Alemu et al. BMC Psychiatry ~ (2023) 23:480 BMC Psych iatry
https://doi.org/10.1186/512888-023-04950-2

Check for
updates

Internalised stigma among people

with mental illness in Africa, pooled effect
estimates and subgroup analysis on each
domain: systematic review and meta-analysis

Wondale Getinet Alemu'?", Clemence Due’, Eimear Muir-Cochrane?, Lillian Mwanri* and Anna Ziersch'

Abstract

Background Internalisation of stigma occurs when people with a stigmatised attribute, such as a mental iliness,
supress negative but accepted societal attitudes. However, as far as is known, there is no comprehensive picture of
the prevalence of and factors associated with, internalised stigma among people living with mental illness in Africa.
This systematic review and meta-analysis provide new knowledge by examining the evidence on the prevalence of
internalised stigma and associated factors among people living with mental illness in Africa.

Methods Using the population, intervention, comparison, outcome, and type of study (PICOT) approach, PubMed,
Scopus, MEDLINE, PsycINFO, CINAHL, ScienceDirect, and Google Scholar were searched using a structured search
comprising terms associated with mental health, mental illness, internalised stigma, and a list of all African countries.
To evaluate paper quality, the Joanna Briggs Institute Quality Appraisal Checklist was used. Subgroup analysis with
country and diagnosis was tested using a random-effect model, and bias was checked using a funnel plot and an
inspection of Egger’s regression test. A p-value, OR and 95% Cl was used to demonstrate an association.

Results The pooled prevalence of internalised stigma was 29.05% (25.42,32.68: I°=59.0%, p < 0.001). In the subgroup
analysis by country, Ethiopia had the highest prevalence of internalised stigma at 31.80(27.76,35.84: 1> =25.6%,

p <0.208), followed by Egypt at 31.26(13.15,49.36: 12=81.6%, p <0.02), and Nigeria at 24.31(17.94,30.67: 1°=62.8%,

p <0.02). Based on domains of internalised stigma, pooled prevalence was stigma resistance: 37.07%, alienation:
35.85%, experience of discrimination: 31.61%, social withdrawal: 30.81% and stereotype: 26.10%. Experiencing
psychotic symptoms (1.42(0.45,2.38)), single marital status (2.78(1.49,4.06)), suicidal ideation (2.32(1.14,3.49)), drug
nonadherence (1.5(-0.84,4.00)), poor social support (6.69(3.53,9.85)), being unemployed (2.68(1.71,3.65)), and being
unable to read and write (3.56(2.26,4.85)) were identified as risk factors for internalised stigma.

Conclusions Internalised stigma is common among people suffering from mental illnesses in Africa. This review
determined that 29% of the sample population had elevated internalised stigma scores, and there were variations
by country. People experiencing mental illness who have a single marital status, suicidal behaviours, poor social
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support, unemployed and have poor literacy levels were at a higher risk of internalised stigma. The finding points to
populations that require support to address internalised stigma and improve the mental health outcomes.

Keywords Stigma, Perceived stigma, Internalised, Self-stigma, Mental illness, Africa

Introduction

Mental illness affects one in six adults [1], and accounts
for 11% of the global burden of disease [2]. Mental ill-
nesses are defined in this paper as serious psychiatric dis-
orders characterized by “a change in cognition, emotion,
or behaviour that are associated with distress/or poor
performance” [3, 4]. Mental illnesses interfere with daily
life, including education, work and relationships, and
negatively affect the quality of life and wellbeing [5]. Peo-
ple with mental illnesses also face substantial challenges
associated with these illnesses including negative societal
beliefs regarding mental ill-health [6].

Stigma towards mental illness is a process of devalua-
tion and unfavourable stereotypes of individuals who are
diagnosed with mental illness [7], and refers to negative
attitudes or behaviors towards an individual on the basis
of their condition [8—11]. Globally, people with mental
illness are often stigmatised because of other people’s
(lack of) knowledge, attitudes, and behaviours towards
them. Importantly, stigma can also become internal-
ized, whereby people with mental illness internalize such
negative social attitudes [12]. Stigma can have signifi-
cant negative impacts on those living with mental illness,
including poverty, victimization, and poorer quality of
life [13, 14]. In terms of definitions of internalised stigma,
the internalised stigma of mental illness scale (ISMI) is
the most widely used measure in research on this topic
[15]. Measures include several domains that help define
the scope of internalised stigma, including alienation, ste-
reotype endorsement, discriminatory experience, social
withdrawal, and stigma resistance.

In general, studies show that internalised stigma is
linked to lower quality of life across all World Health
Organization quality of life dimensions (physical, psy-
chological, environmental, and social) (WHOQOL-
Brief) [16—19]. Furthermore, higher levels of internalised
stigma are associated with more severe psychiatric symp-
toms, poor adherence to treatment, decreased mental
health service utilization [20-25], and help seeking and
recovery [26]. For example, worldwide, the World Health
Organization has estimated that 75% of people with men-
tal illness do not seek professional help [27] and inter-
nalised stigma is one of the most significant barriers to
people with mental illnesses in receiving timely treat-
ment [28].

The occurrence of internalised stigma in people with
mental illnesses has been found to vary by geographic
location and country. For example, the US study found
the prevalence of internalised stigma to be 36% [29], in

Ethiopia the prevalence has varied between 28% and
84% [30], and in Nepal it is 54% [31-33]. Country varia-
tions have also been found in the domains of internalised
stigma. For example, a Poland study indicated that the
alienation domain had a high score, while the stereo-
type endorsement had the lowest [34]. On the contrary,
a study from Ethiopia found that alienation had the high-
est score [35], but a Japanese study indicated high stigma
resistance and low stereotype endorsement [36]. In addi-
tion, stigma appears to vary among care settings. For
example, 45% of participants receiving community-based
care in India reported stigma, compared with 34% of
those receiving hospital-based care [37].

Stigma also appears to vary with diagnosis. For exam-
ple, in Ethiopia, 34% of participants with a depressive
disorder reported experiencing internalised stigma [38],
compared with 84-97% of those with schizophrenia [39,
40]. Other factors have also been identified as associated
with internalised stigma including being single [12, 41],
having an illness greater than or equal to 2 years of dura-
tion [12], history of suicidal attempt [12], non-adherence
to treatment [12, 32], poor social support, poor quality of
life [12, 42—-45], lower levels of self-esteem [14, 43], lower
levels of social support and the lack of formal education
[43, 45, 46].

The differences in prevalence and associated factors
of stigma observed in different countries may stem from
differences in methodological approaches, sample sizes,
sample characteristics, the type of stigma, attitudes to
mental illness, and study regions/settings. This review
focused on both systematic review and meta-analysis,
pooled effect estimates of different associated factors
based on diagnosis of mental disorder, country, and
domains of stigma. The current review and meta-analysis
answer the following questions:

1. How common is internalised stigma among those

who experience mental illness in Africa?

2. What is the magnitude of internalised stigma by

domains among people experience mental illness?

3. What factors contributed to internalised stigma

among those experience mental illness?

Methods

Protocol registration and publication

This systematic review and meta-analysis were regis-
tered on the International Prospective Register of Sys-
tematic Reviews (PROSPERO) with the number CRD
42,022,287,525[47]. The protocol followed the Pre-
ferred Reporting Items for Systematic Reviews and
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Meta-Analysis (PRISMA) guidelines for methodological
uniformity of the review process [48]. The Meta-analy-
sis of Observational Studies in Epidemiology guidelines
were also followed [49].

Sources and data search strategy

To design the search strategy for this systematic review,
the PICOT approach (Eriksen and Frandsen, 2018) was
employed as follows [50]: The P (population of inter-
est) was made up of people experiencing mental illness
in Africa. There was no intervention (I) required for this
review, no comparison (C) or control groups. Finally, the
internalised stigma of mental illness scale was used to
measure the outcome (O) (ISMI) and all empirical stud-
ies that published primary data pertinent to the study
topics were considered (T) by the type of study. We used
electronic and manual searches to identify articles for
the systematic review and meta-analysis. PubMed, Sco-
pus, MEDLINE, PsycINFO, CINAHL, ScienceDirect,
and Google Scholar were searched to access data, with
the databases chosen in partnership with a university
research librarian. The key search terms were ((Stigma
OR prejud* OR discriminat* OR alienat* OR stereotyp*)
OR AB (Stigma OR prejud* OR discriminat* OR alienat*
OR stereotyp*) AND ((Mental N3 (Health OR illness OR
disorder*) OR AB ((Mental N3 (Health OR illness OR
disorder*)). The search was conducted on 23/03/2022.

Inclusion criteria Only correlational studies with the
same study design were included in the final analysis that
is cross-sectional, reporting the prevalence and associ-
ated factors of internalised stigma in Africa and articles
were included without restriction by year of publication,
because there simply were no other designs found in our
search. Participants in the study had to be living in Africa
and experiencing a mental illness — diagnosable condi-
tions as per the DSM 5. Papers had to be published in
English and in a peer-reviewed journal no time restriction
was done on publication year.

Exclusion criteria We excluded duplicates, reviews,
commentaries, interventional studies, and studies not
conducted in an African country. Grey literature was also
excluded.

Study screening and selection

Initially, research papers obtained from the specified
databases were imported into EndNote X20 and then
transferred to Covidence. Duplicates were removed using
Covidence. Titles and abstracts were screened, followed
by full texts. In the case where studies were found in data-
bases but did not have full information, further details
were sought from corresponding authors via email.
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Quality assessment and risk of bias

The methodological quality of the papers was assessed
using the Joanna Briggs Institute Critical Appraisal
checklist [51]. The quality assessment scores were con-
verted to percentages to provide an overall score (0—10:
poor,11-20: slight,21-40: fair,41-60: moderate,61-80:
substantial,81-100: perfect). The JBI tool uses the follow-
ing criteria: Was the sample frame appropriate to address
the target population? Were study participants sampled
in an appropriate way? Was the sample size adequate?
Were the study subjects and the setting described in
detail? Was the data analysis conducted with sufficient
coverage of the identified sample? Were valid methods
used for the identification of the condition? Was the
condition measured in a standard, reliable way for all
participants?, Was there appropriate statistical analysis?,
Was the response rate adequate, and if not, was the low
response rate managed appropriately?) which were then
included in the study [52].

Data extraction process

After eligible studies were identified, a Microsoft Excel
spreadsheet with a prepared format was used for data
extraction. Information was extracted as follows: author
name/s, sample size and response rate, year of publica-
tion, region of study, and participant characteristics.

Data analysis and publication bias

To explore prevalence of internalised stigma and stigma
domains within the included studies, we calculated the
logarithm of prevalence and standard error of loga-
rithm of prevalence. Associated factors, variables’ odds
ratios, the logarithm of odds ratio, and standard error of
the logarithms of odds ratio were computed. Data were
exported to Stata for analysis. The random analysis-
effects model was used to show summary statistics, and
heterogeneity among studies was examined using the I?
heterogeneity test and Q test [53]. The thresholds for I?
heterogeneity of 25%, 50%, and 75% used to indicate low,
moderate ,severe heterogeneity respectively [54, 55]. The
assumption of the random effects model, an estimate of
random variation across studies was applied. A subgroup
analysis and meta-analysis were performed considering
the type of mental illness, diagnosis of disorder, study
region, and country of the study. Small study bias was
examined via an asymmetric funnel plot and objective
inspection of Egger’s regression test [56]. Publication bias
was declared if the funnel plot was asymmetrical or if
Egger’s regression assumption test result was statistically
significant (p<0.05) [57, 58]. The pooled estimate preva-
lence and the pooled effects odds ratio were presented at
a 95% confidence level. The results are described using
narrative synthesis.



Alemu et al. BMC Psychiatry (2023) 23:480

Results

Search outcomes A PRISMA flow diagram was used to
present the selection processes and reasons for exclusion
of papers (Fig. 1).

Meta-analysis of Observational Studies in Epidemiol-
ogy guidelines [49] and the PRISMA reporting checklist
were applied in reporting the study findings [48]. A total
of 40,431 articles were found in the systematic literature
search. of the available total, 31,426 articles were dupli-
cates, and 8581 were assessed as irrelevant after screen-
ing the titles and abstracts, and they were excluded from
the analysis. In addition, 404 articles were ineligible
for reasons including: outcomes not being mental ill-
ness stigma, study setting out of Africa, or study design
not meeting the eligibility criteria (for example inter-
ventional and qualitative studies). A total of 20 articles
were assessed as eligible and were included for analysis.
Included articles were cross-sectional studies conducted
in Africa (Table 1).

The quality of the articles was assessed by two review-
ers (WGA&EMC) with the Joanna Briggs Institute
checklist. Agreement between reviewers was reached
from moderate to perfect agreement (80-100%), only,

Data base search

(n=40431)
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one article by Victor M,2016 et al. [69] has 8/9 level of
agreement. Seventeen papers received quality assessment
scores of 9/9 (Supplementary Table 1) and a further three
scored 8/9.

The pooled prevalence of internalised stigma

Twenty quantitative studies with a total of 6265 partici-
pants from five different African countries were included
for final analysis. In terms of country of residence in
Africa, 4365 individuals resided in Ethiopia ,1621 in
Nigeria, 220 in Egypt, 31 in Ghana and 30 in Kenya.
Across the studies, 2474 cases were diagnosed as general
or unspecified mental illness, 2631 cases were diagnosed
as schizophrenia, 82 cases were diagnosed as psychosis,
425 cases were diagnosed as depression, 418 cases were
diagnosed as bipolar disorders, and 235 cases were diag-
nosed as other mood disorders.

All the included studies used the “Internalized Stigma
of Mental Illness Inventory” to measure stigma, which
derives scores ranging from 0 to 4, with a cut-off point
2.5. Across all studies, the mean internalised stigma score
ranged from 2.51 to 4.00 coined as having internalised

Duplicates removed.

(n = 31426)

c
'% Records after duplicates removal
O
5 (n =9005)
f=
(]
=
Records excluded after
Records screened.
- Reading Titles and
E (n =9005) abstracts
o (n =8581)
Q
(%]
Articles excluded (n=404)
- Full-text articles »| 181 ineligible outcomes
= assessed for eligibility. S )
2 133 ineligible setting
= (n=424)
90 ineligible study design
T
3 Studies included in
3 qualitative synthesis.
=
- (n =20)

Fig.1 Prisma diagram that shows the selection of studies for the systematic review and meta-analysis of prevalence and associated factors of internalised
stigma among patients with mental iliness in Africa, 2022
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Table 1 (continued)

No Author

findings

Tool Stigma %

Domains of stigma

The objective of the study

R/

Study area Sam-

Year country

(95% CI)

rate
(%)

ple

size
30

37.5(25.7,49)

ISMI

100  An explanatory model of psy-

Nairobi

18 VictorM 2016 Kenya

chosis: impact on the percep-

[69]

tion of self-stigma by patients in
three sub-Saharan African cities

42.1(29.7,54.6)

ISMI

Impact on the perception of
self-stigma by patients in three

sub-Saharan African cities

100

24

Ibadan

19 VictorM 2016 Nigeria

(2023) 23:480

[69]

=2:54,95% Cl: 1.30, 4.95), having
an illness greater than or equal to 2 years of duration

Being single (AOR

33.5()22,44.8

ISMI

Social withdrawal (35.2%)
Discrimination (36.6%)
Alienation (37.6%)

Internalized stigma and associ-
ated factors among patients
with the major depressive

disorder at the Outpatient

Department

8.1

9

415

Addis

20 Yadeta A 2020 Ethiopia

Ababa

[12]

3:21,95% CI: 1.66, 6.19), history of suicidal at-

(AOR=

2:33,95% Cl: 1.35, 3.99), nonadherence

tempt (AOR

Stereotype (30.7%)

2:93,95% Cl: 1.62, 5.29), poor

to treatment (AOR

4:72,95% Cl: 2.09, 10.64), and

social support (AOR

3:16,95% Cl: 1.82, 5.49) were
significantly associated with high internalized stigma

poor quality of life (AOR

ISMI- Internalized Stigma of Mental lliness Inventory tool to measure stigma
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stigma and the pooled prevalence of internalised stigma
was 29.05% (25.42,32.68: 1=59.0%, p<0.001) (Fig. 2).

Subgroup analysis by diagnosis

In the sub-analysis random-effects model for specific
mental illness, the pooled prevalence for diagnosis
with schizophrenia was 25.08% (17.97,32.18: 1°=69.4%,
p<0.006), diagnosis with mental illnesses were 30.78%
(25.85,35.70: 1°=39.6%, P<0.115), and diagnosis with
psychosis were 32.87% (19.12,46.62: 1=78.9%, p<0.009)
and (Fig. 3).

Subgroup analysis by country

When analyzed by region, the highest prevalence of inter-
nalized stigma was found in Ethiopia, 31.80 (27.76,35.84:
>=25.6%, p<0.208); Egypt, 31.26(13.15,49.36: [*=81.6%,
p<0.02); and Nigeria, 24.31(17.94,30.67: 1*=62.8%,
p<0.02). (Fig. 4).

Publication bias

There was no evidence of publication bias when the fun-
nel plot was examined (Fig. 5). An Egger’s regression test
confirmed heterogeneity, chi-squared=46.38 (d.f=19),
1=59.0%, Tau-squared(T2)=39.78, Test of ES=0:
z=15.7.

Results based on domain of stigma In terms of pooled
prevalence for the domains of stigma, the six stud-
ies that measured stigma resistance received the high-
est score of 37.07(17.92,56.23: 1°=98.2%, p<0001),
followed by nine studies examining alienation with a
score of 35.85(26.16,45.54: 1°=94.6%, p<0001). Nine
studies examining experience of discrimination scored
31.61(23.54,39.68:12=92.7%, p<0.0001), nine studies mea-
suring social withdrawal had a score of 30.81(23.34,38.28:
*=91.5%, p<0.0001) and nine studies examining ste-
reotype had a score of 26.10(16.20,36.01: 1°=96.20%,
p<0.0001) (Figs. 6, 7, 8, 9 and Fig. 10).

Pooled effect estimates of Factors We examined the
socio demographic and other factors that predicted inter-
nalised stigma. The individual papers found the following:
female gender [32], rural residence [41], single relation-
ship status [12, 41], unemployed [43, 59, 61], unable to
read and write [43, 45], low income [59], psychotic symp-
toms [41, 45], suicidal behaviour [12, 41], greater than
two years since diagnosis [12], drug nonadherent [12,
32], presence of drug side effect/s [32]; previous hospital
admission [43], longer duration of follow up [44], low self-
esteem [43], no family support [32], poor social support
[12, 43—-45], poor quality of life [12], and full insight into
the condition [44] were significantly associated with inter-
nalised stigma.
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Study %
D ES (95% Cl) Weight
ISMI :
Dereje A (2012) | —— 46.70 (33.34, 60.06) 3.97
Eba A (2020) —— 28.00 (17.65, 38.35)  5.06
Yadeta A (2020) —— 33.50 (22.17,44.83) 4.68
Shegaye S (2020) — 24.90 (15.13, 34.67) 5.30
Elias T (2020) —— 31.50 (20.52, 42.48)  4.82
Biksegn A (2018) —— 32.10 (21.01,43.19) 4.78
Eshetu G (2013) —le— 25.10 (15.29, 34.91) 5.29
Endaylalu D (2017) —— 43.00 (30.20, 55.80)  4.16
Alem E (2017) —10— 32.10 (21.01,43.19) 4.78
Temilola J (2014) +: 18.80 (10.32,27.28) 5.86
Abiodun O (2010) —O-It 21.60 (12.50, 30.70)  5.59
Babatunde F (2018) - E 16.50 (8.55, 24.45) 6.10
Abah S (2017) —0]— 27.00 (16.83,37.17) 5.14
Victor M,etal (2016) :+ 42.10 (29.65, 54.55)  4.28
Victor M,etal (2016) —4—" 20.70 (11.93,29.47) 5.73
Victor M,etal (2016) -T—O— 37.50 (25.70, 49.30) 4.51
Amany A (2019) :—0— 41.00 (28.51, 53.49) 4.26
Abd El-Salam D (2018) —0—:— 22.50 (13.24,31.76)  5.52
0. Akinjola (2021) —-— 25.30 (15.46, 35.14)  5.27
Liyew A (2020) —— 30.30 (19.54, 41.06)  4.90
Subtotal (I-squared = 59.0%, p = 0.000) 0 29.05 (25.42, 32.68)  100.00

1
Overall (I-squared = 59.0%, p = 0.000) é 29.05 (25.42, 32.68)  100.00
NOTE: Weights are from random effects analysis E

I | I I
0 25 50 75 100

Fig. 2 Forest plot of pooled prevalence of internalized stigma in Africa 2022 (n=20)

The pooled analysis for these factors and where there
were two or more papers, the following outcomes were
found. Those who were single were 2.78(1.49,4.06), times
more likely to report internalised stigma than those who
were married [12, 41]. People who unemployed were
2.68(1.71,3.65) more likely to report internalised stigma
than employed participants [43, 44]. There was a signifi-
cant difference between educational status on develop-
ing internalised stigma, and those who were not able to
read and write were 3.56(2.26,4.85) more likely to report
internalised stigma than those who were able to read and
write [43, 45]. See on (Fig. 11).

Pooled effect estimates examining psychotic symptoms
found that there were no significant differences between
patients with psychotic symptoms 1.42(0.45,2.38),
than patients without psychotic symptoms [12, 41].
Participants with a history of suicidal ideation were
2.32(1.14,3.49) times more likely to report internalised
stigma when compared to participants who did not have
suicidal symptoms [12, 41].

There was no significant relationship between patients
with drug nonadherence and internalised stigma 1.5(-
0.84,4.00) as demonstrated by the pooled effect estimate
[12, 32].

There was an increase in stigma associated with poor
social support in the pooled analysis. Participants with
poor social support were 6.69(3.53,9.85) times more
likely the report internalised stigma than people who did
have good social support [12, 43-45].

Discussion
The major objective of this systematic review and meta-
analysis was to determine the prevalence and pooled
effect estimates of internalised stigma among people
with a mental illness in Africa. Stigma and discrimina-
tion continue to be barriers to people in need of mental
health services, obtaining help and fully recovery [23, 26].
Furthermore, there is limited synthesis of research exam-
ining internalised stigma amongst people with a mental
illness in low and middle-income countries. In order to
fill this gap, this systematic review and meta-analysis
assessed the pooled prevalence, pooled effect esti-
mates and subgroup analysis on domains of internalised
stigma among African people living with a mental illness.
Results presented were based on study area (country),
type of mental illness, and associated factors.

In the current study, the overall pooled prevalence
of internalised stigma was found to be 29%. This is
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Study %
D ES (95% Cl) Weight
Schizophrenia :
Dereje A (2012) | —— 46.70 (33.34, 60.06) 3.97
Temilola J (2014) —0—: 18.80 (10.32, 27.28) 5.86
Babatunde F (2018) - 16.50 (8.55, 24.45) 6.10
Abah S (2017) —_— 27.00 (16.83, 37.17) 5.14
Abd El-Salam D (2018) — 22,50 (13.24, 31.76) 5.52
0. Akinjola (2021) — 25.30 (15.46, 35.14) 5.27
Subtotal (I-squared = 69.4%, p = 0.006) Q 25.08 (17.97, 32.18) 31.86
N 1
MI 1
Eba A (2020) —_— 28.00 (17.65, 38.35) 5.06
Biksegn A (2018) — 32.10 (21.01, 43.19) 478
Eshetu G (2013) — 25.10 (15.29, 34.91) 5.29
Endaylalu D (2017) —— 43.00 (30.20, 55.80) 4.16
Alem E (2017) —— 32.10 (21.01, 43.19) 478
Abiodun O (2010) —r 21.60 (12.50, 30.70) 5.59
Amany A (2019) — 41.00 (28.51, 53.49) 4.26
Liyew A (2020) —— 30.30 (19.54, 41.06) 4.90
Subtotal (I-squared = 39.6%, p = 0.115) < 30.78 (25.85, 35.70) 38.82
1
MDD .
Yadeta A (2020) —_— 33.50 (22.17, 44.83) 468
Subtotal (I-squared = .%, p =.) .O 33.50 (22.17, 44.83) 4.68
BPD :
Shegaye S (2020) —— 24.90 (15.13, 34.67) 5.30
Subtotal (I-squared =.%, p =.) o 24.90 (15.13, 34.67) 5.30
. 1
Mood D !
Elias T (2020) —— 31.50 (20.52, 42.48) 4.82
Subtotal (I-squared =.%, p=.) 0 31.50 (20.52, 42.48) 4.82
1
Psyhosis :
Victor M,etal (2016) f—— 42.10 (29.65, 54.55) 4.28
Victor M,etal (2016) —0—: 20.70 (11.93, 29.47) 5.73
Victor M,etal (2016) — 37.50 (25.70, 49.30) 4.51
Subtotal (l-squared = 78.9%, p = 0.009) L2 32.87 (19.12, 46.62) 14.52
)
Overall (I-squared = 59.0%, p = 0.000) ¢ 29.05 (25.42, 32.68) 100.00
NOTE: Weights are from random effects analysis :
I T I I
0 25 50 75 100

Fig. 3 Subgroup analysis on prevalence of internalised stigma of mental illness based on diagnosis 2022 (n=20)

consistent with a previous meta-analysis which found
31.3% stigma in patients with a severe mental illness [70].
However, these figures were higher than an analysis of 15
different countries which found a stigma prevalence of
22.2% in patients with severe mental illnesses [71]. How-
ever, as stigma is pervasive across the world, a previous
review found the prevalence of stigma among patients
with mental illnesses to be 39.7% in South East Asia and
39% in the Middle East [70]. Subgroup analysis based on
country of study in the current review found that Ethio-
pia had the highest pooled prevalence of at 31.80% fol-
lowed by Egypt which had a prevalence of 31.26% and
Nigeria with the prevalence of 24.31%. Studies about
stigma of mental illnesses in African countries have been
carried out in a limited number of areas. These stud-
ies have reported varying and high internalised stigma
prevalence including Kenya 38% [69], Ghana 21% [69],
Ethiopia 47% [41], Nigeria 22% [44], and Egypt 23% [60]
respectively. These differences in the magnitude of inter-
nalised stigma may be related to the level of awareness of
mental illnesses among individuals with the problem, as
well as variations with the mental health workforce and
literacy related issues. For instance, the number of mental
health professionals in Ethiopia is five times less than the
number of health care professionals globally, indicative of

fewer health care professionals among low-income coun-
tries [72, 73], for which Ethiopia is not exceptional. This
may possibly mean that in these countries, patients may
not receive adequate level of education to increase the
awareness about their illness and may lead to the devel-
opment of self-stigmatisation.

One of the most significant findings from this meta-
analysis was the subgroup analysis based on domains of
internalised stigma, this analysis provided scores as fol-
lows: stigma resistance 37% (from six studies), alienation
36% (from nine studies), experience of discrimination
32% (from nine studies), social withdrawal 31% and ste-
reotype 26% (both from nine studies). These results agree
with the findings of other systematic review domains
conducted in Europe, North America, Australia, and
Asia, in which scores were reported as follows: Alien-
ation shame 49%, Stereotype endorsement 27%, dis-
crimination 35%, Stigma resistance 52% [74]. However, as
this reporting was based on a single multi country study
(Europe, North America, Australia, and Asia) and. There
was no reporting of each domain of internalised stigma
per country, more research on this topic needs to be
undertaken to show the magnitude of each domain and
its contribution on stigma in different countries.
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Alem E (2017)
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Victor M,etal (2016)
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Victor M,etal (2016)
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Amany A (2019)
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Fig. 4 Subgroup analysis on the prevalence of internalized stigma of mental illness based on country 2022 (n=20)
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Fig.5 Funnel plot showing publication bias of prevalence of internalised stigma, a systematic review, and meta-analysis, in Africa,2022(n=20)
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ES (95% CI) Weight

16.70 (11.18, 22.22) 11.42

35.20 (28.22,42.18) 11.01

26.10 (19.71, 32.49) 1.18

26.40(19.98, 32.82) 147
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60.00 (51.98, 68.02) 10.68

30.80 (24.08, 37.52) 11.09

30.81(23.34, 38.28) 100.00

Fig. 6 Forest plot of pooled prevalence of social withdrawal of internalised stigma in Africa 2022 (n=9)

In terms of factors associated with internalised sigma,
none of previous studies have demonstrated that the
sociodemographic variables had consistent significant
relationship with internalised stigma [71]. In contrast,
the findings of this review found several sociodemo-
graphic factors were significantly associated with inter-
nalised stigma. For example, having a single marital
status was 2.78 times more likely to be stigmatized than
being married. We also found that those who were unem-
ployed were 2.68 times more likely to report develop-
ing internalised stigma than employed participants. The
lack of resources, poverty, and other economic obstacles
associated with a lack of employment have been cited as
stigmatising factors and obstacles to mental health care
in African countries [75]. These factors have also been
reported to contribute to internalised stigma regard-
ing mental illness [76]. We conclude that the differences

between our study and the one by Dunn and colleagues
above [71], may relate to the differences in the number
of articles included in the review and our focus of study
which was studies conducted only in African countries.
The current study also found that there was a signifi-
cant difference between those who were educated and
those who were not. Patients who developed internalised
stigma were not able to read and write, and their likeli-
hood of developing internalised stigma was 3.56 time
more than someone who was able to read and write.
Education has been linked to stigma on other condi-
tions such as infectious diseases [77, 78]. Education may
affect stigma through a lack of awareness and incorrect
information about mental illness, contributing to inter-
nalised stigma. The relationship between education and
stigma has been investigated, but causal correlations are
multifactorial and notoriously difficult to demonstrate,
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Fig. 7 Forest plot of pooled prevalence of experience of discrimination of internalised stigma in Africa 2022 (n=9)

yet higher levels of education have been linked to good
mental health which may indicate that poor knowledge
negatively contribute to mental health stigma [79]. Fur-
ther studies have shown that one of the most obvious
predictors of good outcomes in life, including employ-
ment, wealth, and social status is education, and as a
result, education has a high degree of predictive value for
better health and wellbeing outcomes [80].

In terms of conditions and condition management,
previous systematic reviews have found that schizo-
phrenia was associated with a high level of self-stigma,
including 56% from studies of Europe, North America,
Australia, and Asia [74]. However, in our finding the sub-
group analysis showed that the results of pooled preva-
lence of stigma was not different in each mental illness,
but participants with a diagnosis of schizophrenia had
a lower prevalence of 25% compared to other diagnoses

such as psychosis that had an internalised stigma of 32%
and Mental illness as diagnosis internalised stigma of
30%. This stands in contrast to data that indicates stigma
is most severe for those with a diagnosis of schizophre-
nia. In this systematic review and meta-analysis stigma
of schizophrenia was 25.08% (17.97,32.18) which is low
when compared to previous research. In previous reviews
there has been a strong relationship between stigma and
having psychotic symptoms [71]. However, in this meta-
analysis there was no significant association between
internalise stigma and presence of psychotic symptoms
on people with mental illness.

To date, little evidence has been found associat-
ing suicidal symptoms and internalised stigma. In this
meta-analysis, studies indicated a significant positive
correlation between suicidal ideation and internalised
stigma, where people with a history of suicidal ideation
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Fig. 8 Forest plot of pooled prevalence of alienation of internalised stigma in Africa 2022 (n=9)

were 2.32 times more likely to develop internalised revealed a weak association between HIV related stigma
stigma than those who did not [12, 41]. This is consistent  and poor treatment adherence of [83].

with research around other stigmatised conditions such In terms of social support, this meta-analysis findings
as HIV-related stigma, and links with suicidal ideation = mirror findings from previous studies that have exam-
(81, 82]. ined the effect of social support on internalised stigma.

In the current review there was no difference between In the pooled estimate there was an increase in stigma
patients with drug adherence and non-adherence. These  associated with poor social support, where those with
results a contradict other studies which have demon-  poor social support were 6.69 times more likely of devel-
strated a negative correlation between drug non-adher-  oping internalised stigma than people who did have good
ence and internalised stigma [70, 71]. Additionally, a  social support. This result is consistent with the research
study using the meta-analysis data around the world, showing a relationship between HIV stigma, another
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Fig. 9 Forest plot of pooled prevalence of stereotype endorsement, of internalised stigma in Africa 2022 (n=9)

stigmatising condition, and poor social support [81, 83].
Social support may provide greater emotional assis-
tance, decrease symptoms associated with mental illness
[84] and improve emotional wellbeing, which is crucial
for reducing mental distress including stigma [85-88].
In contrast, poor social support from the government
or family and friends could be perceived by the person
as discrimination associated with their illness [88] and
may lead to developing internalised stigma. Qualitative
research has likewise indicated that those with mental
illness who do not have good social support experience
a solitary lifestyle, loneliness and feel stigma related to
mental health more severely [89]. Isolation and mental

health have been associated with internalised stigma and
vice versa [90].

Overall, our findings show high rates of internalised
stigma, and variations across countries, conditions,
including sociodemographic and other factors. It has
been alluded that variations in cultural views on stigma
within countries, levels of poverty and access to men-
tal health services, may be contributory factors to these
differences [91]. In some countries including Ethiopia, a
mental illness may not be regarded as a life-threatening
condition [91, 92]. As such, policymakers and planners
and health care providers may not prioritised mental
health care and treatment [93, 94]. The lack of awareness
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Fig. 10 Forest plot of pooled prevalence of stigma resistance of internalised stigma in Africa 2022 (n=6)

and priority setting can be a significant determinant of
poor mental health outcomes for populations affected by
these conditions. As such improving health care access
by government is an important area for future, including
outreach programs and mental health awareness-rais-
ing activities that could help lessen stigma and enhance
social outcomes for those with severe mental illness [95]
and psychoeducational interventions, cognitive-behav-
ioural interventions, mainly aimed at modifying self-stig-
matising beliefs; interventions focused on the revelation
of mental illness [96]. Moreover, building the capacity of
policy makers, health care providers and strengthening
the mental healthcare system and governance should be
a priority in African countries such as Ethiopia and Egypt

where internalised stigma was found to be significantly
high.

Strengths and limitations of the study

This systematic review and meta-analysis showed pooled
prevalence in domains of stigma and examined a range
of factors associated with internalised stigma. However,
there are certain limitations considerations to be aware
of. First, there are limitations in the literature itself where
some factors, such as quality of life of participants, par-
ticipants’ sex, residency, duration of diagnosis, previous
hospital admission, patients’ self-esteem, family sup-
port, the presence of drug side effects, longer duration
of follow-up, insight, and participants income, were not
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Fig. 11 Forest plot of pooled effect estimate of different factors

reported in adequate number to run meta-analysis to
see whether they had effect on stigma and considered as
predictors of internalised stigma. Future research should
consider the effects of these influencing factors on the
prevalence of internalised stigma, which could then be
synthesised. Second, it is possible that some research
reporting the prevalence of stigma were overlooked by
our search approach as only English-language articles
were included for analysis. Third, some diagnoses includ-
ing mood disorder, depression, and bipolar disorder were
represented by a single study. As such, it was difficult to
ascertain the difference from another diagnosis. Fourth,
we have noted the issue of study heterogeneity in the
study limitations, factors found to be influencing stigma
have been explored in several studies but for the pooled
estimates for conditions with a small number of studies
for pooled effect estimates are female gender, rural resi-
dence, greater than two years since diagnosis, having low
income, presence of drug side effect/s, previous hospital
admission, longer duration of follow up, low self-esteem,
no family support, poor quality of life, and having full
insight into their condition are represented with single
studies. In addition, most of the included papers were
from specific African countries, and only single studies in
some from countries despite there being no restrictions

25 50 75 100

on the inclusion or language. Given the small number of
papers we decided to go ahead with the analysis despite
the heterogeneity levels, but that some of the results need
to be interpreted with caution. Furthermore, because all
the studies included in this review were cross-sectional,
the outcome variable may have been influenced by con-
founding variables. The current findings are based on
bivariate cross-sectional data, and as such there are sig-
nificant limitations in drawing conclusions about the
direction and causality of the association between stigma
and associated factors from being drawn.

Conclusion

This systematic review and meta-analysis revealed that
almost one third of patients with mental illness experi-
ence internalized stigma. Therefore, we can conclude
that internalized stigma is common among people suf-
fering from mental illness in Africa. The pooled preva-
lence rate also varies among domains of stigma, stigma
resistance, alienation, discrimination experience, social
withdrawal, and stereotype are ranked from highest to
lowest in terms of internalised stigma. This indicates that
a person centred approach should be advised for people
living with a mental illness. Several risk factors relating
to patients and mental illness are contributing for stigma.
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As such, emphasis should be given for patients with sin-
gle marital status, having suicidal behaviour, poor social
support, unemployed status, and unable to read and
write as factors associated with a pooled effect estimate
of internalised stigma. We recommend more represen-
tative samples be used in future research that concen-
trates on a more precise diagnosis. Future meta-analysis
that focusses on both quantitative and qualitative stud-
ies address stigma and mental illness are also desperately
needed.

Abbreviations

AOR Adjusted odds ratio

COR Crude odds ratio

cl Confidence interval

MOOSE  Meta-analysis of observational studies OR:Odds
SPSS Statistical Package for Social Science

WHO World Health Organization.

Supplementary Information
The online version contains supplementary material available at https://doi.
org/10.1186/512888-023-04950-2.

Supplementary Material 1
Supplementary Material 2

Supplementary Material 3

Acknowledgements

We are grateful to those authors who provided additional study information
for the review and Shannon Brown at flinders university Librarian for her
assistance with the search strategy.

Authors’ contributions

WGA conceived the research question, edited the research, review the
articles, and extract and analysed the data. CD: edited the research, guide

on writing, and supervision. EM: edited the research, guide on writing, and
supervision. LM: edited the research, guide on writing, and supervision. AZ:
edited the research, participate in the review process, guided on writing, and
lead supervisor of the PhD student. All authors read and approved the final
manuscript.

Funding
The authors received no specific funding for this work.

Data availability
All data generated or analysed during this review are included in this
published article and its supplementary information files.

Declarations

Ethics approval and consent to participate
Not applicable.

Consent for publication
Not applicable.

Competing interests
The authors declare no competing interests.

Author details

‘Co\lege of Medicine and Public health, Flinders University, Adelaide,
Australia

’Department of Psychiatry, College of Medicine and Health Sciences,
University of Gondar, Gondar, Ethiopia

3School of Psychology, The University of Adelaide, Adelaide, Australia

Page 17 of 19

“Torrens University Australia, Adelaide Campus, South Australia
5Col\ege of Nursing and Health Sciences, Flinders University, Adelaide,
Australia

Received: 27 October 2022 / Accepted: 11 June 2023
Published online: 29 June 2023

References

1. Sophie Flinders. Mental health:We're monitoring trends in the quality of
mental health care. Evidence for better health care,NHS tracker. 2022.

2. Mathers CD, Lopez AD, Murray CJ. The burden of disease and mortality by
condition: data, methods, and results for 2001. Global Burd disease risk fac-
tors. 2006;45:88.

3. World health organisation. Mental disorders Fact sheets. https://wwww.
hoint/news-room/fact-sheets/detail/mental-disorders. June 2022.

4. Shehata WM, Abdeldaim DE. Stigma towards Mental lliness among Tanta
University students, Egypt. Commun Ment Health J. 2020;56(3):464-70.

5. Beiter R, Nash R, McCrady M, Rhoades D, Linscomb M, Clarahan M, et al. The
prevalence and correlates of depression, anxiety, and stress in a sample of
college students. J Affect Disord. 2015;173:90-6.

6. Corrigan PW, Watson AC. Understanding the impact of stigma on people
with mental illness. World psychiatry. 2002;1(1):16.

7. Link BG, Phelan JC. Conceptualizing stigma. Annual review of Sociology.
2001:363 - 85.

8. Hinshaw S, Press O. Research directions and priorities. The mark of shame:
stigma of mental iliness and an agenda for change. 2007:140 - 56.

9. Scambler G. Stigma and disease: changing paradigms. The Lancet.
1998;352(9133):1054-5.

10.  Link BG, Phelan JC. Stigma and its public health implications. The Lancet.
2006;367(9509):528-9.

11, Jenev Caddell P.What Is Stigma? https://www.verywellmindcom/mental-
iliness-and-stigma-2337677. Updated on February 15, 2022.

12. AlemayehuY, Demilew D, Asfaw G, Asfaw H, Alemnew N, Tadesse A. Internal-
ized stigma and associated factors among patients with major depressive
disorder at the outpatient department of Amanuel mental specialized Hos-
pital, Addis Ababa, Ethiopia, 2019: a cross-sectional study. Psychiatry journal.
2020;2020.

13.  Thornicroft G, Brohan E, Rose D, Sartorius N, Leese M, Group IS. Global pattern
of experienced and anticipated discrimination against people with schizo-
phrenia: a cross-sectional survey. The Lancet. 2009;373(9661):408-15.

14.  Drapalski AL, Lucksted A, Perrin PB, Aakre JM, Brown CH, DeForge BR, et al. A
model of internalized stigma and its effects on people with mental illness.
Psychiatric Serv. 2013;64(3):264-9.

15.  Ritsher JB, Otilingam PG, Grajales M. Internalized stigma of mental illness: psy-
chometric properties of a new measure. Psychiatry Res. 2003;121(1):31-49.

16. Mosanya TJ, Adelufosi AO, Adebowale OT, Ogunwale A, Adebayo OK.
Self-stigma, quality of life and schizophrenia: an outpatient clinic survey in
Nigeria. Int J Soc Psychiatry. 2014;60(4):377-86.

17.  Jeffrey Borenstein. Stigma, prejudice and discrimination against people with
Mental Iliness. American psychiatric Association; 2020.

18.  Ciobanu AM, Catrinescu LM, Ivascu DM, Niculae CP, Szalontay AS. Stigma and
quality of life among people diagnosed with Mental Disorders: a Narrative
Review. Consortium Psychiatricum. 2021;2(4):23-9.

19. Tsutsumi A, Izutsu T. Quality of Life and Stigma. Springer New York; 2010. pp.
3489-99.

20. Rusch N, Corrigan PW, Wassel A, Michaels P, Larson JE, Olschewski M, et al.
Self-stigma, group identification, perceived legitimacy of discrimination and
mental health service use. Br J Psychiatry. 2009;195(6):551-2.

21. Bayer R. Stigma and the ethics of public health: not can we but should we.
Soc Sci Med. 2008;67(3):463-72.

22. CarrV, Halpin S, Group LPDS. Stigma and discrimination. Commonwealth
Department of Health and Ageing, Australia; 2002.

23.  Deacon H.Towards a sustainable theory of health-related stigma: les-
sons from the HIV/AIDS literature. J community Appl social Psychol.
2006;16(6):418-25.

24, Sartorius N. Stigma: what can psychiatrists do about it? The Lancet.
1998;352(9133):1058-9.


http://dx.doi.org/10.1186/s12888-023-04950-2
http://dx.doi.org/10.1186/s12888-023-04950-2
https://wwww.hoint/news-room/fact-sheets/detail/mental-disorders
https://wwww.hoint/news-room/fact-sheets/detail/mental-disorders
https://www.verywellmindcom/mental-illness-and-stigma-2337677
https://www.verywellmindcom/mental-illness-and-stigma-2337677

Alemu et al. BMC Psychiatry

25.

26.

27.

28.

29.

30.

32.

33.

34.

35.

36.

37.

38.

39.

40.

41.

42.

43.

44,

45.

46.

47.

(2023) 23:480

Phelan JC, Link BG, Dovidio JF. Stigma and prejudice: one animal or two? Soc
Sci Med. 2008,67(3):358-67.

Egbe CO, Brooke-Sumner C, Kathree T, Selohilwe O, Thornicroft G, Petersen |.
Psychiatric stigma and discrimination in South Africa: perspectives from key
stakeholders. BMC Psychiatry. 2014;14(1):1-14.

Organization WH. The World Health Report 2001: Mental health: new under-
standing, new hope. 2001.

James TT, Kutty VR. Assessment of internalized stigma among patients with
mental disorders in Thiruvananthapuram district, Kerala, India. Asia Pac J
Public Health. 2015;27(4):439-49.

West ML, Yanos PT, Smith SM, Roe D, Lysaker PH. Prevalence of internal-

ized stigma among persons with severe mental iliness. Stigma Res Action.
2011;1(1):3.

Maharjan S, Panthee B. Prevalence of self-stigma and its association with
self-esteem among psychiatric patients in a nepalese teaching hospital: a
cross-sectional study. BMC Psychiatry. 2019;19(1):347.

Bifftu BB, Dachew BA. Perceived stigma and associated factors among
people with schizophrenia at Amanuel Mental Specialized Hospital, Addis
Ababa, Ethiopia: A cross-sectional institution based study. Psychiatry journal.
2014;2014.

Asrat B, Ayenalem AE, Yimer T. Internalized stigma among patients with men-
tal illness attending psychiatric follow-up at Dilla University Referral Hospital,
Southern Ethiopia. Psychiatry journal. 2018;2018.

Abdisa E, Fekadu G, Girma S, Shibiru T, Tilahun T, Mohamed H, et al. Self-
stigma and medication adherence among patients with mental illness
treated at Jimma University Medical Center, Southwest Ethiopia. Int J Ment
Health Syst. 2020;14:56.

Szczedniak D, Kobytko A, Wojciechowska |, Ktapcinski M, Rymaszewska J. Inter-
nalized stigma and its correlates among patients with severe mental illness.
Neuropsychiatr Dis Treat. 2018;14:2599-608.

Asrat B, Ayenalem AE, Yimer T. Internalized stigma among patients with Men-
tal lllness Attending Psychiatric Follow-Up at Dilla University Referral Hospital,
Southern Ethiopia. Psychiatry J. 2018,2018:1-7.

Tanabe Y, Hayashi K, Ideno Y. The internalized stigma of Mental Iliness (ISMI)
scale: validation of the japanese version. BMC Psychiatry. 2016;16(1).

James TT, Kutty VR. Assessment of Internalized Stigma among Patients with
Mental Disorders in Thiruvananthapuram District, Kerala, India. Asia Pac J
Public Health. 2015;27(4):439-49.

Alemayehu Y, Demilew D, Asfaw G, Asfaw H, Alemnew N, Tadesse A. Internal-
ized Stigma and Associated factors among patients with major depressive
disorder at the Outpatient Department of Amanuel Mental Specialized
Hospital, Addis Ababa, Ethiopia, 2019: a cross-sectional study. Psychiatry J.
2020;2020:7369542.

Foster S, O'Mealey M. Socioeconomic status and mental illness stigma: the
impact of mental illness controllability attributions and personal responsibil-
ity judgments. J Ment Health. 2021:1-8.

Wong EC, Collins RL, Cerully J, Seelam R, Roth B. Racial and ethnic differences
in Mental illness stigma and discrimination among Californians experiencing
Mental Health Challenges. Rand Health Q. 2017,6(2):6.

Assefa D, Shibre T, Asher L, Fekadu A. Internalized stigma among patients
with schizophrenia in Ethiopia: a cross-sectional facility-based study. BMC
Psychiatry. 2012;12(1):1-10.

Alemayehu Y, Demilew D, Asfaw G, Asfaw H, Alemnew N, Tadesse A. Internal-
ized Stigma and Associated factors among patients with major depressive
disorder at the Outpatient Department of Amanuel Mental Specialized
Hospital, Addis Ababa, Ethiopia, 2019: a cross-sectional study. Psychiatry J.
2020;2020:7369542.

Shumet S, Angaw D, Ergete T, Alemnew N. Magnitude of internalised stigma
and associated factors among people with bipolar disorder at Amanuel
Mental Specialized Hospital, Addis Ababa, Ethiopia: a cross-sectional study.
BMJ open. 2021;11(4):2044824.

Adewuya AO, Owoeye AO, Erinfolami A, Ola BA. Correlates of self-stigma
among outpatients with mental illness in Lagos, Nigeria. Int J Soc Psychiatry.
2011,57(4):418-27.

Fadipe B, Adebowale TO, Ogunwale A, Fadipe YO, Ojeyinka A-HA, Olagunju
AT. Internalized stigma in schizophrenia: a cross-sectional study of prevalence
and predictors. Int J Cult Mental Health. 2018;11(4):583-94.

Kehyayan V, Mahfoud Z, Ghuloum S, Marji T, Al-Amin H. Internalized stigma
in persons with mental illness in Qatar: a cross-sectional study. Front Public
Health. 2021;9:685003.

Wondale GA, Clemence D, Eimear Muir C, Lillian M, Anna Z. Internalized
stigma among people with mental iliness in Africa: protocol for systematic

48.

49.

50.

5T

52.

53.

54.

55.

56.

57.

58.

59.

60.

61.

62.

63.

64.

65.

66.

67.

68.

69.

70.

71.

Page 18 of 19

review and metaanalysis. PROSPERO International prospective register of
systematic reviews:National institute for health research; 2021.

Moher D, Liberati A, Tetzlaff J, Altman DG, Group* P. Preferred reporting items
for systematic reviews and meta-analyses: the PRISMA statement. Ann Intern
Med. 2009;151(4):264-9.

Stroup DF, Berlin JA, Morton SC, Olkin |, Williamson GD, Rennie D, et al. Meta-
analysis of observational studies in epidemiology: a proposal for reporting.
JAMA. 2000;283(15):2008-12.

Eriksen MB, Frandsen TF. The impact of patient, intervention, comparison,
outcome (PICO) as a search strategy tool on literature search quality: a
systematic review. J Med Libr Association: JMLA. 2018;106(4):420.

Moola S, Munn Z, Tufanaru C, Aromataris E, Sears K, Sfetcu R, et al. Chapter

7: systematic reviews of etiology and risk. Volume 5. Joanna Briggs Institute
Reviewer's Manual The Joanna Briggs Institute; 2017.

Landis JR, Koch GG. The measurement of observer agreement for categorical
data. biometrics. 1977:159 - 74.

DerSimonian R, Laird N. Meta-analysis in clinical trials revisited. Contemp Clin
Trials. 2015;45:139-45.

Huedo-Medina TB, Sénchez-Meca J, Marin-Martinez F, Botella J. Assessing
heterogeneity in meta-analysis: Q statistic or I> index? Psychol Methods.
2006;11(2):193.

Lee YH. Overview of the process of conducting meta-analyses of the diag-
nostic test accuracy. J Rheumatic Dis. 2018;25(1):3-10.

Higgins JP, Thompson SG. Quantifying heterogeneity in a meta-analysis. Stat
Med. 2002;21(11):1539-58.

Egger M, Smith GD, Schneider M, Minder C. Bias in meta-analysis detected by
a simple, graphical test. BMJ. 1997;315(7109):629-34.

Lin L, Chu H. Quantifying publication bias in meta-analysis. Biometrics.
2018;74(3):785-94.

Abah SO, INTERNALIZED STIGMA AND QUALITY OF LIFE AMONG. OUTPA-
TIENTS SCHIZOPHRENIA IN KADUNA. Faculty of Psychiatry. 2017.

Dewedar A, Harfush S, Gemeay E. Relationship between insight, self-stigma
and level of hope among patients with schizophrenia. IOSR J Nurs Health Sci.
2018;7:15-24.

Akinjola RAL O, Abayomi MO, Adeosun II, Adefemi AA, Adegbaju DA. Agbir.
Self stigma in patients with Schizophrenia in a Psychiatry Hospital in Lagos,
Nigeria. Int Neuropsychiatric Disease J. 2021;15(4):37-50.

Ayenalem AE, Tiruye TY, Muhammed MS. Impact of self stigma on quality of
life of people with mental illness at Dilla University Referral Hospital, South
Ethiopia. Am J Health Res. 2017,5(5):125-30.

Mohamed AA. Internalized stigma of Mental lliness and its relation with Self-
Esteem and Social Support among Psychiatric Patients. Evidence-Based Nurs
Res.2019;1(3):11.

Abdisa E, Fekadu G, Girma S, Shibiru T, Tilahun T, Mohamed H, et al. Self-
stigma and medication adherence among patients with mental illness
treated at Jimma University Medical Center, Southwest Ethiopia. Int J mental
health Syst. 2020;14(1):1-13.

Tesfaye E, Worku B, Girma E, Agenagnew L. Internalized stigma among
patients with mood disorders in Ethiopia: a cross-sectional facility-based
study. Int J mental health Syst. 2020;14(1):1-10.

Defere E, Abawa M, Fenta K. Prevalence and associated factors of internalized
stigma among patients with severe mental disorder: the case of amanuel
specialized mental health hospital. Ethiop Renaissance J Social Sci Humanit.
20174(2).

Girma E, Tesfaye M, Froeschl G, Méller-Leimkihler AM, Dehning S, Maller N.
Facility based cross-sectional study of self stigma among people with mental
iliness: towards patient empowerment approach. Int J mental health Syst.
2013;7(1):1-8.

Agenagnew L. The lifetime prevalence and factors Associated with Relapse
among mentally ill patients at Jimma University Medical Center, Ethio-

pia: Cross Sectional Study. J Psychosocial Rehabilitation Mental Health.
2020;7(3):211-20.

MakanjuolaV, Esan Y, Oladeji B, Kola L, Appiah-Poku J, Harris B, et al. Explana-
tory model of psychosis: impact on perception of self-stigma by patients

in three sub-saharan african cities. Soc Psychiatry Psychiatr Epidemiol.
2016,51(12):1645-54.

Dubreucq J, Plasse J, Franck N. Self-stigma in serious mental iliness: a sys-
tematic review of frequency, correlates, and consequences. Schizophr Bull.
2021;47(5):1261-87.

Livingston JD, Boyd JE. Correlates and consequences of internalized stigma
for people living with mental illness: a systematic review and meta-analysis.
Soc Sci Med. 2010;71(12):2150-61.



Alemu et al. BMC Psychiatry

72.

73.

74.

75.

76.

77.

78.

79.

80.

82.

83.

84.

(2023) 23:480

World Health Organization. Mental health atlas 2017. Geneva: World Health
Organization. ; 2018. World Health Organization WHO MiNDbank Available
from: http://www.who.int/mental_health/mindbank/en. 2018.

Richters A, Aben KK, Kiemeney LA. The global burden of urinary bladder
cancer: an update. World J Urol. 2020;38(8):1895-904.

Gerlinger G, Hauser M, De Hert M, Lacluyse K, Wampers M, Correll CU.
Personal stigma in schizophrenia spectrum disorders: a systematic review
of prevalence rates, correlates, impact and interventions. World Psychiatry.
2013;12(2):155-64.

Omar MA, Green AT, Bird PK, Mirzoev T, Flisher AJ, Kigozi F, et al. Mental health
policy process: a comparative study of Ghana, South Africa, Uganda and
Zambia. Int J Mental Health Syst. 2010;4(1):24.

MousteriV, Daly M, Delaney L. The scarring effect of unemployment on
psychological well-being across Europe. Soc Sci Res. 2018;72:146-69.

Yuan K, Huang X-L, Yan W, Zhang Y-X, Gong Y-M, Su S-Z, et al. A systematic
review and meta-analysis on the prevalence of stigma in infectious diseases,
including COVID-19: a call to action. Mol Psychiatry. 2022,27(1):19-33.

Del Rosal E, Gonzélez-Sanguino C, Bestea S, Boyd J, Mufioz M. Correlates
and consequences of internalized stigma assessed through the internalized
stigma of Mental Iliness Scale for people living with mental iliness: a scoping
review and meta-analysis from 2010. Stigma and Health. 2020.

Lanfredi M, Macis A, Ferrari C, Rillosi L, Ughi EC, Fanetti A, et al. Effects of
education and social contact on mental health-related stigma among high-
school students. Psychiatry Res. 2019;281:112581.

W N. How does Education Affect Mental Health? Educational attainment and
mental health. 2021.

Armoon B, Fleury M-J, Bayat A-H, FakhriY, Higgs P, Moghaddam LF, et al. HIV
related stigma associated with social support, alcohol use disorders, depres-
sion, anxiety, and suicidal ideation among people living with HIV: a system-
atic review and meta-analysis. Int J Mental Health Syst. 2022;16(1):1-17.
Wonde M, Mulat H, Birhanu A, Biru A, Kassew T, Shumet S. The magnitude
of suicidal ideation, attempts and associated factors of HIV positive youth
attending ART follow ups at St. Paul's hospital Millennium Medical College
and St. Peter’s specialized hospital, Addis Ababa, Ethiopia, 2018. PLoS ONE.
2019;14(11):20224371.

Rueda S, Mitra S, Chen S, Gogolishvili D, Globerman J, Chambers L, et al.
Examining the associations between HIV-related stigma and health out-
comes in people living with HIV/AIDS: a series of meta-analyses. BMJ open.
2016,6(7):e011453.

Vaingankar JA, Abdin E, Chong SA, Shafie S, Sambasivam R, Zhang YJ, et al.
The association of mental disorders with perceived social support, and the

85.

86.

87.

88.

89.

90.

91.

92.

93.

94.

95.

96.

Page 19 of 19

role of marital status: results from a national cross-sectional survey. Archives
of Public Health. 2020;78(1):108.

Donenberg GR, Pao M. Youths and HIV/AIDS: psychiatry’s role in a changing
epidemic. J Am Acad Child Adolesc Psychiatry. 2005;44(8):728-47.

Harandi TF, Taghinasab MM, Nayeri TD. The correlation of social support with
mental health: a meta-analysis. Electron Physician. 2017,9(9):5212-22.

H L. Mental health and stigma as abarrier to social support. Center for stress
and Anxiety management. 2015.

Hamilton S, Corker E, Weeks C, Williams P, Henderson C, Pinfold V, et al. Factors
associated with experienced discrimination among people using mental
health services in England. J Mental Health. 2016;25(4):350-8.

Huggett C, Birtel MD, Awenat YF, Fleming P, Wilkes S, Williams S, et al. A quali-
tative study: experiences of stigma by people with mental health problems.
Psychol Psychotherapy: Theory Res Pract. 2018;91(3):380-97.

Gregersen L, Overcoming, Isolation. Loneliness from Mental Health
Stigma:from https://www.healthyplace.com/blogs/survivingmentalhealth-
stigma/2017/01/overcoming-isolation-and-loneliness-caused-by-stigma.
HealthyPlace Retrieved on 2022, October 13 2017.

Amuyunzu-Nyamongo M. The social and cultural aspects of mental health in
african societies. Commonw health partnerships. 2013;2013:59-63.

Dadi AF, Miller ER, Azale T, Mwanri L. We do not know how to screen and pro-
vide treatment”: a qualitative study of barriers and enablers of implementing
perinatal depression health services in Ethiopia. Int J Mental Health Syst.
2021;15(1):1-16.

Gureje O, Alem A. Mental health policy development in Africa. Bulletin of the
world health organization. 2000;78:475 - 82.

Rathod S, Pinninti N, Irfan M, Gorczynski P, Rathod P, Gega L, et al. Mental
health service provision in low-and middle-income countries. Health Serv
insights. 2017;10:1178632917694350.

Hailemariam M, Ghebrehiwet S, Baul T, Restivo JL, Shibre T, Henderson DC,

et al. He can send her to her parents”: the interaction between marriage-
ability, gender and serious mental illness in rural Ethiopia. BMC Psychiatry.
2019;19(1):1-10.

Alonso M, Guillén Al, Mufoz M. Interventions to reduce internalized Stigma
in individuals with Mental illness: a systematic review. Span J Psychol.
2019;22:E27.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in
published maps and institutional affiliations.


http://www.who.int/mental_health/mindbank/en
https://www.healthyplace.com/blogs/survivingmentalhealthstigma/2017/01/overcoming-isolation-and-loneliness-caused-by-stigma
https://www.healthyplace.com/blogs/survivingmentalhealthstigma/2017/01/overcoming-isolation-and-loneliness-caused-by-stigma

	﻿Internalised stigma among people with mental illness in Africa, pooled effect estimates and subgroup analysis on each domain: systematic review and meta-analysis
	﻿Abstract
	﻿Introduction
	﻿Methods
	﻿Protocol registration and publication
	﻿Sources and data search strategy
	﻿Study screening and selection
	﻿Quality assessment and risk of bias
	﻿Data extraction process
	﻿Data analysis and publication bias

	﻿Results
	﻿The pooled prevalence of internalised stigma
	﻿Subgroup analysis by diagnosis
	﻿Subgroup analysis by country
	﻿Publication bias

	﻿Discussion
	﻿Strengths and limitations of the study

	﻿Conclusion
	﻿References


