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Little is known about internalized stigma of mental illness in India. A reason for this could be the lack of
valid assessment instruments adapted for the diverse cultures and languages of the country. One of the
most widely used and accepted questionnaires to assess internalized stigma is the 29-item Internalized
Stigma of Mental Illness (ISMI) scale. The aim of the present study was to translate and adapt the ISMI to
the Malayalam-speaking population of Kerala, India and to assess its content and factorial validity. The
content validity of the Malayalam-language ISMI was studied through interviews with 7 experts on
stigma in India. Factorial validity was examined by means of a conﬁrmatory factor analysis (CFA) based
on a cross-sectional survey among 290 patients with mental illness attending follow-up outpatient and
primary care clinics in Kerala, India. The expert panel concluded that the items of the translated
questionnaire adequately represent internalized stigma in the Malayalam-speaking population of
Kerala. The theorized factor structure of the ISMI consisting of ﬁve factors showed a suboptimal model ﬁt
(WRMR = 0.940; TLI = 0.971, CFI = 0.948; RMSEA = 0.059) which improved considerably after removal of
the stigma resistance factor and three items with poor factor loadings (WRMR = 0.819; TLI = 0.982,
CFI = 0.966; RMSEA = 0.051). Although our study identiﬁes some sources of model ill-ﬁt, it shows that a
reduced version of the Malayalam-language ISMI can be a valuable tool for the study of internalized
stigma in this cultural setting.
ß 2016 Elsevier B.V. All rights reserved.
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1. Introduction
Stigma of mental illness manifests in the form of public stigma
and personal stigma. Public stigma is the reaction that people show
towards those with mental illness. Personal stigma can be
perceived stigma (society’s feelings about the stigmatized group),
experienced stigma (individual experience of discrimination) or
internalized stigma (internalization of public stigma resulting in
self-stigmatization) (Corrigan and Watson, 2002).
Internalized stigma, also referred to as self-stigma, is the ‘‘the
devaluation, shame, secrecy and withdrawal triggered by applying
negative stereotypes to oneself’’ (Ritsher et al., 2003, p. 32).
Internalization of stigma occurs in three steps: the individual
slowly accumulates the public stereotypes towards mental illness
(stereotype awareness), gradually loses his/her reality and agrees

* Corresponding author. Tel.: +49 371 531 36179; fax: +49 371 531 836179.
E-mail address: patrick.brzoska@soziologie.tu-chemnitz.de (P. Brzoska).
http://dx.doi.org/10.1016/j.ajp.2016.01.005
1876-2018/ß 2016 Elsevier B.V. All rights reserved.

with society’s beliefs (stereotype agreement), and changes his/her
behavior accordingly (stereotype concurrence) (Watson et al.,
2007). Psychosocial factors such as hope and social support have
been found across multiple studies to have a consistent and
negative correlation with internalized stigma, whereas sociodemographic factors have not been associated consistently
(Livingston and Boyd, 2010). Internalized stigma can have negative
effects on adherence, self-efﬁcacy, quality of life and personal life
by preventing people with mental illness from enjoying their basic
rights and needs, leading to problems in ﬁnding a job or causing
marital disruptions (Watson et al., 2007; Corrigan et al., 2006,
2013). Internalized stigma is also a barrier for mentally ill patients
to avail treatment early. As a result, the recovery period of patients
may be prolonged and they may experience complications and face
serious ﬁnancial difﬁculties (Boyd et al., 2010).
The internalized stigma of mental illness has been studied using
various methods (Link et al., 1997) and there are a number of
quantitative questionnaires available measuring the internalized
stigma among people with mental illness (Livingston and Boyd,
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2010; Brohan et al., 2010). One of the most commonly applied
questionnaires is the 29-item Internalized Stigma of Mental
Illness (ISMI) scale developed by Boyd (formerly Ritsher) and
colleagues (Ritsher et al., 2003). The ISMI measures the subjective
experiences of stigma and can be applied to people with various
mental disorders. The ISMI has been translated in over 50
languages and has been found to be valid and reliable in different
cultural settings (Boyd et al., 2014). It consists of ﬁve domains
(sub-scales): alienation, stereotype endorsement, discrimination
experience, social withdrawal, and stigma resistance. The
alienation domain (six items) measures the subjective experience
of being less than a full member of society. The stereotype
endorsement domain (seven items) captures the extent to which
participants agree with stereotypes about people with mental
illness. The discrimination experience domain (ﬁve items) assesses
participants’ perception of how they are discriminated against.
The social withdrawal domain (six items) aims to measure the
extent to which individuals try to isolate themselves due to
stigma. The stigma resistance domain measures the degree to
which individuals can lead a happy life despite their experience of
stigma. Each item of the ISMI provides a four-point Likert response
format comprising the response options ‘‘strongly disagree’’,
‘‘disagree’’, ‘‘agree’’ and ‘‘strongly agree’’.
While many studies have been conducted on different aspect of
mental illness in India, studies examining perceived and experienced stigma of patients in India are usually qualitative or limited
to certain conditions such as schizophrenia (Loganathan and
Murthy, 2008; Thara and Srinivasan, 2000). As far as we know, no
quantitative assessment of internalized stigma of mental illness,
including its prevalence and determinants, has been conducted in
India. One reason for this might be that validated instruments for
the assessment of internalized stigma among speakers of the
different languages in that country are scarce. To the best of our
knowledge, aside from Tamil and Bengali only an ISMI version for
the Hindi-speaking population of India is available (Boyd et al.,
2014). However, large proportions of the Indian population,
particularly in Southern states such as Kerala, have little
proﬁciency of Hindi and other languages, which is why the
questionnaire cannot be applied there. With its population of 33.3
million mainly Malayalam-speaking people, Kerala is a state in the
forefront of epidemiological transition (i.e., the transition from
communicable to non-communicable disease including mental
illness) in India and, in comparison to the other Indian states, has
the largest proportion of those with several major risk factors for
chronic diseases, including mental disorders (Thankappan et al.,
2010). In 2008, Kerala recorded the fourth highest suicide rate in
India (25.2 per 100,000 of the population), two and a half times the
national average. Depression as well as risk factors for mental
conditions such as divorce, family and marriage breakdowns and
demographic ageing are also very prevalent in Kerala (Bary, 2008).
Studying internalized stigma in this context is very important as
stigma is one of the factors that may lead to delays in seeking
appropriate treatment for mental health conditions. For this
purpose, a validated assessment tool is necessary. The aim of our
present study was to make the ISMI applicable to this population
by translating and adapting the questionnaire to the cultural
setting of Kerala, India, and assessing both its content and factorial
validity.
2. Methods
2.1. Translation and adaptation of the Internalized Stigma of Mental
Illness (ISMI) scale
The original ISMI was translated and adapted for the population
of Kerala, India following published guidelines (Beaton et al.,
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2000). For this purpose, it was translated from English to
Malayalam using forward and backward translation. The backward
translation was reviewed by Dr. Jennifer Boyd, the developer of the
original ISMI. Based on the evaluation of the backward translation,
some nuances in the meaning of the Malayalam items were
adjusted to better reﬂect the meaning of the original items. No
items were added or subtracted for cultural reasons at this stage.
The translated Malayalam-language ISMI (see Fig. 1; see Appendix
for the original English language version) was pilot tested among
20 patients attending follow-up outpatient clinics in a community
health centre and a primary health centre in Kerala. The pilot test
did not identify any problems in the usability of the questionnaire.
2.2. Content validity
To examine the content validity of the Malayalam-language
ISMI, the translated questionnaire was given to native speakers of
Malayalam who are experts in the ﬁeld of epidemiology (n = 1),
stigma research (n = 2), psychiatry (n = 2) and clinical psychology
(n = 2). The experts were asked to review the questionnaire and to
evaluate whether the content of the scale is adequate to assess
internalized stigma of mental illness among speakers of Malayalam in Kerala. They considered whether any questions should be
added or subtracted.
2.3. Factorial validity
2.3.1. Study design and data collection
To examine the factorial validity of the Malayalam-language
ISMI, a cross-sectional survey was conducted among 290 patients
attending follow-up outpatient community-based or psychiatric
hospital-based mental health clinics in Kerala, India. The study
samples were collected from 13 randomly selected government
health care centers where the District Mental Health Programme
(DMHP) has integrated mental health into primary care and in
follow-up outpatient clinics of a government Mental Health Centre
(government psychiatric hospital) in the Trivandrum district of
Kerala. The selected DMHP clinics include district hospitals (n = 1),
taluk (administrative unit below district) headquarter hospitals
(n = 1), regional health centers (n = 1), community health centers
(n = 5), and primary health centers (n = 5). Only patients aged 18
years or above with a clinical diagnosis of mental illness who have
had a mental illness for six months or more and who have resided
in Trivandrum for more than six months were included in the
study. Patients with hearing or speaking impairment were
excluded.
The survey instrument comprised the translated Malayalamlanguage ISMI, information on socio-demographic characteristics
and illness-related factors. The study was approved by the
Institutional Ethical Committee of the Sree Chitra Tirunal Institute
for Medical Sciences and Technology, as well as by the DMHP and
MHC, Trivandrum, India. It was funded by means of own resources.
2.3.2. Statistical analysis
Arithmetic means and proportions were used for purposes of
sample description. The descriptive analyses were conducted using
R version 3.0.2 (The R Foundation for Statistical Computing, 2013).
Given the categorical nature of the ISMI items, means and
variance adjusted weighted least squares (WLSMV) conﬁrmatory
factor analysis was conducted to examine the factor structure of
the Malayalam ISMI (Byrne, 2012). Following established guidelines (Brown, 2006), the analysis of the factor structure of the ISMI
began with the examination of the ﬁrst-order model consisting of
29 items and the ﬁve factors ‘‘alienation’’ (items 1, 5, 8, 16, 17, 21),
‘‘stereotype endorsement’’ (items 2, 6, 10, 18, 19, 23, 29),
‘‘discrimination experience’’ (items 3, 15, 22, 25, 28), ‘‘social
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Fig. 1. Malayalam version of the Internalized Stigma of Mental Illness Inventory (ISMI).
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withdrawal’’ (4, 9, 11, 12, 13, 20) and ‘‘stigma resistance’’ (items 7,
14, 24, 26, 27). Since the items of the stigma resistance scale are
negatively worded, they were reverse-coded prior to analysis.
After the establishment of a well-ﬁtting ﬁrst-order CFA
solution, the ﬁt of a second-order solution was tested in which
the ﬁrst-order factor loaded on one second-order factor of
‘‘internalized stigma’’.
The ﬁt of the measurement model was evaluated by means of
different indices. As indices of absolute model ﬁt the robust
goodness-of-ﬁt chi-square (x2) and the Weighted Root Mean
Square Residual (WRMR) were calculated. In addition, the TuckerLewis index (TLI), the comparative ﬁt index (CFI) and the root mean
square error of approximation (RMSEA) were used. Following
common guidelines (Kline, 2005; Brown, 2006), a WRMR <0.90, a
TLI and CFI >0.95 and a RMSEA <0.05 were considered to indicate a
good model ﬁt. A TLI and CFI between 0.90 and 0.95 and an RMSEA
between 0.05 and 0.08 were considered to indicate a reasonable ﬁt.
Items with completely standardized factor loadings (l) <0.40 were
considered to indicate sources of strain and were deleted from the
factor solution. In addition, modiﬁcation indices and expected
parameter changes were reviewed to identify areas of misﬁt.
Suggested modiﬁcations that were considered theoretically sound
were implemented (Kline, 2005; Brown, 2006; Muthén, 2004).
To adjust for the clustering design of the study, dummy
variables for the 13 sites were included as covariates into all CFA
models. The CFA analyses were conducted using Mplus version 5.1
(Muthén and Muthén, 2007).
Cronbach’s alpha coefﬁcients were calculated as measure of
internal consistency. Despite being limited in several respects
(Sijtsma, 2009), they were used to facilitate comparison with
existing studies in the ﬁeld.
3. Results
3.1. Content validity
The experts interviewed on the content validity conﬁrmed that
the items of the translated questionnaire adequately represent
internalized stigma in the Malayalam-speaking population of
Kerala. Thus, the experts concluded that there were no important
missing aspects of internalized stigma among Malayalam speakers,
and that there were no questions that appeared not to be
applicable for this population. Thus, they did not recommend
adding or subtracting any items.
3.2. Factorial validity
3.2.1. Sample description
In total, data from 290 respondents was available for analysis.
Table 1 shows the socio-demographic characteristics of the
sample. It consisted of a similar proportion of males and females
with the overall mean age being 44.9 years. The majority of
participants in the sample (92.1%) were residing in rural areas. In
terms of socio-economic status, about 10% of the sample
population were graduates and/or skilled workers including
professionals. These demographics resemble those of the total
population of Kerala (Government of India, 2011). The majority of
patients suffered from bipolar affective disorders (38.3%) and
schizophrenia (27.4%). Other conditions were dementia, anxiety
disorders and depressive disorders, psychosis and epilepsy. The
average duration of illness was 16.2 years.
Table 2 shows the responses to the items of the Internalized
Stigma of Mental Illness (ISMI) scale by category. The proportions
of respondents who agreed or strongly agreed with the items of the
ISMI factors ranged from 36% to 62% for the alienation factor, 20%
to 53% for the stereotype endorsement factor, 32% to 52% for the
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Table 1
Socio-demographic and disease characteristics of the study sample.
Age (years) (mean  SD)

44.9

11.7

Sex (n, %)
Male
Female

143
147

49.3
50.7

Place of residence (n, %)
Urban
Rural

23
267

7.9
92.1

Education (n, %)
No schooling
Primary school (class 4)
Upper primary school (class 7)
High school (class 10)
Graduation
Post-graduation and above

9
51
60
145
22
3

3.1
17.6
20.7
50.0
7.6
1.0

Occupation (n, %)
Non-employed
Skilled
Unskilled
Retired
Student
Housewife/homemaker

57
31
117
2
3
80

19.7
10.7
40.3
0.7
1.0
27.6

Monthly household expenditure (n, %)
<3100 Indian Rupees
3100 Indian Rupees

145
145

50.0
50.0

Marital status (n, %)
Single
Currently married
Widowed
Divorced/Separated

81
143
27
39

27.9
49.3
9.3
13.4

Family typea (n, %)
Nuclear
Joint

39
251

13.4
86.6

Religion (n, %)
Hindu
Christian
Others

200
64
26

69.0
22.1
9.0

Casteb (n, %)
Backward
Forward

131
159

45.2
54.8

Diagnosis (n, %)
Bipolar affective disorders
Schizophrenia
Dementia and anxiety disorders
Psychosis
Depressive disorders
Epilepsy
Alcohol dependent syndrome

111
79
44
24
16
12
4

38.3
27.2
15.2
8.3
5.5
4.1
1.4

a
Nuclear family is a family structure where ﬁrst degree relatives live under a
single roof; whereas in joint families, ﬁrst, second and/or third relatives live under a
single roof.
b
Backward caste: castes which are educationally and socially disadvantaged;
Forward caste: the social group that has the highest status in society, especially the
aristocracy.

discrimination experience factor and 31% to 51% for the social
withdrawal factor. The proportion of respondents who agreed or
strongly agreed was also high for the items of the stigma resistance
scale, ranging from 58% to 87%. For the calculation of mean scores
the items of the stigma resistance scale were inversely coded in
line with other studies in the ﬁeld.
The scale mean scores ranged from 1.9 for the domain of
reversely coded stigma resistance scale to 2.4 for the domain of
social withdrawal. The range of proportions of respondents with
mean score >2.5 was between 17.9% for the stigma resistance and
44.8 for the alienation domain (Table 3). Internal consistencies for
the ﬁve factors consisting of 29 items were Cronbach’s a = 0.78 for
alienation, a = 0.73 for stereotype endorsement, a = 0.84 for

T. James et al. / Asian Journal of Psychiatry 20 (2016) 22–29

26

Table 2
Responses to the items of the Malayalam language Internalized Stigma of Mental Illness Inventory (ISMI) by category (%,n = 290).
Response (%)

Sub-scale/items

Strongly
disagree

Disagree

Agree

Strongly
agree

Alienation
1.I feel out of place in the world because I have a mental illness
5. I am embarrassed or ashamed that I have a mental illness
8. I feel inferior to others who don’t have a mental illness
16. I am disappointed in myself for having a mental illness
17. Having a mental illness has spoiled my life
21. People without mental illness could not possibly understand me

55.9
43.1
44.5
27.9
36.9
52.4

6.9
8.6
6.6
10.0
11.0
12.4

11.7
12.4
13.8
10.3
14.1
15.5

25.5
35.9
35.2
51.7
37.9
19.7

Stereotype endorsement
2. Mentally ill people tend to be violent
6. Mentally ill people shouldn’t get married
10. People with mental illness cannot live a good, rewarding life
18. People can tell that I have a mental illness by the way I look
19. Because I have a mental illness, I need others to make most decisions for me
23. I can’t contribute anything to society because I have a mental illness
29. Stereotypes about the mentally ill apply to me

32.8
57.9
54.1
46.9
47.2
48.6
43.4

14.5
22.4
14.5
10.0
4.1
8.6
11.7

16.6
7.6
10.0
16.9
7.9
12.4
17.9

36.2
12.1
21.4
26.2
40.7
30.3
26.9

Discrimination experience
3. People discriminate against me because I have a mental illness
15. People often patronize me, or treat me like a child, just because I have a mental illness
22. People ignore me or take me less seriously just because I have a mental illness
25. Nobody would be interested in getting close to me because I have a mental illness
28. Others think that I can’t achieve much in life because I have a mental illness

39.3
49.0
49.7
60.3
37.9

8.3
8.3
7.2
8.3
12.1

13.1
9.7
12.8
9.7
15.5

39.3
33.1
30.3
21.7
34.5

Social withdrawal
4. I avoid getting close to people who don’t have a mental illness to avoid rejection
9. I don’t socialize as much as I used to because my mental illness might make me look or behave ‘‘weird’’
11. I don’t talk about myself much because I don’t want to burden others with my mental illness
12. Negative stereotypes about mental illness keep me isolated from the ‘‘normal’’ world
13. Being around people who don’t have a mental illness makes me feel out of place or inadequate
20. I stay away from social situations in order to protect my family or friends from embarrassment

36.6
38.3
35.9
42.4
47.9
57.2

11.7
10.7
4.8
13.1
11.0
10.0

12.8
15.2
16.2
12.4
16.2
13.1

39.0
35.9
43.1
32.1
24.8
19.7

Stigma resistance
7. People with mental illness make important contributions to society
14. I feel comfortable being seen in public with an obviously mentally ill person
24. Living with mental illness has made me a tough survivor
26. In general, I am able to live my life the way I want to
27. I can have a good, fulﬁlling life, despite my mental illness

15.2
32.8
26.2
23.4
9.0

7.6
9.0
7.2
8.3
3.8

13.8
10.3
17.9
25.5
15.5

63.4
47.9
48.6
42.8
71.7

discrimination experience, a = 0.82 for social withdrawal and
a = 0.22 for stigma resistance. Cronbach’s a was 0.91 for all ﬁve
factors combined and 0.93 for all factors excluding stigma
resistance.

Table 3
Mean scores of scales and percentage of respondents with mean scores > 2.5 (based
on the original 29-item measurement model).
Scales

Sub-scale*
Alienation
Stereotype
endorsement
Discrimination
experience
Social withdrawal
Stigma resistance
(reversely coded)
Full scale
Full scale consisting
of all sub-scales
Full scale consisting
of all sub-scales
expect stigma
resistance
*

Mean;
standard
deviation

Percentage of
respondents
with mean
scores > 2.5

2.4; 0.9
2.2; 0.8

44.8
34.8

2.3; 1.0

41.7

2.4; 0.9
1.9; 0.6

43.8
17.9

2.2; 0.6

48.6

2.3; 0.8

41.4

Higher scores indicate higher expression of stigma.

3.2.2. Conﬁrmatory factor analysis
The theorized factor structure of the ISMI consisting of 29 items
and 5 factors had a suboptimal model ﬁt as indicated by different
ﬁt indices (Model 1: x2 = 280.326 [df = 139, p < 0.001];
WRMR = 0.940; TLI = 0.971, CFI = 0.948; RMSEA = 0.059). In addition, item 24 of the stigma resistance scale showed a high negative
factor loading (l = 0.861), while the items 7 and 14 of the scale
showed low positive loadings (item 7: l = 0.376; item 14:
l = 0.266). Considering the fact that only two items of the scale
showed satisfactory loadings, the stigma resistance scale was
removed from the measurement model and the factor structure
was reparameterized accordingly. The modiﬁed measurement
model, consisting of 24 items and 4 factors showed a reasonable to
good model ﬁt, as indicated by all model ﬁt indices (Model 2:
x2 = 225.245 [df = 122, p < 0.001]; WRMR = 0.868; TLI = 0.979,
CFI = 0.960; RMSEA = 0.054). Modiﬁcation indices and expected
parameter changes indicated that the items 16 and 21 of the
alienation factor cross-loaded on several of the other dimensions.
Further inspection of the factor loadings showed that item 6 only
loaded weakly (l = 0.365) on the stereotype endorsement scale.
Despite the acceptable ﬁt of model 2, we therefore decided to
implement the three modiﬁcations and rerun the CFA on the
remaining 21 items. The reduced model, consisting of 21 items and
4 factors resulted in a good model ﬁt (model 3: x2 = 194.882
[df = 111, p < 0.001]; WRMR = 0.817; TLI = 0.981, CFI = 0.966;
RMSEA = 0.051) and was considered the ﬁnal ﬁrst-order measurement model of the ISMI in the present population of Malayalam
speakers. Based on this model, a measurement model with one
second-order factor representing internalized stigma was tested.
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Fig. 2. Factor structure of the modiﬁed* measurement model of the Malayalam language Internalized Stigma of Mental Illness Inventory (ISMI) (numbers displayed on the
arrows signify completely standardized factor loadings, n = 290). (* In the course of the analysis the stigma resistance dimension (items 7, 14, 24, 26 and 2) as well as the items
6, 16 and 21 were removed for reasons outlined in Section 3.)

The second-order model did not show a signiﬁcant degradation in
model ﬁt as compared to the ﬁrst-order solution (model 4:
x2 = 194.333 [df = 111, p < 0.001]; WRMR = 0.819; TLI = 0.982,
CFI = 0.966; RMSEA = 0.051). This becomes evident in unchanged
(TLI, CFI, RMSEA) or marginally larger (WRMR) ﬁt indices in the
second-order as compared the ﬁrst-order model and is also
reﬂected in a non-signiﬁcant x2 difference test as conducted by
means of the Mplus DIFFTEST option (Dx2 = 2.184 [df = 2,
p > 0.05]).
The factor loadings of the second-order model are displayed in
Fig. 2. Internal consistencies for the four factors of the modiﬁed 21item measurement model were Cronbach’s a = 0.71 for alienation,
a = 0.73 for stereotype endorsement, a = 0.84 for discrimination
experience and a = 0.82 for social withdrawal. Cronbach’s a for the
second-order factor ‘‘internalized stigma’’ was 0.93.

4. Discussion
The aim of our study was to adapt the Internalized Stigma of
Mental Illness (ISMI) scale to the Malayalam-speaking population
of Kerala, India and to test its content and factorial validity by
means of qualitative expert interviews and conﬁrmatory factor
analysis. While the ISMI has been used in different research
settings and has been translated into over 50 languages, to the best
of our knowledge, our study is one among two to test its factorial
structure by means of a hypothesis-testing approach. The other
available conﬁrmatory analysis has been conducted on the Chinese
version of the ISMI in Taiwan (Chang et al., 2014).
Our study showed that the Malayalam version of the hypothesized original measurement model of the ISMI, consisting of 29
items and 5 factors, has a mediocre ﬁt in the population of Kerala.
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Aside from two cross-loading indicators and one indicator with a
low factor loading, the stigma resistance factor was identiﬁed to be
a source of considerable misﬁt. Similar observations, although
mostly on an exploratory basis, were made in other studies, which
applied the ISMI in different populations and research contexts and
identiﬁed the stigma resistance scale to have poorer psychometric
properties than the other ISMI scales. This, for example, became
evident in low internal consistencies and a low correlation with the
other ISMI scales (see the review by Boyd et al., 2014 for an
overview). Comparably poor psychometric properties of the stigma
resistance scale were also observed in the original validation study
of the ISMI (Ritsher et al., 2003). The reason for this likely is that the
stigma resistance scale is conceptually different from the other
scales of the instrument. In addition, the reverse coding of items of
the stigma resistance scale presumably makes it difﬁcult for
respondents to switch response sets, thus contributing to the poor
performance of the scale.
Unlike the Chinese version of the ISMI, we also found sources of
poor model ﬁt in a few other items. Item 6 (‘‘Mentally ill people
shouldn’t get married’’) which was hypothesized to load on the
stereotype endorsement dimension showed a low factor loading in
our sample. A low loading of this item was also observed in the
original validation study. In the present study, modiﬁcation indices
indicated that the items 16 (‘‘I am disappointed in myself for
having a mental illness’’) and 21 (‘‘People without mental illness
could not possibly understand me’’) cross-loaded on other
dimensions. Similar ﬁndings were obtained in the original
validation study where item 16 cross-loaded on the social
withdrawal and item 21 cross-loaded on the stereotype endorsement, discrimination experience and social withdrawal dimension.
Cross-loadings of item 21 partially exceeded the primary loadings
in size (Ritsher et al., 2003). A cross-loading of item 21 on the
perceived discrimination dimension was also reported in the
Amharic validation study (Assefa et al., 2012).
There are certain reasons that these items might be less
applicable to the construct of internalized stigma in a cultural
setting like that of India where family plays a major role in the care
of mentally ill patients and where religion and other existing belief
system contribute less to bearing self-blame for a person’s illness
(Stansfeld and Sproston, 2002). Studies have shown that social and
family support may decrease internalized stigma (Verhaeghe et al.,
2008; Yanos et al., 2008). Additionally, religion and family act as a
protective factor by giving hope and support when a family
member is suffering from illness (Davis and Brekke, 2014). This can
be the reason why many of the persons with mental disorders do
not feel that they are disappointed with themselves even while
having mental illness. Furthermore, Kerala is a state with a
comparably high literacy rate (Government of India, 2011).
Psychiatric hospitals and clinics are very common and social
media plays a major role in creating awareness about mental
disorders in the state (World Health Organisation and World
Organization of Family Doctors, 2008). This can be one of the
reasons why participants felt that others could understand them.
The items 6, 16 and 21 as well as the items of the stigma
resistance scale should be thoroughly scrutinized in further
applications of the instrument and considered for deletion in case
they show to be similarly problematic as in the present case.
Considering our data, we regard analyses based on the reduced
measurement models to be superior with respect to validity and
reliability over analysis based on the full measurement model.
Researchers must be aware, however, that any changes to the
measurement model limit the comparability to existing and future
studies which are based on the original model.
One aspect to consider in our investigation is that the
proportion of individuals reporting high stigma was higher than
in other evaluation studies of the ISMI (Boyd et al., 2014). Still, the

properties of the questionnaire should be considered independent
of the level of stigma of the study population.
The internal consistencies of the reduced measurement model
resembled those from some other versions of the ISMI which
removed the stigma resistance scale because of low reliability
(Boyd et al., 2014).
Our study has some limitations. The study is facility-based;
therefore the ﬁndings cannot be generalized to people in the
community who remain undiagnosed or untreated. The changes
we applied to the original measurement model of the ISMI as
guided by indices of model ﬁt and other criteria have to be
considered an exploratory approach (Brown, 2006). Future
validations of the questionnaire both in Malayalam as well as in
other languages would be needed in order to conﬁrm these
changes as valid modiﬁcations to the measurement model.
Given the role of internalized stigma as one of the main factors
for delays in seeking appropriate treatment among people with
mental disease conditions, the availability of a valid instrument for
the study of this construct is of high relevance for research and
clinical practice. Our study shows that despite some necessary
modiﬁcations the translated and adapted Malayalam ISMI can be
considered a valid instrument in terms of its factor structure and
content. This makes the ISMI applicable to a large population in
India where little is known about the prevalence and determinants
of internalized stigma.
Future investigations should further examine the possible
sources of a reduced model ﬁt that we identiﬁed and that are also
suggested by other studies which applied the ISMI in different
population groups (e.g., with respect to deleting the stigma
resistance subscale). The properties of the questionnaire may
reﬂect the disease proﬁle in the underlying sample. Similar to other
studies in the ﬁeld, our sample comprised individuals with
different disorders. Future studies should therefore also examine
whether the factor structure of the ISMI is dependent on the
clinical conditions of the respondents and whether this can explain
the poor performance of some items identiﬁed in the present and
previous studies. Finally, other aspects of validity, such as
convergent and divergent validity, need to be explored for the
Malayalam version. It would be particularly important to examine
whether the external validity of the reduced scale is superior to
that of the full version.

Appendix A
Original (English) version of the Internalized Stigma of Mental
Illness inventory (ISMI) (Ritsher et al., 2003)
We are going to use the term ‘‘mental illness’’ in the rest of this
questionnaire, but please think of it as whatever you feel is the best term
for it.
For each question, please mark whether you strongly disagree,
disagree, agree, or strongly agree.
1
2
3
4
5
6
7
8
9
10
11

I feel out of place in the world because I have a mental illness
Mentally ill people tend to be violent
People discriminate against me because I have a mental illness
I avoid getting close to people who don’t have a mental illness to avoid
rejection
I am embarrassed or ashamed that I have a mental illness
Mentally ill people shouldn’t get married
People with mental illness make important contributions to society
I feel inferior to others who don’t have a mental illness
I don’t socialize as much as I used to because my mental illness might
make me look or behave ‘‘weird’’
People with mental illness cannot live a good, rewarding life
I don’t talk about myself much because I don’t want to burden others
with my mental illness
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12
13
14
15
16
17
18
19
20
21
22
23
24
25
26
27
28
29

Negative stereotypes about mental illness keep me isolated from the
‘‘normal’’ world
Being around people who don’t have a mental illness makes me feel out
of place or inadequate
I feel comfortable being seen in public with an obviously mentally ill
person
People often patronize me, or treat me like a child, just because I have a
mental illness
I am disappointed in myself for having a mental illness
Having a mental illness has spoiled my life
People can tell that I have a mental illness by the way I look
Because I have a mental illness, I need others to make most decisions for
me
I stay away from social situations in order to protect my family or friends
from embarrassment
People without mental illness could not possibly understand me
People ignore me or take me less seriously just because I have a mental
illness
I can’t contribute anything to society because I have a mental illness
Living with mental illness has made me a tough survivor
Nobody would be interested in getting close to me because I have a
mental illness
In general, I am able to live my life the way I want to
I can have a good, fulﬁlling life, despite my mental illness
Others think that I can’t achieve much in life because I have a mental
illness
Stereotypes about the mentally ill apply to me

Response categories:
1.
2.
3.
4.

Strongly disagree
Disagree
Agree
Strongly agree
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