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Introduction: Self-stigma impedes recovery process and is associated with poorer clinical and functional outcomes in people with psychotic disorders. However, there is limited research specifically examining self-stigma in the early stage of illness, and mixed findings were observed regarding factors associated with increased self-stigma. We aimed to investigate the rate and correlates of self-stigma in a cohort of adult patients with early psychosis using a comprehensive array of clinical, treatment and other illness-related variables.

Methods: A total of 101 Chinese adult early psychosis patients aged 26–55 years who had received three-year psychiatric treatment for first psychotic episode in Hong Kong and completed self-stigma assessment were included for the current investigation. A broad range of assessments encompassing socio-demographics, premorbid adjustment, onset and illness profiles, symptom severity, psychosocial functioning, treatment characteristics and medication side-effects were conducted.

Results: Twenty-eight (27.7%) patients had moderate-to-high levels of self-stigma. Univariate linear regression analyses showed that age at study entry, sex, educational level, age at psychosis onset, duration of untreated psychosis (DUP), insight level, global psychosocial functioning, and the use of second-generation antipsychotic were related to self-stigma levels. Final multivariable regression model revealed that female sex, younger age at entry, longer DUP and better insight were independently associated with higher levels of self-stigma.

Conclusion: More than one-fourth of early psychosis patients experienced significant self-stigma, highlighting an unmet need for early detection and intervention of self-stigma in the initial years of illness. Further investigation is warranted to clarify trajectories and predictors of self-stigma in the early illness course.
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Introduction

Stigmatization refers to the process of labeling and stereotyping a group of people with undesirable characteristics, resulting in the negative consequence of separation, status loss and discrimination against these people (1). In general, stigma can be further categorized into several distinct but related subtypes, namely perceived public stigma, self-stigma and affiliate stigma. Public stigma denotes the endorsement of related stereotypes and prejudice as well as the manifestation of discrimination from the general public (2). Self-stigma is developed when individual with mental illness internalize the socially-endorsed negative stereotypes of the illness (2), while affiliate stigma refers to the caregivers’ internalized perceived public stigma toward patients (3). In particular, self-stigma has received increasing attention in psychiatric research, especially in people suffering from psychotic disorders. Literature has consistently indicated that a large proportion of patients with schizophrenia have experienced stigmatization and discrimination against their mental health condition during their lifetime (4). A recent meta-analysis reported that around one-third of schizophrenia patients exhibited high levels of self-stigma, with such undesirable situation being particularly common in southeastern Asian countries (5). Prior research suggested that greater self-stigma would impede treatment adherence and recovery process among patients with psychotic disorders (6–8). Accumulating data have further revealed that increased self-stigma may be associated with poor illness outcomes including greater symptom severity, elevated risk of psychiatric comorbidity, suicidal ideation and psychiatric hospitalization, reduced employment opportunity and lower functional status in patients with psychotic disorders (5).

Of note, the majority of prior studies examining self-stigma in psychotic disorders focused on patients with chronic illness (5, 9–11). Relatively few studies have systematically investigated stigmatization in the early course of psychotic disorder (12–19), and some of these studies in fact examined other forms of stigma rather than self-stigma in early psychosis patients, such as the disclosure form of stigma (16, 19) and perceived public stigma (15, 17, 18). We have previously observed significant association between perceived public stigma and self-stigma in patients with first-episode psychosis (FEP) (12). Our more recent study found that female sex, longer duration of untreated psychosis (DUP) and more severe positive symptoms at baseline were associated with greater self-stigma in early psychosis patients at 3-year follow-up (13). Some recent studies, albeit on chronic schizophrenia, have also suggested that patients with antipsychotic-induced motor side-effects may be more likely to experience increased self-stigma (20, 21). However, most earlier research, including our past studies, primarily focused on patients at younger age (12–16) (as early intervention services mainly treated young FEP patients). Given that there may be significant variations in illness presentations, treatment outcomes and service need between patients with typical age of onset (i.e., late adolescence or early adulthood) and those having their psychosis manifested at later years (22, 23), together with recent extension of some early intervention services to cover a wider adult age range (e.g., in United Kingdom and Hong Kong) (23, 24), more research is required to clarify self-stigma and its associated factors in early psychosis patients at higher-age groups.

To this end, the current study aimed to examine the prevalence and correlates of self-stigma in a cohort of Chinese adult patients with early psychosis. To ensure comprehensive evaluation of factors associated with self-stigma, a wide array of variables encompassing socio-demographics, premorbid adjustment, onset profile, symptomatology, treatment characteristics and side-effects were included in our analysis.



Materials and methods


Participants and study setting

A total of 130 Chinese patients aged 26–55 years presenting with first-episode non-affective psychosis (schizophrenia, schizoaffective disorder, schizophreniform disorder, brief psychotic disorder, delusional disorder or psychotic disorder not otherwise specified) to an extended EASY programme in Hong Kong were consecutively recruited from psychiatric outpatient units after they had completed the 3-year service (i.e., an early psychosis cohort). Briefly, EASY is a territory-wide publicly-funded early psychosis service, which has recently been expanded to provide 3-year care (originally as 2-year) to FEP patients aged 15–64 years (originally for 15–25 years) (25). The service provides an early assessment, and adopts phase-specific case-management approach in which each patient is assigned with a case manager who delivers protocol-based psychosocial interventions and assertively follows up patients for the first 3 years after their initial episode (25). Individuals with substance-induced psychosis, psychosis due to general medical condition, or intellectual disability were excluded. The study was approved by the local institutional review boards. Written informed consent were obtained from all subjects.



Assessments

Diagnosis was ascertained by a senior research psychiatrist using the Chinese-bilingual Structured Clinical Interview for DSM-IV (CB-SCID) (26) and medical record review. Premorbid adjustment scale (PAS) (27) was used to measure premorbid functioning. Duration of untreated psychosis (DUP) and age of onset were determined using Interview for the Retrospective Assessment of the Onset of Schizophrenia (IRAOS) (28). Psychopathology was evaluated by positive and negative syndrome scale (PANSS) (29), brief negative symptom scale (BNSS) (30), and Calgary Depression Scale for Schizophrenia (CDSS) (31). Insight was assessed using Abbreviated Scale to Assess Unawareness of Mental Disorder (SUMD) (32), which measured awareness of mental disorder, illness consequences and medication effect. Psychosocial functioning was measured by social and occupational functioning assessment scale (SOFAS) (33). Antipsychotic-induced motor side-effects were examined by Simpson-Angus Scale (SAS) (34), Barnes akathisia rating scale (BARS) (35) and abnormal involuntary movement scale (AIMS) (36). Data on antipsychotic treatment and past history of psychiatric admission were also obtained. Data collection including clinical assessments were conducted by trained research assistants who received regular supervision and participated in biweekly rating consensus meetings throughout the study period to maintain quality assurance. Intraclass correlation coefficients for PANSS, BNSS, CDSS, and SUMD total scores ranged 0.82–0.91, indicating good interrater reliability.

Self-stigma of early psychosis patients was measured using the self-stigma scale-short form (SSS-S), which is a 9-item self-rated questionnaire covering affective, cognitive, and behavioral dimensions of self-stigma (37). Participants were asked to rate the extent to which they agreed with each item statement on a 4-point Likert scale from “1” strongly disagree to “4” strongly agree. A mean score was computed, with higher score indicating greater degree of self-stigma. Following the method of previous research (13, 38), a cutoff of mean score above the midpoint of 2.5 was adopted in defining the presence of moderate-to-high levels of self-stigma. This scale was validated and studied in Chinese patients with severe mental illness including chronic schizophrenia (37, 39) and early psychosis samples (12, 13), and was shown to have high convergent validity in relation to the key constructs that are closely associated with self-stigma (37).



Statistical analysis

The primary analysis aimed to identify correlates of self-stigma. We adopted a two-step regression analysis approach with an aim to accommodate a large number of candidate variables, yet without compromising the statistical power of our study sample. First, a series of univariate linear regression analyses were performed to assess the associations of self-stigma with a comprehensive array of variables including socio-demographics, premorbid adjustment (PAS score), onset profile and illness characteristics (age at onset, DUP, diagnosis, past admission, family history of psychosis), symptom domains and psychosocial functioning (PANSS positive and disorganization scores, and total scores on BNSS, CDSS, SUMD, and SOFAS), and treatment characteristics and medication side-effects (antipsychotic type and dose, and scores on SAS, BARS, and AIMS). Then, those variables that showed p-value < 0.1 in the preceding univariable screening analyses (less stringent significance-level was adopted to minimize omitted-variable bias for subsequent multivariable analysis) were included in the final multivariable regression model to determine which factors were independently associated with self-stigma in early psychosis patients. DUP was log-transformed due to its skewed distribution. The level of statistical significance other than univariate analyses was set at p < 0.05.




Results


Characteristics of the sample

Table 1 summarizes the characteristics of the study sample. Of the initial cohort (n = 130), 101 participants completed the self-stigma assessment (i.e., SSS) and constituted the final sample for the study analysis. Among the 101 participants, 57.4% (n = 58) were female. The mean age of the sample was 40.5 years (S.D. = 7.8) and the median DUP was 151 days (mean = 417.3, S.D. = 624.4). Twenty-eight (27.7%) of participants were categorized as having moderate-to-high levels of self-stigma, and the mean self-stigma score was 2.3 (S.D. = 0.5).


TABLE 1    Demographic, clinical and treatment characteristics of the study sample.
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Factors associated with self-stigma

As shown in Table 2, univariate regression analyses showed that self-stigma score was associated with age at study assessment, sex, year of education, age of onset, DUP, SUMD score, SOFAS score and use of second-generation antipsychotic (SGA). A multivariable regression model revealed that younger age at study assessment, female gender, longer DUP and better insight (i.e., lower SUMD score) were independently associated with higher levels of self-stigma (Table 3).


TABLE 2    Univariate regression analyses of demographics, clinical and treatment variables for self-stigma (N = 101).
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TABLE 3    A final multivariable regression model for prediction of self-stigmaa,b (N = 101).
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Discussion

The current study aimed to investigate the rate and correlates of self-stigma in a Chinese cohort of adult patients with early psychosis. Our results showed that approximately 28% of early psychosis patients exhibited moderate-to-high levels of self-stigma. Among various factors, female sex, younger age, longer DUP and better insight were found to be independently associated with greater self-stigma.

Our result on the prevalence of self-stigma in early psychosis patients largely accords with those observed in the literature on schizophrenia and other psychoses (ranged: 16.5 to 51%, with most studies reporting prevalence of self-stigma above 30%), with a recent meta-analysis estimated that 35.8% of schizophrenia patients displayed high self-stigma (5). Of note, it may be difficult to directly compare our data with previous findings due to significant cross-study methodological variation including the use of different assessment instruments for self-stigma and the heterogeneous characteristics of the patient samples (e.g., being evaluated in different stages of the illness) as earlier research primarily examined patients with chronic schizophrenia. Cross-cultural differences may also contribute to discrepant findings on self-stigma. Recent meta-analyses showed higher frequency of high self-stigma and greater stereotype endorsement in schizophrenia patients from Asian countries compared to the others (5, 40). Literature suggested that perceived stigma and self-stigma in people with mental illness may be greater in regions with relatively group-oriented cultures (e.g., Asian and Chinese populations) than those regions with more individual-oriented cultures (e.g., countries in Europe and North America) (41). However, as Hong Kong is a metropolitan city with comparatively more westernized culture, the effect of Chinese cultural factors on stigmatization in mental illness would likely be less pronounced than those regions associated with more traditional, collectivistic Chinese culture. Nevertheless, our results reveal that a significant proportion of patients experienced self-stigma in the early phase of psychotic disorder.

Many previous studies observed lack of sex difference in self-stigma among patients with severe mental illness including schizophrenia (5, 40). Our finding that female patients had greater self-stigma than the male counterparts is, however, in line with some earlier studies on chronic schizophrenia (42, 43), as well as young early psychosis sample in Hong Kong (13). Mixed findings were also noted in the association between age and self-stigma in patients with psychotic disorders. Many past reports revealed no significant association between age and self-stigma (5, 40). Nonetheless, our finding that younger patients had greater self-stigma than older patients concurs with some prior studies which demonstrated that self-stigma level increased with decreasing age of schizophrenia patients (44–46). It is plausible that patients are less exposed to stigmatization and its associated distress with increasing age because they might be more accustomed to these negative societal attitudes (45). Other investigators postulated that older patients may be able to cope with psychiatric symptoms more efficiently than younger patients (47), and such enhanced coping may help buffer the adverse effect of stigmatization (45, 48).

We found that patients with longer DUP had greater self-stigma. This is consistent with our previous study in young patients with early psychosis and a number of past reports on FEP samples (16, 17). In fact, prior research has suggested that perceived public stigma and self-stigmatization may increase the likelihood of delayed help-seeking and decreased use of psychiatric service (49), including first-episode patients (50). Alternatively, patients with prolonged DUP may experience a longer duration of exposure to perceived stigma, which in turn leads to increased susceptibility to internalization of stigma, relative to those with shorter DUP (13, 51). Hence, reduction of treatment delay by early detection of and timely intervention to initial psychosis would be critical for lowering the risk of self-stigmatization in early psychosis patients. In agreement with many previous studies examining correlates of self-stigma in psychotic disorders (5), our results demonstrated that higher level of insight was associated with greater self-stigma. Notably, a growing body of research has investigated the inter-relationship between self-stigma, insight and depression in patients with psychotic disorders, and has revealed that self-stigma mediates the association between insight and depression (52). Accumulating data further suggested that self-stigma may moderate the relationships between insight and other psychosocial variables. For instance, associations of good insight with increased demoralization, lower self-esteem, poorer life satisfaction and higher levels of hopelessness were stronger as self-stigma levels increased in schizophrenia patients (38, 53, 54). Given that insight to illness is an important therapeutic target in early intervention for psychosis, careful evaluation of the potential negative impact of improved insight on stigma internalization should be regularly conducted to minimize the risk of exacerbation of self-stigma levels among those patients with better insight. Conversely, contrary to some (4), though not all, past studies (12, 55–59), we did not find any significant association of self-stigma with positive, negative or depressive symptoms. One possible explanation is that our patient cohort were clinically stabilized with antipsychotic treatment, with relatively low symptom severity. The limited variance in symptom ratings may therefore obscure the potentially significant association between self-stigma and these symptom domains.

The current study has several important merits. First, this is among the few studies to examine self-stigma in the early course of psychotic disorders, with specific focus on adult patients with wider age range. Second, a comprehensive array of variables, including premorbid adjustment, onset profile, various symptom domains and treatment characteristics, were incorporated for analysis of correlates for self-stigma. However, several methodological limitations should be considered in interpreting the study results. First, the cross-sectional design precludes us from establishing causality between self-stigma and its associated correlates. Moreover, as this study recruited and assessed patients shortly after the end of the EASY programme, we were not able to evaluate the trajectory of patients’ self-stigma levels over time since service entry and the potential effect of early intervention on reducing self-stigma. Second, other variables that may be related to self-stigma, including cognitive functioning, meta-cognitive capacity, social perception, theory-of-mind abilities, illness appraisal and coping strategies, were not examined in this study. Third, SSS-S is a brief, albeit well-validated, scale for assessing self-stigma in patients with schizophrenia and related psychoses. Adoption of more comprehensive assessment scales such as internalized stigma of mental illness scale (ISMI) (60) and perceived devaluation and discrimination (PDD) (61) would provide a more refined evaluation of self-stigma and its related constructs in early psychosis. Fourth, this study only included adult patients aged 26–55 years, while the majority of early psychosis studies focused mainly on adolescent and young adult patients. This may therefore compromise the comparability of our study findings with the literature of early psychosis research.

In conclusion, our results show that more than one-fourth of Chinese adult early psychosis patients exhibited moderate-to-high levels of self-stigma. Female sex, younger age, longer DUP and better insight were independently associated with greater self-stigma. Owing to the fact that self-stigma is prevalent in the initial course of illness and may impede the recovery process, comprehensive assessment of self-stigma and regular monitoring of its adverse impact on clinical outcome and psychosocial functioning should be performed on a regular basis to facilitate early detection of and prompt interventions to patients at risk of developing high self-stigma. In fact, recent meta-analytic reviews have indicted efficacy of various psychological interventions in lowering self-stigma in patients with psychotic disorders (62, 63), and group therapies (such as assertive training and psychoeducation programs) may be particularly useful for patients with significant though relatively less severe self-stigma (62). A conceptual framework has also recently been proposed to adequately address stigma for early psychosis patients by delineating how distinct forms of stigma (including self-stigma and perceived public stigma) are linked to different treatment stages of early intervention service (64). This underscores an important unmet need to minimize self-stigma in early psychosis. Further research is warranted to unravel the longitudinal relationship between self-stigma and various illness and clinical variables so as to identify crucial treatment targets to alleviate self-stigma in the early phase of psychotic disorders.



Data availability statement

The raw data supporting the conclusions of this article will be made available by the authors, without undue reservation.



Ethics statement

The studies involving human participants were reviewed and approved by the Institutional Review Board of the University of Hong Kong/Hospital Authority Hong Kong West Cluster (HKU/HA HKW IRB). The patients/participants provided their written informed consent to participate in this study.



Author contributions

WC designed and conceptualized the study. RC, CN, and SKWC conducted statistical analysis and wrote the first draft of the manuscript. WC, RC, and CN interpreted the study data. WC and RC revised and finalized the manuscript. All authors provided critical feedback to the manuscript and approved the final manuscript.



Funding

This study was supported by the Health and Medical Research Fund (HMRF) and the Food & Health Bureau of the HKSAR Government (SMH-47).



Acknowledgments

We would like to thank all the coordinating clinicians and staff from the participating hospitals, clinics, and medical records departments for their kind assistance. We are also grateful to the individuals who participated in the study.



Conflict of interest

The authors declare that the research was conducted in the absence of any commercial or financial relationships that could be construed as a potential conflict of interest.



Publisher’s note

All claims expressed in this article are solely those of the authors and do not necessarily represent those of their affiliated organizations, or those of the publisher, the editors and the reviewers. Any product that may be evaluated in this article, or claim that may be made by its manufacturer, is not guaranteed or endorsed by the publisher.



References

1. Link B, Phelan J. Conceptualizing stigma. Annu Rev Sociol. (2001) 27:363–85. doi: 10.1146/annurev.soc.27.1.363

2. Corrigan P, Watson A, Barr L. The self–stigma of mental illness: Implications for self–esteem and self–efficacy. J Soc Clin Psychol. (2006) 25:875–84. doi: 10.1521/jscp.2006.25.8.875

3. Thornicroft G, Brohan E, Rose D, Sartorius N, Leese M. Global pattern of experienced and anticipated discrimination against people with schizophrenia: A cross-sectional survey. Lancet. (2009) 373:408–15. doi: 10.1016/S0140-6736(08)61817-6

4. Mak W, Cheung R. Affiliate stigma among caregivers of people with intellectual disability or mental illness. J Appl Res Intellect. (2008) 21:532–45. doi: 10.1111/j.1468-3148.2008.00426.x

5. Dubreucq J, Plasse J, Franck N. Self-stigma in serious mental illness: A systematic review of frequency, correlates, and consequences. Schizophr Bull. (2021) 47:1261–87. doi: 10.1093/schbul/sbaa181

6. Kleim B, Vauth R, Adam G, Stieglitz R, Hayward P, Corrigan P. Perceived stigma predicts low self-efficacy and poor coping in schizophrenia. J Ment Health. (2008) 17:482–91. doi: 10.1080/09638230701506283

7. Yanos P, Roe D, Markus K, Lysaker P. Pathways between internalized stigma and outcomes related to recovery in schizophrenia spectrum disorders. Psychiatr Serv. (2008) 59:1437–42. doi: 10.1176/ps.2008.59.12.1437

8. Kamaradova D, Latalova K, Prasko J, Kubinek R, Vrbova K, Mainerova B, et al. Connection between self-stigma, adherence to treatment, and discontinuation of medication. Patient Prefer Adher. (2016) 10:1289–98. doi: 10.2147/PPA.S99136

9. Vrbova K, Prasko J, Holubova M, Kamaradova D, Ociskova M, Marackova M, et al. Self-stigma and schizophrenia: A cross-sectional study. Neuropsychiatr Dis Treat. (2016) 12:3011–20. doi: 10.2147/NDT.S120298

10. Tao T, Hui C, Ho E, Hui P, Suen Y, Lee E, et al. Correlates and predictors of perceived stigma and self-stigma in Chinese patients with psychosis. Early Interv Psychiatry. (2022) 16:1075–84. doi: 10.1111/eip.13251

11. Sum M, Chan S, Tse S, Bola J, Ng R, Hui C, et al. Elucidating the relationship between internalized stigma, cognitive insight, illness severity, and functioning in patients with schizophrenia using a path analysis approach. J Ment Health. (2022) 31:29–38. doi: 10.1080/09638237.2020.1836553

12. Chen E, Chang W, Hui C, Chan S, Lee E, Chen E. Self-stigma and affiliate stigma in first-episode psychosis patients and their caregivers. Soc Psychiatry Psychiatr Epidemiol. (2016) 51:1225–31. doi: 10.1007/s00127-016-1221-8

13. Ho R, Chang W, Kwong V, Lau E, Chan G, Jim O, et al. Prediction of self-stigma in early psychosis: 3-Year follow-up of the randomized-controlled trial on extended early intervention. Schizophr Res. (2018) 195:463–8. doi: 10.1016/j.schres.2017.09.004

14. Norman R, Windell D, Lynch J, Manchanda R. Parsing the relationship of stigma and insight to psychological well-being in psychotic disorders. Schizophr Res. (2011) 133:3–7. doi: 10.1016/j.schres.2011.09.002

15. Tarrier N, Khan S, Cater J, Picken A. The subjective consequences of suffering a first episode psychosis: Trauma and suicide behaviour. Soc Psychiatry Psychiatr Epidemiol. (2007) 42:29–35. doi: 10.1007/s00127-006-0127-2

16. Kular A, Perry B, Brown L, Gajwani R, Jasini R, Islam Z, et al. Stigma and access to care in first-episode psychosis. Early Interv Psychiatry. (2019) 13:1208–13. doi: 10.1111/eip.12756

17. Mueser K, DeTore N, Kredlow M, Bourgeois M, Penn D, Hintz K. Clinical and demographic correlates of stigma in first-episode psychosis: The impact of duration of untreated psychosis. Acta Psychiatr Scand. (2020) 141:157–66. doi: 10.1111/acps.13102

18. Simonsen C, Aminoff S, Vaskinn A, Barrett E, Faerden A, Ueland T, et al. Perceived and experienced stigma in first-episode psychosis: A 1-year follow-up study. Compr Psychiatry. (2019) 95:152134. doi: 10.1016/j.comppsych.2019.152134

19. Bornheimer L, Tarrier N, Brinen A, Li J, Dwyer M, Himle J. Longitudinal predictors of stigma in first-episode psychosis: Mediating effects of depression. Early Interv Psychiatry. (2021) 15:263–70. doi: 10.1111/eip.12935

20. Tranulis C, Goff D, Henderson D, Freudenreich O. Becoming adherent to antipsychotics: A qualitative study of treatment-experienced schizophrenia patients. Psychiatr Serv. (2011) 62:888–92. doi: 10.1176/ps.62.8.pss6208_0888

21. Barlati S, Morena D, Nibbio G, Cacciani P, Corsini P, Mosca A, et al. Internalized stigma among people with schizophrenia: Relationship with socio-demographic, clinical and medication-related features. Schizophr Res. (2022) 243:364–71. doi: 10.1016/j.schres.2021.06.007

22. Hui C, Li A, Leung C, Chang W, Chan S, Lee E, et al. Comparing illness presentation, treatment and functioning between patients with adolescent- and adult-onset psychosis. Psychiatry Res. (2014) 220:797–802. doi: 10.1016/j.psychres.2014.08.046

23. Jagger G, de la Fuente-Tomas L, Stochl J, Allan S, Clay F, Kenedler L, et al. Early intervention in psychosis treatment components utilization in patients aged over 35 years. Community Ment Health J. (2020) 56:206–10. doi: 10.1007/s10597-019-00479-5

24. Kam T, Lui T, Lau F, Chan K, Lee H, Hui L, et al. Clinical and psychological correlates of insight dimensions in patients with early psychosis. Early Interv Psychiatry. (2022) 16:527–32. doi: 10.1111/eip.13191

25. Chung, D, Chen E. Early psychosis services in an Asian urban setting. Early Psychosis Intervention. In: Chen E, Lee H, Chan G, Wong G editors. Early Psychosis Intervention: A Culturally Adaptive Clinical Guide. Hong Kong: Hong Kong University Press (2013). p. 17–28.

26. So E, Kam I, Leung C, Chung D, Liu Z, Fong S. The Chinese-bilingual SCID-I/P project: Stage 1–reliability for mood disorders and schizophrenia. HK J Psychiatry. (2003) 13:7–19.

27. Cannon-Spoor H, Potkin S, Wyatt R. Measurement of premorbid adjustment in chronic schizophrenia. Schizophr Bull. (1982) 8:470–84. doi: 10.1093/schbul/8.3.470

28. Häfner H, Riecher-Rössler A, Hambrecht M, Maurer K, Meissner S, Schmidtke A, et al. IRAOS: An instrument for the assessment of onset and early course of schizophrenia. Schizophr Res. (1992) 6:209–23. doi: 10.1016/0920-9964(92)90004-O

29. Kay S, Fiszbein A, Opler L. The positive and negative syndrome scale (PANSS) for schizophrenia. Schizophr Bull. (1987) 13:261–76. doi: 10.1093/schbul/13.2.261

30. Kirkpatrick B, Strauss G, Nguyen L, Fischer B, Daniel D, Cienfuegos A, et al. The brief negative symptom scale: Psychometric properties. Schizophr Bull. (2011) 37:300–5. doi: 10.1093/schbul/sbq059

31. Addington D, Addington J, Maticka-Tyndale E. Assessing depression in schizophrenia: The calgary depression scale. Br J Psychiatry. (1993) 163:39–44. doi: 10.1192/S0007125000292581

32. Amador X, Strauss D, Yale S, Flaum M, Endicott J, Gorman J. Assessment of insight in psychosis. Am J Psychiatry. (1993) 150:873–9. doi: 10.1176/ajp.150.6.873

33. Goldman H, Skodol A, Lave T. Revising axis V for DSM-IV: A review of measures of social functioning. Am J Psychiatry. (1992) 149:1148–56. doi: 10.1176/ajp.149.9.1148

34. Simpson G, Angus J. A rating scale for extrapyramidal side effects. Acta Psychiatr Scand. (1970) 45:11–9. doi: 10.1111/j.1600-0447.1970.tb02066.x

35. Barnes T. A rating scale for drug-induced akathisia. Br J Psychiatry. (1989) 154:672–6. doi: 10.1192/bjp.154.5.672

36. Guy W. ECDEU Assessment Manual for Psychopharmacology. Rockville, MD: US Department of Health, Education, and Welfare, Public Health Service, Alcohol, Drug Abuse, and Mental Health Administration, National Institute of Mental Health, Psychopharmacology Research Branch, Division of Extramural Research Programs (1976).

37. Mak W, Cheung R. Self-stigma among concealable minorities in Hong Kong: Conceptualization and unified measurement. Am J Orthopsychiatry. (2010) 80:267–81. doi: 10.1111/j.1939-0025.2010.01030.x

38. Lysaker P, Roe D, Yanos P. 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) 33:192–9. doi: 10.1093/schbul/sbl016

39. Chan K, Mak W. The mediating role of self-stigma and unmet needs on the recovery of people with schizophrenia living in the community. Qual Life Res. (2014) 23:2559–68. doi: 10.1007/s11136-014-0695-7

40. Fond G, Vidal M, Joseph M, Etchecopar-Etchart D, Solmi M, Yon D, et al. Self-stigma in schizophrenia: A systematic review and meta-analysis of 37 studies from 25 high- and low-to-middle income countries. Mol Psychiatry. (2023): [Online ahead of print]. doi: 10.1038/s41380-023-02003-4

41. Yu, B, Mak W. Unpacking cultural influences on stigma of people with mental illness between group-oriented and individual-oriented cultures. In: Vogel DL, Wade NG editors. The cambridge handbook of stigma and mental health. Cambridge: Cambridge University Press (2022). p. 263–81.

42. Jenkins J, Carpenter-Song E. Awareness of stigma among persons with schizophrenia. J Nerv Ment Dis. (2009) 197:520–9. doi: 10.1097/NMD.0b013e3181aad5e9

43. Young D, Ng P. The prevalence and predictors of self-stigma of individuals with mental health illness in two Chinese cities. Int J Soc Psychiatry. (2016) 62:176–85. doi: 10.1177/0020764015614596

44. Çapar M, Kavak F. Effect of internalized stigma on functional recovery in patients with schizophrenia. Perspect Psychiatr Care. (2019) 55:103–11. doi: 10.1111/ppc.12309

45. Pribadi T, Lin E, Chen P, Lee S, Fitryasari R, Chen C. Factors associated with internalized stigma for Indonesian individuals diagnosed with schizophrenia in a community setting. J Psychiatr Ment Health Nurs. (2020) 27:584–94. doi: 10.1111/jpm.12611

46. Werner P, Aviv A, Barak Y. Self-stigma, self-esteem and age in persons with schizophrenia. Int Psychogeriatr. (2008) 20:174–87. doi: 10.1017/S1041610207005340

47. Solano N, Krauss Whitbourne S. Coping with schizophrenia: Patterns in later adulthood. Int J Aging Hum Dev. (2001) 53:1–10. doi: 10.2190/ELXM-AMQU-GEQN-QQPW

48. Link B, Mirotznik J, Cullen F. The effectiveness of stigma coping orientations: Can negative consequences of mental illness labeling be avoided? J Health Soc Behav. (1991) 32:302–20. doi: 10.2307/2136810

49. Clement S, Schauman O, Graham T, Maggioni F, Evans-Lacko S, Bezborodovs N, et al. What is the impact of mental health-related stigma on help-seeking? A systematic review of quantitative and qualitative studies. Psychol Med. (2015) 45:11–27. doi: 10.1017/S0033291714000129

50. Franz L, Carter T, Leiner A, Bergner E, Thompson N, Compton M. Stigma and treatment delay in first-episode psychosis: A grounded theory study. Early Interv Psychiatry. (2010) 4:47–56. doi: 10.1111/j.1751-7893.2009.00155.x

51. Gronholm P, Thornicroft G, Laurens K, Evans-Lacko S. Mental health-related stigma and pathways to care for people at risk of psychotic disorders or experiencing first-episode psychosis: A systematic review. Psychol Med. (2017) 47:1867–79. doi: 10.1017/S0033291717000344

52. Murri M, Amore M. The “insight paradox” in schizophrenia: Magnitude, moderators and mediators of the association between insight and depression. Schizophr Bull. (2016) 42:1225–33. doi: 10.1093/schbul/sbw040

53. Cavelti M, Kvrgic S, Beck E, Rüsch N, Vauth R. Self-stigma and its relationship with insight, demoralization, and clinical outcome among people with schizophrenia spectrum disorders. Compr Psychiatry. (2012) 53:468–79. doi: 10.1016/j.comppsych.2011.08.001

54. Chio F, Mak W, Chan R, Tong A. Unravelling the insight paradox: One-year longitudinal study on the relationships between insight, self-stigma, and life satisfaction among people with schizophrenia spectrum disorders. Schizophr Res. (2018) 197:124–30. doi: 10.1016/j.schres.2018.01.014

55. Lysaker P, Davis L, Warman D, Strasburger A, Beattie N. Stigma, social function and symptoms in schizophrenia and schizoaffective disorder: Associations across 6 months. Psychiatry Res. (2007) 149:89–95. doi: 10.1016/j.psychres.2006.03.007

56. Lv Y, Wolf A, Wang X. Experienced stigma and self-stigma in Chinese patients with schizophrenia. Gen Hosp Psychiatry. (2013) 35:83–8. doi: 10.1016/j.genhosppsych.2012.07.007

57. Park S, Bennett M, Couture S, Blanchard J. Internalized stigma in schizophrenia: Relations with dysfunctional attitudes, symptoms, and quality of life. Psychiatry Res. (2013) 205:43–7. doi: 10.1016/j.psychres.2012.08.040

58. Schwarzbold M, Kern R, Novacek D, McGovern J, Catalano L, Green M. Self-stigma in psychotic disorders: Clinical, cognitive, and functional correlates in a diverse sample. Schizophr Res. (2021) 228:145–50. doi: 10.1016/j.schres.2020.12.003

59. Zhang T, Wong I, Yu Y, Ni S, He X, Bacon-Shone J, et al. An integrative model of internalized stigma and recovery-related outcomes among people diagnosed with schizophrenia in rural China. Soc Psychiatry Psychiatr Epidemiol. (2019) 54:911–8. doi: 10.1007/s00127-018-1646-3

60. Ritsher J, Phelan J. Internalized stigma predicts erosion of morale among psychiatric patients. Psychiatry Res. (2004) 129:257–65. doi: 10.1016/j.psychres.2004.08.003

61. Link B. Understanding labeling effects in the area of mental disorders: An assessment of the effect of expectations of rejection. Am J Community Psychol. (1987) 11:261–73.

62. Luo H, Li Y, Yang B, Chen J, Zhao P. Psychological interventions for personal stigma of patients with schizophrenia: A systematic review and network meta-analysis. J Psychiatr Res. (2022) 148:348–56. doi: 10.1016/j.jpsychires.2022.02.010

63. Jagan S, Mohd Daud T, Chia L, Saini S, Midin M, Eng-Teng N, et al. Evidence for the effectiveness of psychological interventions for internalized stigma among adults with schizophrenia spectrum disorders: A systematic review and meta-analyses. Int J Environ Res Public Health. (2023) 20:5570. doi: 10.3390/ijerph20085570

64. Yang L, Blasco D, Lieff S, Le P, Li Y, Broeker M, et al. Stigma of treatment stages for first-episode psychosis: A conceptual framework for early intervention services. Harv Rev Psychiatry. (2021) 29:131–41. doi: 10.1097/HRP.0000000000000288

65. Emsley R, Rabinowitz J, Torreman M, Schooler N, Kapala L, Davidson M, et al. The factor structure for the positive and negative syndrome scale (PANSS) in recent-onset psychosis. Schizophr Res. (2003) 61:47–57.


OPS/images/cross.jpg
@ Check for updates.





OPS/xhtml/Nav.xhtml




Contents





		Cover



		Rate and correlates of self-stigma in adult patients with early psychosis



		Introduction



		Materials and methods



		Participants and study setting



		Assessments



		Statistical analysis







		Results



		Characteristics of the sample



		Factors associated with self-stigma







		Discussion



		Data availability statement



		Ethics statement



		Author contributions



		Funding



		Acknowledgments



		Conflict of interest



		Publisher’s note



		References

















OPS/images/cover.jpg
, frontiers | Frontiers in Psychiatry








OPS/images/fpsyt-14-1200568-t001.jpg
Variables Mean (SD)/N (%)

Demographics

Age at study assessment 40.53 (7.79)
Female sex 58 (57.4)
Years of education 11.48 (3.50)
Premorbid, onset and illness profiles

PAS overall score 0.32 (0.17)
Age at onset of psychosis 35.28 (8.17)
Duration of untreated psychosis, days® 151
Psychiatric diagnosis®

Schizophrenia-spectrum disorder 64 (63.4)
Other non-affective psychoses 37 (36.6)
Past history of psychiatric admission 68 (67.3)
Family history of psychotic disorder 26 (25.7)
Symptom and functional levels

PANSS positive symptom score® 8.82(3.72)
PANSS disorganization score® 7.87 (1.45)

BNSS total score 12.30 (11.96)
CDSS total score 1.88 (2.94)
SUMD score 4.57 (1.83)
SOFAS score 60.88 (10.87)

Treatment characteristics

Use of second-generation antipsychotic

84 (83.2)

Chlorpromazine equivalents, mg

419.63 (646.78)

SAS mean score 0.03 (0.14)
BARS global score 0.09 (0.47)
AIMS total score 0.27 (1.66)

*Duration of untreated psychosis (DUP) is presented in median.

bSchizophrenia-spectrum disorder included schizophrenia (n = 61) and schizoaffective
disorder (n = 3). Other non-affective psychoses included delusional disorder (n = 9), brief
psychotic disorder (n = 14) and psychosis not otherwise specified (n = 14).

€PANSS positive symptom and disorganization dimensions were derived on the basis of a
previous factor-analytic study in early psychosis patients (65).

AIMS, abnormal involuntary movement scale; BARS, Barnes akathisia rating scale; BNSS,
brief negative symptom scale; CDSS, Calgary Depression Scale for Schizophrenia; PANSS,
positive and negative syndrome scale; PAS, premorbid adjustment scale; SAS, Simpson-
Angus Scale; SOFAS, social and occupational functioning assessment scale; SUMD, Scale to
Assess Unawareness of Mental Disorder.
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Variables Lower Upper
bound bound

Female sex 0.19 2.16 0.033 0.015 0.357

Age at study —0.07 —2.18 0.031 —0.139 —0.007

assessment

Log DUP 0.19 2.55 0.012 0.041 0.332

SUMD score —0.05 —2.38 0.020 —0.099 —0.009

*Educational level, age at onset, SOFAS score and use of second-generation antipsy-
chotic, which were included in the multivariable regression analysis, were excluded from
the final model.

bFinal model: adjusted R?=0.275,F = 6.416, p < 0.001.

DUP, duration of untreated psychosis; SOFAS, social and occupational functioning assess-
ment scale; SUMD, Scale to Assess Unawareness of Mental Disorder.
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Demographics
Age at study assessment —0.02 —4.14 <0.01 —0.03 —0.01
Female sex 0.23 2.59 0.01 0.05 0.41
Years of education 0.02 1.81 0.07 —0.01 0.05
Premorbid, onset and illness profiles
PAS overall score 0.07 0.27 0.79 —0.48 0.63
Age at onset of psychosis —0.02 =397 <0.01 —0.03 —0.01
Log DUP*? 0.11 1.96 0.05 —0.01 0.23
Schizophrenia-spectrum disorder 0.11 0.95 0.35 —0.12 0.34
Past history of psychiatric admission 0.08 0.68 0.50 —0.13 0.26
Family history of psychotic disorder —0.08 —0.76 0.45 —0.29 0.19
Symptom and functional levels
PANSS positive symptom score 0.01 0.92 0.36 —0.01 0.04
PANSS disorganization score —0.01 —0.20 0.84 —0.07 0.06
BNSS total score 0.01 1.16 0.25 —0.01 0.01
CDSS total score 0.03 1.60 0.11 —0.01 0.06
SUMD score —0.05 —1.94 0.06 —0.10 0.01
SOFAS score —0.01 =1.82 0.07 =002 0.01
Treatment characteristics at study assessment
Use of second-generation antipsychotic 0.21 1.76 0.08 —0.03 0.45
Chlorpromazine equivalents, mg 0.01 1.38 0.17 0.001 0.001
SAS score 0.39 1.16 0.25 —0.28 1.07
BARS score —0.09 —0.91 0.36 —0.28 0.11
AIMS score —0.02 —0.53 0.60 —0.07 0.04

2DUP was log-transformed for analysis due to its skewed distribution.

AIMS, abnormal involuntary movement scale; BARS, Barnes akathisia rating scale; BNSS, brief negative symptom scale; CDSS, Calgary Depression Scale for Schizophrenia; DUP, duration of
untreated psychosis; PANSS, positive and negative syndrome scale; PAS, premorbid adjustment scale; SAS, Simpson-Angus Scale; SOFAS, social and occupational functioning assessment scale;
SUMD, Scale to Assess Unawareness of Mental Disorder.







OPS/images/logo.jpg
’frontiers ‘ Frontiers in Psychiatry







