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Abstract

This study aimed to: (i)determine the prevalence, socio-demographic and clinical
correlates of internalized stigma and (ii)explore the association between internalized
stigma and quality of life, general functioning, hope and self-esteem, among a multi-
ethnic Asian population of patients with mental disorders. This cross-sectional, survey
recruited adult patients (n=280) who were seeking treatment at outpatient and affiliated
clinics of the only tertiary psychiatric hospital in Singapore. Internalized stigma was
measured using the Internalized Stigma of Mental Iliness scale. 43.6% experienced
moderate to high internalized stigma. After making adjustments in logistic regression
analysis, results revealed there were no significant socio-demographic or clinical
correlates relating to internalized stigma. Individual logistic regression models were used
to determine whether psychosocial variables were associated with internalized stigma. A
negative relationship between quality of life, self-esteem and general functioning and
internalized stigma was observed whereby lower scores were associated with higher
internalized stigma. In the final regression model, which included all psychosocial
variables together, self-esteem was the only variable significantly and negatively
associated with internalized stigma. The results of this study contribute to our
understanding of the role internalized stigma plays in patients with mental iliness, and

the impact it can have on psychosocial aspects of their lives.
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1. Introduction

Stigma is universal and has no boundaries, and is something that can affect anyone.
Stigma towards those with a mental iliness is no exception; it is widespread and evident
across all cultures and societies. The World Health Organization has defined stigma as
‘a mark of shame, disgrace, or disapproval that results in an individual being rejected,
discriminated against, and excluded from participating in a number of different areas of
society’ (WHO, 2001). It involves labeling, stereotyping, separation, status loss and
discrimination (Link and Phelan, 2001). Stigma is complex and multifactorial and
encompasses three interacting levels; individual, social and structural (Corrigan et al.,
2005a; Herek, 2007; Herek et al., 2009).

For mental illnesses, structural stigma, also referred to as institutional stigma, exists at
the systems or macro level and refers to the rules, policies, and procedures of private
and public entities in positions of power that restrict the rights and opportunities of
people with mental illness (Corrigan et al., 2005a; Corrigan et al., 2005b). Social stigma,
also known as public or enacted stigma, exists at the group (i.e., meso) level and
describes “the phenomenon of large social groups endorsing stereotypes about and
acting against a stigmatized group” (Corrigan et al., 2005a, p.179). At the individual or
micro level, internalized or self-stigma, can be described as a process whereby affected
individuals endorse stereotypes, anticipate social rejection, consider stereotypes to be
self-relevant, and believe they are devalued members of society (Corrigan et al., 2005a;
Corrigan and Watson, 2002, Corrigan et al., 2006; Ritsher & Phelan, 2004). Internalized
stigma is experienced when a person is aware of the stereotype that describes the
stigmatized group, agrees with it and then finally applies it to themselves (Corrigan et al.,
2009).

The repercussions of stigma are significant for people with a mental illness. Firstly
stigma can result in label avoidance, the process by which people are reluctant to be
diagnosed with or be seen as seeking treatment for a mental illness, (Corrigan et al.,
2004) often resulting in delayed treatment seeking. Internalized stigma has also been
shown to be related to poor adherence with psychosocial (Fung et al., 2009; Fung et al.,
2008) and pharmacological treatment (Adewuya et al., 2009; Sirey et al., 2001). Yanos

and colleagues (2008) derived a model relating to the impact of internalized stigma on
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recovery-related outcomes for people with severe mental illnesses, whereby internalized
stigma was related to having an awareness of the psychiatric problem and the meanings
attributed to this. They found internalized stigma reduced a person’s sense of hope and
self-esteem which in turn resulted in negative outcomes related to recovery including
social avoidance, depressive symptoms and a preference for using avoidant coping.
Internalized stigma has also been linked to various poor psychosocial outcomes among
people with mental iliness. These include poor quality of life and life satisfaction (Switaj
et al 2009), difficulty in obtaining employment and/or housing (Wahl et al., 1999),
marginalization, rejection, shame and isolation (Shrivastava et al., 2012). Clinically,
internalized stigma has also been associated with an increase in symptom severity (Mak
and Wu, 2006), positive symptoms (Lysaker et al., 2007; Yanos et al., 2008), negative
symptoms (Lysaker et al., 2009, 2007) and depressive symptoms (Lysaker et al., 2007).
For other aspects such as insight however, the findings are inconsistent, with some
studies finding insight to have a positive correlation with internalized stigma, whilst
others finding the correlation to be negative (Hasson-Ohayon et al., 2012; Mashiach-
Eizenberg et al., 2013; Mak and Wu, 2006). Overall, internalized stigma is considered a
risk factor for poorer mental health prognosis (National Institute of Mental Health, 2008).
Given the negative consequences resulting from internalized stigma, there has been
increased interest towards identifying ways to help people with mental iliness reduce or
avoid self-stigma (Ritsher et al., 2003; Maclnnes and Lewis, 2008; Lucksted et al., 2011,
Yanos et al., 2011) in order to improve outcomes and well-being.

Whilst a recent expansive bady of literature has investigated the experiences of people
with mental ilinesses, the prevalence of internalized stigma among adults with mental
illness, its effects on psychosocial outcomes, and the corresponding patterns of
relationships between internalized stigma and these outcomes have not yet been fully
explored (Drapalski et al., 2013). More specifically, the majority of studies have
investigated internalized stigma among patients from one or two diagnostic groups, with
only a few studies exploring differences across multiple diagnoses (Drapalski et al., 2013;
Oliveira et al., 2015; Chang et al., 2016b).

Several studies have explored the attitudes and stigma towards people with mental
illness, however little is known about the extent of internalized stigma experienced by
treatment seeking patients with mental illnesses in Singapore, a highly developed
country with a multiracial resident population of 3.9 million, comprising predominantly of
Chinese (74.3%), Malays (13.3%) and Indians (9.1%). Furthermore little is known about
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differences in internalised stigma across diagnostic groups, in this multi-ethnic
population. This study therefore aimed to determine the prevalence of internalized
stigma among a multi-ethnic Asian population of outpatients with, schizophrenia,
depression, anxiety spectrum disorders or obsessive compulsive disorder (OCD), who
were seeking treatment at a tertiary psychiatric hospital in Singapore. We also aimed to
determine the socio-demographic and clinical correlates of internalized stigma as well as
explore the association between internalized stigma and quality of life, general
functioning, hope and self-esteem among this patient population. We hypothesized that
internalized stigma would differ across the different diagnostic groups and would be
negatively associated with quality of life, general functioning, hope and self-esteem.

2. Methods

2.1 Participants and recruitment

This cross-sectional, study recruited adult patients who were seeking treatment at
outpatient and affiliated clinics of the only tertiary psychiatric care hospital in Singapore,
the Institute of Mental Health (IMH) between May 2014 and September 2015. Inclusion
criteria required respondents to be: Singapore citizens or Permanent Residents (PRs),
aged 21-65 years, belonging to Chinese, Malay or Indian ethnicity (the three main ethnic
groups in Singapore), capable of providing consent, literate in English language and
having a clinical diagnosis of greater than one year for either schizophrenia, depression
or anxiety spectrum disorders or OCD, as determined by a psychiatrist, using ICD-9
criteria. Patients with intellectual disabilities, patients who were not fluent in English and
those patients who had been seeking treatment at IMH for less than one year were
excluded. Posters informing attending patients of the ongoing study and its eligibility
criteria were placed in the clinic settings along with the phone numbers and email
addresses of the study team members. Psychiatrists and other healthcare professionals
were also requested to refer eligible patients for the study. On average, the face-to-face,
interviewer administered interviews took one hour to complete. Data was captured in
real-time via online Computer Assisted Personal Interviewing using an iPad, by trained
researchers who were members of the study team. This method allowed interviewers to

provide assistance or clarification to the participants where needed, whilst

reducing the likelihood of pattern answers. Ethical approval was obtained from the



Domain Specific Review Board of the National Healthcare Group, Singapore, prior to the

start of the study and written informed consent was obtained from all respondents.

2.2 Measures

2.2.1 Internalized Stigma of Mental lliness (ISMI)

The Internalized Stigma of Mental lliness (ISMI) scale was used to measure internalized
stigma and consists of five subscales: alienation, stereotype endorsement,
discrimination experience, social withdrawal and stigma resistance (Ritsher et al., 2003).
The scale uses a 4-point Likert scale from strongly disagree to strongly agree to rate
each of the 29 items, which includes statements such as “Having a mental illness has
spoiled my life”, “People without mental illness could not possibly understand me” and “|
can’t contribute anything to society because | have a mental illness”. As the stigma
resistance subscale has not been included in the ISMI total score in several previous
studies, given its relatively weak correlation to the other ISMI subscales and its lack of
internal consistency, (Ritsher et al, 2003; Lysaker et al., 2007) the stigma resistance
subscale was excluded from analysis. The ISMI has shown a good internal consistency
(Cronbach's a=0.94) and good stability over time (test—retest reliability coefficient: ICC=
0.78) (Chang et al., 2014) in a sample of psychiatric outpatients in Taiwan, with similar
findings in a validation study among a similar sample (Chang et al., 2016a). The
Cronbach’s alpha in our sample was 0.93. For the interpretation of scores, a cut-off
score of 2.5 was used, which corresponds to the midpoint of the possible range (on a
scale of 1-4) where scores of 2.5 and above are reflective of moderate to high
internalized stigma. This same cut-off score has been used in several other studies
(Lysaker et al., 2007; Ritsher and Phelan, 2004; Boyd et al., 2014; Brohan et al., 2010).

2.2.2 Global Assessment of Functioning

The Global Assessment of Functioning (GAF) scale (Aas, 2010) is a scoring system for
the severity of iliness in psychiatry. The GAF assesses individual’s overall functioning
level. Impairments in psychological, social and occupational/school functioning are
considered. The scale ranges from O (inadequate information) to 100 (superior
functioning). Trained raters start at either the top or the bottom of the scale and go
up/down the list until the most accurate description of functioning for the individual is

reached as per the raters’ judgment. A GAF score in the 91-100 range indicates optimal



mental health and coping capabilities while those in the 1-10 range may be considered

suicidal and incapable of maintaining minimal personal hygiene.

2.2.3 World Health Organization Quality of Life-BREF

The World Health Organization Quality of Life-BREF (WHOQOL-BREF) is a 26 item
quality of life scale which measures overall quality of life and general health. It also
measures four distinct quality of life domains; physical health, psychological health,
social relationships and environmental aspects over the two weeks, prior to the interview
(WHOQOL Group, 2004). All items are constructed on variations of a 5-point Likert
Scale, with scores from 1 to 5, enquiring on “how much”, “how completely, “how often”,
‘how good” or “how satisfied” the individual felt. Scores for the four domains are
calculated by taking the mean of all items within the domain and multiplying by four and
then linearly transforming it to a 0-100 scale. Domain scores are scaled in a positive
direction, with higher scores denoting higher quality of life except for items 3, 4 and 26
which need to be reversed scored. The Cronbach’s alpha in our sample for each of the
four domains was: physical health, 0.81; psychological health, 0.84; social relationships,

0.63; environment, 0.78.

2.2.4 Rosenberg’s Self Esteem Scale

Rosenberg’s Self Esteem Scale (RSES) is a short, 10 item scale, where respondents
indicate how strongly they agree or disagree with the statements, using a Likert scale
from strongly agree (1) through to strongly disagree (4). Items 2, 5, 6, 8, 9 are reverse
scored. All item scores are then summed and higher scores indicate higher self-esteem

(Rosenberg, 1965). The Cronbach’s alpha in our sample was 0.84.

2.2.5 Dispositional Hope Scale

The Dispositional Hope Scale (DHS), one of the most frequently used hope scales in
mental health, is a 12 item scale (8 hope items and 4 fillers items) where respondents
indicate how true or false each statement is on an 8-point continuum scale from
definitely false (1) to definitely true (8), with scores ranging from 8 to 64 (Synder et al.,
1991). The scores of the eight hope items are summed together, where higher scores

indicate an increased sense of hope. The Cronbach’s alpha in our sample was 0.89.



Permission was obtained from respective copyright holders to use their scales where
needed. Socio-demographic information was also collected for all respondents including
age, gender, ethnicity, education and marital and employment status. Medical record
reviews were also undertaken to confirm each respondent’s diagnosis, their age of onset

and number of hospitalizations resulting from their mental iliness.

2.3 Statistical analysis

Analysis was performed using Statistical Package for Social Sciences (SPSS) version
21. Descriptive statistics were used to describe the frequency distribution of the study
sample, followed by chi-square test/t-test to identify the prevalence of internalized stigma.
Mean ISMI item scores (scores range from 1-4) were calculated to establish a
dichotomous scale for internalized stigma where scores below 2.5 were considered as
low internalized stigma while scores of 2.5 and above were classified as moderate to
high (Lysaker et al., 2007). To examine the socio-demographics and clinical correlates of
internalized stigma, logistic regression analysis was performed where internalized
stigma was the dependent variable. In addition, four separate logistic regression models,
one each for quality of life, general functioning, hope and self-esteem were also
investigated, where each was treated as a predictor of internalized stigma. All logistic
regression analyses were controlled for socio-demographic and clinical characteristics
including age, gender, ethnicity, employment status, marital status, education level,
hospitalization history, diagnosis and age of onset of mental illness. Multi-collinearity
between the variables was checked for before running the regression analyses. All

statistically significant results were reported at p <0.05.

3. Results

The socio-demographic and clinical characteristics of the respondents are presented in
Table 1 (n=280). The majority of respondents were male (54.6%), of Chinese ethnicity
(53.6%), never married (63.1%) and employed (55.7%). The mean age of the
respondents was 38.9 years (standard deviation (SD) = 11.6 years), while the mean age

at time of diagnosis was 29.5 years.

Overall, 43.6% had moderate to high internalized stigma scores, while the mean total
score was 2.37 (SD = 0.54). Means scores were also obtained for the four subscales:

alienation, 2.38 (SD = 0.61); stereotype endorsement, 2.54 (SD = 0.54); discrimination,



2.67 (SD = 0.42); social withdrawal, 2.21 (SD = 0.56). Results showed that higher
internalized stigma was more common among females, Chinese ethnicity, those who
were separated/divorced/widowed, lower education, those who were unemployed but
able to work, those with a depression diagnosis and who had been hospitalized as a
result of their mental illness. However, there were no significant socio-demographic or
clinical correlates relating to internalized stigma after making adjustments in logistic
regression analysis (Table 2).

Individual logistic regression models were used to determine whether psychosocial
variables including quality of life, general functioning, self-esteem and hope were
associated with internalized stigma (Table 3). Results from the first model revealed that
three of the four domains of the WHOQOL-BREF (Psychological Health, Social
Relationships and Environment) were significantly associated with internalized stigma. A
negative relationship between these domains and internalized stigma was observed
whereby lower domain scores are associated with higher internalized stigma. The
Physical Health domain had no significant effect on the model. A similar negative
relationship was also observed for general functioning (model 2) and self-esteem (model
3), where higher internalized stigma was associated with lower GAF and RSES scores.
Hope however was not found to be a significantly associated with internalized stigma
(model 4). A final regression model which included all psychosocial variables together

revealed that only self-esteem was significantly associated with internalized stigma.

4. Discussion

The concept of internalized stigma has only attracted attention since around 2000,
however in this time the amount of qualitative and quantitative literature has increased
exponentially, highlighting the growing interest surrounding this important topic (Werner
et al., 2008; Alonso et al., 2009; Dinos et al., 2004; Schultz et al., 2004). This is one of
just a handful of studies to explore internalized stigma across diagnostic groups, whilst is
to our knowledge the only study conducted in Asia among a multi-ethnic treatment
seeking population.

Moderate to high internalized stigma was seen in just under half (43.6%) of our sample.
In the recent multinational review of the ISMI scale, Boyd and colleagues (2014) found
that most studies reported between a quarter and half of participants reported high levels

of internalized stigma. In comparison, the prevalence of moderate to high internalized
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stigma is quite high in the current study, indicating that stigma is not uncommon
amongst this treatment seeking group of patients with mental iliness. It is possible that
given this sample were seeking treatment from a tertiary psychiatric hospital in
Singapore, they may internalize stigma to a greater extent compared to those seeking
treatment from a general hospital or service. Clinicians and other mental health
professionals treating these patients need to be cognizant of this and using the ISMI
scale to measure and track internalized stigma over time as well as a method to
evaluate the effects of interventions is therefore recommended. Furthermore, there is a
need for mental health facilities to take into account internalized stigma as an important
part of the rehabilitation process for patients and to see this as a modifiable risk factor
(Oliveira et al., 2015).

Despite a growing body of literature, findings are inconsistent when it comes to the
association between internalized stigma and socio-demographic variables (Dickerson et
al., 2002; Mak et al., 2007; Livingstone and Boyd, 2010). In a recent systematic review
and meta-analysis, Livingstone and Boyd (2010) investigated the relationship between
internalized stigma and a range of socio-demographic, psychosocial and psychiatric
variables and found that none of the socio-demographic variables — which included age,
gender, education, employment, marital status, income and ethnicity - were consistently
or strongly associated with levels of internalized stigma. More specifically, among 38
studies which explored the association between gender and internalized stigma, 31
(81.6%) reported non-significant findings (p>0.05), while 24 (68.6%) of 35 studies
exploring age and 22 (81.5%) of 27 studies exploring the association between education
and internalized stigma also reported non-significant findings. Given that no significant
socio-demographic correlates were found to be associated with internalized stigma in
our study, this suggests that treatment seeking patients with mental disorders in
Singapore are somewhat analogous and experience internalized stigma in similar ways,
irrespective of their socio-demographic profile.

Bivariate analysis found diagnosis and hospitalization for a mental illness to be
significantly associated with higher internalized stigma, however after adjusting for socio-
demographic and clinical correlates, this association disappeared. It is important to note
however that neither diagnosis (p value =0.045) or hospitalization (p value =0.05) had a
strong independent relationship with internalized stigma and therefore it is possible that
other socio-demographic variables mediated this effect. Few studies have investigated

differences in internalized stigma across diagnoses. Both Kim et al., (2015) and Sarisoy



et al., (2013) compared internalized stigma between patients with schizophrenia and
bipolar disorder and found no significant differences in internalized stigma across these
two diagnostic groups, whilst Drapalski et al., (2013) also found no differences amongst
patients with schizophrenia, schizoaffective disorder, bipolar disorder, or major
depression. Contrary to this, Chang et al. (2016b) looked at differences in internalized
stigma among patients with schizophrenia, depression, bipolar disorder and anxiety
disorder in Taiwan and found that those with schizophrenia and bipolar disorder did in
fact have higher internalized stigma compared to people with anxiety. Results also
revealed that those who had been hospitalized scored significantly higher on all
subscales except stigma resistance.

Upon further analysis, we observed that the number of schizophrenia patients who had
been hospitalized was significantly higher, whilst the number of anxiety patients who had
been hospitalized was significantly lower, compared to the other disorders. These
findings suggest that some underlying clinical characteristics may influence internalized
stigma. The stigma associated with being hospitalized in a psychiatric hospital may
increase internalized stigma and therefore efforts to monitor patients post discharge are
imperative to avoid relapse, poor treatment adherence and to improve overall recovery
outcomes.

A negative relationship was observed between stigma and quality of life where higher
internalized stigma was associated with poorer quality of life in three of the four domains
(psychological, social relationships and environment) of the WHOQOL-BREF. Similar
findings exploring the association between internalized stigma and quality of life have
consistently been reported (Wahl, 1999; Dinos et al. 2004; Ow and Lee, 2012; Lin et al.,
2016). Internalized stigma is associated with negative psychological outcomes such as
depressive symptoms, lower self-esteem and reduced self-efficacy (Livingstone and
Boyd, 2010; Switaj et al., 2009) which will be reflected by a poorer outcome on the
psychological domain. Perlick et al. (2001) also reported that stigma results in
impairment in social relationships, while Dinos and colleagues (2004) found the most
commonly associated consequences of stigma included fear, anxiety, feelings of
isolation and embarrassment and this may explain why respondents with high
internalized stigma had poorer quality of life on the social and psychological domains.
Measurement of quality of life is generally regarded as an essential element in the
evaluation of the merit and effectiveness of psychiatric treatment and community mental

health services (Barry and Zissi, 1997). Given the consistent negative association with
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higher internalized stigma, routine assessment of quality of life in patients with mental
illness should be conducted and monitored. In addition, efforts to actually improving
guality of life among patients with mental iliness, despite the occurrence of symptoms
and impairments are needed to improve outcomes of patients whilst also trying to reduce
internalized stigma.

Another important aspect of internalized stigma is its association with overall functioning.
Higher internalized stigma was significantly associated with poorer functioning, which
was assessed based on impairments in psychological, social and occupational/school
functioning. Whilst there is likely to be some conceptual overlap, for example, between
guality of life domains and functioning domains, such as the social aspects, we avoided
including all psychosocial variables in the one regression model. Therefore it is evident
that both quality of life and functioning are independently associated with internalized
stigma. It is necessary to routinely assess internalized stigma and social functioning of
patients with mental illness. Counseling services which aim to help people with mental
illness cope with stigmatization and improve their general functioning whilst also
addressing stigma resistance are needed (Can and Tanriverdi, 2015).

Lower levels of self-esteem were associated with higher internalized stigma. Self-esteem
was also the only significant predictor of internalized stigma when all psychosocial
variables were included in the final regression model, however this finding should be
viewed with caution as often psychosocial variables are conceptually intersecting and
experimentally intertwined. Whilst we did not examine recovery outcomes in relation to
internalized stigma, Yanos et al (2008) found that internalized stigma impacts
individual’s hope and self-esteem, resulting in poorer recovery. Our findings, in
conjunction with those from previous studies, suggest that factors related to personal
agency, such as self-esteem, are an important target of clinical intervention for helping
patients with mental illness overcome internalized stigma (Kim et al, 2015). Although
hope was associated with internalized stigma, unlike the other psychosocial variables,
this association was not significant, which conflicts previous research. It is difficult to
hypothesize why this would be. It may be a result of cultural underpinnings, beliefs or
influences. Given that most studies that have found hope to be significantly associated
with internalized stigma were conducted in Western countries suggests that there may
be differences across ethnicities or cultures. Therefore further research exploring the
construct of hope and its impact on internalized stigma among Asian with mental illness

is warranted.
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More recently, therapeutic interventions which specifically address internalized stigma
among people with mental iliness have been developed (Knight et al., 2006) including
Narrative Enhancement and Cognitive Therapy (NECT) which aims to reduce
internalized stigma whilst increasing hope, self-esteem and quality of life (Roe et al,
2014). This intervention assists people with mental illness to recover from negative
outcomes resulting from internalized stigma, by promoting positive changes in how
individuals think about themselves and their lives (Yanos et al., 2011). Such
interventions adopt a multipronged approach and not only attempt to address
internalized stigma but the consequences this may have on other psychosocial
outcomes such as quality of life, self-esteem and sense of hope.

Some limitations should be considered when reviewing the findings of this study. Firstly,
there was a reliance on self-report which can result in social desirability bias. The
sample included a treatment seeking population with mental iliness, and therefore it is
not known how internalized stigma would compare to those who have defaulted or
ceased treatment and this warrants further investigation in the future. The cross-
sectional design of our study precluded any causal inferences being made. Given our
sample was recruited within a tertiary hospital that solely provides psychiatric care, our
results may not be generalizable to all patients with OCD, schizophrenia spectrum,
depressive and anxiety disorders seeking treatment in other settings and was limited to
English-speaking patients aged 21-65 years. Finally, whilst the well-used cutoff of 2.5
was used to differentiate those with low and high internalized stigma, there is no
empirical evidence to support whether this cutoff adequately divides those with low and
moderate or high internalized stigma.

These limitations notwithstanding, the findings from this study fill a gap in the existing
literature, relating to internalized stigma among multi-ethnic treatment seeking
outpatients with mental illness in Singapore. Firstly, this study is amongst only a few
which has investigated differences in internalized stigma across different diagnoses. The
results highlight that no significant socio-demographic or clinical correlates were related
to internalized stigma, which suggests that internalized stigma is universal when it
comes to those with mental iliness in a multi-ethnic Asian society. This important finding
indicates that irrespective of demographic and clinical characteristics, people with mental
illness experience internalized stigma. Therefore interventions to reduce and combat

internalized stigma can be aimed at treatment seeking patients with any mental disorder,
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rather than targeted towards specific demographic profiles or diagnostic groups.
Similarly, clinicians can measure and track changes in internalized stigma as well as
evaluate the effects of such interventions, across all patient profiles. Secondly, the
findings contribute to our understanding of the role internalized stigma plays in patients
with mental illness, and highlights the detrimental effects internalized stigma has on
psychosocial aspects of patients’ lives including their quality of life, self-esteem and their
overall ability to function. Stigma is a complex phenomenon that pervades the lives of
people with a mental illness and is something that cannot be ignored when providing
holistic care. Consequently, understanding how internalized stigma develops, how it is
maintained, and how it interacts with other psychological and behavioral processes is
important for identifying and developing interventions to reduce internalized stigma and
ultimately improve outcomes and the well-being of people with mental iliness.

Although the concept of stigma has been around for decades, it has only been more
recently that there has been a vested interest and strong emphasis on understanding the
root causes, its effects on mental health and ways of overcoming it (Mak et al., 2007).
The systematic measurement of internalized stigma provides clinicians and clinical
researchers with a confirmable and viable target for general psychotherapeutic
interventions (Boyd et al., 2014). Educational interventions to address and reduce
internalized stigma among people with mental iliness are needed which provide support
and empowerment to people with mental iliness and improve their capacity to cope and
manage with stigma. Finally, given that internalized stigma relates to the process by
which individuals accept public opinions (Livingstone and Boyd, 2010), efforts to dispel

misconceptions relating to mental illness among the general population are also needed.

CONFLICT OF INTEREST
The authors declare that they have no competing interests.

Acknowledgement
This research is supported by the Singapore Ministry of Health’s National Medical
Research Council under the Centre Grant Programme (Grant No.: NMRC/CG/004/2013).

References

13



Aas, IHM., 2010. Global Assessment of Functioning (GAF): properties and frontier of
current knowledge. Ann Gen Psychiatry. 9,20.

Adewuya, AO., Owoeye, O.A., Erinfolami, A.R., Ogun, O.C., Dada, M.U., Bello-Mojeed,
M.A., et al., 2009. Prevalence and correlates of poor medication adherence amongst
psychiatric outpatients in southwestern Nigeria. Gen Hosp Psychiatry. 31,167-174.
Alonso, J., Buron, A., Rojas-Farreras, S., deGraaf, R., Haro, JM., de Girolamo, G.,
Bruffaerts, R., Kovess, V., Matschinger, H., Vilagut, G., 2009. Perceived stigma among
individuals with common mental disorders. J Affect Disord. 118,180-186.

Barry, MM, Zissi, A., 1997. Quality of life as an outcome measure in evaluating mental
health services: a review of the empirical evidence. Soc Psychiatry Psychiatr Epidemiol.
32, 38-47.

Brohan, E., Elgie, R., Sartorius, N., Thornicroft, G., 2010. Self-stigma, empowerment
and perceived discrimination among people with schizophrenia in 14 European countries:
the GAMIAN-Europe study. Schizophr. Res. 122, 232-238.

Boyd, JE., Adler, EP., Otilingam, PG., Peters, T., 2014. Internalized Stigma of Mental
lliness (ISMI) Scale: A multinational review. Compr Psychiatry. 55, 221-231

Can, G., and Tanriverdi, D., 2015. Social Functioning and Internalized Stigma in
Individuals Diagnosed with Substance Use Disorder. Arch Psychiatr Nurs. 29, 441-446.
Chang, C.C., Lin, C.Y., Gronholm, P.C., Wu, T.H. 2016a. Cross-validation of two
commonly used self-stigma measures, Taiwan versions of the Internalized Stigma
Mental lliness scale and Self-Stigma Scale-Short, for people with mental iliness.
Assessment. Epub ahead of print.

Chang, C.C., Wu, T.H., Chen, C.Y., & Lin, C.Y. 2016b.Comparing self-stigma between
people with different mental disorders. J Nerv Ment Dis. 204,547-553.

Chang, C.C., Wu, T.H., Chen, C.Y., Wang, J.D., Lin, C.Y. 2014. Psychometric evaluation
of the Internalized Stigma of Mental lllness Scale for patients with mental illnesses:
measurement invariance across time. PLoS One. 9, e98786.

Corrigan, P., and Watson, A., 2002. The paradox of self-stigma and mental illness. Clin
Psychol Sci Pract. 9, 35-53.

Corrigan, PW., 2004. How stigma interferes with mental health care. Am Psychol.
59,614-625.

Corrigan, P., Kerr, A., Knudsen, L., 2005a. The stigma of mental illness: explanatory
models and methods for change. Appl Prev Psychol. 11,179-190.

Corrigan, P., Watson, A., Heyrman, M., Warpinski, A., Gracia, G., Slopen, N., et al.,
2005hb. Structural stigma in state legislation. Psychiatr Serv. 56, 557-563.

Corrigan, P., Watson, A., Barr, L., 2006. The self-stigma of mental illness: implications
for self-esteem and self-efficacy. J Soc Clin Psychol. 25, 875-884.

Corrigan, P., Larson, J., Riisch, N., 2009. Self-stigma and the ‘why try’ effect: Impact on
life goals and evidence-based practices. World Psychiatry. 8, 75-81.

Dickerson, F., Sommerville, J., Origoni, A., Ringel, N., & Parente, F, 2002. Experience of
stigma among outpatients with schizophrenia. Schizophr Bull. 28, 143-155.

Dinos, S., Stevens, S., Serfaty, M., Weich, S., King, M., 2004. Stigma: The feelings and
experiences of 46 people with mental iliness. Brit J Psychiatr 184,176-181.

Drapalski, AL., Lucksted, A., Perrin, PB., Aakre, JM., Brown, CH., DeForge, BR., Boyd,
JE., 2013. A model of internalized stigma and its effect on people with mental illness.
Psychiatr Serv. 64,264-269

Fung, K. M., Tsang, H. W., Corrigan, P. W, 2008. Self-stigma of people with
schizophrenia as predictor of their adherence to psychosocial treatment. Psychiatr
Rehabil J. 32, 95-104.

14



Fung, K. M., and Tsang, H.W, 2009. Self-stigma, stages of change and psychosocial
treatment adherence among Chinese people with schizophrenia: a path analysis. Soc
Psychiatry Psychiatr Epidemiol. 45, 561-568.

Hasson-Ohayon, I., Ehrlich Ben-Or, S.., Vahab, K., Amiaz, R., Weiser, M., Roe, D. 2012.
Insight into mental iliness and self-stigma: the mediating role of shame

proneness. Psychiatry Res. 200, 802-806.

Herek, G. M, 2007. Confronting sexual stigma and prejudice: theory and practice. J Soc
Issues. 63, 905-925.

Herek, G. M., Gillis, J. R., & Cogan, J. C, 2009. Internalized stigma among sexual
minority adults: insights from a social psychological perspective. J Couns Psychol. 56,
32-43.

Kim, WJ., Song, YJ., Ryu, HS., Ryu, V., Kim, JM., Ha, RY., Lee, SJ., Namkoong, K., Ha,
K., Cho, HS., 2015. Internalized stigma and its psychosocial correlates in Korean
patients with serious mental illness. Psychiatry Res 225;433-439

Knight, M.T.D., Wykes, T., Hayward, P., 2006. Group treatment of perceived stigma and
self-esteem in schizophrenia: a waiting list trial of efficacy. Behav. Cognit.

Psychother. 34,305-318.

Lin, C.Y., Chang, C.C., Wu, T.H., Wang, J.D, 2016. Dynamic changes of self-stigma,
quality of life, somatic complaints, and depression among people with schizophrenia: a
pilot study applying kernel smoothers. Stigma and Health. 1, 29-43.

Link, BG., Phelan, JC., 2001. Conceptualizing stigma. Ann Rev Saociol, 27, 363—368
Livingston, JD., Boyd, JE., 2010. Correlates and consequences of internalized stigma for
people living with mental iliness: A systematic review and meta-analysis. Soc Sci Med
71, 2150-2161

Lucksted, A., Drapalski, AL., Calmes, C., Forbes, C., DeForge, B., Boyd, J.., 2011.
Ending self-stigma: pilot evaluation of a new intervention to reduce internalized stigma
among people with mental ilinesses. Psychiatr Rehabil J. 35, 51-54

Lysaker PH., Davis, LW., Warman, DM., Strasburger, A., Beattie, N., 2007. Stigma,
social function and symptoms in schizophrenia and schizoaffective disorder:
associations across 6 months. Psychiatry Res ;149:89-95.

Lysaker, P. H., Salyers, M. P., Tsai, J., Spurrier, L. Y., & Davis, L. W 2008. Clinical and
psychological correlates of two domains of hopelessness in schizophrenia. J Rehabil
Res Dev. 45, 911-919

Lysaker, P. H., Vohs, J. L., & Tsai, J, 2009. Negative symptoms and concordant
impairments in attention in schizophrenia: associations with social functioning, hope,
self-esteem and internalized stigma. Schizophr Res. 110,165-172.

Maclnnes, DL., Lewis, M., 2008. The evaluation of a short group programme to reduce
self-stigma in people with serious and enduring mental health problems. J Psychiatr
Ment Health Nurs. 15, 59-65.

Mak, WWS., Poon, CYM., Pun, LYK., Cheung, SF., 2007. Meta-analysis of stigma and
mental health. Soc Sci Med. 65, 245-261.

Mak, W. W. S., Wu, C. F. M., 2006. Cognitive insight and casual attribution in the
development of self-stigma among individuals with schizophrenia. Psychiatr Serv, 57(12),
1800-1802.

Mashiach-Eizenberg, M., Hasson-Ohayon, I., Yanos, P. T., Lysaker, P. H., Roe, D. 2013.
Internalized stigma and quality of life among persons with severe mental iliness: the
mediating roles of self-esteem and hope. Psychiatry Res. 208, 15-20.

National Institute of Mental Health Strategic Plan, 2008. Washington DC: US
Department of Health & Human Services [Report No.:NIH Publication No. 08—6368].

15



Oliveira, SHE., Esteves, F., Carvalho, H., 2015. Clinical profiles of stigma experiences,
self-esteem and social relationships among people with schizophrenia, depressive and
bipolar disorders. Psychiatry Res. 229,167-173.

Ow, CY., Lee, BO., 2015. Relationship between perceived stigma, coping orientations,
self esteem and quality of life in patients with schizophrenia. Asia Pac J Public Health.
27,1932-1941.

Perlick, DA., Rosenheck, RA., Clarkin, JF., Sirey, JA., Salahi, J., Struening, EL., Link,
BG., 2001. Adverse Effects of Perceived Stigma on Social Adaptation of Persons
Diagnosed With Bipolar Affective Disorder. Psychiatr Serv. 52, 1627-1632

Ritsher, JB., Otilingam, PG., Grajales, M., 2003. Internalized stigma of mental illness:
psychometric properties of a new measure. Psychiatry Res. 121, 31-49.

Ritsher (Boyd), J. B., Phelan, J. C, 2004. Internalized stigma predicts erosion of morale
among psychiatric outpatients. Psychiatry Res.129, 257-265.

Roe, D., Hasson-Ohayon, |., Mashiach—Eizenberg., M., Derhy, O., Lysaker, P.H., Yanos,
P.T. Narrative enhancement and cognitive therapy (NECT) effectiveness: a quasi-
experimental study. J. Clin. Psychol. 2014;70:303-312.

Rosenberg, M., 1965. Society and the adolescent self-image. Princeton, NJ: Princeton
University Press
Sarisoy,G.,Kagar,O.F.,Pazvantoglu,O.,Korkmaz,|.Z.,Oztlrk,A.,Akkaya,D.,Yilmaz,S.,
Boke,0.,Sahin, A.R, 2013. Internalized stigma and intimate relations in bipolar and
schizophrenic patients: a comparative study. Compr Psychiatry. 54, 665-672.

Schulz B., Angermeyer, MC., 2003. Subjective experiences of stigma. A focus group
study of schizophrenic patients, their relatives and mental health professionals. Soc Sci
Med. 56, 299-312.

Shrivastava, S., Johnston, M., Bureau, Y., 2012. Stigma of Mental lliness-1: Clinical
reflections. Mens Sana Monogr. 10, 70-84.

Sirey, J. A, Bruce, M. L., Alexopoulos, G. S., Perlick, D. A., Friedman, S. J., & Meyers,
B. S, 2001. Perceived stigma and patient-rated severity of illness as predictors of
antidepressant drug adherence. Psychiatr Serv. 52, 1615-1620.

Switaj, P., Wciérka, J., Smolarska-Switaj, J., Grygiel, P., 2009. Extent and predictors of
stigma experienced by patients with schizophrenia. Eur Psychiatry. 24, 513-20.
Synder, CR., Harris, C., Anderson, JR., Holleran, SA., Irving, LM., Sigmon,

ST., Yoshinobu, L., Gibb, J., Langelle, C., Harney, P,.1991. The Will and the Ways:
Development and Validation of an individual-differences measure of Hope. J Pers Soc
Psychol. 60, 570-585.

Wahl, OF., 1999. Mental health consumers' experience of stigma. Schizophr Bull. 25,
467-78.

Werner, P., Aviv, A., Barak, Y., 2008. Self-stigma, self-esteem and age in persons with
schizophrenia. Int Psychogeriatr. 20, 174-187.

World Health Organization, 2001. The World Health Report: Mental Health: New
Understanding. New Hope, Geneva, World Health Organization.

World Health Organization, 2004. The World Health Organisation Quality of Life
(WHOQOL)-BREF. World Health Organisation.

Yanos PT., Roe, D., Markus, K., Lysaker, PH., 2008. Pathways between internalized
stigma and outcomes related to recovery in schizophrenia spectrum disorders. Psychiatr
Serv. 59,1437-1442.

Yanos, PT., Roe, D., Lysaker, PH., 2011. Narrative enhancement and cognitive therapy:
a new group-based treatment for internalized stigma among persons with severe mental
illness. Int J Group Psychother. 61,577-595.

16



Table 1: Socio-demographic and clinical characteristics and association with
internalized stigma

Variable n (%) Self-stigma n (%) X p
High Low

Overall 280 122 (43.6) 158 (56.4) - -

Gender

Male 153 (54.6) 62 (40.5) 91(59.5) 1.275 0.259

Female 127 (45.4)  60(47.2)  67(52.8)

Marital Status

Never Married 176 (63.1)  76(43.2) 100(56.8) 1.799  0.407

Married 58(20.8)  22(37.9) 36(62.1)

Separated, Divorced, Widowed 45 (16.1) 23 (51.1) 22(48.9)

Ethnicity

Chinese 150 (53.6) 68 (45.3) 82 (54.7) 0.408 0.815

Malay 65(23.2)  27(415)  38(58.5)

Indian 65(23.2)  27(415) 38(58.5)

Highest Education

Primary or below 19 (6.8) 11 (57.9) 8(42.1) 4.315 0.229

Secondary or O/N Level 93 (33.3) 45 (48.4) 48 (51.6)

A level/ Diploma 124 (44.4) 50 (40.3) 74 (59.7)

University 43 (15.4) 15 (34.9) 28 (65.1)

Employment Status

Employed 156 (55.7)  62(39.7) 94 (60.3) 4.149  0.246

Student/Homemaker/Retired 34 (12.1) 13 (38.2) 21 (61.8)

Unemployed (able to work) 37(13.2) 20 (54.1) 17 (45.9)

Unemployed (unable to work 53(18.9) 27 (50.9) 26 (49.1)

due to disability or other
medical conditions)

Diagnosis

Schizophrenia® 74(26.4)  34(459) 40(54.1) 8.037  0.045
Anxiety’ 71(25.4)  21(29.6) 50(70.4)

Depression3 74 (26.4) 38 (51.4) 36 (48.6)

Obsessive Compulsive Disorder 61 (21.8) 29 (47.5) 32 (52.5)

Previous Hospitalisation

Yes 123 (45.7) 61 (49.6) 62 (50.4) 3.869 0.05
No 146 (54.3) 55 (37.7) 91 (62.3)
M (SD) t P
High Low

Age 38.90 37.47 - 0.549

(11.588) (11.299)  1.041
Age at time of diagnosis of 29.47 28.69 - 0.952
iliness (10.390) (10.427)  0.608

!Includes schizophrenia, schizo-affective, schizophreniform disorder
%Includes anxiety disorder, adjustment disorder, generalized anxiety disorder
®Includes depressive episode, depressive disorder, major depressive disorder



Table 2: Socio-demographic and clinical correlates of internalized stigma

95% Confidence Interval (Cl)

Gender

Female
Male
Ethnicity

Malay
Indian
Chinese

Education
Primary or below

Secondary or O/N Level

University

Alevel/ Diploma
Employment Status
Student/Homemaker/Retired

Unemployed (able to work)
Unemployed (unable to work
due to disability or other
medical conditions)

Employed

Marital Status

Married
Separated/Divorced/Widowed
Never Married

Diagnosis

Anxiety

Depression

Obsessive Compulsive Disorder

Schizophrenia
Hospitalization
Yes

No

Age

Age of diagnosis

Intercept

Odds
Ratio

1.613
Ref.

0.817

0.573
Ref.

1.644

1.070

0.753
Ref.

1.343
1.540

0.988

Ref.

0.621

1.234
Ref.

0.411

0.875

0.996
Ref.

1.063
Ref.

1.011
1.002

5.034

Lower CI Upper CI
0.901 2.887
0.371 1.796
0.263 1.248
0.474 5.705
0.541 2.119
0.326 1.740
0.513 3.517
0.690 3.437
0.430 2.270
0.250 1.544
0.489 3.113
0.140 1.203
0.331 2.312
0.380 2.607
0.535 2.111

0.969 1.055
0.961 1.045

P-value

0.107

0.615
0.161

0.434

0.845
0.507

0.548
0.291

0.978

0.305
0.656

0.105
0.787
0.993

0.862

0.606
0.925
0.072

(-)2 LL = 345.22

Model X* = 19.204 p=0.317 df=17,

Nagelkerke R®=0.093
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Table 3: Associations between internalized stigma and quality of life,
functioning, self-esteem and hope

95% Confidence
Interval (Cl)
Regres  Stigma 0=No Odds  Lower Cl Upper Cl P- -2 Log Model X*, Nagelker
sion 1=Yes Ratio valu Likelihood P-value, df ke R®
model e
1 WHOQOL
Domains
Physical 1.005 0.974 1.036 0.75 284.6 79.8, 0.347
Health 5 <0.001, 21
Psychological 0.964 0.937 0.992 0.01
Health 3
Social 0.981 0.963 1.000 0.04
Relationship a4
Environment 0.969 0.943 0.995 0.02
0
2 GAF 0.959 0.94 0.979 <0.0 326.66 37.77, 0.177
01 0.001, 18
3 RSES 0.84 0.789 0.894 <0.0 301.67 59.94, 0.272
01 0.001, 18
4 DHS 0.991 0.968 1.014 0.44 344.278 19.029, 0.093
3 0.390, 18

Socio-demographic and clinical variables including age, age of onset of illness, ethnicity,
education level, employment status, marital status, diagnosis, and hospitalization history
were controlled for in each of the four regression models

WHOQOL- World Health Organization Quality of Life-BREF
GAF- Global Assessment of Functioning

RSES- Rosenberg Self-Esteem Scale

DHS- Dispositional Hope Scale

Highlights

e 280 outpatients with various mental disorders seeking outpatient care were recruited.

o 43.6% of patients had moderate to high internalized stigma scores.

e There were no significant socio-demographic or clinical correlates relating to
internalized stigma after making adjustments in logistic regression analysis.

e A negative relationship between quality of life, self-esteem and general functioning and
internalized stigma was observed
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