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Mental-lliness-Related Stigma in Health
Care in South India: Mixed-Methods Study
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ABSTRACT

Background: Stigma related to mental
illness is a reality among health care
providers. This study is an attempt to
understand the attitudes of doctors from
different specialties toward mental illness
and the stigma related to it.

Methods: We used a concurrent nested
mixed-methods approach to understand
and identify the various factors of
mental-illness-related stigma in medical
practitioners. Between November 2018
and March 2019, 100 medical practitioners
from South India were administered

a self-reporting OMS-HC (Opening

Minds Scale for Health Care Providers),
followed by in-depth interviews among
25 of the 100 participants selected using
purposive sampling. Quantitative surveys
were analyzed using SPSSv23. In-depth
interviews were transcribed as extended
notes, translated, and initially explored
using focused coding and the constant
comparative method.

Results: Though findings from quantitative
analysis show low to moderate stigma
(Mean = 53.52,50 = 7.61), the qualitative
study revealed unintended and covert
negative attitude toward mental illness.

Conclusion: As stigma occurs at various
levels—structural, institutional,

interpersonal, and personal—anti-stigma
measures also need to be systematically
designed. Qualitative studies give more
insight regarding the nature of stigma in
medical practitioners toward mental illness

Keywords: Mental health, stigma, health
care, mixed-methods, South India

Key Messages: Stigma reduction initiatives
targeting the healthcare professionals
need to be structured covering cognitive,
emotional and behavioral aspects. It should
be continuous for sustained changes and
contact based collaborative program to be
a corrective learning experience.

ccess to mental health treatment

is affected by several barriers,

of which mental-illness-related
stigma is identified as paramount.' It
can be in the form of stereotyping, loss
of status, separation, labeling, discrim-
ination using power, or all of the above
in various forms and combinations.?
The stigma related to mental illness
among health care providers is a reality
in the existing health care system, which
is less studied and affects the general
health-seeking behavior of the patients
as well.3 This stigma not only affects the
patients seeking mental-health-related
help but also affects the mental health

help seeking behavior of the health care
providers.* This creates an overall nega-
tive impact on health care settings.s

Mental-health-related stigma is a seri-
ous public health issue®and affects the
quality of life of the patient.” Undertreat-
ment is another issue related to this stig-
ma.? Social marginalization is also prev-
alent in clinical settings.® In the medical
community, health care professionals
face mental health stigma (when affect-
ed)and also stigmatize others within the
community (when another medical pro-
fessional is affected).” These covert neg-
ative attitudes may be due to the lack of
knowledge among doctors during their
medical school training.**

Few studies had addressed stigma re-
lated to mental illness among medical
practitioners. Especially, studies among
Indian medical practitioners are lacking.
This suggests a need to systematically
and accurately measure the attitudes of
the medical practitioners. To understand
the true nature of this stigma, it is neces-
sary to do an exploratory study to identify
various factors of mental-illness-related
stigma in medical practitioners.

In this study, we used a concurrent
nested mixed-methods approach to
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understand and identify the various
factors of mental-illness-related stigma
in medical practitioners. The study was
designed to understand the attitudes
of doctors from different specialties to-
ward mental illness and to deconstruct
and analyze the various components of
stigma related to it.

Materials and Methods

This was a mixed-methods study. It was
approved by the Institutional Ethical
Committee. The quantitative compo-
nent used random sampling, while the
qualitative component used purposive
sampling. Between November 2018 and
March 2019, 100 medical practitioners,
across various specialties, working at dif-
ferent health care levels in South India
were randomly chosen using the lottery
method. The methodology for choosing
the participants is as follows.

Five states of South India and their re-
spective capitals were chosen, namely
1. Tamil Nadu, Chennai

Andhra Pradesh, Vijayawada

Karnataka, Bangalore

Kerala, Trivandrum

Telangana, Hyderabad
Premier tertiary care centers from
these cities were chosen. Five doctors
from each of the following specialties
were randomly chosen to be contact-
ed for the study: pediatrics, obstetrics,
general surgery, general medicine, der-
matology, anesthesiology, ENT, and oph-
thalmology. Five general practitioners
belonging to the same geographic loca-
tion too were randomly chosen using
online directories. Overall, 225 doctors
were contacted through phone initial-
ly and explained about the study, and
their email addresses were obtained. A
questionnaire about sociodemographic
details (age, gender, specialization, and
years of practice) and OMS-HC (Opening
Minds Scale for Health Care Providers)
was emailed to them.

The OMS-HC is a 20-item self-report
questionnaire on a s-point scale, orga-
nized under three major sub-headings:
Attitudes of health care providers toward
people with mental illness; disclosure/
help-seeking; and social distance. Seven
items (3, 8, 9, 10, 11, 15, and 19) are reverse
coded. The minimum score is 20, and the
maximum score is 100. Higher scores

VNNV

correlate with higher stigma. The scale
has Cronbach’s « of 0.77.3

The participants were followed up for
their responses. The responses were ob-
tained as a separate Word document at-
tached in the mail. Reminders were given
after a couple of weeks. No personal identi-
fiers were collected from the respondents.

Out of the 225 doctors, 67 did not re-
spond to the email. Out of the 158 respons-
es received, only 100 cleared the checks
for completeness and consistency. Out
of these 100 doctors with complete re-
sponses, 25 were purposively chosen for
in-depth interviewing. The choice of doc-
tors was done based on representativeness
from the five cities and also the specialties
that were approached for the quantita-
tive survey. After procuring permission,

AK met them in person at their places of

work and interviewed them. The findings

were taken as field notes. The author who
conducted the interview in person (AK) is

a trained qualitative researcher with over

ten years of experience in qualitative re-

search. The following interview guide was
used for the in-depth interviewing:

1. As a doctor, what are the challenges
you face in dealing with mentally ill
patients? (In diagnosing, treating, ex-
plaining, referring, and other issues.)

2. In case of your own mental health is-
sues, what aspects would you consid-
er in seeking help? (Modality of treat-
ment, place, timing, trials, disclosure.)

3. How do you deal with your family

TABLE1.

members)relatives’ mental health is-
sues? (Issues addressed in questions 1
and 2.)

4. As an administrator, what are the
aspects you would consider in the
placement of a person whose mental
illness has improved? (Nature of job,
disclosure, timings.)

5. How interested are you in commu-
nicating with a psychiatrist and how
often do you interact with the psy-
chiatrist in your workplace in dis-
cussing about patients? (Referral, fol-
low-ups, doubts and clarifications,
liaison issues.)

Quantitative survey was analyzed us-
ing SPSSv23. The in-depth interviews
were transcribed as extended notes,
translated, and initially explored us-
ing focused coding and constant com-
parative method.*s A few emergent
codes and categories were identified
from the text and added to the existing
codes gained from observational stud-
ies. Axial coding was done to develop
connections between the categories
derived from all the data. Themes were
identified by looking for similarities,
differences, and relationships between
categories.®

Results

Participant Characteristics

Table 1 shows the sociodemographic
characteristics of the participants. Table 2

Sociodemographic Characteristics of the Participants

Sociodemographic Characteristics Quantitative (N =100) Qualitative
Age Mean: 35.12 years Mean: 34.57 years
(SD=2.37) (SD =1.18)
Males n=40 n=10
Gender
Females n=6o0 n=1g
General practi- 29 5
tioners
Pediatricians 13 3
Obstetricians 16 3
General surgeons 12 2
Specialization Physicians " 3
Dermatologist 5 4
Anesthesiologist 4 2
ENT specialist 5 2
Ophthalmologist 5 1
Number of years of practice Mean: 10.1g years Mean: 11.54 years
(SD =2.13) (SD=2.94)
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shows the responses of the participants
on the OMS-HC. The overall score for
mental-illness-related stigma in medical
practitioners in South India show low to
moderate stigma (OMS-HC score Mean
=53.52,SD = 7.614).

Findings from the
Qualitative Research

The qualitative analysis using grounded
theory approach revealed various nodes
that were organized into themes, and
relevant illustrative quotes were selected.
Table 3 shows the findings from qualita-
tive research. They can be broadly classi-
fied as personal and interpersonal factors.

Personal Factors

Lack of awareness about mental illness
and the resultant unconscious biases
are the major reasons why doctors ex-
press stigma-related behavior toward a
patient. This lack of awareness, coupled
with a lack of adequate training and
skills, leads to a failure to recognize and
diagnose mental health problems. Even
if identified, doctors felt that it was diffi-
cult to explain, treat, and refer patients
to a psychiatrist when the patients them-
selves did not feel a need to do so. All this
affects the patient-provider interactions
and the quality of the care.

The acceptance of mental illness in sig-
nificant others is debatable and differs
from doctor to doctor though treating
the illness has always been emphasized.
When the doctors themselves are affect-
ed, they prefer nonjudgmental psychi-
atrists and preferred disclosure to men-
tal health professionals who are mostly
unknown to them. However, they felt
no discomfort in taking treatment for
their mental illness. When it comes to
the workplace culture, the doctors re-
spected the privacy of the patients. They
invariably stated that they prefer nondis-
closure policies and felt that mentally ill
patients have the right to pursue their
vocation, provided the illness does not
interfere with productivity.

Interpersonal Factors

Doctors, when faced with challenges in
identifying/diagnosing mental health is-
sues, felt that liaising with mental health
experts is an issue to be addressed.
Also, there are difficulties in referrals,

TABLE 2.
Responses to the Opening Minds Scale for Health Care Providers
(OMS-HC)
Neither
Agree
Strongly nor Dis- Strongly
Questions Disagree | Disagree | agree | Agree | Agree
1 | am more comfortable helping a 1 24 22 35 8
person who has a physical illness
than | am helping a person who
has a mental illness.
2 If a person with a mental illness 12 44 15 25 4
complain of physical symptoms
(e.g., nausea, back pain, or head-
ache), | would likely attribute this
to their mental illness.
3 If a colleague with whom | work 1 13 13 51 22
told me they had a managed
mental illness, | would be just as
willing to work with him/her.
4 If | were under treatment for a 4 20 22 34 20
mental illness, | would not dis-
close this to any of my colleagues.
5 I would be more inclined to seek 8 9 13 50 20
help for a mental illness if my
treating health care provider was
not associated with my workplace.
6 | Iwould see myself as weak if | had 12 19 19 36 14
a mental illness and could not fix
it myself.
7 | lwould be reluctant to seek help if 28 42 7 18 g
| had a mental illness.
8 Employers should hire a person 2 3 8 48 39
with a managed mental illness
if he/she is the best person for
the job.
9 I would still go to a physicianif | 2 20 20 4 17
knew that the physician had been
treated for mental illness.
10 If I had a mental illness, | would 10 16 28 33 13
tell my friends.
1 Itis the responsibility of health 2 3 2 28 65
care providers to inspire hope in
people with mental illness.
12 Despite my professional beliefs, 43 36 12 7 2
| have negative reactions toward
people who have a mental illness.
13 There is little | can do to help 16 27 13 33 n
people with mental illness.
14 More than half of people with 5 14 23 43 15
mental illness do not try hard
enough to get better.
15 | People with mental illness seldom 8 33 26 26 7
pose a risk to the public.
16 The best treatment for mental 19 24 23 20 14
illness is medication.
17 | would not want a person with 14 34 18 30 4
amental illness, even if it were
appropriately managed, to work
with children.
18 | Health care providers do not need 18 29 27 24 2
to be advocates for people with
mental illness.
19 I would not mind if a person with 1 1 10 48 30
mental illness lived next door to me.
20 | | struggle to feel compassion for a 18 38 15 13 16

person with mental illness.
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follow-ups, doubts, and clarifications,
which affect holistic patient care.

Discussion

Stigma is a combination of several in-
dependent and interrelated factors.?
Studies have reported a commixture of
emotional, behavioral, and cognitive
components leading to a cascade of label-
ing, othering, devaluation, and discrim-
ination.” The process of stigmatization
and its consequences happen in tandem
at various levels: personal, interpersonal,
and structural.”® Stigma fosters fear, ap-
prehension, and distorted views of men-
tal illness and psychiatry.*

Though OMS-HC indicated low to
moderate stigma and a positive attitude
and approach to mental illness among
doctors, the interviews revealed many
unintentional discriminatory behaviors,
which they were unaware of. This reflect-
ed a tendency to “see the illness ahead
of the person” and could contribute to
dismissive behaviors such as addressing
mentally ill persons as “difficult” and
“manipulative.” Also, they held pessimis-
tic views about the course of illness, treat-
ment duration, and treatment outcome,
which may affect the mental health seek-
ing behavior of the doctors. This reso-
nates with previous studies that mention
mental-illness-related stigma in health
care as a barrier to access and care.>®

In the present study, the challenges
doctors face in dealing with mentally ill
patients fell under “what and how to say
and do” categories of problems. Though
many had little or no difficulty in identi-
fying psychiatric issues in their patients,
they felt that they are ill-equipped to
persuade the patient for a psychiatric
referral. Similar studies have shown that
there is a long-standing difference of
opinion among the nonpsychiatric doc-
tors about the appropriateness of psy-
chiatric referrals.>* The doctors, during
the in-depth interviews, were more con-
cerned about the side-effects of psycho-
tropics and the duration of treatment.
Studies from Swedish primary care also
reported similar findings of skepticism
related to medications.”> Some practi-
tioners, in our study, reported that they
start a few patients on benzodiazepines
as sedatives and anti-anxiety agents, al-
beit for a short term, without consulting

TABLE 3.

Findings from Qualitative Research

Themes Nodes Frequency Findings Illustrative Quotes
Challenges Diagnosing 15 Most of the par- “Taking a history and
faced in ticipants reported making a provision-
dealing with difficulty in diagnos- al diagnosis is very
mentally ill ing mental health challenging when it
patients problems comes to mental illness
...specially when the
symptoms and signs
are not clear” (General
practitioner, 12 years’
experience)
Treating, 10 Some of them stated “Explaining the need
explaining, that it was difficult to to meet a psychiatrist
and explain to the patients is very difficult... They
referral about the mental become very defensive
illness, treat them, or when we ask them to
refer to a psychiatrist, visit a psychiatrist...
when the patients They keep asking why
themselves do not feel | they should meet them
aneed to do so. (mental health ex-
pert)...” (Physician, ten
years’ experience)
Mental health | The expecta- 13 Most of them expected “When | face any
help-seeking | tion from the the psychiatrist to be mental health issue...
behavior doctor nonjudgmental I would like to visit a
psychiatrist only if they
are nonjudgmental...
Otherwise, | might think
twice before taking any
professional help...”
(Obstetrician, eight
years’ experience)
Modality of 21 Most of them stated “If | have any mental ill-
treatment that they did not have | ness...| will not hesitate
any issues with taking to take medications...
medications. (Dermatologist, nine
years’ experience)
“If taking medicines is
the only option, | will
take them” (General
surgeon, 11 years’ expe-
rience)
Disclosure 1 Some of them said that | “I would prefer to keep
they would prefer to my mental illness
disclose their mental private... | would reveal
health issues to some- my mental illness
one unknown to them. to any doctor who is
unknown to me or my
social circle...” (General
practitioner, 14 years’
experience)
Dealing Taking expert 20 Bringing insight to the “When my friends or
with mental help patient was of prime relatives suffer from

health issues
amongsignif-
icant others

importance to most of
the participants.

any mental issues, | will
explain the nature of the
illness and encourage
them to take psychiatric
opinion...” (Pediatrician,
10.5 years' experience)

Indian Journal of Psychological Medicine | Volume 43 | Issue 1| January 2021

61



Munisami et al.

Themes Nodes Frequency Findings Illustrative Quotes
Acceptance 6 Some of them reported “Accepting mental
difficulties in accepting illness in spouse or
mental illness in signif- kids is not easy... It
icant others. takes time... And also,
the process of seeking
professional help is not
easy... | would wonder
how the people around
us would respond, etc...”
(General practitioner,
eight years’ experience)
Being an ad- Recruiting 23 Most of them stated “I don’t think | would
ministrator people that they would not ever reject any suitable
reject a person because | candidate just because
of mental illness. he/she has mental
illness...” (General
practitioner, Hospital
Administrative Head,
nine years’ experience)
Disclosure 25 All of them stated that | “Revealing the news to
they would not disclose | the patient’s relatives
without the consent of would require the
the patient. consent of the patient...
Without consent, it is
unethical...” (General
surgeon, 11 years’ expe-
rience)
Interaction Referral, 22 Most of the respon- “Calling up a psychia-
with psychi- follow-ups, dents stated that trist to clarify doubts
atrist doubts and there are difficulties in | orrefer the patients to
clarifications giving referrals, doing | them is not easy... Most
follow-ups, clearing of the times, there is not
doubts, and getting much communication
clarifications regarding between the mental
the mental illness health experts and us,
especially in private
practice...” (Anesthe-
siologist, 12 years’
experience)
Liaison issues 4 A few of them reported “Working in collabo-
issues in liaising with ration with a mental
mental health experts health professional in
treating a patient is
still a distant reality...
The system is just not
there to enable smooth
liaison...” (Physician,14
years’ experience)

a psychiatrist. The reasons cited were dif-
ficulty in convincing the patients to con-
sult a psychiatrist, the perceived stigma
of mental illness, and poor communica-
tion and rapport the doctors had with the
psychiatrist. Similar problems of lack of
rapport between nonpsychiatric doctors
and psychiatrists have been reported in
the literature, and this has been known
to affect the delivery of quality care.>

On the other hand, when dealing with
psychiatric patients referred to them, the
nonpsychiatric doctors find difficulty
in eliciting the history, delineating the

symptoms, and discussing the treatment
with the patient. The majority accept so-
cial distancing and attribute it to the na-
ture of the mental illness. Many expect-
ed the psychiatrist to play an active role
in sensitizing the fellow doctors and to
participate actively in general case con-
ferences and academic meets. Academic
literature cites similar suggestions from
nonpsychiatric doctors who stated the
need for sensitization by psychiatrists.>

Consultation-Liaison Psychiatry (C-L
Psychiatry) is almost nonexistent in In-
dia. Studies show that referral rates from

62 Indian Journal of Psychological Medicine | Volume 43 | Issue 1| January 2021

other doctors remain very low, and many
private super-specialty hospitals and
tertiary care centers function without
a psychiatry department.>s Psychiatry
has been alienated, ostracized, and side-
lined from the mainstream medicine and
has been rightly called the “Cinderella”
of medicine.> It has always been a direct
consultation by the patient or relatives
when the reasons are obvious and, at
times, by doctors when the behavioral
disturbances are unmanageable. Many a
time, referrals are made only when they
are sought for.>»?

Previous studies showed that in the
case of their (doctors) illness, perceived
stigma was higher than self-stigma, and
also they were not sure about adherence
to medication.> When it comes to the
matter of mental illness among their sig-
nificant others, doctors were more con-
vinced of the need for treatment in the
elderly but found it difficult to persuade
them for treatment.*® On the contrary,
for their own children, they were not
very convinced for taking any psychiatric
consultation for stress-related issues and
were highly skeptical about starting psy-
chotropics.® Even in this present study,
in-depth interviews reflected this skep-
tical attitude of nonpsychiatric doctors
toward psychiatric medications.

Doctors in the study felt that the spec-
trum of mental illness is vast and could
not be categorized under an umbrella
term “psychiatric disorders.” In-depth in-
terviews revealed that they saw common
psychiatric illnesses differently from
serious mental health disorders. Also,
the attitudes of the respondents toward
mental illness varied widely between
manageable mental illnesses that are
common and severe psychiatric illnesses
that required hospitalization.

The in-depth interviews revealed that
doctors had a better understanding of
psychotic and neurotic illnesses than
substance use and personality disorders.
They were not much convinced about the
need for referral and the reliability of per-
sons with substance use disorders in case
of employment. They were not convinced
about referring a patient for psychiatric
treatment (even when there were symp-
toms suggestive of underlying mental
illness), an attitude that is commonly en-
countered in regular clinical practice.>»*
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Alienating, segregating, and ostraciz-
ing psychiatry continues, and though
public awareness about mental health
has improved, health care professionals
need to “unlearn” many erroneous con-
cepts about psychiatric issues. But for a
few conditions, it has been reported that
they hold a nihilistic attitude about re-
covery from the illness.>*

As stigma occurs at various levels
(structural, institutional, interpersonal,
and personal), anti-stigma measures also
need to target the same. The strategies
to be implemented should be integrated
both vertically and horizontally.®

The structural level includes insurance
coverage, budget allocation, legislation,
and policies, especially encouraging
mental health-seeking behavior among
health care providers. Institutional,
interpersonal, and personal level are
closely knit, and “catching them young,”
and training medical students, interns,
postgraduates, and resident doctors
with more emphasis on treating men-
tal illness within the same ontological
realm as other illnesses is a key step in
achieving “conceptual parity” and inte-
gration of psychiatry into mainstream
medicine.®

Sensitizing the nonpsychiatrists about
the magnitude of mental health issues,
the heterogeneity of the presenting com-
plaints, the impact of psychiatric treat-
ment on the overall improvement and
well-being of the patient, and also the
increased gratification for themselves for
being “holistic” is an important strategy
in combating stigma. Positive role mod-
els can bring about a change in organiza-
tional cultures.s

Stigma reduction programs should be
an ongoing and continuous process fo-
cusing on pre-service and in-service train-
ing of all cadres of health professionals.
De-stigmatizing mental illness should
be done through an emphasis on incor-
porating elements designed to increase
knowledge, develop skills, and change
the attitude toward mental illness. The
programs should target the uninten-
tional, unconscious bias toward mental
illness and be a truly myth-bursting and
transformative learning experience.»

The study has the following limitations:
lower response rate from the respon-
dents, which affects the generalizability

of the findings. The concurrent mixed-
method design was chosen to offset the
weakness due to <50% responses in the
quantitative survey and single inter-
viewer bias in qualitative research. The
study was self-funded, which affected
the scale of research. Hence, a limited
number of respondents were chosen,
and the study was limited to South India.

Future research focusing on rigorous
evaluation and standardization of an-
ti-stigma measures and testing the de-
signed intervention methods for effective-
ness could guide us in the right direction.
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