
Editorial   

Introduction
In India, majority of the mentally ill 
persons are cared for by family which 
stigmatizes the family as well [1]. The 
process by which a person is stigmatized by 
virtue of association with another 
stigmatized individual is called ‘courtesy’ or 
‘associative’ stigma [2]. Associative stigma 
in India is scantily researched. In the World 
Psychiatric Association Project in India, 
conducted on 463 persons with 
schizophrenia and 651 family members, 
two thirds reported discrimination [3]. 
Other studies found that female sex of the 
patient and a younger age of both patient 
and caregiver enhanced associative stigma, 
[4] and caregivers’ stigma increased with 
male gender, literacy, rural residence [5].  
Most stigma research has been carried out 

in schizophrenia, ignoring other disorders. 
No study compared stigma in psychiatric 
disorders and substance dependence. 
Studies have mostly used questionnaires 
which give subjective report only and do 
not measure stigma. The current study was 
planned to assess stigma and its correlates 
among family members of patients with 
psychiatric disorders using a translated 
(into Hindi) and adapted version of a 
structured scale for the first time in India. 
We also compared stigma among caregivers 
of patients with psychiatric disorders and 
substance dependence.

Material and Methods
The study was conducted at a General 
Hospital Psychiatry Unit in North India 
from January 1, 2011 to May 31, 2011. 
Sample consisted of 202 caregivers of 
consecutive patients with diagnoses of 
mental and behavioral disorders due to 
psychoactive substance use, schizophrenia, 
psychotic disorders other than 
schizophrenia, depression and obsessive 
compulsive disorder (OCD). We included 
caregivers of both sexes, who could read 
and understand Hindi and gave consent for 

participation in the study. The caregivers of 
patients who had any comorbid 
stigmatizing medical illnesses like HIV, TB, 
leprosy, epilepsy, vitiligo etc., were 
excluded. We also excluded family 
members who had more than one mentally 
ill person in the family. The ethics 
committee of the institution approved the 
study. It was a cross sectional study where 
the assessments were carried out by a 
qualified psychiatrist during a single visit. 
The diagnosis of the patient was made as 
per ICD 10 [6]. The participants were 
administered the following tools for de
tailed assessment:
1. Socio-demographic Performa: A semi 
structured performa was used for recording 
sociodemographic details of the patient and 
caregiver.
2. Stigma scale developed by King et al.  was 
translated into Hindi [7]. The scale consists 
of 28 items, divided into 3 domains namely 
discrimination (13 items), disclosure (10 
items) and positive aspects (5 items). Each 
item was rated as agree, neither agree nor 
disagree and disagree. Higher scores on 
total scale and 3 subscales indicated higher 
stigma. The Hindi version of stigma scale 

has been tested on a total 
of 202 caregivers of 
patients having different 
psychiatric illnesses and 
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substance dependence [8]. It was found to 
have good reliability (Cronbach’s alpha = 
0.812). The domains named discrimination 
(Cronbach’s alpha = 0.778) and disclosure 
(Cronbach’s alpha = 0.805) were also found 
to be reliable independently. 3. Illness 
related parameters: A semi structured 
performa was used for recording diagnosis, 
total duration of illness, course of illness 
(episodic  or continuous),months of actual 
illness during the illness period and current 
status of the patient (in remission or not). 4. 
Yale Brown obsessive compulsive scale to 
measure severity of OCD [9].5. Hamilton 
rating scale for depression to measure 
severity of depression [10].
6. Brief Psychiatric Rating Scale to measure 
severity of schizophrenia and other 
psychotic illnesses [11].

Statistical analysis
The statistical analysis was carried out using 
Statistical Package for Social Sciences (SPSS 
Inc., Chicago, IL, version 15.0 for 
Windows). All quantitative variables were 
estimated using measures of central location 
(mean, median) and measures of dispersion 
(standard deviation and standard error). 
Normality of data was checked by measures 
of skewness and Kolmogorov Smirnov tests 
of normality. For skewed data or scores, 
Mann –Whitney test was applied for two 
groups. For more than two groups Kruskal 
Wallis test was applied.  Qualitative or 
categorical variables were described as 
frequencies and proportions. Proportions 
were compared using Chi square or Fisher’s 
exact test whichever was applicable. To see 
the relationship between two variables 
Pearson Correlation coefficient or 
Spearman correlation was calculated. All 
statistical tests were two-sided and 
performed at a significance level of α = .05.

Results
Socio-demographic data of the caregivers 
and patients respectively and correlation of 
stigma with these variables is given in tables 
1 and 2 respectively. The caregivers 
experienced significantly higher 
discrimination if they were less educated (p 
<.001), if the patients were less educated (p 
= .012) and if their monthly family income 
was less than Rs 10,000 (p < 0.037). No 
other socio-demographic variable of patient 
or caregiver significantly affected caregivers’ 
stigma.  Tables 3 and 4 relate to correlation 

of caregiver’s stigma scale scores with the 
clinical parameters of the patient, and the 
caregiver’s relationship with the patient 
respectively. On the total score of stigma 
scale, caregivers of patients with substance 
dependence (mean = 27.90 ± 8.819) had 
significantly higher score than caregivers of 
patients with OCD (mean 16.71 ± 8.807; p 
= .020), depression (mean = 18.52 ± 9.932; 
p = .000), schizophrenia (mean = 20.40 ± 
8.617; p = .002) and psychotic disorders 
other than schizophrenia (mean = 22.29 ± 
9.696; p = .017). Caregivers of patients with 
schizophrenia (mean = 20.40 ± 8.617) had 
higher score than those of depression (mean 
= 18.52 ± 9.932; p = .028).  On the 
discrimination subscale, caregivers of 
patients with substance dependence (mean 
= 11.48 ± 5.546) scored significantly higher 
than caregivers of patients with OCD (mean 
= 4.29 ± 5.090; p = .006), depression (mean 
= 6.89 ± 5.059; p = .001), schizophrenia 
(mean = 8.46 ± 4.718; p = .041) and 
psychotic disorders other than 
schizophrenia (mean = 8.08 ± 5.440; p = 
.012). On disclosure subscale, caregivers of 
patients with substance dependence (mean 
= 11.95 ± 4.727) scored significantly higher 
than caregivers of patients with depression 
(mean = 8.00 ± 5.698; p = .008) and 
schizophrenia (mean = 8.21 ± 5.282; p = 
.013). Also, caregivers of patients with 
schizophrenia (mean = 8.21 ± 5.282) had a 
significantly higher score than those of 
depression (mean = 8.00 ± 5.698; p = .048). 
On the positive aspects subscale, caregivers 
of patients with OCD (mean = 5.29 ± 
1.704) showed a higher stigma than 
caregivers of patients with depression (mean 
= 3.63 ± 2.268; p = .038) and schizophrenia 
(mean = 3.42 ± 1.780; p = .019). Caregivers 
of patients with substance dependence 
(mean = 4.48 ± 1.990) had a higher stigma 
score than those of schizophrenia (mean = 
3.42 ± 1.780; p = .041).  So, overall the 
stigma of caregivers of patients with 
substance dependence was much higher 
than stigma of caregivers of patients with 
other disorders. Discrimination was also 
significantly affected by duration of illness. 
Caregivers of patients who were ill for more 
than 10 years had significantly higher score 
on discrimination (mean = 9.26 ± 5.402) 
than caregivers of patients who were ill for 
less than 1 year (mean = 5.70 ± 4.850; p = 
.049). Caregivers of patients who were 
admitted had significantly higher score on 

discrimination (mean = 10.44 ± 4.984) than 
caregivers of patients who were never 
admitted (mean = 7.47 ± 5.275). It was also 
observed that if the patient was not in 
remission (mean = 22.28 ± 9.725), the total 
stigma score of caregiver was much higher 
than if the patient was in remission (mean = 
19.74 ± 9.783; p = .047).  Parents (mean = 
10.89 ± 5.206) scored significantly higher 
on disclosure subscale as compared to 
siblings (mean = 9.19 ± 6.951), offspring 
(mean = 8.94 ± 5.879) and spouses (mean = 
7.90 ± 5.433). We also correlated stigma 
with the months of illness and severity of 
the illness. Stigma was not significantly 
affected by the months of illness or severity 
of illness among caregivers of patients with 
OCD, depression and schizophrenia. 
However, as the months of illness increased, 
the score on discrimination increased 
significantly for caregivers of patients with 
substance dependence (correlation 
coefficient = .452, p < .040). Similarly, score 
on discrimination was positively correlated 
with severity of illness for caregivers of 
patients with psychotic disorders other than 
schizophrenia (correlation coefficient = 
.281, p = .018).

Discussion
The present study attempted to investigate 
stigma and its correlates among caregivers of 
patients with psychiatric disorders. To our 
knowledge, this is the first study to directly 
compare stigma amongst categories of 
various psychiatric disorders and substance 
dependence using an objective scale 
translated to Hindi. The scale has been 
found to be reliable in our population. We 
also overcame the limitations of previous 
studies by including disorders other than 
schizophrenia. Stigma experienced by the 
caregivers was significantly higher when the 
caregivers or patient were less educated and 
the monthly family income was less than Rs. 
10000. The correlation between lower levels 
of education and income and higher levels 
of caregiver stigma is consistent with 
previous research [12,13]. Low level of 
education is associated with poverty and 
lower employment status. Hence, fewer 
resources are available to caregivers who are 
faced with challenging behavior and other 
caregiver-related stressors [14]. Poverty and 
unemployment further cause stigma. Most 
of these people are at a higher risk of facing 
overt stigma and discrimination and are less 
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Table 1 :Correlation of stigma scale scores with sociodemographic data of the caregivers
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Table 2: Correlation of caregiver's stigma scores with sociodemographic data of the 
patients



Table 3: Correlation of caretakers stigma scale scores with the clinical parameters
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likely to protest against discrimination 
because of their low level in the social 
hierarchy.  In our study, no other socio 
demographic variable affected stigma. A 
previous study likewise found no significant 
correlation between caregiver’s stigma and 
patient’s age, gender or caregiver’s age [15]. 
Younger caregivers have been associated 
with higher levels of caregiver’s distress, 
depressive symptoms and stigma in two 
studies on caregivers of patients with mental 
illness [14,16] and one of mental 
retardation [17]. We found significantly 
higher stigma among parents than other 
relatives on disclosure subscale. However, 
three previous studies found that spouses 
experienced higher stigma than parents 
[15,18, 20]. Attempts at secrecy are 
common among caregivers of patients with 
mental disorders as they fear that revealing 
the illness might damage relationships with 
friends, relatives and community 
[18,19,20]. The possible reasons for higher 
stigma in parents in our study could be due 
to the social structure in India. In western 
countries, after marriage, the bonds of 
patients with parents are not strong and 
spouses are expected to take care of the 
patient and thus bear the brunt of blame, 
shame and contamination. However, in 
India, the patients retain strong bonds with 

the parents even after marriage. Even if they 
do not live in a joint family, it is not 
uncommon to see aged parents coming for 
the treatment of their children. If something 
goes wrong even after marriage, the parents 
are expected to take responsibility of 
treatment and social consequences. In case a 
wife becomes ill, she is generally sent back 
to her parents and in case husband becomes 
ill, the wife leaves him to his parents and 
goes back to her parents. Thus, it seems that 
the stigma of giving birth to a child who 
later develops a mental illness is much 
greater than the stigma of living with the 
patient and taking care of him. Further, in 
Asia, a marriage is not just a relation 
between two individuals but between two 
families, in contrast to the Western 
paradigm. In India parents are also worried 
about the marriage of their other children in 
case they have a mentally ill child [21].  
Mother of a 38 years old male with 
schizophrenia narrated “My elder son does 
not agree that the younger one has a mental 
illness. I avoid meeting my elder son and 
most of our relatives as they blame me that 
my patient’s behavior is because I pampered 
him a lot during his early days.” Mother of a 
19 year old male with psychotic illness 
explained the stigma of contamination: “A 
neighbor called my son mad. When I 

intervened, he said “You have also become 
mad with your son. Your whole family is 
mad.”   Mother of a 30 years old female with 
depression said, “My daughter could not 
take care of her son after delivery. Her 
husband sent her back to us saying that she 
is of no use. He has abandoned her but I 
cannot do the same. I kept her for 9 months 
in my womb.” Father of a 30 year old male 
with schizophrenia stated, “We did not 
disclose his illness at the time of marriage. 
His wife found it within 10 days of marriage 
and left him. Now we have to get him 
treated and at the same time, fight the court 
case on his behalf.” We found that stigma 
was highest among caregivers of patients 
with substance dependence. Society still 
believes that addiction is a character flaw or 
weakness that probably can't be cured and 
the family is held responsible for the 
addiction because of their poor parenting. 
The stigma against people with addictions is 
so deeply rooted that it continues even in 
the face of the scientific evidence that 
addiction is a treatable medical disease. 
Even people with substance dependence 
and their families begin to accept the idea 
that addiction is their own fault and that 
maybe they are too weak to do anything 
about it. In many ways, hiding an addiction 
problem may be the rational thing to do 
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because seeking help can mean losing a job 
and social rejection [22]. Largely, in spite of 
two centuries of claims that addiction is a 
disease similar to other chronic diseases, the 
idea that addiction is rooted in repeated bad 
choices remains widely compelling and in 
social terms both alcoholism and drug 
addiction are thoroughly moralized and 
derogated categories [23]. Daughter of a 
male with alcohol dependence expressed 
her feelings “We are so ashamed. Nobody is 
willing to marry me and my sister because of 
his alcohol problem. Everybody in the 
village calls him an addict and keeps making 
remarks about his drinking.” The father of a 
30 years old male with alcohol dependence 
reports “Most of my relatives and even our 
daughter in law blame me and my wife for 
our son’s drinking problem. They say it is 
due to our faulty upbringing. Gradually, 
even we have started feeling we are 
responsible for it. What do you say, 
Doctor?” Higher stigma among relatives of 
persons with schizophrenia as compared to 
patients with depression has been 
previously reported.[24] It can be attributed 
to many factors. Labeling a person as having 
schizophrenia evokes more negative 
emotions of fear and anger. Their 
appearance, delusions and hallucinations 
evoke more social distance and rejection. 
People generally associate violent behavior 
with schizophrenia rather than depression. 
In a survey of a representative sample of 
1,444 adults, 61 percent of the respondents 
indicated that a person described in an 
accompanying vignette as having symptoms 
of schizophrenia would be "likely" or "very 
likely" to do something violent toward other 
people. For a person described as having 
symptoms of depression, the percentage was 
33 percent [25]. Wife of a 35 years old male 
with schizophrenia said “My husband keeps 

talking to himself. A stranger on the road 
once told me to keep my husband indoor 
always as he might hurt anyone without a 
reason.” Brother and sister in law of a 38 
years old male with schizophrenia wept 
when they told us, “Our neighbors do not 
talk to us. They repeatedly tell us to get him 
admitted to a mental hospital because he 
once became violent. These people do not 
understand that he is recovered now. They 
just say he can kill anyone anytime.” We also 
found that caregivers of patients who had 
been admitted in the past had more stigma 
than caregivers of patients who were never 
admitted. Family members make efforts to 
conceal the hospitalization of their patients 
to a mental health facility as it is associated 
with stigma[18] and stigma increases as the 
number of hospitalizations increase [21]. In 
a Nigerian study, 83% respondents never 
wanted their family member to be ever 
hospitalized [24]. It has been reported that 
stigma associated with admission in a state 
mental hospital is much more than 
admission in a general hospital [26]. It 
could be argued that because large and often 
geographically isolated psychiatric hospitals 
closely fit the public stereotype of a place 
where "mentally ill" people are kept for a 
long duration of time, even lifelong, 
hospitalization in such institutions may 
elicit more stigma than hospitalization in 
General Hospital Psychiatry Units. 
However, the present study has been 
conducted in a General Hospital in North 
India where the situation is quite different 
from psychiatric hospitals. The finding of 
higher stigma in our study among caregivers 
of persons who had been admitted indicates 
that the fact of psychiatric hospitalization, 
rather than the type of facility, may be the 
decisive labeling factor. The parents of a 20 
years old male discharged after recovery 

from first episode of schizophrenia state: 
“We tried to hide it but one of the neighbors 
who works in the hospital told everyone in 
the locality that our son was admitted to a 
psychiatry ward. Most of the persons in our 
community have been avoiding talking to us 
or visiting us since then.” Stigma increased 
among caregivers of patients with psychotic 
disorders other than schizophrenia with 
increasing severity of illness. Also, it was 
found that stigma increased significantly 
with longer duration of illness and if the 
patients were not in remission. Long-
standing chronic illnesses are more likely to 
cause disability, poor functioning and 
unemployment, which may affect the self-
esteem of the patient as well as the caregiver 
and lead to high levels of stigma [27]. The 
severity and number of symptoms would 
clearly be expected to increase the family 
members' fear of stigma as well as the actual 
stigmatizing responses of others. Further, 
public concept of mental illness is of 
psychosis, which is incomprehensible, 
disturbing and frightening. Hence, 
psychotic symptoms should be particularly 
stigmatizing [18]. Stigma and the level of 
symptoms perpetuate each other. It has 
been reported in literature that stigma is 
inversely related to treatment use and thus it 
is a barrier to remission of symptoms [28]. 
This further enhances the severity of 
psychopathology, thus leading to more 
stigma. In conclusions, stigma, prejudice 
and discrimination are common negative 
consequences experienced by caregivers of 
patients with mental disorders. Mental 
health professionals should take into 
consideration the associative stigma while 
assessing the needs of the family members. 
Stigma reduction should be an integral part 
of the psychosocial interventions for family 
members of persons with mental illnesses.

Garg R et al www.ijmsjournal.com

21  Indian Journal of Medical Science  Volume 69  Issue 2  April - June 2017  Page 15-22| | | | |

References
1. Larson JE, Corrigan P. The stigma of families with mental illness. 
Acad Psychiatry 2008; 32: 87 – 91.

2. Goffman E. Stigma: Notes on the Management of Spoiled Identity. 
Englewood Cliffs, New Jersey: Prentice Hall; 1963.

3. Srinivas Murthy R, Shankar R, Sharma A, Shetty H, Srivatsava A, 
Thara R etal. Stigma experiences of patients with schizophrenic 
illness and the family members from India. Unpublished data 2001.

4. Thara R, Srinivasan TN. How stigmatizing is schizophrenia in 
India? Int J Soc Psychiatry 2000; 46: 135–41

5. Charles H, Manoranjitham SD, Jacob KS. Stigma and explanatory 
models among people with schizophrenia and their relatives in 

Vellore, South India. Int J Soc Psychiatry 2007; 53: 325 – 32.

6. World Health Organization. The ICD – 10 classification of mental 
and behavioral disorders: Diagnostic criteria for research. Geneva: 
1992. World Health Organization.

7. King M, Dino S, Shaw J, Watson R, Stevens S, Passetti F etal. The 
Stigma Scale: development of a standardized measure of the stigma of 
mental illness. Br J Psychiatry 2007; 19: 248 – 54.

8. Garg R, Arun P, Chavan BS. Reliability of the stigma scale in the 
Indian setting. Indian journal of social research 2013; 54(3): 267-75.

9. Goodman WK, Price LH, Rasmussen SA, Mazure C, Delgado P, 
Heninger GR etal. The Yale–Brown Obsessive–Compulsive Scale. I. 



Development, use, and reliability. Arch Gen Psychiatry 1989;46: 
1006–11.

10. Hamilton M. A rating scale for depression. J Neurol Neurosurg 
Psychiatry 1960; 23: 56-62.

11. Overall JE, Gorham DR. The brief psychiatric rating scale. 
Psychol Rep 1962; 10: 799¬-812.

12. Finch BK, Kolody B, Vega WA. Perceived discrimination and 
depression among Mexican-origin adults in California. J Health Soc 
Behav 2000; 41: 295–313. 

13. Gonzalez HM, Haan MN, Hinton L. Acculturation and the 
prevalence of depression in older Mexican Americans: baseline 
results of the Sacramento Area Latino Study on Aging. J Am Geriatr 
Soc 2001; 49: 948 – 53.

14. Magana SM, Ramírez García JI, Hernández MG, Cortez R. 
Psychological Distress Among Latino Family Caregivers of Adults 
With Schizophrenia: The Roles of Burden and Stigma. Psychiatr 
Serv 2007; 58: 378-84.

15. Oestman M, Kjellin L. Stigma by association: psychological 
factors in relatives of people with mental illness. Br J Psychiatry 2002; 
181: 494–8. 

16. Cook JA. Age and family burden among parents of offspring with 
severe mental illness. Am J Orthopsychiatry 1994; 64: 435–47.

17. Magana S, Smith MJ. Health outcomes of mid-life and aging 
Latina and black American mothers of children with developmental 
disabilities. Mental Retardation 2006; 44: 224–34.

18. Phelan JC, Bromet EJ, Link BG. Psychiatric illness and family 
stigma. Schizophr Bull 1998; 24: 115–26. 

19. Wahl OF, Harman CR. Family views of stigma. Schizophr Bull 
1989; 15: 131–9.

20. Yarrow MR, Clausen JA, Robbins PR. The social meaning of 
mental illness. J soc issues 1955; 11: 33 – 48.

21. Hanzawa S, Bae JK, Tanaka H, Tanaka G, Bae YJ, Goto M etal. 
Personal stigma and coping strategies in families of patients with 
schizophrenia: Comparison between Japan and Korea. Asia Pac 
Psychiatry 2010; 2: 105–13.

22. Velleman RDB, Templeton LJ, Copello AG. The role of the family 
in preventing and intervening with substance use and misuse: a 
comprehensive review of family interventions, with a focus on young 
people. Drug Alcohol Rev 2005; 24: 93 – 109.

23. Room R. Stigma, social inequality and alcohol and drug use. 
Drug Alcohol Rev 2005; 24: 143 – 55.

24. Ohaeri JU,•Fido AA. The opinion of caregivers on aspects of 
schizophrenia and major affective disorders in a Nigerian setting. Soc 
Psychiatry Psychiatr Epidemiol 2001; 36: 493–99.

25. Angermeyer MC, Matschinger H. Public beliefs about 
schizophrenia and depression: similarities and differences. Soc 
psychiatry psychiatr epidemiol 2003; 38 (9): 526 – 34.

26. Chee CYI, Ng TP, Kua EH. Comparing the stigma of mental 
illness in a general hospital with a state mental hospital: A Singapore 
study. Soc Psychiatry Psychiatr Epidemiol 2005; 40 (8): 648 – 53. 

27. Adewuya AO, Owoeye AO, Erinfolami AO, Ola BA. Correlates of 
self stigma among outpatients with mental illness in Lagos, Nigeria. 
Int J Soc Psychiatry 2011; 57: 418 – 27.

28. Interian A, Ang A, Gara MA, Rodriguez MA, Vega WA. The long 
term trajectory of depression among latinos in primary care and its 
relationship to depression care disparities. Gen Hosp Psychiatry 
2011; 33 (2): 94 – 101.

Garg R et al www.ijmsjournal.com

22  Indian Journal of Medical Science  Volume 69  Issue 2  April - June 2017  Page 15-22| | | | |

Garg R, Arun P, Chavan B S. Stigma Among Caregivers Of 
Persons With Psychiatric Disorders. Indian J Med Sci 2017 
April - June;69 (2):15-22.

How to Cite this Article

Conflict of Interest: Nil 
Source of Support: None


	1: 20
	2: 21
	Page 3
	Page 4
	Page 5
	Page 6
	Page 7
	Page 8

