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IDENTIFICATION OF THE BELIEFS TOWARD
STIGMATIZATION AND MENTAL ILLNESS AMONG
RELATIVES OF SCHIZOPHRENIA PATIENTS

Gamze CINCINOGLU", Hatice TAMBAG?

ABSTRACT

Stigmatization is an important problem that causes negative results for schizophrenia
patients and their relatives. This study aims to identify beliefs toward stigmatization and
mental illness among relatives of schizophrenia patients followed up in community mental
health centers. The target population of the study was relatives of schizophrenia patients
who were registered in Hatay Community Mental Health Centers (CMHC). The sample
was relatives of schizophrenia patients who attended CMHCs actively (n=170). Data were
collected through the Socio-demographic Form, the Stigmatization Scale for Relatives of
Schizophrenia Patients (SSRSP), and Beliefs toward Mental llinesses Scale (BMIS) in
the community mental health centers or at home visits.SSRSP total mean score of the
patient relatives involved in the study was 30,64+8,35, and BMIS total mean score was
71.81+17.08. Significant differences were found in the SSRSP according to receiving help
apart from the medical treatment, patient relatives’ feeling differences in people's attitudes
in the social activities they attended with the patient, patients’ frequency of attending the
CMHC, and patients’ participation in social activities apart from the CMHC (p<0,05). A
medium-level, positive, and significant relationship was found between SSRSP total and
BMIS total scores (r=0,464) (p<0,05). The results of this study showed that patient relatives
were stigmatized, and they had negative beliefs toward mental illness. Based on the results
of the study, it is recommended to initiate activities to be conducted by health professionals
working in CMHCs and other related institutions for improving attitudes about schizophrenia
patients and their relatives and eliminating stigmatization. Through the identification of
stigmatization in schizophrenia patients and their relatives and beliefs of patient relatives
toward mental illness, this study contributes to patient families and society by helping the
CMHC team to organize training on mental illness for these people.

INTRODUCTION

Schizophrenia is one of the most important mental health problems that cause
disability, affect the individual's quality of life and social functioning, and have
negative effects on patient relatives and society'. Care of schizophrenia patients is
generally performed by family members?. Schizophrenia causes various difficulties
not only for patients themselves but also for their families®. The psychological
state caused by the environmental, economic, social, and emotional problems
due to caring responsibilities is considered the family's burden. Stigmatization is
the primary environmental problem?.

Stigmatization is defined as referring individuals in a way to decrease their
respectability as it excludes them from the criteria considered normal in

DOI:10.5281/zenodo.10719096

" Hatay Mustafa Kemal University, Faculty of Health Sciences, Psychiatric Nursing Department, Hatay, Turkey, gamze.yildirim@
mku.edu.tr, ORCID: 0000-0001-5009-6643

2 Hatay Mustafa Kemal University, Faculty of Health Sciences, Psychiatric Nursing Department, Hatay, Turkey, htambag@mku.
edu.tr, ORCID: 0000-0002-0812-2489



4

the environments where they live. Due to
stigmatization, a stigmatized individual is
attributed to a characteristic that results in
feeling embarrassed and disliked by others
and experiencing disapproval and shyness?®®.
Psychiatric patients are one of the groups
affected by stigmatization the most’. As a result
of stigmatization, psychiatric patients and their
relatives are isolated from society and do not
demonstrate health-seeking behaviors®®. These
individuals do not apply health institutions with
the fear of being stigmatized or being excluded
from society, which causes a big obstacle for
maintaining their treatment. In addition to the
problems with the treatment, there could also
be serious problems with individuals' social
relationships™,

Reasons for the stigmatization of psychiatric
patients by the society include seeing individuals
with a psychiatric disorder different, thinking that
they are violent due to this difference, blaming
them, and not being able to make sense of their
behaviors'>'3. Being afraid of an individual with
mental illness is the primary factor that causes
stigmatization'. Stigmatization affects psychiatric
patients both internally and externally'®; external
stigmatization includes the rejection of the
individual with mental illness by their relatives,
friends, and employers'. In such a case, not
only individuals with mental illness but also their
family members are stigmatized'®. Families are
considered responsible for the illness and thus
blamed by society. These kinds of misbeliefs
and the accompanying stigmatizing approach
cause family members to feel bad, withdraw into
themselves, and decrease their interactions and
social activities with the environment; in fact, one
of the family members may lose his/her job in
some cases”'. People in society treat families
of psychiatric patients as if this situation was a
disgraceful offense and demonstrate stigmatizing
attitudes such as “being the father or mother of an
individual with a psychiatric illness”; families fight
with these kinds of problems. Due to these kinds
of different behaviors demonstrated by society,
families hide the illness from society's. Mental
health professionals are reported to have important
roles in fighting with stigmatization'. It is reported
that societies should be informed about mental
illness, individuals with mental illness should be
provided with treatments and given moral support
and attention in this process so that they can be
reintegrated into society and negative perceptions

about mental iliness can be eliminated™. All health
professionals’ attitudes towards mental illness are
of importance for the prevention of stigmatization.
Therefore, it is important to identify the attitudes
of all health professionals and psychiatric nurses
about this issue and evaluate how individuals with
mental illness are affected by these attitudes'>.
Family education about schizophrenia and
information and consultancy services to be given
to patients and their relatives about mental illness
and decreasing stigmatization in community
mental health centers are considered to help
decrease negative thoughts about mental illness
and stigmatization. The results of a study show
that studies to be conducted for preventing
stigmatization about individuals with mental
illness should focus on family psychoeducation?.

The results of this study are considered to guide
community mental health workers in providing
necessary services for decreasing stigmatization
of relatives of individuals with schizophrenia. The
study aims to identify the beliefs of the relatives of
schizophrenia patients followed up in community
mental health centers toward stigmatization and
mental iliness.

Research Questions

1. What is the stigmatization level of relatives of
schizophrenia patients?

2. What is the belief levels of relatives of
schizophrenia patients toward mental illness?

3. Is there a statistically significant difference
between the belief levels of patient relatives
toward mental illness and their socio-
demographic characteristics?

4. |s there a statistically significant difference
between schizophrenia patient relatives’
stigmatization levels and socio-demographic
characteristics?

5. Is there a statistically significant relationship
between the stigmatization levels and belief
levels toward mental illness?

METHOD

This methodological and cross-sectional study
aims to identify beliefs toward stigmatization and
mental illness among relatives of schizophrenia
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patients who were followed up in community mental
health centers. The study was conducted in a
community mental health center providing service
affiliated to the General Secretariat of Hatay Public
Hospitals Association and Iskenderun Community
Mental Health Center. The target population
of the study was the relatives of schizophrenia
patients registered in CMHCs in Hatay. There are
two CMHCs located in iskenderun and Antakya
provinces. The number of patients was 439 in
total, 330 in the iskenderun CMHC and 109 in the
Antakya CMHC. The sample was the relatives
of schizophrenia patients who were registered
in the CMHC and regularly attended the CMHC
at least once (n=171). In this regard, the study
was planned to be conducted with 171 relatives
of schizophrenia patients who attended CMHCs
regularly at least once; one patient relative did not
accept to participate in the study. Hence, the study
was completed with 170 relatives of schizophrenia
patients who accepted to participate in the study.

Ethics approval

Hatay Mustafa Kemal University Clinical
Research Ethics Commitee confirmed the study
with the decision number 121 and with the date
16.09.2015.

Characteristics of the Study Group

Of all the patient relatives, 64.7% were females,
27.1% were aged between 40 and 49, 66.5%
received help apart from a medical treatment,
63.5% consulted a religious leader, 50.6% used
non-medical methods as they thought they would
be beneficial, 47.1% thought their relatives treated
them differently as they had a family member
with schizophrenia, 24.7% hid the individual with
schizophrenia and the illness from their relatives,
11.8% did not take their schizophrenia patient to
visits to relatives, 8.2% felt like a stranger when
they were with relatives due to their schizophrenia
patient, 54.7% felt differences in people’s attitudes
during the social activities they participated with
the schizophrenia patient, 37,6% thought the
people they met in social activities behaved them
differently due to their schizophrenia patient,
28.2% hid the individual with schizophrenia and
the illness from the people they met in social
activities, 19.4% did not attend social activities

with the schizophrenia patient, and 7.1% felt like a
stranger in the social activities they attended with
their patients.

Implementation of the Study

Ethics approval was obtained from the Mustafa
Kemal University Ethics committee. After the
necessary permissions were obtained from the
related institutions, verbal information was given
to the relatives of schizophrenia patients in the
community mental health centers, and their written
consent was received. The study was conducted
with schizophrenia patient relatives in the CMHCs
between September 2015 and September 2016.
After they were informed about the purpose of the
study and their written and verbal consent was
received, the participants were administered the
socio-demographic form and the scales through
face-to-face interviews in an available room in
the community health centers or at home visits.
The data collection procedure took about 45
minutes. Data were collected through the Socio-
demographic Form, the Stigmatization Scale for
Relatives of Schizophrenia Patients, and Beliefs
toward Mental lliness Scale (BMIS).

The Socio-Demographic Form

The Socio-Demographic Form, prepared by the
researcher in line with the related literature to form
the independent variables, includes 37 questions
about the socio-demographic features of the
patients and patient relatives and the beliefs,
attitudes, and behaviors of patient relatives toward
stigmatization and mental illness®10.1221.22.23,

The Stigmatization Scale for Relatives of
Schizophrenia Patients (SSRSP)

The stigmatization scale developed by Kol Akinci
for measuring stigmatization among patient
relatives was adapted as the Stigmatization Scale
for Relatives of Schizophrenia Patients (SSRSP)
after its validity and reliability were performed.
SSRSP was utilized as the data collection
tool. The scale was developed to identify
stigmatization among relatives who have a patient
with schizophrenia. The scale was composed of
17 items, and no items were eliminated from the
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scale after the factor analysis. The five factors of
the scale are as follows:

Social Isolation and Insufficiency Sub-scale:
It includes items 1, 2, 3, 4, 9, and 15, and its
Cronbach’s Alpha value is 0,87.

Avoidance and Deterioration in Interpersonal
Relationships Sub-scale: It includes items 5, 6,
and 7, and its Cronbach’s Alpha value is 0.80.

Social Negative Discrimination Sub-scale: It
includes items 8, 10 and 11, and its Cronbach's
Alpha value is 0.76.

Hiding and Embarrassment Sub-scale: It includes
items 12, 13, and 14, and its Cronbach’s Alpha
value is 0,71.

Negative Internalization Sub-scale: It includes
items 16 and 17, and its Cronbach’s Alpha value
is 0,69. SSRSP total Cronbach’s Alpha value was
calculated as 0.90.

The Stigmatization Scale for Relatives of
Schizophrenia Patients (SSRSP) is a three-point
scale responded as Yes: 3, Sometimes: 2, and No:
1. The scale is scored over both the total score
and sub-scale scores; higher scores obtained
from the scales and sub-scales indicate higher
stigmatization. The scores to be obtained from the
scale range between 17 and 51. The Cronbach's
alpha value of the scale was found 0,90.

Beliefs toward Mental lliness Scale (BMIS)

Beliefs toward Mental lliness Scale utilized as the
data collection tool in this study was developed
by Hirai and Clum (2000) in the United States of
America, and the Turkish reliability and validity
of the scale were performed by Bilge and Cam
(2008). The scale was developed to identify the
positive and negative beliefs of individuals with
different cultural characteristics toward mental
illness.25 The scale is composed of three sub-
scales that included Dangerousness, Poor Social
and Interpersonal Skills, and Incurability.

Beliefs toward Mental lliness Scale is a 6-point
scale responded as | completely disagree: O, |
largely disagree: 1, | partly disagree: 2, | partly
agree: 3, | largely agree: 4, | completely agree:
5. The scale is evaluated out of both total

scores and sub-scale scores; higher scores
to be obtained from the scale and sub-scales
indicate negative beliefs. Cronbach’s alpha
value of the Beliefs toward Mental lliness Scale
was found 0,82. Cronbach’s Alpha values were
0,80 for the Incurability and Deterioration in
Interpersonal Relationships sub-scale, 0,71 for
the Dangerousness sub-scale, and 0,69 for the
Embarrassment sub-scale. 25 Cronbach's Alpha
value was found 0,73 in this study.

Limitations of the Study

This study is limited to the responses given by
the patients and patient relatives in the data
collection forms regarding personal and family
characteristics. Relatives of the patients who
were registered in the community mental health
centers affiliated to Hatay General Secretariate of
Public Hospitals Association between September
2015 and September 2016 but did not attend the
centers regularly were not included in the study.
The study was limited to 170 relatives of patients
who attended the CMHCs regularly.

Statistical Analysis

Data were analyzed in SPSS (Statistical
Package for Social Sciences) (SPSS Inc., 2012)
21.0 statistical software program. Descriptive
statistics were demonstrated using numbers and
percentages. Shapiro Wilk test was utilized to test
whether data distributed normally; comparison of
non-normally distributed data in two independent
groups was done using the Mann Whitney U test
and the comparison of more than two independent
groups was done using Kruskal Wallis tests. The
relationships between numerical variables were
tested using the Spearman correlation coefficient.
Descriptive statistics were used as meantstandard
deviation for numerical variables and numbers
and percentage values for categorical variables.
Statistical significance was taken as P<0.05.

Findings

The participating patient relatives’ Stigmatization
Scale for Relatives of Schizophrenia Patients
(SSRSP) mean score was found 30.64+8.35.
SSRSP sub-scale mean scores were 11.29+3.85
for the social isolation and insufficiency sub-scale,
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4.83%2.00 for the avoidance and deterioration in
interpersonal relationships sub-scale, 4.341+1.75
for the social negative discrimination sub-
scale, 5.05+1.85 for hiding and embarrassment
sub-scale, and 5.12+1.13 for the negative
internalization sub-scale. Patient relatives’ Beliefs
toward Mental lliness Scale total mean score

was 71.81+£17.08. Sub-scale mean scores were
26.93+8.75 for the dangerousness sub-scale,
43.18+10.48 for the incurability and deterioration
in interpersonal relationships sub-scale, and
1.68+2.49 for the embarrassment sub-scale
(Table 1).

Table 1. The Stigmatization Scale for Relatives of Schizophrenia Patients and Beliefs toward Mental

llinesses Scale Mean scores

Scales Ort+ SD Min Max

SSRSP

Social Isolation and Insufficiency 11.29+3.85 6.00 18.00
Av0|d'ance'and Deterioration in Interpersonal 4.83+2.00 3.00 9.00

Relationships

Social Negative Discrimination 4.34+1.75 3.00 9.00

Hiding and Embarrassment 5.05+1.85 3.00 9.00

Negative Internalization 5.1241.13 2.00 6.00

SSRSP Total 30.64+8.35 18.00 51.00
BMIS

Dangerousness 26.93+8.75 3.00 84.00
Helple§sness and Poor Social and Interperso- 43.18410 48 3.00 10.00
nal Skills

Embarrassment 1.68+2.49 0.00 10.00
BMIS Total 71.81£17.08 8.00 137.00

SSRSP and BMIS mean scores according to
patient relatives’ receiving help apart from the
medical treatment are demonstrated. An analysis
of the findings showed that those who received
help apart from the medical treatment had higher
and statistically significant scores in SSRSP total
and sub-scales of social isolation and insufficiency,
avoidance and deterioration in interpersonal
relationships, and hiding and embarrassment
sub-scales in comparison to those who did not
(p<0,05). No significant differences were found

between receiving help apart from the medical
treatment and social negative discrimination sub-
scale mean scores (p>0,05). Those who received
help apart from the medical treatment had
higher and statistically significant scores in the
embarrassment sub-scale of BMIS in comparison
to those who did not (p<0,05). No statistically
significant differences were found between BMIS
total and other sub-scales mean scores. (p>0,05,
Table 2).
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Table 2. SSRSP and BMIS mean scores according to patient relatives’ receiving help apart from
the medical treatment, feeling differences in people’s attitudes in the social activities they
participated with the schizophrenia patient, frequency of the patient’s attending CMHC and
participating in social activities apart from the CMHC

SCALE
SSRSP BMIS
: Avoidance and N
ch'al Deterioration in SOCI§| Hiding and Negative Dangerousn Helplessngss and Embarrassme
Isolation and Negative . SSRSP Poor Social and
. Interpersonal P Embarrassm  Internalization ess nt BMIS Total
Insufficiency Relati " Discrimination = - Total = Interpersonal =
— ionships = X x X = X
Tisp T Tssp ent= 8D 8D SD Skills X 8D 8D
X1sD
Receiving help apart from the medical treatment
(nzﬁ:!) 11,78+3,86 5,10+1,99 4,53+1,92 5,31£1,95 5,2211,06 31,9748,41 27,5518,82 43,659,41 1,93£2,63 73,15£16,26
(;2‘5’7) 10,31£3,68 4,29+1,92 3,9411,28 4,52+1,50 4,92+1,25 28,017,62 25,70+8,55 42,26112,38 1,19£2,11 69,15+18,46
z -2,450 -2,856 -1,570 -2,410 -1,390 -3,091 -1,451 -1,447 -1,981 -1,852
P 0,014 0,004 0,116 0,016 0,002 0,147 0,148 0,048 0,064
Feeling dif in people’s in the social ities they par with the ia patient
Yes 12,41£3,89 5,56842,13 4,93+2,05 5,591+1,95 5,44+0,94 33,9648,52  27,73+10,10 43,4119,61 1,73£2,51 72,88+18,13
(n=93)
No 9,9313,36 3,93+1,38 3,62+0,87 4,4011,48 4,7411,22 26,6316,11 25,9746,71 42,90+11,50 1,63£2,47 70,51£15,74
(n=77)
z* -4,157 -5,388 -4,171 -4,169 -5,608 -1,345 -1,217 -0,379 -1,452
P <0,001 <0,001 <0,001 <0,001 0,179 0,224 0,705 0,147
<0,001
Frequency of the patient’s ing CMHC
1-2 days a
week 11,14£3,75 4,78+2,02 4,21+1,71 5,4611,79 5,16+1,04 30,7648,29 26,80+8,42 44,511£13,02 1,05£2,05 72,37+18,53
(n=56)
3-5days a
week 10,40+3,96 4,50+1,92 4,00+1,49 4,59+1,70 4,841+1,30 28,3418,10 25,657,19 42,1749,28 1,25+2,06 69,07+14,92
(n=52)
1-3 days a
month 12,01£3,75 5,05£1,99 4,73+1,98 5,03£1,97 5,2911,05 32,1418,23  27,80£10,30 42,5618,85 2,4512,77 72,82117,69
(n=57)
1 day in two
months 14,00+3,16 6,40+2,30 4,80+1,30 5,401,81 5,600,89 36,2048,46 31,8047,39 46,00+7,68 4,60+3,84 82,40+11,37
(n=5)
2%
X 7,388 6,009 6,598 7,824 8,413 4,656 2,152 14,852 4,295
P 0,061 0,111 0,086 0,050 0,038 0,199 0,541 0,002 0,231
Participating in social activities apart from the CMHC
(':;‘iesr) 13,4613,40 5,4442,26 5,13+2,09 5,531£1,98 5,4610,86 35,0417,85 27,7118,44 43,93+11,33 2,2612,80 73,91£19,12
Sometimes
(n=92) 10,80+3,60 4,57£1,70 3,95+1,33 4,96£1,79 5,11+1,16 29,4217,50 27,2019,24 43,3318,66 1,63£2,41 72,17£15,18
F’f::;;"y 9,69+3,97 4,72:2,28 4,331,96 463:1,72 4661124 28061922  251247,70 41,75£13,68 1,06£2,10 67,93+19,00
x* 21,487 4,988 11,331 4,583 19,557 3,892 5,804 4,473 6,850
P <0,001 0,083 0,003 0,101 <0,001 0,143 0,055 0,107 0,033
Z* Mann Whitney U Test
¥** Kruskal Wallis test

SSRSP and BMIS mean scores are demonstrated
according to feeling differences in people’s
attitudes in the social activities they participated
with the schizophrenia patient. SSRSP total
and all sub-scale mean scores were higher and
statistically significant in those who felt differences
in people’s attitudes in the social activities they
participated with the schizophrenia patient in
comparison to those who did not feel so (p<0,05).
No significant differences were found between
BMIS and all sub-scale mean scores according
to feeling differences in people’s attitudes in
the social activities they participated with the
schizophrenia patient (p>0,05, Table 2).

Patient relatives’ SSRSP and BMIS mean scores
according to the frequency of the patient's
attending CMHC are shown. An analysis of
the findings indicates that there is a statistically
significant difference between the patient’s
frequency of attending the CMHC and the scores
of SSRSP total and sub-scales of hiding and
embarrassment mean scores (p<0,05). Further
analysis of all pairwise test was performed to find
out which group caused this difference. The group
that caused a statistical difference was composed
of patients who went to the CMHC 1 to 3 days
monthly (p<0,05). No statistically significant
differences were found between the frequency
of attending the CMHC and SSRSP and other
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sub-scale mean scores (p>0,05). No statistically
significant  difference was found between
patients' frequency of attending the CMHC and
embarrassment sub-scale mean score of BMIS
(p<0,05). Further analysis of all pairwise test was
performed to find out which group caused this
difference. The group that caused the statistical
difference in the embarrassment sub-scale was
composed of the patients who went to the CMHC
once in two months. No statistically significant
differences were found between the frequency of
the patient’s going to the CMHC and BMIS total
and other sub-scale mean scores (p>0,05, Table
2).

SSRSP and BMIS mean scores of the patient
relatives according to the patient’s participation
in social activities apart from the CMHC are
demonstrated. An analysis of the findings indicated
a statistically significant difference between the
patient’s participating in social activities apart
from the CMHC and their SSRSP total and
sub-scales of social isolation and insufficiency,
social negative discrimination, and negative
internalization sub-scale mean scores (p<0,05).
Further analysis of all pairwise test was utilized
to find out which groups caused this difference.
The group that caused a statistical difference in

SSRSP total, social isolation and insufficiency,
social negative discrimination and negative
internalization sub-scale was the group that was
composed of patients who never participated in
social activities apart from the CMHC (p<0,05).
No statistically significant differences were found
between participation in social activities and
SSRSP other sub-scales mean scores (p>0.05).
No significant differences were found between
patients’ participation in social activities apart from
the CMHC and BMIS total mean scores (p<0,05).
Further analysis of all pairwise test was utilized
to find out which groups caused this difference.
The group that caused a statistically significant
difference in BMIS total score was found to be
composed of patients who never participated
in the social activities apart from the CMHC
(p<0,05). No significant differences were found
between patients’ participation in social activities
apart from the CMHC and BMIS all sub-scale
mean scores (p>0,05, Table 2).

A positive, medium-level relationship was found
between SSRSP total and BMIS total scores
(r=0,464) (p<0,001, Table 3).

Table 3. The relationship between the Stigmatization Scale for Relatives of Schizophrenia Patients

and Beliefs toward Mental llinesses Scale

BMIS
SSRSP
Poor Social and BMIS
Dangerousness Interpersonal Embarrassment
. Total
Skills
Social Isolation and r 0,380 0,294’ 0,365° 0,435
Insufficiency p 0,001 0,001 0,001 0,001
Avoidance and r 0,317 0,194 0,340' 0,334
Deterioration in
'th?f?efs?:?a' p 0,001 0,011 0,001 0,001
elationships
Social Negative r 0,286' 0,108 0,337 0,280'
Discrimination p 0,001 0,162 0,001 0,001
Hiding and r 0,316' 0,291° 0,198' 0,350'
Embarrassment p 0,001 0,001 0,010 0,001
Negative r 0,389' 0,336" 0,174 0,422'
Internalization p 0,001 0,001 0,023 0,001
r 0,422* 0,311* 0,385* 0,464
SSRSP Total
p <0,001 <0,001 <0,001 0,001
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DISCUSSION

The total scores to be obtained from the SSRSP
range between 17 and 51. Hence, the scores
obtained from the SSRSP total and sub-scales
indicate a high level of stigmatization. Studies
show that families of individuals with mental illness
experience high levels of stigmatization,?%?” family
members who spend the highest amount of time
with the individual who has mental iliness feel like
they do not belong to the external world,?® patient
relatives want to hide the illness, and they are
exposed to stigmatization due to the presence of
mental iliness in family,?® and patients and patient
relatives do not consult a psychiatrist with the fear
of stigmatization due to the psychiatric illnesses
although they are referred to a psychiatrist.®3
Patient relatives who take the responsibility of
the care for the schizophrenia patient could be
affected physically, psychologically, economically
and emotionally. In addition, they worry about
the patient's future and about who will take care
of him/her when they get older or are not alive
anymore, which might lead to blaming themselves
and the patient and being ashamed of the patient.
All these factors could cause stress.*

BMIS total and sub-scales mean scores of the
participating patient relatives were found to be
high. Biiyiiksandic Ozsen similarly reported
the BMIS total and sub-scale mean scores to
be high. Higher scores obtained from the scale
and sub-scales indicate negative beliefs. Based
on the BMIS total and sub-scales mean scores,
Blylksandig Ozsen reported that patient
relatives had above-average negative beliefs.®
The results of the present study and the ones
reported by Biyiksandic Ozsen are similar. It
could be concluded that the BMIS total and sub-
scale levels of the participating patient relatives
were high, and thus patient relatives had negative
beliefs toward mental iliness.

SSRSP total and sub-scales of social isolation
and insufficiency, avoidance and deterioration
in interpersonal relationships, hiding and
embarrassment sub-scales mean scores were
high and statistically significant according to
patient relatives’ receiving help apart from the
medical treatment. Patient relatives’ receiving
help apart from the medical treatment and BMIS
sub-scales showed that the embarrassment
sub-scale mean score was high and statistically
significant. Several studies reported that

misinformation about psychiatric illnesses could
direct patient relatives to inaccurate solution-
seeking behaviors®*3%. Some studies report that
the treatment of psychiatric illnesses is performed
by people who do not have any relation and
authority about psychiatric illnesses. Wizards,
hodjas, priests, people who previously had the
same illness, relatives, neighbors, and friends
who have hearsay information about the illness
are reported to have more place than health
personnel and doctors about this issue®:373839
People in our country and other countries reported
that these illnesses are caused by the factors such
as hostile spirits, devilish spirits, thoughts infused
in the individual's head by force, evil eye, spell,
and magic®.1t is also reported that lack of rapid
recovery causes families to feel helpless, and
these feelings of helplessness could lead them to
seek different treatment options®.This case could
result from patient relatives’ lack of knowledge or
misinformation about mental illness.

SSRSP total and all sub-scale scores were
significantly higher in the patient relatives who
reportedly felt differences in people's attitudes in
the social activities they attended together with
the schizophrenia patient. The study conducted
by Oban and Kuguk (2011) on the identification of
the factors indicating stigmatization in psychiatric
illnesses in high school students reported that the
participants tended to have prejudices, negative
attitudes, and desires to put a social distance about
these illnesses*.A study conducted by Struening
et al. (2001) in New York reported that family
members who had a psychiatric patient in family
thought that majority of people in society looked
down on families who lived with an individual who
had a mental disorder*'.This situation could be
caused by the fact that patient relatives thought
that they were looked down on and excluded due
to the schizophrenia patient they have.

According to the CMHC registration durations,
social negative  discrimination, negative
internalization sub-scale mean scores of SSRSP
sub-scale mean scores of patient relatives
were statistically significant. BMIS total and
embarrassment sub-scale mean scores were
statistically significant according to the duration
of registration. The study conducted by Avcil in
2014 with 82 psychiatric patient relatives showed
that in time patient relatives saw the patients who
received psychiatric treatment less as a patient,
but they began to feel more embarrassed*.This
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finding could result from the high number of
patients who were enrolled in the CMHC for 12
months or more.

Patient relatives’ SSRSP total and sub-scales
scores according to patients' frequency of
going to the CMHC showed that hiding and
embarrassment sub-scale mean scores were
statistically significant. There was an increase
in the stigmatization level with a decrease in
the patients’ frequency of going to the CMHC.
The majority of individuals with mental illness
were reported to have difficulties in continuing
the treatment regularly*®. Studies show that
stigmatization is a factor that affects compliance
to treatment*® and that individuals who have
mental illness and their relatives accept to be
isolated at home by refusing the treatment due to
stigmatization'”. This situation could be considered
to result from some factors; for instance, patients
do not go to the CMHC as they feel embarrassed,
they generally go to the CMHC just to get the
prescription of their medicine and thus do not
benefit from the services provided by the center.

According to the participation of patients to social
activities apart from the CMHC, patient relatives’
social isolation and insufficiency, social negative
discrimination, negative internalization sub-scale
mean scores of the SSRSP total scores were
statistically significant. According to the findings
of the study conducted by Arkar in 1991, people
believed that there should be more distance when
there is a need to have personal interactions with
patients who have mental illness, they tend to
stop interaction with individuals who are defined
as “mentally ill’, and the social acceptance of
individuals with mental illness is high in general
settings*.This case could result from the fact
that the patients and patient relatives do not gain
acceptance in social environments due to negative
attitudes of society towards these illnesses in
general settings.

An analysis of the relationship of patient relatives’
SSRSP total and sub-scales and BMIS total and
sub-scales indicated a positive, medium-level
relationship between SSRSP total and BMIS total
scores (r=0,464).

The more the mental disorder is recognized, the
higher the stigmatization will be*®. A study on the
factors thatidentify stigmatization about psychiatric
disorders reported that the participants tended to

have prejudices, desires to put social distance,
and negative attitudes toward these illnesses*.
Another study also reported that families that
have a member with mental illness experienced
problems as they believed that people thought
badly about them, they also reportedly felt hate,
fear, and shame in society, thus going out with the
individual with mental illness could be a source of
fear for families*. It is also reported that patient
relatives are ashamed of this condition, thinking
that they played a role in the psychiatric illness
to develop*“®4°. Some studies indicate that
individuals with a psychiatric illness generally have
to live alone and live their life as a person who
is misunderstood due to stigmatization; families
kept the individual with mental illness at home and
isolated him/her from society; patient relatives
similarly isolated themselves from society,
experienced fear of being stigmatized, and felt
helpless; and they also feared that the individual
with mental illness would do harm®05152535455
BMIS mean score was found to increase with the
increase in the SSRSP mean score. Hence, the
negative beliefs of patient relatives toward mental
illness might have increased stigmatization in a
parallel way.

CONCLUSION

In conclusion, belief levels of patient relatives
toward stigmatization and mental illness were
found to be at a moderate level. It was found
that patient relatives felt ashamed of the
presence of the individual with mental illness in
the social activities they attended together and
thus felt differences in people's attitudes, and
their interpersonal relationships were affected
negatively due to the illness.

Going to the CMHC every day regularly was found
to lead to less stigmatization of patients and their
families and have positive effects on their beliefs
toward mental illness.

Therefore, it is recommended to prepare special
programs that include accurate information about
schizophrenia through both audio and written
media, initiate activities in CMHCs and other
related institutions to help society to improve their
attitudes towards schizophrenia patients and their
relatives and eliminate isolation and prejudices,
and to provide patient relatives with consultancy
services by identifying the factors indicating
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stigmatization so that more understanding
behaviors and attitudes could be developed
towards psychiatric patients.

It is recommended that all health professionals
should communicate with patients and patient
relatives for whom they are in charge in the region
they work, inform them about the purposes and
functions of the center, invite patients and patient
relatives to the center, help patients and patient
relatives to realize the importance of the centers,
emphasize the importance of CMHC nurses and
other health professionals, and conduct more
comprehensive studies about stigmatization in
schizophrenia patients that include the effects of
CMHCs and CMHC health team.
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