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ABSTRACT

Self-stigma remains one of the most vexing issues in psychiatry. It complicates the treatment and
social functioning of patients with endogenous psychiatric disorders. Identifying the specific features of self-stigma
depending on the type and duration of the endogenous mental illness can help solve this problem.

The aim of this study was to establish the level and specific features of self-stigma in patients with various types
of chronic endogenous psychiatric disorders at different disease stages and to establish the correlation between the
level of self-stigma and the attitude of the patient to his/her disease and treatment.

Clinical psychopathology assessment, psychometric scales and questionnaires: “Positive and Negative
Syndrome Scale” (PANSS), “Questionnaire for Self-Stigma Assessment in Mentally Ill Patients”, and Russian versions
of the “Insight Scale for Psychosis” (ISP), and “Drug Attitude Inventory” (DAI-10). The cross-sectional study included
86 patients with endogenous mental illnesses (bipolar affective disorder and schizophrenia spectrum disorders.

The analysis of the results of the “Questionnaire for Self-Stigma Assessment in Mentally Ill Patients” showed
that at the initial disease stages the highest level of self-stigma is observed in patients with bipolar affective disorder
(M+0=1.22+0.73; Me [Q1; Q3]=1.10 [0.83; 1.60]), while the lowest level was observed in patients with schizophrenia
spectrum disorders (M+0=0.86+0.53; Me [Q1; Q3]=0.77 [0.31; 1.25]). Patients with schizophrenia and schizoaffective
disorder and a disease duration more than five years participating in a long-term comprehensive psychosocial rehabilitation
program also demonstrated high rates of self-stigma (M+0=1.20+£0.57, Me [Q1; Q3]=1.26 [0.89; 1.47]). The study groups
showed differences in terms of the structure of components of self-stigma and their severity; significant correlations
were uncovered between the self-stigma parameters and the attitude of patients to their disease and therapy.

The results of this study contribute to a better understanding of the specific features of self-stigma
in patients with various endogenous disorders at different stages of the disease. These data can be used as part of
a comprehensive psychosocial treatment program for this patient cohort, as well as for future research.


https://crossmark.crossref.org/dialog/?doi=10.17816/CP15485&domain=PDF&date_stamp=2024-03-29

AHHOTALMA

CamMocCTUrMaTn3aums ocTaeTcst OAHOM 13 akTyaslbHbIX NPO6/eM COBPEMEHHOM NCUXmMaTpum, KoTopas
3aTPYAHSIET NeyeHue 1 coumanbHoe GYyHKLMOHMPOBaHME NaLMEHTOB C 3HAOreHHbIMU MCUXMYECKMU PacCTPONCTBAMM.
PelueHuto 3TOM Npo6aeMbl MOXET CNOCOBCTBOBAaTL onpejeneHne 0CobeHHOCTeN 1 cneundukn camoCcTurmaTmnsanmm
B 3aBMCUMOCTU OT GOPMbI U AIMTENBHOCTM 3HAOMEHHOMO NMCUXMYECKOro PpacCTPOMCTBa.

YCTaHOBWTb YPOBEHb M 0COBEHHOCTN CAMOCTUIMATN3aLIMN Y MALMEHTOB C Pa3IYHbIMU GOPMaMM IHAOTEHHbIX
XPOHNYECKMX NCUXMYECKNX PACCTPOIACTB Ha pa3HbIX 3Tanax 601e3HM 1 BbISIBUTb CBSA3b BbIPaXeHHOCTV CAMOCTUrMaT3aLmm
C OTHOLLIEHMEM K CBOEMY 3ab0/1eBaHUIO U IeYeHNI0.

KNMHNKO-NCMXONATONOrNYeCKNA, NCUXOMEeTPUYEeCcKMe LWKaabl U ONPOCHUKN («ONPOCHUK ANS OLLeHKU
$beHoMeHa camocTUrMaTU3aL My NCUXMYeckn 60nbHbIX», «LLiKana mo3UTUBHBIX U HeraTUBHBLIX CUMNTOMOB — «Positive
and Negative Syndrome Scale» (PANSS), pycckosi3bl4Hble BepCU ONPOCHMKOB «Oco3HaHme bonesHm» — «Insight Scale
for Psychosis» (ISP), «OTHOLLEHMe K NekapCTBeHHbIM NpenapaTtam» — «Drug attitude inventory» (DAI-10). MpoBeaeHo
KpOCCeKLMOHHOe nccieoBaHme 86 NaUnMeHToOB C IHAOMeHHbIMU MCUXMYeCcKMU 3aboneBaHnAMIN (bunonsapHoe
adpdexTMBHOE PaCCTPONCTBO 1 PaCCTPONCTBA LUM30PPEHNYECKOrO CNeKkTpa).

C nomoLubto «ONpOCHMKa AN oLeHKN deHOMeHa CaMOCTUrMaTU3aLnM NCUXNYECKU BONbHbIX»
YCTaHOBJIEHO, YTO Ha Ha4aNbHOM 3Tane 3aboneBaHNs HaNbONbLUNI YPOBEHb CAMOCTUIMaTU3aLMKM XapakTepeH Ang
naumMeHTOB C BUNoNspHbIM adpPekTnBHBIM paccTporicTBom (M+o=1,22+0,73; Me [Q1; Q3]=1,10[0,83; 1,60]), Hanbonee
HU3KWIA BbISIBAEH Y NaLMeHTOB C paccTpoicTBaMu winsodpeHmyeckoro cnektpa (M+o=0,86+0,53; Me [Q1; Q3]=
0,770,31; 1,25]). NaumeHTbl C LLn3oppeHmen 1 WwinsoadpdekTUBHLIM PacCTPOCTBOM U A/IUTENBHOCTLIO 3a601eBaHuA
6onee 5 net, yyacTBytoLLMe B AOJITOCPOYHON KOMMIEKCHOM NPOrpaMmMe NCMXoCcoumanbHOM peabunmTtaumm, Takxe
NPOAEMOHCTPUPOBANV BbICOKME NOKasaTenn caMmocturMaTusaumm (M+o=1,20+0,57, Me [Q1; Q3]= 1,26 [0,89; 1,47]).
B n3y4yeHHbIX rpynnax o6Hapy>XeHbl pasanyuns B CTPYKType KOMMOHEHTOB CaMOCTUIMaTU3auLMn NaLMeHToOB N KX
BbIPaXXEHHOCTU 1 NOMlyYeHbl 4OCTOBEPHbIE KOPPEeNsUMOHHbIe CBA3W MeXAy MokasaTensaMm camocTUurMmaTtmsaumn,
OTHOLLUEHVEeM NaLMeHTOB K MMeIOLLLEeMYCS MCUXMYECKOMY PacCTPOMCTBY M MOAyYaeMOMy NeYeHNo.

Pe3ynbTaTbl NPOBEAEHHOIO UCCIEA0BAHNSA YTOUHSIIOT U PACLLUMPSIOT UMEIOLMECS 3HAHWS 06
0COBEHHOCTSIX CAMOCTUIMATU3ALMN Y MaLMEHTOB C Pa3INYHbIMN SHAOTEHHBIMU PACCTPOCTBAMU Ha Pa3HbIX 3Tanax
3ab6oneBaHust. MonyyeHHble AaHHblE MOTYT MOCAYXUTb OCHOBOM ANS fanbHENLINX NCCNef0BaHWA, a Takxe ANs
MCMOJIb30BaHNS B KOMMJIEKCHOM MCUXOCOLMaNIbHOM JIeYEeH M TaKnX NaLEeHTOB,

INTRODUCTION

An analysis of publications in international scientific
databases (PubMed, Cochrane, Researchgate, Google
Scholar) related to stigma and self-stigma in mentally ill
patients showed that over the past 10 years (from 2013 to
2023), more than 2,000 papers were published, i.e. almost
as many as in the previous 50 years, after the concept
of “stigma” was first introduced in the psychiatry lexicon

in 1963 [1]. This increase is quite understandable and
indicates the relevance and importance of the notion, since
the negative consequences associated with the stigma of
mentally ill persons cause significant damage not only to the
patients themselves, but also to their families, society, and
the state. Traditionally, the WHO has considered the fight
against stigma and self-stigma in mentally ill patients to be
one of the most important areas of modern psychiatry.’


https://www.who.int/publications/i/item/9789241506021

As a result of stigma (social “ostracism” and social rejection
due to existing myths, prejudices, and stereotypes), mentally
ill patients tend to develop distrust toward psychiatric
services, raise barriers to seeking help, which can result
in a deterioration of their clinical state, non-compliance,
and adversely affect their social functioning [2]. There are
problems with work and studies, social life; the quality
of life suffers, while the risk of substance abuse, suicide,
and other consequences increases [3, 4]. The response
to the disease, related transformations, and a feeling of
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being “mentally ill” may result in a complex psychological
phenomenon known as self-stigma, which is a combination
of negative responses, experiences, assessments, and
personality changes [2].

Some researchers have stated that patients with
endogenous mental illnesses (e.g. schizophrenia,
schizoaffective disorder, bipolar affective disorder [BAD],
etc.) are more stigmatized and predisposed to self-stigma
compared to patients with other psychiatric disorders [5,
6, 7]. All over the world, increased attention is directed at
organizing comprehensive care for such patients as early
as at the initial stages of their disease [8, 9]. For patients
with schizophrenia spectrum disorders, the first five
years from the disease onset are considered the most
significant in terms of prognosis, treatment efficacy, and
outcomes. During this period, despite the intensity of
the psychopathology processes, there exists a tendency
towards their recurrence and towards the development
of chronic disorders, and they are at their highest stage
of plasticity and curability [10]. Similar data were obtained
in relation to BAD [11]. However, our observations have
shown that the patients at the initial disease stages may
underestimate the seriousness of their condition and
possible social life limitations (due to the lack of criticality),
and, consequently, they may be at a higher potential risk
of developing stigma and self-stigma. Moreover, changes
over time in self-stigma in a patient with a developing
mental illness is also of interest. In chronically ill patients,
the self-stigma becomes part of clinical manifestations, it
worsens their condition, and it leads to more pronounced
maladaptation [12].

Self-stigma has been shown to have complex, yet close,
links to motivation as regards treatment [13]. The inclusion
of elements of a fight against the stigma in psychosocial
rehabilitation (PSR) activities increases compliance
in patients [14], allows to achieve good adherence to
treatment, and helps to avoid many other negative clinical,

psychological, and social consequences associated with the
disease [15, 16]. However, in terms of the biopsychosocial
approach, it is advisable to consider sociodemographic,
as well as the clinical and psychological features of self-
stigma in order to develop effective, patient-centered
medical and rehabilitation programs.

Thus, the relevance of the issue is conditioned by the
need for an in-depth study of the problem of self-stigma
in patients with various types of endogenous mental
illnesses at both early and later stages of the disease and
its connection with the specific features of the attitude to
their psychiatric disorder and therapy.

This study was based on a general hypothesis holding
that the severity and structure of self-stigma are specific,
depending on the type of mental illness and its duration.
According to a particular hypothesis, there are associations
between self-stigma and the patterns of attitudes toward
the mental illness and treatment.

The aim of this study was to establish the level and
specific features of self-stigma in patients with various
types of chronic endogenous psychiatric disorders at
different disease stages and to determine the correlation
between the level of self-stigma and patient attitude to
his/her disease and treatment.

METHODS

This was an observational comparative cross-sectional study
of three groups of patients with endogenous psychiatric
disorders.

The study was conducted at the Mental Health Research
Center, mental health facilities in Moscow (Mental-health
clinic No. 1 named after N.A. Alexeev, Mental-health clinic
No. 4 named after P.B. Gannushkin), as well as at the
Regional Charitable Public Organization “Family and Mental
Health", between January and November 2023. In order to
ensure a high-quality assessment of patients mental state,
a clinical psychopathology assessment was conducted by
psychiatrists. The assessments using psychometric scales
were carried out once beyond the exacerbation period by
clinical psychologists, together with psychiatrists.

Patients were recruited to the study in a continuous
manner.

The inclusion criteria were as follows: verified diagnosis
of bipolar affective disorder (F31.xxx according to the



ICD-10), or schizophrenia spectrum disorder (F20.xxx,
F23.xxx, F25.xxx according to the ICD-10); mental illness
duration less than five years and a history of three and less
hospitalizations for patients with recent disease; disease
duration more than five years for chronically ill patients;
written voluntary consent of the patient to participate in
the study.

The exclusion criteria were as follows: refusal to participate
in the study; acute symptoms that prevent any assessment
(for patients with schizophrenia spectrum disorders,
five and more PANSS scores on each item); concomitant
structural brain disorders, and substance abuse.

The patients were allocated to three groups according
to their diagnosis and duration of their mental illness.

Group 1 “Schizophrenia spectrum disorders, first episode
psychosis” (SSD FEP), (n=39) included patients with psychotic
schizophrenia spectrum disorders (F20.xxx, F23.xxx,
F25.xxx according to the ICD-10) in accordance with the
criteria of the first episode psychosis used in this study
(duration of illness five years and less, history of three
hospitalizations and less). The patients were treated in
a daycare department at mental-health clinic No. 1 and
No. 4 in Moscow, or as inpatients in the Mental Health
Research Center.

Group 2 (BAD) included patients with the F31.xxx
diagnoses according to the ICD-10 (n=17) at the initial
stages of the disease (disease duration five years and less;
a history of three hospitalizations and less). The patients
were receiving outpatient and inpatient treatment at the
Mental Health Research Center.

Group 3 “Schizophrenia spectrum disorders, psychosocial
rehabilitation” (SSD PSR), (n=30) included patients with
schizophrenia spectrum disorders (F20.xxx, F25.xxx
according to the ICD-10) at advanced stages of the disease
duration of more than five years. Patients in this group were
members of the Regional Charitable Public Organization
“Family and Mental Health” and participants of a long-
term comprehensive psychosocial rehabilitation program
conducted by this organization in the community.

The socio-demographic characteristics of the patient (sex,
age, marital status, education level) were analyzed during
the study. The data obtained were recorded on a research
form for subsequent frequency analysis. Moreover, clinical
psychopathology assessment and assessments using clinical
psychometric scales and questionnaires were conducted.

Psychometric assessments included the use of the
following techniques.

The Positive and Negative Symptom Scale (PANSS) [17]
was applied to evaluate the severity of psychopathology
symptoms in patients with schizophrenia spectrum
disorders; other questionnaires were used with patients
from all three groups.

“Questionnaire for Self-Stigma Assessment in Mentally Ill
Patients” [18, 19]. The method is aimed at revealing the
severity of the self-stigma and determining its structure
based on 83 statements related to various areas of a person'’s
psychological and social functioning. They form nine scales:
“Overestimation of self-actualization”; “Impairment of self-
identity”; “Readiness to be labeled ‘mentally il as relates
to work adaptation”; “De-identification from others in the
society”; “Distancing from mentally ill persons in the area
of internal activity”; “Readiness to distance oneself from
mentally ill persons in the society”; “Overestimation of
internal activity”; “Acceptance of the role of a mentally ill
person in the area of self-actualization”; and “Mirror self
of a mentally ill person in the area of internal activity”.
The method allows one to investigate the general degree
of self-stigmatization, as well as its individual components.
The statements are rated by the subject on a direct scale
from 0 to 3 with an interval of one, where “0” corresponds
to complete disagreement and “3” implies complete
agreement. The higher the score, the higher the level of self-
stigmatization and its individual components. Furthermore,
the following types of self-stigma were assessed: auto-psychic
(idealization of the period before the onset of the disease,
less severe requirements towards oneself); compensatory
(partial ignoring of mental illness-associated symptoms
and exaggerated attribution of failure to “mentally ill"”
subjects; and socio-reversive (associated with changes in
personal position and distancing from society).

The “Insight Scale for Psychosis” (ISP) scale [20] allows one
to assess the iliness perception based on the patient's self-
reporting. The scale consists of 8 questions, the highest
score for each subscale is three, and it corresponds to
a high level of agreement with the statements, indicating
good illness awareness. The assessment is based on three
parameters: the patient's ability to recognize the disease
manifestations as symptoms of mental illness; the patient's
awareness of mental illness; and the patient’s acceptance
of the need for treatment.

“Drug Attitude Inventory” (DAI-10) consists of 10 questions
and is a shortened version of DAI-30[21]. The scale includes



five direct and five reverse statements the patient needs
to agree or disagree with. The positive and negative scores
are summarized. If the resulting total score is positive, this
indicates acceptance of the need for drug therapy; the
higher the total score, the higher the level of acceptance
of the need for treatment.

The mathematical and statistical methods implemented in
the STATISTICA 12.1.rus software and Excel office package
were used to verify and objectify the data. The minimum
sample size for the significance level (p=0.05) was determined
using the method of Otdelnova KA [22]. The Bonferroni
correction (a adjusted=a baseline/3) was applied; and the
critical significance level for such comparisons was 0.017
to adjust the estimate of the reliability of the differences
in multiple comparisons of three samples. The analysis
conducted using the Shapiro-Wilk test showed that the
obtained data were not normally distributed; therefore,
nonparametric tests were applied. The Mann-Whitney
nonparametric test (U-test) was used in the comparative
study of quantitative values in two groups, and the Kruskal-
Wallis nonparametric test (H-test) (ANOVA) was used for the
comparison of three groups. The study results are presented
as median values with indication of interquartile ranges;
i.e., first (lower) and third (upper) quartiles (Me [Q1; Q3]),
the mean value of the parameter taking into account the
standard deviation M+c. The Fisher's exact test (F-test) was
used to compare the frequency of categories of qualitative
variables between study groups. The strength of possible
correlation between qualitative and ordinal variables
was assessed using the nonparametric Spearman rank
correlation coefficient (r-Spearman).

Parameter

Age (years)
mzto

Me [Q1; Q3]
Sex

male, n (%)

female, n (%)

University education/undergraduate, n (%)
Married/has a partner, n (%)

Work/studies before the onset of a psychiatric disorder, n (%)

The study was conducted in compliance with the principles of
the Declaration of Helsinki of the World Medical Association
“Ethical Guidelines for Health-related Research Involving
Humans” of 1964 (revised in October 1975 — October 2013)
and was approved by the local ethics committee of Mental
Health Research Center (minutes No. 914 of November 21,
2023). All the patients included in the study had provided
written voluntary informed consent for participation in the
study and processing of their personal data.

RESULTS

The analysis of socio-demographic parameters (see Table 1)
showed that younger persons prevailed among patients
at the initial disease stages (H=28.93; df=2; p=0.0001).
Among patients with SSD PSR, there were older subjects
(Usep repusssppse=134.50; p=0.00011; U, <o nee=18.00; p=0.0001).
However, a comparative analysis of age subgroups in the
SSD FEP and BAD groups showed no significant differences
(U=245.00; p=0.2020), which allowed us to assign the
subjects at the initial disease stages to one age category.

The analysis of the percentages of male and female
subjects, depending on the duration of the mental illness, did
not demonstrate any differences at the level of the statistical
significance calculated by the F-test (0., rcp < gap=0-6296;
pSSD FEP vs SSD PSR=O'4965; pBAD vs SSD PSR=O'341 7)

The patients in all groups had quite a high level of
education, with no differences in terms of this parameter
(pSSD FEPvs BAD=O'241 3’ pSSD FEPvs SSD PSR=0'7'I 38’ pBADVSSSD PSR=O'3809)'

Before the onset of a psychiatric disorder, patients
with SSD FEP and BAD were more likely to be involved
in a qualified occupation and studies than patients

Patient groups

SSD FEP BAD SSD PSR
n=39 n=17 n=30
25.53+4.56; 28.95+8.53; 42.21410.36;
25[22; 29] 29 [22; 35] 40 [34; 50]

16 (41.02%) 5(29.41%) 16 (53.33%)

23(58.98%) 12 (70.59%) 14 (46.67%)

16 (41.03%) 10 (58.82%) 14 (46.67%)
6 (15.38%) 2(11.76%) 3(10.00%)
19 (48.72%) 11 (64.71%) 5(16.67%)



Table 2. PANSS scores in patients with schizophrenia spectrum disorders with different disease durations

Patients SSD FEP (n=39) | Patients SSD PSR (n=30)
Parameter m+o; mzo; U p
Me [Q1; Q3] Me [Q1; Q3]

P-1 Delusions 3.3?13(]).87 1'?19;13(])'” 132.0 | 0.000002
P-3 Hallucinatory behavior ; .?19;12?.69 1'113;‘:834 255.0 | 0.002633
P-4 Excitement ]'?1"?‘—;(]"78 1'}11?10]'07 252.0 | 0.002288
P-5 Grandiosity 1'?11;12%'64 . ﬁioﬂz 253.0 | 0.004489
P-6 Suspiciousness %‘3?’;1]'01 1'}13;*11]'33 205.5 | 0.000209
P-7 Hostility ]'E‘ﬁ’;‘]mo 1'?{}?'25 2945 | 0.014344
Composite score, “Positive symptoms” subscale 15[7120#;'52]2 ;?7217059]3 100.5 0.000001

N-1 Blunted affect g'f;'f’g?'m gfgé‘;ﬁz 342.0 | 0.075691

N-2 Emotional withdrawal g'[521;i31]'05 g'[725;i3%'89 401.5 | 0.350238
N-3 Poor rapport 3'21‘)’?31]'12 g'?zoéf’fg] 253.0 | 0.002398
N-4 Passive/apathetic withdrawal g.?29;i31].02 5[828;085 362.0 | 0.135388

N-5 Difficulty in abstract thinking 5'3?13?'79 3[225? '42]9 199.5 | 0.000149
N-6 Lack of spontaneity conversation ;[812;]082 g.?25;4_2].42 243.5 0.001523

N-7 Stereotyped thinking ;'33;12(])'76 g'[zzo;ﬂ;"f 2105 | 0.000275
Composite score, “Negative symptoms” scale 12[21821‘?93]8 51([)10;?%545] 201.5 0.000167
G-1 Somatic concern 3'3513(])'92 g.g:g(}.w 354.5 | 0.109746

G-2 Anxiety g'[724;*3%'82 3'5’22;*3?'86 4215 | 0.515009

G-3 Guilt feelings 5'218’_131]'10 1'[353?'57 262.5 | 0.003715

G-4 Tension g'ﬁfé(]"sg 222%%7]7 411.0 | 0.423902
G-5 Mannerisms and posturing ;[81512(])74 1?161105?5 315.0 0.030897
G-6 Depression %'?21;1]'12 52122038]5 415.5 0.461743

G-7 Motor retardation 5333(])99 1[61712?85 352.0 0.102108

G-8 Uncooperativeness 1[6143(])99 1[313ﬁ05?4 397.0 0.318368
G-9 Unusual thought content 5[313*31]13 §,€27;¢31],13 3575 | 0.119500

G-10 Disorientation ]'[519;*2?'68 1'?19;*1(])'12 240.0 | 0.001282

G-11 Poor attention 5.313;1].03 ;.[92'I;i3?.58]3 258.0 | 0.003026
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Patients SSD FEP (n=39) Patients SSD PSR (n=30)

Parameter m+o; mzo; U p
Me [Q1; Q3] Me [Q1; Q3]

G-12 Lack of judgement and insight 3.3(;)?].00 g:?[?.é?i] 195.5 | 0.000118
G-13 Disturbance of volition g.[221;13c;.83 g'[337i8'76 156.0 | 0.000010
G-14 Poor impulse control 1'?1‘;“—;(]"74 ;.[827;2(?.58]9 163.0 | 0.000016
G-15 Preoccupation 5.?2%1].07 g‘[823;t31]»19 353.5 | 0.106638
G-16 Active social avoidance 5[2262(:])97 127[251 3016 355.0 0.111326
Composite score, “General psychopathology” scale gg,[223,7¢;14od§11 23[5;;28423] 372.5 0.178762
PANSS total score 23'?317%28 2;‘:;9;%‘;9711] 389.0 | 0.266549

With SSD PSR (Pccp eepve 5a0=0+ 11815 Poap vs ssp psn=0-0371;
Posp rer vs ssp psi=0-060). Family relationships were rare
in patients from all three groups, and no significant
difference was noted for this parameter (0., p e 5ap=0-6943;
pSSD FEP vs SSD PSR=O‘59’I 3' pBADVS SSD PSR=O‘37’I 8)

Assessment using the PANSS (see Table 2) and clinical
assessment by a psychiatrist during the study showed
that residual productive symptoms prevailed at the initial
stages of schizophrenia spectrum disorders (SSD FEP).

The above-mentioned symptoms included incompletely
reduced delusional concepts, judgment disorders, some
hallucinatory phenomena, agitation, mild delusions of
grandeur, suspiciousness, and hostility, which was also
reflected in higher scores in all seven subscales (P1-P7)
of the PANSS in patients with SSD FEP.

In patients with SSD PSR, negative symptoms prevailed.
Poor rapport (N-3), difficulty with abstract thinking (N-5),
lack of spontaneity in conversation (N-6), and stereotyped
thinking were observed (N-7).

Among general psychopathology symptoms, SSD PSR
patients showed more pronounced disorientation (G-10),
attention deficit (G-11), lack of judgement and insight
(G-12), significant disruption of volition (G-13), and poor
impulse control (G-14).

The results of the analysis of the structure of self-stigma
and the severity of its components in the study groups
are shown in Table 3.

The most elevated general level of self-stigma was
observed in patients with BAD, which was significantly
different compared to those with SSD FEP. In this group,

the following components were found to be the most
pronounced: “De-identification”, “Overestimation of self-
actualization”, “Overestimation of internal activity”, and
“Readiness to distance oneself from mentally ill persons
in the society”. This combination was characterized by
the predominance of the auto-psychic self-stigma type.

Patients with SSD FEP had a relatively low level of
self-stigma in general and its structural components, in
particular. The lowest severity of self-stigma was observed
in the following scales: “Mirror self of a mentally ill person
in the area of internal activity”, “Acceptance of the role of
a mentally ill person in the area of self-actualization”, “De-
identification from others in the society”, “Distancing from
mentally ill persons in the area of internal activity”, and
“Restriction of work adaptation of mentally ill persons”.
Different forms of self-stigma, autopsychic, compensatory,
and socio-reversive forms, were mild.

Patients with SSD PSR were shown to have an elevated
level of self-stigma. The leading components in its structure
were “Overestimation of self-actualization”, “Readiness to
distance oneself from mentally ill persons in the society”,
“Distancing from mentally ill persons in the area of internal
activity”, and “Impairment of self-identity”. The auto-psychic
form of self-stigma was the most pronounced in them,
as well as in patients with BAD; however, the levels of
compensatory and socio-reversive forms were also high.

Correlation between the level of self-stigma and patients’
attitude toward the disease and treatment

The results of the assessment of patients attitudes toward
the disease and treatment received are shown in Table 4.

No significant differences were found in all 3 groups in
terms of the ISP parameter “Need for treatment awareness”.



Parameter

Component 1. Overestimation
of self-actualization

Component 2. Violation of
self-identity

Component 3. Restriction of
work adaptation of mentally
ill persons

Component 4.
De-identification from others
in the society

Component 5. Distancing
from the mentally ill persons
in the area of internal activity

Component 6. Readiness to
distance from the mentally ill
persons in the society

Component 7. Overestimation
of internal activity

Component 8. Acceptance
of the role of a mentally ill
person in the area of self-
actualization

Component 9. “Mirror self of
a mentally ill person in the
area of internal activity”

Auto-psychic type
Compensatory type
Socio-reversive type

Total score

Parameter

Need for treatment
awareness (ISP)

Symptom attribution (ISP)
lliness awareness (ISP)

Drug attitude (DAI-10).

Patients
SSD FEP (n=39)
mzo;

Me [Q1; Q3]

1.05£0.74
1.00[0.36; 1.55]

0.82+0.65
0.67[0.22; 1.44]

0.80+0.57
0.86[0.29; 1.29]

0.74+0.56
0.83[0.22; 1.11]

0.78+0.49
0.78[0.44; 1.00]

1.21£0.57
1.17[0.83; 1.67]

1.21£0.74
1.27[0.45; 1.91]

0.60+0.48
0.57[0.14; 1.00]

0.30+£0.40
0.00[0.00; 0.601]

1.13+£0.72
1.05[0.45; 1.64]

0.93+0.46
0.92[0.46; 1.34]

0.62+0.49
0.42[0.17; 1.02]

0.86+0.53
0.77[0.31; 1.25]

Patients
SSD FEP (n=39)
mzo;

Me [Q1; Q3]

2.94+0.91
3.00[2.00; 4.00]

2.59+1.19
3.00[2.00; 4.00]

2.31x0.97
2.00[1.00; 3.00]

1.44+3.46
2.00[-2.00; 4.00]

Patients
BAD (n=17)
mzo;

Me [Q1; Q3]

1.84+0.81
1.82[1.27; 2.45]

1.37+£0.77
1.33[0.78; 2.00]

1.07+0.83
1.00[0.43; 1.57]

0.93+0.76
0.72[0.17; 1.28]

0.97+0.76
0.78[0.33; 1.22]

1.24+0.75
1.33[0.67; 1.50]

1.96+0.87
2.18 [1.45; 2.64]

0.82+0.73
0.71[0.43; 1.00]

0.31+0.82
0.00[0.00; 0.20]

1.90+0.82
1.91[1.45; 2.50]

1.09£0.72
1.00[0.59; 1.49]

0.85+0.73
0.77[0.38; 1.11]

1.22+0.73
1.10[0.83; 1.60]

Patients
BAD (n=17)
mzo;

Me [Q1; Q3]

3.03+0.70
3.50[2.50; 3.50]

3.35+£0.79
4.00[3.00; 4.00]

3.59+0.61
4.00[3.00; 4.00]

3.88+3.27
3.50[2.50; 3.50]

Patients
SSD PSR (n=30)
mzo;

Me [Q1; Q3]

1.48+0.78
1.50[1.00; 2.00]

1.174£0.59
1.17[0.89; 1.56]

1.13+0.61
1.14[0.71; 1.29]

1.09+0.68
1.08 [0.61; 1.50]

1.20£0.52
1.2210.89; 1.56]

1.44+0.72
1.50[1.17; 1.83]

1.61+0.67
1.73[1.09; 2.18]

0.81+0.61
0.7910.29; 1.29]

0.54+0.61
0.30[0.00; 1.00]

1.55+0.68
1.61[1.23; 2.00]

1.25£0.57
1.30[0.95; 1.56]

0.90+0.55
0.91[0.43; 1.20]

1.20£0.57
1.26 [0.89; 1.47]

Patients
SSD PSR (n=30)
mto;

Me [Q1; Q3]

3.17£0.79
2.25[2.50; 4.00]

3.20+0.78
3.00[3.00; 4.00]

3.21£1.14
4.00[3.00; 4.00]

3.25+4.36
4.00[1.00; 7.00]

U

p '(Mann-Whitney)

SSD FEP
Vs
BAD

139.50
0.00212

179.50
0.012901

229.00
0.018467

271.50
0.618884

265.00
0.532477

293.50
0.945567

139.50
0.002124

266.50
0.551865

255.00
0.412615

134.50
0.001525

258.00
0.446789

237.00
0.241829

209.00
0.086048

U

SSD FEP
VA
SSD PSR

139.00
0.012942

379.50
0.056384

377.00
0.052264

369.00
0.040735

284.50
0.001588

405.00
0.115835

351.00
0.022426

419.00
0.165053

432.00
0.223525

349.00
0.020921

336.50
0.013365

370.00
0.042046

357.50
0.027981

p '(Mann-Whitney)

SSD FEP
Vs
BAD

320.50
0.848772

208.50
0.016431

128.00
0.000193

202.00
0.015291

SSD FEP
Vs
SSD PSR

379.5
0.514655

333.50
0.047519

265.00
0.003028

288.50
0.016228

BAD
Vs
SSD PSR

185.50
0.126197

228.00
0.556294

232.00
0.616728

215.50
0.387369

175.00
0.076554

203.50
0.257271

177.50
0.087781

240.50
0.755289

187.00
0.104518

183.50
0.115717

205.00
0.273074

221.00
0.458229

248.00
0.885566

BAD
Vs
SSD PSR

405.50
0.369974

182.00
0.538054

174.00
0.442831

196.00
0.840198

H at
df=2;

P
(Kruskal-
Wallis)

11.2254
0.0037

6.5312
0.0382

4.3466
0.1144

3.9412
0.1394

10.0796
0.0065

2.7554
0.2522

11.8829
0.0026

1.8538
0.3958

3.4201
0.1809

12.1452
0.0023

5.9742
0.0504

4.5119
0.1048

5.7806
0.0556

H at
df=2;

P
(Kruskal-
Wallis)

0.8943
0.6394

7.0838
0.0290

17.5539
0.0002

7.7980
0.01653



Spearman correlation coefficient (r)

Drug Attitude
Inventory (DAI-10)

SSD SSD
Parameter/Group FEP BAD PSR
Component ‘I Oyerestlmatlon 016 | -0.18 | -0.45"
of self-actualization
Component 2. Impairment of self-identity -0.12 | -0.31 | -0.31
Compor'\ent 3. Restriction of work 0.03 | -021 | -0.21
adaptation of mentally ill persons
‘Compone‘nt 4. De-identification from others 011 | -032 | -0.46"
in the society
Componen.t 5. Dlstancmg from the mgntally 010 | -0.18 | -0.41*
ill persons in the area of internal activity
Component 6 Readmes; to dlstarjce from 003 | -0.26 | -0.03
the mentally ill persons in the society
Component 7._ Qverestlmatlon 025 | -039 | -0.36
of internal activity
Component 8. Acceptance of the role
of a mentally ill person in the area -0.04 | -0.25 | -0.41*
of self-actualization
Compopent 9. “Mirror selfof a mgpta’IIy ill 20.06 | -0.44 | -0.65*
person in the area of internal activity’
Auto-psychic type -0.23 | -0.29 | -0.45"
Compensatory type 0.06 | -0.25 | -0.19
Socio-reversive type -0.06 | -0.27 | -0.58"
Total score -0.09 | -0.28 | -0.43"

However, patients with SSD FEP tended to possess
lower Drug Attitude Inventory (DAI-10) scores, which set
a distinction between them and the patients in the BAD
and SSD FEP groups. A similar tendency was observed
for the ISP parameter “lliness awareness”. Patients with
SSD FEP showed significantly lower results compared to
patients in the BAD and SSD FEP groups.

The correlation analysis between the scales of
“Questionnaire for Self-Stigma Assessment in Mentally
Il Patients” and the ISP and DAI-10 parameters showed
moderate direct and inverse correlations (see Table 5).

Patients with SSD FEP demonstrated multiple, significant
direct moderate correlation between the parameters of
“Disease awareness"” of the ISP and self-stigma parameters.
Patients with BAD tended to show less such correlation.
There were only a few of those in the SSD PSR group.

SSD PSR group patients demonstrated multiple, significant
moderate reverse correlations between the ISP parameter
of “Need to treatment awareness”, as well as the “Drug

Symptom lliness awareness | Need for treatment

attribution (ISP) (ISP) awareness (ISP)

SsD SSD | SSD SSD | SSD ssD
rep BAP psr pep  BAP psp  pep | BAD  pgg
001 1022 |-013 058 | 054' 022 014 002 | -0.21
012 032 |-017 | 047" | 064° | 010 005 |-0.03  -0.23
007 027 |-0.01 033 016 036 | -0.05 003 | 007
004 008 |-0.09 061° 037 011 006 |012 | -0.33
017 028 | 000 | 044" 041 023 -0.07 010  -0.15
019 028 | 012 022 | 047 043 | -020 006 | 026
008 019 |-0.10 052" | 054° 023 0419 | 005 | -0.07
008 | 011 |-0.09 | 045" | 020 |-0.04 -0.06 | 005 | -0.42°
005 006 |-0.10 027 |028  -0.08 -0.11 -0.10 | -0.57"
008 024 |-011 057 | 061" 022 017 |002 | -0.18
016 025 | 005 055 | 036 033  -0.13 016 | -0.46"
008 018 |-017 026 |032 001 001 010 | 028
002 018 | -0.08 056" | 046" 012 006 009 | -0.42°

Attitude Inventory” (DAI-10) scores, with the parameters of
the "Questionnaire for Self-Stigma Assessment in Mentally
lll Patients”. No such correlations were reveled in the BAD
and SSD PSR groups.

DISCUSSION
The results of the study confirmed the general hypothesis
that there are differences in the level and structure of
self-stigma in patients with endogenous chronic mental
illnesses, depending on their type and disease duration.
The most elevated general level of self-stigma was
observed in the BAD group. The most pronounced structural
components of self-stigma in these patients included
idealization (overestimation) of their own activity and
realization of their abilities before the onset of the disease.
Patients believed that, because of their mental iliness,
they had lost the opportunity to engage in pleasurable
experiences, activity, and productivity, and their prospects
for success in learning and professional activities were



significantly reduced. The assessment of their interpersonal
relationships showed that the patient has doubts in their
ability to keep friendship or maintain family relationships.
Idealization of the pre-disease period of life in patients with
BAD and underestimation of their own actual capabilities
led to a pessimistic view of their future, identity disorders,
low expectations on themselves, and secondary decrease in
activities, which, apparently, was no longer directly related
to affective symptoms. This combination was characterized
by the predominance of the auto-psychic self-stigma form.

Our results correlate with the data of meta-analyses,
which have shown that high levels of self-stigma are
typical of BAD patients as early as at the initial stages of
the disease [24; 25]. At the same time, these publications
emphasize the fact that patients' intense experiences and
ongoing changes are associated not only with the severity
of depressive symptoms and decreased quality of life, but
also with an overly critical attitude towards their altered
internal and external life conditions.

Patients with initial stages of schizophrenia (SSD FEP
group) had a relatively low level of self-stigma in general,
and its structural components in particular. Those patients
believed that their mental illness and related changes would
not noticeably affect their perception of the external world,
limit their creative, professional, and social activities, or act
as an obstacle to self-actualization. These patients tended
to distance themselves from the image of “a mentally
ill person”, without accepting the restrictions that are
associated with a mental iliness and with underestimation
of possible social and interpersonal problems, and they
demonstrated a desire to distance themselves from
mentally ill persons.

Various forms of self-stigmaautopsychic, compensatory,
and socio-reversive forms in patients with schizophrenia
spectrum disorders at the initial stages of the disease
were mild.

It was noteworthy that patients with schizophrenia
spectrum disorders at the late stages of the disease (SSD
PSR group), despite their long-term psychological and social
rehabilitation, as well as patients with BAD, demonstrated
an elevated level of self-stigma. The leading components in
its structure were idealization and overestimation of their
internal activity and self-actualization before the disease
onset. In such a mechanism, maintaining relatively adequate
self-esteem is possible only by justifying one's failure
solely by the effects of their mental illness. In addition, this
patients cohort tends to have a generalized projection of

their failure on all mentally ill persons and the perception
of such subjects as people who are not capable of self-
realization in interpersonal relationships, as well as in the
professional or social spheres.

Changes in the self-identity and development of restrictive
behavior resulted in a secondary benefit from the mental
illness, obviating the need for adequate activity. The auto-
psychic form of self-stigma was the most pronounced in
them, as well as in patients with BAD; however, the level
of compensatory form was also high.

In general, the results obtained in patients with
schizophrenia spectrum disorders depending on the
disease are consistent with the literature data [25-27]
and demonstrate that compensatory and self-limiting
types of self-stigma tend to increase at later stages of the
disease.

As for the particular hypothesis, the study showed that the
patients were aware of the need for treatment regardless
of the type and duration of the psychiatric disorder.
However, patients with BAD and chronically ill patients
with schizophrenia spectrum disorders (SSD PSR group)
tended to have a more positive attitude toward drug therapy
compared to those in the initial stages of schizophrenia
(SSD FEP group), for whom the expressed agreement with
the necessity of treatment came with a generally negative
attitude towards drug therapy and poor understanding of
the need to accept it. These results indicate that patients
with BAD and chronically ill patients with schizophrenia
spectrum disorders have a better awareness of their mental
illness symptoms and understanding of the changes in their
life activities associated with it compared to patients in the
early stages of mental iliness, for whom greater awareness
of mental illness symptoms leads to increased self-stigma.
Itis possible that the perception of the generalized image
of a “mentally ill person” as a person who is unsuccessful
in various spheres of life, has lost activity, is not capable
for self-realization, as well as the fear of being socially
“ostracized” by the mere fact of having a mental illness,
leads to the denial of the disease in general, as it plays
a compensatory role and prevents the emergence of
internal tension. A similar tendency was observed in
BAD patients. Chronically ill patients with schizophrenia
spectrum disorders (SSD PSR group) showed a reverse
correlation between an adequate attitude towards drugs
and self-stigma. Acceptance of the position of “a mentally ill
person” with the development of a socio-reversive type of
self-stigma, changes in the personal station, and distancing



from society lead to an increasing distortion of perceptions
related to the possibilities of receiving psychiatric care.
Some observational studies also reached similar results
[28, 29], which emphasizes the need to fight stigma at all
stages of endogenous mental ilinesses.

The strength of the study is the identification of the level
of severity and structure of self-stigma in patients with
endogenous psychiatric disorders, depending on their
type and disease duration using reliable assessment tools.
Correlations between self-stigma and patients attitude to
their mental illness and their treatment were identified.

However, this study had a number of limitations that
need to be taken into account when interpreting the data,
as well as when planning further research. Moreover, it
is advisable to use large samples and strive for greater
sample homogeneity, taking into account the socio-
demographic and clinical parameters of the subjects
included in the comparative studies. Thus, a subgroup with
the diagnosis F23.xxx can be distinguished from the group
of patients at the initial disease stages. When comparing
groups of patients with schizophrenia spectrum disorders
depending on disease duration, a cohort with a diagnosis
of F25 can be considered. BAD patients can be classified
as BAD-1 and BAD-2 subgroups, which makes the results
more differentiated. It is reasonable to expand the study
with a sample of patients with BAD at late stages of the
disease. In order to make the data representative, it
is advisable to envisage collecting data from various mental
health facilities. Since the exploratory study evaluated
a significant number of parameters for a comprehensive
self-stigma assessment, a possible adjustment for multiple
comparisons should be considered.

CONCLUSION

The results of this study contribute to a better understanding
of the specific features of self-stigma in patients with
various endogenous disorders at different stages of the
disease. The highest level of self-stigma was observed
in patients with BAD; the lowest level, in patients at the
initial stages of schizophrenia spectrum disorders. Patients
with schizophrenia spectrum disorders and a disease
duration of more than five years participating in a long-term
comprehensive psychosocial rehabilitation program also
demonstrated high rates of self-stigma. The study revealed
differences in the structure and severity of self-stigma

in the studied cohorts; the correlations with the specific
features of patients’ attitudes towards the mental illness
and drug therapy were also evaluated.

The elevated level of self-stigma demonstrated in this
study in patients with BAD and schizophrenia spectrum
disorders makes it relevant, on the one hand, to increase
(through psychological education) awareness of the disease
and the possible reasonable limitations associated with it,
to improve our understanding of the need for treatment,
and, on the other hand, to prevent self-stigma and self-

|u

labeling as “mentally ill” for patients at initial stages of
endogenous mental illnesses. The results of this study
may serve as a basis for a further thorough search for the
specific features of self-stigma development in mentally ill
patients and contribute to the development of techniques

to combat the stigma.
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