarly for detecting heavy drinking and/or active abuse or dependence (0.880 vs 0.881) (Bush
et al., 1998). Bradley and colleagues (2007) reported AUROCS for the AUDIT-C at 0.94 (0.91,
0.96) and 0.90 (0.87, 0.93) in men and women, respectively (p = 0.04) and maximized sensitivity
and specificity were >4 in men (sensitivity 0.86, specificity 0.89) and >3 in women (sensitivity
0.73, specificity 0.91) (Bradley et al., 2007). Since the development of the AUDIT in 1989 it has
been utilized to assess hazardous drinking in a variety of populations including college students
(DeMartini & Carey, 2012; Hardy et al., 2021), clinical populations (Pradeep et al., 2015),
veterans (Funderburk et al., 2014), and the general population (Lundin et al., 2015). The AUDIT
has been translated into 40 languages including Russian (Bunova et al., 2021), Polish
(Klimkiewicz et al., 2021), and validated against a Portuguese hazardous alcohol screening tool
(Rodrigues et al., 2021). In this study, the AUDIT-C had acceptable internal consistency (3
items; a = 0.76).
Substance Use Questionnaire

The substance use items assessed past 12-months substance use and frequency in a matrix
style format. These items were taken from the author’s prior published work assessing substance
use and frequency of use in a sample of college students (with slight modification) (R. E. Davis
et al., 2020). Items assessed use of the following: cocaine, crack, LSD, ketamine, recreational
and medical cannabis, MDMA/ecstasy, methamphetamines, heroin, fentanyl, PCP, psilocybin,
DMT, other (text box), and misuse of over-the-counter drugs and the following prescription
drugs: opioids, stimulants, tranquilizers, sedatives, and a prescription other item (text box). For
prescription drugs, participants were provided examples of common drugs from each

prescription drug category (i.e., prescription tranquilizing medication such as Xanax, Klonopin,
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Valium). Additionally, to mitigate confusion of assessment of ‘misuse’ of these substances,
participants were reminded of the following definition, “Prescription drug misuse refers to use of
prescription medication in a way not specifically directed by a doctor. To clarify: any use
without your own prescription, for recreational purposes, taking a higher dose than prescribed,
using more frequently than directed or continued use despite no longer experiencing the problem
for which it was prescribed.” Also, a definition of over-the-counter drug misuse was provided
stating, “Over-the-counter drug misuse is any drug you can buy without a prescription (i.e.,
Robitussin) taken in any way other than as directed on the label.” Example items included, “On
how many occasions in the past 12-months have you used cocaine?”, or, “On how many
occasions in the past 12-months have you misused prescription tranquilizing medications?”, with
response options on a 7-point Likert-type coded as 1 to 7, 1 “never”, 2 “1-2 occasions”, 3 “3-5
occasions”, 4 “6-9 occasions”, 5 “10-19 occasions”, 6 “20-39 occasions”, and 7 “40 or more
occasions”. The substance use variables (19 total items in the substance use matrix) were
examined independently with higher scores indicating greater level of frequency of use/misuse,
and each substance variable was dichotomized by ‘yes’ to past 12-month usage and ‘no’ to past
12-month usage. Additionally, the illegal drug variables (i.e., heroin, LSD, etc.), misuse of
prescription drugs (prescription opioid pain-relievers, etc.), and misuse of over-the-counter drugs
were dichotomized in the same way as the aforementioned.
Drug of Choice

Drug of choice was collected using 1 item, “What is your drug of choice? Please select
the drug below that you prefer. If you do not have a drug of choice, please select ‘N/A’. |
understand there may be more than one, or perhaps there are two that are equal choices. Think

about this for a moment and pick which drug you would prefer the most.” There were twenty
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response options ranging from ‘N/A’ to ‘Misuse of prescription tranquilizing medications’, with
an additional 3 open text fields to capture ‘Misuse of other prescription medications’, ‘Other’,
and ‘Misuse of over-the-counter drugs’.

Substance Use Stigma Mechanisms Scale (SU-SMS)

The SU-SMS is informed by the Stigma Framework (Earnshaw & Chaudoir, 2009) and
consists of eighteen items that differentiate between enacted, anticipated, and internalized stigma
(Smith et al., 2016). All responses are given on a 5-point Likert scale, with each subscale
containing different response options. For enacted stigma 1 “never”, 2 “not often”, 3 “somewhat
often”, 4 “often”, and 5 “very often”; for anticipated stigma, 1 “very unlikely”, 2 “unlikely”, 3
“neither unlikely nor likely”, 4 “likely”, and 5 “very likely”; for internalized stigma 1 “strongly
disagree”, 2 “disagree”, 3 “neither disagree nor agree”, 4 “agree”, and 5 “strongly agree”; with
higher scores indicating greater endorsement of substance use stigma. Enacted (6 items) (i.e.,
“Family members have thought I cannot be trusted”), anticipated (6 items) (i.e., “Healthcare
workers will give me poor care”), and internalized (6 items) (i.e., “I feel ashamed of having used
alcohol and/or drugs”) stigma scale scores are developed by averaging the responses chosen for
each of the three stigma mechanisms (subscales). Stigma source sub-scales can be created for
Enacted and Anticipated stigma by taking the average responses given for the healthcare worker
(3 items) (i.e., “Healthcare workers have not listened to my concerns™) and family members (3
items) (i.c., “Family members have treated me differently”) items, respectively. The authors
found this measure to demonstrate acceptable reliability and validity (Smith et al., 2016). Benz et
al. (2019) reported an acceptable Cronbach’s alpha for enacted stigma (0.91), anticipated stigma
(0.92), and internalized stigma (0.92). Additionally, the SU-SMS was adapted in Turkish, and

deemed valid and reliable in a sample of Turkish participants with SUDs, reporting Cronbach’s
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alpha (.83) and test-retest correlation (.752, p < .001) (Can Giir et al., 2020). In the current study,
each of the three subscales of the SU-SMS demonstrated excellent internal consistency, enacted-
stigma (6 items; oo = 0.90), internalized-stigma (6 items; oo = 0.91), and anticipated-stigma (6
items; a = 0.94).

Guilt and Shame Proneness (GASP)

The GASP measures individual differences in the susceptibility to experience guilt and
shame through a variety of personal transgressions, has established validity and reliability
(Cohen et al., 2011), and was based on the Test of Self-Conscious Affect (TOSCA; (Tangney &
Dearing, 2002). The GASP contains 2 guilt subscales that measure negative behavior-
evaluations (NBEs; 4 items) and repair action tendencies (guilt-repair; 4 items) following private
transgressions and 2 shame subscales that assess negative self-evaluations (NSEs; 4 items) and
withdrawal action tendencies (shame-withdraw; 4 items) following publicly exposed
transgressions. The current study only used the two subscales consisting of NBEs and NSEs as
the guilt- and shame-proneness moderator variables, respectively. The authors of the GASP
repeatedly discuss and reference these two variables as trait characteristics (Cohen et al., 2011)
and they have been used in other studies as guilt proneness and shame proneness variable
(Alabérnia-Segura et al., 2022). The GASP items are arranged on a 7-point Likert-type scale (1 —
7) with the corresponding response options of ‘very unlikely, ‘unlikely’, ‘slightly unlikely’
‘about 50% likely’, ‘slightly likely’, ‘likely’, and ‘very likely’. The GASP is scored by averaging
the four items in each subscale as follows: Guilt—-Negative-Behavior-Evaluation (NBE) 1, 9, 14,
16 (Example item, “You secretly commit a felony. What is the likelihood that you would feel
remorse about breaking the law?); and Shame—Negative-Self-Evaluation (NSE) 3, 6, 10, 13

(Example item, “You make a mistake at work and find out a coworker is blamed for the error.
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Later, your coworker confronts you about your mistake. What is the likelihood that you would
feel like a coward?”). The authors of the GASP suggest examining the effects of each GASP
subscale individually (versus including them all in a multiple regression analysis) due to
potential multicollinearity problems (Cohen et al., 2011). Cohen at al. (2011) additionally
described the acceptable psychometric properties of the GASP. Furthermore, the GASP has been
translated into Spanish and found to be valid and reliable with confirmatory factor analysis
confirming the four-factor solution (M et al., 2018). Notably, the GASP differentiates between
emotional and behavioral aspects of guilt and shame whereas the TOSCA and Dimensions of
Conscience Questionnaire (DCQ) (Johnson et al., 1987), as discussed by Enikolopov and
Makogon (2013), do not assess these differentially and is considered a major disadvantage of
each of the two scales (Enikolopov & Makogon, 2013). The guilt-proneness (4 items; a = 0.70)
and shame-proneness (4 items; o = 0.70) subscales of the GASP exhibited acceptable internal
consistency.
Past help-seeking

Past help-seeking behavior was assessed for substance use via one dichotomous item; “In
the past, have you sought professional, or non-professional help for your substance use?”.
Response options “yes” or “no”, scored as “1”, or “0” (Benz et al., 2019).
Current help-seeking

Current help-seeking will be assessed for substance use via one dichotomous item
slightly modified from Watanabe et al. (2012). Example item asks, “Are you currently seeking
professional, or non-professional help for substance use?”, with response options “yes” or “no”,

scored as “1”, or “0” (Watanabe et al., 2012).
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General Help-Seeking Questionnaire (GHSQ)

Help-seeking intention was assessed with the General Help-Seeking Questionnaire
(GHSQ) (Wilson et al., 2005). The GHSQ consists of one item and uses a matrix format of 10
help-source items, items a — j, which can be adapted according to purpose and need and is quite
versatile as the authors encourage this modification of help-seeking sources and populations to
match the target population and problem being examined. The original GHSQ lists two example
items to provide the researcher with two different scenarios, with the first assessing help-seeking
intention related to personal or emotional problems and the second assessing help-seeking
intention related to suicidal ideation. For this study, in line with the GHSQ guidelines, one
modified-item was used to assess help-seeking intention and read, “If you were having problems
related to your substance use, how likely is it that you would seek help from the following
people?”, (help-source items a — j will remain unchanged) with directions stating, “Please
indicate your response by selecting the number that best describes your intention to seek help
from each help source that is listed.” Example help-sources from the matrix are, “Friend (not
related to you)”, “Parent”, and “Doctor/GP”. Response options are listed on a 7-point Likert-type
scale with the odd values listed as having a corresponding meaning ‘1° ‘Extremely Unlikely’, ‘3’
‘Unlikely’, ‘5° ‘Likely’, and ‘7°, ‘Extremely Likely’. Scoring of the GHSQ sums the help-source
a — j items with higher sum scores indicating greater help-seeking intention.

The authors of the GHSQ report Cronbach’s alpha for the personal-emotional problems
scenario at 0.70 with test-retest reliability over a three-week period being 0.86, acceptable
convergent and divergent validity, and acceptable predictive and construct validity (Wilson et al.,

2005). In a recent study utilizing the GHSQ for problematic substance use the authors report
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Cronbach’s alpha at 0.80 (Belete et al., 2019). Presently, the GHSQ demonstrated acceptable

internal consistency (10 items; a = 0.57) (Taber, 2018).

Procedures

Upon University Institutional Review Board (IRB) approval (Protocol #2110366842), the
researcher utilized a sampling agency, Prolific (an online research recruitment platform based
out of the United Kingdom and is similar to other research recruitment platforms such as
Qualtrics and Amazon’s Mechanical Turk; actively accessed between the dates of December
2021 to February 2022), to recruit and obtain a nonprobability sample of participants (for
specific inclusion/exclusion criteria please reference the ‘participants’ section on p. 33).

Given that Prolific did not have the needed sample screeners in place (individuals can
select specific criteria they identify with, for example, ‘currently taking anti-depressants’, ‘plays
video games’, ‘political affiliation’, etc.), an electronic survey to pre-screen participants was
developed in Qualtrics and distributed via Prolific to screen individuals. The screening procedure
survey was randomly distributed to 5,000 individuals in their database who currently reside in
the United States, and the sample of 5,000 was equally weighted between ‘males’ and ‘females’
(n = 2,500 for each). The screening procedure began with an informed consent and by clicking ‘I
consent to participate’ the participant provided consent. Individuals were paid 15 cents to take
the approximately 1-minute pre-screening survey. Prolific holds the number of places a
researcher requests (e.g., 5,000) and individuals are alerted to “new studies available in Prolific”,
therefore, as individuals complete the survey, the number of available places for a study
decreases and when it reaches 0, the study automatically closes. The screening survey
culminated with two options for free mental health resources available by phone call and text

messaging. Upon seeing the free mental health resource information, the participant was directed



56

to click a hyperlink that re-directed them back to Prolific so that their submission was complete
(tied to their unique identifier), data recorded in Qualtrics, and they were eligible to receive
payment upon approval of their submission. For context, the screening survey took
approximately 22 hours to reach 5,000 study participants and after it was complete, the
researcher examined the survey submissions for completeness, approval, and payment.
Submissions that were ‘timed out’ yet provided complete data were approved (n = 26; paid 15
cents), submissions that were ‘returned’ by the participant (the participant had revoked consent,
data was not obtained) were not paid (n = 50), and the pre-screener opened up another 50 slots
until those were filled. All completed submissions were approved (n = 5,000).

To determine who would receive notice that the survey phase was available in Prolific,
the data from the pre-screener was examined carefully. From the initial participant sample (n =
5,000), those reporting no substance use in the past 12-months (n = 837) were removed. Next,
those reporting only alcohol use in the past 12-months (n = 1,928) were removed from the
sample due to the overall decreased stigma related to alcohol use compared to harder drug use
(e.g., cannabis, cocaine) (Sattler et al., 2017) and the researchers desire to sample substance
using adults exclusive of alcohol-only use. The remainder of the study sample (n = 2,235) met
the inclusion criteria to receive the survey phase. Using a random number generator in Excel, the
participant IDs were placed in one column and a random number was generated in another. Upon
sorting the values, a sample was obtained to receive the survey phase (n = 1,000).

Survey phase participants (n = 1,000) were notified that a new study was available to
them in Prolific by using the ‘custom allowlist’ feature for survey dissemination. This method
works well for pre-screening measures and longitudinal studies, and the use of a unique identifier

preserves participant anonymity and allows for the researcher to recruit a specific sub-set of the
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sample. Upon notification of this second survey, the individuals were directed to complete an
online survey via the Qualtrics survey link provided to them in Prolific and before answering
survey items, were instructed to read a detailed informed consent. By clicking ‘I consent to
participate’ on the informed consent page, the participants provided consent that they were at
least 18 years of age, had read the informed consent, and understood the study procedures.
Survey items took approximately 10-15 minutes to complete, and participants were paid $3 for
completed submissions.

The survey culminated with two options for free mental health resources available by
phone call and text messaging. Upon seeing the free mental health resource information, the
participant was directed to click a hyperlink that re-directed them back to Prolific so that their
submission was complete (tied to their unique identifier), data were recorded in Qualtrics, and
they were eligible to receive payment upon approval of their submission. For context, the survey
phase took approximately 3 days (72 hours) to reach 1,000 study participants and after
submissions totaled 1,000, the researcher examined the survey submissions for completeness,
approval, and payment. Submissions that were ‘timed out’ yet provided complete data were
approved (paid $3), submissions that were ‘returned’ by the participant (the participant had
revoked consent, data was not obtained) were not paid, and all other completed submissions were
approved. Thus, a nonprobability sample of US substance using adults was obtained for data
analysis.

Data Analysis
Data were initially checked for completeness. Descriptive statistical analyses were used

to describe the sample characteristics such as means, frequencies and percentages. Correlational
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analyses (Pearson’s and point biserial) were conducted to evaluate bivariate relationships among
variables.

Given the outcome variable of substance use severity had four categories (i.e., no positive
screen for problematic drug and alcohol use, a positive screen for problematic alcohol use, a
positive screen for problematic drug use, and a positive screen for both problematic alcohol and
drug use), a multinomial logistic regression model was applied to evaluate the relationships
between the predictor, and outcome. Group one represented no positive screen for problematic
alcohol or drug use and was used as the reference group for all iterations of the analysis
(‘NO_ALC DRUG?’, n = 214), group two represented a positive screen for problematic alcohol
use only (‘ALC’, n = 223), group three represented a positive screen for problematic drug use
only (‘DRUG’, n = 216), and group four represented a positive screen for both problematic
alcohol and drug use (‘ALC_DRUG?’, n = 347). The moderation effects (Geert van den Berg,
2021) were also examined whether the regression of outcome on stigma varies as a function of
guilt-proneness and shame-proneness’ roles. All predictors (i.e., enacted-stigma, internalized-
stigma, anticipated-stigma, shame-proneness, and guilt-proneness) were mean-centered before
creating interaction terms to eliminate the source of potential computational difficulty as well as
the non-essential multicollinearity (Aiken & West, 1991).

As recommended by Hosmer et al. (2013), the first step was to conduct a series of
univariable logistic regression models for each independent variable using a significance level
(i.e., alpha) as 0.25 as a screening criterion for initial variable selection. With all identified
potential predictors from the first step, a multivariable model was conducted. At this stage,
predictors that did not contribute to the model uniquely (i.e., based on the traditional alpha level

at 0.05) would be eliminated. The third step included addition of the interaction terms among the
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variables in the model. Again, the interaction terms would be excluded from the model based on
both practical and statistical considerations (i.e., p-value > .05).

All data management and descriptive statistics were conducted using SPSS Statistics
version 28 (IBM, 2017). The multinomial logistic regression analysis was conducted using SAS
version 9.4 (SAS Institute, 2013).

Threats to Internal/External Validity

The instrumentation utilized has established criteria in previous studies for face-,
construct-, content-, and internal-validity, however, the present study experienced limitations
commonly seen in cross-sectional data collection. The author aimed for o = 0.70 for acceptable
internal consistency of items (Cronbach et al., 1972). Selection bias may be present given
participants being recruited via Prolific, as individuals who participated in the study were already
members of an online marketplace used for research. Also, incentivizing participants could have
led to a bias in the data and subsequent findings as those completing the survey measures may
only do so based on the incentive. Additionally, even though Prolific uses attention checks and
diligently flags responses that may appear as an outlier or false (based on time to completion of
survey, other algorithms, etc.) satisficing is another potential internal threat to the study.

Regarding external validity, results of this study may not be generalizable to other
populations due to many factors such as selection bias, Hawthorne effect, environment in which
survey is completed, and aptitude-treatment. Results may not be generalizable to other groups of
individuals who use substances based on regional differences in demographics, lived

experiences, and varied legislative and political landscapes.



60

Assumptions

The researcher assumed that the participants read and comprehend the informed consent
inclusive of study definitions before completing the questionnaire. It was assumed that
participants answered the items honestly, thoughtfully, and took the appropriate amount of time
(e.g., did not rapidly respond, pick answers that did not apply to them, or take the survey merely

for the incentive). Additionally, it was assumed that the test instruments were reliable and valid.

Limitations

The participants were incentivized to participate thus there is a chance that their
characteristics do not accurately represent the traits of the greater population of people who use
substances. Also, the nature of the survey data is self-report which could lead to recall bias and
social desirability bias. The questions are also highly sensitive and could lead to dishonest or
inaccurate answers even with steps taken to promote participant anonymity. The length of the
survey may lead to respondent fatigue and survey dropout. There is a lack of research inclusive
of stigma, shame, guilt, and substance use severity, therefore this could inhibit interpretation of
study findings as they are likely ungeneralizable.
Delimitations

Several delimitations for the current study exist inclusive of the research questions, aims,
and hypotheses. The measured variables of guilt, shame, mechanisms of stigma, and severity of
substance use are included within the boundaries of the study. The choice to sample those in the
community who self-report use of substances was made to gather critical data on the study
variables, as those who are age 18 or older may have different experience of guilt, shame,
stigma, and substance use compared to younger populations. The chosen statistical analyses are

included as delimiters as well, these include the descriptive analyses, correlational analyses, and



61

multinomial logistic regression to test for moderation and predictive nature of the independent
variables. These analyses are chosen to draw specific inferences from the study data in relation to

the research questions.

Study 2: An Explanatory Mixed Methods Analysis of Guilt, Shame and Stigma and
Impacts on Help-Seeking Intention among a Sample of US Substance Using Adults

Purpose

The purpose of study two is multi-faceted. First, to examine the relationship between
three stigma mechanisms; internalized-, anticipated-, and enacted-stigma, and the outcome of
help-seeking intention. Secondly, to examine the pathway between enacted, anticipated, and
internalized stigma and help-seeking intention to identify the potential role of shame and guilt in
moderating the effects of stigma on help-seeking intention. Third, to qualitatively explore the
lived experiences of substance using adults via semi-structured interviews utilizing a Grounded
Theory approach (as discussed by Kathy Charmaz in Chapter 20 of the SAGE Handbook of
Qualitative Research) (Charmaz, 2005; Denzin & Lincoln, 2005). Fourth, to attempt to develop a
deeper understanding of the survey responses by using participant narratives and lived
experience by integrating the findings. The researcher aims to unearth the interconnectedness of
stigma mechanisms, guilt, shame, and help-seeking intention among a sample of substance using

adults who have either sought treatment/help, and those who have not sought treatment/help.

Research Design

The current study employed a sequential explanatory mixed methods design (QUANT >
qual) (Creswell & Plano Clark, 2018). The first sample was recruited to participate in a cross-
sectional, online survey, and then a sub-sample of the survey participants were solicited to
participate in semi-structured interviews. Leaning on qualitative description (Sandelowski,

2000Db), using a criterion sample of participants who self-reported substance use, individuals
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voluntarily participated in semi-structured interviews. Grounded Theory was utilized as the study
developed and data were collected, as outlined by Charmaz (Charmaz, 2005). Grounded Theory
is an iterative approach that is both a technique of examination and a product of examination
(Denzin & Lincoln, 2005), which seeks to discover the social-psychological processes at the crux

of phenomena (Russell & Gregory, 2003).

Participants

The present study utilized a sub-sample of participants derived from Study 1 (survey
phase) consisting of individuals that met a predetermined criterion of importance (e.g., criterion
sampling) (Patton, 2014). Criterion sampling has been deemed useful in previous qualitative
works (Sandelowski, 2000a) as the cases are often information rich and provide a compliment to
quantitative data (Patton, 2014). For the present study, ten individuals who had reported ‘yes’ to
past or present help-seeking for substance related reasons (n = 206), and ten individuals who
reported ‘no’ to past or present help-seeking (n = 837), were invited to participate in the semi-
structured interviews. Given the pre-determined amount of funding to spend, twenty slots were
available for interviews. For the interview sample criterion, participants were at least 18 years of
age and self-reported substance use (per the survey phase of study one’s inclusion criteria).
Previous qualitative studies regarding tenets of substance use have utilized smaller samples [n =
12, SUD stigma sources, (Earnshaw et al., 2013)], [n = 15, reasons for use in comorbid SUD and
mental health patients, (Healey et al., 2009)], and [n = 31, family members of problematic
substance users, (McCann et al., 2017).

The present study proposed a sample of (n = 20) for adequate saturation of themes. Upon
completion of the interviews, there were two missed appointments (i.e., participant did not show

for their interview time) culminating in a final sample of eighteen completed semi-structured
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interviews. Participants were paid $40 dollars for a one-time, 60-minute interview conducted
virtually.

Inclusion criteria: self-report as a person who uses substances (Study one explicitly address
inclusion criteria for survey eligibility, thus, sample generation from Study one will maintain the
same set of criteria). Additionally, participants either had reported ‘yes’ to help-seeking
behavior, or had reported ‘no’, were 18 years of age or older, English speaking, and had access
to a computer or smart phone (inclusive of a webcam and an internet connection).

Exclusion criteria: person who does not use substances, does not have access to a computer or

smart phone with a web camera, under the age of 18, or non-English speaker.

Measures/Instrumentation
Quantitative Measures

During the quantitative phase of the study, participants were asked to complete an online
survey that inquired about their demographic information, substance use behaviors and severity
screening (non-problematic and problematic alcohol and drug use), guilt and shame proneness,
perceived stigma, and help-seeking intention.
Demographics

Participants were asked demographic questions regarding gender identification, age in
years, race/ethnicity, household income, sexual minority group identification, highest level of
education completed, employment status, current US state of residence, and marital/relationship
status.
Substance Use Questionnaire

The substance use items assessed past 12-month substance use and frequency in a matrix

style format. These items were taken from the author’s prior published work assessing substance
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use and frequency of use in a sample of college students (with slight modification) (Davis et al.,
2020). Items assessed use of the following: cocaine, crack, LSD, ketamine, recreational and
medical cannabis, MDMA/ecstasy, methamphetamines, heroin, fentanyl, PCP, psilocybin, DMT,
other (text box), and misuse of over-the-counter drugs and the following prescription drugs:
opioids, stimulants, tranquilizers, sedatives, and a prescription other item (text box). For
prescription drugs, participants were provided examples of common drugs from each
prescription drug category (i.e., prescription tranquilizing medication such as Xanax, Klonopin,
Valium). Additionally, to mitigate confusion of assessment of ‘misuse’ of these substances,
participants were reminded of the following definition, “Prescription drug misuse refers to use of
prescription medication in a way not specifically directed by a doctor. To clarify: any use
without your own prescription, for recreational purposes, taking a higher dose than prescribed,
using more frequently than directed or continued use despite no longer experiencing the problem
for which it was prescribed.” Also, a definition of over-the-counter drug misuse was provided
stating, “Over-the-counter drug misuse is any drug you can buy without a prescription (i.e.,
Robitussin) taken in any way other than as directed on the label.” Example items included, “On
how many occasions in the past 12-months have you used cocaine?”, or, “On how many
occasions in the past 12-months have you misused prescription tranquilizing medications?”, with
response options on a 7-point Likert-type coded as 1 to 7, 1 “never”, 2 “1-2 occasions”, 3 “3-5
occasions”, 4 “6-9 occasions”, 5 “10-19 occasions”, 6 “20-39 occasions”, and 7 “40 or more
occasions”. The substance use variables (19 total items in the substance use matrix) were
examined independently with higher scores indicating greater level of frequency of use/misuse,
and each substance variable was dichotomized by ‘yes’ to past 12-month usage and ‘no’ to past

12-month usage. Additionally, the illegal drug variables (i.e., heroin, LSD, etc.), misuse of
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prescription drugs (prescription opioid pain-relievers, etc.), and misuse of over-the-counter drugs
were dichotomized in the same way as the aforementioned. One other item assessed the
participants ‘drug of choice,” and they were instructed to choose from a list of responses or select
‘N/A’.

Substance Use Severity Measures

Drug Abuse Screening Test (DAST-10)

The DAST-10 was utilized to assess substance use severity (other than or in addition to
alcohol, tobacco, or caffeine) given the excellent psychometric properties and to shorten the
electronic survey length. The DAST-10 correlates highly with the DAST-20 (r = 0.98) and
reports excellent internal consistency reliability (0.92) (Skinner, 1982). Response options are
dichotomized (i.e., yes/no) with the total number of ‘yes’ responses summed to create a total
score. All items are scored as “1” for ‘yes’ or “0” for ‘no’, except for item three which is reverse
scored. Range of possible scores is from 0 to 10 with higher scores indicating greater drug use
severity. Problematic substance use was operationalized using the standardized cut-off value of 3
or greater for the DAST-10, as Skinner suggests (Skinner, 1982). This measure has demonstrated
acceptable reliability and validity in previous research (Benz et al., 2019; Gavin et al., 1989;
Staley & el-Guebaly, 1990). In this study, the DAST-10 had good internal consistency (10 items;
a = 0.68).

Alcohol Use Disorder Identification Test-Concise (AUDIT-C)

The AUDIT-C consists of 3-items and is a brief alcohol screening instrument that reliably
identifies persons who are hazardous drinkers or have active alcohol use disorders (including
alcohol abuse or dependence) (Bush et al., 1998). Scored on a scale of 0-12, each item has 5

answer choices valued from 0 to 4 points (different response options for each of the 3 questions,
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scoring is the same) with higher scores indicating increased problematic drinking. A sum score
for the three items was calculated. In men, a score of 4 or more suggests hazardous drinking or
active alcohol use disorders. In women, a score of 3 or more suggests the same. Presently, the
variable was operationalized as 4 or greater for those identifying as male and gender variant and
operationalized as 3 or greater for those identifying as female. In this study, the AUDIT-C had
acceptable internal consistency (3 items; o = 0.76).

Substance Use Stigma Mechanisms Scale (SU-SMS)

The SU-SMS is informed by the Stigma Framework (Earnshaw & Chaudoir, 2009) and
consists of eighteen items that differentiate between enacted, anticipated, and internalized stigma
(Smith et al., 2016). All responses are given on a 5-point Likert scale, with each subscale
containing different response options. For enacted stigma 1 “never”, 2 “not often”, 3 “somewhat
often”, 4 “often”, and 5 “very often”; for anticipated stigma, 1 “very unlikely”, 2 “unlikely”, 3
“neither unlikely nor likely”, 4 “likely”, and 5 “very likely”; for internalized stigma 1 “strongly
disagree”, 2 “disagree”, 3 “neither disagree nor agree”, 4 “agree”, and 5 “strongly agree”; with
higher scores indicating greater endorsement of substance use stigma. Stigma scale scores are
developed by averaging the responses chosen for each of the three stigma mechanisms. The
authors found this measure to demonstrate acceptable reliability and validity (Smith et al., 2016).
Benz et al. (2019) reported an acceptable Cronbach’s alpha for enacted stigma (0.91), anticipated
stigma (0.92), and internalized stigma (0.92). In the current study, each of the three subscales of
the SU-SMS demonstrated excellent internal consistency, enacted-stigma (6 items; o = 0.90),

internalized-stigma (6 items; oo = 0.91), and anticipated-stigma (6 items; o = 0.94),
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Guilt and Shame Proneness (GASP)

The GASP measures individual differences in the susceptibility to experience guilt and
shame through a variety of personal transgressions via four subscales and has established validity
and reliability (Cohen et al., 2011). Presently, this study only used the subscales consisting of
negative behavior-evaluations (NBEs; 4 items) and negative self-evaluations (NSEs; 4 items) as
the guilt- and shame-proneness moderator variables, respectively. The authors of the GASP
repeatedly discuss and reference these two variables as trait characteristics (proneness) (Cohen et
al., 2011). The GASP items are arranged on a 7-point Likert-type scale (1 — 7) with response
options ranging from ‘very unlikely’, to ‘very likely’ and is scored by averaging the four items in
each subscale. The guilt-proneness (4 items; a = 0.70) and shame-proneness (4 items; o. = 0.70)
subscales of the GASP exhibited acceptable internal consistency.

General Help-Seeking Questionnaire (GHSQ)

Help-seeking intention was assessed with the General Help-Seeking Questionnaire
(GHSQ) (Wilson et al., 2005). The GHSQ consists of one item and uses a matrix format of 10
help-source items, items a — j, which can be adapted according to purpose and need and is quite
versatile as the authors encourage this modification of help-seeking sources and populations to
match the target population and problem being examined. For this study, in line with the GHSQ
guidelines, one modified-item was used to assess help-seeking intention and asked, “If you were
having problems related to your substance use, how likely is it that you would seek help from the
following people?”, (help-source items a — j will remain unchanged) with directions stating,
“Please indicate your response by selecting the number that best describes your intention to seek
help from each help source that is listed.” Example help-sources from the matrix are, “Friend

(not related to you)”, “Parent”, and “Doctor/GP”. Response options are listed on a 7-point
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Likert-type scale with the odd values listed as having a corresponding meaning ‘1’ ‘Extremely
Unlikely’, ‘3’ “‘Unlikely’, ‘5” ‘Likely’, and ‘7°, ‘Extremely Likely’. Scoring of the GHSQ sums
the help-source a — j items with higher sum scores indicating greater help-seeking intention. In a
recent study utilizing the GHSQ for problematic substance use the authors report Cronbach’s
alpha at 0.80 (Belete et al., 2019). Presently, the GHSQ demonstrated low but acceptable
internal consistency (10 items; a = 0.57) (Taber, 2018)
Past help-seeking

Past help-seeking behavior was assessed for substance use via one dichotomous item; “In
the past, have you sought professional, or non-professional help for your substance use?”.
Response options “yes” or “no”, scored as “1”, or “0” (Benz et al., 2019).
Current help-seeking

Current help-seeking will be assessed for substance use via one dichotomous item
slightly modified from Watanabe et al. (2012). Example item asks, “Are you currently seeking
professional, or non-professional help for substance use?”, with response options “yes” or “no”,
scored as “1”, or “0” (Watanabe et al., 2012).
Qualitative Measures
Semi-structured Interview Guide

The semi-structured interview guide drew from the Stigma Framework (Smith et al.,
2016) developed from the HIV Stigma Framework (Earnshaw & Chaudoir, 2009), and the
Health Stigma Discrimination Framework (Stangl et al., 2019), along with recent qualitative
works in the addiction sciences (Batchelder, Foley, Kim, et al., 2021; Matthews et al., 2017) and
qualitative research methods’ suggestions (Neale, 2005). The semi-structured interview guide

asked questions pertaining to personal identity, substance use behavior/patterns/history,
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relationships, and emotional constructs such as shame, guilt, and mechanisms of stigma. For
example, “How would you describe yourself to someone who didn’t know you and couldn’t see
you?”, “Do you think about yourself as a person who uses substances?”, and “Have you
experienced discrimination because of your substance use?”, “If so, can you describe that
experience to me?”. The guide was iterative in nature as the researcher conducted interviews and
reviewed the transcripts for coding and themes. The questions (see Appendix B) flexed slightly
as information was gathered and saturation of themes began to occur. The richness of the data

became contextualized as the interviews progressed.

Procedures

Participants were recruited by taking a sub-sample from the survey phase of Study 1,
using the same sampling agency, Prolific, to anonymously connect with the participants. To
protect participant anonymity, the Prolific ID (which is a unique identifier connected to the
individual) of participants who qualified for participation in the interviews was copied into a
‘custom allowlist’ for study recruitment. Two identical studies were developed in Prolific for this
data collection; one being for participants who had reported ‘yes’ to past or present help-seeking
related to substance use (n = 206), and the second for participants who had reported ‘no’ to past
or present help-seeking related to substance use (n = 837). This way, the two groups of
participants were kept separate for ease of study launch and tracking participant sign-up. These
individuals were alerted to a ‘new study available in Prolific’ and upon clicking on the study and
reading the informed consent, participants were able to select a time using a calendar scheduling
service to complete a one-time, 60-minute interview using a virtual meeting platform. Interviews
were conducted virtually for several reasons. First, the COVID-19 pandemic has severely limited

face-to-face interaction for safety reasons, second, due to geographical reasons (i.e., participant
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lives in California), third, virtual meeting platforms’ transcription of virtual calls and meetings
works impeccably well with only minor edits needing to be made, and fourth, scheduling of
remote interviews is much easier than determining a physical location and time that functions for
both researcher and participant. For reference, from initial study launch in Prolific to filling
available interview time slots (n = 20) took less than two hours.

Once interviews had been scheduled, participants received a reminder email the morning
of their interview including a copy of the informed consent. Anonymous messaging is another
service provided by Prolific for ease of transparent communication between researchers and
participant. Participants were additionally informed in advance of the interview that they may
choose to participate in the interview with web camera off if desired, that the interview would be
recorded and only an audio file would be downloaded, that they may stop the interview at any
time and/or choose to skip any questions asked, and that their information would be de-identified
for final write-up and dissemination purposes. At interview outset, participant’s Prolific ID was
verified by having the participant copy their ID into the platform chat box, participants were
verbally read informed consent details, reminded of study procedures (including the need to
record the interview), and subsequently asked to give verbal consent to be interviewed. Upon
verbal consent to be interviewed, the researcher double checked that the interview was being
recorded and then began the participant interview. Upon interview completion each participant
was anonymously messaged via Prolific free mental health and substance related resources
available in the United States with call-in or text options. Additionally, participants were
immediately paid $40 in Prolific for their time spent (participants were instructed at interview
outset that they would be compensated even if they chose to stop the interview at any time point

and/or skip questions; however, no participant requested to stop or skip any questions).
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Data Analysis
Semi-structured Interview Question Path

Each participant (n = 18) completed a one-time 60-minute virtual interview conducted by
a trained qualitative interviewer. At interview outset, participants provided verbal consent to be
interviewed. The semi-structured interview guide drew from the Stigma Framework (Smith et
al., 2016) developed from the HIV Stigma Framework (Earnshaw & Chaudoir, 2009), and the
Health Stigma Discrimination Framework (Stangl et al., 2019), along with recent qualitative
works in the addiction sciences (Batchelder et al., 2021; Matthews et al., 2017) and qualitative
research methods’ suggestions (Neale, 2005). The semi-structured interview guide asked
questions pertaining to substance use behavior/patterns/history, relationships, and emotional
constructs such as shame, guilt, and mechanisms of stigma.
Quantitative data analysis

Analyses were conducted using SPSS Statistics version 28 (IBM, 2017) with all alpha
levels set a priori at p < 0.05. Data was initially checked for completeness. Descriptive statistical
analyses were conducted to describe the sample characteristics such as means, frequencies and
percentages. Correlational analyses (Pearson’s and point biserial) were conducted to determine
bivariate relationships between enacted-stigma, anticipated-stigma, internalized-stigma, shame
and guilt, demographic variables, anxiety, depression, help-seeking intention, and the substance
use severity variables of problematic and non-problematic alcohol use, and problematic and non-
problematic drug use. Independent samples t-tests were conducted to examine mean differences
between those who had ever sought help for substance related concerns (n = 206, 20.6%) and
those who had never sought help for substance related concerns (n = 794, 79.4%) for the GHSQ,

enacted stigma, anticipated stigma, internalized stigma, guilt, shame, total DAST-10 scores, and
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total AUDIT-C scores. The total DAST-10 and total AUDIT-C scores were used rather than the
dichotomized version of the variable to calculate mean differences. Levene’s test for
homogeneity of variance was violated for enacted stigma, anticipated stigma, internalized
stigma, total DAST-10 scores, and total AUDIT-C scores, thus, a Mann-Whitney test was carried
out.

Next, a multiple regression model was developed and conducted to determine the role the
independent variables (enacted-stigma, anticipated-stigma, internalized-stigma, shame, and guilt)
have on the dependent variable of help-seeking intention and a moderation analysis (Geert van
den Berg, 2021) was simultaneously conducted to determine guilt and shame’s role in potentially
moderating the relationship between the stigma mechanisms and help-seeking intention. To do
this an exploratory multiple regression analysis was conducted where the model included all
individual predictor variables and interaction terms. Before creating interaction variables, they
were first mean centered to avoid issues with multicollinearity, then multiplied into interaction
predictor variables (enacted-stigma*guilt, enacted-stigma*shame, anticipated-stigma*guilt,
anticipated-stigma*shame, internalized-stigma*guilt, and internalized-stigma*shame).
Qualitative data analysis

Upon completion of the interviews (n = 18), all recordings were transcribed verbatim,
and two trained researchers validated the transcripts with their corresponding audio recording,
both produced by the virtual meeting platform. Two trained coders conducted an initial analysis
of the data in NVivo 11 (NVivo, 2015) (see Chapter 4, manuscript 2, Table 1 for codebook).
Intercoder reliability between the coders had a kappa value (k) range of 0.28 — 1 due to two
transcripts with low agreement consisting of few coded responses. Inconsistencies between codes

were reviewed until consensus was met. Next, three individuals (NAD, HG, PDD) performed a
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thematic analysis of the final coded responses by examining each code for emergent themes.
Finally, participant quotes representing the identified themes were independently identified by
each of these three individuals.
Mixed methods analysis

The use of a sequential explanatory mixed methods (QUANT —> qual) design allowed us
to explore deeper understanding of the survey data. Importantly, the findings from the
quantitative survey (QUANT, capitalized to indicate priority) were contextualized and explained
through the interview responses (qual). Integration of findings is key in mixed methods works
and transparency in the approach is vital for quality of public health inferences (O'Cathain et al.,
2008). Co-methodological integration occurred as the interviews were conducted less than two
weeks post-survey completion and only basic descriptive statistics had been analyzed at that
point. Importantly, both survey and interview participation were voluntary. Also, the survey
instruments, namely the GASP (Cohen et al., 2011) and SUSMS (Smith et al., 2016), were
expanded upon when developing the semi-structured interview guide thus further integrating the
two methodologies. As the interviews progressed, preliminary information from the QUANT
findings was shared with participants (e.g., prevalence of problematic alcohol and drug use; drug
of choice) to further prompt their responses. Findings from the QUANT and qual segments were
first analyzed separately. Then the interview data was analyzed juxtaposing the QUANT findings
to better explain the results. Tables and joint displays were developed to establish the integration
of both methodologies (Creswell & Plano Clark, 2018) (see Chapter 4, manuscript 2).

In addition to this inductive approach, Earnshaw’s HIV Stigma Framework (Earnshaw &
Chaudoir, 2009) as discussed by Smith and colleagues (2016) as ‘The Stigma Framework’, was

utilized in order to structure the thematic analysis process and illuminate those themes that link
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directly to the 3 types of stigma, enacted-, internalized-, and anticipated- (Earnshaw & Chaudoir,
2009; Smith et al., 2016). Importantly, the Stigma Framework, as discussed by Smith et al.
(2016) in their development of the SU-SMS, highlights mechanistically the process by which
stigma attributes manifest in individuals as stigma mechanisms and how these mechanisms
impact outcomes. These 3 aspects of stigma ultimately relate to physical, psychological, and
behavioral health outcomes, and are important to assess separately and interdependently.
Additionally, Stangl et al. (2019) developed the Health Stigma and Discrimination Framework to
better examine similarities and differences in stigma processes across a variety of health
conditions (Stangl et al., 2019). This framework illuminates the need to examine the many facets
and sources of stigma and how this factors ultimately effect health outcomes. Earnshaw (HIV
Stigma Framework, Earnshaw & Chaudoir, 2009) collaborated with Stangl (among others) to aid
in the development of the Health Stigma and Discrimination Framework, therefore the
combination of the abovementioned frameworks complemented the semi-structured interview
guide and subsequent data analysis.
Threats to Internal/External Validity

One of the arguments against qualitative research is also what makes qualitative research
incredibly rich in its ability to contextualize the human experience. Importantly, qualitative
works need transparency and systematicity (Meyrick, 2006) to ensure rigor and quality.
However, in terms of internal and external validity qualitative research does not succumb to the
same metrics as quantitative works (Sandelowski et al., 2009) as the two methods are merely
different understandings of the data. Golafshani (2003) discussed reliability in qualitative
research in terms of ‘credibility’, ‘neutrality’, ‘confirmability’, ‘consistency’, ‘dependability’,

‘applicability’ and ‘transferability’ as qualitative work aims to understand information instead of
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providing causal claims (Golafshani, 2003). Validity is subsequently discussed in terms of
trustworthiness and establishing confidence in the study findings (Golafshani, 2003). Thus, the
researcher attempted to limit these threats by restricting bias throughout the study process and by
fostering an environment of trustworthiness with the participants and their individual narratives,
culminating in appropriate interpretation of findings. Additionally, validation of study transcripts
occurred with the assistance of a substance use and mental health (SUMH) lab intern and
emergent themes were discussed with a dissertation committee member and SUMH lab
colleague to limit bias of narrative interpretations.
Assumptions

It is assumed that the participants answered the questions to the best of their ability,
truthfully, and cogently. Another assumption is the individuals did not participate solely due to
the incentive. Qualitative research at its epitome maintains inductive reasoning as information is
gathered from study participants and is used to generate broader themes among narratives
(Walters, 2001). Given the iterative nature of Grounded Theory and the dynamic nature of the
research process, it was assumed that the research questions would flex or change slightly as
themes begin to emerge. The researcher did not approach this process to prove a self-fulfilling
prophecy, but to lean on inductive reasoning and learn from the participants’ lived experiences in
attempt to make meaning of each individual’s journey.

Delimitations

Study procedures, participant selection criterion, proposed semi-structured interview
questions, quantitative analysis, qualitative analysis, mixed methods analysis and integration

strategy, final synthesis and write-up, and dissemination are all delimiters of the current study.
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Limitations

Given the sensitive nature of the interviews, participants may have omitted certain
responses due to feeling uncomfortable, exposed, or simply chose to falsify their responses.
Unfortunately, this could not be managed due to the nature of interviewing. Additionally, the
study findings will not likely be generalizable to other populations, even similar populations of
individual’s reporting substance use, given the varied and diverse lived experiences of
individuals. Qualitative works often ensure ecological validity with the cost of ungeneralizable
findings (Neale, 2005). Given the iterative nature of Grounded Theory, the data collection and
subsequent emergent themes are likely irreplicable in other study populations. The inherent risk
of misinterpreting participant narratives highlighted the importance of minimizing researcher

bias throughout the interviews and subsequent generation of themes.

Conclusion

The need to examine the combined mechanisms of stigma on substance use severity and
help-seeking intention is not well established in the literature, thus this dissertation sought to
examine these relationships. Additionally, examining shame and guilt’s specific role in
moderating the relationship between these stigma mechanisms and substance use severity, and
these stigma mechanisms and help-seeking intention had not been done. Importantly, this
dissertation methodology aimed to generate essential contextual findings regarding individuals
who use substances. Second, the study findings aid in examining potential barriers individuals
may have regarding help-seeking and further future study investigations in populations who use
substances by uncovering existent modifiable risk factors for intervention purposes. Third, these
findings seek to illuminate the importance of assessing shame and guilt in populations who use

substances given the potential maladaptive and adaptive nature of the constructs. Finally,
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continued examination of stigma, shame, and guilt, and the potential impacts on individual
substance use behaviors can better inform interventions and provide improved resources for
those who seek help and importantly, uncovering why individuals may not seek help or perceive

a need to do so.
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Abstract

Objective: Guilt, shame, stigma, and substance use are complex constructs that have not been
collectively examined among US substance using adults. The mechanisms by which stigma
impacts substance use severity have not been examined, nor have the potential moderating
effects of shame and guilt in that pathway.

Method: A cross-sectional electronic survey-based study was conducted among a non-
probability sample of self-report US substance using adults with the use of Prolific for
participant data collection. A screening procedure (n = 5, 000; paid 15 cents) was used to pre-
screen individuals for receipt of the survey phase (n = 1,000; paid 3$). Survey phase eligibility
required individuals to report some form of past 12-month substance use (e.g., alcohol, cannabis,
misuse of prescription medication). Survey items assessed substance use, enacted-, anticipated-,
and internalized stigma, guilt and shame proneness, and demographics.

Results: A multinomial logistic regression was used to examine the role of guilt, shame, and
three stigma mechanisms (including six interaction terms) in the outcome of four groups;
NO_ALC_DRUG (reference category), ALC, DRUG, ALC_DRUG. Internalized stigma,
enacted stigma, guilt, and the interaction of guilt*internalized stigma were significant for various
group prediction. Among those with higher levels of guilt, internalized stigma predicted
decreased membership in ALC and ALC_DRUG categories. Thus, confirming the hypothesis of
guilt’s protective effects on problematic alcohol or substance use.

Conclusions: Guilt buffers the relationship between internalized stigma and problematic
substance use. Future research need examine how to effectively manage individual guilt among
populations who use substances given these adaptive properties.

Keywords: guilt, shame, substance use, multinomial logistic regression
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Introduction
Substance use is a common phenomenon within American society. According to

data from the National Center for Health Statistics in 2018, 66.3% of adults over age 18 reported
past year alcohol consumption (Boersma et al., 2020). Regarding any illicit drug use, 11.7% of
those aged 12 years and older report past month consumption (Boersma et al., 2020) and among
Americans in 2019, 20.8% reported current tobacco use (Cornelius et al., 2020). Disordered
substance use is on the rise according to data from the Global Burden of Diseases, Injuries, and
Risk Factors 2017 Study (GBD, 2017) (GBD Collaborators, 2018) and an overwhelming amount
of Americans reporting having a substance use disorder (SUD), second only to depression in
terms of worldwide infirmary (Whiteford et al., 2015). Common motives for substance use
include conformity to perceived societal norms (Davis et al., 2019), personal coping mechanisms
(Arbeau et al., 2011; Cook et al., 2021), managing depression and anxiety (Treeby & Bruno,
2012), experimentation (Cuomo et al., 1994), and peer pressure (Monaci et al., 2013).

Importantly, substance use positively associates with deleterious psychological states
such as depression and anxiety (Davis et al., 2020), unintentional injury (Hanson et al., 2018),
shame (Wiechelt, 2007), stigma (Link et al., 1997), and guilt (Locke et al., 2015). Multiple
societal burdens associate with substance dependance such as negative impacts on community
health, economic costs, lost productivity, and social mechanisms (GBD Collaborators, 2018).
According to a range of systematic review findings discussed by Degenhardt and Hall (2012),
across the lifespan substance use is associated with increased risk for infectious disease (e.g.,
HIV), chronic disease (e.g., cirrhosis), suicide, and violence (Degenhardt & Hall, 2012).

Additionally, individuals who use substances are often looked down upon in society (Buchman
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& Reiner, 2009; Parcesepe & Cabassa, 2013) and often stigmatized, having a detrimental effect
on psychological functioning (Kulesza et al., 2013).

Stigma collectively refers to a set of negative societal beliefs, identities, and behaviors
seen as taboo (Goffman, 1963; Link & Phelan, 2001) and has been labeled as a fundamental
cause of population health inequities (Hatzenbuehler et al., 2013). Stigma negatively impacts
mental illness (Hasson-Ohayon et al., 2012) and individuals with a SUD (Batchelder, Foley,
Wirtz, et al., 2021), with members of the general public and health professions holding these
stigmatizing views especially towards individuals with problematic substance use behavior
(Lloyd, 2013). Stigma has been found to be a deterrent to managing HIV and even as a catalyst
to perpetuate substance use behaviors (Batchelder, Foley, Wirtz, et al., 2021). Notably, stigma
associates with help-seeking as individuals often feel embarrassed to get help due to expectations
that others will react negatively (Barney et al., 2006) and can be discouraging for individuals to
find resources for help (Gaddis et al., 2018). Alarmingly, data from the National Center for Drug
Abuse Statistics (NCDAS) in 2018 reported that roughly 19 million people aged 12 and above
needed substance related treatment, yet a mere 392,000 received help (NCDAS, 2022).

Stigma of substance use, particularly disordered use, is understudied as noted by Corrigan
and colleagues (Corrigan et al., 2017). Given the deleterious outcomes associated with
disordered use such as deathly overdose ("Drug Overdose Death Data | Drug Overdose | CDC
Injury Center,” 2018), extreme suicidal ideation and cognitive impairment (Ayala et al., 2017),
this is problematic in terms of prevention from a public health standpoint. A large criticism of
stigma research as noted by Kulesza and colleagues (Kulesza et al., 2013) is the siloed focus on
the role of one tenet of stigma (e.g. self-stigma) rather than examining multiple mechanisms of

stigma among the numerous identities individuals possess. Thus, further highlighting the
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importance of an intersectionality approach to stigma research as discussed by Earnshaw and
colleagues (Earnshaw, 2020).

The need for research to shift towards understanding how stigma mechanistically affects
individuals who struggle with disordered substance use has become increasingly important,
considering that the dynamic nature of substance use stigma is subjective to societal processes.
To further complicate matters, stigma is not equitable across substances, as studied by Luoma
and colleagues (2017) who found that those who use crack and intravenous (V) drugs were
stigmatized to a greater extent, even among other individuals who use substances (Luoma et al.,
2007). Certain factors have been shown to moderate the relationship between stigma and various
deleterious outcomes in the context of substance use. Internalized stigma of substance use
moderated the relationship between internalized HIV stigma and depression (Earnshaw et al.,
2015), and social support was found to moderate the relationship between anxiety, stigma, and
intention to use illicit drugs (Mo et al., 2020). Also, avoidance was found to moderate the
relationship between internalized HIV stigma and problematic alcohol use (Regenauer et al.,
2022).

Importantly, the literature appears to be lacking on examination of psychological traits
such as shame and guilt in the context of stigma and substance use. Notably, to the best of our
knowledge, shame and guilt have not been examined as potential moderators between stigma
mechanisms and substance use severity. Luoma and colleagues (2019) noted the mixed results of
shame as a precursor and outcome of substance use (Luoma et al., 2019), while guilt has often
associated with more adaptive behavioral actions (Patock-Peckham et al., 2018).

The purpose of this study was to examine the relationship between three stigma

mechanisms; internalized-, anticipated-, and enacted-stigma, and substance use severity (non-
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problematic/problematic alcohol/drug use). Secondly, to examine potential moderating effects of
shame and guilt on the relationships between enacted, anticipated, and internalized stigma and
substance use severity among US substance using adults.
Methods
Research Design

The current study utilized a cross-sectional electronic survey design using a
nonprobability sample of United States substance using adults. The study used screening
procedure to identify individuals who met the eligibility criteria for the survey phase. The sample
was generated by use of the sampling agency, Prolific, to recruit and obtain participants.
Participants

Participants (n = 1,000) were age 18 or older Unites States dwelling individuals who self-
reported substance use in the past 12-months (other than or in addition to caffeine or tobacco),
and/or self-reported misuse of prescription drugs, and/or self-reported misuse of over-the-counter
drugs. Participants were able to speak and read English and had access to a computer or smart
device to engage in use of the Prolific research platform.
Procedure

Approval for the present study was obtained from the University’s Institutional Review
Board in fall of 2021 (IRB #2110366842). Participants were recruited and obtained using the
sampling agency, Prolific. Prolific is an online marketplace researchers often use for participant
data collection (Palan & Schitter, 2018). A screening procedure was employed where individuals
(n =5,000) were paid 15 cents to complete a 1-2 minute, three-item screener to determine survey
phase eligibility. Inclusion criteria for the survey phase required individuals to report some form

of past 12-month substance use (other than caffeine or tobacco). Past 12-month substance use
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was inclusive of illicit or licit drugs, misuse of prescription drugs, and misuse of over-the-
counter drugs. Definitions were provided for misuse of prescription and over the counter drugs.
Of those meeting inclusion criteria for the survey phase (n = 2,235), a total of 1,000 participants
provided complete data and were paid $3.
Screening Procedure Measures

The first item forced respondents to provide their Prolific ID which is a unique identifier
participants use to preserve anonymity of responses. The second item was in matrix format and
assessed past 12-month substance use by asking, “Have you used any of the following
substances in the past 12-months? Please check all that apply.” Choices consisted of 14
substances (e.g., alcohol, cannabis recreational, heroin, LSD, etc.) with an additional “other”
open text field. The third and final item assessed past 12-month misuse of prescription or over
the counter drug use, with definitions for each provided for clarity, by asking the same question
as item 2. Choices consisted of four classes of prescription medications (e.g., prescription opioid
pain-relievers such as Vicodin, OxyContin, or others), a “misuse of other prescription
medication(s)” open text field and a “misuse of over-the-counter drug(s)” open text field.
Survey Phase Measures
Demographics

Participants were asked demographic questions regarding gender identification, age in
years, race/ethnicity, household income, sexual minority group identification, highest level of
education completed, employment status, current US state of residence, and marital/relationship
status.
Substance Use Severity Measures

Drug Abuse Screening Test (DAST-10)
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The DAST-10 was utilized to assess substance use severity (other than alcohol, tobacco,
or caffeine) given the excellent psychometric properties and to shorten the electronic survey
length (Skinner, 1982). Response options are dichotomized (i.e., yes/no) with the total number of
‘yes’ responses summed to create a total score. All items are scored as “1” for ‘yes’ or “0” for
‘no’, except for item three which is reverse scored. Range of possible scores is from 0 to 10 with
higher scores indicating greater drug use severity. Problematic substance use was operationalized
using the standardized cut-off value of 3 or greater for the DAST-10, as Skinner suggests
(Skinner, 1982). In this study, the DAST-10 had acceptable internal consistency (10 items; o =
0.68).

Alcohol Use Disorder Identification Test-Concise (AUDIT-C)

The AUDIT-C consists of 3-items and is a brief alcohol screening instrument that reliably
identifies persons who are hazardous drinkers or have active alcohol use disorders (including
alcohol abuse or dependence) (Bush et al., 1998). Scored on a scale of 0-12, each item has 5
answer choices valued from 0 to 4 points (different response options for each of the 3 questions,
scoring is the same) with higher scores indicating increased problematic drinking. A sum score
for the three items was calculated. In men, a score of 4 or more suggests hazardous drinking or
active alcohol use disorders. In women, a score of 3 or more suggests the same. Presently, the
variable was operationalized as 4 or greater for those identifying as male and gender-variant and
operationalized as 3 or greater for those identifying as female, to indicate problematic alcohol
use. In this study, the AUDIT-C had acceptable internal consistency (3 items; o = 0.76).
Substance Use Questionnaire

The substance use items assessed past 12-month substance use in a matrix style format.

These items were taken from the author’s prior published work assessing substance use and
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frequency of use in a sample of college students (with slight modification) (Davis et al., 2020).
Items assessed use of the following: cocaine, crack, LSD, ketamine, recreational and medical
cannabis, MDMA/ecstasy, methamphetamines, heroin, fentanyl, PCP, psilocybin, DMT, and
misuse of over-the-counter drugs and the following classes of prescription medication: opioids,
stimulants, tranquilizers, sedatives. For prescription drugs, participants were provided examples
of common drugs from each prescription drug category (i.e., prescription tranquilizing
medication such as Xanax, Klonopin, and Valium). Additionally, to mitigate confusion of
assessment of ‘misuse’ of these substances, participants were reminded of the following
definition, “Prescription drug misuse refers to use of prescription medication in a way not
specifically directed by a doctor. To clarify: any use without your own prescription, for
recreational purposes, taking a higher dose than prescribed, using more frequently than directed
or continued use despite no longer experiencing the problem for which it was prescribed.” Also,
a definition of over-the-counter drug misuse was provided stating, “Over-the-counter drug
misuse is any drug you can buy without a prescription (i.e., Robitussin) taken in any way other
than as directed on the label.” An example item read, “On how many occasions in the past 12-
months have you used cocaine?”, with response options on a 7-point Likert-type coded as 1 — 7,
“Never” — “40 or more occasions”. Each substance’s frequency of use was examined
independently with higher scores indicating greater level of frequency of use/misuse. Presently,
each substance variable was dichotomized by ‘yes’ to past 12-month usage and ‘no’ to past 12-
month usage.
Substance Use Stigma Mechanisms Scale (SU-SMS)

The SU-SMS is informed by the Stigma Framework (Earnshaw & Chaudoir, 2009) and

consists of eighteen items that differentiate between enacted, anticipated, and internalized stigma
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(Smith et al., 2016). All responses are given on a 5-point Likert scale, with each subscale
containing different response options. Enacted stigma 1 — 5, “Never” — “Very Often”; anticipated
stigma, 1 — 5, “Very Unlikely” — “Very Likely”; and internalized stigma 1 — 5, “Strongly
Disagree” — “Strongly Agree”; with higher scores indicating greater endorsement of substance
use stigma. Stigma scale scores are developed by averaging the responses chosen for each of the
three stigma mechanisms. The authors found this measure to demonstrate acceptable reliability
and validity (Smith et al., 2016). Presently, each of the three subscales of the SU-SMS
demonstrated excellent internal consistency; enacted-stigma (6 items; a. = 0.90), internalized-
stigma (6 items; a = 0.91), and anticipated-stigma (6 items; o = 0.94).

Guilt and Shame Proneness (GASP)

The GASP measures individual differences in the susceptibility to experience guilt and
shame through a variety of personal transgressions via four subscales and has established validity
and reliability (Cohen et al., 2011). Presently, this study used two of the four subscales
consisting of negative behavior-evaluations (NBEs; 4 items) and negative self-evaluations
(NSEs; 4 items) as the guilt- and shame-proneness moderator variables, respectively. The authors
of the GASP repeatedly discuss and reference these two variables as trait characteristics
(proneness) (Cohen et al., 2011) and they have been used in other work as guilt proneness and
shame proneness variables (Alabernia-Segura et al., 2022). The GASP items are arranged on a 7-
point Likert-type scale (1 — 7) with response options ranging from ‘very unlikely’, to ‘very
likely’ and is scored by averaging the four items in each subscale. Presently, the guilt-proneness
(4 items; a. = 0.70) and shame-proneness (4 items; oo = 0.70) subscales of the GASP exhibited

acceptable internal consistency.
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Data analysis

Data were initially checked for completeness. Descriptive statistical analyses were used
to describe the sample characteristics such as means, frequencies and percentages. Correlational
analyses (Pearson’s and point biserial) were conducted to evaluate bivariate relationships among
variables.

Given the outcome variable of substance use severity had four categories (i.e., no positive
screen for problematic drug and alcohol use, a positive screen for problematic alcohol use, a
positive screen for problematic drug use, and a positive screen for both problematic alcohol and
drug use), a multinomial logistic regression model was applied to evaluate the relationships
between the predictor, and outcome. Group one represented no positive screen for problematic
alcohol or drug use and was used as the reference group for all iterations of the analysis
(‘NO_ALC _DRUG?’, n = 214), group two represented a positive screen for problematic alcohol
use only (‘ALC’, n = 223), group three represented a positive screen for problematic drug use
only (‘DRUG’, n = 216), and group four represented a positive screen for both problematic
alcohol and drug use (‘ALC_DRUG?’, n = 347). The moderation effects (Geert van den Berg,
2021) were also examined whether the regression of outcome on stigma varies as a function of
guilt-proneness and shame-proneness’ roles. All predictors (i.c., enacted-stigma, internalized-
stigma, anticipated-stigma, shame-proneness, and guilt-proneness) were mean-centered before
creating interaction terms to eliminate the source of potential computational difficulty as well as
the non-essential multicollinearity (Aiken & West, 1991).

As recommended by Hosmer et al. (2013), the first step was to conduct a series of
univariable logistic regression models for each independent variable using a significance level

(i.e., alpha) as 0.25 as a screening criterion for initial variable selection. With all identified
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potential predictors from the first step, a multivariable model was conducted. At this stage,
predictors that did not contribute to the model uniquely (i.e., based on the traditional alpha level
at 0.05) would be eliminated. The third step included addition of the interaction terms among the
variables in the model. Again, the interaction terms would be excluded from the model based on
both practical and statistical considerations (i.e., p-value > 0.05).

All data management and descriptive statistics were conducted using SPSS Statistics
version 28 (IBM, 2017). The multinomial logistic regression analysis was conducted using SAS
version 9.4 (SAS Institute, 2013).

Results
Characterization of Participants

A geographically diverse sample of 1,000 US self-report substance using adults
participated in the main data collection phase of this study, Phase 2. Participants averaged 34.72
(SD = 12.45) years of age and were distributed among female identifying (50.2%), male
identifying (45.8%), and gender variant/non-conforming identifying (4.0%). Sixty-two percent of
participants reported ‘in a relationship/marriage/partnership’, a little over half were employed
full-time (54.7%) and nearly three-quarters identified as a non-sexual minority (74.8%).
Importantly, the sample included individuals from 49 of the 50 US states (i.e., Hawaii, n = 0).

A wide array of past 12-month substance use was reported among this sample as assessed
by the substance use questionnaire. Eighty-eight percent reported recreational cannabis use,
followed by 29% medical cannabis use, and nearly 20% reported use of psilocybin. Roughly
twenty percent of participants reported misuse of prescription opioids (20.5%), 18% reported
misuse of prescription tranquilizers, and 10% reported misuse of OTC drugs. Additionally, 57%

screened positive for hazardous drinking by use of the AUDIT-C, 56.3% screened positive for
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problematic substance use by use of the DAST-10, and 34.7% screened positive for both the
AUDIT-C and the DAST-10 (see Table 1 for full demographics and substance use information).
Insert Table 1 approximately here

Correlation between Variables

Enacted, anticipated, and internalized stigma each had a significant positive association
with a problematic alcohol use screen (r = 0.081, p = 0.016; r = 0.078, p = 0.019; r = 0.140, p <
0.001), respectively, and enacted, anticipated, and internalized stigma each had a significant
positive association with a problematic drug use screen (r = 0.315, p < 0.001; r =0.307, p <
0.001; r =0.269, p < 0.001), respectively. Additionally, a problematic alcohol use screen
significantly associated with a problematic drug use screen (r = 0.128, p < 0.001). Shame had a
significant negative correlation with enacted stigma (r = -0.128, p < 0.001) and anticipated
stigma (r = -0.108, p < 0.001), yet had a significant positive association with internalized stigma
(r =0.099, p < 0.001). Guilt additionally had a significant negative association with enacted
stigma (r = -0.107, p = 0.002), and anticipated stigma (r = -0.110, p < 0.001), yet also exhibited a
significant positive association with internalized stigma (r =-0.118, p < 0.001). Of interest,
shame did not have a significant association with a problematic drug (p = 0.143) or alcohol (p =
0.384) screen, but guilt exhibited a significant negative association with a problematic drug
screen (r =-0.120, p < 0.001), but no significant association was present with a problematic
alcohol screen (p = 0.163). All correlations of interest are present in Table 2.

Insert Table 2 approximately here

Multinomial Logistic Regression and Moderating Effects Analysis

In the final model with the predictors internalized-stigma, enacted-stigma, guilt, and the

interaction term of internalized-stigma*guilt, the model convergence criterion was satisfied and
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the likelihood ratio test for the overall model was significant (187.14, p < 0.001). For each
category of the models, it is noted that S coefficients exhibit different values. Thus, the odds
ratios of variable for each category differs. Upon examining the Type 3 Analysis of Effects,
internalized stigma (df = 3, y?= 41.24, p < 0.001), enacted stigma (df = 3, y?=46.96, p < 0.001),
guilt (df = 3, ¥>=20.53, p < 0.001) and the interaction of internalized stigma*guilt (df = 3, y>=
10.51, p = 0.015) were significant predictors of ALC, DRUG, and ALC_DRUG. Predictive
probabilities were calculated for each of the three group comparisons among data in this sample;
the probability of individuals belonging to ALC vs. NO_ALC_DRUG was 10.4%; the
probability of individuals belonging to DRUG vs. NO_ALC_DRUG was 34.19%; and the
probability of individuals belonging to ALC_DRUG vs. NO_ALC_DRUG was 28.46%.

Presently, the first category of the dependent variable, NO_ALC_DRUG was utilized as
the reference group (group 1), or baseline category, for each comparison and the findings were
interpreted accordingly. Enacted stigma was significant (p < 0.001) for DRUG (f = 0.759 y?=
24.37) and was significant (p < 0.001) for ALC_DRUG (B = 0.529, y>=12.60). As enacted
stigma increased by one unit, the multinomial log-odds for having a problematic screen for drug
use relative to no screen for problematic drug or alcohol use are expected to increase by 0.759
units, and the multinomial log-odds for having a problematic screen for both alcohol and drug
use relative to no screen for problematic drug or alcohol use are expected to increase by 0.529
units, while holding all other variables in the model constant.

Internalized stigma was significant (p < 0.001) for ALC (8 = 0.800, y?>= 19.62),

DRUG (B = 0.888, y>=25.04), and ALC_DRUG (B = 1.078, x*>= 40.58). The estimated
multinomial log-odds was 0.800 for having a problematic screen for alcohol use relative to no

screen for problematic drug or alcohol use on the internalized stigma at the mean of the guilt
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(i.e., Guilt = 0); the multinomial log-odds was 0.888 for having a problematic screen for drug use
relative to no screen for problematic drug or alcohol use on the internalized stigma at the mean
of the guilt; the multinomial log-odds was 1.078 for having a problematic screen for both alcohol
and drug use relative to no screen for problematic drug or alcohol use on the internalized stigma
at the mean of the guilt, while holding enacted stigma constant.

Guilt was significant (p = 0.004) for DRUG (B = -0.286, y?= 8.36) and significant (p <
0.001) for ALC_DRUG (B = -0.378, y?= 16.58). The multinomial log-odds was 0.286 for
having a problematic screen for drug use relative to no screen for problematic drug or alcohol
use on guilt at the mean of internalized stigma (i.e., internalized stigma = 0), and the multinomial
log-odds was 0.378 for having a problematic screen for both alcohol and drug use relative to no
screen for problematic drug or alcohol use on guilt at the mean of internalized stigma, while
holding enacted stigma constant.

To evaluate the potential moderating effects as to why guilt was negatively associated
with substance use severity among participants who reported higher internalized stigma, the
interaction of internalized stigma*guilt was included in the model. The results indicated the
interaction was significant (p = 0.013) for ALC (B = -0.321, y?= 6.23) and significant (p =
0.013) for ALC_DRUG (B =-0.295, y?>= 6.14). Guilt significantly moderated the relationship
between internalized stigma and a problematic alcohol use screen (ALC). Among participants
with screened problematic alcohol use, the multinomial log-odds (-0.321) were significantly
lower among participants with no screen for problematic alcohol and drug use. Similarly, for
ALC_DRUG, the interaction of internalized stigma*guilt was observed. The estimated
multinomial log-odds was -0.295 that indicated as guilt-proneness increases, the effect

internalized stigma has on predicting a problematic alcohol use screen (relative to no screen for
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problematic alcohol or drug use) is buffered as the multinomial log-odds are expected to
decrease by 0.321 units. Additionally, guilt significantly moderated the relationship between
internalized stigma and a problematic screen for both alcohol and drug use; as guilt-proneness
increases, the effect internalized stigma has on predicting a problematic screen for both alcohol
and drug use (relative to no screen for problematic alcohol or drug use) is buffered as the
multinomial log-odds are expected to decrease by 0.295 units. Table 3 illustrates the final model
for the multinomial logistic regression analysis results; Tables 4 — 6 demonstrate the estimated
interaction effects from -2.0 to 2.0.

Insert Table 3 approximately here
Insert Table 4 — 6 approximately here

Discussion

The purpose of this study was to examine the relationship between internalized-,
anticipated-, and enacted-stigma, and substance use severity as assessed with the DAST-10 and
AUDIT-C. Secondly, to examine the potential moderating effects of shame and guilt on the
relationship between enacted, anticipated, and internalized stigma and substance use severity.
This study makes several important contributions for deeper understanding of the role the
psychological constructs shame and guilt play in the context of stigma and substance use
severity, and how stigma mechanistically impacts severity of substance use among US self-
report substance using adults.

The sample was geographically diverse and evenly distributed between male (45.8%) and
female (50.2%) identifying individuals. In terms of screening for problematic use, 57% of the
sample screened positive for hazardous drinking according to the AUDIT-C, 56.3% screened
positive for problematic substance use according to the DAST-10, and 34.7% screened positive

for both. A wide variety of past 12-month substance use was reported with 88% recreational
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cannabis, misuse of prescription opioids at 20.5%, and almost 20% reporting use of psilocybin
(19.8%) and 12.5% use of LSD.

Internalized-, enacted-, and anticipated stigma each had a significant positive association
with a problematic drug and alcohol use screen, which is consistent with the literature. Among a
sample of primary care patients, internalized stigma was found to associate with substance use
problems (Kulesza et al., 2017) and Brown et al. (2015) found fear of enacted stigma associated
with temptation to use substances among those with SUDs (Brown et al., 2015). Surprisingly,
shame had a significant negative association with enacted and anticipated stigma yet had a
significant positive association with internalized stigma. These findings may point to research
examining the behavioral withdrawing effects shame has been found to have (Cohen et al., 2011;
Wolf et al., 2010), thus, shame proneness in individuals may cause them to retreat and not often
experience enacted or anticipated stigma. Given that internalized stigma and shame are very
similar constructs, this positive association is of no surprise. Guilt additionally had significant
negative associations with enacted and anticipated stigma yet had a significant positive
association with internalized stigma. Given the adaptive nature guilt has shown on behavioral
effects (Patock-Peckham et al., 2018; Snoek et al., 2021), this could explain such a relationship.
If guilt increases, adaptive behavioral strategies may be employed, thus enacted and anticipated
stigma are likely to affect individuals at lower levels. Future work is needed to examine baseline
levels of guilt and shame and how this could affect severity of substance use and related
mechanisms of stigma.

Presently, shame did not have a significant association with either a positive problematic
alcohol or drug use screen. This could potentially be due to the sample consisting of only self-

report substance using adults (mean age 34.7). Thus, the effects of shame could potentially wane
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over time or phase of substance use (e.g., time from SUD initiation). Collectively, SUDs
associate with societal stigma (Kulesza et al., 2013; Kulesza et al., 2014; Palamar et al., 2012;
Smith et al., 2016) and overall shame (Batchelder et al., 2022; Wiechelt, 2007), however,
individuals who use substances problematically may not experience shame the same way as less
severe users of substances, or may separate it from themselves and their use. Meehan et al.
(1996) found those in recovery from SUDs had higher levels of shame than their non-disordered
using peers (Meehan et al., 1996), suggesting the role identity plays in substance using
populations may be larger than once thought. Guilt had a significant negative association with a
positive drug screen, likely due to the adaptive nature of guilt inhibiting individuals from
reaching problematic levels of use (Quiles et al., 2002), but no significant association with a
positive alcohol use screen, potentially due to the decreased stigma surrounding alcohol use
compared to other substances as discussed by Kulesza and colleagues (2013) and Brown (2015)
(Brown, 2015; Kulesza et al., 2013) and the aforementioned adaptive nature of guilt.
Highlighting the main findings, the multinomial logistic regression found guilt to be a
significant moderator in the pathway between internalized stigma and a positive screen for
problematic alcohol use, and a positive screen for problematic alcohol and drug use. Thus, those
with higher levels of guilt were less likely to have a positive screen for either disordered
outcome. Guilt’s role in substance using populations has been established as an adaptive
behavioral mechanism, where individuals who have increased guilt-proneness are less likely to
experience disordered substance use (Hequembourg & Dearing, 2013) and are more likely to
seek help (Treeby et al., 2018). Separate from the interaction of guilt and internalized stigma, the
main effects of enacted stigma, internalized stigma, and guilt predicted group membership to

disordered substance use categories. Internalized stigma predicted group membership to each of
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the three outcomes (positive screen for alcohol, drug, alcohol and drug), which is consistent with
the deleterious associations this stigma mechanism has with problematic substance use
(Batchelder, Foley, Kim, et al., 2021; Kulesza et al., 2017). Enacted stigma predicted group
membership to a positive screen for disordered drug use and to disordered alcohol and drug use,
which is also consistent with the damaging effects enacted stigma has among people who use
substances by considering them as less capable (Khalid et al., 2020) and a decreased likelihood
to seek help (Earnshaw et al., 2021; Fong et al., 2021; Luoma et al., 2007). Earnshaw et al.,
(2021) found that those in recovery from opioid use disorder (OUD) who had greater substance
dependency experienced more enacted stigma from those whom they told about their struggles
(Earnshaw et al., 2021), suggesting a need to examine causality among stigma mechanisms and
disordered use.

Lastly, guilt predicted group membership to disordered use of drug, and disordered use of
alcohol and drug screens. Of interest, guilt did not predict membership to a disordered alcohol
use only screen, which could speak to the aforementioned decreased level of societal stigma
towards alcohol use and the commonality with which the substance is used in America. When
drugs entered the equation, guilt predicted both groups inclusive of disordered screens
suggesting guilt’s adaptive effects may be no match for the stigma surrounding drugs exclusive
of alcohol.

Strengths & Limitations

The current study includes several strengths and limitations. Considering limitations, the
cross-sectional research design does not allow for temporal order of associations between the
study variables. The participants were incentivized to participate thus there is a chance that their

characteristics do not accurately represent the traits of the greater population of people who use
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substances. Also, the nature of the survey data is self-report which could lead to recall bias and
social desirability bias. The questions are also highly sensitive and could lead to dishonest or
inaccurate answers even with steps taken to promote participant anonymity. The length of the
survey may lead to respondent fatigue and survey dropout. There is a lack of research inclusive
of guilt, shame, stigma, and substance use severity, therefore this could inhibit interpretation of
study findings.
Conclusion

While shame did not predict group membership in a positive screen for alcohol use, drug
use, or both, the sample’s makeup of self-report substance using adults could have played a role
in this outcome. Consistent with the literature, guilt demonstrated protective effects on severity
of substance use by decreasing probabilities of membership to problematic alcohol or
problematic alcohol and drug use screens. Enacted stigma and internalized stigma were
significant predictors of group membership, thus, speaking to the deleterious effects mechanisms
of stigma have on severity of substance use. Future research needs to examine how management
of individual guilt may lead to potentially decreased severe health outcomes. Given the adaptive
tendencies guilt displayed in the present study, research needs to examine if healthy levels of
baseline guilt are existent in substance using populations, and how to strategically use this
construct to prevent negative health implications tied with substance use.
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Table 1. Descriptive statistics for study variables (N = 1,000)

Variable M (SD) n (%)
Demographics
Age 34.72 (12.45)
Gender
Female 502 (50.2)
Male 458 (45.8)
Gender Variant 40 (4.0)
Racial minority 230 (23.0)
Sexual minority 252 (25.2)
Employee Level
Unemployed (looking and not looking) 163 (16.3)
Part-time 189 (18.9)
Full-time 547 (54.7)
Retired or Unable to work 65 (6.5)
Homemaker 36 (3.6)
Education Level
Some HS or GED 124 (12.4)
Some college or associate degree 367 (36.7)
Bachelor’s degree 364 (36.4)
Graduate degree 145 (14.5)
Relationship status
Single/Other 382 (38.2)
In a relationship/partnership/marriage 618 (61.8)
aSubstance use
bHazardous drinking 570 (57.0)
°Problematic Drug Use 563 (56.3)
Cannabis Recreational 881 (88.1)
Cannabis Medical 293 (29.3)
LSD 125 (12.5)
Ketamine 40 (4.0)
Ecstasy 116 (11.6)
Methamphetamines 60 (6.0)
Heroin 25 (2.5)
Psilocybin 198 (19.8)
Fentanyl, PCP, DMT 71(7.1)
Prescription or OTC Misuse
Tranquilizers 181 (18.1)
Opioids 205 (20.5)
Stimulants 178 (17.8)
Sedatives 97 (9.7)
OTC drugs 100 (10.0)

aSubstance use categories are not mutually exclusive. °Derived by the Alcohol Use Disorder
Identification Test (AUDIT-C). °Derived by the Drug Abuse Screening Test (DAST-10).
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Table 2. Zero-order Pearson & Point-Biserial correlation matrix of study variables

Measure 1 2 3 4 5 6 7

1. ES? - .840™ 447 315 081" -128" -107
2. ASP - 451" 307" 078" -108™  -110"
3.18¢ - 2697 1407  .099™ 118"
4. DAST-10¢ - 128" -.046 -.120™
5. AUDIT-C® . -.029 - 047
6. Shame - 554**
7. Guilt o
Mean 1.719 1.675 1.824 5.486 5.000
SD 0.885 0.852 0.905 1.153 1.319
Min 1 1 1 0 0 1 1
Max 5 5 5 10 12 7 7

3ES denotes enacted stigma. PAS denotes anticipated stigma. °IS denotes internalized stigma.
dDAST-10 denotes Drug Abuse Screening Test. SAUDIT-C denotes Alcohol Use Disorder
Identification Test-Concise ““Correlations are significant at p < 0.001. *Correlations are
significant at p < 0.05. Missing descriptives for DAST-10 and AUDIT-C as those are point-
biserial correlations.

Table 3. Multinomial Regression Analysis Examining Internalized Stigma, Enacted Stigma,

Guilt, and the Interaction of Internalized Stigma*Guilt
NO_ALC_DRUG NO_ALC_DRUG

NO_ALC_DRUG

vs. ALC vs. DRUG vs. ALC_DRUG
Variable B p-value B p-value B p-value
Intercept: 0.2952 Intercept: 0.2701 Intercept: 0.7846
IS? 0.8001 <0.0001 0.8882 <0.0001 1.0777 <0.0001
ESP -0.1147 0.5148 0.7586 <0.0001 0.5285 0.0004
GUILT -0.1573 0.1141 -0.2858 0.0038 -0.3783 <0.0001
IS*GUILT® -0.3211 0.0126 -0.1539 0.2112 -0.2951 0.0132

Note. Interpretation is at variable mean due to mean centering. Bold indicates p < 0.05. 3 denotes
coefficient. 2IS denotes internalized stigma. PES denotes enacted stigma. Reference category for
each of the three groups is no positive screen for problematic alcohol or drug use. Positive screen
for problematic drug use was assessed by the Drug Abuse Screening Test-10. Positive screen for
problematic alcohol use was assessed by the Alcohol Use Disorder Identification Test-Concise.
CIS*GUILT denotes the interaction of internalized stigma and guilt and is demonstrated in Tables
4 —6.
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Table 4. Estimated Odds Ratios to Demonstrate the Interaction of Internalized Stigma*Guilt;
ALC compared to NO_ALC DRUG

1S?
Guilt -1.0 0 1.0 2.0
-2.0 0.853764 1.900278 4.229569 9.414019
-1.0 0.619341 1.378506 3.068227 6.829149
0 0.449284 1 2.225763 4.954023
1.0 0.325921 0.725423 1.614621 3.593764
2.0 0.236431 0.526239 1.171283 2.607

3]S denotes internalized stigma. Note: interpretation is at variable mean due to mean centering
and odds ratios are demonstrated from -2.0 to 2.0

Table 5. Estimated Odds Ratios to Demonstrate the Interaction of Internalized Stigma*Guilt;
DRUG compared to NO ALC DRUG [non-significant interaction]

1S2
Guilt -1.0 0 1.0 2.0
-2.0 0.742153 1.803988 4.385045 10.65895
-1.0 0.552556 1.343126 3.264805 7.935926
0 0.411396 1 2.43075 5.908547
1.0 0.306297 0.744532 1.80977 4.3991
2.0 0.228048 0.554327 1.347431 3.275286

3]S denotes internalized stigma. Note: interpretation is at variable mean due to mean centering
and odds ratios are demonstrated from -2.0 to 2.0

Table 6. Estimated Odds Ratios to Demonstrate the Interaction of Internalized Stigma*Guilt;

ALC DRUG compared to NO ALC DRUG

1S2
Guilt -1.0 0 1.0 2.0
-2.0 0.614037 1.803988 5.299964 15.57084
-1.0 0.45717 1.343126 3.94599 11.59298
0 0.340377 1 2.937915 8.631342
1.0 0.253422 0.744532 2.18737 6.426307
2.0 0.188681 0.554327 1.628566 4.784588

3]S denotes internalized stigma. Note: interpretation is at variable mean due to mean centering

and odds ratios are demonstrated from -2.0 to 2.0



102

Chapter 5

Manuscript for Study 2: An Explanatory Mixed Methods Analysis of Guilt, Shame and
Stigma and Impacts on Help-Seeking Intention among a Sample of US Substance Using
Adults

In preparation for Journal of Mixed Methods Research

Nicole A. Doyle, MS**

ISubstance Use and Mental Health Laboratory, Department of Health, Human Performance and
Recreation, University of Arkansas, Fayetteville, AR, USA

*Corresponding author.
Nicole A. Doyle
nadoyle@uark.edu



mailto:nadoyle@uark.edu

103

Abstract

Introduction: Guilt, shame, stigma, and help-seeking have not been mechanistically examined
in substance using populations.

Methods: A sequential explanatory mixed methods design was employed. Prolific was used to
survey (quantitative phase) 1,000 US adults who self-reported some form of past 12-month
substance use (M = 34.7 years of age) and a subsample (n = 18) were invited to take part in a
one-time 60-minute virtual semi-structured interview (qualitative phase). Quantitative measures
included substance use items, guilt and shame proneness, stigma, and help-seeking intention.
Qualitative measures sought to understand participants’ lived experiences by questions on
previous treatment by healthcare workers and family, identity, and substance use behaviors.
Results: Guilt moderated the relationship between enacted stigma and help-seeking intention.
Participant narratives echoed the effects guilt, shame, and stigma had on their lives.
Conclusions: This article contributes to the field of mixed methods research by integrating
survey and interview methods providing for a deeper understanding of why some individuals

who use substance seek help while others do not.

Keywords: guilt, substance use, shame, help-seeking intention
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INTRODUCTION

Substance use behavior is highly complex, often stigmatized (Kulesza et al., 2013) and
exists on a spectrum from recreational to problematic (e.g., substance use disorder (SUD),
alcohol use disorder (AUD). Substance use exists as a common phenomenon in the United States
(US). In the US, nearly 15 million (10.6%) people age 12 and older were reported to have an
alcohol use disorder (AUD) in 2018 (SAMHSA, 2019), and 19.4% of people aged 12 and older
(53 million) reported that they used illegal drugs or misused prescription drugs in the past 12-
months in 2018 (NCDAS, 2022). Substance use disorders (SUDs) affect over 20 million
Americans (NCDAS, 2022). Despite increases in AUDs and SUDs research suggests that
relatively few people seek treatment. According to the same NCDAS data, in 2018 roughly 19
million people aged 12 and over needed substance related treatment, 5% felt they needed help,
and a bleak 2% sought it out (NCDAS, 2022).

Research has found that those who use substances are often looked down upon in society
(Buchman & Reiner, 2009; Parcesepe & Cabassa, 2013) above and beyond other psychiatric
disorders due to the public perception that SUDs carry a personal element (e.g., willpower,
choice) (Yang et al., 2017). Stigma related to SUD often impacts individuals who would
otherwise attempt to seek help (Abraham et al., 2021). Specifically, healthcare provider stigma
has been described as a fundamental barrier for those needing treatment (Jennings et al., 2015).
Stigma has been explained mechanistically as enacted stigma (e.g., discrimination), anticipated
stigma (e.g., stress/anxiety of forthcoming stigmatizing actions or attitudes), and internalized
stigma (e.g., stigma that becomes internalized over time in an individual) (V. A. Earnshaw et al.,
2013; Smith et al., 2016). In addition to stigma, shame and guilt often pervade an individual’s

identity surrounding their substance use (Batchelder et al., 2022; Patock-Peckham et al., 2018;
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Snoek et al., 2021). Shame (e.g., “I am bad”) and guilt (e.g., “I did something bad”) have been
discussed as maladaptive and adaptive constructs, respectively (Dearing et al., 2005), as shame
often leads to withdraw type behaviors (Cohen et al., 2011; Patock-Peckham et al., 2018) where
guilt is indicative of taking reparative action (Treeby et al., 2018; Wolf et al., 2010). Wogen and
Restrepo (2020) noted that stigma can have downstream health implications among people who
use substances by increasing obstacles to treatment and health care (Wogen & Restrepo, 2020).

The complex nature of guilt, shame, and stigma, in relation to help-seeking intention has
not been thoroughly examined among adults who use substances. Further, the potential
moderating effects of guilt and shame between mechanisms of stigma and help-seeking intention
has not been examined. Thus, the purpose of the current study was to examine the pathway from
enacted, internalized, and anticipated stigma to help-seeking intention, and the potential
moderating effects of guilt and shame. Given the uniqueness of these combined constructs in this
sample, the use of qualitative methods were employed to aid in understanding the quantitative
outcomes. Execution of this mixed methods design permitted the researchers to 1) initially
collect data on these constructs and to 2) postulate meaningful explanations of the quantitative
outcomes from the participants’ perspectives and lived experience.
METHODS
Research Design

The current study employed a sequential, explanatory mixed methods design (QUANT
- qual) (Creswell & Plano Clark, 2018). The first sample was recruited to participate in a cross-
sectional, online survey, and then a sub-sample of the survey participants were solicited to

participate in semi-structured interviews.
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Participants and Procedure

Approval for the present study was obtained from the [blinded for review] Institutional
Review Board in fall of 2021 (IRB #2110366842). Participants were recruited for the
quantitative phase and the qualitative phase of the current study using the sampling agency,
Prolific. Prolific is an online marketplace often used for data collection in the behavioral and
social sciences (Palan & Schitter, 2018). Prolific employs various attention checks to promote
quality data collection. A screening procedure as part of a larger study was employed to identify
participants for the survey-based phase of the present study. Of those reporting some form of
past 12-month substance use (n = 2,235), a total of 1,000 participants provided complete data on
the survey and were paid $3 (quantitative phase), additionally, 18 participants completed a 60-
minute virtual semi-structured interview and were paid $40 (qualitative phase).
Quantitative measures

During the quantitative phase of the study, participants were asked to complete an online
survey that inquired about their demographic information, substance use behaviors and severity
screening (non-problematic and problematic alcohol and drug use), guilt and shame proneness,
perceived stigma, and help-seeking intention.
Demographics

Participants were asked demographic questions regarding gender identification, age in
years, race/ethnicity, household income, sexual minority group identification, highest level of
education completed, employment status, current US state of residence, and marital/relationship

status.
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Substance Use Questionnaire

Nineteen items were used to assess past 12-month substance use. These items were
slightly modified from a prior study that assessed substance use and frequency among a sample
of college students (Davis et al., 2020). A diverse group of substances used was assessed
including illicit, licit, and misuse of prescription medication and misuse of over the counter
(OTC) drugs. To mitigate confusion of assessment of ‘misuse’ of these substances, participants
were provided with the following definition, “Prescription drug misuse refers to use of
prescription medication in a way not specifically directed by a doctor. To clarify: any use
without your own prescription, for recreational purposes, taking a higher dose than prescribed,
using more frequently than directed or continued use despite no longer experiencing the problem
for which it was prescribed.” Also, OTC drug misuse was defined for participants as, “any drug
you can buy without a prescription (i.e., Robitussin) taken in any way other than as directed on
the label.” An example item read, “On how many occasions in the past 12-months have you
used cocaine?” Responses were dichotomized into yes/no for past 12-month use. An additional
item asked participants if they had a preferred substance to use, “drug of choice” and to select
from an inclusive list of substances, or to select “N/A”.
Substance Use Severity Measures
Drug Abuse Screening Test

The Drug Abuse Screening Test (DAST-10) was utilized to assess substance use severity
(other than alcohol, tobacco, or caffeine) given that it provides strong internal consistency (0.92)
(Skinner, 1982), and presently demonstrated acceptable internal consistency (10 items; o = 0.68).
Response options were dichotomized (i.e., yes/no) and scores ranged from 0 to 10 with higher

scores indicating greater drug use severity. Problematic substance use was operationalized using
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the standardized cut-off value of 3 or greater for the DAST-10, as Skinner suggests (Skinner,
1982).
Alcohol Use Disorder Identification Test-Concise

The Alcohol Use Disorder Identification Test-Concise (AUDIT-C) consists of 3-items
and is a brief alcohol screening instrument that reliably identifies persons who are hazardous
drinkers or have active alcohol use disorders (including alcohol abuse or dependence) (Bush et
al., 1998). Scored on a scale of 0-12, each item has 5 answer choices valued from 0 to 4 points
(different response options for each of the 3 questions, scoring is the same) with higher scores
indicating increased problematic drinking. A sum score for the three items was calculated. In
men, a score of 4 or more suggests hazardous drinking or active alcohol use disorders. In
women, a score of 3 or more suggests the same. Presently, the variable was operationalized as 4
or greater for those identifying as male and gender variant and operationalized as 3 or greater for
those identifying as female. In this study, the AUDIT-C had acceptable internal consistency (3
items; o = 0.76).
Substance Use Stigma Mechanisms Scale

The Substance Use Stigma Mechanisms Scale (SU-SMS) is informed by the Stigma
Framework (Earnshaw & Chaudoir, 2009) and consists of eighteen items that differentiate
between enacted, anticipated, and internalized stigma (Smith et al., 2016). All responses were
measured on a 5-point Likert scale (Never — Very Often for enacted stigma; Very Unlikely —
Very Likely for anticipated stigma; and Strongly Disagree — Strongly Agree for internalized
stigma); higher scores indicated greater endorsement of substance use stigma. This stigma scale
was found to demonstrate acceptable reliability and validity (Benz et al., 2019; Smith et al.,

2016). In the current study, each of the three subscales of the SU-SMS demonstrated excellent
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internal consistency, enacted-stigma (6 items; a = 0.90), internalized-stigma (6 items; o. = 0.91),
and anticipated-stigma (6 items; o = 0.94).
Guilt and Shame Proneness

The Guilt and Shame Proneness (GASP) scale measures susceptibility to experience guilt
and shame via four subscales and has established validity and reliability (Cohen et al., 2011).
Presently, two subscales were used: negative behavior-evaluations (NBEs; 4 items) and negative
self-evaluations (NSEs; 4 items), as the guilt and shame proneness variables, respectively. The
GASP items are arranged on a 7-point Likert-type scale (1 — 7) with response options ranging
from Very Unlikely — Very Likely and is scored by averaging the four items in each subscale.
The guilt-proneness (4 items; a = 0.70) and shame-proneness (4 items; o. = 0.70) subscales of the
GASP exhibited acceptable internal consistency.

General Help-Seeking Questionnaire (GHSQ)

Help-seeking intention was assessed with the General Help-Seeking Questionnaire
(GHSQ) (Wilson et al., 2005). The GHSQ consists of one item which asks about 10 various
help-sources, which can be adapted according to purpose and need of the study. The authors of
the GHSQ encourage this modification to match the target population and problem being
examined. For this study, one modified-item was used to assess help-seeking intention and
asked, “If you were having problems related to your substance use, how likely is it that you
would seek help from the following people?”, with directions stating, “Please indicate your
response by selecting the number that best describes your intention to seek help from each help
source that is listed.” Example help-sources included, “Friend (not related to you)”, “Parent”,
and “Doctor/GP”. Response options are listed on a 7-point Likert-type scale from Extremely

Unlikely — Extremely Likely. Scoring of the GHSQ sums the help-source items with higher sum
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scores indicating greater help-seeking intention (e.g., range 10 — 70). Presently, the GHSQ
demonstrated low but acceptable internal consistency (10 items; a = 0.57) (Taber, 2018).
Past help-seeking

Past help-seeking behavior was assessed for substance use via one dichotomous item, “In
the past, have you sought professional, or non-professional help for your substance use?”.
Response options are “yes” or “no”, scored as “1”, or “0” (Benz et al., 2019).
Current help-seeking

Current help-seeking was assessed for substance use via one dichotomous item slightly
modified from Watanabe et al. (2012), “Are you currently seeking professional, or non-
professional help for your substance use?”, with response options are “yes” or “no”, scored as
“17, or “0” (Watanabe et al., 2012).
Semi-structured Interview Question Path

Each participant (n = 18) completed a one-time 60-minute virtual interview conducted by
a trained qualitative interviewer. At interview outset, participants provided verbal consent to be
interviewed. The semi-structured interview guide drew from the Stigma Framework (Smith et
al., 2016) developed from the HIV Stigma Framework (Earnshaw & Chaudoir, 2009), and the
Health Stigma Discrimination Framework (Stangl et al., 2019), along with recent qualitative
works in the addiction sciences (Batchelder, Foley, Kim, et al., 2021; Matthews et al., 2017) and
qualitative research methods’ suggestions (Neale, 2005). The semi-structured interview guide
asked questions pertaining to substance use behavior/patterns/history, relationships, and

emotional constructs such as shame, guilt, and mechanisms of stigma.
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Quantitative data analysis

Analyses were conducted using SPSS Statistics version 28 (IBM, 2017) with all alpha
levels set a priori at 0.05. Data were initially checked for completeness. Descriptive statistical
analyses were used to describe the sample characteristics such as means, frequencies and
percentages. Correlational analyses (Pearson’s and point biserial) were conducted to determine
bivariate relationships among variables. Independent samples t-tests were conducted to examine
mean differences between those who had ever sought help for substance related concerns and
those who had never sought help for substance related concerns for the GHSQ, enacted stigma,
anticipated stigma, internalized stigma, guilt, shame, total DAST-10 scores, and total AUDIT-C
scores. The total DAST-10 and total AUDIT-C scores were used rather than the dichotomized
version of the variable to calculate mean differences. Levene’s test was used to evaluate the
homogeneity of variance assumption. When data violated this assumption, a Mann-Whitney test
was used instead of independent t-test.

Next, a multiple regression model was used to evaluate how the dependent variable of
help-seeking intention regressed on a set of the independent variables (i.e., enacted-stigma,
anticipated-stigma, internalized-stigma, shame, and guilt). In addition, moderation analysis
(Geert van den Berg, 2021) were examined to determine guilt and shame’s role in potentially
moderating the relationship between the stigma mechanisms and help-seeking intention. To do
this, an exploratory multiple regression analysis was conducted where the model included all
individual predictor variables and interaction terms. All predictors were first mean centered
before creating interaction variables (i.e., enacted-stigma*guilt, enacted-stigma*shame,

anticipated-stigma*guilt, anticipated-stigma*shame, internalized-stigma*guilt, and internalized-
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stigma*shame) to eliminate the source of potential computational difficulty as well as the non-
essential multicollinearity (Aiken & West, 1991).
Qualitative data analysis

Upon completion of the interviews (n = 18), all recordings were transcribed verbatim,
and two trained researchers validated the transcripts with their corresponding audio recording,
both produced by the virtual meeting platform. Two trained coders conducted an initial analysis
of the data in NVivo 11 (NVivo, 2015) (see Table 4 for codebook). Intercoder reliability between
the coders had a kappa value (k) range of 0.28 — 1 due to two transcripts with low agreement
consisting of few coded responses. Inconsistencies between codes were reviewed until consensus
was met. Next, three of the authors (initials redacted for review) performed a thematic analysis
of the final coded responses by examining each code for emergent themes. Finally, participant
quotes representing the identified themes were independently identified by each of the three
authors (See Table 1 for code book).

Insert Table 1

Mixed methods analysis

The use of a sequential explanatory mixed methods (QUANT —> qual) design allowed us
to explore deeper understanding of the survey data. Importantly, the findings from the
quantitative survey (QUANT, capitalized to indicate priority) were contextualized and explained
through the interview responses (qual). Integration of findings is key in mixed methods works
and transparency in the approach is vital for quality of public health inferences (O'Cathain et al.,
2008). Co-methodological integration occurred as the interviews were conducted less than two
weeks post-survey completion and only basic descriptive statistics had been analyzed at that

point. Importantly, both survey and interview participation were voluntary. Also, the survey
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instruments, namely the GASP (Cohen et al., 2011) and SUSMS (Smith et al., 2016), were
expanded upon when developing the semi-structured interview guide thus further integrating the
two methodologies. As the interviews progressed, preliminary information from the QUANT
findings was shared with participants (e.g., prevalence of problematic alcohol and drug use; drug
of choice) to further prompt their responses. Findings from the QUANT and qual segments were
first analyzed separately. Then the interview data was analyzed juxtaposing the QUANT findings
to better explain the results. Tables and joint displays were developed to establish the integration
of both methodologies (Creswell & Plano Clark, 2018).

Two main themes were derived from the qualitative interviews: phase of substance use,
and mistrust, mistreatment, and stigma, with three sub-themes for each.
Characterization of Participants

Survey Sample. Overall, participants (n = 1,000) had a mean age of 34.72 (SD = 12.45),
50.2% identified as female, and 4.0% identified as gender non-confirming. Participants
represented 49 of the 50 US states (i.e.., Hawaii, n = 0). A quarter (25.2%) of participants
identified as a sexual minority, over three-quarters identified as a non-racial/ethnic minority
(77%), over half were employed full-time (54.7%), and the majority reported being in a
relationship (e.g., marriage, partnership, relationship (61.8%). Mistrust, Mistreatment, and
Stigma: Family and Friends. Of those who reported being in a relationship, interview
participants explained that stigma of seeking help could impact their personal relationships and
support or resources can be tough to find.

If I go to rehab and I've been gone, I can’t imagine what people would think of that. It is
something you can’t hide away. #10

There was a vast array of substances used in the past-12 months with 57% screening positive for

hazardous alcohol use and 56.3% screening positive for problematic drug use. Phase of
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Substance Use: Addiction...I just want to feel normal. While addiction wasn’t directly
measured via the survey, substance use severity and past 12-month substance use was assessed.
Over one-third (34.7%) of respondents screened positive for both hazardous alcohol use and
problematic drug use. The survey respondents almost all reported using cannabis (recreational
88.1%, medical 29.3%), psilocybin (20%), cocaine (13.8%), LSD (12.5%), and Ecstasy (11.6%)
(See Table 2). Interview participants described their thoughts on substance use, misuse,
addiction, and related stigma.

1 think addiction is a disease and it’s stigmatized in a way that really prevents a lot of

people from getting when they need to...I think to penalize, like we put people in prison,

when we should be helping them... #17

Interview Sample. The sub-sample of participants for the semi-structured interviews (n
= 18) had a mean age of 34.2 (SD = 9.71), most identified as female (61.1%), and nearly one-
third identified as a sexual minority (27.8%). Fifty percent were employed full-time and almost
all (83.3%) reported some college or held a degree. Regarding past 12-month substance use,
61.1% screened positive for hazardous drinking and 72.2% screened positive for problematic
drug use. Eighty-three percent reported recreational cannabis use and nearly one-third reported
use of LSD (27.8%), Psilocybin (27.8%), and misuse of prescription tranquilizers (27.8%), with
44.4% reporting misuse of prescription opioids. With a value approaching half of the interview
sample, 44.4% reported having sought any help (past or present) for substance use related
concerns (see Table 1 for demographics and substance use information).

Insert Table 2

Correlation between Variables

Enacted, anticipated, and internalized stigma each had a significant positive association

with a problematic alcohol use screen (r =0.081, p = 0.016; r = 0.078, p < 0.019; r =0.140, p <
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0.001), respectively, and enacted, anticipated, and internalized stigma each had a significant
positive association with a problematic drug use screen (r = 0.315, p <0.001; r =0.307, p <
0.001; r =0.269, p < 0.001), respectively. Additionally, a problematic alcohol use screen
significantly associated with a problematic drug use screen (r = 0.128, p < 0.001). Shame had a
significant negative correlation with enacted stigma (r = -0.128, p < 0.001) and anticipated
stigma (r = -0.108, p < 0.001), yet had a significant positive association with internalized stigma
(r =0.099, p = 0.002). Guilt additionally had a significant negative association with enacted
stigma (r = -0.107, p < 0.001), and anticipated stigma (r = -0.110, p < 0.001), yet also exhibited a
significant positive association with internalized stigma (r = 0.118, p < 0.001). Phase of
Substance Use: From the honeymoon to now. Of the survey participants who screened positive
for hazardous drinking (57%) and problematic drug use (56.3%), anticipated stigma had a much
weaker association with hazardous drinking (r = 0.078, p < 0.019) than problematic drug use (r =
0.307, p < 0.001). Interview participants described this difference when discussing stigma of
various substance use and discussed how they are viewed by society (See Table 3).

Tobacco and alcohol ads are everywhere. Yet, at the same time we get told you shouldn’t

drink that much, you shouldn’t smoke that much. It’s an ambivalence...something that is

socially acceptable up to a point and its only certain substances. #13
Additionally, interview participants described how stress and worry about others’ perceptions as
being associated with substance use and misuse, wanes over time, or eventually becomes a non-
issue.

...if they re new in active addiction, it’s brand new to them. You know, they re still in the

honeymoon phase, it’s still taboo and yeah, it’s a lot stronger [stigma of drug use] ...I

think the biggest factor in this is how long people been doing it for. # 3

Of interest, shame did not have a significant association with a problematic drug (p =

0.143) or alcohol (p = 0.384) screen, as echoed by one participant.
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I'd say like, I don’t feel...never felt shame really about my addiction. I mean, there’s been

times I’ve been embarrassed by actions, but I've never been ashamed to be somebody

that’s used drugs. I think because I've been able to mostly keep my life on track. #15
Guilt exhibited a significant negative association with a problematic drug screen (r =-0.120, p <
0.001), but no significant association was present with a problematic alcohol screen (p = 0.163).
Help-seeking intention had a significant positive association with both shame (r = 0.127, p <
0.001) and guilt (r = 0.182, p < 0.001) yet the data did not support any further significant
associations (see Table 2).

Insert Table 3

Mistrust, Mistreatment, and Stigma: Healthcare Providers. Two hundred and six out
of 1,000 survey participants (20.6%) and 7 out of 18 participants (38.9%) from interviews
reported past or present help-seeking related to substance use. However, when asked if they
would seek help in the future, many expressed concerns due to previous experiences inclusive of
mistrust and mistreatment of healthcare providers. Additionally, those who had ever sought help
had higher enacted, internalized, and anticipated stigma, than those who had never sought help,
likely impacting their choice to seek help in the future.

| know that there's like doctor patient confidentiality, but | don't think that always sticks,

you know, even if you talk to a doctor about stuff like they can...um it'll color the care

they give you. #16
Phase of Substance Use: Life events and looking backwards. While there were no significant
mean differences in guilt proneness by those who have sought help and those who have not (see
Table 4); guilt was significantly associated with each stigma mechanism, a problematic drug

screen indicated by the DAST-10, shame, and help-seeking intention (see Table 3). Interview

participants described how life changes impacted them as a catalyst for change.
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I need to be an example to my daughter...we're [partner] going to be super honest with

her, I mean, mental health and everything, so I just hope that helps. I'm just, that’s my

worry for my daughter truthfully, I don’t want her to be an addict so... #11
Participants also described how the process of developing an addiction to substances isn’t a goal
or desired outcome of someone who uses drugs, but that the use itself exists in tandem with the
desire to feel normal and live a stable life.

| just want to go to work, just like you, I want to take care of my kids, just like you, |

want to be a mom, just like you...they don’t, they don 't see that, so they make us feel

bad you know. For wanting to be normal. #9

Insert Table 4

Multiple Regression and Moderating Effects Analysis

Multiple linear regression was utilized to test if the independent variables (internalized
stigma, enacted stigma, anticipated stigma, shame, and guilt) and the interaction terms (enacted-
stigma*quilt, enacted-stigma*shame, anticipated-stigma*guilt, anticipated-stigma*shame,
internalized-stigma*guilt, and internalized-stigma*shame) were significant predictors of help-
seeking intention as assessed by use of the GHSQ. The fitted regression for the overall model
was significant, F(11, 988) = 4.024, p < 0.001. However, the amount of variance explained by
the entered predictors was quite small, R? = 0.043, meaning 4.3% of the variance in help-seeking
can be explained by the entire model. Of importance, guilt positively related to help-seeking by
.974 units per unit of guilt (# = 0.132, p < 0.001). Additionally, the interaction term enacted
stigma*guilt was significant (# = 0.076, p = 0.017). Upon examining the scatter plot

(categorizing enacted stigma into 2 levels; low and high), enacted stigma was a stronger

predictor of help-seeking intention among those with higher levels of guilt.



118

Mistrust, Mistreatment, and Stigma: Getting past guilt and shame [to get help]. Given
guilt’s enhancing effects on help-seeking (see Figure 1), interview participants echoed how guilt
often impacted their lives for better, in the context of seeking help related to substance use.

| think, at times, | really questioned you know who | was. What | was. What | was doing.

Should I have been doing what | was doing, and maybe you know I should quit, or can |

go this long without, you know, doing this. Those feelings have prompted some of those

issues to come out at times. You know, | would stop using because of that, especially

early on. #17

Insert Figure 1

Discussion

Our findings support previous work’s understanding and examination of guilt’s adaptive
tendencies in the context of help-seeking for substance related behaviors (Cohen et al., 2012;
Patock-Peckham et al., 2018; Treeby et al., 2018). Importantly, our findings uncover how guilt
impacts the relationship between enacted stigma and help-seeking intention which has yet to be
examined mechanistically. In those with higher guilt proneness enacted stigma was a stronger
predictor of help-seeking intention. However, no significant difference was found in mean guilt
between those who had sought help and those who had not. Alarmingly, internalized-, enacted-,
and anticipated-stigma had higher averages for those who had ever sought help compared to
those who had not, suggesting previous experience with treatment seeking services may be a
deterrent to seeking help again in the future. Many studies echo the existent stigma that pervades
the healthcare system that only serves as a barrier to those who may otherwise seek help, from
doing so (Czyz et al., 2013; Garpenhag & Dahlman, 2021; Sharp et al., 2015; Sirey, Bruce,
Alexopoulos, Perlick, Friedman, et al., 2001).

Use of a mixed methods analysis allowed us to better examine our sample’s quantitative

responses surrounding substance use, guilt, shame, help-seeking, and three stigma mechanisms,
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through the lens of their own understanding. Participants consistently highlighted how
problematic stigma surrounding help-seeking was and had been in their lives, and how stigma
related to specific substances was societally driven. Narratives were consistent with the literature
that emphasizes drivers of stigma (Stangl et al., 2019) and the deleterious health outcomes of not
only putting off seeking treatment for substance related problems, but for seeking care at all due
to mistrust and previous mistreatment (Earnshaw et al., 2012). Although participants reported a
wide range of past 12-month substances used, narratives echoed culturally sanctioned stereotypes
towards specific classes of drugs (Corrigan et al., 2017) as found by Luoma and colleagues
(2007) where those who used crack and intravenous (V) drugs were stigmatized most often,
even by others who use substances (Luoma et al., 2007).

Of interest, shame did not have a significant association with a problematic drug or
alcohol screen, nor was shame a predictor of help-seeking intention. Given the maladaptive
nature of shame as discussed in the literature (Cummings & Baumann, 2021; Luoma et al.,
2019), the latter is of no surprise. While shame has been found to be a predictor of substance use
and other adverse behaviors (Bilevicius et al., 2018; Wiechelt, 2007), many studies have
examined this in early phases of individual substance use (e.g., college years) (Li et al., 2020;
Patock-Peckham et al., 2018). The mean age of the present study was 34.7 (SD = 12.45) which is
well beyond the traditional undergraduate college years (e.g., 18-22) which likely influenced the
study variables, specifically shame. The narratives echoed this as well as many participants
described how shame was non-issue for them or how shame minimally impacted their behavior.

Roughly 20% of the sample reported some form of help-seeking whether past or present
yet the mean GHSQ of those who had sought help compared to those who had not, was not

significantly different. This could point to a multitude of factors. It is well known in the literature
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that stigma associated with substance use and help-seeking is synonymous with mental health
stigma’s negative impact on help-seeking (Halter, 2004; Link et al., 2004; Sharp et al., 2015;
Vogel et al., 2013). However, the mean age of the sample (as noted previously), could have
impacted the participants’ perception of stigma surrounding substance use by dulling the effects
it has on younger populations. Thus, among a sample of seasoned substance using adults, help-
seeking intention did not differ between those who had sought help and those who had not, as
echoed in participant narratives describing their identity as separate from their substance use.
Strengths & Limitations

The present study has many strengths including use of Prolific to obtain data for the
quantitative and qualitative phases in a timely manner and the ability to sample from across the
US and virtually interview participants with ease. Also, use of unique anonymous identifiers
allowed us to tie survey responses to interview responses while maintaining anonymity of
participants. The integrated methodology additionally serves as a strength to contextualize and
enrich study data. Furthermore, the study was subject to limitations. Non-random sampling and
the cross-sectional nature of the survey does not allow for causal inferences, nor can the study
findings be generalized to the broader substance-using population. Also, the sensitive nature of
the topics assessed and asked could have led to dishonest or omitted answers.
Conclusion

Presently guilt was found to serve in an adaptive role which is consistent with the
literature. While help-seeking intention did not differ between those who had sought help and
those who had not, participants thoughtfully described how stigma had impacted them from
previous help-seeking experiences and would drastically impact their future help-seeking

intention. Each of the three stigma mechanisms’ means were higher for those who had sought
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help previously compared to those who had not, alluding to the pervasive stigma that negatively
impacts individuals who seek help and how that may limit future attempts at help-seeking.
Shame did not associate with a problematic drug or alcohol use screen but given that the sample
was seasoned individuals who use substances this may suggest shame’s inability to impact
descriptions of their personal identity or behaviors. Future research need identify how to mitigate
the effects of stigma on individuals by continued examination of various substance using
populations and health outcomes. Importantly, public health has a continued crisis on hand with
limited rates of help-seeking which ultimately leads to decreased life-expectancy. Substance
using populations need their voices heard when policy and prevention tactics are developed, as
their buy-in will be the only thing that moves the needle.
Conflict of Interest

The authors declare that they have no conflicts of interest.
Declaration of Funding Statement

Funding was provided internally by two internal grants sourced from the Health, Human
Performance, and Recreation Department at the University of Arkansas, housed in the College of
Education and Health Professions.
Credit authorship contribution statement

All authors contributed meaningfully to this study. Committee members names are added
to this manuscript upon submission for publication for their assistance in serving on the author’s
dissertation committee. NAD served as lead author and contributed from conceptualization to
analysis and final synthesis. RED served as project manager, provided feedback on the final
drafts, and assisted with funding acquisition. PDD aided in development of study design,

integration of findings, and table/figure suggestions. WJL provided statistical support and



122

interpretation of findings. BH guided study methodology, data analysis feedback, and support on
the final draft.
Acknowledgements

The authors would like to acknowledge the many individuals who participated in this
research for without their time and responses this manuscript would not have been possible.
We also would like to extend immense gratitude to Haley Gaskill who served as an
undergraduate research assistant on this project. Without her assistance validating transcripts,
coding, active input on the thematic analysis, and otherwise, this manuscript would not have

been possible.

Table 1. Codebook of Search Terms

Code Search Terms
Shame Shame
Guilt Guilt
Help-Seeking Help, treatment (look for healthcare and family), resources
Enacted Discrimination, treated differently (look for healthcare and family),
Stigma stereotype
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Table 2. Descriptive statistics for Quantitative Phase (N = 1,000),
and Qualitative Phase (N = 18)

Variable Quantitative Phase n (%) Qualitative Phase n (%)
Demographics
Age M: 34.72 SD (12.45) M: 34.17 SD (9.71)
Gender
Female 502 (50.2) 11 (61.1)
Male 458 (45.8) 5(27.8)
Gender Variant 40 (4.0) 2(11.1)
Racial minority 230 (23) 4 (36.0)
Sexual minority 252 (25.2) 5(27.8)
Employee Level
Unemployed 163 (16.3) 3(16.7)
Part-time 189 (18.9) 2(11.1)
Full-time 547 (54.7) 9 (50.0)
Retired/Unable to work 65 (6.5) 1(5.6)
Homemaker 36 (3.6) 3(16.7)
Education Level
Some HS or GED 124 (12.4) 3(16.7)
Associate degree or less 367 (36.7) 6 (33.3)
Bachelor’s degree 364 (36.4) 6 (33.3)
Graduate degree 145 (14.5) 3(16.7)
Relationship status
Single/Other 382 (38.2) 8 (44.4)
In a relationship 618 (61.8) 10 (55.6)
aSubstance use
PHazardous drinking 570 (57.0) 11 (61.1)
°Problematic Drug Use 563 (56.3) 13 (72.2)
Cannabis Recreational 881 (88.1) 15 (83.3)
Cannabis Medical 293 (29.3) 3(16.7)
LSD 125 (12.5) 5(27.8)
Ketamine 40 (4.0) 1(5.6)
Ecstasy 116 (11.6) 3(16.7)
Methamphetamines 60 (6.0) 2(11.1)
Heroin 25 (2.5) 2(11.1)
Psilocybin 198 (19.8) 5(27.8)
Fentanyl, PCP, DMT 71(7.1) 5(27.8)
Cocaine 138 (13.8) 6 (33.3)
Prescription/OTC Misuse
Tranquilizers 181 (18.1) 5(27.8)
Opioids 205 (20.5) 8 (44.4)
Stimulants 178 (17.8) 2(11.1)
Sedatives 97 (9.7) 4(22.2)
oTC 100 (10.0) 3(16.7)
Help-Seeking
Past/present help-seeking 206 (20.6) 7 (38.9)

aSubstance use categories are not mutually exclusive. °Derived by the Alcohol Use Disorder
Identification Test (AUDIT-C). °Derived by the Drug Abuse Screening Test (DAST-10).
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Table 3. Zero-order Pearson & Point-Biserial Correlation Matrix

Measure 1 2 3 4 5 6 7 8
1. ES? - .840™ 447 .315™ .081" -.128" =107 -.019
2. ASP - 4517 307 .078" -.108" -.110™ -.027
3. IS¢ - .269™ .140™ .099™ .118™ .022
4. DAST-10¢ - .128™ -.046 -.120™ -.051
5. AUDIT-C® - -.029 -.047 -.005
6. Shame - 554" 127
7. Guilt - .182™
8. GHSQ' -
Mean 1.719 1.675 1.824 3.320 4.220 5.486 5.000 34.520
SD 0.884 0.852 0.905 2.030 2.620 1.153 1.319 8.073
Min 1 1 1 0 0 1 1 10
Max 5 5 5 10 12 7 7 70

3ES denotes enacted stigma. PAS denotes anticipated stigma. °IS denotes internalized stigma.
dDAST-10 denotes Drug Abuse Screening Test. SAUDIT-C denotes Alcohol Use Disorder
Identification Test-Concise. "GHSQ denotes General Help-seeking Questionnaire. ““Correlations
are significant at p < 0.01. "Correlations are significant at p < 0.05. Descriptives for DAST-10
and AUDIT-C are given on total scores (before dichotomizing to positive/negative screen;
correlations present for these variables are point-biserial).



Enacted Stigma

Guilt

Enacted
Stigma*Guilt

I guess, they were a little inattentive or kind of like
didn’t care as much because my problem wasn’t like a
health problem, that was self-inflicted...it’s

alcohol...you did this to yourself #1

Guilt is almost like a regret. Guilt is like
try to do better next time, #10 ’ Hel ki
elp-seeking

Intention

B, =.974, p < .001

...we all have things we’ve done that we’re
not proud of...I think guilt is a good
_ 9’&1 motivator...I use my guilt to motivate me to
0@,9 ” be better. #16
2
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Figure 1. Multiple Regression Moderation Effects Analysis Between Enacted Stigma and Help-

Seeking Intention.



Table 4. Joint Display: Mean differences between ever help-seeker and never help-seeker

Ever Help-Seeker
Quantitative: N = 206 (20.6%)

Survey Item

Ever Mean (SD)

Never Help-Seeker
Quantitative: N = 794 (79.4%)

Qualitative: N =7 (38.9%) Never Mean (SD) t/U Value Qualitative: N = 11 (61.1%)

...the support is out there it’s just; you have to weed GHSQ? I think | would be able to [get help], but not from my

through a lot of minutiae and find the right stuff ... #17 35.04 (8.13) t=-.897 doctor. I wouldn’t want anyone like that involved. #13
34.42 (8.06)

I get it, this is their livelihood, this is their passion, they ESb Discriminated? No, because I don’t share that fact and

went to school, but you’re not a God you’re a doctor, 2.74 (.98) U =20411.50** | ! don’t tell my doctor unless I know it’s directly

you’re a human just like me. #9 1.52 (71) related to some sort of treatment. #14

...I am not a fan of doctors um, I just feel like they’re ASC Like you go to the doctor, and you have like a white

very, I’ve just been invalidated so many times and I 2.39 (.95) U = 31120.50** | doctor and you’re visibly not white, it’s like a 50/50 if

don’t trust them... #15 1.54 (.76) they’re gonna be like dismissive of you or rude... #4

I know how like my dad’s alcoholism and drug use has |Sd I mean I smoke pot, but it’s legal where we live now

impacted me emotionally...I feel bad because | know 2.55 (1.03) U = 33886.00** | sO | think that illegality, you know, that all makes a

I’'m just perpetuating like the same cycle which 1.68 (.81) big difference, I think. #2

sucks...#12 ' :

| have pretty regular guilt and remorse about just kind Guilt At this point in life there’s also that guilt aspect.

of, lost opportunities and time lost and time passing. #1 4.91 (1.44) t=.960 Where you think, I shouldn’t be doing this... you’re
5.02 (1.30) not 20 years old. #10

...I mean, even with my family yeah. Just building trust Shame

back up you know, the shame, I’m not gonna dip out and 5.28 (1.14) t=2.53* ...it’s shoveling pain and self-loathing on top of pain

go on a bender and it’s slowly coming back. #18 5' 53 1'19 ' and self-loathing, I mean, it’s [shame] the last thing I

53 (1.19) need. #16

...a lot of people don’t seem, or seem to miss the fact that DAST-10® I choose to be responsible with it, even if | do it, if that

you know, just because I put a needle in my arm it 5.31 (2.56) U = 31790.50** | Makes sense, like me, | cho.ose to think abou? what the

doesn’t make me that much different you know. #3 2.93 (1.66) long-term consequences will be before | do it... #5

...I didn’t really identify as an alcoholic until someone ...everyone drinks, not everyone, but people have a

recently like, I knew in the back of my mind I always AUDIT-Cf glass of wine here and there. That’s not something to

was one...I just didn’t think my drinking was as heavy _ «~+ | be worried about. If it’s every day, then maybe

as real alcoholics. #1 5.68 (3.24) U =35001.00 something you should be telling. Maybe I wouldn’t
3.97 (2.42) tell them the truth. #6

aGeneral Help-Seeking Questionnaire (range 10 — 70); PEnacted Stigma; ¢Anticipated Stigma, 9Internalized Stigma, ¢Drug Abuse
Severity Test-10 (range 0 — 10); fAlcohol Use Disorder Identification Test-Concise (range 0 — 12). ** p < 0.001; * p < 0.05

8¢T
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Chapter 6: Conclusion

To re-state, the purpose of this dissertation was multi-faceted. Overall, examining the
psychological constructs of guilt and shame, and three stigma mechanisms, sought to uncover
how these relationships impact outcomes of problematic substance use and help-seeking
intention. For study one, the purpose was to examine the relationship between internalized-,
anticipated-, and enacted-stigma and substance use severity. Secondly, to cross-sectionally
examine the pathway between enacted, anticipated, and internalized stigma and substance use
severity among substance using adults and to identify the potential role of shame and guilt in
moderating the effects of stigma on substance use severity. The purpose for study two was
similar to study one in that examining the relationship between internalized-, anticipated-, and
enacted-stigma, and help-seeking intention, along with examining the potential moderating role
of shame and guilt in this pathway. Additionally, to use an explanatory mixed methods approach
to explore the lived experiences of individuals who use substances via semi-structured interviews
utilizing Grounded Theory. Specifically, the interconnectedness of stigma, guilt, shame,
substance use, and potential related impacts on help-seeking intention. This conclusion will
highlight the main findings and is organized by each study, with subsequent original research
questions, hypotheses, and connection to the existent body of literature.
Study 1: Research Questions, Findings, and Hypotheses

RQ 1). Does internalized-, anticipated-, and enacted-stigma significantly associate with
substance use severity (problematic alcohol and/or drug use)?

Enacted, anticipated, and internalized stigma each had a significant positive association
with a problematic alcohol use screen (r = 0.081, p < 0.016; r = 0.078, p < 0.019; r =0.140, p <

0.001), respectively, and enacted, anticipated, and internalized stigma each had a significant
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positive association with a problematic drug use screen (r = 0.315, p < 0.001; r =0.307, p <
0.001; r =0.269, p < 0.001), respectively.

Hypothesis 1). Internalized-, anticipated-, and enacted-stigma will each significantly
associate with substance use severity (problematic alcohol and/or drug use).

Confirmation of hypothesis one is consistent with findings in the literature, internalized-,
enacted-, and anticipated stigma each had a significant positive association with a problematic
drug and alcohol use screen, which is consistent with the literature. Among a sample of primary
care patients, internalized stigma was found to associate with substance use problems (Kulesza et
al., 2017) and Brown et al. (2015) found fear of enacted stigma associated with temptation to use
substances among those with SUDs (Brown et al., 2015).

RQ 2). Does internalized-, anticipated-, and enacted-stigma significantly associate with
guilt and/or shame?

Shame had a significant negative correlation with enacted stigma (r =-0.128, p < 0.001)
and anticipated stigma (r = -0.108, p < 0.001), yet had a significant positive association with
internalized stigma (r = 0.099, p < 0.001). Guilt additionally had a significant negative
association with enacted stigma (r = -0.107, p < 0.002), and anticipated stigma (r = -0.110, p <
0.001), yet also exhibited a significant positive association with internalized stigma (r =-0.118, p
< 0.001).

Hypothesis 2). Internalized-, anticipated-, and enacted-stigma will have a significant
positive association with guilt and shame.

Surprisingly, shame had a significant negative association with enacted and anticipated
stigma yet had a significant positive association with internalized stigma. These findings may

point to research examining the behavioral withdrawing effects shame has been found to have
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(Cohen et al., 2011; Wolf et al., 2010), thus, shame proneness in individuals may cause them to
retreat and not often experience enacted or anticipated stigma. Given that internalized stigma and
shame are very similar constructs, this positive association is of no surprise. Guilt additionally
had significant negative associations with enacted and anticipated stigma yet had a significant
positive association with internalized stigma. Given the adaptive nature guilt has shown on
behavioral effects (Patock-Peckham et al., 2018; Snoek et al., 2021), this could explain such a
relationship. If guilt increases, adaptive behavioral strategies may be employed, thus enacted and
anticipated stigma are likely to affect individuals at lower levels. Future work is needed to
examine baseline levels of guilt and shame and how this could affect severity of substance use
and related mechanisms of stigma.

RQ 3). Does shame and/or guilt act as a significant moderator between internalized-,
anticipated and enacted-stigma and substance use severity (non-problematic and/or problematic
alcohol and drug use)? Does shame and/or guilt significantly predict substance use severity (non
problematic and/or problematic alcohol and drug use)?

Internalized stigma (df = 3, %= 41.24, p < 0.001), enacted stigma (df = 3, y?>=46.96, p <
0.001), guilt (df = 3, ¥>=20.53, p < 0.001) and the interaction of internalized stigma*guilt (df =
3, x*=10.51, p = 0.015) were significant predictors of ALC, DRUG, and ALC_DRUG. The first
category of the dependent variable, NO_ALC_DRUG was utilized as the reference group (group
1), or baseline category, for each comparison and the findings were interpreted accordingly.
Upon examination of the Analysis of Maximum Likelihood Estimates, internalized stigma was
significant (p < 0.001) for ALC (B = 0.800, y?=19.62), DRUG (B = 0.888, y2= 25.04), and
ALC DRUG (B =1.078, y>=40.58). As internalized stigma increased by one unit, the

multinomial log-odds for having a problematic screen for alcohol use relative to no screen for
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problematic drug or alcohol use are expected to increase by 0.800 units; the multinomial log-
odds for having a problematic screen for drug use relative to no screen for problematic drug or
alcohol use are expected to increase by 0.888 units; and, the multinomial log-odds for having a
problematic screen for both alcohol and drug use relative to no screen for problematic drug or
alcohol use are expected to increase by 1.078 units, while holding all other variables in the model
constant.

Enacted stigma was significant (p < 0.001) for DRUG (B = 0.759 y?= 24.37) and was
significant (p < 0.001) for ALC_DRUG (B = 0.529, y?=12.60). As enacted stigma increased by
one unit, the multinomial log-odds for having a problematic screen for drug use relative to no
screen for problematic drug or alcohol use are expected to increase by 0.759 units, and the
multinomial log-odds for having a problematic screen for both alcohol and drug use relative to
no screen for problematic drug or alcohol use are expected to increase by 0.529 units, while
holding all other variables in the model constant.

Guilt was significant (p = 0.004) for DRUG (B = -0.286, y?= 8.36) and significant (p <
0.001) for ALC_DRUG (B =-0.378, y?= 16.58). As guilt increased by one unit, the multinomial
log-odds for having a problematic screen for drug use relative to no screen for problematic drug
or alcohol use are expected to decrease by 0.286 units, and the multinomial log-odds for having a
problematic screen for both alcohol and drug use relative to no screen for problematic drug or
alcohol use are expected to decrease by 0.378 units, while holding all other variables in the
model constant.

Finally, the interaction term of internalized stigma*guilt was significant (p = 0.013) for
ALC (B = -0.321, x?= 6.23) and significant (p = 0.013) for ALC_DRUG (B = -0.295, y2= 6.14).

Guilt significantly moderated the relationship between internalized stigma and a problematic
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alcohol use screen; as guilt-proneness increases, the effect internalized stigma has on predicting a
problematic alcohol use screen (relative to no screen for problematic alcohol or drug use) is
buffered as the multinomial log-odds are expected to decrease by 0.321 units. Additionally, guilt
significantly moderated the relationship between internalized stigma and a problematic screen
for both alcohol and drug use; as guilt-proneness increases, the effect internalized stigma has on
predicting a problematic screen for both alcohol and drug use (relative to no screen for
problematic alcohol or drug use) is buffered as the multinomial log-odds are expected to
decrease by 0.295 units. Shame did not significantly predict disordered substance use
membership and is discussed in the hypothesis section below.

Hypothesis 3a). The relationship between internalized-, anticipated-, and enacted-stigma,
and substance use severity (non-problematic and problematic alcohol and drug use) will be
stronger among those with greater levels of shame. Shame will be a significant predictor of both
non-problematic and problematic alcohol and drug use.

The findings on shame in the literature are much less consistent than guilt. While guilt is
often found displaying protective or adaptive effects (Patock-Peckham et al., 2018; Treeby et al.,
2018; Vaish, 2018) , shame displays mixed results (Bilevicius et al., 2018; Cameron et al., 2020;
Luoma et al., 2019). Patock-Peckham et al. (2018) found that individuals higher in shame
proneness used more alcohol use and had increased negative outcomes, while those with higher
guilt proneness drank less alcohol and had fewer adverse outcomes. Treeby et al. (2018) found
guilt displayed increased protective behavioral tactics during periods of active alcohol use, while
shame was unrelated. Vaish (2018) examined the pro-social function of guilt as an evolutionary
mechanism in child development and found guilt to motivate reparative action and additionally

served to appease and elicit empathy from the affronted when displayed publicly. Conversely,
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shame, while often examined separately and in tandem from guilt, the findings are mixed. Shame
is related to urges for suicide but not substance use (Cameron et al., 2020), and other adverse
behavior such as gambling (Bilevicius et al., 2018) and eating disorders (Cavalera et al., 2016).
Dearing et al. (2005) found in three separate studies that shame generally associated with
substance use problems, but guilt was inversely related (Dearing et al., 2005). Snoek et al.
(Snoek et al., 2021) discussed the need to move beyond the common view that guilt and shame
function via opposing means, as this does a disservice to treatment. They encourage the need to
shift towards a more productive approach regarding these emotions, such as highlighting how
these emotions can either be destructive or constructive, depending on how an individual
manages them. This is consistent with an adaptive signal towards shame found in Dickerson et
al. (2004) work on shame functioning as an adaptive social function by the promotion of social
roles and compassion inducing when seen in others (Dickerson et al., 2004).

Thus, the mixed findings on shame could explain why shame did not significantly predict
disordered use among this sample. While shame associated with the three stigma mechanisms
and guilt, it did not significantly associate with a positive screen for alcohol or substance use,
however, the sample’s makeup of self-report substance using adults (mean age 34.7). Thus, the
effects of shame could potentially wane over time or phase of substance use (e.g., time from
initiation of substance use to SUD). Collectively, SUDs associate with societal stigma (Kulesza
etal., 2013; Kulesza et al., 2014; Palamar et al., 2012; Smith et al., 2016) and overall shame
(Batchelder et al., 2022; Wiechelt, 2007), however, individuals who use substances
problematically may not experience shame the same way as less severe users of substances do, or
they may separate it from their identity and use. Meehan et al. (1996) found those in recovery

from SUDs had higher levels of shame than their non-disordered using peers (Meehan et al.,
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1996), suggesting the role identity plays in substance using populations may be larger than once
thought. Shame may be expressed and associated differently during distinctive phases of life. For
example, in Singer and colleagues (2008) work they found that older adults when compared to
college students described their self-defining memories in much more positive language and
integrative to their life. In contrast, Tangney and colleagues (1996) examined shame and guilt
across the lifespan among children, adolescents, college students, and adults and found shame
related to maladaptive responses to anger across all groups, but guilt related to adaptive anger
handling strategies (Tangney, Wagner, et al., 1996). Future work needs to continue to examine
and parse out the nuances of shame, specifically in the context of disordered substance use,
across the lifespan and in longitudinal studies, as the findings are mixed.

Hypothesis 3b). The relationship between internalized-, anticipated-, and enacted-stigma,
and substance use severity (non-problematic and problematic alcohol and drug use) will be
stronger among those with greater levels of guilt. Guilt will be a significant predictor of both
non-problematic and problematic alcohol and drug use.

Highlighting the main findings, the multinomial logistic regression found guilt to be a
significant moderator in the pathway between internalized stigma and a positive screen for
problematic alcohol use, and a positive screen for problematic alcohol and drug use. Thus, those
with higher levels of guilt were less likely to have a positive screen for either disordered
outcome. Guilt’s role in substance using populations has been established as an adaptive
behavioral mechanism, where individuals who have increased guilt-proneness are less likely to
experience disordered substance use (Hequembourg & Dearing, 2013) and are more likely to
seek help (Treeby et al., 2018). Separate from the interaction of guilt and internalized stigma, the

main effects of enacted stigma, internalized stigma, and guilt predicted group membership to
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disordered substance use categories. Internalized stigma predicted group membership to three of
the outcome groups (positive screen for alcohol use, positive screen for drug use, and a positive
screen for both alcohol and drug use) with no positive screen for alcohol and drug use as the
reference group, which is consistent with the deleterious associations this stigma mechanism has
with problematic substance use (Batchelder, Foley, Kim, et al., 2021; Kulesza et al., 2017).

Enacted stigma predicted group membership to a positive screen for disordered drug use
and to disordered alcohol and drug use, which is also consistent with the damaging effects
enacted stigma has among people who use substances by considering them as less capable
(Khalid et al., 2020) and a decreased likelihood to seek help ((Earnshaw et al., 2021; Fong et al.,
2021; Luoma et al., 2007). Earnshaw et al., (2021) found that those in recovery from opioid use
disorder (OUD) who had greater substance dependency experienced more enacted stigma from
those whom they told about their struggles (Earnshaw et al., 2021), suggesting a need to examine
causality among stigma mechanisms and disordered use.

Lastly, guilt predicted group membership to a positive screen for disordered use of drugs,
and a positive screen for disordered use of alcohol and drug screens. Of interest, guilt did not
predict membership to a disordered alcohol use only screen, which could speak to the
aforementioned decreased level of societal stigma towards alcohol use and the commonality with
which the substance is used in America. When drugs entered the equation, guilt predicted both
groups inclusive of disordered screens suggesting guilt’s adaptive effects may be no match for

the stigma surrounding substances other than alcohol.
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Study 2: Research Questions, Findings, and Hypotheses

RQ 1). How does the lived experience of individual substance users, regarding
internalized-, anticipated-, and enacted-stigma, guilt, and shame, effect their lives (i.e., substance
using behaviors and help-seeking intention)?

Hypothesis 1). Shame, guilt, and internalized-, anticipated-, and enacted-stigma will be
discussed as integral (perpetuating further use and inhibition of help-seeking behavior) to the
substance-using community and as barriers to seeking effective treatment.

This original research question and hypothesis was developed based on the initial purely
qualitative design study two was going to execute. Thus, the interviews would and did provide
context to the question and hypothesis in a more exploratory manner. However, with the use of
an explanatory mixed methods approach, participant narratives were held alongside the
guantitative findings to integrate meaning and develop a deeper understanding of the survey
findings. The aforementioned constructs in the research question were all discussed as integral to
substance use behaviors, identity, and drivers of poor self-care. Guilt was discussed mostly in
adaptive language, while shame was not. Use of a mixed methods analysis allowed us to better
examine our sample’s quantitative responses surrounding substance use, guilt, shame, help-
seeking, and three stigma mechanisms, through the lens of their own understanding.

RQ 2). Does internalized-, anticipated-, and enacted-stigma significantly associate with
help-seeking intention?

Internalized-, enacted-, nor anticipated-stigma displayed a significant association with
help-seeking intention among this sample of substance using adults. Help-seeking intention had a

significant positive association with both shame (r = 0.127, p < 0.001) and guilt (r =0.182, p <
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0.001) yet the data did not support any further significant associations between help-seeking
intention and study variables.

Hypothesis 2). Internalized-, anticipated-, and enacted-stigma will each significantly
associate with help-seeking intention.

Participants consistently highlighted how problematic stigma surrounding help-seeking
was and had been in their lives, and how stigma related to specific substances was societally
driven. Narratives were consistent with the literature that emphasizes drivers of stigma (Stangl et
al., 2019) and the deleterious health outcomes of not only putting off seeking treatment for
substance related problems, but for seeking care at all due to mistrust and previous mistreatment
(Earnshaw et al., 2012).

RQ 3). Does shame and/or guilt act as a significant moderator between internalized-,
anticipated-and enacted-stigma, and help-seeking intention? Does shame and/or guilt
significantly predict help-seeking intention?

Multiple linear regression was utilized to test if the independent variables (internalized
stigma, enacted stigma, anticipated stigma, shame, and guilt) and the interaction terms (enacted-
stigma*guilt, enacted-stigma*shame, anticipated-stigma*guilt, anticipated-stigma*shame,
internalized-stigma*guilt, and internalized-stigma*shame) were significant predictors of help-
seeking intention as assessed by use of the GHSQ. The fitted regression for the overall model
was significant, F(11, 988) = 4.024, p < 0.001. However, the amount of variance explained by
the entered predictors was quite small, R?= 0.043, meaning 4.3% of the variance in help-seeking
can be explained by the entire model. Of importance, guilt positively related to help-seeking; on

average, individuals increased help-seeking by .974 units per unit of guilt (£ = 0.132, p < 0.001).

Additionally, the interaction term enacted stigma*guilt was significant (= 0.076, p = 0.017).
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Upon examining the scatter plot (categorizing enacted stigma into 2 levels; low and high),
enacted stigma was a stronger predictor of help-seeking intention among those with higher levels
of guilt.

Hypothesis 3a). The relationship between internalized-, anticipated-, and enacted-stigma,
and help-seeking intention will be stronger among those with greater levels of shame. Shame
will not be a significant predictor of help-seeking intention.

Hypothesis 3b). The relationship between internalized-, anticipated-, and enacted-stigma,
and help-seeking intention will be stronger among those with greater levels of guilt. Guilt will be
a significant predictor of help-seeking intention.

Importantly, study findings uncover how guilt impacts the relationship between enacted
stigma and help-seeking intention which has yet to be examined mechanistically. In those with
higher guilt proneness enacted stigma was a stronger predictor of help-seeking intention.
However, no significant difference was found in mean guilt between those who had sought help
and those who had not. Alarmingly, internalized-, enacted-, and anticipated-stigma had higher
averages for those who had ever sought help compared to those who had not, suggesting
previous experience with treatment seeking services may be a deterrent to seeking help again in
the future. Many studies echo the existent stigma that pervades the healthcare system that only
serves as a barrier to those who may otherwise seek help, from doing so (Czyz et al., 2013;
Garpenhag & Dahlman, 2021; Sharp et al., 2015; Sirey, Bruce, Alexopoulos, Perlick, Friedman,
et al., 2001)

Of interest, shame did not have a significant association with a problematic drug or
alcohol screen, nor was shame a predictor of help-seeking intention. Given the maladaptive

nature of shame as discussed in the literature (Cummings & Baumann, 2021; Luoma et al.,
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2019), the latter is of no surprise. While shame has been found to be a predictor of substance use
and other adverse behaviors (Bilevicius et al., 2018; Wiechelt, 2007), many studies have
examined this in early phases of individual substance use (e.g., college years) (Li et al., 2020;
Patock-Peckham et al., 2018). The mean age of the present study was 34.7 (SD = 12.45) which is
well beyond the traditional undergraduate college years (e.g., 18-22) which likely influenced the
study variables, specifically shame. The narratives echoes this as well as many participants
described how shame was non-issue for them or how shame minimally impacted their behavior.
The examination of mean differences among study variables between those who had ever
sought help compared to those who had never sought help arose as a secondary question as the
study findings were integrated. Given the outcome was help-seeking intention, this was deemed
acceptable by the researcher and her committee and was considered an important question to
analyze and answer. Roughly 20% of the sample reported some form of help-seeking whether
past or present yet the mean GHSQ of those who had sought help compared to those who had
not, was not significantly different. This could point to a multitude of factors. It is well known in
the literature that stigma associated with substance use and help-seeking is synonymous with
mental health stigma’s negative impact on help-seeking (Halter, 2004; Link et al., 2004; Sharp et
al., 2015; Vogel et al., 2013). However, the mean age of the sample (as noted previously), could
have impacted the participants’ perception of stigma surrounding substance use by dulling the
effects it has on younger populations. Thus, among a sample of substance using adults, help-
seeking intention did not differ between those who had sought help and those who had not, as
echoed in participant narratives describing their identity as separate from their substance use.
However, there were significant mean differences between the ever help-seekers and

never help-seekers in enacted stigma, anticipated stigma, internalized stigma, shame, and total
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DAST-10 and total AUDIT-C scores. The total score of the former two instruments was used
given the sample mean was generated versus a dichotomous outcome of problematic yes/no.
Importantly, those who had sought help had higher means of each of the three stigma
mechanisms, which further points to the stigma in healthcare and treatment settings (Earnshaw &
Quinn, 2012; Garpenhag & Dahlman, 2021; Khalid et al., 2020; Smith et al., 2016). Also, those
who had sought help had higher mean total DAST-10 and AUDIT-C scores. Given that
individuals often seek help when substance use and related behaviors interfere with their lives at
problematic levels, this mean difference is of no surprise. Of interest, those who had sought help
had lower mean shame when compared to those who had not sought help. Thus, confounding the
findings yet again about whether shame is maladaptive or adaptive.

While shame did not predict group membership in a positive screen for alcohol
use, drug use, or both, the sample’s makeup of self-report substance using adults could have
played a role in this outcome. Additionally, shame did not associate with problematic screens for
alcohol or drug use Consistent with the literature, guilt demonstrated protective effects on
severity of substance use by decreasing probabilities of membership to problematic alcohol or
problematic alcohol and drug use screens and was found to serve in an adaptive role in terms of
increased guilt led to increased help-seeking intention. Enacted stigma and internalized stigma
were significant predictors of group membership, thus, speaking to the deleterious effects
mechanisms of stigma have on severity of substance use. Each of the three stigma mechanisms’
means were higher for those who had sought help previously compared to those who had not,
alluding to the pervasive stigma that negatively impacts individuals who seek help and how that
may limit future attempts at help-seeking. While help-seeking intention did not differ between

those who had sought help and those who had not, participants thoughtfully described how
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stigma had impacted them from previous help-seeking experiences and would drastically impact
their future help-seeking intention.

Future research needs to examine how management of individual guilt may lead to
potentially decreased severe health outcomes. Given the adaptive tendencies guilt displayed in
the present study, research needs to examine if levels of baseline guilt are existent in substance
using populations, and how to strategically use this construct to prevent negative health
implications tied with substance use. Future research need identify how to mitigate the effects of
stigma on individuals by continued examination of various substance using populations and
health outcomes. Importantly, public health has a continued crisis on hand with limited rates of
help-seeking which ultimately leads to decreased life-expectancy. Substance using populations
need their voices heard when policy and prevention tactics are developed, as their buy-in will be

the only thing that moves the needle.
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Appendix B: Instruments

Guilt and Shame Proneness Scale (GASP)

Instructions: In this questionnaire you will read about situations that people are likely to
encounter in day-to-day life, followed by common reactions to those situations. As you read each
scenario, try to imagine yourself in that situation. Then indicate the likelihood that you would
react in the way described.

1. 2. 3. 4. 5. 6. 7.
Very Unlikely Unlikely Slightly Unlikely About 50% Likely Slightly Likely Likely Very Likely

1. After realizing you have received too much change at a store, you decide to keep it
because the salesclerk doesn’t notice. What is the likelihood that you would feel uncomfortable
about keeping the money?

2. You are privately informed that you are the only one in your group that did not make
the honor society because you skipped too many days of school. What is the likelihood that this
would lead you to become more responsible about attending school?

3. You rip an article out of a journal in the library and take it with you. Your teacher
discovers what you did and tells the librarian and your entire class. What is the likelihood that
this would make you would feel like a bad person?

4. After making a big mistake on an important project at work in which people were
depending on you, your boss criticizes you in front of your coworkers. What is the likelihood
that you would feign sickness and leave work?

5. You reveal a friend’s secret, though your friend never finds out. What is the
likelihood that your failure to keep the secret would lead you to exert extra effort to keep secrets
in the future?

6. You give a bad presentation at work. Afterwards your boss tells your coworkers it
was your fault that your company lost the contract. What is the likelihood that you would feel
incompetent?

7. A friend tells you that you boast a great deal. What is the likelihood that you would
stop spending time with that friend?

8. Your home is very messy and unexpected guests knock on your door and invite
themselves in. What is the likelihood that you would avoid the guests until they leave?

9. You secretly commit a felony. What is the likelihood that you would feel remorse
about breaking the law?

10. You successfully exaggerate your damages in a lawsuit. Months later, your lies are
discovered and you are charged with perjury. What is the likelihood that you would think you are
a despicable human being?

11. You strongly defend a point of view in a discussion, and though nobody was aware
of it, you realize that you were wrong. What is the likelihood that this would make you think
more carefully before you speak?

12. You take office supplies home for personal use and are caught by your boss. What
is the likelihood that this would lead you to quit your job?

13. You make a mistake at work and find out a coworker is blamed for the error. Later,
your coworker confronts you about your mistake. What is the likelihood that you would feel like
a coward?
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14. At a coworker’s housewarming party, you spill red wine on their new cream-
colored carpet. You cover the stain with a chair so that nobody notices your mess. What is the
likelihood that you would feel that the way you acted was pathetic?

15. While discussing a heated subject with friends, you suddenly realize you are
shouting though nobody seems to notice. What is the likelihood that you would try to act more
considerately toward your friends?

16. You lie to people but they never find out about it. What is the likelihood that you
would feel terrible about the lies you told?

GASP SCORING: The GASP is scored by averaging the four items in each subscale.
Guilt—Negative-Behavior-Evaluation (NBE): 1, 9, 14, 16

Guilt-Repair: 2, 5, 11, 15

Shame—Negative-Self-Evaluation (NSE): 3, 6, 10, 13

Shame—Withdraw: 4, 7, 8, 12

Cohen, T. R., Wolf, S. T., Panter, A. T., & Insko, C. A. (2011). Introducing the GASP scale: a
new measure of guilt and shame proneness. J Pers Soc Psychol, 100(5), 947-966.

Past Treatment/Help-Seeking
*Response options are ‘yes’ or ‘no’ and scored as ‘1’ or ‘0’
1. Have you ever sought professional, or non-professional help for your substance use?

Current Treatment/Help-Seeking
*Response options are ‘yes’ or ‘no’ and scored as ‘1’ or ‘0’
1. Are you currently seeking professional, or non-professional help for your substance use?

The Drug Abuse Screening Test (DAST-10)
*All items have the response option of ‘yes’ or ‘no’ and are scored as either ‘1°, or ‘0’.

Directions: The following questions concern information about your involvement with drugs
(NOT alcohol or tobacco) in the past 12 months. Drug abuse refers to (1) the use of prescribed or
“over-the-counter” drugs in excess of the directions, and (2) any non-medical use of drugs. The
various classes of drugs may include cannabis (e.g., marijuana, hash), solvents, tranquilizers
(e.g., Valium), barbiturates, cocaine, stimulants (e.g., speed), hallucinogens (e.g., LSD) or
narcotics (e.g., heroin). Please carefully read each statement then decide whether your answer is
YES or NO. If you have difficulty with a statement, please choose the response that is mostly
right. YES NO

1. Have you used drugs other than those required for medical reasons?
2. Do you abuse more than one drug at a time?
3. Areyou always able to stop using drugs when you want to?

(If never use drugs, answer ‘yes’).

4. Have you had “blackouts” or “flashbacks” as a result of drug use?
5. Do you ever feel bad or guilty about your drug use? If never use drugs,
choose ‘no.’

6. Does your spouse (or parents) ever complain about your involvement with
drugs?
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~

Have you neglected your family because of your use of drugs?

Have you engaged in illegal activities in order to obtain drugs?

9. Have you ever experienced withdrawal symptoms (felt sick) when you
stopped taking drugs?

10. Have you had medical problems as a result of your drug use

(e.g., memory loss, hepatitis, convulsions, bleeding, etc.)?

©

Scoring and interpretation: A score of “1” is given for each YES response, except for item #3,
for which a NO response is given a score of “1.”

DAST-10 Score Degree of Problems Related to Suggested Action
Drug Abuse
0 No problems reported None at this time
1-2 Low level Monitor, re-asses at a later date
3-5 Moderate level Further investigation
6-8 Substantial level Intensive assessment
9-10 Severe level Intensive assessment

Skinner, H. A. (1982). The Drug Abuse Screening Test. Addictive Behavior, 7(4), 363-371.

The Alcohol Use Disorders Identification Test-Concise (AUDIT-C)

*AUDIT-C is scored on a scale of 0-12. Each question has 5 answer choices valued from 0 to 4
points. In men, a score of 4 or more is considered positive (optimal for identifying hazardous
drinking or active alcohol use disorders). In women, a score of 3 or more is considered positive.
Generally, the higher the score, the more likely it is that a person’s drinking is affecting his or
her safety.

1. How often did you have a drink containing alcohol in the past year?
‘never’, ‘monthly or less’, ‘2-4 times a month’, ‘2-3 times a week’, ‘4 or more times a week’

2. How many drinks containing alcohol did you have on a typical day when you were drinking
in the pastyear? ‘lor2’,‘3o0r4’,Sor6’,7t09’,’10 or more’

3. How often do you have six or more drinks on one occasion in the past year?
‘never’, ‘less than monthly’, ‘monthly’, ‘weekly’, ‘daily or almost daily’

Bush K, Kivlahan DR, McDonell MB, et al (1998). The AUDIT alcohol consumption questions (AUDIT-
C): an effective brief screening test for problem drinking. Ambulatory Care Quality Improvement Project
(ACQUIP). Arch Intern Med. 158:1789-95.

General Help Seeking Questionnaire (GHSQ)

*Response options are listed on a 7-point Likert-type scale with the odd values listed as having a
corresponding meaning ‘1’ ‘Extremely Unlikely’, ‘3° ‘Unlikely’, ‘5° ‘Likely’, and ‘7°,
‘Extremely Likely’.
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*Scoring of the GHSQ sums the help-source a — j items with higher sum scores indicating greater
help-seeking intention.

If you were having problems related to your substance use, how likely is it that you would seek
help from the following people? Please indicate your response by selecting the number that best
describes your intention to seek help from each help source that is listed.

a. Intimate partner (e.g., girlfriend, boyfriend, husband, wife, de’ facto)

b. Friend (not related to you)

c. Parent

d. Other relative/family member

e. Mental health professional (e.g., psychologist, social worker, counsellor)
f. Phone helpline (e.g., Lifeline)

g. Doctor/GP

h. Minister or religious leader (e.g. Priest, Rabbi, Chaplain)

i. I would not seek help from anyone

J- I would seek help from another not listed above

Wilson, C. J., Deane, F. P., Ciarrochi, J. V., & Rickwood, D. (2005). Measuring help seeking intentions:
properties of the general help seeking questionnaire.

Substance Use Stigma Mechanism Scale (SU-SMS)

*All responses are given on a 5-point Likert-type scale, with higher scores indicating greater
endorsement of substance use stigma. Enacted (6 items), Anticipated (6 items), Internalized (6
items) scales can be created by taking the average of the item responses given for each stigma
mechanism respectively. Stigma source sub-scales can be created for Enacted and Anticipated
stigma by taking the average responses given for the healthcare worker (3 items) and family
members (3 items) item responses respectively.

Instructions: The following questions ask about your alcohol and/or drug use history, this
includes any past or current experiences using alcohol and/or drugs. Please think about each
question and circle your answer. The first group of questions asks about how people have treated
you in the past because of alcohol and/or drug use history. The second group of questions asks
about how people will treat you in the future because of your alcohol and/or drug use history.

ENACTED STIGMA (header can be omitted in survey)
How often have people treated you this way in the past because of your alcohol and/or drug use
history? Response options: “never”, “not often”, “somewhat often”, “often”, and “very often”.

1). Family members have thought that I cannot be trusted.

2). Family members have looked down on me.

3). Family members have treated me differently.

4). Healthcare workers have not listened to my concerns.

5). Healthcare workers have thought that I’m pill shopping or trying to con them into giving
me prescription medications to get high or sell.

6). Healthcare workers have given me poor care.
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ANTICIPATED STIGMA (header can be omitted in survey)
How likely is it that people will treat you in the following ways in the future because of your

% <e¢ 2% <¢

alcohol and/or drug use history? Response options: “very unlikely”, “unlikely”, “neither unlikely

99 ¢

nor likely”, “likely”, and “very likely”.

1). Family members will think that I cannot be trusted.
2). Family members will look down on me.

3). Family members will treat me differently.

4). Healthcare workers will not listen to my concerns.

5). Healthcare workers will think that I’m pill shopping, or trying to con them into giving
me prescription medications to get high or sell.
6). Healthcare workers will give me poor care.

INTERNALIZED STIGMA (header can be omitted in survey)
How do you feel about your alcohol and/or drug use history? Response options: “strongly

2 <6 9% ¢¢

disagree”, “disagree”, “neither disagree nor agree”, “agree”, and “strongly agree”.

1). Having used alcohol and/or drugs makes me feel like I’'m a bad person.
2). I feel I’'m not as good as others because | used alcohol and/or drugs.
3). | feel ashamed of having used alcohol and/or drugs.

4). | think less of myself because | used alcohol and/or drugs.

5). Having used alcohol and/or drugs makes me feel unclean.

6). Having used alcohol and/or drugs is disgusting to me.

Smith, L. R., Earnshaw, V. A., Copenhaver, M. M., & Cunningham, C. O. (2016). Substance use stigma:
Reliability and validity of a theory-based scale for substance-using populations. Drug and alcohol
dependence, 162, 34-43.

Substance Use Questionnaire

*Participants will read the following clarification, “Prescription drug misuse refers to use of
prescription medication in a way not specifically directed by a doctor. To clarify: any use
without your own prescription, for recreational purposes, taking a higher dose than prescribed,
using more frequently than directed or continued use despite no longer experiencing the problem
for which it was prescribed.” Additionally, “Over-the-counter drug misuse is any drug you can
buy without a prescription (i.e., Robitussin) taken in any way other than as directed on the label.”

*Response options on a 7-point Likert-type scale from 1 to 7, 1 “never”, 2 “1-2 occasions”, 3 “3-
5 occasions”, 4 “6-9 occasions”, 5 “10-19 occasions™, 6 “20-39 occasions”, and 7 “40 or more
occasions”.
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1.) On how many occasions in the past 12-months have you used any of the following:
1 2 3 4 5 6 7

Cocaine

Crack

LSD/Acid

Ketamine
Cannabis/Marijuana
MDMA/Ecstasy
Methamphetamines
Heroin
Psilocybin/Mushrooms
Other:

2.) On how many occasions in the past 12-months have you misused over-the-counter drugs (i.e.,
Tylenol, Robitussin, Motrin, Claritin, etc.)?

3.) On how many occasions in the past 12-months have you misused prescription opioid pain-
relieving medications (i.e., opioids like Vicodin, OxyContin, Percocet, Darvocet, buprenorphine,
morphine, hydrocodone, oxycodone, methadone, fentanyl, or other such opioids)?

4.) On how many occasions in the past 12 months have you misused prescription Stimulant
medications (i.e., Adderall, Ritalin, Concerta, Dexedrine, or other such stimulants)?

5.) On how many occasions in the past 12 months have you misused prescription Sedative
medications (i.e., Ambien, Lunesta, Sonata, Zaleplon, Zolpidem, or other such sedatives)?

6.) On how many occasions in the past 12 months have you misused prescription Tranquilizing
medications (i.e., Xanax, Klonopin, Soma, Valium, Clonazepam, Flexeril or other such
sedatives)?

7.) On how many occasions in the past 12 months have you misused any other prescription
medications?
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Semi-Structured Interview Guide — Script

Introduction:

Hello, my name is Nicole and | work with the University of Arkansas. Thank you for agreeing to
take part in this discussion today about your personal substance use. | am interested in learning
more about why individuals use substances, and how stigma, shame, guilt, and other aspects may
impact substance use and other factors. I’'m here today to learn from you. There aren’t any right
or wrong answers. | want to hear your point of view. | am here today to ask questions and to
listen to you.

| am recording this discussion today because it is impossible for me to listen to you and take
notes, and I want to make sure I don’t miss anything that you say. The video recording will be
destroyed, and only an audio recording will be kept. The audio recording will be used to develop
a transcript of our conversation, then will be destroyed.

The developed transcript will be de-identified; this means that your name, location, and any other
identifiable information about you will not be used in my report. Also, you may turn your camera
off if you prefer. Is it alright if | record this interview?

Before we begin, will you please read over the consent form and type your Prolific ID in the chat
box so | may verify | have the right interviewee?

VERIFY ID IN CHAT BOX
**ONCE CONSENT IS READ & ID IS VERIFIED**

Do you have any questions before we get started?
Are you ready to begin?

At this time, I’d like to ask that you turn your cell phone off and close your email and messaging
on your computer. -1 just did that on my computer to make sure | do not have any distractions
pop up during our discussion.

Alright, let’s begin the interview now [double check | am recording]:

Ease in questions

Can you tell me about your first experience with (insert substance here)?

Probes: What was memorable about that experience?

What did you like/not like about that first time?

What was going on in your life when you started using/drinking?

Can you tell me about your setting during this time? (i.e., alone, with friends, etc.)

Can you tell me about your current substance use?
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Probes: What is it about... that you like today?

Is there anything that impacts your substance use? (i.e., life, stress, etc.)

Do you like to use substances more when you are alone, or with others, or a mix?
Can you tell me more about that?

What do you not like about drinking or using?

Along those same lines, is there anything that worries or concerns you about your
substance use?

Can you tell me about how your substance use has changed since your first time that you tried it
or experimented with it?

Have you ever stopped or tried to limit your use?

Probes: If yes, can you tell me more about that?
If no, do you know of anyone else who has? What happened?

How would you describe yourself to someone who didn’t know you and couldn’t see you?

Probes: How would you rate your physical health on a scale of 1-10?
How would you rate your mental health on a scale of 1-10?

How would your friends describe you?

How would your family describe you?

How would a doctor or other healthcare provider describe you? (Or what might they think about

you?)

Has anyone ever complained about your substance use? (partner, friend, etc.)

Probes: If yes, can you tell me about this?
If no, do you know anyone that has complained about someone’s substance use?
Such as a friend’s partner, or a relative?

Have you ever had a problem with someone else’s substance use?

Probes: If yes, can you tell me about this?
If no, why do you think some people might have a problem with another’s substance use?

Shame and Guilt:

Do you think about yourself as a person who uses substances?

Probes: If yes, can you tell me about this?
If no, why do you think some people do and some don’t?

Do you feel like your substance use is part of who you are?
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Probes: If yes, can you tell me about this?
If no, can you tell me why you think it isn’t?

What emotions do you feel when you think of or talk about your substance use?

Why do you think these emotions come up? [if none, skip]

Do you feel like you can talk about substance use with anyone important to you?
Probes: If yes, can you tell me more about this?
If no, why do you not talk about it with anyone?

Does anyone you know talk about their substance use with you?
Probes: If yes, can you tell me more about this?
If no, why do you think no one talks to you about this?

When you hear the word ‘shame’, what does it mean to you?

Probes: Can you describe this emotion to me?

Do you ever feel shame about your use of drugs and/or alcohol?

Probes: If yes, can you tell me more about a time that you felt shame while using or after
using?

If no, do you know anyone that might feel shame about using drugs or alcohol?

If yes, can you tell me more about this.

If no, why do you think some people feel shame about using drugs or alcohol and others
do not?

When you hear the word ‘guilt’, what does it mean to you?

Probes: Can you describe this emotion to me?

Do you ever feel guilty about using drugs and/or alcohol?

Probes: If yes, can you tell me more about a time that you felt guilty while using or after
using?

Do you think guilt impacts your substance use?

What else do you think your feelings of guilt impact?

If no, do you know anyone that might feel guilty about using drugs or alcohol?

If yes, can you tell me more about this.

If no, why do you think some people feel guilty about using drugs or alcohol and others
do not?
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Internalized Stigma:

Does the way you think about yourself impact your behavior(s)?

Probes: For example, if you think about yourself in certain ways, this can often affect our
actions.

Do you think telling someone about your substance use would affect how they treated you? In
what ways?

How have your relationships with others affected how comfortable you are telling others that you
use substances?

How do you view addiction and people with substance use disorders?

What do vou think about the word ‘addict’?

Have you ever felt like an ‘addict’ or an individual with a substance use disorder?

Probes: If yes, can you tell me more about this?
If no, have you ever known anyone that may have felt that way or spoke to you about
their substance use that way?

What do you think of when you hear the word ‘stigma’? Can you describe stigma to me?

Enacted Stigma:

Do you tell people about your substance use?

How do the people you tell react?

What types of things do you do to deal with their reactions (if they are negative)?

Have you ever felt like a stereotype?
Probes: If yes, can you tell me about this?
If no, do you know anyone that might have felt or feel this way?

Have you ever been discriminated against?

Probes: If yes, can you tell me about this?
If no, do you know anyone that has been discriminated against? Can you tell me about
their experience?

Do you think that there are any stereotypes about people who use substances?

Probes: Can you tell me in detail what these stereotypes are?
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Do vyou feel these are true? Can you tell me more about this?

What has your experience with healthcare workers been like in the past?

Do vou feel as if you can generally trust healthcare providers?

Probes: If yes, can you tell me about this?
If no, can you tell me about this?

How do you think healthcare providers think of you or what might their perceptions of you be?

Probes: Do you think this affects you either in a positive way or a negative way?

Have your family/friends treated you differently because of your substance use?

Probes: If yes, can you tell me about this?
If no, can you tell me about anyone else that might have had their family treat them
differently because of their substance use or related problems?
Have you ever hidden parts of your substance use because you were treated differently by others
in the past and you wanted to avoid this?

Probes: If yes, can you tell me about a specific time?
If no, can you tell me about anyone else that may have done this?

Anticipated Stigma:

Do you get anxious or worry before you go to the doctor or other healthcare provider?

Probes: If yes, can you tell me about this or a time this happened?
If no, do you know of anyone who may get nervous or anxious before going to the doctor
or other healthcare provider?

Have you ever delayed going to see a healthcare provider because of your substance use?

Probes: If yes, can you tell me more about this?
If no, do you know of anyone who may have done this?

Do you ever think about people you meet in the future and how they will perceive you?

Probes: If yes, can you tell me more about this?
If no, do you know of anyone who may have done this?

Has there ever been a time that you hesitated to tell someone about your substance use?

Probes: If yes, can you tell me about this?
If no, do you know anyone who may have done this?
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What do vou think others’ attitudes are (or would be) toward you if they knew about your
substance use?

Help-seeking/treatment seeking behavior:

Do you think you have ever needed help regarding your substance use?

Probes: If yes, can you tell me more about this time?
If no, do you know anyone who has ever needed help regarding their substance use?

Would you seek help if you thought you needed help?

Probes: If yes, can you tell me why?
If no, can you tell me more about why you wouldn’t seek help?

What do you think about finding help or resources for substance abuse or related problems?

Probes: Do you think this is an easy process?
Do you think there are enough ways that someone could get help if they needed it?

What might help you reach out/seek help/treatment if you felt your substance use was getting in
the way of your life?

What about seeking help for psychological issues such as depression and anxiety, would you
seek help if you thought you needed help for this?

WRAP-UP:

I’m grateful that you took time out of your day to meet with me. You are helping me with my
research, and | am so thankful! As a reminder, none of your identifying information will be used
in the research report.

Is there anything else you would like to tell me today, either about anything we have discussed or
something else?

Is there anything that you think | should be asking other individuals, either relating to these
questions or something else?
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Appendix C: Institutional Review Board Approval

To: Robert E Davis

From: Justin R Chimka, Chair IRB Expedited Review
Date: 12/08/2021

Action: Exemption Granted

Action Date: 12/08/2021

Protocol #: 2110366842

Study Title: The Complexities of Guilt, Shame, Stigma, and Substance Use Severity Among a Community Sample
of Substance Using Adults

The above-referenced protocol has been determined to be exempt.

If you wish to make any modifications in the approved protocol that may affect the level of risk to your participants,
you must seek approval prior to implementing those changes. All modifications must provide sufficient detail to
assess the impact of the change.

If you have any questions or need any assistance from the IRB, please contact the IRB Coordinator at 109 MLKG
Building, 5-2208, or irb@uark.edu.

cc: Nicole A Doyle, Investigator

Page 1 of 1
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