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Introduction: Self-stigma plays a role in many areas of the patient’s life. Furthermore, it also
discourages therapy. The aim of our study was to examine associations between self-stigma and
adherence to treatment and discontinuation of medication in patients from various diagnostic
groups.
Methods: This cross-sectional study involved outpatients attending the Department of
Psychiatry, University Hospital Olomouc, Czech Republic. The level of self-stigma was
measured with the Internalized Stigma of Mental Illness and adherence with the Drug Attitude
Inventory. The patients also anonymously filled out a demographic questionnaire which included
a question asking whether they had discontinued their medication in the past.
Results: We examined data from 332 patients from six basic diagnostic categories (substance
abuse disorders, schizophrenia, bipolar disorders, depressive disorders, anxiety disorders, and
personality disorders). The study showed a statistically significant negative correlation between
self-stigma and adherence to treatment in all diagnostic groups. Self-stigma correlated positively
and adherence negatively with the severity of disorders. Another important factor affecting both
variables was partnership. Self-stigma positively correlated with doses of antidepressants and
adherence with doses of anxiolytics. Self-stigma also negatively correlated with education, and
positively with a number of hospitalizations and number of psychiatrists visited. Adherence
was further positively correlated with age and age of onset of disorders. Regression analysis
showed that self-stigma was an important factor negatively influencing adherence to treatment
and significantly contributing to voluntary discontinuation of drugs. The level of self-stigma
did not differ between diagnostic categories. Patients suffering from schizophrenia had the
lowest adherence to treatment.
Conclusion: The study showed a significant correlation between self-stigma and adherence to
treatment. High levels of self-stigma are associated with discontinuation of medications without
a psychiatrist’s recommendation. This connection was present in all diagnostic groups.
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Stigma refers to a social phenomenon whereby the public has a negative view of
individuals with attributes perceived by the general population as inferior, threatening, or having other negative connotations. An integral part of the process is unequal
treatment of such individuals. The most important correlates of stigma include mental
diseases.1 Self-stigma, or internalized stigma, is a gradual process in which a person
(eg, a psychiatric patient) is uncritically adopting negative societal prejudices about
attributes discredited by others.2 Five principal areas of internalized stigma are operationally defined by the Internalized Stigma of Mental Illness (ISMI) questionnaire,
described in detail in the “Methods” section.
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The lay public is only vaguely aware of the nature of
mental disorders and tends to stigmatize psychiatric patients
irrespective of the severity of their conditions. Having a
psychiatric diagnosis is stressful for both patients and their
families. Patients are concerned about the prejudices of
those around them and often deny their disorders and delay
seeking or starting adequate psychiatric care. Barney et al
proved that the effort to avoid stigma is the most important
obstacle to receiving help.3
Patients are usually well aware of stereotypes that society
holds about people receiving psychiatric care and are concerned about them. Anxiety about potential stigma increases
in those who have a greater tendency toward self-stigma.4
The consequences may be even more serious than in the
case of stigmatization by others. An individual expecting
rejection or condemnation by others tends to be socially
withdrawn.5 Outpatients who have adopted prejudices about
psychiatric patients have less belief that their mental state
will improve, are more depressed, and show more negative
self-esteem.6 Our previous study7 on patients with anxiety
disorders, depressive, and personality disorders showed
that individuals with higher levels of self-stigma preferred
avoidance stress-coping strategies, such as a tendency to
give up prematurely when solving a problem (behavioral
resignation) or stopping substance abuse. Stigma itself
may interfere with mental well-being when patients feel
extremely nervous and constantly check the external signs
of their nervousness (“so that others do not see me as a
nutcase”). Our current study examined the levels of stigma
and their relationship to treatment adherence and discontinuation of prescribed medications in psychiatric outpatients
with various diagnoses.

Methods
Participation in the study was offered to all outpatients coming for check-ups at the Department of Psychiatry, University
Hospital Olomouc between July 1 and September 30, 2013.
Apart from attending regular outpatient check-ups, the
patients were treated with standard medications in accordance with their diagnosis, current guidelines,8 and good
clinical practice.

Study inclusion criteria
Included in the study were patients who met the following
criteria: 1) willingness to fill out questionnaires; 2) age
between 18 and 55 years; and 3) stabilized mental disorder
(the patient is able to attend outpatient treatment). The
exclusion criteria were as follows: 1) mental retardation;
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2) organic mental disorder; and 3) acute condition requiring
hospitalization or crisis intervention.
The diagnosis was made by an experienced physician in
accordance with the ICD-10 criteria9 and confirmed by an
independent examiner using the patient records.

Assessment instruments
ISMI

ISMI10 is a 29-item instrument with a 4-point scale that
measures internalized stigma within five topic areas. These
include alienation or the patient’s feelings of being less
than a full member of society, stereotype endorsement or
the degree to which the individual agrees with stereotypes
about people with mental illness, perceived discrimination or
the patient’s perception of the way other people treat him or
her, social withdrawal, and the degree of stigma resistance.
Given the absence of the Czech version, the instrument was
translated by Dostálová and Dostál (unpublished material).
Cronbach’s alpha for the entire translated scale was 0.9, with
the individual subscales having higher internal consistency
than the original subscales.11 In the original English version,
exploratory factor analysis identified five factors explaining
67% of the variance. The stereotype endorsement subscale
was divided into two factors while stigma resistance did not
have its own factor. This is consistent with the finding that
stigma resistance is a conceptually distinct entity and factor
analysis should, therefore, include only the four remaining
subscales.12 No norms are available for the method. In our
institution, the internal consistency of the Czech translation
was determined in 346 patients, with Cronbach’s alpha being
0.963 and split-half 0.905.13

Drug Attitude Inventory
Drug Attitude Inventory 10 (DAI-1014) is a questionnaire created to measure patients’ attitudes toward medications. The
patient decides whether statements about drugs are true or
false. The statements are concerned with drug effectiveness,
necessity, and adherence. The instrument assesses the current attitudes toward medications, not whether the patients
discontinued their medication in the past.

Clinical Global Impression
Clinical Global Impression (CGI15) is an instrument for
overall assessment of the severity of psychopathology based
on a comprehensive assessment of the patients’ condition by
their physician. Its subjective version (CGI-S) is self-rated
on a 7-point scale of severity, with each point characterized
by a description.
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Demographic questionnaire
Contains basic information, such as sex, age, employment
status, marital status, pension income, education, age
of illness onset, overall time of attending the outpatient
center, number of hospitalizations, time elapsed since the
last hospital stay, number of psychiatrists visited, current
medication, and information about discontinued medication
in the past (either on recommendation of a psychiatrist or
by one’s own will).

Statistical evaluation
The results were processed with the statistical software
Prism 3 (GraphPad Software Inc, La Jolla, CA, USA).
Demographic data and mean total scores in the individual
questionnaires and CGI scales were assessed using descriptive
statistics to identify the mean, median, standard deviation, and
the character of data distribution. The relationships between
individual categories were assessed by correlation coefficients
and linear regression. The relationships between alternative
variables (sex, marital status, and discontinuation of medication) were assessed by the Fisher’s test. To test for differences
among patient subgroups, one-way analysis of variance was
used for parametric distribution of data and Kruskal–Wallis
test for groups with nonparametrically distributed data. A 5%
level of significance was adopted for all statistical tests.
Since individual factors determined by correlation statistics may interfere with one another, stepwise linear (ISMI and
adherence) and logistic (discontinued medication in the past)
regression methods were used to identify the most important
factors. The model was created in two or three steps. The
statistical analysis included the following variables: ISMI
scores, adherence to treatment assessed by DAI-10, voluntary discontinuation of medication, diagnosis, age, age of
illness onset, employment status, education, objective CGI
(CGI-O), number of visited psychiatrists, use of antidepressants, anxiolytics, and antipsychotics.
The study was approved by the ethics committee of University Hospital Olomouc. The research was conducted in accordance with the latest version of the Helsinki
Declaration and Guideline for Good Clinical Practice.16 The
participants gave informed written consent.

Results
Sample characteristics
The questionnaires were offered to a total of 1,162 patients
attending our psychiatry department outpatient center.
Included in the study were 332 (28.57%) patients who filled
out at least two of the questionnaires. The sample comprised
171 females (51.5%). All four questionnaires were completed
by 263 patients (28.6%). The reasons for not completing the
questionnaires were varied; mostly lack of time, reluctance
or self-proclaimed inability to fill out the questionnaires,
or absence of corrective appliances (glasses). For sample
characteristics, see Table 1.
Antidepressants were used by 241 patients, antipsychotics
by 117, anxiolytics by 74, and mood stabilizers or anticonvulsants by 36 patients. The mean daily doses were
36.54±22.95 mg (paroxetine index) for antidepressants,
13.49±35.77 mg (diazepam index) for anxiolytics, and
3.47±11.21 mg (risperidone index) for antipsychotics. A total
of 124 patients (37.35%) admitted they had discontinued their
medication previously. As for marital status, 131 patients
(39.46%) were single, 128 (38.55%) were married, 62
(18.67%) were divorced, and eleven (3.31%) were widowed. A total of 140 patients (42.17%) had a positive family
psychiatric history. The achieved education levels were as
follows: primary (40; 12.05%), vocational (87; 26.20%);
secondary (128; 38.55%); and tertiary (76; 22.89%). Patients
were diagnosed according to ICD-10.9 Fifty-eight patients
were diagnosed with substance abuse, 62 with schizophrenia, 14 with bipolar disorder, 57 with depressive disorder,
120 with anxiety and neurotic disorders, and 21 patients with
personality disorder.

Self-stigma, adherence, and discontinuation
of medication in the entire sample:
relation to demographic variables
Sex

The mean level of self-stigma assessed with ISMI was
61.08±14.54 for the entire sample. There was no statistically significant difference in self-stigma between males
and females (Table 2). Similarly, there were no statistically
significant differences in adherence to treatment and

Table 1 Sample characteristics

Mean
SD

Age
(years)

Age of illness
onset (years)

Illness duration
(years)

Number of
hospitalizations

Number of visited
psychiatrists

42.66
14.16

32.73
14.61

7.11
7.63

2.32
2.89

2.09
1.79

Abbreviation: SD, standard deviation.
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Fisher’s exact test:
NS
40.0%
35.0%
Abbreviations: df, degrees of freedom; ANOVA, analysis of variance; NS, not significant; SD, standard deviation.

Mann–Whitney
U=8,761;
P,0.05
3.664±4.482
4.838±4.114
Unpaired t-test
t=2.009
df=275; P,0.05
63.01±14.73
59.50±14.24

Chi-square,
df=1.707, 3; NS
45.0%
38.6%
35.9%
34.2%

39.13%
35.67%

One-way ANOVA:
F=1.58
df=287; NS

Statistics – group
comparison

Mann–Whitney
U=10,300; NS
4.241±4.420
4.338±4.244

3.543±4.973
4.103±4.523
4.075±4.326
5.235±3.608
66.71±15.56
63.03±12.56
59.73±14.37
58.84±15.76

The level of self-stigma as assessed with the ISMI did not
significantly correlate with time elapsed since the last hospital
stay. However, there was a statistically significant positive
correlation between the number of previous hospitalizations
(P,0.0001) as well as the number of outpatient psychiatrists
visited in the past (P,0.0001). On the other hand, current
adherence to treatment was not related to the number of
hospital stays, time from the last hospital stay, or the number
of psychiatrists visited in the past.
Higher numbers of visited psychiatrists increased the
chance that patients voluntarily discontinued their medication
by a factor of 1.174 (95% CI 1.004–1.327; P=0.044).

Unpaired t-test:
t=1.210
df=275; NS
One-way ANOVA
F=2.741
df=276; P,0.05

Number of hospitalizations, time elapsed since the
last hospital stay, and number of visited psychiatrists

60.01±14.45
62.12±14.61

The levels of self-stigma expressed by the total ISMI scores
did not significantly correlate with either age or age of disorder onset. By contrast, the levels of adherence to treatment
were statistically significantly correlated with these variables
(P,0.005). That is, the lower the patient’s age and age of
illness onset, the lower the DAI-10 score and adherence
to treatment.

Sex
Male
Female
Education
Primary
Vocational
Secondary
Tertiary
Partnership status
Without a partner
With a partner

Age and age of illness onset

Adherence to
treatment (mean ± SD)

Patients living without a partner had statistically significantly higher levels of self-stigma than those having partners (Table 2). Moreover, patients without a partner showed
significantly lower adherence to treatment (Table 2).
However, the two groups did not differ in the frequency
of voluntary discontinuation of medication in the past
(Table 2).

Statistics – group
comparison

Partnership status

Level of self-stigma
(mean ± SD)

The mean level of self-stigma tended to decrease with higher
levels of education (Table 2). One-way analysis of variance
showed statistically significant differences in self-stigma
levels between subgroups with different education levels.
However, Tukey’s post hoc test for multiple comparisons
failed to show a statistically significant difference. Despite
the fact that the mean current level of adherence increased
with higher education, the statistical analysis showed no
difference (Table 2). Moreover, there was no statistically
significant difference in past discontinuation of medication
with regard to education (Table 2).

Table 2 Self-stigma, adherence, and discontinuation of medication in the entire sample in relation to sex, education, and partnership status
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Education

Frequency of discontinued
medication in the past

Statistics – group
comparison

frequency of discontinuation of medication between the
sexes (Table 2).

Fisher’s exact test:
NS
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The levels of self-stigma expressed by the total ISMI scores
were statistically significantly positively correlated with the
doses of antidepressants (P,0.0001) but not anxiolytics or
antipsychotics. Current adherence to treatment assessed with
the DAI-10 questionnaire was statistically significantly correlated with doses of anxiolytics (P,0.05).
Linear regression analysis showed that the most important
predictor of the total ISMI score was the use of antipsychotics.
Patients taking antipsychotics had significantly higher total
ISMI scores (P=0.007). In the case of current adherence
levels, the use of antidepressants was identified as their predictor. In patients using antidepressants, the levels of current
adherence increased (P=0.002). The use of antidepressants
was associated with the chances of medication discontinuation by a factor of 0.416 (95% CI 0.242–0.715), P,0.005.

Self-stigma, adherence, and discontinuation
of medication in the entire sample:
relation to the questionnaires
The level of self-stigma as expressed by the total ISMI
score was statistically significantly positively correlated
with CGI-S and CGI-O scores and significantly negatively
correlated with the current level of adherence (P,0.0001)
(Figure 1). In other words, the more self-stigmatized the
patients were, the lower their current adherence to treatment
and the more severe their condition.
Linear regression analysis showed that the most important
predictors of the total ISMI score were CGI-O and the current
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Figure 1 Linear regression between total ISMI scores and adherence.
Abbreviation: ISMI, Internalized Stigma of Mental Illness.
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level of adherence. An increase in CGI-O was related to an
increase in ISMI scores (P,0.0001). Conversely, increased
current adherence predicted lower total ISMI scores
(P,0.0001). Logistic regression analysis showed that an
important parameter for predicting voluntary discontinuation
of medication was the total ISMI score. Higher self-stigma
levels increased the chances of voluntary discontinuation
of medication by a factor of 1.09 (95% CI 1.0004–1.037;
P,0.05).
Linear regression F=29.43, DFn, DFd=1.000, 256.0
P,0.0001.
When comparing the total ISMI scores in patients
who had voluntarily discontinued their medication in the
past (n=108; ISMI=63.62±14.55) and those who had not
(n=169; ISMI=59.46±14.35), the difference in self-stigma
levels was statistically significant; that is, patients who had
voluntarily discontinued their medication showed higher
self-stigma levels.

Self-stigma, adherence, and discontinuation
of medication in individual diagnostic
categories
There were no statistically significant differences in the
mean ISMI scores between individual diagnostic categories
(Table 3).
There were differences in the mean levels of current
adherence between the diagnostic categories (Table 4).
Statistical comparison of the levels of current adherence
with the Kruskal–Wallis test showed that the differences
were statistically highly significant. Post hoc analysis of
differences between individual categories showed a statistically significant difference (P,0.001) in the mean adherence
levels between schizophrenic patients and those with depressive disorder, with the adherence level being significantly
higher in the latter subgroup.
There were differences in the frequency of discontinuation of medication between the diagnostic categories. The
highest and lowest percentages of those who voluntarily
discontinued their medication were seen among bipolar and
depressive patients, respectively. However, the differences
were not statistically significant when all the categories were
compared (Figure 2).

Discussion
The study comprising 332 psychiatric outpatients with a wide
spectrum of diagnoses assessed the relationship between
self-stigma and current adherence to treatment, assessed
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Table 3 ISMI scores for individual diagnostic categories
ISMI – substance
abuse (n=53)
Mean
SD
Statistics

ISMI – schizophrenia
(n=50)

59.51
62.68
14.54
13.65
One-way ANOVA F=1.519 df=277; NS

ISMI – bipolar
disorder (n=12)

ISMI – depressive
disorder (n=39)

ISMI – anxiety
(n=102)

ISMI – personality
disorder (n=17)

61.75
16.78

61.08
12.87

59.40
14.60

68.88
16.91
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Abbreviations: ANOVA, analysis of variance; df, degrees of freedom; ISMI, Internalized Stigma of Mental Illness; NS, not significant; SD, standard deviation.

with the DAI-10 questionnaire and self-reported voluntary
discontinuation of medication in the past.
The present study showed that lower self-stigma levels
were linked to better adherence. The finding is consistent with
studies by other authors.17–19 This underlines the importance
of interventions aimed at lowering the levels of self-stigma
in patients.
Those patients who admitted that they had voluntarily
discontinued their medication in the past showed significantly
higher self-stigma levels than those who had not (or did
not admit that they had). The finding is consistent with the
results of a study showing that depressive patients perceiving more stigma tended to discontinue or interrupt their
treatment.20–23
Regression analysis showed that the level of self-stigma
was associated with both current adherence to treatment
and discontinuation of medication in the past without
psychiatrists’ recommendations; the other factors were
suppressed by the analysis. Thus, it may be assumed that
the level of self-stigma may considerably influence the
patient’s therapy and should be noted not only by psychotherapists but also by all psychiatrists prescribing drugs to
their patients.
Factors influencing adherence to treatment have been
investigated mainly in patients with physical illnesses.24
The only mental disorder factor shown to affect adherence
to treatment was the level of depression.25 The present study
showed no differences concerning the relationship between
current adherence and demographic data with respect to sex.
Findings regarding the effect of sex have been inconsistent.
Better adherence to treatment in females has only been shown
in one study.26

Despite the fact that patients with tertiary education had
the highest mean scores of adherence in the present study, the
differences between the subgroups were not statistically significant. This finding is in contrast with both our hypotheses
and other studies.27,28 The discrepancy may be explained by
the smaller proportion of patients with primary education.
Additionally, the level of current adherence to treatment was correlated with patients’ age, with older patients
showing better adherence. The level of adherence tended to
increase with the later onset of diseases and higher doses
of anxiolytics; however, there was a negative association
with both subjective and objective clinical impression.
Living with a partner was associated with better adherence
in HIV patients.29 Patients living without a partner had significantly lower adherence to treatment than those having
a partner, which is consistent with other studies.30 Thus,
lower adherence may be expected in younger patients, living
without a partner, with early-onset diseases, and generally
more severe conditions; once again, the direction of causality is difficult to ascertain from the data. Unlike self-stigma,
patients in various diagnostic categories may have different
levels of adherence to treatment. The present study showed
that patients diagnosed with schizophrenia had lower current
adherence than those with depressive disorder. Although
adherence has been investigated in patients with both
depression31,32 and schizophrenia,33,34 none of the studies used
the DAI-10 questionnaire. The association was not found in
the other diagnostic categories; however, the subgroups of
patients with bipolar disorder and personality disorder were
not large enough to confirm the relationship.
When assessing current adherence to treatment with
regard to various groups of drugs, an association was found

Table 4 Levels of adherence in individual diagnostic categories
Adherence –
substance abuse (n=50)
Mean
SD
Statistics

Adherence –
schizophrenia
(n=52)

4.7
2.788
4.229
4.137
Kruskal–Wallis 19.41; P,0.005

Adherence –
bipolar disorder
(n=13)

Adherence –
depressive
disorder (n=41)

Adherence –
anxiety (n=110)

Adherence – personality
disorder (n=19)

4.000
4.397

6.244
3.904

4.573
4.302

2.789
4.602

Abbreviation: SD, standard deviation.
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Figure 2 Frequency of discontinuation of medication in individual diagnostic categories (percentages).

between adherence and doses of anxiolytics. Adherence to
various groups of drugs was studied by Bulloch and Patten.35
Nonadherence ranged from 34.6% for antipsychotics to
45.9% for antidepressants. For anxiolytics, nonadherence
was 38.1%. The discrepancy between the studies may
be explained by the fact that Bulloch and Patten35 used a
mail survey to ask patients if they had failed to take their
pills and why, whereas the present study used the DAI-10
questionnaire to evaluate adherence. There was also a major
difference in the percentages of anxiolytic users. Anxiolytics
were prescribed to 1.1% of subjects in the study by Bulloch
and Patten35 but to as many as 22.3% of patients in the
present study.
There was no difference in discontinuation of medication in the past between the sexes, which is consistent with
Bulloch and Patten.35 Bulloch and Patten35 admitted voluntary
discontinuation of medication in the past was not significantly
different when comparing patients living with and without a
partner or those with various levels of education. The present study also failed to show that voluntary discontinuation
of medication in the past was influenced by the diagnostic
category. No studies directly comparing the likelihood of
discontinuation of medication in patients of various diagnostic categories have been found in the available databases.
However, it may be speculated that the negative finding may
be mainly due to the small number of patients. Another question is how valid such self-reported data are.
The study analyzed whether self-stigma was dependent
on demographic data. The findings suggest that sex played
no role in perceiving oneself as ill. The findings are inconsistent with those reported by some other authors. A study by
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Brohan et al36 investigating 1,229 patients with schizophrenia
in 14 European countries showed higher levels of self-stigma
in females. Similarly, Girma et al37 reported significantly
higher self-stigma levels assessed with the ISMI in females
than in males. However, there is a study that failed to confirm
the relationship between sex and age.38 This may be due to
the fact that the studies were carried out in different years,
different countries with various sociocultural background,
and different groups of patients. Another explanation may
be that various scales were used for assessing the levels of
self-stigma.
The present study showed a statistically significant relationship between the level of self-stigma and the level of
education. This association was found by numerous studies
carried out in other populations. Ustündağ and Kesebir39
used the ISMI in Turkish bipolar patients to find that selfstigma was more frequent in those with low socioeconomic
status, low education level, rural residence, lack of work,
and more children. Girma et al37 found an inverse correlation
between the level of education and the level of self-stigma
assessed with the ISMI in 422 patients with severe mental
illness in Ethiopia, and Temilola et al40 in 256 patients in
Nigeria. Similarly, Werner et al41 found lower levels of
self-stigma assessed with the ISMI in geriatric depressive
patients in Israel with higher education than in those with
lower education levels. This finding was confirmed in a study
by Lv et al42 on the association between self-stigma and the
level of education in Chinese patients with schizophrenia.
Given the fact that a review and meta-analysis of 127 articles
on stigma and self-stigma, mostly in developed countries,5
failed to show a significant relationship between demographic
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factors and self-stigma, the inconsistency between the above
studies and the present results may be explained by cultural
differences.
Patients living without partners showed significantly
higher levels of self-stigma than those having partners. It may
be assumed that individuals who stigmatize themselves are
less likely to build or maintain a relationship or vice versa,
that is, people who are alone tend to stigmatize themselves.
We consider the latter to be more likely. For humans, it is
natural to live in a partnership. Inability to find a partner
or to maintain a relationship, unrequited love, or feelings
of loneliness may be interpreted by patients as the price
they pay for their illness and may contribute to self-stigma.
To the best of our knowledge, no study on the link between
psychiatric patients’ self-stigma and partnership is available
in the databases.
It also seems that the more exposed the patients are to
hospitals or health facilities, the more they stigmatize themselves. We speculate that the explanation lies in the deeply
rooted term “madhouse” for a psychiatric hospital and the
general stereotype that psychiatric patients are hospitalized
mainly because they are aggressive. Another explanation for
the association between the level of self-stigma and number
of hospitalizations may be that more self-stigmatized patients
have more severe illnesses and thus need more frequent
hospital stays. Once again, this statement could not be confirmed by available studies. Longitudinal prospective studies
will be required to test this and similar hypotheses.
The level of self-stigma has also been shown to be associated with the severity of illness evaluated both objectively
by psychiatrists and subjectively by the patients themselves.
A similar link between the severity of a psychopathology
and level of self-stigma was reported in the review and
meta-analysis of 127 articles by Livingston and Boyd.5
From our data, it is unclear whether the severity of illness
leads to a higher level of self-stigma or whether the higher
level of self-stigma contributes to the perceived severity
of illness. The level of self-stigma is also associated with
the number of outpatient psychiatrists visited in the past.
Perhaps patients with higher self-stigma levels responding
more poorly to treatment perceive their illness subjectively
as more severe and thus understandably seek help from more
psychiatrists. The fact that self-stigma levels are negatively
associated with antidepressant doses may be linked to a
better control of depressive experience. This assumption,
which cannot be confirmed based on our data as the level of
depression was not specifically evaluated, may be a subject
of further investigation.
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Despite the existence of studies of patients with schizophrenia on the association between medication and selfstigma levels,43–45 specific differences between individual
groups of drugs have not been investigated.

Limitations of the study
One of the study’s limitations is the fact that most data
were obtained using self-reported questionnaires. Thus,
with the exception of demographic data, objective CGI
scores, and medication doses, the data could be modified by
various motivations of the patients. Moreover, some patients
filled in only certain parts of the questionnaires. The most
important limitation of the study is the insufficient number
of participants in the subgroups of bipolar and personality
disorders.

Conclusion
The study results suggest that the level of self-stigma may
be a very important factor associated with low adherence
to treatment and discontinuation of medication in patients
with mental diseases irrespective of the diagnostic category.
Of particular interest is also the finding that there were no
differences in the level of self-stigma among the diagnostic
categories. This is in contrast with expectations of many
specialists who expect a higher level of self-stigmatization in
patients suffering from severe mental illnesses (schizophrenia,
bipolar disorder). If the results are confirmed by future
studies, adherence may be increased by applying promising
strategies to reduce self-stigma. These strategies may be
implemented through systematic psychoeducation of patients
or in the course of psychotherapy.

Disclosure
The authors report no conflicts of interest in this work.

References

1. Link BG, Phelan JC, Bresnahan M, Stueve A, Pescosolido BA. Public
conceptions of mental illness: Labels, causes, dangerousness, and social
distance. Am J Public Health. 1999;89(9):1328–1333.
2. Corrigan PW, Rafacz J, Rüsch N. Examining a progressive model of selfstigma and its impact on people with serious mental illness. Psychiatry
Res. 2011;189(3):339–343.
3. Barney LJ, Griffiths KM, Christensen H, Jorm AF. Exploring the nature
of stigmatising beliefs about depression and help-seeking: implications
for reducing stigma. BMC Public Health. 2009;9:61.
4. Rüsch N, Angermeyer MC, Corrigan PW. Mental illness stigma: concepts,
consequences, and initiatives to reduce stigma. Eur Psychiatry. 2005;
20(8):529–539.
5. Livingston JD, Boyd JE. Correlates and consequences of internalized
stigma for people living with mental illness: a systematic review and
meta-analysis. Soc Sci Med. 2010;71:2150–2161.
6. Ritsher JB, Phelan JC. Internalized stigma predicts erosion of morale
among psychiatric outpatients. Psychiatry Res. 2004;129(3):257–265.

Patient Preference and Adherence 2016:10

Patient Preference and Adherence downloaded from https://www.dovepress.com/ by 3.235.107.209 on 06-Aug-2020
For personal use only.

Dovepress
7. Ocisková M, Praško J, Látalová K, et al. Internalizované stigma a
efektivita farmakoterapie a psychoterapie u úzkostných poruch a
poruch neurotického spektra. [Internalized stigma and efficacy of
pharmacotherapy and psychotherapy in anxiety disorders and neurotic
spectrum disorders] Česká a Slovenská Psychiatrie. 2014b;110(3):
133–143.
8. Raboch J, Uhliková P, Hellerová P, Anders M, Šusta M. Psychiatrie:
Doporučené postupy v psychiatrické péče. [Psychiatry: Treatment
guidelines] Psychiatrická společnost ČLS JEP.
9. World Health Organization (WHO), ICD-10: The ICD-10 Classification of Mental and Behavioural Disorders: Clinical Descriptions and
Diagnostic Guidelines. Geneva: Word Health Organization; 1992.
10. Boyd JE, Adler EP, Otilingam PG, Peters T. Internalized Stigma of
Mental Illness (ISMI) scale: A multinational review. Compr Psychiatry.
2014;55(1):221–231.
11. Ritsher JB, Otilingam PO, Grajales M. Internalized stigma of mental
illness: psychometric properties of a new measure. Psychiatry Res. 2003;
121:31–49.
12. Lysaker PH, Roe D, Yanos PT. Toward understanding the insight
paradox: Internalized stigma moderates the association between insight
and social functioning, hope, and self-esteem among people with schizophrenia spectrum disorders. Schizophr Bull. 2007;33(1):192–199.
13. Ociskova M, Prasko J, Dostalova L, et al. Self-stigma in psychiatric
patients – standardization of the ISMI scale. Neuro Endocrinol Lett.
2014;35(7):624–632.
14. Hogan TP, Awad AG, Eastwood R. A self-report scale predictive of drug
compliance in schizophrenics: reliability and discriminative validity.
Psychol Med. 1983;13(1):177–183.
15. Guy W, editor. ECDEU Assessment Manual for Psychopharmacology.
Rockville, MD: U.S. DHEW; 1976.
16. EMEA, 2002. Available from: http://www.ema.europa.eu/pdfs/human/
ich/013595en.pdf. Accessed March 20, 2009.
17. Tsang HW, Fung KM, Chung RC. Self-stigma and stages of change as
predictors of treatment adherence of individuals with schizophrenia.
Psychiatry Res. 2010;180(1):10–15.
18. Fung KM, Tsang HW, Chan F. Self-stigma, stages of change and
psychosocial treatment adherence among Chinese people with schizophrenia: a path analysis. Soc Psychiatry Psychiatr Epidemiol. 2010;
45(5):561–568.
19. Lyimo RA, Stutterheim SE, Hospers HJ, de Glee T, van der Ven A,
de Bruin M. Stigma, disclosure, coping, and medication adherence
among people living with HIV/AIDS in Northern Tanzania. AIDS
Patient Care STDS. 2014;28(2):98–105.
20. Sirey JA, Bruce ML, Alexopoulos GS, et al. Perceived stigma as a
predictor of treatment discontinuation in young and older outpatients
with depression. Am J Psychiatry. 2001;158:479–481.
21. Sirey JA, Bruce ML, Alexopoulos GS, Perlick DA, Friedman SJ,
Meyers BS. Stigma as a barrier to recovery: Perceived stigma and
patient-rated severity of illness as predictors of antidepressant drug
adherence. Psychiatr Serv. 2001;52(12):1615–1620.
22. Sirey JA, Bruce ML, Alexopoulos GS, et al. Perceived stigma as a
predictor of treatment discontinuation in young and older outpatients
with depression. Am J Psychiatry. 2001;158(3):479–481.
23. Sirey JA, Bruce ML, Alexopoulos GS. The treatment initiation program: an intervention to improve depression outcomes in older adults.
Am J Psychiatry. 2005;162(1):184–186.
24. DiMatteo MR. Variations in patients’ adherence to medical recommendations: a quantitative review of 50 years of research. Med Care. 2004;
42(3):200–209.
25. DiMatteo RM, Lepper HS, Croghan TW. Depression is a risk factor for
noncompliance with medical treatment. Arch Intern Med. 2000;160:
2101–2107.

Patient Preference and Adherence 2016:10

Self-stigma, adherence to treatment, and discontinuation of medication
26. Blouin A, Perez E, Minoletti A. Compliance to referrals from the
psychiatric emergency room. Can J Psychiatry. 1985;30:103–106.
27. Kalichman SC, Ramachandran B, Catz S. Adherence to combination
antiretroviral therapies in HIV patients of low health literacy. J Gen
Intern Med. 1999;14(5):267–273.
28. Last CG, Thase ME, Hersen M, Bellack AS, Himmelhoch JM. Patterns
of attrition for psychosocial and pharmacologic treatments of depression. J Clin Psychiatry. 1984;46:361–366.
29. Power R, Koopman C, Volk J, et al. Social support, substance use,
and denial in relationship to antiretroviral treatment adherence among
HIV-infected persons. AIDS Patient Care. 2003;17(5):245–252.
30. Matas M, Staley D, Griffin W. A profile of the noncompliant patient:
a thirty-month review of outpatient psychiatry referrals. Gen Hosp
Psychiatry. 1992;14:124–130.
31. Melfi CA, Chawla AJ, Croghan TW, Hanna MP, Kennedy S, Sredl K.
The effects of adherence to antidepressant treatment guidelines on
relapse and recurrence of depression. Arch Gen Psychiatry. 1998;55(12):
1128–1132.
32. Lingam R, Scott J. Treatment non-adherence in affective disorders.
Acta Psychiatr Scand. 2002;105(3):164–172.
33. Babiker IE. Noncompliance in schizophrenia. Psychiatr Dev. 1986;
4:329–337.
34. Gilmer TP, Dolder CR, Lacro JP, et al. Adherence to treatment with
antipsychotic medication and health care costs among Medicaid beneficiaries with schizophrenia. Am J Psychiatry. 2004;161:692–699.
35. Bulloch AGM, Patten SB. Non-adherence with psychotropic medications in the general population. Soc Psychiatry Psychiatr Epidemiol.
2010;45(1):47–56.
36. Brohan E, Elgie R, Sartorius N, Thornicroft G. Self-stigma, empowerment and perceived discrimination among people with schizophrenia
in 14 European countries: The GAMIAN-Europe study. Schizophrenia
Res. 2010;122(1–3):232–238.
37. Girma E, Tesfaye M, Froeschl G, Möller-Leimkühler AM, Dehning S,
Müller N. Facility based cross-sectional study of self stigma among
people with mental illness: towards patient empowerment approach.
Int J Ment Health Syst. 2013;7(1):21.
38. Yen CF, Chen CC, Lee Y, Tang TC, Yen JY, Ko CH. Self-stigma and
its correlates among outpatients with depressive disorders. Psychiatr
Serv. 2005;56(5):599–601.
39. Ustündağ MF, Kesebir S. Internalized stigmatization in bipolar patients:
relationship with clinical properties, quality of life and treatment compliance. Turk Psikiyatri Derg. 2013;24(4):231–239.
40. Temilola MJ, Adegoke AO, Olaolu AT, Adegboyega O, Olaide AK.
Self-stigma, quality of life and schizophrenia: An outpatient clinic
survey in Nigeria. Int J Soc Psychiatry. 2014;60(4):377–386.
41. Werner P, Stein-Shvachman I, Heinik J. Perceptions of self-stigma and
its correlates among older adults with depression: A preliminary study.
Int Psychogeriatr. 2009;21(6):1180–1189.
42. Lv Y, Wolf A, Wang X. Experienced stigma and self-stigma in
Chinese patients with schizophrenia. Gen Hosp Psychiatry. 2013;35(1):
83–88.
43. Fung, KMT, Tsang HWH, Corrigan PW. Self-stigma of people with
schizophrenia as predictor of their adherence to psychosocial treatment.
Psychiatr Rehabil J. 2008;32:485–495.
44. Tsang HW, Fung KM, Chung RC. Self-stigma and stages of change as
predictors of treatment adherence of individuals with schizophrenia.
Psychiatry Res. 2010;180(1):10–15.
45. Kranke DA, Floersch J, Kranke BO, Munson MR. A qualitative investigation of self-stigma among adolescents taking psychiatric medication.
Psychiatr Serv. 2011;62(8):893–899.

submit your manuscript | www.dovepress.com

Dovepress

Powered by TCPDF (www.tcpdf.org)

1297

Dovepress

Patient Preference and Adherence downloaded from https://www.dovepress.com/ by 3.235.107.209 on 06-Aug-2020
For personal use only.

Kamaradova et al

Dovepress

Patient Preference and Adherence

Publish your work in this journal
Patient Preference and Adherence is an international, peer-reviewed,
open access journal that focuses on the growing importance of patient
preference and adherence throughout the therapeutic continuum. Patient
satisfaction, acceptability, quality of life, compliance, persistence and their
role in developing new therapeutic modalities and compounds to optimize

clinical outcomes for existing disease states are major areas of interest for
the journal. This journal has been accepted for indexing on PubMed Central.
The manuscript management system is completely online and includes a very
quick and fair peer-review system, which is all easy to use. Visit http://www.
dovepress.com/testimonials.php to read real quotes from published authors.

Submit your manuscript here: http://www.dovepress.com/patient-preference-and-adherence-journal

1298

Powered by TCPDF (www.tcpdf.org)

submit your manuscript | www.dovepress.com

Dovepress

Patient Preference and Adherence 2016:10

