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ARTICLE INFO ABSTRACT 
 This study aimed to assess the mental health of Nepalese individuals in 

substance abuse recovery, correlating it with drug recovery periods and 
identifying predictive factors in both genders. A total of 352 participants aged 
18–50 years underwent evaluation using a descriptive cross-sectional design and 
quantitative methods at nine different rehabilitation centers in Kathmandu 
Valley, Nepal. Structured questionnaires, encompassing five established scales; 
Beck Anxiety Inventory, Beck Depression Inventory, Perceived Stress Scale, 
Rosenberg Self-Esteem Scale, and Multi-Dimensional Perceived Social Support 
Scale were administered to collect data on personal details and substance use. 
The analysis involved correlation studies, variance assessments, and multiple 
regression analyses. Results indicate that participants experienced mild to 
moderate anxiety, depression, and stress during recovery, with females 
exhibiting heightened vulnerability compared to males. Self-esteem levels were 
above average, while perceived social support was moderate among participants. 
Significantly, mental health factors emerged as predictors of recovery duration 
in Nepalese women, while their influence was not significant in Nepalese men 
during separate multivariate analyses. Notably, factors such as admission 
frequency to rehabilitation centers and self-esteem significantly impacted 
recovery duration for females. This study emphasizes the pivotal role of mental 
health in shaping recovery durations among Nepali substance users, 
highlighting gender-specific nuances. Findings offer valuable insights for 
tailored interventions and support strategies within substance abuse 
rehabilitation programs. 
 
Keywords: substance use, mental health factors, anxiety, depression, stress, 
self-esteem, perceived social support and drug recovery period 

 
 1. Introduction 

  
 "Substance" broadly refers to various psychoactive elements like alcohol, tobacco, marijuana, illegal drugs, or 
prescribed medications [1-2]. Substance use or abuse refers to the improper use of these substances, which 
leads to harm to the individual as well as to those around them negatively. It is considered as a drug-related 
problem or disorder. It is a global problem affecting a quarter of a billion adults, leading to social, economic, 
and health problems [3]. It causes health hazards, psychological disorders, and social nuisance, resulting in the 
loss of lives and productive years [4]. 
 Nepal has a long history of drug use among free thinking hippies, Hindu yogis, and their adherents, and the 
matwali society, which is well-known for its alcoholism. The centuries-old custom was engrained in Nepalese 
social and cultural standards. Alcohol and cannabis were commonly used for a variety of reasons, including 
religious, medical, and recreational ones [5]. The consumption habits of alcohol and other substances have 
seen substantial changes in Nepal during the last few decades, primarily due to changes in geopolitics and a 
host of other variables. The boundaries based on ethnicity and culture that used to control alcohol use have 
notably decreased, which has resulted in a rise in its use among younger people. This change has been 
accompanied by a noticeable tendency toward the use different drugs such as marijuana being the gateway 
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substance for a majority of drug users to heroin, phensedyle, buprenorphine, nitrazepam, and marijuana. 
Injection of a mixture of various drugs, called a cocktail, is an alarming trend among drug users currently. 
Surprisingly, more than 22 percent of drug injectors (IDUs) in Nepal choose dangerous injection locations, 
such as neck and femoral veins, which provide significant health risks [6]. 
 Factors contributing to substance use include ethnicity/culture, family relationships, and peer pressure [7-8]. 
In the Nepalese context, culture and religion also play a role [7]. Other factors include peer pressure, lack of 
support, unemployment, lack of education, and mental health issues like stress, anxiety, and depression [9]. 
Substance abuse has negative impacts on mental and physical health, relationships, work, school, and society 
[10-11]. Mental health, an important aspect of overall well-being, is made up of three components: emotional 
well-being, psychological well-being, and social well-being [12]. Substance abuse and mental illness are 
interrelated, with one often causing the other [13]. Studies have shown that substance abuse results in 
decreased neurogenesis and cognitive/affective dysfunction and can lead to depression-like behaviors [14-15]. 
 Mental health issues such as anxiety, depression, and low self-esteem have been found to be significant 
predictors of substance abuse [16-17]. Substance and alcohol use is significantly more likely when anxiety is 
present. This occurs frequently when teenagers use drugs or self-medicate as an attempt to decompress. 
However, using un-prescribed medicines as a form of self-medication may put users at risk for mental disorders, 
substance abuse disorders, and even suicidal ideation [18]. It is also found that adolescent drug usage 
propensity is greatly influenced by depression. Depression frequently coexists with drug misuse. There is a 
greater likelihood of drug use in those who are experiencing severe depressive symptoms [19-20]. This might 
lead to a detrimental cycle whereby drug use exacerbates depressive symptoms [21] which leads to drug use, 
and then drug use further intensifies feelings of depression, creating a loop that's hard to break. Additionally, 
there is a considerable increase in the risk of suicide when drug use and depression coexist [22]. 
 Epidemiological studies have shown that stress is a major risk factor for the development of drug addiction. It 
also sticks out as a strong predictor linked to stronger drug cravings and a higher chance of relapsing into drug 
use [23]. Adolescent drug use has been reported to be specifically triggered by social stressors like social 
networks, competition, parental conflict, and economic status [24–25]. On the other hand, early life lower self-
esteem appears to be a moderate predictor of the start of anxiety and depression in late adolescence and the 
early stages of adulthood [26]. Depression was more likely to be predicted by low self-esteem than by 
depression's effect on self-esteem [27]. Antisocial conduct and mental illnesses have been proven to be closely 
linked to low self-esteem [28]. There is an extremely strong correlation between drug usage and low self-esteem. 
One important component in the fight against teenage drug usage is considered to be self-esteem. It plays a 
mediating role in the relationship between stress and substance abuse among adolescents [29]. 
 Good mental health is regularly associated with perceived support, which is usually explained as the outcome 
of objectively supportive behaviors that reduce stress [30]. Perceived social support is defined as individual’s 
perception of having social network adequately supported. It is argued that those who are loved and find help 
when they are in need, are more satisfied with their close relationships and get recovered soon with sound 
mental health [31]. At the family and school levels, perceived social support and social capital may help shield 
teenagers from substance abuse and suicidal thoughts. Social support, particularly from family and friends, is 
crucial for mental health improvement and recovery from addiction, as it significantly influences an 
individual's journey towards recovery [32]. 
 Studies have demonstrated the positive effects of perceived social support on reducing stress, building 
psychological toughness, and maintaining general mental health. Perceived social support significantly 
influences substance use recovery by encouraging treatment-seeking behavior, maintaining recovery, and 
reducing the risk of relapse [33]. The success rate of addiction therapy may be increased by utilizing the 
emotional support of families, especially when it comes to their voiced feelings, as well as the perceived social 
support of those who are battling addiction.[34]. 
Mental health care in Nepal has received more attention in recent years. In Nepal, there is a high prevalence of 
substance abuse and mental health issues, and different measures have been taken to close the treatment gap 
for mental health problems [35-36]. Despite these advances, mental health opportunities and care remain 
inadequate. Most services are concentrated in urban areas, and access to services is limited in rural areas where 
the majority of the population lives [37]. 
In Nepal, the number of trained mental health professionals is insufficient, and the stigma associated with 
mental illness remains a significant barrier to receiving care [38]. There is significant evidence to support the 
idea that health professionals can provide effective mental health services through community services and 
partnerships [39]. It is important to change the roles of mental health professionals such as psychiatrists and 
psychologists by providing services to improve and manage mental health services. This change includes 
healthcare professionals, especially public healthcare workers (PHC), and increases their recognition in 
healthcare. Implementation of these strategies can expand mental health services, especially in low- and 
middle-income countries like, Nepal [40-41]. Though there are some positive advancements, much work 
remains to improve the mental health care landscape in Nepal. Increased funding, improved training of health 
care professionals, and public education to reduce mental health stigma are key areas for development [37]. 
Rehabilitation and relapse prevention are important components of a positive approach to substance abuse. 
Rehabilitation aims to improve overall well-being and has been found to help people quit drugs and alcohol 
[42]. Research shows that recovery from drug addiction requires a multifaceted approach, including 
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detoxification, counseling, medication treatment, and long-term follow-up [43]. Recovery services are provided 
across the continuum of care, from hospital treatment to different types of community-based rehabilitation 
services. These services often occur in community settings and include formal (doctor, psychologist, social 
worker) and informal (family, friends, community members) community support [44]. 
Drug users typically start their recovery process in rehabilitation centers in Nepal. Community health centers 
play an important role in drug rehabilitation in Nepal. Their aim is to contribute to the local community and 
make it easier for those who need to participate in the process. However, many of these facilities lack adequately 
trained staff and are often managed by medical users, which can make it difficult to provide professional and 
good service [45]. The current state of healthcare facilities in Nepal has many limitations, including poor quality 
of care, limited funding, and inadequate government support. Many centers face a shortage of doctors and 
specialists in drug addiction, affecting the quality of patient care [36]. 
Additionally, the lack of adequate resources, especially access to supportive care, makes it more difficult to 
provide quality care [46]. In addition, the lack of government regulation and support has allowed such 
rehabilitation centers to operate independently, leading to treatment disparities between facilities. The lack of 
trained professionals is still a problem for these fields. While healthcare professionals and counselors (people 
with substance abuse experience) contribute greatly to the functioning of these facilities, the lack of doctors 
and nurses specially trained in substance addiction hinders the work of these centers [46-47]. 
 However, relapse is common and recovery periods can vary greatly for each individual [9]. A study conducted 
in Dharan, Nepal, found that relapse is a common part of the recovery process for drug addicts. The majority 
of clients relapse within a year following treatment, with the first 90 days being particularly vulnerable. The 
study found that a lack of self-confidence, peer pressure, inability to give up old habits, and easy accessibility 
of drugs were the main contributing factors [48]. Similarly, another study in treatment centers in Nepal showed 
that 94.7% of drug addicts relapsed after detoxification. The main reason for the return is thought to be 
relationships between friends and family. Factors associated with recovery include age, education, economic 
status, family type, occupation, and education. Research shows that relapse can be prevented with supportive 
care, positive attitudes, and effective recovery efforts [49]. 
 Positive mood, peer pressure, social issues, cravings, and difficulty concentrating were identified to be common 
causes of relapse in a study comparing clinical-demographic characteristics associated with relapse in men with 
alcohol and opiate dependency in Western Nepal. The research highlights that in order to enhance results, 
social influences must be addressed in addition to physiological and psychological ones [50]. Factors affecting 
drug detoxification and relapse were investigated in a study conducted in Nepal with twenty participants. The 
main factors linked to relapse were found to be frustration and insufficient support. The report emphasizes the 
need for rules covering coordination, supervision, monitoring, assessment, and accreditation in light of the lack 
of evidence supporting effective detoxification and rehabilitation in Nepal [51]. 
 Gender differences exist in substance use, treatment, and during recovery periods. Women are more likely to 
experience depression, stress, and low self-esteem compared to men [52-53]. A study among Norwegian 
teenagers investigates gender differences in anxiety, self-esteem, and emotions among genders showing that 
girls have more anxiety and depression than boys but have lower self-esteem. Increased stress on many factors, 
including peer relationships and school performance, has been linked to depression, regardless of gender. Poor 
self-esteem affects emotional outcomes, some of which reduce emotional stress. [54]. 
 According to a study on college students in the United Arab Emirates, females experienced higher degrees of 
loneliness than males, and this was associated with worse levels of self-efficacy and self-esteem. With a 22.9% 
variance explanation, self-esteem was shown to be the most significant predictor, followed by self-efficacy with 
6.5% and gender with 6.5%. Women are also more likely than men to experience anxiety and mood problems. 
Situational, societal, and psychological factors all play a role in loneliness that results from differences in 
relationships [55].Women face more barriers to accessing treatment and tend to have more psychological 
distress during recovery [56]. Psychological and social conditions, including cultural and financial restrictions, 
play a crucial role in women's recovery [57].  A study on women and substance use disorder, compared to men 
results that women experience particular obstacles to treatment, such as a lower perceived need for treatment, 
shame and guilt, co-occurring disorders, unequal access to care, childcare responsibilities, and fear of child 
protective services. 
 Social norms, the possibility of violence, and trauma present particular difficulties for women. Barriers make 
it difficult to access treatment. Cultural factors reduce the disparity in substance use between genders. Men 
behave in an externalizing manner, whereas women deal with internalizing problems. It is vital to assist women 
in starting treatment. Women experience less difficulties at first, but once they become addicted, they stray 
more from society norms, which can have detrimental effects. Particularly in drug-using communities, stigma 
and social struggles are prevalent. Post-traumatic stress disorder is common in women who are addicts. Gender 
influences the beginning of treatment, with women in addiction programs experiencing a telescoping effect 
[58]. 
 The literature on drug abuse and its impact on mental health is extensive. Still, limited research has been done 
on the mental health status of individuals during the recovery period from substance use. In the context of 
Nepal, the current literature lacks comprehensive studies specifically focusing on the mental health status of 
individuals in Nepal during their recovery from substance use. This fact highlights the urgency and necessity 
to investigate and comprehend the mental health factors that impact both male and female substance users in 
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Nepal during their recovery journeys. Understanding these mental health challenges will help to facilitate the 
development of targeted culturally relevant thorough and individualized interventions. It is essential to identify 
and comprehend these mental health aspects specific to the Nepalese setting, as they play a crucial role in 
shaping effective and tailored support mechanisms during the recovery process. 
This study mainly endeavors to address a research gap by delving into mental health aspects that have not been 
adequately explored among Nepalese individuals undergoing recovery from substance abuse. For this purpose, 
research questions were designed to i) identify the status of mental health factors of Nepalese recoveries across 
sex and drug recovery period (what is the status of mental health of Nepalese recoveries?) and ii) access the 
influence of mental health variables on drug recovery period with Nepalese recoveries across gender differences 
(what is the influence of mental health with Nepalese recoveries on the drug recovering periods, What mental 
health factors predict drug recovering period in Nepalese women and Nepalese men?). The study used mental 
health-related variables such as anxiety, depression, perceived stress, self-esteem, and perceived social support 
as independent variables and drug recovery period as the dependent variable. Conducted within nine different 
rehabilitation centers in Kathmandu, which cater to a substantial population of individuals seeking treatment 
for drug use, the findings of this study aspire to provide a representative overview of Nepal. The paramount 
significance of this research lies in offering invaluable insights to concerned authorities and the Nepalese 
government. These insights can assist in the development of targeted and effective mental health programs 
tailored for individuals undergoing substance use recovery, thereby aiding them in achieving prolonged periods 
of being drug-free. 
 

 2. Method 
  
 2.1 Participants 
The study included 352 Nepali substance users (76% male, 24% female), aged 18 to 50, undergoing treatment 
in Kathmandu's rehabilitation centers with at least 3 months of abstinence. Majority of male participants were 
in the 21-30 age group, while most female participants were below or equal to 20 years old. In terms of 
occupation, 52% of males had work, while 35% of females were unemployed. 55% of participants were single, 
and 38% were married. Also, more than half of participants were single and less than half were married and 
more than two-third of participants did not have any children. Majority of participants had completed or 
dropped out of secondary school, and minority of them held higher level of education. 
 The study also gathered information on the participants' history of drug abuse, including age at substance 
initiation, duration of their substance use, and period of abstinence. On average, participants started using 
drugs at 17.6 years, with the majority of 74% starting in their adolescence (11-20 years). The mean period of 
drug use was 144.25 months, and the mean recovery period was 7.06 months for females and 5.50 months for 
males. Most participants (47%) were admitted to rehab centers once and (27%) were admitted twice. The 
relapse rate was 53%, with 49% of females and 45% of males relapsing at least twice. 
  

 Table 1. Participant's information related to substance use 
 Sex  

Variables related to 
substance Use 

Male Female Total 
n=268(76.10%) n=84(23.90%) n=352(100%) 

Age group of         
initiation of drug use 
in years (n=352) 

10 and below 26 (89.7%) 3 (10.3%) 29 (100%) 
11-20 198 (78.90%) 53 (21.1%) 251 (100%) 
21-30 35 (64.80%) 19 (35.2%) 54 (100%) 
Above 30 9 (50.00%) 9 (50.0%) 18 (100%) 
Mean (SD) 16.97 (5.8) 19.57 (7.02) 17.6 (6.2%) 

Duration of using 
drugs in months 
(n=352) 

 
6-12 

 
3 (60.0%) 

 
2 (40.0%) 

 
5 (100%) 

13-24 3 (27.3%) 8 (72.7%) 11 (100%) 
25-60 34 (52.3%) 31 (47.7%) 65 (100%) 
61-120 65 (74.7%) 22 (25.3%) 87 (100%) 
121-180 77 (87.5%) 11 (12.5%) 88 (100%) 
181-240 33 (84.6%) 6 (15.4%) 39 (100%) 

 241-360 44 (91.7%) 4 (8.3%) 48 (100%) 
 361-480 9 (100.0%) 0 (0.0%) 9 (100%) 
 Mean (SD) 160.8 (95.31) 91.3 (76.08) 144 (95.7) 

Drug recovery period 
in months (n=352) 

3-6 206 (76.9%) 62 (23.1%) 268 (100%) 
7-12 49 (83.1%) 10 (16.9%) 59 (100%) 
13-24 11 (52.4%) 10 (47.6%) 21 (100%) 
25 and above 2 (50.0%) 2 (50.0%) 4 (100%) 
Mean(SD) 5.50 (4.48) 7.06 (9.29) 5.87 (6.00) 

Times of treated in 
hospital/ 

1 time 121 (73.8%) 43 (26.2%) 164 (100%) 
2 times 66 (70.2%) 28 (29.8%) 94 (100%) 
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rehab (n=352) 3 times 33 (82.5%) 7 (17.5%) 40 (100%) 
4 times 20 (80.0%) 5 (20.0%) 25 (100%) 
5 times 15 (100.0%) 0 (0.0%) 15 (100%) 
More than 5 
times 

13 (92.9%) 1 (7.1%) 14 (100%) 

Mean (SD) 2.27 (1.76) 1.74 (0.98) 2.14 (1.61) 
 
2.2. Procedure 
The study used a quantitative design to survey drug users in recovery at the registered rehabilitation centers in 
Kathmandu, Nepal. Ethical approval from relevant research committees and permission from rehab centers 
was taken before conducting the survey. Approval was acquired from NamSeoul University Research 
Committee (No. NSUIRB-201811-008) in South Korea and Nepal Health Research Council (NHRC No. 2957). 
Following the approval, nineteen rehabilitation centers were listed for survey, among them those with failed 
renew were excluded and among seventeen officially registered rehabilitation centers, nine centers were 
randomly selected. Participants were visited in person using structured questionnaires with five mental health 
scales to assess anxiety, depression, stress, self-esteem, and perceived social support. Before starting the 
research, the purpose and content of the study were well explained to the participants. Voluntary participation 
was ensured and written consent was obtained from the participants. Data was collected by the principal 
researcher herself along with four research assistants using systematic sampling. Participant's confidentiality 
and privacy were protected using anonymous codes and not disclosing individual information. Participants 
were encouraged with a gift for their interest in the study.      
 

Chart 1: Flowchart for the procedure of data collection and survey 
Selection of 19 rehabilitation 
centers   
 
 

 

 

exclusion of rehab 
centers with failed 
renew 

identify 17 officially registered 
rehab centers with valid renew   

  
 

four research 
assistants hired and 
trained 

sampling frame of 17 rehabs   
 

  
random selection of 9 rehab 
centers   
 

  

consent from rehab centers   
 

 

 

preparation of list of participants 
in each rehab   
 

  
calculation of required sample 
size of each rehab centers based 
on PPS sampling   
 

  
systematic sampling to reach 
each participant   
 

  

consent and data collection  

 

 
2.3 Data collection 
 2.3.1Beck Anxiety Inventory (BAI) 
 The study used the Beck Anxiety Inventory (BAI), created by Beck et al. (1987) which is used to measure the 
severity of anxiety symptoms. It is a self-report inventory with 21 items scored on a range of 0 to 3, with higher 
scores indicating more severe symptoms. The standardized cut offs for the scale are 0-9 for normal to minimal 
anxiety, 10-18 for mild to moderate anxiety, 19-29 for moderate to severe anxiety, and 30-63 for severe anxiety. 
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In this study, BAI"s Cronbach's α of the scale was 0.88. 
 2.3.2Beck Depression Inventory (BDI) 
 The study used the Beck Depression Inventory (BDI) created by Beck et al. (1987) is a multiple-choice self-
report inventory for measuring the severity of depression. Each item is scored on a range of 0 to 3 and the sum 
score is used to determine the severity of depression. The standard cut-off scores are 0-9 for minimal 
depression, 10-18 for mild depression, 19-29 for moderate depression and 30-63 for severe depression. In this 
study, BDI's Cronbach's α of the scale was 0.82 
  
 2.3.3Perceived Stress Scale (PSS) 
 The study used the Perceived Stress Scale (PSS) which is a widely used psychological tools for measuring the 
perceived stress by Cohen et al. (1994). It is a self-reported tool with 10 items and individual scores range from 
0 to 40, with higher scores indicating higher perceived stress. The standard cut-off scores are 0-13 for low stress, 
14-26 for moderate stress, and 27-40 for high perceived stress. In this study, PSS's Cronbach's α of the scale 
was 0.61. 
  
 2.3.4Rosenberg Self-Esteem Scale (SES) 
 The study used the Rosenberg Self-Esteem Scale (SES) to measure self-esteem. It is a ten-item Likert-type 
scale with items answered on a four-point scale ranged from strongly agrees to strongly disagree by Rosenberg, 
(1965). It uses a scale of 0-30 where a score less than 15 may indicate problematic low self- esteem. In this 
study, Cronbach's α of SES was 0.55. 
  
 2.3.5Multi-dimensional Scale of Perceived Social Support (MDPSSS) 
 The study used the Multi-Dimensional Social Support Scale (MDPSSS) developed by Zimet et al. (1988) and 
validated in Turkish by Eker et al. (1995). This tool measures perceived social support through 12 self-
assessment items on a 7-point scale. The scale has three sub-scales, each addressing a different source of 
support, under three dimensions as family, friends and significant other support (Rosenberg, 1965). Sub-scale 
scores are calculated by averaging or summing specific items. A mean total score of 1 to 2.9 indicates low 
support, 3 to 5 suggests moderate support, and 5.1 to 7 signifies high support.. In this study, MDPSS's Crobach's 
α was found to be as high as 0.87. 
  
 2.4 Data Analysis 
 The data satisfied all the assumptions for the normality test. The study data was analyzed using descriptive 
statistics (frequency, percent, measure of central tendency and measure of dispersion). The descriptive analysis 
such as mean and standard deviation were calculated for all the five mental health variables and analysis of 
demographic data across sex and drug recovery period. Inferential analysis such as correlation, analysis of 
variance and multiple regression analysis were used to analyze the data in terms of mental health factors on 
drug recovery period across gender segregation at 95% confidence level (p<0.05). All data were analyzed using 
SPSS. 
 

 3. Results 
  
 3.1 Descriptive statistics of mental health factors across sex and drug recovery period 
 Table 2 shows that the mean of anxiety [M = 12.63 (0.49)] of Nepali drug users was within the range of ‘mild 
to moderate’ (10-18 points). The results of frequency analysis by anxiety level reported that majority of 
substance users (44%) were at normal to minimal severity of anxiety while around 15% of them had moderate 
to severe anxiety. Moreover, 6% of substance users had severe anxiety during recovery period. And there was a 
not significant difference between male and female drug users (t= -1.338, p = 0.182) and among drug recovery 
periods (F (3,348) = 0.611, p-value= 0.608). Especially, females having 7-12 months recovery period and males 
for 25 and above months had the highest level of anxiety and was within the range of ‘mild to moderate’. 
 The mean of depression [M = 17.03 (0.50)] of participating drug users was found to be at ‘Borderline Clinical 
Depression (17-20 points)’ with mild mood disturbance (11-16 points) to moderate (21-30 points) in true 
population. The severity distribution of depression revealed that 9% of participants had severe or extremely 
severe depression. There was a significant difference between male and female substance users (t = -3.274, p = 
0.001), however it was not significantly different among recovery periods (3,348) = 0.246, p-value= 0.864). 
Especially, females having 7-12 months recovery period and males for 25 and above months had the highest 
level of depression. 
 The mean of stress [M = 19.55 (0.27)] of Nepali substance users was also within the range of ‘moderate’ (14-26 
points). The severity distribution of perceived stress revealed that 7% of participants had high level of stress. 
Results showed the perceived stress level of female participants (M = 21) was higher than male participants (M 
= 19) and the difference is significant (t = -2.870, p = 0.004). On other hand, there was no significant difference 
among recovery periods (F (3,348)= 2.524, p-value= 0.058). Especially, the stress level of female having 
recovery periods of 7-12 months and 13-24 months was the highest. 
 The mean of self-esteem [M Moreover= 26.79 (0.19)] of Nepali substance users belonged to the normal level 
(over 15 points); with three-fifth (63%) of participating substance users having high self-esteem. In addition, 
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the mean of self-esteem also slightly increased from 3-6 months [26.57 (0.22)] to 13-24 months [26.76 (0.76)] 
of recovery periods and it continued to rise to 25 and above months of recovery [28.25 (3.71)]. Nevertheless, 
the difference between male and female was insignificant (t = -1.063, p = 0.289), and among recovery periods 
[F (3,348)= 1.756, p-value= 0.155]. Especially, females having more than 25 months recovery period had the 
highest level of self-esteem. 
  
 The mean score of perceived social support [M = 53.64 (0.57)] of participating drug users indicates that there 
was moderate support in general for the study population. Moreover, among the three sub-scales, the 
maximum support was from family [M = 18.72 (0.25)], followed by significant others [M = 18.20 (0.26)] and 
then, friends [M = 16.72 (0.24)] in the third rank. In addition, the results of frequency analysis by sub-scales of 
perceived social support reported that majority of the participating previous drug users experienced moderate 
support from family, from friends and from significant others. Furthermore, when the periods of recovery 
increased from 3-6 months to 25 and above months, the mean (SD) of perceived social support gradually 
decreased from 54.12 (0.66) to 50.75 (4.75) respectively. In addition, male [M=53.79 (0.65)] had more social 
supports than female [M=48.00 (8.00)]. Especially, females with 25 and above months of recovery period had 
the highest level of support from the family and females with 3-6 months of recovery period had the highest 
level of support from significant others and friends respectively. There was no significant difference between 
male and female substance users and among recovery periods for perceived social support. 
 

Table 2. Descriptive statistics of mental health factors across sex and drug recovery period 
 
 
 
 
Variable
s 

G Male Female Total 

DRP 
in 
mont
hs 

3-6 7-12 13-
24 

25 
and 
abov
e 

Sum 3-6 7-12 13-
24 

25 
and 
abov
e 

Sum 3-6 7-12 13-
24 

25 
and 
abov
e 

Sum 

n 206 49 11 2 268 62 10 10 2 84 268 59 21 4 352 

BAI M 12.6
3 

10.3
3 

13.3
6 

16.0
0 

12.2
6 

13.8
4 

15.4
0 

13.2
0 

7.50 13.8
0 

12.9
1 

11.1
9 

13.2
9 

11.75 12.6
3 

SE 0.61 1.20 2.03 7.00 0.53 1.36 3.56 3.91 7.50 1.18 0.56 1.17 2.09 4.85 0.49 

BDI M 15.7
4 

16.9
8 

18.0
9 

23.5
0 

16.1
2 

20.6
0 

20.9
0 

17.7
0 

6.00 19.9
4 

16.8
7 

17.6
4 

17.9
0 

14.7
5 

17.0
3 

SE 0.61 1.16 1.58 11.5
0 

0.53 1.42 4.23 3.27 0 1.24 0.59 1.20 1.72 6.90 0.50 

PSS M 19.5
4 

17.1
4 

19.6
4 

20.0
0 

19.11 20.7
1 

21.8
0 

21.8
0 

19.5
0 

20.9
4 

19.8
1 

17.9
3 

20.6
7 

19.7
5 

19.5
5 

SE 0.35 0.69 1.05 3.00 0.31 0.72 1.37 1.66 1.50 0.59 0.32 0.66 0.97 1.38 0.27 

SES M 26.6
5 

27.2
2 

25.5
5 

22.5
0 

26.6
8 

26.3
2 

30.1
0 

28.1
0 

34.0
0 

27.1
7 

26.5
7 

27.7
1 

26.7
6 

28.2
5 

26.7
9 

SE 0.26 0.52 0.99 3.50 0.23 0.41 1.23 1.06 2.00 .40 0.22 0.50 0.76 3.71 0.19 

MDPSS
S 

M 54.4
8 

51.8
2 

49.6
4 

53.5
0 

53.7
9 

52.9
4 

55.5
0 

53.4
0 

48.0
0 

53.1
8 

54.1
2 

52.4
4 

51.4
3 

50.7
5 

53.6
4 

SE 0.74 1.55 3.02 7.50 0.65 1.46 3.22 2.81 8.00 1.19 0.66 1.40 2.06 4.75 0.57 

MDPSS
S1 

M 18.4
5 

18.1
0 

17.6
4 

18.0
0 

18.3
5 

18.0
0 

17.6
0 

17.8
0 

10.0
0 

17.7
4 

18.3
4 

18.0
2 

17.7
1 

14.0
0 

18.2
0 

 
SE 0.32 0.71 1.63 4.00 0.29 0.70 1.78 1.67 2.00 0.60 0.30 0.66 1.13 2.94 0.26 

MDPSS
S2 

M 19.0
6 

17.8
6 

16.2
7 

18.0
0 

18.7
2 

18.2
3 

21.5
0 

18.1
0 

24.0
0 

18.7
4 

18.8
7 

18.4
7 

17.1
4 

21.0
0 

18.7
2 

SE 0.30 0.72 1.57 3.00 0.28 0.62 1.38 2.28 0 0.57 0.28 0.66 1.34 2.12 0.25 

MDPSS
S3 

M 16.9
7 

15.8
6 

15.7
3 

17.5
0 

16.7
2 

16.7
1 

16.4
0 

17.5
0 

14.0
0 

16.7
0 

16.9
1 

15.9
5 

16.5
7 

15.7
5 

16.7
2 

SE 0.31 0.64 0.97 0.50 0.27 0.69 1.75 1.28 6.00 0.58 0.29 0.61 0.80 2.66 0.24 

G=Gender,; DRP=Drug Recovery Period; SE=Standard Error; M=Mean; BAI= Anxiety; BDI=Depression; PSS=Perceived Stress; 
SES=Self-Esteem; MDPSSS= Multi-Dimensional Perceived Social Support; MDPSSS1= Multi-Dimensional Perceived Social Support –
"Significant Others"; MDPSSS2= Multi-Dimensional Perceived Social Support-"Family"; MDPSSS3= Multi-Dimensional Perceived 
Social Support-"Friends" 

 
3.2. Correlation among mental health variables and drug recovery period 
Table 3 shows the correlation between mental health variables such as anxiety, depression, perceived stress, self-esteem and 
perceived social support; and drug recovery period. The analysis showed drug recovery period was correlated negatively with 
anxiety, depression, stress and perceived social support while weakly but positively correlated with self-esteem. None of the 
correlation was significant. Moreover, among mental status variables, there was 11% positive correlation between self- 
esteem and perceived social support; and both the variables were significantly correlated (p=0.044). Self-esteem was highly 
significantly correlated with anxiety (p=0.004) and depression (p<0.0001) with 15% and 34% explanation in negative 
direction. 
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Table 3. Correlation matrix among mental health variables and drug recovery period 

 
3.3. The effects of mental health variables on drug recovery period  
 Table 4 and Table 5 show the results of multiple regression analysis on drug recovery period with mental health 
variables, and variables related substance use for female and male respectively. The regression model for 
female is a good fit of the data [F (8,75) = 3.185, p =.004]. The total model explained 25.4% of the variance of 
drug recovery period. The Times of admission in rehab (t = 2.317, p = .023) and Self-esteem (t = 2.574, p = .012), 
significantly predicted drug recovery period for female whereas duration of using drug in months (t= 2.068, 
p= .040) only significantly predicted drug recovery period for male. However, the regression model for male is 
not a good fit of the data [F (8,259) = 1.526, p =.148]. 
 The general forms of the statement to predict drug recovery period for female (Table 4) from used variables 
are based on predicted drug recovery period for female is the addition of the constant term (-14.150) to times 
of admission in rehab with its beta coefficient (2.382) plus the self-esteem multiplied by its beta coefficient 
(.696). 
  

 Table 4. Multiple regression analysis on drug recovery period for female  
       N=84 
Independent variables  SE Std. 

 

t-value p R2 F 

Constant-term -14.150 8.707  -1.625 .108  
 
 
 
.254 

 
 
 
 
F(8,75) 
=3.185** 

Drug use initial age (years) -.112 .146 -.084 -.763 .448 
Duration of using drug (month
s) 

.019 .013 .154 1.440 .154 

Times of admission in rehab 2.382 1.028 .252 2.317 .023* 
Anxiety -.068 .094 -.079 -.722 .472 
Depression -.109 .093 -.133 -1.167 .247 
Perceived Stress .152 .194 .089 .786 .434 
Self esteem .696 .270 .276 2.574 .012* 
Perceived social support -.027 .090 -.032 -.303 .763 
**p<0.01 *p<0.05 

 
Table 5. Multiple regression analysis on drug recovery period for male 

       N=268 

Independent variables  SE Std.  t-value p R2 F 

Constant-term 11.193 2.959  3.782 .000  
 
 
 
.045 

 
 
 
 
 
F(8,259
) 
=1.526 

Drug use initial age (years) -.056 .048 -.072 -1.167 .244 

Duration of using drug (mont
hs) 

.006 .003 .134 2.068 .040* 

Times of admission in rehab -.106 .164 -.042 -.647 .518 

Anxiety -.044 .036 -.084 -1.212 .227 

Depression .033 .038 .063 .873 .383 

Variables BAI BDI PSS SES MDPSSS DRP 

Anxiety (BAI) 
1 .414** .267** -.153** .038 -.042 
 .000 .000 .004 .473 .427 

Depression (BDI) 
 1 .248** -.340** .031 -.038 
  .000 .000 .565 .478 

Perceived Stress (PSS) 
  1 -.082 .065 -.007 
   .125 .223 .898 

Self-esteem Scale (SES) 
   1 .107* .094 
    .044 .077 

Perceived Social Support 
(MDPSSS) 

    1 -.064 
     .229 

Drug Recovery Period (DRP) 
     1 
      

**p<0.01 *p<0.05 
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Perceived Stress -.064 .057 -.072 -1.122 .263 

Self esteem -.091 .083 -.075 -1.090 .277 

Perceived social support -.035 .026 -.083 -1.352 .178 

**p<0.01 *p<0.05 
 

4. Discussion 
 
This study examined the relationship between mental health and recovery status of Nepalese individuals who 
use substances. However, due to a lack of prior research in this area, the literature review was limited and the 
findings were unable to be compared to previous studies. Despite this, the study attempted to highlight the 
important findings and discuss their implications and limitations in the context of what little existing literature 
there is on the topic. 
 
4.1 Status of mental health factors during the drug recovery period 
The study investigated the anxiety, depression, and stress levels of Nepali drug users during their recovery 
period and found that these emotional challenges were generally in the mild to moderate range. This result was 
similar to a previous study involving 463 Nepali adolescents in Kathmandu and Bhaktapur [16]. Interestingly, 
the study observed that individuals with shorter recovery periods experienced higher levels of anxiety, 
depression, and stress, with the peak occurring at 13-24 months of recovery. The study suggests that it's 
important for future research to explore the factors associated with this peak. 
Additionally, the study revealed that more than one-third of the recovering drug users in Nepal faced problems 
with self-esteem. The average of self-esteem was higher than the average scores of Nepali adolescents in a study 
by Kim and Thapa, 2019 [16] and young adults in a study by Waldron, Scarpa, and Kim-Spoon, 2018 [17]. The 
study also found that participants with 25 or more months of recovery had the highest level of self-esteem, and 
that self-esteem slightly increased from 3-6 months to 13-24 months of recovery and continued to rise after 25 
months of recovery. This indicated that longer recovery periods were associated with higher self-esteem among 
the participants. 
Moreover, the study assessed the level of perceived social support among Nepali drug users during recovery 
and found it to be moderate, which decreased as the recovery period extended. Family support was the most 
prominent, followed by support from significant others and friends. This finding aligned with some previous 
studies [59]. Notably, the mean score of perceived social support in Nepal is lower than the studies done by 
Celik, 2012 [30]. The study suggested that in Nepal, there is still high social support for drug users which may 
contribute to their high self-esteem and mild to moderate levels of anxiety, depression, and perceived stress 
among individuals in recovery. 
 
4.2 Status of mental health factors across sex 
Among Nepali substance users, mental health factors like anxiety, depression, and stress were found to be 
higher in females than male. This finding aligns with various studies conducted worldwide [16, 52, 53], which 
consistently show that women have 1.5 to 2 times higher odds of experiencing anxiety than men. Studies have 
also found that recovering females are more susceptible to depression, stress, and poor coping compared to 
males [56, 54]. In the context of Nepal, females have more cultural, social, educational and financial restrictions 
than males [57]. Thus, female substance users in Nepal are at a greater risk of anxiety, depression, and stress 
during their recovery period in comparison to male. 
Moreover, there is no significant difference of self-esteem between male and female in Nepal. The finding is in 
consistency with several studies [16, 60]. However, on a study by Collison, Banbury & Lusher, 2016 [61] 
reported that female are more likely to have a below average self-esteem than male. This difference might be 
due to differences in background characteristics and structural disparity in society [57]. On the other hand, no 
significant difference was found in self-esteem between Nepali male and female recovering drug users. This 
result is steady with various other research results [16, 60]. Further studies are needed to understand the 
changes in self-esteem according to the sex of recovering drug users in Nepal. 
 
4.3 The effects of mental health variables on drug recovery period 
Previous studies, [62-63], have not found a significant link between substance use with depression or anxiety 
respectively. However, self-esteem is considered important in preventing drug use [64,16] also reported that 
depression and self-esteem affects drug use significantly, while anxiety and stress did not show significant 
associations. This suggests that mental health do not affects the initiation of substance use, either before 
treatment or during the recovery period. However, further research with robust methods is needed to draw 
more conclusive evidence regarding the effect of mental health variables on drug recovery [16]. 
Furthermore, the multiple regression analysis for drug recovery period with mental health variables, 
specifically for females and males separately, discovered that the regression model for females was a good fit, 
whereas the model for males was not. These differences may be attributed to psycho-social, cultural, and gender 
inequalities prevalent in Nepal. Females in Nepal faced higher risks of anxiety, depression, and stress during 
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their recovery, as indicated by various studies [52, 53, 56]. Additionally, females experienced lower social 
support compared to males, and stigma was a major psycho-social issue affecting females more than males 
[66]. 
Moreover, perceived social support was significantly correlated with self-esteem, and in turn, low level of self-
esteem was interrelated with higher levels of anxiety, depression, and stress [16]. Another study by Alavi, 
2011concluded that low self-esteem was interconnected to increased substance abuse [48]. Anxiety, depression, 
and self-esteem were also found to be significant factors of drug addiction [16]. Therefore, mental health factors 
significantly predicted drug recovery periods in Nepalese women, while they did not have the same significant 
effect in Nepalese men. Thus, cultural and gender disparities warrant further investigation. 
To be more specific, the study identified that the number of admissions to rehab and self-esteem significantly 
predicted drug recovery periods for females. To improve recovery outcomes, it is recommended to increase the 
frequency of rehab admissions and work on enhancing self-esteem. Additional research has demonstrated an 
encouraging relationship between the duration of substance use disorders and the levels of anxiety, depression, 
and stress [67]. 
 

5. Conclusion 
 
The study reported that the level of anxiety, depression, and stress of Nepali drug users experiencing recovery 
were within the range of mild and moderate level. Across gender segregation, female substance users were at a 
larger risk of anxiety, depression, and stress during recovery period than that of male substance users in Nepal. 
The participant’s self-esteem during recovery period was found to be more than average while the perceived 
social support of participating drug users was moderate. Further, on gender differentiation during multivariate 
analysis, the mental health factors significantly predicted drug recovering period in Nepalese women while 
mental health factors could not significantly predict drug recovering period in Nepalese men. Moreover, the 
times of admission in rehab and self-esteem significantly predicted drug recovery period for female. The 
research result suggests that though Nepalese drug users are moderately anxious, depressed and stressful 
during recovery period with more than average self-esteem and moderate perceived social support. To increase 
drug recovery periods especially for female, programs should be designed to increase the times of admission in 
rehab and self-esteem while that for male, duration of using drug in months should be considered. 
The study's findings indicate an urgent need for intervention strategies to increase drug recovery time, 
especially for female drug users. Specific recommendations include the need of counseling, therapy, and 
support groups tailored to the specific needs of each gender, especially for women who are vulnerable to stress, 
depression, and anxiety during recovery, creating intervention plans, including risk reduction and enhancing 
problem solving. Additionally, gender-specific psychological services are recommended to address stress, 
depression, and anxiety during recovery and focus on the specific needs of each gender. Psychological support, 
self-esteem and social support in treatment programs is very important in prolonging the recovery period. It is 
essential to fill information gaps by improving treatment access, and raising self-esteem by increasing 
admissions to rehab. Programs should be created to strengthen social support and keep in touch with 
recovering users through fellowship events. Both male and female users can benefit from the combination of 
social support programs like fellowship meetings with mental health and substance abuse treatment. 
Additionally, more research is needed to understand the relationship between mental health and substance 
abuse. 
Also, the study's discoveries are intended to offer practical insights or suggestions for policymakers, 
rehabilitation centers, and healthcare providers in Nepal. These insights aim to help these entities better 
understand and address the mental health requirements of individuals undergoing recovery from substance 
abuse. Policymakers can utilize these insights to develop specialized mental health policies that allocate 
resources and establish programs specifically addressing gender-specific mental health challenges, ultimately 
aiming to enhance recovery outcomes. Rehabilitation centers can enhance their existing programs by 
integrating robust mental health support systems, fostering self-esteem, and promoting social support 
mechanisms, aiming to better assist individuals throughout their recovery. Additionally, healthcare providers 
and rehabilitation centers should adopt a gender-sensitive approach within their care protocols, tailoring 
interventions to effectively address the unique mental health challenges experienced during recovery by both 
male and female substance users highlighted in this study. These recommendations collectively strive to create 
an environment that addresses the diverse mental health needs of individuals undergoing substance abuse 
recovery in Nepal. 
This study provides useful information and recommendations for policymakers, rehabilitation facilities, and 
medical professionals in Nepal. However, there are some limitations to be noted. This is a preliminary study 
and the results warrant replications in samples across situations. The results may be influenced by false 
positives and false negatives because of the small sample size. It focused on recovering female and male 
substance users who are admitted to recovery centers in the capital city - Kathmandu, which may restrict the 
generalization of the results to other types of substance users, especially those in rural areas or outside of rehab 
centers in the Kathmandu valley. Furthermore, the study only provides information about the current status of 
mental health and its related factors among recovering drug users, but it does not offer insights into the 
underlying causes of anxiety, depression, and stress experienced by the individuals. Future research is 
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necessary to investigate the specific factors contributing to the mental health challenges faced by recovering 
drug users in Nepal. 
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