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Hindi Adaptation and Psychometric
Validation of the Affiliate Stigma Scale

Rajbala Kumari',Jay Kumar Ranjan’, Saroj Verma' and Hari Shanker Asthana

ABSTRACT

Background: The Affiliate Stigma Scale
(ASS) is awidely used tool to measure
affiliate stigma in the caregivers of
individuals with various types of mental
illnesses. However, the Hindi adaptation
of this scale with evident psychometric
properties is not available. This study
aimed to adapt the ASS in the Hindi
language and, further, to validate it in the
Indian setting.

Methods: Translation and back-translation
methods were used to translate the
original items of the ASS to the Hindi
language. After completion of translations
and linguistic adaptation process, the
Hindi translated version of the ASS, WHO
Quality of Life-BREF (WHOQOL-BREF),
General Health Questionnaire-12 (GHQ-
12), and Hospital Anxiety and Depression
Scale (HADS) were administered to 140
caregivers of persons with mental illness.
Purposive sampling method was adopted.
The age range of the participants was
17-6oyears. Psychometric properties, as
well as the factor structures of the scale,
were evaluated.

Results: The Hindi version of the ASS has
adequate internal consistencies (r=0.87-
0.93) and test-retest reliability (r=0.78,
P<0.001). The concurrent validity of this
scale was also high, as the correlation

coefficients among the Hindi version of
the ASS, WHOQOL-BREF, GHQ-12, and
HADS were ranging from 0.23 to 0.35. The
exploratory factor analysis revealed three
underlying factors, namely, cognition,
affect, and behavior.

Conclusions: The Hindi version of the ASS
is areliable and valid psychometric tool to
measure affiliate stigma in caregivers of
patients with mental illness.

Keywords: Mental illness, Affiliate Stigma
Scale, Hindi adaptation, Factor structure

Key Messages: The Hindi version of the ASS
is a comprehensive and efficient tool to
measure affiliate stigma among caregivers
of individuals with various mental illnesses.
Given that the internalized form of stigma
negatively impacts the psychological
health and well-being, this scale might be
useful to understand the role of stigma

on health outcomes in clinical as well as
research settings.

tigma towards mental illness is
quite prevalent in the Indian so-
ciety. Patients with mental illness
(PMI) and their family members expe-
rience several negative stigma and prej-
udices from society. > Family members
of PMI face dual challenges in the form
of caregiving burden as well as societal
discrimination. Apart from financial

burdens, family members of PMI often
experience avoidance, humiliation, and
ill-treatment from society because they
are associated with someone suffering
from mental illness.*>

As a result, many times, family mem-
bers internalize this public stigma and
consequently experience stress, guilt,
embarrassment, shame, helplessness,
inferiority, etc.>s This kind of internal-
ized form of stigma is conceptualized
as “affiliate stigma (AS)” by Mak and
Cheung.+ AS negatively affects the health
status of caregivers and gradually dimin-
ishes their quality of life (QOL). There are
very few Indian researchers, such as Ban-
ga et al. and Patra et al., who conduct-
ed empirical research in the area of AS
among caregivers of PML.5¢ Unavailabili-
ty of valid and reliable tools in the Hindi
language to measure AS could be one of
the major reasons behind the scarcity of
research on this topic.

Mak and Cheung developed the Affil-
iate Stigma Scale (ASS) to measure AS.#
The scale is widely used and comprises
cognitive, affective, and behavioral com-
ponents of stigma. The applicability and
proficiency of this scale can be gauged by
the fact that the scale’s translation and
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adaptation have been done in different
languages, for example, Persian, He-
brew, Ambharic, Chinese, and Malay.”®
The ASS has also been validated and uti-
lized to measure internalized stigma in
the caregivers of individuals with differ-
ent mental illnesses such as dementia,
Alzheimer’s disease, and autism spec-
trum disorders.'>> However, the Hindi
adaptation of this scale is yet to be done.
Additionally, there is a lack of a Hindi
psychometric tool with evident and valid
psychometric properties to measure AS
in the caregivers of PMI. Therefore, this
study aimed to translate and validate the
ASS in the Hindi language and further
analyze its factor structure.

Materials and Methods
Sample

The study was approved by Institution-
al Ethics Committee. It was conducted
at the Central India Institute of Mental
Health and Neurosciences, Rajnandga-
on, Chhattisgarh, using a cross-sectional
design. The sample consisted of 140 first
degree relatives of patients with schizo-
phrenia, of the age range of 17-60years.
Purposive sampling technique was used.
Only those participants who gave writ-
ten informed consent were included.
The following inclusion criteria were
followed: (a) Educated up to 8th grade,
(b) Could read and comprehend the Hin-
di language properly, (c) Living with the
patient for at least six months, and (d) Ac-
tively involved in fulfilling the patient’s
needs. Those with a history of mental
retardation, epilepsy, major psychotic
disorder, or any significant neurological
disorder were excluded. The sociodemo-
graphic as well as clinical details of the
participants were recorded in a sociode-
mographic and clinical datasheet spe-
cially drafted for this study. Based on the
said inclusion and exclusion criteria, 95
males and 45 females were selected.

Tools

ASS*: The ASS assesses the level of inter-
nalized form of stigma among caregivers
or relatives of PMI. It consists of a total
of 22 items. All the items are rated on a
4-point Likert scale coded from 1 (strong-
ly disagree) to 4 (strongly agree). The
scale measures the three major domains
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of AS, namely, cognitive, affective, and
behavioral. The reliability coefficient of
the scale ranges from 0.85 to 0.99, and
the concurrent validity ranges from o0.34
to 0.70.

WHO Quality of Life-BREF (WHO-
QOL-BREF)s: WHOQOL Group orig-
inally developed WHOQOL-BREF in
1997. Saxena et al. did its Hindi adapta-
tion.’s It consists of 26 items measuring
four domains of QOL, which are physi-
cal, psychological, social relationships,
and environment. Each item of the scale
is rated on a 5-point Likert scale, and the
available responses are 1 (not at all), 2 (lit-
tle), 3 (moderate amount), 4 (very much),
and 5 (an extreme amount). Reliability
coefficients of this scale range 0.62-0.86,
and the construct validity is 0.91.

General Health Questionnaire
(GHQ)-12'%: GHQ-12 is a reliable and val-
id tool to measure general mental health
in which a high score denotes poor men-
tal health. Goldberg and Williams origi-
nally developed this scale in 1970. Kashy-
ap and Singh did its Hindi adaptation
in 2017. The questionnaire comprises 12
questions about the general level of hap-
piness, depressive and anxiety-related
symptoms, and sleep disturbances. It is
a 4-point Likert scale in which the posi-
tive items are coded from 1 (not at all) to
4 (much more than usual) while negative
items are coded from 4 (not at all) to 1
(much more than usual). Internal consis-
tency (Cronbach’s alpha) of the scale was
0.93 and the construct validity ranged
0.92-0.98.

Hospital Anxiety and Depression
Scale (HADS)7: This is a self-adminis-
tered rating scale that assesses the pres-
ence as well as the severity of anxiety and
depression. It measures distress on two
subscales, that is, anxiety subscale and
depression subscale, both containing
seven items. All the 14 items are rated on
a 4-point Likert scale coded from o to 3.
A score of “0” in any item denotes lower
psychological distress while “3” denotes
higher distress. The internal consistency
of both anxiety (a = 0.80) and depression
(o = 0.76) subscales is high.

Procedure

First, permission for the Hindi adap-
tation and psychometric evaluation of
the ASS was taken from the original
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authors. After that, six bilingual pro-
fessors proficient in Hindi and English
languages were selected for the linguis-
tic adaptation of the scale. All the ex-
perts were having previous experience
of translation and back-translation of
questionnaires or inventories. Forward
translation work was carried out by
three professors of psychology who were
aware of the concept and purpose of the
questionnaire. Afterward, forward-trans-
lated items were presented to another
three professors for back-translation. To
avoid biases, the back-translation work
was given to translators who were not
aware of the original English version
of the scale. Lastly, the original ASS
and translated versions were reviewed
together for incongruities, if any. The
backward-translated version did not
show any notable difference regarding
meaning from its original version. There
were no culture-sensitive items in the
scale; therefore, no culture-specific mod-
ification was done. After completion of
the translation work, the psychometric
evaluation of the Hindi translated ver-
sion was started (see supplementary file).
For this purpose, the Hindi version was
administered on the participants along
with WHOQOL-BREF, HADS, and GHQ-
12. Lastly, to check the temporal stability,
the Hindi version of ASS was re-adminis-
tered to 48 participants after a gap of two
months.

Statistical Analyses

The IBM Statistical Package for the Social
Sciences, version-19, was used to analyze
the obtained data. Cronbach’s alpha co-
efficient and test-retest coefficient were
calculated to assess the reliability of the
scale. Pearson’s correlation coefficients
were computed to estimate the concur-
rent validity. Lastly, exploratory factor
analysis was conducted to determine
the factor structure of the scale using
the principal component analysis meth-
od. Initially, sample adequacy for factor
analysis was tested using Kaiser-Mey-
er-Olkin measures and Bartlett’s test for
sphericity. The Bartlett’s test of spherici-
ty was calculated to test the overall sig-
nificance of all the correlations within
the correlation matrix. The Kaiser-Mey-
er-Olkin measure of sampling adequacy
was tested to estimate the strength of the
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association among the variables. After
that, the scree plot was used to know the
possible number of factors suitable to
retain. The factors that had eigenvalues
>1 were retained in the analysis.®® The
unrotated factor component matrix was
rotated using varimax rotation with the
criteria of factor loading >0.40, recom-
mended by Hair et al.Finally, the cut-oft
point for the low, moderate, and high lev-
el of AS was derived from the percentile
distribution of the scores.

Results
Sample Characteristics

The mean (+SD) age of the partici-
pants was 28.67 (+7.49) years. Most of
the participants were married (57.14%)
and educated up to matriculation level
(42.85%). The mean duration of care-
giving was approximately 11.97 (+ 5.33)
months (Table 1). The mean (+SD) ASS
score of the participants was 62.23
(+7.98). Further, the mean (+SD) scores
for affect, behavior, and cognition sub-
scales were 24.35 (& 3.72), 18.65 (£2.90),
and 19.22 (+ 2.84), respectively.

Reliability

Internal consistencies of the scale, as
well as its subscales, were assessed by us-
ing Cronbach’s alpha coefficient.

The obtained high Cronbach’s alpha
coefficient values for affect (a=0.87), be-
havior (a=0.90), and cognition (a=0.89)
subscales, as well as the full scale
(0=0.93), indicate the ASS has adequate
internal consistency.

Test-retest reliability: The test-re-
test reliability of the Hindi version was
evaluated to determine its temporal
stability. The obtained result indicates
a high test-retest reliability coefficient
(r=0.78,P<o0.001).

Intraclass correlation coefficient
(ICC): The ICC was evaluated to assess
the test-retest reliability of the Hindi
version with greater sensitivity. The sin-
gle measure ICC value was o0.40, with
a 95% confidence interval 0.30-0.50 (F
(47,987) = 14.93, P<0.001). This ICC indi-
cates that the Hindi version has fair test-
retest reliability.

Between subscale correlation co-
efficient: The correlation coefficient
among all the three subscales of the

TABLE1.

Sociodemographic Profile of the Participants

Sociodemographic Variables Mean (+SD)/Frequency%
Age (years) 28.67 (+7.49)
Sex male g5 (67.19%)
Female 45 (32.10%)
up to 8th grade 30 (21.42%)
. Matriculation 60 (42.85%)
ZeEle Intermediate 35 (25%)
Graduate 15 (10.71%)
. married 80 (57.14%)
SEIENEEITD Unmarried 60 (42.85%)
Duration of caregiving (months) 11.97 (£5.33)

TABLE 2.

Correlation of the Hindi Version of the ASS with Measures of QOL,
General Mental Health, Anxiety, and Depression

Variables Tools N Affiliate Stigma P Value
Quality of life WHOQOL-BREF 140 -0.30 <0.001
General health GHQ-12 140 0.23 0.005

Anxiety and depression HADS 140 0.35 <0.001

ASS: Affiliate Stigma Scale; QOL: Quality of Life, WHOQOL-BREF: WHO Quality of Life-BREF Scale, GHQ-12:
General Health Questionnaire-12, HADS: Hospital Anxiety and Depression Scale.

Hindi version was calculated to estimate
the internal homogeneity of the present
scale. Scores of the affect subscale were
significantly positively correlated with
the scores of behavior subscale (r=0.47,
P<o.001) and cognition subscale
(r=0.49, P<o0.001). Similarly, there was
a significant positive correlation found
between the scores of the behavior and
cognition subscales (r=0.73, P<o0.001).
This further indicates that all three com-

FIGURET.

ponents of AS, namely, cognition, behav-
ior, and affect, are highly related to each
other.

Validity

Concurrent validity: In order to deter-
mine the concurrent validity of the scale,
correlation coefficients were computed
among the obtained responses of the
ASS, WHOQOL-BREF, HADS, and GHQ-
12 (Table 2).
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The obtained correlation coefficient
values indicate a substantial amount of
concurrent validity of the scale. Scores
of the ASS were found to be significant-
ly positively correlated with the score of
GHQ-12 (r=0.23, P=0.005) and HADS
(r=0.35, P<o0.001). Results imply that

TABLE 3.

higher level AS is associated with great-
er anxiety and depression, as high scores
on the ASS indicate more AS, whereas
high scores on HADS reflect more anx-
iety and depression. Similarly, a higher
score on GHQ-12 indicates poor mental
health, which means a higher level of AS

is related to poor mental health. More-
over, scores of the ASS were negatively
correlated  WHOQOL-BREF (r=-0.30,
P<o0.001); high scores on QOL indicate
better overall well-being. The findings
further indicate that caregivers who have
a low level of AS experience fewer symp-

Item Factor loadings for Exploratory Factor Analysis Using Varimax Rotation Method (n=140)

Factor Loadings Eigen | Variance
Items | Descriptions 1 2 3 Value | Explained
€ Teu AT/ T &, H TER 1 U qae HHfe W 2l 0.55
QA | feel inferior because | have a family member with mental illness.
F TERTCH T TR &7oH Teqd LT /AT , N1 HE AR bl Uk Gaed Heh I 2l 078
Q4(A) | feel emotionally disturbed because | have a family member with mental illness.
T GRET % AT & 8 SR Gae i ZFaer g8l WiHar! 7eqd FHU 2| 071
Q7 (A) The behavior of a family member with mental illness makes me feel embarrassed.
HTAETT WEHH A1/ LAl 5, TR HE TG oh Ueh Hae e W 2l 078
Qro(A) | feel helpless for having a family member with mental illness. 0
s e L R e e i e 0.8 980 | 4465%
Qr3(A) | feel sad because | have a family member with mental illness.
T3 e FofelT el 2 T 11 T AL S ST bl H GRET 3T ek Hawt At W ) 0.70
Qi6(A) | worry that other people would know | have a family member with mental illness.
R A/ 6 5 5 T 7 , TR 3¢ AN 1 U e Hfee T 2 0.81
Qig(A) | feel that | am under great pressure because | have a family member with mental illness.
ifeh HY faR T Uk Ha A{eeh T 2, 3 ST T & HH e v T g 0.67
Rl Given that | have a family member with mental illness, | reduce contact with the neighbors.
I <Y TArEfer 5 et e 3 STl 2, et 8 afE 3 Arfs w9 & s e & wr gy e g 0.78
Q2(B) | avoid communicating with a family member having mental illness.
T 2GS B ATEH Tl 3 T/ I shi 7 TET h Ueh e Hfaeh I 2 0.58
Qs (8) | dare not tell others that | have a family member with mental illness.
3 R o AT §9 & sfHT Hew o TTe SITet ST H T e 81 0.68
Q8(B) || reduce going out with a family member with mental illness.
=ifer # TR 1 U e Hfee W 2, § 10 it o fecaml o are s Heh Taar T 3| 0.80
Qu(B) | Given that|have a family member with mental illness, | reduce contact with my friends and
relatives. 2.91 13.27%
e H AR o AT 9 & SR AT o W1 S, 1 5 T i ST AN o6 ST 1w ST o W/ T 0.76
Q14(8) When | am with a family member having mental illness, | would keep a relatively low profile.
e o A & & SR 9ewr  FH e wd F g 0.64
Q7(8) | reduce interacting with a family member with mental illness
AT T & G Rr TR 3 ST o 2t e e st /R, 3Bl el 311 S el Ha o & ST Sl T TRE o U 071
T T U R
Q20(8) || dare not to participate in activities related to mental illness lest other people would sus-
pect | have a family member with mental illness.
3 T B foreeg, S 4, At H afta o Arfees 9 & sim gaw & e g 075
Q3 (C) | Other people would discriminate against me if | am with a family member having mental
illness.
Y T erfivet g8 @, Fifon Y TRE oh Ueh et AIae: T 2| 071
Q6(0) My reputation is damaged because | have a family member with mental illness.
T ST FT e 5 T T & STl €, ST # TRET 2 A e 9 6 S §aw o e gy € g 0.67
Qg (C) | People’s attitude towards me turns bad when | am together with a family member having
mental illness.
R 7 e YT T A T ST, 731 TR TR TH1 el 2 0.65 | 137 5.85%
Q12(C) Having a family member with mental illness imposes a negative impact on me.
eI < Ueh Fe il A T ST, 21 €2 1 121 @TH shl etT ST Hed il 2| 0.69
Q15(C) | Having a family member with mental illness makes me think that | am incompetent compared to
other people.
RET H U e 1 AR T ST, T3 e T bl Hofet T & oA # ot & g/ FH ) 0.67
Qi8(0) Having a family member with mental illness makes me think that | am lesser to others.
eI H ek TawT T AT T ST gt e e ) 0.55
Q21(C) Having a family member with mental illness makes me lose face.
A:affect, B:behavior, C:cognition.
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toms of anxiety and depression and have
better overall health and QOL.

Exploratory factor analysis: The re-
sult of the KMO sample adequacy test was
found to be high (0.90), which ascertained
the appropriateness of the sample for fac-
tor analysis. Also, Bartlett’s test of spherici-
ty value was found to be significant (y? (231)
= 2233.46, P<0.001), which indicates that
the variables are adequately correlated.
Therefore, the application of factor analy-
sis was appropriate on this data. The signif-
icant values of both the tests indicate the
suitability of the data and adequacy of the
sample for factor analysis.

Initially, principal component analy-
sis extracted 22 unrotated factors. The
factors that had eigenvalues >1 were re-
tained in the analysis.*® It is evident from
the scree plot (Figure 1) that three factors
with an eigenvalue >1 are clearly depart-
ing from the scree at the inflection point.
Out of the 22 extracted factors, only 3
had eigenvalue =1, so these three were
retained in the analysis (Figure 1).

Varimax rotation, with the criteria of fac-
tor loading >0.40 recommended by Hair
et al. and Field, > indicated three distinct
factors underlying the items of the Hindi
version. All the 22 items, with their respec-
tive factor loadings, have been present-
ed in Table 3. For each variable, only the
strongest loading is specified in the table.

The first factor was labelled as “affect,”
due to the higher loading by the items
related to “affective” aspects of AS, for
example, “I feel sad because I have a fam-
ily member with mental illness.” This
first factor accounted for 44.65% of the
total variance. The second derived factor
was labelled as “behavior” because of
the higher loadings by the items related
to behavioral aspects of AS like, “I avoid
communicating with a family member
with mental illness.” This factor emerged
to explain 13.27% of the total variance.
The third factor was named as “cogni-
tion,” as all the highly loaded items on
this factor were about cognitive aspects
of AS such as “Other people would dis-
criminate against me if I am with the
family member with mental illness.” This
factor shared a total of 5.85% variance.
Altogether, these three factors explain
63.78% of the total variance (Table 3).

Finally, the cut-off points of the scale
were derived from the percentile distri-

bution of the scores. Based on the total
scores of the obtained data, the 33rd and
66th percentiles were considered as the
cut-off points to identify low, moderate,
and high scores for AS. The 33rd percen-
tile was used as the low AS score cut-off,
and the 66th percentile was used as the
high AS score cut-off. The range of values
between the low and the high score cut-
offs denotes moderate AS level. The 33rd
and 66th percentile are taken as the cut-
off point because these two tertile points
divide the population into three equal
subgroups and help in categorizing them
as high, moderate, and low scorers. > Also,
this classification method is commonly
practiced in psychological research to de-
termine the cut-off points of a scale.»*

Based on these three percentiles, a
score of <55 reflects a low level of AS, a
score of 56-62 reflects a moderate level of
AS,while a score of 63 suggests a higher
level of AS.

Discussion

This study was conducted with twofold
objectives; first, to adapt and validate
the ASS in the Hindi language, and sec-
ond, to explore its factor structure. For
the linguistic adaptation of the present
scale, forward and backward translation
methods were used.>#* The translation
was done with a focus on conceptual and
cross-cultural equivalence rather than
mere literal similarity, as per the recom-
mendations of Phongphanngam et al.?

The Hindi version of the ASS was found
to be a reliable and valid scale. The analy-
sis of the data offered an acceptable range
of Cronbach’s alpha values for the full scale
as well as its subscales. It shows that the
items of the Hindi version of the scale are
homogeneous and significantly correlated
with each other. These findings are consis-
tent with the results of Mak and Cheung,
Chang et al, and Yun et al.#" Further,
high consistency between the scores of the
test and retest phases suggests the tempo-
ral stability of the Hindi version of the ASS.
The present finding is consistent with the
findings of the Persian validation study of
the ASS conducted by Saffari et al.> Overall,
it can be inferred that the items of the scale
arereliable to assess the various underlying
components of AS.

The concurrent validity of the Hindji ver-
sion was assessed by correlating its score

with different valid measures of general
mental health, QOL, anxiety, and depres-
sion. Earlier research findings highlight that
the family members of psychiatric patients
come across various types of negative emo-
tions and experiences during the whole pro-
cess of caregiving to the PMI, which often
results in internalizing stigma.® A person
with a higher level of AS experiences neg-
ative effects such as shame, guilt, sadness,
and inferiority. These negative emotions
gradually cause depression and anxiety and
lead to reduced QOL.**»*8 Hence, measures
of general mental health, QOL, anxiety, and
depression were considered for measuring
concurrent validity of this scale.

As expected, a significant negative
correlation was obtained between the
scores of the ASS and WHOQOL-BREF.
On the other hand, the scores of the ASS
were found to have a significant positive
correlation with the scores of HADS and
GHQ-12. It illustrates that an individual
with a higher level of AS experienced a
reduced QOL and poor well-being. The
present findings are similar to the find-
ings of Chang et al. and Saffari et al.'o*

These results provide evidence for the
concurrent validity of the Hindi version of
ASS. However, it is important to note that
the correlation coefficient values among
the scores of these tests are significant but
moderate in strength. These moderate
correlation coefficients can be the result of
the fact that an individual’s QOL, general
health,and overall well- being are affected
by several other factors as well.

Further, an exploratory factor analysis
provided three-factor solutions for the
Hindi adaptation of the ASS. The three
factors obtained were similar to the fac-
tors reported by Mak and Cheung, name-
ly, cognitive, affective, and behavior fac-
tors.* This three-factor solution of the
scale was also claimed by several other
researchers.®o

Lastly, it was found that a considerable
portion of family members of PMI experi-
enced moderate to high level of AS. These
findings are consistent with the findings
of Thara and Srinivasan, as they have also
reported a large number of primary care-
givers of schizophrenia patients to experi-
ence stigma and discrimination.?

Further, various studies have found
that a higher level of AS consequently
leads to various positive symptoms of
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psychosis, depression, and poor mental
health. Hence, this scale could be use-
ful for the identification of individuals
with a higher level of AS who are likely
to develop mental health issues, so that
proper intervention could be provided to
them in time.

Although this study will be useful for
clinicians and mental health workers in
measuring caregivers’ AS, it has certain
limitations. Firstly, the sample size was
relatively small. Also, the cross-language
equivalence of the scale was not evalu-
ated. The Hindi version was validated
only for the family members of PMI.
Therefore, this tool can be validated for
caregivers of terminally ill patients such
as those with HIV/AIDS, leprosy, tuber-
culosis, etc., in future studies.

Conclusion

The Hindi version of ASS is a reliable
and valid psychometric tool to measure
AS among Hindi-speaking caregivers of
PML. It is a comprehensive Hindi scale
to assess the cognitive, behavioral, and
affective components of internalized
stigma. This scale would be very use-
ful and effective for clinicians as well as
researchers working in the area of care-
givers’ well-being, especially in the Hin-
di-speaking zones.

Data Sharing Statement

Deidentified individual participant data (includ-
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informed consent form, and the statistical anal-
ysis plan) will be made available for wider use.
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and for lifetime, to the researchers who provide
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mitted to jaykumarranjan@gmail.com.
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