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Abstract
Background: Research on attitudes towards the mentally iésessary to ensure quality of life for
persons with mental illness in the community. kit known about the knowledge and attitudes of
rural community towards mental illness in India.
Aim: To assess the attitudes of rural population tde/@ersons with mental illness.
Materialsand methods: This was a cross sectional descriptive studyieduout in a rural community.
A consecutive (n=102) sample was recruited by htoidwuse survey. Data was collected using
Community Attitudes toward Mentally Il scale. Datas analysed and interpreted by descriptive and
inferential statistics.
Results: Our findings revealed that participants held nmairgmatising attitudes towards person with
mental iliness. It also revealed that community wase authoritarian (32.3 £3.18) and socially
restrictive views (31.9 +3.25). However, they diedd relatively more benevolent (29.1+3.51) and
tolerant attitudes towards community (31.8 +2.623d1l mental health ideology.
Conclusion: The findings of the present study revealed tlegiative attitudes towards persons with
mental iliness are widespread and may impair guaital reintegration into the community. Hence,
there is an urgent need to develop strategieslighéen the public regarding nature of mental ilse
to foster acceptance of people with mental illngsghe rural community.
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Introduction influence the help seeking behaviour of mental theal

Attitudes developed early in childhood, later on ifufferers and lack of knowledge in diagnosis and
life, society especially through the media, contsde management of mental illness may prevent peopld wit
modify them.[1] Attitudes towards patients with rten mental disorders from seeking professional help.[10
illness influence the treatment they receive andsitens Further, lack of knowledge in the community cardi¢a
of policy makers.[2] Unfortunately, persistent ntbgza negative attitudes towards people suffering frormtale
attitude and social rejection of people with meiitakss illness.[11] It is further expected that commurstare the
has prevailed throughout history in every sociatl an®SSential components in giving primary care for jEeop
religious culture.[3] The prevalence of mental diss in suffering from mental illness,[12] as well membefshe
India is high, as in other parts of the world. 8as$t 58 per community require knowledge and skills to provide
1,000 people have a mental illness and about 1Gomil SUPPOrt to these people.[13] Nonetheless, studae h
Indians suffer from severe mental iIIness.[4-6j5h°W” that poor knowledge about mental illness and
Epidemiological surveys reported that 75% of psytid negative attitudes towards people with mental sénare
disorders occur in rural India. About 80 to 90 pent go Widespread in the general public.[14] Inadequate

undiagnosed and untreated.[7,8]. However, the fafus Knowledge thus hinders community members fo use
psychiatric care today is on de-institutionalisatisshich Mental health services in both developing and dpes

depends on a number of key conditions such geuntries.[15] The improvement of community tolex@an
availability of community mental health servicegsa, Of_ peoplg with mgntal |IInes§ Is_Important for thei
tolerance and non-discrimination.[9] Communitytaties "eintegration.[16] Since negative beliefs oftendlet
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discrimination, there is little wonder that studies/e also integration of mentally ill patients in the commiyni
shown that people with mental health problems §ivin Taylor and Dear[21] report satisfactory (A= 0.68) to
the community experience rampant harassment.[17,1@)od values (BEy = 0.76, SR = 0.80, CMHI,0. = 0.88)
Further negative attitudes affect the lives anavery of for the internal consistency of the subscales.

people with mental iliness,[19] reduce their statusd
disempower them.[20] Thus, research on attitudegardsv

the mentally ill is necessary to ensure qualitylifef for L ) : .
. ) ) ) ) purpose. The participants were interviewed at theimes
persons with mental illness in the community. kitik . . .
a}fter taking a written consent in local language.

known about the knowledge and attitudes of rura
community towards mental illness in India. It was  Statistical analysis: Responses of the negatively
therefore expected that this study would lead tbcpo Worded items were reversed before data analysisdatze
makers to formulate guidelines that would assist iwere analysed using the Statistical Package foStmal
improving the knowledge and attitudes regarding alentSciences (SPSS) version 16 and results were peesemt
illness of the rural community, which would in turnnarratives and tables. Descriptive (frequency and
enhance the health seeking behaviour of this contsnunipercentage, mean, standard deviation [SD]) stistias
Hence, this study was aimed at assessing the kdgele used to interpret the data. The results were cereid
and attitudes of the rural community towards persuitis ~ Significant at p < 0.05. Mean scores were comptdedll

The interviews were carried out by one of the atgtho
(PV) with the help of five assistants trained fdrait

mental illness. subscales.
Materials and methods Results
This descriptive study was cross sectional in neatu Sample characteristics (table 1): Among the 102

The study population included adults residing despondents, 72.5% (n=74) were female. Age ranged f
Hulkasavanahalli, about 17 kilometres (km) fromil9 to 67 years old, with a mean of 39 (SD=13.97y.aét
Bangalore city, Karnataka. This typical rural conmiyy majority (n=98, 96.1%) of the participants were ¢His
has around 600 inhabitants. A consecutive sample wand 29.4% (n=30) were illiterates, followed by 28.4
recruited from house-to-house survey. All members @h=29) who had primary education. On the other hand,
each household who were 18 and above received @my 5.9% of the participants had higher educatien
explanation regarding the purpose of the researzh dntermediate (10+2) and above. More number (n=83,
were asked whether they wished to participate.otal,t 81.4%) of the participants was married and 60.8%62)
115 persons were invited to take part. Thirteerthoke Were earning less than Rs 3000/- per month. Newatfy
approached declined to participate in the studytduack (49%) of the respondents were based on agricutioce

of interest and time. The final population sammiasisted 81.4% of them assented that they didn’t have anyacon

of 102 persons (28 men, 74 women). Majority areddi With mentally ill.

preoccupied with farming and petty trading. Thdagé
has one primary health centre in five km distannd a
several traditional healers in nearby villages.

Table 2 shows respondents’ attitudes to mental
illness statements for the Community Attitudes talva
Mentally 1l (CAMI) scale. On the causes and natofe

Data collection instruments. This questionnaire mental illness, a majority of participants (n=61,&58)
consisted of two sections with close-ended questiorPelieved that mental illness was caused by lack of
Section A collected the sociodemographic infornmatio discipline and will power. More than three fourthtoe
Section B assessed the attitudes of community mesmbearticipants opined that adults with mental illnesgeded
towards mental illness using Community Attitudesacdv same kind of control and discipline as a youngdehit.
Mentally Il scale (CAMI).[21] This scale include40 Almost all the participants (n=101, 99%) felt tipetrsons
items to be rated on a five-point Likert scale frome With signs of mental disturbance to be hospitalidédre
(strongly agree) to five (strongly disagree) and igumber of the participants agreed to the staterftbit
organised into four a priori subscales of ten itarash: best way to handle adults with mental illness ikeep
authoritarianism  (AU), benevolence (BE), sociathem behind locked doors.” Although virtually amgo
restrictiveness (SR) and community mental healthay become ill (n=68, 66.6%), 63.7% (n=65) of the
ideology (CMHI). Authoritarianism refers to a viesfthe participants believed that it was easy to tell pesswith
mentally ill person as someone who is inferior angnental illness from ‘normal’ people. The societygbtito
requires  supervision and coercion. Benevoleng@dopt a more tolerant attitude (n=60, 58.8%) atitbah
corresponds to a humanistic and sympathetic view @fmajority (n=51, 50%) judged that the mentallyniére a
mentally ill persons. Social restrictiveness covéng burden on society and they were ‘too long beerstbgect
belief that mentally ill patients are a threat twisty and Of ridicule’ (n=49, 48%). The responsibility to pide the
should be avoided. Community mental health ideologyest possible care for the mentally ill was widely
concerns the acceptance of mental health servimbshe acknowledged (n=77, 75.5%) and spending tax méorey
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Table 1. Characteristics of the respondents

Variable Group Frequency | Percentage Table 3 shows the
n=102 mean scores for all the
Age < 25 17 16.7 subscales. The cutoff
?;? -32 ?g ?g? score was 25 &, to all the
36 - .6 .
46 - 55 10 08 subscales. The higher the
> 55 20 19.6 mean  score indicate
Gender Male 28 27.5 higher disagreement to
TS ::le“m;l]e ;‘; ;?? the authoritarian
eligion Hindu 5.
Muslim 3 29 (32.3i3..18, rr‘lez?niSD)
Christian 1 1 and social restrictiveness
Education Illiterate 30 29.4 (31.94£3.25, mean+SD)
I’rimary education 29 28.4 scale items. On Contrary
Secondary education 37 36.3 o ; e
: articipants have positive
Intermediate and above 6 5.9 p ) dp | p d
Marital status Unmarried 18 17.6 at.t1tu cs ) as they rate
Married 83 81.4 higher in benevolence
Separated/widowed 1 1.0 (29.1£3.51, mean+SD)
Income <3000 62 60.8 and community mental
3001-6000 38 37.2 .
6001-9000 ) 20 health ideology (31.8
=9000 - . +2.69, mean+SD)
Employment Government 2 2.0 subscales.
Private job 12 11.8 . X
Agriculture 50 49.0 Gender differences
Labourer 38 37.2 for the subscales were
_ investigated with t tests,
Contact with mental illness Yes 19 18.6 revealing no difference
No 83 81.4

that purpose was endorsed by 76.5% (n=78) of the
respondents. Regarding the personal distance to persons
with mental illness, majority (n=45, 44.1%) expressed to
the statement that it was best to avoid persons with mental
illness. This negative attitude extended to potential
marriage with the majority of the participants 42.1%
(n=43) agreeing that it would be foolish for a woman to
marry a man who had suffered from mental illness (only
26.5% rejected this view). Although 59.8% (n=61)
assented to the statement that no one had the right to
exclude the mentally ill from their neighbourhood, 42.1%
(n=43) believed that the mentally ill should be isolated
from the community and 48.1% (n=49) would not want to
live next door to someone who had been mentally ill.
While 56.8% (n=58) of the participants claimed that
people with mental illness were far less of a danger than
most people suppose, more number of the participants
concurred that people with mental illness should be
excluded from taking public office (n=50, 49%) and not
be given any responsibility (n=44, 43.1%). Even though,
77.4% (n=79) thought that the risks of mental patients
living within residential neighborhoods were too great,
locating mental health services in residential areas was not
by 65.7% (n=67) of the
respondents. In general, the participants felt that mentally

regarded as dangerous
ill persons should not be denied their individual rights
(n=51, 50%) and most women who were once patients in a
mental hospital could be trusted as baby sitters (n=53,
52%).

the subscales.

Dividing the participants in two groups, basic (n=59) and

for

secondary education (n=43), on the basis of the education
required for their occupation, no differences were found.
Similarly, participants were divided into two groups based
on their income >3000 (n=62) and <3000 (n=40), small to
medium differences were found indicating that economic
status intended to influence the attitudes towards persons
with mental illness. Participants monthly income lesser
than Rs 3000/- were less benevolent (t=2.77, p<0.007)
than persons with high income (above Rs 3000/-).

Discussion

The present study like other studies, showed poor
knowledge about mental illness, which may contribute to
the high level of stigmatisation observed in the rural
community. Very few studies were conducted in India to
examine the rural population attitudes towards persons
with mental illness. Published literature indicates a more
benign attitude among rural populations towards persons
with severe mental illness.[22-24] A few studies, however,
reported variable findings.[25,26] Furthermore, in a recent
study, it was found that there was growing awareness
about mental illness in general population and the people
were being more receptive of the mentally ill people.
However, this study was conducted among general
population and merely 31% of the sample came from
rural.[27]
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Table 2. Respondents’ attitudes to mental illness statements for the Community Attitudes toward Mentally 1l (CAMI) scale

Statement SA/A N D/SD Mean | gp
n ("/n) n (0/0) n (0/0)
Authoritarianism 323 3.18
One of the main causes of mental illness is a lack of self- 27 14
discipline and will power. 61(G3.9) (26.5) | (13.7) 3,08 L2
There is something about adults with mental illness that 26 11
makes it easy to tell them from normal people. G031} (25.5) [ (10.8) 279, | 997
Adults with mental illness need the same kind of control 18 E
and discipline as a young child. 754 (17.6) 7(69) | 386 | 723
As soon as a person shows signs of mental disturbance, he
should be hospitalised. 101 (39) Ly | = 453 4
The best way to handle adults with mental illness is to keep . 11 43
them behind locked doors. b e (10.8) | (42.2) — 1.49
Mental illness is an illness like any other. ¢ 24 38
40 (39.2) 235 | 37.2) 2.87 | 1.24
Less emphasis should be placed on protecting the public 29 26
from adults with mental illness. 470¢6) @8.4) |@ss [277 |1
Adults with mental illness should not be treated as outcast : 27 25
of society. 0 (49) (26.5) | (24.5) B:18 1y
Mental hospitals are an outdated means of treating adults 38 15 . .
with mental illness. 49.148.1) 613 | aap |22 |27
Virtually anyone can become mentally ill. 68 (66.6) {2;5 5 8(7.9) | 2.03 1.00
Benevolence 29.1 3.51
More tax money should be spent on the care and treatment 19 o :
of adults with mental illness. 181(76:3) (18.6) 2(.9) | 332 04
Adults with mental illness have for too long been the 44 a7
subject of ridicule. 4965) (43.1) 7(3.8) | 3.52 &2
We need to adopt a far more tolerant attitude toward adults 29 13 .
with mental illness in our society. R0(38.8) 284 |a2g |32 |36
Our mental hospitals seem more like prisons than like 26 22
places mental illness can be cared for. SR(p2.5) (25.5) | (21.5) — 2% =
We have the responsibility to provide the best possible care 16 s
for adults with mental illness. HHTaS) tkm, | PE) | 38¢ | 528 |
Adults with mental illness are a burden on society. 26 25 . -
51(50) 5.5 | 24.5) 2.67 | 1.08 -§
Increased spending on mental health services is a waste of 41 26 " g
taxdollars. ik e @0.2) |@ss |20 |10 | &
There are sufficient existing services for adults with mental 25 29 a
illness. 481 @45 |@say |27 |14 %
Adults with mental illness do not deserve our sympathy. 20 47 g
35(34.3) 19.6) | (46.1) 3.09 | 1.25 3
It is best to avoid anyone who has mental problems. 29 28 'S,
45 (44.1) 284 | @74 2.71 1.08 5
Social restrictiveness 31.9 3,25 8
An adult with mental illness should be isolated from the 19 40 : *‘mﬁ
rest of the community. i i ass) | @ozy |98 |14 g
A woman would be foolish to marry a man who has 21 7 2
suffered from mental illness, even though he seems fully 54 (52.9) : 3.42 829 | 2
= (20.6) | (26.5) I
recovered. A
I would not want to live next door to someone who has 5 21 32 ¥
been mentally il sl @6 |Gl [ |12 18
Anyone with a history of mental illness should be excluded 26 26 8
from taking public office. M9 @53 | @5y |33 | M4 E
Adults with mental illness should not be given any 44 (43.1) 32 26 3.25 1.0 |
responsibiliiy. {3i.4) [i(Z23.4) pa
Adults with mental illness are far less of a danger than most 23 21 g
people suppose. 8(56.8) (22.5) | (20.6) 246 1.04 Eﬂ
No one has the right to exclude adults with mental illness " 33 o
from their neighbourhood. L ONE) (32.4) 8(14) | 22 e :‘;c:;
Adults with mental illness should be encouraged to assume . 36 26 >
the responsibilities of normal life. W= (35.3) | (25.5) aey LOF 2
Adults with mental illness should not be denied their 12 39 £
individual rights. L) 11.8) | 383 |27 [ 136 i
Most women who were once patients in a mental hospital 36 13 . 2
can be trusted as baby sitters. 3162 (35.3) | (12.8) W 240 %)
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Table. 2. (continued)

Statement SA/A ‘ N D/SD Mean sSD
n (%) n (%) n (%)

Community mental health ideology 31.8 2.69

The best therapy for many adults with mental illness is to 38 16

be part of a normal community. G (37.3) | (15.7) S 259

As far as possible mental health services should be . 13 = "

provided through community based facilities, B (12.7) e B e R

Residents should accept the location of mental health 35

facilities in their neighbour to serve the needs of the local 59 (57.9) i34 3 8(7.9) | 3.75 951

community '

Locating mental health services in residential 31 25 "

neighbourhoods does not endanger local residents. 46 (45.1) (30.4) | (24.5) 3.35 1.09

Residents have nothing to fear from people coming into 24 11 a

their neighbourhood to obtain mental health services, ST (23.5) | (10.8) e | Sk

Locating mental health facilities in a residential area ; 35 26 ,

downgrades the neighbourhood. 41403) (34.3) | (25.5) ik a2

Having adults with mental illness living within residential 16

neighborhoods might be good therapy, but the risks to 79 (77.4) (15.7) 7(69) | 2.06 | .811

residents are too great. :

Local residents have good reason to resist the location of . 27 35

mental health services in their neighbourhood. 42084 (26.5) | (34.3) 390 L2

Mental health facilities should be kept out of residential 21 34

neighbourhoods. 41.448) (20.6) | (33.3) s 127

It is frightening to think of people with mental problems 23 16

living in residential neighbourhoods. Sa (el (22.5) | (15.7) B3 | 1.8

SA/A=Strongly agree/Agree, N=Neutral, D/SD==Disagree/Strongly disagree, SD=Standard deviation

Majority of the participants in the present study were
Hindus. This goes in parity with the distribution of
population of India with respect to religion. Nearly 30% of
the participants were illiterates and 28.4% had primary
education. Majority of the participants’ (60.8%) income
was lesser than Rs 3000/- per month. The most probable
explanation for these findings can be 75% of the Indian
population live in rural areas and about 80% of this
population is dependent on agriculture for its livelihood
and also majority of them are daily wagers and landless
labourers. Although, 80 to 90% of the people with mental
illness go undiagnosed and untreated,[7,8] 81.4% of the
participants stated that they had no contact with mental
illness. This could be because of their inability to identify
the persons with minor mental illness.

Negative views were prevailed in the present study,
in line with findings in other studies, with respect to the
nature and causes of mental illness.[28] Majority of the

participants believed that lack of self-discipline and will
power caused mental illness as well as mentally ill needed
same kind of confrol and discipline as young children.
Unfortunately, almost all the participants felt that people
with mental illness to be hospitalised and to be kept
behind the locked doors while half of the participants
agreed that adults with mental illness should not be treated
as outcast of society. However, two third of the
participants (66.6%) assented that virtually anyone could
become mentally ill. On the whole, higher the mean score
(32.343.18, mean+SD) in this subscale indicates the
negative attitudes of the rural community. These findings
concur with a study conducted in Ghana.[28]

Participants had more benign attitudes towards
mentally ill as majority accepted to spend tax money for
care and treatment of mentally ill and agreed with the
statement ‘we need to adopt more tolerant attitude towards
people with mental illness.” Nonetheless, half (50%) of the

Table 3. Mean scores of the Community Attitudes toward Mentally 111 (CAMI)

subscales
Subscales Minimum | Maximum | Mean | SD*
Authoritarian -ve attitude 24.00 42.00 123 318
Benevolence +ve attitude 19.00 36.00 20,1 351
Social restrictiveness -ve attitude 2900 39.00 31.9 395
Community mental health ideology +ve attitude 26.00 39.00 318 |2.69

*SD=Standard deviation

46



volume 4 issue 1

respondents felt that people with mental illnessrewe In interpreting these results, the limitations bé t
burden to the society and better to avoid them. él@y, present study should be taken into account. The
mean score of this subscale shown positive attitug@pulation data presented based on a small sample
towards mentally ill (29.1+3.18, meantSD). Contraryrecruited in a rural community from India. The view
participants were more restrictive socially. Foample, expressed may not be generalised and the studpss c
although majority of respondents accepted not Wuele sectional in nature. However, the present studyd use
adults with mental illness from their neighbourhcotl standardised  questionnaire  that measures the
not to deny their individual rights, they also ot@d that multidimensions. Thus, this multidimensional scaéps
adults with mental illness should be isolated fribim rest us identify both the negative and positive aspettthe

of the community and foolish to marry people whal haattitudes where we can work on to intervene, recd@and
recovered from mental illness. These findings ¢yearenhance a more positive living community to thespas
indicate the lack of mental health knowledge imtigads with mental illness. In the present survey, mayoat the

to forming negative attitudes towards mentally illrespondents were female. This is because during the
Previous studies shown that lack of knowledge abohbuse-to-house survey only female respondents were
mental illness was correlated with attitudes of thavailable. Majority of the male had gone to earn
participants.[9,29,30] The participants (81%) rexped livelihood.

positively to community based rehabilitation seegc

) . In a nut shell, in line with other research ruralibns
They felt that residents should accept the looatid

A : . showed a more stigmatising attitudes towards persons
mental health facilities in their neighbourhood serve . . L .
) . with mental illness which is prevailed through mor
the needs of the local community (57.9%) and mojfto o : . .
o : ’ authoritarian and socially restrictive views by the
fear from people coming into their neighbourhood to

. N : i participants. However, they also held relatively reno
obtain mental health services (65.7%) while agigpéimat : .

i . . . o . benevolent and had tolerant attitudes towards contynun
having adults with mental illness living within féential

) i based rehabilitation services to the persons wiémtai
neighbourhoods might be good therapy, but the rieks

dent ‘ t (77.4% 4 also it wighténi illness. The findings of the present study reveadtt
resi gn S are foo grea ( 4%) and also i w&gh_ _nmg_ negative attitudes towards persons with mentatsknare
to think of people with mental problems living in

i ) ; widespread and may impair their social reintegraima
residential neighbourhoods (61.8%). However, meanes . .
the community. Hence, there is an urgent need veldp

(31.8+2.69, meanzSD) indicates the responsibilify o . . . .
strategies to enlighten the public regarding natafe
providing the best possible care was acknowledged b g 9 P g g

. " o mental illness to foster acceptance of people widntal
large majority of the participants. These findirage very illness by the rural community. In addition, la le

much similar to a study conducted in Ghana, as tr&e

, ) ) ommunity studies have been lacking in India. Such
researchers reported high proportions of asseiiteios . . . .
: o . o national surveys are of obvious importance for pofcy
expressing authoritarian and socially restrictiviews,

aimed at promoting better knowledge and tolerance o

coexisting with agreement with more benevolent . .
) mental iliness by the public.
attitudes.[28]
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