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Perceived Stigma in Remitted Psychiatric
Patients and their Caregivers and its Association
with Self-Esteem, Quality of Life, and Caregiver
Depression
R Bipeta, SSRR Yerramilli, SV Pillutla

Abstract
Objectives: To examine perceived stigma and its correlates in remitted patients with mental illnesses and
their caregivers.
Methods: In patients with mental illnesses, their perceived stigma (Perceived Devaluation Discrimination
Scale), endorsed secrecy (Secrecy scale), self-esteem (Rosenberg Self-Esteem Scale), functioning (Work
Social Adjustment Scale), and emotional wellbeing (Well Being Index) were assessed. In caregivers,
their perceived stigma towards patients (Devaluation of Consumer Scale) and families (Devaluation of
Consumer Families Scale), emotional wellbeing (Well Being Index), and depressive symptoms (Centre
for Epidemiological Studies-Depression scale) were assessed. Differences between diagnoses were
examined using ANOVA. Correlation between perceived stigma among patients and caregivers was
studied.
Results: Of 152 patients with mental illnesses, 76.3% and 85.53 % reported moderate-to-high levels of
perceived stigma and endorsed secrecy, respectively. Of 152 caregivers, 40.13% and 25.65% reported
moderate-to-high levels of perceived stigma towards patients and families, respectively. Overall,
patients had high levels of perceived stigma and endorsed secrecy, low self-esteem, moderate functional
impairment, and extremely poor emotional wellbeing. There were significant differences across different
diagnostic categories with respect to self-esteem, functioning, perceived stigma, secrecy, and emotional
wellbeing. Patients with substance use disorders reported highest perceived stigma, lowest self-esteem,
and most severe functional impairment, and their caregivers reported highest perceived stigma towards
patients and families, most-reduced emotional wellbeing, and highest rates of depressive symptoms.
Patients’ perceived stigma was not associated with caregivers’ perceived stigma.
Conclusion: Perceived stigma is prevalent among patients and caregivers and affects their quality of life.
The stigma associated with substance use disorder merits special attention.
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Introduction
Patients with mental illnesses experience prejudice and
discrimination by the general population. Public stigma
towards patients with mental illnesses is based on negative
stereotypes: notions that these people are dangerous, weak,
or incompetent. The negative stereotypes evolve from
and are defined by society. Members of the public may
or may not agree with these negative stereotypes. Those
who endorse these negative stereotypes develop adverse
emotional reactions (prejudice) and negative behavioural
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responses (discrimination) towards such patients.1
Patients with mental illnesses may recognise that the
public holds prejudice and discrimination against them.
This is known as perceived stigma.2 Perceived stigma leads
to internalised or self-stigma when patients with mental
illnesses accept the public stigma, incorporate it into their
self-concept, and apply it to themselves.3
Self-stigma includes an endorsement of the
negative stereotypes (“I am weak”), self-prejudice (“I am
incompetent because I am weak”), and consequently, selfdiscrimination (eg, “I cannot handle a job”). On internalising
the negative stereotypes, these patients may have adverse
emotional reactions, diminished self-esteem,4 and reduced
self-efficacy.5 Patients with self-stigma may not be able to
avail employment and independent-living opportunities,4,6
and have feelings of reduced self-worth. Furthermore,
perceived and self-stigma may result in avoidance and
self-isolation.7 Patients may adopt secrecy as an adaptive
response in anticipation of private or public shame. They
may not disclose their problems even to their close relatives,
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creating barriers to treatment. Thus, perceived and selfstigma have many harmful effects such as reduced helpseeking and treatment adherence, poor health outcomes,
and poor quality of life.6,8 Self-stigmatising patients worsen
the course of their mental illness owing to the additional
adverse effects of the perceived and internalised stigma.
Patients with mental illnesses and their caregivers
bear the burden of stigma, in addition to the economic
and material burden in caring for the patients.9,10 43% of
the caregivers reported feeling stigmatised.11 Half of the
156 family members of patients with mental illnesses have
made efforts to conceal the patient’s illness.12 The effect
of caregiver stigma is greater in resource-poor countries
such as India where the burden of mental illness is very
high and families are the primary caregivers. Despite
recommendations to consider caregivers as part of the
healthcare system,13 few studies on stigma have involved
caregivers.
The effect of cultural variables on the stigmatisation
of patients and caregivers is not well studied.14 This may
have public health significance, as stigma is culturally
determined, and extrapolation from non-local studies may
not be applicable. There are few studies on perceived
stigma in patients and caregivers in India. Thus, the present
study aimed to examine the level of perceived stigma and its
associations with self-esteem, functioning, and emotional
wellbeing in patients with mental illnesses, its association
with emotional wellbeing and depression in their caregivers,
and its association between patients and caregivers.

Methods
This cross-sectional study was approved by the MAARG
Independent Ethics Committee, Secunderabad, India
(AR/3005) and was conducted in accordance with the
principles of the Declaration of Helsinki. Written informed
consent was obtained from each participant. We purposively
sampled outpatients of two private psychiatric clinics in
India between 2016 and 2018 who were aged ≥18 years
and had shown remission. Patients were considered to be
in remission if they were on regular treatment, clinically
stable, and scored ≤2 in the Clinical Global Impressions
Scale-severity.15,16 Patients with substance use disorders
(SUD) were considered to be in remission if they did not
meet the syndromal criteria for substance-harmful use or
dependence for a minimum of 6 months,17 based on the
clinician’s judgement. Those with comorbid Axis-I disorder,
dual diagnosis, personality disorders, learning disabilities,
mental retardation, dementia, or major uncontrolled medical
illnesses/surgeries (within a year) were excluded.
Caregivers were defined as “a friend or family member
most involved in care of the patient, that is the person who
responds in an emergency, attends appointments, provides
financial assistance, or interacts on a daily basis”.18
Caregivers who had diagnosable psychiatric illnesses
(except for psychosocial issues, adjustment problems or
depressive symptoms directly attributable to patients’
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illnesses), SUDs, or a major uncontrolled medical illness or
surgery (within a year) were excluded.
The diagnosis of psychiatric disorders was made
according to the ICD-1019 by psychiatrists with extensive
experience. The word ‘stigma’ was avoided so as not to
lead patient perception. Severity of illness was assessed
using the Clinical Global Impressions Scale-severity.15
Global self-esteem was measured using the Rosenberg SelfEsteem Scale (RSES).20 Scores range from 0 to 30; scores
of <15 indicate low self-esteem. Adaptive work and social
functioning were evaluated using the Work and Social
Adjustment Scale (WSAS).21 Scores range from 0 to 40;
higher scores indicate more inadequate adjustment. Patients’
perceived stigma was measured using the 12-item Perceived
Devaluation and Discrimination Scale (PDDS).2,22,23 Each
item was rated on a 4-point Likert scale from 1 (strongly
agree) to 4 (strongly disagree). The scale is balanced
such that a high level of perceived stigma is indicated by
agreement with six of the items and by disagreement with
six others. Items are appropriately recoded so that higher
scores indicate greater perceived stigma. Scores range from
12 to 48; higher scores indicate higher perceived stigma.
According to the GAMIAN-Europe study, the total score
is divided by 12 and scores of ≥2.5 were taken as moderate
stigma and >3 as high stigma.24 The prevalence of moderateto-high perceived stigma was then estimated. The degree a
person endorsed secrecy as a means of avoiding rejection
was assessed using the 9-item Secrecy scale (SS),22,23 which
is a subscale of the Link stigma scale. Scores range from 9
to 36; higher scores indicate higher endorsed secrecy.
Caregivers’ perceived stigma was assessed using
two measures. The 8-item Devaluation of Consumer Scale
(DCS)11 provides the basis for operationally defining the
devaluation of consumers who have serious mental illness
from the caregivers’ perspective. Higher scores indicate
greater perceived stigma. The 7-item Devaluation of
Consumer Families Scale (DCFS)11 estimates the extent to
which caregivers believe that most people devalue families
that include one or more persons who have serious mental
illness. Higher scores indicate more severe stigma. The
20-item Centre for Epidemiological Studies-Depression
(CES-D) scale25 was used to measure the presence of
depressive symptoms. Scores range from 0 to 60; higher
scores indicate more severe depressive symptoms.
Most of the scales (RSES,26 WSAS,27 PDDS,28 DCS
and DCFS,29 and CES-D30) have been used in the Indian
population. RSES is a psychometrically sound measure for
self-esteem (α = 0.81).31 The CES-D has fare reliability and
robust convergent validity (Cronbach’s alpha = 0.70) in
terms of conceptually related measures.32
Emotional wellbeing of patients and caregivers was
assessed using the 5-item World Health Organization Well
Being Index (WHO-5).33 Scores range from 0 to 25; scores
<13 indicate poor emotional wellbeing.
As there was no prior study measuring perceived
stigma to guide our calculation of effect size, and perceived
stigma varies across different psychiatric diagnoses, a
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conservative approach and a small effect size were used.
There were five dependent variables and four groups. Using
G-POWER,34 38 patients were required for each group to
achieve a low effect size of 0.25, α (type I error) of 0.05,
and power of 80%.
Statistical analyses were performed using SPSS
(Windows version 23; IBM Corp, Armonk [NY], US).
Multivariate analysis of variance (ANOVA) was used to
examine between-diagnosis differences. The associations
between patients’ perceived stigma (PDDS) and their
self-esteem, functioning, and emotional wellbeing were
determined using correlational analysis, as were associations
between caregivers’ perceived stigma towards patients
(DCS) and families (DCFS) and their emotional wellbeing
and depression, and associations between patients’ and
caregivers’ perceived stigma.

Results
A total of 83 female and 69 male patients (mean age, 31.2 ±
9.0 years) were included. Their diagnoses were evenly
distributed to four groups: SUDs (harmful use, dependence),
psychotic disorders (schizophrenia, delusional disorder),
affective disorders (bipolar disorder, mania, bipolar
depression, and depressive disorders), and neurotic and
related disorders (anxiety disorders, obsessive-compulsive
disorder), with 38 (25%) patients in each group. 48 (31.6%)
patients completed higher secondary education, and the
remaining 104 (68.4%) completed graduate education or
above. 66 (43.4 %) patients were single (never married,
separated, divorced), and the remaining 86 (56.6%) were
married.
A total of 80 female and 72 male caregivers (mean age,
37.9 ± 14.1 years) were included. Most were spouses of the
patients (n=57, 37.5%), followed by parents (n=52, 34.2%),
children (n=19, 12.5%), and siblings, friends or in-laws
(n=24, 15.8%). 97 (63.8%) completed graduate education
or above, and the remaining 55 (36.2%) completed higher
secondary education.

Of the 152 patients, 76.3% and 85.53% reported
moderate-to-high levels of perceived stigma (PDDS) and
endorsed secrecy (SS), respectively. Among the caregivers,
40.13% and 25.65% reported moderate-to-high levels of
perceived stigma towards patients (DCS) and families
(DCFS), respectively (Table 1). Overall, patients had high
levels of perceived stigma and endorsed secrecy, low selfesteem (mean RSES score, 13.8), moderate functional
impairment (mean WSAS score, 24.7), and extremely poor
emotional wellbeing (mean WHO-5 score, 7.4) [Table 2].
The Box’s M test for equality of covariance matrices
was significant (p < 0.001). Therefore, the Pillai trace
test35 was used (Pillai trace = 0.79, F (15, 438) = 10.50,
p < 0.001, eta squared = 0.27). There were significant
differences across different diagnostic categories with
respect to self-esteem, functioning, perceived stigma,
secrecy, and emotional wellbeing. Approximately 27% of
the multivariate variance of these factors was associated
with the diagnostic categories. Thus, univariate ANOVAs
were performed. To control for type I error, Bonferroni
correction was used, and each ANOVA was tested at the 0.01
level. All five univariate ANOVAs were significant: RSES
(F(3, 148) = 7.92, p < 0.001, eta squared = 0.14), WSAS
(F(3, 148) = 12.60, p < 0.001, eta squared = 0.20), WHO-5
(F(3, 148) = 11.97, p < 0.001, eta squared = 0.20), and
PDDS (F(3, 148) = 11.30, p < 0.001, eta squared = 0.29),
and SS (F(3, 148) = 20.48, p < 0.001, eta squared= 0.19).
The Tukey post hoc test was used. To control for type
I error across multiple pairwise comparisons for dependent
variables at the 0.01 alpha level, each comparison was tested
at the alpha level for the ANOVA divided by the number of
comparisons (0.01/3 = 0.0033 for our sample). Self-esteem
was significantly lower in those with SUDs than psychotic
disorders or affective disorders (mean RSES score, 10.6
vs 16.0 vs 15.6). Functional impairment was significantly
higher in those with SUDs than affective disorders or
neurotic disorders (mean WSAS score, 29.9 vs 20.3 vs
21.6) and in those with psychotic disorders than affective
disorders (mean WSAS score, 27.2 vs 20.3). Emotional

Table 1. Distribution of patients and caregivers in terms of various scales for perceived stigma (n=152)
Mean ± SD Patients’ perceived stigma (Perceived Devaluation and
Discrimination Scale)*

Patients
Perceived Devaluation and
Discrimination Scale
Secrecy Scale

Minimal
(<24)

Low (24-30)

Moderate
(>30-36)

High (>36)

35.2 ± 5.9

19 (12.5)

17 (11.18)

85 (55.92)

31 (20.39)

26.2 ± 4.3

7 (4.60)

15 (9.9)

77 (50.66)

53 (34.87)

26 (17.11)
29 (19.08)

43 (28.29)
7 (4.60)

18 (11.84)
32 (21.05)

Caregivers
Devaluation of Consumers Scale
16.7 ± 7.6
Devaluation of Consumer Families Scale 14.1 ± 6.2

*

65 (42.76)
84 (55.26)

Data are presented as no. (%) of patients / caregivers
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wellbeing was better in those with affective disorders than
SUDs or neurotic disorders (mean WHO-5 score, 11.9 vs
4.9 vs 4.6). Perceived stigma was higher in those with SUDs
than neurotic disorders, affective disorders or psychotic
disorders (mean PDDS score, 40.1 vs 35.5 vs 31.5 vs 33.5).
Endorsed secrecy was lower in those with neurotic disorders
than psychotic disorders or SUDs (23.4 vs 28.4 vs 27.0).

Patients’ perceived stigma was significantly associated
with self-esteem, functioning, and emotional wellbeing
(p < 0.001 for all, Table 3).
Caregivers’ perceived stigma towards patients (DCS)
and families (DCFS) was highest in caregivers of patients
with SUDs, followed by psychotic disorders, affective
disorders, and neurotic disorders (Table 4). Emotional

Table 2. Differences in patients’ self-esteem, functioning, emotional wellbeing, perceived stigma, and endorsed secrecy
across different diagnostic categories
Diagnostic category

Rosenberg
Self-Esteem
Scale

Work and
Social
Adjustment
Scale

WHO-5
Item Well
Being Index

Substance use disorders (n=38)

10.6 ± 3.6

29.9 ± 5.0

4.9 ± 4.8

Affective disorders (n=38)

15.6 ± 6.8

20.3 ± 11.2

11.9 ± 8.9

24.7 ± 8.8

7.4 ± 6.7

Psychotic disorders (n=38)

16.0 ± 5.8

Neurotic and related disorders (n=38)
Overall

13.0 ± 5.4
13.8 ± 5.9

27.2 ± 6.0
21.6 ± 8.0

8.2 ± 6.0
4.6 ± 3.2

Perceived
Devaluation
and
Discrimination
Scale

Secrecy
Scale

40.1 ± 2.8

27.0 ± 2.1

31.5 ± 6.2

26.0 ± 3.1

33.5 ± 6.1

28.4 ± 3.1

35.5 ± 4.0

23.4 ± 6.1

35.2 ± 5.9

26.2 ± 4.3

Significant pairwise comparisons on the Tukey post-hoc test at an α-level of 0.0033

*

Table 3. Correlations of patients’ perceived stigma and self-esteem, functioning, and emotional wellbeing
Diagnostic category

Rosenberg Self-Esteem Scale

Work and Social Adjustment Scale
WHO-5 Item Well Being Index

Rosenberg
Self-Esteem
Scale
1

-0.26

Work and Social
Adjustment Scale
-0.26 (p = 0.001)
1

Perceived Devaluation and
Discrimination Scale

Perceived
Devaluation and
Discrimination
Scale

0.162 (p = 0.046)
-0.28 (p < 0.001)
1

Secrecy Scale

-0.32 (p < 0.001)
-0.36 (p < 0.001)

-0.36 (p < 0.001)
1

Table 4. Differences in caregivers’ perceived stigma, emotional wellbeing, and depressive symptoms across different
diagnostic categories
Diagnostic category

Substance use disorders

Devaluation of
Consumer Scale

Devaluation
of Consumer
Families Scale

WHO-5 Item Well
Being Index

19.7 ± 7.3

17.2 ± 6.3*

11.0 ± 4.0

Centre for
Epidemiological
StudiesDepression scale
34.4 ± 12.8*

Psychotic disorder

17.0 ± 8.4

14.3 ± 6.7

13.1 ± 6.3

26.2 ± 16.5

Neurotic and related disorders

14.8 ± 6.9

12.2 ± 5.6*

12.4 ± 4.6

23.7 ± 13.8

Affective disorder
Overall
*

104

15.2 ± 7.2
16.7 ± 7.6

12.7 ± 5.0
14.1 ± 6.2

14.7 ± 5.9

12.8 ± 5.4

22.6 ± 13.1*

26.7 ± 14.7

Significant pairwise comparisons in the Tukey post hoc test at an α-level of 0.0042
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wellbeing was poorest in caregivers of patients with SUDs,
followed by neurotic disorders, psychotic disorders, and
affective disorders. Depressive symptoms were most severe
in caregivers of patients with SUDs, followed by psychotic
disorders, neurotic disorders, and affective disorders. There
were significant differences between diagnostic categories
and assessment scores (F (12, 384) = 2.604, p = 0.002,
Wilk’s lambda = 0.813, partial eta squared = 0.067). After
Bonferroni correction, two of the four univariate ANOVAs
were significant at the 0.0125 adjusted alpha level: DCFS
(F (3, 148) = 5.46, p = 0.001, partial eta squared = 0.1) and
CES-D (F (3, 148) = 5.38, p = 0.002, partial eta squared =
0.098). The Tukey post hoc test showed significant pairwise
differences in DCFS scores between caregivers of patients
with SUDs versus neurotic disorder (17.2 vs 12.2) and in
CES-D scores between caregivers of patients with SUDs
versus affective disorders (34.4 vs 22.6).
Patients’ perceived stigma (PDDS and SS) was not
associated with caregivers’ perceived stigma towards
patients and families (DCS and DCFS) [Spearman’s rho
correlation coefficient = 0.076, p = 0.352, 2-tailed].

Discussion
In the present study, 76.32% and 85.53% of patients with
mental illnesses reported moderate-to-high levels of
perceived stigma and endorsed secrecy, respectively; the
percentages are lower than the 93%36 but higher than the
51.5%37 reported elsewhere.
Stigma has harmful effects on patients with mental
illnesses.4,6,37,38 The present study reported low self-esteem,
poor emotional wellbeing, and maladjusted work and
functioning in patients with mental illnesses. Stigma implies
fear of branding, discrimination, social isolation, criticism
by others, lower status in the society. Stigma affects patients
and their families. Caregivers with higher perceived
stigma experience more emotional distress.14 Taking
care of patients with mental illnesses is stressful and
affects the health and wellbeing of caregivers in the longer
run.
Patients with SUDs had the highest perceived stigma
and endorsed secrecy and most impaired functioning, selfesteem, and emotional wellbeing. This is in keeping with
other studies reporting higher perceived stigma in patients
with SUDs than other mental illnesses.39-41 Negative social
attitudes may partly explain the high perceived stigma
towards patients with SUDs. In addition, caregivers’
perceived stigma towards patients and families was also
highest in caregivers of patients with SUDs who also had
the most impaired emotional wellbeing and most severe
depressive symptoms. Society views SUD as an evil or
defect of character rather than a medical disorder.
Patients with psychotic disorders reported the highest
endorsed secrecy, with poor emotional wellbeing and high
functional impairment. Correspondingly, their caregivers’
perceived stigma towards patients and families, emotional
wellbeing, and depressive symptoms were high, although
East Asian Arch Psychiatry 2020, Vol 30, No.4

of lower magnitude than that of caregivers of patients
with SUDs. Suspiciousness and disorganised thinking are
characteristic of psychotic disorders despite remission.
However, a study reported no significant correlations
between self-stigma and psychotic symptoms.14
Patients with affective disorders reported the lowest
perceived stigma and highest levels of emotional wellbeing
and functioning. They had better self-esteem than patients
with SUDs or psychotic disorders. Caregivers of patients
with affective disorders also had the highest emotional
wellbeing and least depressive symptoms.
Patients with neurotic disorders reported high
perceived stigma and low levels of emotional wellbeing and
functioning. However, caregivers of patients with neurotic
disorders reported the lowest perceived stigma towards
patients and families and lower depressive symptom scores.
The difference in perception between patients with neurotic
disorders and their caregivers could be partly explained
by the insight among patients with neurotic disorders who
know that they have a mental illness and hence higher
perceived stigma. Self-stigma is associated with insight
and quality of life.14 However, these factors may not have a
negative effect on caregivers.
There was no significant correlation between the
perceived stigma of the patients and caregivers, consistent
with a study of patients with first-episode psychosis.14 The
mechanism of development of stigma may differ between
patients and caregivers. The determinants of perceived
stigma and effects of different diagnoses on patients and
caregivers may differ. Caregivers of patients with psychotic
disorders or SUDs may be more likely to be affected by the
bizarre behaviour of patients and result in higher perceived
stigma and depressive symptoms, compared with caregivers
of patients with neurotic conditions.
Despite increased awareness, perceived stigma
remains high among patients and their families. Further
research is warranted to determine the correlates of
perceived and self-stigma in Indian patients with mental
illnesses to formulate stigma-reduction programmes for this
population.
The results should be interpreted in the context
that the study was conducted in an urban setting, with a
small sample, and may not be generalisable to the Indian
population. The study used self-reported data from a crosssectional sample without controls. The study was unblinded,
and instruments such as WSAS, PDDS, DCS, and DCFS
are not standardised for the Indian population.

Conclusion
Perceived stigma is prevalent among patients and caregivers
and affects their quality of life. Our findings may enable
clinicians to empower patients and their caregivers to
manage the stigma. The determinants of stigma differ
between patients and their caregivers. Further studies are
needed to determine the predicates and formulate measures
to ameliorate this stigma.
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