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Abstract: The study compared the degree of social distance towards the mentally ill between the public, health workers and
relatives of the mentally ill at Madonna University Teaching Hospital, Elele, Rivers State of Nigeria. It took place within 10
months. Two hundred and sixty nine consenting subjects were enlisted in the study. However only 254 completed it comprising
110 relatives of the mentally ill, 47 health workers and 97 non-relatives (public). The modified Bogardus Social Distance Scale
(MBSDS) and a self designed questionnaire containing socio-demographic and psychiatric illness variables were administered
to each subject. The difference in mean MBSDS scores of the public and relatives of the mentally ill is statistically significant,
while the difference in mean MBSDS scores of the public and health workers is not statistically significant. The greatest
proportion of respondents (37%) attributed the cause of mentally illness to demonic possession. Stigma towards the mentally
ill is not only an important global health concern, but it is a burning human right issue.
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Carrigan and Penn, stigma is another term for prejudice
based on negative stereotyping [2].
A rationale is thus constructed for devaluing, rejecting and

1. Introduction

Psychopharmacology and rehabilitation strategies that

address psychiatric diseases and their sequale have been
developed and evaluated.  Nevertheless, effective
management of mental illness has continued to pose great
challenges to practitioners of behavioral sciences because of
a myriad of problems among which are the twin malady of
stigma and discrimination. The confusing and complex
concept of the mind and brain as well as African mythology
and superstition has strengthened these negative attitudes
towards the mentally ill in our environment.

Stigma is the negative evaluation of a person as tainted or
discredited on the basis of attributes, such as mental disorder,
ethnicity, drug misuse or physical disorder. [1] According to

excluding such persons. [3] Stigma towards the mentally ill
including the negative and rejecting attitudes by members of
the community have implications for prevention, early
treatment, rehabilitation and quality of life of the sufferers. [4]

Such stigma significantly impedes the opportunities of
persons who had serious mental illness such as Schizophrenia
and Bipolar Disorder [1]. It has been identified as a major
problem in North America and Western European
Communities. [5, 6, 7, 8, 9]

Social distance is a proxy measure of behavioral
discrimination and reflects the individual’s self report on his
willingness to engage persons with mental illness in activities
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that involve varying degree of intimacy. [10, 11, 12, 13]

Stigma and social distance is a dimension of suffering that
is more devastating, life limiting and long lasting than the
mental illness itself. Several studies in social psychiatry have
illuminated the important role that cultural beliefs play in
shaping societal responses to people with mental illness [14,
15, 16]. However, there have been suggestions that stigma
and social distance are less evident in African countries. [17]

In Nigeria, studies on attitudes and social distance towards
mental illness and the mentally ill are few. Most of these
studies were carried out in the Western geographical region
of the country which is mainly populated by the Yoruba [18,
19, 20, 21, 22]. Nigeria is a culturally diverse country and her
components parts are dissimilar in their access to mental
health services [21].

Studies aimed at elucidating the underlying factors for
discriminating against the mentally ill sought for answers in
the demographic characteristics of the subjects. However,
results of these studies are sometimes contradicting.

This study is aimed at comparing the degree of social
distance towards the mentally ill between the public, health
workers and relatives of the mentally ill at Madonna
University Teaching Hospital Elele, Rivers State. This will
help clarify whether proximity to the mentally ill or
orthodox/medical education would help in our advocacy
against the hydra-headed monster of stigma and
discrimination towards the mentally ill.

2. Materials and Methods

This prospective cross-sectional study was conducted at
Madonna University Teaching Hospital Elele, Rivers State,
Nigeria within a period of 10 months.

2.1. Instruments

For this study, the instruments employed are as follows:-

1 The modified Bogardus Social Distance Scale
(MBSDS)

2 A seclf designed, semi-structured, self administered
questionnaire  containing socio-demographic  and
psychiatric illness variables.

The Bogardus social distance scale is a psychological
testing scale created by Emory S. Bogardus to empirically
measure people’s willingness to participate in social contacts
of varying degrees of closeness with members of diverse
social groups such as racial and ethnic groups. The scale asks
people the extent to which they would be accepting of each
group (a score of 1.00 for a group is taken to indicate no
social distance) [10].

For this study, the modified version of Bogardus Social
Distance Scale (MBSDS) developed by Link [11 & 12] was
used. The MBSDS was presented in a likert form. Questions
asked include:- How would you feel having the mentally ill
presented as

1 Your Landlord

2 Your co-worker

3 Your neighbor

4 Your friend

5 Your Business Associate

6 Your In - law

7 Your Child care provider

For each of these questions, there are 5 options (Likert
Format) from which the subject is expected to choose one
with its corresponding score:-

In any case - Score 1
Maybe but I have my reservation - 2
Maybe but with definite conditions - 3
Difficult to accept but maybe - 4
In no case at all - 5

A score of 1 indicates no social distance

A score of 5 indicates maximum social distance

The reliability of the scale, assessed by means of
Cronbach’s alpha, is 0.9 [11]

2.2. Procedure

Before the commencement of this study, informed consent
was obtained from all the subjects. Two hundred and sixty-
nine (269) subjects enlisted in the study but only two hundred
and fifty-four (254) completed it. The two hundred and fifty-
four (254) subjects comprise 110 relatives of the mentally ill,
47 health workers and 97 non-relatives. A relative of every
other psychiatry patient who attended the psychiatric clinic
within the stated period participated in the study.

The health workers and the non-relatives of the mentally
ill were selected randomly. The two questionnaires specified
above were administered to each subject. The total score of
the modified BSDS were calculated for each subject.

3. Results

Table 1. Distribution of the Various Groups of Subjects in the Cohort.

Group of Subject Frequency Percentage %
Public 97 38.2
Health Workers 47 18.5
Relatives of the Mentally ill 110 433
Total 254 100

Table 2. Distribution of the Total Bogardus Scores for the Various Groups.

oo ST Total Bogardus Average Bogardus
score score %

Public 2,800 28.9+6.1

Health Workers 1,157 246+6.4

Relatives of the Mentally ill 2,463 224+79

The difference in mean MBSDS of public and relatives of
the mentally ill is statistically significant: t = 0.09, df = 252,
p<0.05.

Table 3. Familiarity with mental illness.

Response Frequency %
Yes 223 87.8
No 30 11.8
Nill Answer 1 0.4
Total 254 100
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However the difference in mean MBSDS scores of the
public and Health workers is not statistically significant: t =
0.08, df =252, p> 0.05.

Table 4. Causes of mental illness.

Frequency %
Sin/Punishment From God 26 10.2
Demonic possession 94 37.0
Curse 52 20.5
Use of Hard Drug 51 20.1
I don’t know 29 11.4
Nill Answer 1 0.4
Total 254 100

Out of the two hundred and sixty nine subjects who were
enlisted in the study, 254 completed it; 87 males (34.3%) and
167 females (65.7%). The minimum MBSDS score of 7 and
the maximum score of 35 were recorded in the study. The
average MBSDS score for all subjects is 25.3 + 6.5.

Table 1 shows the frequency distribution of the subjects in
the three different categories being compared viz: — public
(38.2%), health workers (18.5%) and relatives of the
mentally ill (43.3%).

Table 2 depicts the total and mean Bogardus scores for the
3 different categories. The result shows that the relatives of
the mentally ill patients had the least MBSDS mean score of
22.4 £7.9, followed by health workers with mean MBSDS
score of 24.6+6.9, while the general public had the highest
average MBSDS score of 28.9+6.1. The difference between
the mean MBSDS of the public subgroup and that of the
relatives of the mentally ill is statistically significant; t =
0.09, df = 252, p< 0.05. However, there is no statistically
significant difference between the mean MBSDS of the
public and health workers; t = 0.08, df =252, p = 0.05.

Table 3 shows the distribution of the subjects’ responses to
the question about familiarity with mental illness and the
mentally ill. 87.8%reported that they are familiar with mental
illness and the mentally ill. 11.8% denied this.

Table 4 displayed the subjects’ responses to the question
about their perceived cause of mental illness. The greatest
proportion (37%) attributed the cause of mental illness to
demonic possession. This is followed by those who believed
“curses” are responsible (20.5%). 20.1% believed mental
illness results from the use of psychoactive substances.
11.4% are not sure of the cause of mental illness while 10.2%
believed it is as a result of sin or punishment from God.

4. Discussion

Studies show that stigma is the major reason why sufferers
of mental illness fail to acknowledge their illness and is the
underlying factor mitigating against the social reintegration
of those recovering from mental illness; and that stigmatizing
attitudes cut across culture [14, 15, 16]. Nevertheless, there is
paucity of work on these subjects in the undeveloped world,
especially studies aimed at identifying subcultures with the
most stigmatizing attitudes.

This study demonstrates that social distance towards the

mentally ill is widely endorsed by the general public. This is
in consonance with studies done elsewhere [17, 18, 19, 20,
21,22, 23, 24, 25]. On the scale of mild, moderate and severe
social distance equivalent to mean MBSDS scores 7-15, 16-
25, and 26-36, the public sub-cohort demonstrated severe
social distance towards the mentally ill, the health workers
and the relatives of the mentally ill exhibited moderate social
distance towards the mentally ill. It is also important to note
that the difference in attitude between the relatives of the
mentally ill and the general public is statistically significant.
While the relatives appear to be more tolerant than the public
towards the mentally ill because of a number of factors which
include empathy, blood relationship to the mentally ill as well
as more interaction with the mentally ill, there still exists
moderate social distance towards the mentally ill in this
group of subjects (MBSDS 22.4+7.9), this may be explained
by the influence of cultural myths, superstition and
uncertainties associated with the nature, course and outcome
of these behavioral aberrations [1 & 2]. This is further
supported by the perceived causes of mental illness to be a
demonic possession or a curse (20.5% and 37%) among the
majority of subjects.

It is an irony that health workers who should lead the
campaign against stigma and discrimination, themselves are
the apostles of the reverse, demonstrating moderate social
distance towards the mentally ill. It appears that cultural
beliefs and misconceptions about mental illness still hold
sway in the minds of health workers despite several years of
exposure to western education. This underscores the need for
concerted effort towards a robust sustained campaign against
stigma towards the mentally ill among health workers who if
properly educated should champion this crusade on a larger
scale [26, 27].

It also underscores the importance of literacy and
education from the cradle, to help dispel culturally
entrenched myths, ignorance, misconceptions and primordial
assumptions which fuel prejudice towards the mentally ill.
An eclectic approach involving traditional institutions,
religious bodies as well as entrenching this policy in our
academic curricula is advocated.

Furthermore, even though the calls to rename some
psychiatric disorders in order to change public beliefs and
attitudes towards the mentally ill remains controversial [28,
29], the expected advantages of reduced stigma and an
improved communication between clinicians, patients and
families as proposed by the proponents [30, 31] should
motivate a more adept consideration of this initiative.

5. Conclusion

A major finding of the global burden of disease project
was the importance of mental disorders as a cause of disease
burden accounting for a quarter of the world’s disability [5].
This work adds weight to the argument that stigma towards
the mentally ill is not only an important global health
concern, but it is a burning human right issue.
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Limitation

Whether the social distance will vary with different
psychiatric diagnosis is not elucidated in the study. This is a
limitation of this study.
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