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ABSTRACT 

Background 

 A community with basic knowledge of common mental disorders can contribute to 

reducing the burden on health professionals. This underscores the need for a community 

to have mental health literacy. This study aims to assess the knowledge and beliefs about 

mental disorders and its socio-psychological correlates in the rural community of Kollam 

district. 

Methods 

 A cross-sectional survey was conducted among 298 people in the age group 18-64 years 

from 3 randomly selected block panchayats of Kollam district. A validated mental health 

literacy survey questionnaire was used. Data analysis was done using SPSS version 21. 

Results 

 The mean age of the respondents was 39.56 (SD 12.6) years. Females constituted 54.7 

percent of the respondents and males were 45.3 percent. The mean personal stigma score 

was 26.60 (SD 3.76) indicating moderate levels of personal stigma while the social 

distance in the community was lower with a mean score of 2.89 (SD 1.78). The 

community had wrong beliefs about the causes and risk factors of depression and 

schizophrenia with a mean score 3.06 (SD 1.91). Recognition of depression was 

significantly associated with reduced personal stigma (p<0.05) for men and knowledge 

about other options for supporting persons with depression was associated with increased 

social distance (p<0.05) for women. Knowledge about other options for supporting 

persons with schizophrenia was significantly associated with reduced social distance 

(p<0.05) for men, knowledge about persons who can help and knowledge about potential 

recovery from schizophrenia was associated with reduced personal stigma (p<0.05) for 

women. Psychiatric medicines (8.4%) and standard psychiatric treatments (7.7%) were 

rated as helpful by only a few respondents.   

Conclusions 

The community should be sensitized with respect to all mental disorders, especially 

schizophrenia. Special efforts should be made to include women and older persons in 

such efforts.  This can considerably bring down the stigmatizing attitude of the public and 

the social distance in the community. Self-help interventions are better accepted for 

treatment of mental disorders in comparison to standard psychiatric treatments. 

Interventions to raise overall mental health literacy would benefit the community. 

However, further investigation is required to identify interventions that balance self care 

with professional care in order to improve mental health literacy.
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Chapter 1 

Introduction 

 

1.1 Background 

Mental health disorders are not trivial in comparison to physical health but are often 

neglected. This contributes to the escalation of the burden of mental health disorders. The 

high lifetime prevalence of mental disorders exposes almost everyone directly or 

indirectly to any mental disorders
1,2 

(either an individual experiences disabling 

psychological symptoms or has close contact with someone who experiences such 

symptoms
1
). 

Recognition of mental disorders is important, if people are able to identify correct 

psychiatric labels or have knowledge about the symptoms, they will be able to 

communicate with the health care provider regarding the condition in a better way.
1
 This 

can also help the health care providers in diagnosing mental disorders in the patient if 

he/she presents  having psychological distress.
1,3,4

  

The public attribute many causes  for mental disorders and this causal attribution shapes 

help-seeking behaviour.
1
 Understanding the causal beliefs is important to identify the 

help-seeking patterns of the public.  This will help to improve the understanding of 

common beliefs, particularly if there are beliefs that promote help-seeking among the 

public.  

Beliefs about medication can be another contributing factor that prevents seeking medical 

help and/or lack of adherence to the prescribed treatment.
1
 There is wide-spread negative 

view about psychotropic medications among the public
1
 and therefore patients tend to 

avoid it to keep away from the side-effects of the medication. 
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The public attitude towards mental disorders or mentally ill people also contributes to 

increasing the burden. The stigmatizing and discriminatory attitude towards mentally ill 

people may cause them to withhold treatment, thereby increasing the burden of mental 

disorders.  

Poor knowledge about mental health disorders can cause patients to seek inappropriate 

care and contribute to delay in diagnosis of mental disorders due to unnecessary 

investigations that can burden the health care system.
1
  

The prevention of mental disorders and helping people with mental disorders are the main 

task of the mental health professionals.
1
 The high prevalence of mental disorders creates a 

high demand for professionals and they may focus on treatment of patients with chronic 

or severe problems. A mentally literate community can help reduce the burden on 

professionals, if they have a basic knowledge about the common mental disorders. This 

helps in prevention and early intervention and reduction in the burden of mental 

disorders. 

The area of physical health has widely accepted the concept of health literacy
1
 (defined as 

„the cognitive and social skills which determine the motivation and ability of individuals 

to gain access to, understand and use information in ways which promote and maintain 

good health‟.
5,6

) in the promotion, prevention and in the treatment of physical health 

problems. The concept of health literacy encompass the idea that individuals will be able 

to take actions to prevent certain diseases, promote health by taking actions to improve 

their physical health, it also includes the ability to access health information for 

improving the physical health. The public knowledge of physical health is acknowledged, 

while that of mental health is given least importance or is rather neglected.
1,7 ,8
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Enhancing the mental health literacy can reduce stigma and discrimination against the 

people with mental disorders, improve the help-seeking behaviour of the community and 

thereby reduce the burden of the mental health disorders in the community. 

1.2 Rationale 

The people with mental disorders are at a greater risk of suicide, which is a major public 

health problem. Recognition of the disorder at an early stage helps in early treatment 

thereby reducing the risk of suicide and other developmental problems associated with the 

disorder. Knowledge of the extent of prejudice towards people with mental health 

problems may aid understanding of poor health seeking amongst those afflicted. 

Knowledge about mental health problems and the ability to recognise it reduce 

discrimination. This knowledge is a component of the mental health literacy. A society 

like Kerala, where literacy is one of the highest in the country, is also one where the 

burden of mental disorders is also reportedly high.  The state also accounts for 10.1 

percent of the suicides in the.
9
 The suicide rate of Kerala for the year 2012 was 25.4 per 

100,000 population. Kollam ranks first (41.3 per 100,000 population) in suicide rate in 

the year 2012 followed by Thiruvanathapuram (41.1 per 100,000 population).
9
 Therefore 

this study aims to find out the knowledge and beliefs about the mental disorders in the 

cultural context of Kerala. 

1.3 Research question 

How well do people recognize mental health disorders in Kerala and what are the socio-

psychological correlates of this recognition?  
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1.4 Objectives 

1. To assess the knowledge and beliefs about mental disorders in the community and 

2. To determine the socio-psychological correlates of knowledge and beliefs about 

mental disorders in the community 

 

1.5 Chapters 

The first chapter introduces the issue of mental health literacy and its relevance to 

reducing the burden of mental health in the community. The second chapter includes a 

review of literature relevant to mental health literacy and its correlates.  The third chapter 

consists of a description of the methodology used in the study and the ethical 

considerations of the study. The fourth chapter lists the findings of the study, 

systematically and the last chapter discusses these findings and their implications. 
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Chapter 2 

 Review of literature 

 

This chapter summarises the literature reviewed on mental health literacy, both globally 

and in India. The literature was identified using pub med search items „mental health 

literacy‟, „health literacy‟, „mental disorders‟, „depression‟, „schizophrenia‟, „knowledge 

and beliefs about mental disorders‟, „stigma‟, „personal stigma‟ and „attitude towards 

mental illnesses; restricting the literature to the period 1995 to June 2014.  All full text 

articles that were accessible were included. This consisted of 11 reports from the World 

Health Organisation (WHO), and 39 journal articles.  

The literature review has been described in ten sections according to the various 

components of mental health and mental health literacy. 

2.1 Mental and behavioural disorders 

The WHO defines mental health as „a state of well being in which every individual 

realizes his or her own potential, can cope with the normal stresses of life, can work 

productively and fruitfully, and is also able to make a contribution to his/her own 

community.‟
10

  

Mental and behavioural disorders include a set of disorders defined by the international 

statistical classification of diseases and related health problems (ICD-10).
11

 

„Common Mental Disorders‟ (CMD), a term coined by Goldberg and Huxley, describes 

„disorders that are commonly encountered in community settings, and whose occurrence 

signals a breakdown in normal functioning‟ and it includes conditions that manifest with 

symptoms of anxiety, depression and other „neurotic‟ phenomenon.
12
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2.1.1 Alzheimer’s disease and dementia 

Dementia is a syndrome due to disease of the brain, usually chronic and progressive in 

nature. There is disturbance in memory, thinking, orientation, comprehension, 

calculation, learning capacity, language and judgement. Alzheimer‟s disease is the most 

common form of dementia and contributes to 60-70 per cent of cases.
13 

Dementia is a normal part of aging and in 2010 around 35.6 million people were 

estimated to be living with dementia.
13 

2.1.2 Schizophrenia 

The term „schizophrenia‟ was introduced by a Swiss psychiatrist Bleuler and it refers to a 

major psychiatric disorder for which the causes are still unknown and it involves 

disturbance in thinking, perception, affect and social behaviour.
14

  

The lifetime prevalence of schizophrenia is 1-18 per 1000 population.
14

 Schizophrenia 

affects about 24 million people worldwide
11

, affecting 7 per 1000 adult population mostly 

in the age group 15-35 years.
15 

Schizophrenia is a treatable disorder and the treatment is effective if done in the initial 

stages. Hence, the identification of the disorder in the initial stages is important. Recent 

studies show that 10 per cent of people with schizophrenia die by suicide, and about 30 

per cent of schizophrenia patients attempt suicide once in their lifetime.
11

 

2.1.3 Depressive disorders 

 „Depression is different from usual mood fluctuations and is characterized by sustained 

feeling of sadness for two weeks or more and interferes with the ability to function 

normally‟. Globally 350 million people suffer from depressive disorders.  Depression is 
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more common in women with a point prevalence of 3.2 percent for women compared to 

1.9 percent in men.
11

Global burden of disease 2000 analysis shows that unipolar 

depression is the fourth leading cause of burden among all diseases, accounting for 4.4 

per cent of the total DALYs and it is estimated that, if the current trend for 

epidemiological and demographic transition continues, by the year 2020 the burden will 

increase to 5.7 per cent of the total burden of disease.
11

 Depression is associated with 

stigma and hence people do not seek treatment. Cultural attitudes towards the mental 

illness and lack of knowledge leads to reluctance in treatment seeking .
16 

Depression may 

be one of the main reasons for suicide.
17

 

2.1.4 Mental and behavioural disorders due to psychoactive substance use 

Among the burden of diseases and disability caused by alcohol, 34 percent is attributed 

by neuropsychiatric disorders due to alcohol use including alcohol dependence.
18 

The 2005-06 estimates show that 200 million people have used illicit drugs; around 13 

million are injection drug users. An increased risk of premature death is seen in 

dependent heroin users due to drug overdose, violence, and suicide.
18

 The illicit drugs 

include heroin, cannabis and cocaine. High suicide rate is attributable to alcohol and drug 

dependence.
18

 

2.1.5 Disorders of childhood and adolescence 

The ICD-10 classifies disorders of childhood and adolescence into two broad categories: 

disorders of psychological development, and behavioural and emotional disorders.
11

The 

mental disorders that are seen in adults usually begin in the childhood or youth. Around 

50 percent of mental disorders of adults have their onset before the age of 14 years. The 

risk factors of mental disorders in adolescence are mainly the use of drugs and alcohol.
18 
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2.1.6 Suicide  

The act of deliberately killing oneself is called suicide. Suicide is the third leading cause 

of death globally in people in the age group 15-34 years and the 13
th

 leading cause of 

death in all age groups.
11

 Globally it accounts 1.3 percent of the disease burden 

(DALYs).
11

 Depression, schizophrenia, alcohol and drug dependence contribute to the 

high rates of suicide.
18

 

2.2 Global burden of mental disorders 

About 450 million people suffer from mental disorders worldwide and a very small 

proportion of them receive treatment. Mental and behavioural disorders affect one in four 

during their lifetime. The total Disability Adjusted Life Years (DALYs) lost due to 

neuropsychiatric conditions account for 13 per cent and a 15 per cent increase is 

estimated by 2020.
19

  

Mental disorders are the leading cause of disability, ranking 4 out of 10 of the leading 

diseases worldwide. About 12 per cent of the global burden of the diseases is accounted 

for mental and behavioural disorders.
11

  

2.3 National burden 

Neuropsychiatric disorders are estimated to contribute to 11.6 per cent of the global 

burden of diseases in India.
20

 The Ministry of Health and Family Welfare in India 

estimates that 6-7 per cent of the total population suffer from mental and behavioural 

disorders with 1 per cent suffering from severe mental disorders. 

The National Commission on Macroeconomics and Health (NCMH) data suggest that at 

least 6.5 per cent of the population of India suffer from some form of serious mental 
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disorders.
21

 In India the suicide rate is 12.2 per 100,000 population for males and 9.1 

percent for females in 2008.
22 

2.4 State burden 

According to the 2011 Controller and Auditor General‟s (CAG) report on the utilization 

of health funds in the state, Kerala had around 5.8 percent of the population suffering 

from mental illness compared to the national average of 2 per cent.
23 

Family problems constitute a major cause of suicide in the state followed by mental 

illness. According to State Crime Records Bureau, in Kerala during the year 2012, 

suicides due to family problems were 44.1 per cent, and that due to mental illness were 

13.9 per cent.
9
 Over the past three years, Kollam district has had the highest number of 

suicides (41.3 per 100,000 population) compared to other districts  in Kerala.
9
 

2.5 Health literacy and mental health literacy 

Health literacy encompasses broad ideas and includes the environmental, political and 

social determinants of health and not the narrow concepts of health literacy and 

individual-centred health. Health literacy has been defined as „the cognitive and social 

skills which determine the motivation and ability of individuals to gain access to, 

understand and use information in ways which promote and maintain good health.
5,6

 

Health literacy is an important component of empowerment for the people to make 

decisions about their health. The definition of health literacy implies not only personal 

benefits but it also implies that if health literacy of the population is improved, the society 

as a whole will benefit by enabling the community to take effective actions for their 

health.
6
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Mental Health Literacy is a term derived from „health literacy‟ and it was first introduced 

in Australia by Anthony F Jorm.
24

 The term mental health literacy is defined as 

„knowledge and beliefs about mental disorders which aid their recognition, management 

or prevention‟.
1,24,25

  

Mental health literacy includes several components: 

a) The ability to recognize specific disorders or different types of psychological 

distress; 

b) Knowledge and beliefs about risk factors and causes; 

c) Knowledge and beliefs about self-help interventions; 

d) Knowledge and beliefs about professional help available; 

e) Attitude which facilitate recognition and appropriate help-seeking and 

f) Knowledge of how to seek mental health information. 

The enhancement of mental health literacy is very important because this helps in 

recognition of the mental disorders. Identification of the belief system involved regarding 

mental disorders can help to shape the type of interventions the community seek for 

mental disorders. 

2.6 Public knowledge and beliefs about mental disorders 

Public has poor understanding of mental health disorders. They are unable to identify 

mental disorders as such. They do not understand the causal factors correctly. Therefore, 

the public perception that a mentally ill person is dangerous drives the discriminatory 

attitude towards people with mental disorders. Further there is lack of knowledge about 

the effectiveness of treatment options for mental health problems. All these are suggestive 

of the poor knowledge of mental health disorders in the community.
1 
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2.6.1 Recognition of mental disorders 

Public lack the knowledge to correctly identify mental disorders.
1,26

 Recognition of 

mental disorders is important.  However, as patients present themselves to the general 

practitioner with their symptoms, if they present the symptoms as psychological, 

detection of mental health disorders are hastened. The ability to recognise the disorder 

can help in seeking appropriate treatment.
1
 

Literature suggest that only few members of the public are able to correctly label  mental 

illnesses even though they were able to  recognize the vignette presented as a person 

having  some sort of mental disorder. Most of the lay people do not view mental disorders 

as health problems.
27

 Depression is the most common mental disorder identified by the 

public, and the next most frequently identified disorder was anxiety, followed by stress. 

The factors that contribute to recognition of mental disorders are not clearly identified by 

the community members. Personal experience may be a contributing factor as the people 

who had close contact with people having depression identified depression as an illness. 

Age and gender may contribute to recognition. The recognition of depression was higher 

in young people
28

 and in women
27

 and the same was the case with psychosis.
29

 There is a 

gender difference in mental health literacy, men are poor in recognising symptoms 

associated with mental illness.
30

 Correct identification of mental disorder (depression and 

psychosis) was associated with the level of education.
31

 

2.6.2 Labelling  

Labelling the disorder as mental disorder shapes the public attitude towards people with 

mental disorders. Labelling can be regarded as having positive effects according to 

sociological theory. The labelling of mental health problem as an illness will be detaching 

the patient from being responsible for the condition. Conversely, it also imposes negative 
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effects of psychiatric labelling. Labelling triggers the negative stereotype of mentally ill 

people among the community. This negative stereotype can then lead to discrimination 

against those with mental disorders. Labelling schizophrenia as a mental illness shows 

more of negative effects than positive effects, since schizophrenia was linked to the 

stereotype of dangerousness while depression had no such effect in a study conducted in 

Germany to assess the impact of labelling on public attitudes towards people with 

schizophrenia and major depression.
32 

2.6.3 Beliefs about causes and risk factors 

The cause of mental illness is explained in multiple ways by different communities 

around the world. Western cultures mostly identify psychosocial factors as the cause of 

mental illness, whereas, in countries like India a constellation of causes are attributed to 

be the cause of mental illness. Some explain mental disorders from a biomedical 

framework, while others use traditional, supernatural or religious concepts to explain 

it.
33,34 

The reasons attributed to the cause of depression in India were family conflict, 

having an addicted family member, mental or emotional problems, problems from 

childhood, employment problems, poverty and physical illness.
35

 Community members in 

the United States of America attributed stress as the cause for mental illness.
36

 

 Understanding communities‟ beliefs about the cause of mental disorders is important, 

because this influences the nature of help-seeking among the individuals. If they attribute 

supernatural causes to mental disorders, the chance of going to religious healers is more 

than seeking professional help.
37

Thus, understanding of the local belief system is crucial 

for effective intervention. 
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2.7 Attitude towards mental illness/ mentally ill 

The mentally ill persons are subjected to stigma, and this stigma emanates from the 

prejudiced beliefs among the community members about mental illness. They consider 

the mentally ill as dangerous 
35,38

 and mental illness as the result of a character flaw.
39

 

The idea of distancing the mentally ill comes from the belief that the mentally ill are 

violent.
36

 Some studies show a positive relationship between attributing biological causes 

(heredity and brain problems) to mental illness and social distance.
40

 

 Attitude of the public can play an important role in treatment seeking by the mentally ill 

people. The more they fear social distance; the more they are likely to keep their 

symptoms a secret and delay the seeking of appropriate care.
25

 

Stigma is a major concern for the patient, but the means to reduce stigma are not clearly 

identified. Studies indicate that education may be useful in reducing misconceptions but 

there is no clarity on whether or not it would bring about a decline in the stigmatising 

attitude. The people thought to have high mental health literacy (especially mental health 

professionals) are not low in stigmatizing attitude compared to those with low mental 

health literacy. There is evidence to believe that stigma can be reduced by improving the 

mental health literacy.
7
 

Literacy was found to have significant association with attitude towards mentally ill. The 

non-literates had maximum negative attitudes towards mentally ill people when compared 

to literates.
41

  

2.7.1 Stigma and discrimination 

 Mental illness is often associated with stigma and discrimination. Mentally ill people 

suffer from public stigma, and also suffer self/internalized stigma. People with mental 

illness find it difficult to adjust to the reactions of society to their illness. The general 

public seems to be more prejudiced towards people with mental illness even as they 
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sympathize with those who experience physical illness. Persons with mental illness are 

held responsible for their illness as it is thought of as a consequence of a character flaw. 

Such beliefs result in discriminatory attitudes among the public.
42

 

The definition of Link and Phelan states, “Stigma exists when elements of labelling, 

stereotyping, separation, status loss, and discrimination co-occur in a power situation that 

allows these processes to unfold” 
43

With regard to mental health, all of these elements co-

exist. For this reason, people are reluctant to disclose mental health problems since they 

fear social rejection and discrimination.
44,45,46

  

2.8 Help-Seeking  

Help-seeking is a process involving multiple steps, the first step being awareness about 

the problem by the individual, expression of the problem and a need for help to others, 

followed by the recognition of appropriate help, and finally the willingness to seek the 

help and disclose the condition to the person from whom help is sought. 

The help-seeking is mostly shaped by the causal beliefs and public attitudes. The reasons 

for not seeking professional help in mental disorders are attributed to confidentiality- that 

other people may find out the mental health problems of an individual and the belief that 

treatment will not help. Poor mental health literacy, fear of stigma and discrimination are 

barriers to  help-seeking.
47,48 

Reluctance in help-seeking is associated with stigma and embarrassment among the 

public and also lack of understanding of the symptoms.
47

 

2.9 Knowledge and beliefs about mental disorders in India 

A range of causes are attributed to mental disorders in India and these include conflict 

with the family, with the neighbours and at work, a family member who is addicted, not 

married, poverty and financial difficulties.
35

 There are many myths associated with the 

causation of mental illness, including bad parenting, air pollution, loss of semen, poor 
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diet, past sin, curse of god, and evil eye. The medical explanation of causation is usually 

not widely accepted and this shapes the negative attitude towards the electroconvulsive 

therapy and other medical treatments.
49

 There is widespread belief about the effectiveness 

of prayer or pooja as the means to cure mental illness and this may also interfere with the 

possibility of approaching the psychiatric help for the treatment of mental disorders.
49 

2.10 Attitude towards mental illness or mentally ill in India 

Public perception of mentally ill as dangerous, mentally ill people are those with erratic 

behaviour and should be avoided are common thought in India and is consistent with the 

findings of other studies in other parts of the world. This concept of dangerousness is 

associated with social distance among the public.
35

  

Mental health literacy encompasses the knowledge and beliefs about treatment, help, 

recovery, likely outcome, and the recognition of the disorder. Measuring the mental 

health literacy helps to identify the prevalent beliefs about the mental illness in the 

community and the knowledge they have about mental disorders. This also helps us to 

identify the readiness of the community in various treatment-seeking options and their 

attitude towards those afflicted with mental disorders. Thus assessing the mental health 

literacy of a community will enable the public health professionals to determine the 

readiness of the public to deal with the issues surrounding care seeking for mental health 

problems. 
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Chapter 3 

Methodology 

 

3.1 Study design 

The study design was cross-sectional. A cross-sectional design was selected due to time 

constraints and feasibility issues. Other studies undertaken to examine mental health 

literacy globally have also used a cross-sectional study design.
24,35,48,49,50,51 

 

3.2 Study setting 

The study was located in Kollam district, Kerala, India. Kollam district was selected 

because of the high suicide rate.  This suicide rate has been attributed to mental disorders. 

The district-wise suicide rate in Kerala according to the State Crime Records Bureau 

(SCRB) is given below: 

Table 3.1 District-wise suicide rates (rate/100,000 population) in Kerala, 2006-2012 

Districts Year 

2006 2007 2008 2009 2010 2011 2012 

Idukki  38.6 39.5
** 

34.6 34.6 35.5
* 

42.3
* 

34.7 

Kollam 41.3
* 

42.0
* 

36.4
** 

38.6
* 

34.7
** 

41.2
** 

41.3
* 

Wyanad 40.1
** 

36.5 38.2
* 

35.4
** 

34.3 35.3 36.6 

Thiruvananthapuram 37.8 37.0 34.6 34.4 34.3 37.7 41.1
** 

Pathanamthitta 26.6 30.7 24.9 24.3 25.4 23.1 23.1 

Thrissur 30.3 27.7 27.1 31.5 29.9 29.6 28.0 

Palakkad 34.5 32.0 29.2 30.1 27.7 26.8 26.9 

Kannur 23.4 23.0 24.6 23.8 24.1 23.4 23.3 

Ernakulam 23.2 23.0 24.6 23.8 24.1 23.4 23.3 

Kasargod 18.7 20.5 18.9 22.2 19.1 17.3 20.7 

Kottayam  22.2 21.3 22.5 23.8 22.8 22.0 21.9 

Alappuzha 21.7 22.3 21.0 22.3 22.2 21.5 19.0 

Kozhikode 22.0 22.0 19.7 19.8 19.4 19.4 20.6 

Malappuram 11.3 10.6 10.6   8.9   9.8   8.8   8.3 

Source: Suicide in Kerala 2012 -Kerala State Mental health Authority. Available from: 

http://www.ksmha.org/Suicide%20in%20Kerala%20-%202012.pdf, accessed on Oct 24, 2014 

*- Rank 1 for suicide, **-Rank 2 for suicide 

 

http://www.ksmha.org/Suicide%20in%20Kerala%20-%202012.pdf
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Table 3.2 Reported cause for committing suicide, Kerala State, 2008-2012 (as percentage 

of the total reported suicides in the state) 

Cause Year 

2008 2009 2010 2011 2012 

Family problems 43.6 40.2 42.0 47.0 44.1 

Physical illness 16.6 17.6 16.0 13.0 12.3 

Mental illness
* 

15.3 16.3 15.0 12.0 13.9 

Financial problems   6.3   6.5   5.2   4.0   4.9 

Unemployment   0.4   0.2   0.2   0.2   0.3 

Failure in examination   0.5   0.5   0.7   0.7   0.4 

Love failure   1.4   1.4   1.6   1.2   1.3 

Job related problem   0.4   0.8   0.2   0.2   0.8 

Drug abuse/ addiction   2.7   3.0   3.4   3.4   3.2 

Others 12.8 14.5 15.7 18.3 18.7 

Total 25.2 25.5 24.8 25.3 25.4 

Source: Suicide in Kerala 2012 -Kerala State Mental health Authority. Available from: 

http://www.ksmha.org/Suicide%20in%20Kerala%20-%202012.pdf, accessed on Oct 24, 2014 

*- Rank 3 among all causes 
 

3.3 Sample size 

The anticipated proportion of the population which would recognize mental disorders as a 

disease/ health problem was assumed to be 32.0 percent.
49

Acknowledging mental 

disorders as a disease or health problem is the first step in treatment-seeking by the 

individuals. Taking this to be the expected proportion of persons who would recognise 

mental disorders as a disease within the population, 95 percent confidence interval and a 

precision of 8 and design effect 2, the sample size was calculated as 262 using Open Epi 

version 2.3.1. Considering 10 percent non response rate, the sample size was rounded to 

300. 

3.4 Sample selection 

Households were selected using multi-stage cluster sampling. Kollam district has 11 

block panchayats. From the 11 block panchayats, 3 blocks (Anchal, Pathanapuram, 

Kottarakkara) were randomly selected, from each block, 5 panchayats were randomly 

http://www.ksmha.org/Suicide%20in%20Kerala%20-%202012.pdf
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selected. From each panchayat - 2 wards were randomly selected. This resulted in a total 

of 30 wards being selected and from each ward, 10 households were visited for the 

interview. From a central location in the ward, by spinning a pen, the direction in which 

to move was decided. The first house encountered in that direction was selected and then, 

every 3
rd

 house was selected. In houses where there was more than one person in the age 

group 18-64 years; kish table was used to select the specific respondent. If there was no 

eligible person in the household, the next third household was visited, until 10 persons 

who responded to the interview were completed in a ward. 

3.5 Subject selection 

Inclusion criteria used were: 

1. Individuals in the age group 18-64 years, 

2. Persons in the household who were current residents of Kollam district, and 

3. Persons who could speak and understand Malayalam/English 

Exclusion criteria used were: 

1. Individuals diagnosed as having mental disorders at the time of interview and 

2. Individuals having any family member diagnosed as having mental disorder at the 

time of interview 

3.6 Scale selection 

Several scales/questionnaires to assess the attitude towards mental illness in the 

community were identified during the literature search. A few of the scales/ 

questionnaires captured knowledge, beliefs and attitude together. Some 

scales/questionnaires identified measured attitude alone while some were not freely 

accessible. The scales/ questionnaires identified for the study and the specifics regarding 

them are detailed below in the table. 3.3. 
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Table 3.3 Scales identified for measuring mental health literacy for the current study 

Sl 

no 

Name of the 

scale/ 

questionnaire 

What it 

measures 

Where has it been used Valid

ated 

in 

India 

Freely 

accessi

ble 

1 Ethnographically 

derived 

stigmatization 

questionnaire 

(SQ) 

Aimed primarily 

at capturing 

relatively static 

stigmatizing 

attitudes 

The Hindi, Assamese and 

Bengali versions of SQ 

were administered to a 

random community 

sample of non-affected 

Indian respondents. Hindi 

at Dadhika village, Kanpur 

district, Uttar Pradesh state 

(rural); Assamese at 

Mohpara village, Golghat 

district, Assam state 

(rural); and Bengali at 

Kolkata city, West Bengal 

state (urban) 

 

Yes Yes  

2 OMICC (Opinion 

about Mental 

Illness for 

Chinese 

Community) 

SCALE 

Attitudes 

towards mental 

illness 

6 factors 

Benevolence 

Separatism 

Restrictiveness 

Stereotyping 

Pessimistic 

stigmatization 

 

 

In an urban community, 

South Delhi, in northern 

India 

Yes No 

3 Community 

Attitudes 

Towards the 

Mentally 

Ill(CAMI) Scale 

Public stigma 

against 

PWMI(people 

with mental 

illness) 

Ethiopia 

India-Guwahati, Gujarat 

Yes No 

4 AQ 27 Measure public 

stigma towards 

mentally ill 

Used in a Portuguese study 

Used in an Indian (Delhi) 

study 

Yes yes 

5 Mental Health 

Literacy 

questionnaire 

Measure the 

knowledge, 

attitude and 

beliefs about 

mental disorders 

Has been used across the 

world in many studies 

yes No 

6  Mental Health 

Awareness 

Assessment 

Measure 

knowledge 

about mental 

disorders 

Used in various studies - No 
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The mental health literacy survey questionnaire captures the knowledge, attitude and 

beliefs about mental disorders in the community is used for the study as it captures all the 

domains of mental health literacy. 

3.7 Data collection 

The data collection was done from 15
th

 June 2014 to 31
st
 August 2014. Data was 

collected on a daily basis by the Principal Investigator (PI). Total of 316 households were 

visited, of which 305 were found to be eligible. Only members from 298 households 

consented for the study, giving a response rate of 97.7 percent (298/305). The data was 

collected at the residence of the respondents and data collection was carried out only after 

obtaining the informed consent. Care was taken to ensure the privacy and confidentiality 

of the respondents. 

3.8 Data collection tool 

 Data was collected using an interview schedule that included the mental health literacy 

survey questionnaire (this questionnaire is adapted from the National Survey of Mental 

Health Literacy and Stigma by Jorm et al
52

) which has been translated into Malayalam. 

The questionnaire was translated and back- translated till the meaning was matched and 

was validated by experts in the field of psychiatry and psychology. The case description 

in the vignette (depression and schizophrenia) was validated for minimum diagnostic 

criteria as per ICD-10/DSM-IV by a psychiatrist. 

The interview schedule contained the following sections: socio-demographic details of 

the respondent, vignette describing depression and schizophrenia, respondent‟s status of 

mental illness (for exclusion criteria) and respondent‟s knowledge and beliefs about 

mental disorders. In addition, the interview schedule had open and close ended questions. 

The mental health literacy questionnaire had two vignettes which gave the case 

description of depression and schizophrenia meeting minimum diagnostic criteria.  The 
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vignette was alternatively used in the survey. The respondents were first given the case 

description of the person presented in the vignette named Mini (for depression vignette) 

and Babu (for schizophrenia vignette), without giving the diagnosis and they were asked 

questions to capture the knowledge and beliefs about depression and schizophrenia.  

3.9 Data storage  

All the data were kept safely with the PI. The data was coded to mask the identity and this 

file was used for further analysis. 

3.10 Variables used 

3.10.1 Dependent variables 

The dependent variables were personal stigma score, social distance score, beliefs about 

causes and risk factors score and the total score combining the three sub-scores. 

1. Personal stigma: The people‟s attitude (discrimination and prejudice) towards and 

beliefs about member of a group (mentally ill). 

2. Social distance: The willingness or unwillingness of public to have defined social or 

personal relationships with the mentally ill people. 

3. Beliefs about causes and risk factors: The causes and risk factors for mental disorders 

as perceived by the public. 

4. Total score: The total score combines the three sub-scores (personal stigma score, 

social distance score, and the beliefs about causes and risk factors score) and reflects on 

the mental health literacy of the community. 

3.10.2 Independent variables 

The independent variables were recognition of the disorder, knowledge about persons 

who can help, knowledge about treatment options, knowledge about other options for 

supporting persons with mental disorders, knowledge about potential recovery. 
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3.10.3 Individual characteristics 

1. Age: Age in completed years as reported by the respondent and later grouped into five 

categories, 18-25 years, 26-35 years, 36-45 years, 46-55 years, 56-64 years. 

2. Sex: Male or female as reported. 

3. Marital status: as reported by the respondent. The categories included single, married, 

separated, divorced, and widowed. 

4. Educational status: As reported by the respondent. The categories included no formal 

education, primary level (1-7 years), high school level (8-10 years), higher secondary 

level (11-12), diploma level, graduation, post-graduation and above. 

5. Religion: As reported by the respondents. It included Hindu, Muslim, and Christian. 

6. Occupation: As reported by the respondent. The categories included unemployed, daily 

wage labourer, farmer, office job, student and others. 

7. Monthly household income: As reported by the respondent. 

3.11 Data entry and analysis 

Data entry was done using Epi Data version 3.1 software. Data analysis was done using 

SPSS version 21. 

The data was analysed for the knowledge and beliefs about mental disorders in the 

community. The descriptive statistics used included proportions, mean scores and 

standard deviations. All the open-ended questions were translated into English and 

grouped thematically for quantification. Bivariate and multivariate analysis was done to 

determine the significance and strength of association between various predictor and 

dependant variables. To assess the difference between mean score across the depression 

and schizophrenia vignette t-test was used. Ordinary least squares regression was done to 

find the socio-psychological correlates of knowledge and beliefs about mental disorders. 
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3.12 Expected outcome 

The study proposes to obtain a measure of knowledge and beliefs about mental disorders 

in the community. 

3.13 Ethical considerations 

 There were no direct benefits from the study to the participants, but the information 

provided by the participants will be helpful for making improvements in mental health 

programmes.  There was no physical harm to any respondents participating in the study. 

The question on the respondent‟s mental illness status may have caused discomfort, but 

the respondents were given the choice to refuse to answer those questions. All the 

information collected was kept under the supervision of the PI and will be destroyed after 

the period of 3 years as required by the Indian Council of Medical Research‟s Ethical 

Guidelines for Biomedical Research on Human Participants.
53

The written consent of each 

respondent was obtained before the interview. Participation in the study was purely 

voluntary and the participants were free to withdraw from the interview any time.  The 

study was reviewed and cleared by the Ethics Committee of the SCTIMST. The IEC 

clearance certificate is attached (ref –Annexure V). 
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Chapter 4 

Results 

 

 
The results of data analysis undertaken to meet the stated objectives have been described 

in this chapter. A total of 316 households were visited, out of which 305 fulfilled the 

inclusion criteria. Out of these, 298 consented to participate in the study.  Therefore, the 

study non-response rate was 2.3percent against the expected rate of 10 percent. 

This chapter consists of two sections. The first section describes the study sample in 

terms of the socio-demographic characteristics and estimates of the mean scores for the 

mental health literacy questionnaire and its sub-scales. An attempt has been made to 

compare the mean scores with scores obtained from studies done elsewhere. Variations in 

the scores by vignette and sex are also given. The second section consists of a description 

of the recognition of the mental health disorders, knowledge about treatment, other 

options for supporting persons with mental health disorders, knowledge about recovery 

and knowledge about the likely outcome and the multivariate analysis using ordinary least 

squares regression of the sub-scores measuring mental health literacy and its sub-scales.  

Section I 

4.1 Socio-demographic characteristics 

Out of the 298 respondents, 45.3 percent (135) were males and 54.7 percent (163) were 

females. The mean age of sample was 39.6 years (SD 12.6). Most of the respondents were 

married (82.6 %), and more than half (55.0%) educated up to higher secondary levels and 

above. Table 4.1 summarises the socio-demographic characteristics of the respondents. 
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Table 4.1 Distribution of the respondents by socio-demographic characteristics, Kollam, 

2014 

Socio-demographic characteristics Vignette Total 

% (n) 

(n=298) 
Depression 

 %(n) 

(n=149) 

Schizophrenia 

 % (n) 

(n=149) 

Sex    

 Male  43.6 (65) 47.0 (70) 45.3 (135) 

 Female  56.4 (84) 53.0 (79) 54.7 (163) 

Age group     

 18-25 16.8 (25) 15.4 (23) 16.1 (48) 

 26-35 24.2 (36) 19.5 (29) 21.8 (65) 

 36-45 28.9 (43) 31.5 (47) 30.2 (90) 

 46-55 16.8 (25) 22.8 (34) 19.8 (59) 

 56-64 13.4 (20) 10.7 (16) 12.1 (36) 

Marital status     

 Married  80.5 (120) 84.6 (126) 82.6 (246) 

 Single  13.4 (20) 12.8 (19) 13.1 (39) 

 Separated    0.7 (1)   0.0 (0)   0.3 (1) 

 Divorced    2.0 (3)   0.0 (0)   1.0 (3) 

 Widowed    3.4 (5)   2.7 (4)   3.0 (9) 

Educational status     

 No formal education   0.0 (0)   0.0 (0)   0.0 (0) 

 Primary level (1-7)   6.7 (10)   9.4 (14)   8.1 (24) 

 High school level  

(8-10) 

38.3 (57) 35.6 (53) 36.9 (110) 

 Higher secondary 

level  

23.5 (35) 23.5 (35) 23.5 (70) 

 Diploma level   8.7 (13) 10.7 (16)   9.7 (29) 

 Graduate level 18.8 (28) 15.4 (23) 17.1 (51) 

 Post-graduate and 

above 

  4.0 (6)   5.4 (8)   4.7 (14) 

Religion      

 Hindu  61.7 (92) 60.4 (90) 61.1 (182) 

 Muslim  12.1 (18)   5.4 (8)   8.7 (26) 

 Christian  26.2 (39) 34.2 (51) 30.2 (90) 

Occupation     

 Unemployed  51.7 (77) 51.7 (77) 51.7 (154) 

 Daily wage labourer   2.0 (3)   2.0 (3)   2.0 (6) 

 Farmer    2.7 (4)   4.7 (7)   3.7 (11) 

 Office job   7.4 (11)   1.3 (2)   4.4 (13) 

 Student  10.1 (15)   9.4 (14)   9.7 (29) 

 Others  26.2 (39) 30.9 (46) 28.5 (85) 

Monthly 

household income 

    

 <5000 55.7 (83) 61.1 (91) 58.4 (174) 

 5000-10,000 39.6 (59) 33.9 (50) 36.6 (109) 

 10,000-15,000   3.4 (5)   4.7 (7)   4.0 (12) 

 >15,000   1.3 (2)   0.7 (1)   1.0 (3) 
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More than half (61.1%) of the respondents were Hindus. More than half of the 

respondents were unemployed (51.7%) and about one tenth of them were students. A 

small proportion of them were engaged in agriculture. In terms of income, more than half 

of the respondents reported monthly household incomes less than Rupees 5000 per month 

and a third had incomes between Rupees 5000-10,000 per month. Very few had income 

levels beyond Rupees 15,000 per month. 

4.2. Assessing mental health literacy 

4.2.1. Estimating mean scores 

The mean personal stigma score, social distance score, beliefs about causes and risk 

factors score and the total score were computed.   An 8-item personal stigma scale was 

used to capture the attitude of the public towards mentally ill people. This sub scale 

consisted of a five-point Likert scale with the following points - strongly agree, agree, 

neither agree nor disagree, disagree and strongly disagree The total score for this sub-

scale ranged from 8 to 40 with higher score indicating lower levels of personal stigma.  

The social distance score was calculated with five items and the scores again ranged from 

0 to 5. Each item was rated as yes-1 indicating less distance and no-0, indicating more 

social distance.  Maximum score indicated lesser social distance (willingness to engage 

with the person described in the vignette in the defined social/personal relationships), and 

the minimum score indicated more social distance (unwillingness to engage with the 

person described in the vignette in the defined social/personal relationships).  

The beliefs about causes and risk factors were measured using a 12 items with a 

minimum score of 0 and maximum score of 12.  This was measured using only two points 

for responses, yes and no, and the maximum score indicated lesser wrong beliefs about 

the causes and risk factors, and the minimum score indicated more the wrong beliefs 
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about causes and risk factors. A total score combining the sub-scores was computed and 

the score ranged from 8 to 57. 

The mean score across the depression and schizophrenia vignette is given in the table 4.2. 

Table 4.2 Mean personal stigma score
*
, social distance score

*
, beliefs about causes and 

risk factors score
*
 and the total score

*
 across the depression and schizophrenia vignette 

for the respondents, Kollam, 2014 

Scores (range) Depression 

vignette 

Mean (SD)  

n=149 

Schizophrenia 

vignette 

Mean (SD)  

n=149  

Total  

Mean (SD)  

n=298  

Personal stigma score (8-40)  26.77 (3.89)  26.44 (3.68)  26.60 (3.79)  

Social distance score (0-5)    2.89 (1.79)    2.91 (1.77)    2.89 (1.78)  

Belief score (0-12)    3.11 (1.89)    3.01 (1.94)    3.06 (1.91)  

Total score (8-57)  32.77 (5.11)  32.36 (5.17)  32.57 (5.14)  

*p value not significant for any of the four scores 

The personal stigma score did not vary significantly by type of mental disorder, viz 

depression or schizophrenia and most of the respondents had only moderate level of 

personal stigma. The social distance score was also not different for depression and 

schizophrenia vignette; most of the respondents were ready to have defined 

personal/social relationship with the person described in the vignette. The wrong beliefs 

about the causes and risk factors were high and it was almost equal for depression and 

schizophrenia. The total score combining the three sub-scores also showed a similar 

result, the score were not different for the depression and schizophrenia vignette. 

The total mean personal stigma score (range 5 to 45, higher the score indicating more 

stigmatizing attitude) was 23.5(SD 6.2) in a survey to assess the public attitude towards 

depression in four European countries. The mean score across the countries using the 

personal stigma sub-scale were 23.4 (SD 6.9) in Germany, 25.1 (SD 6.3) in Hungary, 

22.1 (SD 5.8) in Ireland and 23.5 (SD 5.2) in Portugal.
50
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The mean social distance score (range 0-5, maximum score indicating unwillingness to 

engage with the person presented in the vignette) obtained using the social distance sub-

scale in India (rural Maharashtra) was 0.71 (SD 1.3) for depression vignette and 1.54 (SD 

1.9) for psychosis vignette.
35

 

4.2.2. Socio-demographic variability in mean scores 

 

The variations in the mean scores were examined across the socio-demographic 

characteristics. The various sub-scores that constitute the total score used to assess mental 

health literacy by socio-demographic characteristics are summarised in table 4.3.  

Table 4.3 Mean personal stigma score, social distance score, beliefs about causes and risk 

factors score and the total score by vignette and socio-demographic characteristics of the 

respondents, Kollam, 2014 

Socio-demographic 

characteristics 

Depression vignette Schizophrenia vignette 

Mean 

(SD) 

n p 

value 

Mean (SD) n p 

value 

Personal stigma score       

Sex       

 Male 27.2(3.87) 65  

0.239 

27.0 (3.19) 70  

0.086 
 Female 26.4(3.90) 84 26.0 (4.03) 79 

Age group       

 ≤40 years 27.3(3.68) 88  

0.044
*
 

26.7 (4.07) 73  

0.374 
 >40 years 26.0 (4.08) 61 26.2 (3.27) 76 

Educational status       

  ≤Higher 

secondary level 

26.4 (4.07) 102  

0.053
*
 

26.5 (3.68) 102 0.757 

 >Higher 

secondary level 

26.9 (3.34) 47 26.3 (3.74) 47  

Recognition of disorder       

  

Depression/mental 

illness/ 

schizophrenia 

 

 

26.7 (3.44) 

 

97 

 

 

 

0.877 

 

26.5 (3.78) 

 

107 

 

 

 

0.611 

 Others  26.9 (4.67) 52 26.2 (3.46) 42 

Continued... 
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Socio-demographic 

characteristics 

Depression vignette Schizophrenia vignette 

Mean 

(SD) 

n p value Mean (SD) n p 

value 

Social distance score       

Sex        

 Male 3.0 (1.07) 65  

0.408 

3.0 (1.75) 70  

0.638 
 Female 2.8 (1.87) 84 2.9 (1.81) 79 

Age group       

 ≤40 years 3.1 (1.75) 88  

0.050
*
 

3.1 (1.75) 73  

0.255 
 >40 years 2.5 (1.82) 61 2.8 (1.80) 76 

Educational status       

  ≤Higher 

secondary level 

2.8 (1.81) 102  

0.266 

2.8 (1.76) 102  

0.482 

 >Higher 

secondary level 

3.1 (1.76) 47 3.1 (1.82) 47 

Recognition of disorders       

  

Depression/mental 

illness/ 

schizophrenia 

 

 

3.0 (1.80) 

 

97 

 

 

 

0.164 

 

2.9 (1.77) 

 

107 

 

 

 

0.786 

Others  2.6 (1.77) 52 3.0 (1.81) 42 

Beliefs about causes 

and risk factors score 

 

Sex  

 

 

Male 3.4 (1.85) 65  

0.147 

3.3 (1.96) 70  

0.062 
Female 2.9 (1.90) 84 2.7 (1.89) 79 

Age group 

 ≤40 years 3.3 (1.79) 88  

0.113 

3.0 (1.87) 73  

0.999 
>40 years 2.8 (1.99) 61 3.0 (2.02) 76 

Educational status       

  ≤Higher 

secondary level 

3.2 (2.01) 102  

0.249 

3.1 (2.02) 102  

0.548 

>Higher 

secondary level 

2.9 (1.56) 47 2.9 (1.75) 47 

Recognition of disorders 

  

Depression/mental 

illness/ 

schizophrenia 

 

 

3.1 (1.86) 

 

97 

 

 

 

0.781 

 

3.1 (1.94) 

 

107 

 

 

 

0.373 

Others  3.2 (1.94) 52 2.8 (1.95)   42 

Continued... 
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Socio-demographic 

Characteristics 

Depression vignette Schizophrenia vignette 

Mean (SD) n p 

value 

Mean (SD) n p 

value 

Total Score       

Sex        

 Male  33.6 (5.29) 65  

0.085 

33.3 (4.83) 70  

0.037 

Female  32.1 (4.91) 84  31.5 (5.36) 79 

Age group       

 ≤40 years 33.8 (4.80) 88  

0.005
**

 

32.8 (5.13) 73  

0.304 
>40 years 31.4 (5.25) 61 31.9 (5.22) 76 

Educational status 

  ≤Higher 

secondary level 

32.4 (5.48) 102  

0.111 

32.4 (5.17) 102  

0.838 

>Higher 

secondary level 

33.7 (4.11)   47 32.2 (5.23)   47 

Recognition of disorder 

  

Depression/mental 

illness/ 

schizophrenia 

 

 

32.9 (4.64) 

 

97 

 

 

0.813 

 

32.5 (5.24) 

 

107 

 

 

0.546 

Others  32.6 (5.94) 52 31.9 (5.04)   42 

          **p<0.01, *p<0.05 

Personal stigma scores for depression were strongly associated with age and education 

with younger and more education persons showing a lesser prediction for personal stigma 

when compared to those older or less educated. There were no variations in personal 

stigma scores for schizophrenia by any of the socio-demographic characteristics.  

Social distance scores were also associated with age for depression, with younger persons 

preferring lesser social distance from those affected with depression when compared to 

those older. None of the selected socio-demographic characteristics were associated with 

social distance scores for schizophrenia.  



31 
 

The mean scores of the respondents for beliefs about causes and risk factors for 

depression were not associated with any of the socio-demographic characteristics.  On the 

other hand, same mean scores for beliefs about causes and risk factors for schizophrenia 

were associated with sex of the respondent. Men were likely to have more accurate 

understanding of beliefs about causes and risk factors when compared to women.  

The total mean score for mental health literacy about depression and schizophrenia varied 

by sex, with men indicating better levels of mental health literacy when compared to 

women. Younger persons had better scores for mental health literacy for depression, but 

not for schizophrenia. None of the other socio-demographic characteristics, viz., 

education or recognition of the disorder were strongly associated with mental health 

literacy, either for depression or schizophrenia.  

Section II 

4.3 Recognition of mental disorders  

The participants were presented with either the depression or schizophrenia vignette and 

asked what they perceived the problem to be for the person described.  The distribution of 

the respondents by their recognition of mental health disorders is given in table 4.4.  The 

table provides the proportions separately for the depression and schizophrenia vignette. 

Among those who read the depression vignette, only 8.7 percent (13) labelled it correctly 

as depression.  No one presented with the vignette on schizophrenia, correctly labelled it 

as schizophrenia. Close to two thirds of the respondents (64.1 %) labelled the condition 

described as mental illness, with 56.4 percent (84) of those who viewed the depression 

vignette labelling it as mental illness and 71.8 percent (107) of those who viewed the 

schizophrenia vignette labelling it as such. 
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Table 4.4 Distribution of respondents by their recognition of mental health disorders, 

Kollam, 2014 

Recognition of vignette Vignette Total 

% (n) 

 (n=298) 
Depression 

 %(n) (n=149) 

Schizophrenia 

 % (n) (n=149) 

Depression    8.7 (13)   4.0 (6)   6.4 (19) 

Nervous breakdown   0.0 (0)   0.0 (0)   0.0 (0) 

Mental illness 56.4 (84) 71.8 (107) 64.1 (191) 

Psychological/mental/emotional 

problems 

25.5 (38) 17.4 (26) 21.5 (64) 

Schizophrenia    0.0 (0)   0.0 (0)   0.0 (0) 

Stress    4.0 (6)   5.4 (8)   4.7 (14) 

Has a problem   2.7 (2)   0.7 (1)   1.7 (3) 

Possession    0.0 (0)   0.7 (1)   0.3 (1) 

Victim of witch craft   0.0 (0)   0.7 (1)   0.3 (1) 

Cancer   0.7 (1)   0.0 (0)   0.3 (1) 

Nothing    0.0 (0)   0.0 (0)   0.0 (0) 

Others  10.7 (16)   3.4 (5)   7.0 (21) 

Don‟t know   0.0 (0)   0.7 (1)   0.3 (1) 

 

In the depression vignette 25.5 percent and in the schizophrenia vignette 17.4 percent 

labelled it as psychological/mental/emotional problem. Stress was labelled as the problem 

by 4.7 percent (14) of the respondents, possession by 0.3 percent (1) and victim of 

witchcraft by 0.3 percent (1). The labelling of possession and victim of witchcraft 

referred to the person described in the schizophrenia vignette. Some of the respondents 

(7.0%) labelled the problems as family problems, unfulfilled expectations, unsuccessful 

love affair, „got frightened‟, and abuse. „Family problems‟ was attributed to the person in 

the depression vignette, whereas „might have got frightened‟ was attributed to the person 

described in the schizophrenia vignette. 

4.4. Beliefs about best help 

Professional help by way of doctor, psychiatrist or counsellor or going to a mental 

hospital was suggested by close to two thirds of the respondents (65.4%) on the whole.  

However, more than a quarter of the respondents felt that listening to the person with 

mental health problems would be of help (28.5%). The distribution of the respondents by 
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their beliefs about best help for the person described in the depression and schizophrenia 

vignette is given in table 4.5. 

Table 4.5 Distribution of respondents by their beliefs about the best help for depression 

and schizophrenia, Kollam, 2014 

Beliefs about best help Vignette Total 

% (n)  

(n=298) 
Depression 

 %(n) (n=149) 

Schizophrenia 

 % (n) (n=149) 

Talk with friends/family   0.0(0)   2.0 (3)   1.0 (3) 

Listen and try to understand 

the problem 

32.9 (49) 24.2 (36) 28.5 (85) 

See a doctor   1.3 (2)   2.7 (4)   2.0 (6) 

See a psychiatrist 23.5 (35) 28.2 (42) 25.8 (77) 

Take a medication   0.7 (1)   0.0 (0)   0.3 (1) 

Take to a mental hospital   4.0 (6) 12.8 (19)   8.4 (25) 

See a priest   0.7 (1)   0.0 (0)   0.3 (1) 

See ayurvedic doctor   0.0 (0)   0.0 (0)   0.0 (0) 

See a witchdoctor   0.0 (0)   1.3 (2)   0.7 (2) 

See a counsellor 30.2 (45) 22.1 (33) 26.2 (78) 

Babu/ Mini must first 

recognize the problem 

  0.7 (1)   1.3 (2)   1.0 (3) 

Others    4.7 (7)   4.7 (7)   4.7 (14) 

Don‟t know   1.3 (2)   0.7 (1)   1.0 (3) 

 

4.5 Knowledge about help 

 The respondents were asked to rate each identified person as helpful, harmful, neither or 

depend to the person presented in the vignette. The findings are summarised in Table 4.6. 

Only the proportions for the category helpful are given in the table 4.6. Medical 

professionals, psychiatrists and counsellors were seen as being helpful for persons with 

depression or schizophrenia among more than 90 percent of the respondents. The 

respondents also saw priests as helpful in this context, with more than a third (38.9%) of 

the respondents identifying a priest as helpful. Close friends were identified as having a 

role in helping people with mental health problems, to the same extent as that of 

professionals (93.3%).  
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Table 4.6 Distribution of respondents rating the persons who could possibly help as 

"helpful" for the person with depression or schizophrenia, Kollam, 2014 

Persons who can possibly 

help 

Vignette Total 

% (n) 

 (n=298) 
Depression 

 %(n) (n=149) 

Schizophrenia 

 % (n) (n=149) 

A local doctor 89.9 (134) 91.9 (137) 90.9 (271) 

A psychiatrist 94.6 (141) 93.3 (139) 94.0 (280) 

An ayurvedic doctor  22.1 (33) 20.8 (31) 21.5 (64) 

A counsellor 94.0 (140) 90.6 (135) 92.3 (275) 

Social worker   2.0 (3)   2.0 (3)   2.0 (6) 

A pharmacist   1.3 (2)   0.0 (0)   0.7 (2) 

Close family friends 94.0 (140) 92.6 (138) 93.3 (278) 

Friends  71.8 (107) 73.8 (110) 72.8 (217) 

Witchdoctor    2.0 (3)   6.7 (10)   4.4 (13) 

Priest  33.6 (50) 44.3 (66) 38.9 (116) 

Babu/Mini try to deal with 

his/her problems by 

himself/ herself 

25.5 (38) 26.8 (40) 26.2 (78) 

 

4.6 Knowledge about treatment 

Respondents were asked to rate the different kinds of medicines and treatments for the 

person described in the vignette as helpful, harmful, neither helpful nor harmful and 

depends. The proportions reported as helpful for each intervention are tabulated in Table 

4.7.  

Table 4.7 Distribution of respondents rating each type of intervention as "helpful" for the 

person with depression or schizophrenia, Kollam, 2014 

Intervention Vignette  

Total %(n) 

(n=298) 
Depression   

% (n)  (n=149) 

Schizophrenia  

% (n)  (n=149) 

Vitamins, tonics or herbal medicines 44.3 (66) 45.0 (67) 44.6 (133) 

Pain relievers   1.3 (2)   0.7 (1)   1.0 (3) 

Sleeping pills 22.1 (33) 19.5 (29) 20.8 (62) 

Anti-biotics   0.7 (1)   0.0 (0)   0.3 (1) 

Anti-depressants 16.1 (24) 12.8 (19) 14.4 (43) 

Anti-psychotics   8.1 (12) 10.7 (16)   9.4 (28) 

Becoming more physically active 98.7 (147) 97.3 (145) 98.0 (292) 

Relaxation, meditation 94.6 (141) 89.9 (134) 92.3 (275) 

Yoga 94.6 (141) 92.6 (138) 93.6 (279) 

Being admitted to a psychiatric ward 19.5 (29) 19.5 (29) 19.5 (58) 

Undergoing electroconvulsive 

therapy 

14.8 (22) 13.4 (20) 14.1 (42) 

Psychotherapy   96.6 (144) 95.3 (142) 96.0 (286) 
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Just slightly more than one fifth of the respondents identified anti-depressants and anti-

psychotics as helpful (23.8%).  Being admitted to a psychiatric ward was also seen as 

helpful by slightly less than one fifth of the respondents (19.5%). Physical activities, 

meditation and yoga were identified as being helpful for both persons with depression and 

schizophrenia by almost everyone (92.3% for relaxation/meditation and 93.6% for yoga).   

4.7 Knowledge about recovery 

The knowledge about recovery with and without professional help from depression and 

schizophrenia is presented in table 4.8. 

 

Table 4.8 Distribution of respondents by their knowledge about recovery from depression 

and schizophrenia with and without professional help, Kollam, 2014 

Chance of recovery Vignette  

Total 

%(n) 

(n=298) 

Depression 

 %(n) 

(n=149) 

Schizophrenia 

 % (n) 

(n=149) 

With professional help    

 Full recovery with no further 

problems 

53.7 (80) 57.7 (86) 55.7 (166) 

 Full recovery, but problems would 

probably reoccur 

18.8 (28) 19.5 (29) 19.1 (57) 

 Partial recovery 18.8 (28) 12.8 (19) 15.8 (47) 

 Partial recovery, but problems 

would probably reoccur 

  3.4 (5)   3.4 (5)   3.4 (10) 

 No improvement   0.7 (1)   1.3 (2)   1.0 (3) 

 Get worse   0.0 (0)   0.0 (0)   0.0(0) 

 Don‟t know   4.7 (7)   5.4 (8)   5.0 (15) 

Without professional help    

 Full recovery with no further 

problems 

  0.0 (0)   0.0 (0)   0.0 (0) 

 Full recovery, but problems would 

probably reoccur 

  0.0 (0)   0.0 (0)   0.0 (0) 

 Partial recovery   1.3 (2)   0.0 (0)   0.7 (2) 

 Partial recovery, but problems 

would probably reoccur 

  0.0 (0)   0.0 (0)   0.0 (0) 

 No improvement   4.0 (6)   6.7 (10)   5.4 (16) 

 Get worse 94.0 (140) 93.3 (139) 93.6 (279) 

 Don‟t know   0.7 (1)   0.0 (0)   0.3 (1) 

 

More than half of the respondents believed that the persons described as having 

depression or schizophrenia in the vignette would recover fully with professional help 
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(55.7%).  Further, almost everyone believed that without professional help, the person 

would get worse (93.6%). 

4.8 Beliefs about likely outcome 

The respondents were asked whether the person presented in the vignette in the long term, 

with treatment, will be more, less or just as likely compared to others in the community 

with respect to certain behaviours or roles. The responses possible were- the person in the 

vignette will be less likely to be violent, less likely to have poor relationship with family 

and friend and is also less likely to attempt suicide. The person will be more likely to 

understand the feelings of others feelings, less or just as likely to have a good marriage 

and able to work well. 

The findings are summarised in Table 4.9. 

Table 4.9 Distribution of respondents‟ beliefs about the likely outcomes for the person 

presented in the vignette as having depression and schizophrenia when compared to 

others in the community, Kollam, 2014 

Likely outcome Vignette  

 

Total %(n) 

(n=298) 
Depression 

 %(n) (n=149) 

Schizophrenia 

 % (n) (n=149) 

Be violent    

 Less likely 75.2 (112) 76.5 (114) 75.8 (226) 

 More likely   4.0 (6)   8.7 (13)   6.4 (19) 

Have poor relationship with 

family and friends 

   

 Less likely 76.5 (114) 79.9 (119) 78.2 (233) 

 More likely   3.4 (5)   5.4 (8)   4.4 (13) 

Attempt suicide     

 Less likely 72.5 (108) 71.8 (107) 72.1 (215) 

 More likely   7.4 (11) 12.1 (18)   9.7 (29) 

Have understanding of other 

people‟s feelings 

   

 Less likely 12.1 (18) 16.1 (24) 14.1 (42) 

 More likely 59.1 (88) 56.4 (84) 57.7 (172) 

Have a good marriage    

 Less likely 42.3 (63) 36.2 (54) 39.3 (117) 

 More likely   0.0 (0)   0.0 (0)   0.0 (0) 

Be able to work well    

 Less likely 21.5 (32) 24.2 (36) 22.8 (68) 

 More likely   0.0 (0)   0.0 (0)   0.0 (0) 
# Categories not represented includes „just as likely‟ and „don‟t know‟ 



37 
 

 

The respondents did not believe that a person with depression or schizophrenia who had 

been treated in the long term would become violent (75.8% believed it to be less likely), 

when compared to others in the community.  They also did not also believe that such 

persons would have poor relationship with family and friends when compared to others 

(78.2% said this was less likely).  

The respondents believed that such persons on treatment were more  likely to have an 

understanding of other person‟s feelings when compared to others in the community 

(57.7%). They however did not believe that such persons would have a good marriage as 

strongly as they believed that they would understand other persons‟ feelings as no one 

reported this as more likely. However, only a small percentage of the respondents thought 

that such persons would attempt suicide (9.7% reporting this as more likely).  

4.9 Perceived discrimination 

The respondents were asked whether the person presented in the vignette would be 

discriminated against by others in the community if they knew about the problem. Most 

of the respondents believed (82.9 percent, n=247) that the person will be discriminated 

against by others in the community. In the depression vignette, 84.6 percent (126) and in 

the schizophrenia vignette 81.2 percent (121) responded that the person will be 

discriminated against by others in the community. 

 

4.10 Personal stigma 

The experience of personal stigma was measured using a 5 point Likert scale with 8 

items. The percentage of the respondents who strongly agreed/disagreed to the items on 

personal stigma is given in table 4.10. Majority of the respondents (67.4%) strongly 

disagreed that the person presented in the vignette could snap out of the problem. That the 
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problem presented in the vignette was a sign of person weakness was strongly disagreed 

by close to a quarter of the respondents (23.8%). 

Table 4.10 Distribution of respondents‟ personal stigma towards the person presented in 

the depression and schizophrenia vignette, Kollam, 2014 

Personal stigma items vignette   

Total %(n) 

(n=298) 
Depression 

 %(n) 

(n=149) 

Schizophrenia 

 % (n) (n=149) 

People with problems presented in 

the vignette  could snap out of the 

problem 

   

 Strongly agree   3.4 (5)   5.4 (8)   4.4 (13) 

 Strongly disagree 67.1 (100) 67.8 (101) 67.4 (201) 

Problems presented in the vignette 

is a sign of personal weakness 

   

 Strongly agree   8.7 (13) 10.1 (15)   9.4 (28) 

 Strongly disagree 24.2 (36) 23.5 (35) 23.8 (71) 

Problems presented in the vignette 

is not a disease 

   

 Strongly agree 40.3 (60) 37.6 (56) 38.9 (116) 

 Strongly disagree 24.8 (37) 26.8 (40) 25.8 (77) 

 

 

People with similar problems are 

dangerous 

   

 Strongly agree 10.7 (16)   8.7 (13)   9.7 (29) 

 Strongly disagree 10.1 (15)   8.7 (13)   9.4 (28) 

Avoid people with similar problem 

so that you won‟t develop this 

problem 

   

 Strongly agree   1.3 (2)   0.7 (1)   1.0 (3) 

 Strongly disagree 89.3 (133) 90.6 (135) 89.9 (268) 

People with similar problem are 

unpredictable 

   

 Strongly agree 26.2 (39) 24.2 (36) 25.2 (75) 

 Strongly disagree   4.0 (6)   6.0 (9)   5.0 (15) 

If I had a similar problem I wouldn‟t 

tell anyone 

   

 Strongly agree 12.1 (18) 12.8 (19)  12.4 (37) 

 Strongly disagree 23.5 (35) 20.8 (31) 22.1 (66) 

I would not employ someone with 

similar problem 

   

 Strongly agree 25.5 (38) 26.8 (40) 26.2 (78) 

 Strongly disagree 14.1 (21) 10.1 (15) 12.1 (36) 
#categories not represented includes „agree‟, „neither agree nor disagree‟, „disagree‟ 
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A quarter of the respondents strongly disagreed with the statement that the problem stated 

in the vignette is not a disease, indicating that they agreed that it was a disease, while 

close to forty percent (38.9%) thought that it was not a disease. The idea that the people 

with the problem presented in the vignette are dangerous was agreed to and disagreed 

with equally. While almost no one wanted to avoid people with similar problems, close to 

one quarter of the respondents strongly agreed that people with similar problem are 

unpredictable (25.2%).  Slightly more than one in ten of the respondents felt that “if I had 

a similar problem like the person presented in the vignette I would not tell anyone” 

(12.4%).  More than one fourth of the respondents agreed that they would not employ 

someone with a problem similar to that of the person presented in the vignette (26.2%). 

4.11 Social distance 

Social distance towards the person depicted in the vignette was measured using 5 items 

that indicate different levels of social distance starting from neighbourhood to friendliness 

to familial relationships. The percentage of the respondents who said yes to each of these 

items is indicated in the table 4.11. 

Table 4.11 Distribution of respondents who agreed to have defined social/personal 

relationship with the person presented in depression and schizophrenia vignette, Kollam, 

2014 

Relationships    Vignette  

Total %(n) 

(n=298) 
Depression 

 %(n) (n=149) 

Schizophrenia 

 % (n) (n=149) 

Live next door 72.5 (108) 73.5 (109) 72.8 (217) 

Spend evening socialising 67.8 (101) 67.1 (100) 67.4 (201) 

Make friends 67.1 (100) 67.1 (100) 67.1 (200) 

Work closely 63.8 (95) 65.1 (97) 64.4 (192) 

Marry into family 16.8 (25) 18.8 (28) 17.8 (53) 

 

Many of the respondents were willing to live next door (72.8%), spend an evening 

socializing (67.4%), make friends (67.1%), and work closely (64.4%) with the person 

presented in the vignette but 82.2 percent was not willing to marry such a person into the 

family. 
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4.12 Beliefs about causes and risk factors 

The beliefs about the cause and risk factors for the problem presented in the vignette were 

asked and the respondents who agreed that the specific causes and risk factors are 

presented in table 4.12. 

Table 4.12 Distribution of respondents who agreed to the causes and risk factors for the 

problem of the person presented in the depression and schizophrenia vignette, Kollam, 

2014 

Causes and risk factors Vignette  

Total %(n) 

(n=298) 
Depression 

 %(n) (n=149) 

Schizophrenia 

 % (n) (n=149) 

Infection     4.0 (6)   1.3 (2)   2.7 (8) 

Stress  94.0 (140) 95.3 (142) 94.6 (282) 

Family arguments  89.9 (134) 87.2 (130) 88.6 (264) 

Difficulties at work 79.9 (119) 75.2 (112) 77.5 (231) 

Financial difficulties 83.9 (125) 81.9 (122) 82.9 (247) 

Recent death of close friend or 

relative  

87.2 (130) 87.9 (131) 87.6 (261) 

Genetic/inherited 56.4 (84) 70.5 (105) 63.4 (189) 

Being addicted 88.6 (132) 85.9 (128) 87.2 (260) 

Addicted family member 41.6 (62) 31.5 (47) 36.6 (109) 

Weakness of character 64.4 (96) 71.8 (107) 68.1 (203) 

Problems from childhood (abused, 

broken family etc) 

87.9 (131) 87.2 (130) 87.6 (261) 

Being a nervous person 58.4 (87) 63.1(94) 60.7 (181) 

 

Majority of the respondents (97.3%) did not believe that infection was the cause for the 

condition presented in the vignette. Personal problems, financial difficulties, childhood 

problems, addiction were believed to be the cause for the condition presented in the 

vignette by more than half of the respondents.  

4.13 Nature of help likely to be proffered to the persons depicted in the vignettes 

 
The open ended questions regarding the nature of help that was likely to be proffered 

were translated, thematically coded and analysed. The respondents were asked about the 

kind of help they would give to someone they knew having similar problem like that of 

the person presented in the vignette.  
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In the depression vignette, 37.6 percent of the respondents suggested that they would help 

the person by taking them to a hospital, or to a doctor/psychiatrist. Take them for 

counselling or give them counselling was identified as the best help by 22.2 percent of the 

respondents. „Give them love and care‟ was considered the best option by 12.8 percent of 

the respondents. Close to a third of the respondents exposed to the depression vignette 

(29.5 %) mentioned that they would help in identifying and solving the problem. Help to 

obtain appropriate treatment or counselling was mentioned by nearly half of the 

respondents (49.7 %),  help by taking care of them/help in anyways the person wants was 

mentioned by half of the respondents (51.7 %), and 5 respondents suggested that they 

would help spiritually.  

In the schizophrenia vignette, 26.8 percent (40) respondents said that they would help in 

identifying and solving the problem, nearly two thirds of the respondents (60.1 percent, 

n=89) said that they would help to obtain appropriate treatment and counselling. About 

two fifths of the respondents ( 43.0 percent, n=64) mentioned that they would help by 

taking care of them/ help in anyways the person wants and 5.4 percent (8) told they will 

help them spiritually. 

4.14 Possible cause for the problems of the person depicted in the vignette 

The respondents were asked about the possible cause of the problem for the person 

presented in the vignette. For the depression vignette, 60.4 percent (90) of the respondents 

thought that family problems were the cause for the problem. Personal problems were 

mentioned as the cause by 35.1 percent (52) of the respondents, sudden shock or death of 

near or dear ones as the cause by 35.6 percent (53) of the respondents, 12.1 percent (18) 

attributed the cause to biological reasons including hereditary causes and 8.7 percent (13) 

of the respondents were unable to identify a cause for the problem. 
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In the schizophrenia vignette, family problems was attributed as the cause by 47.7 percent 

(71) of the respondents, 42.3 percent (63) of the respondents attributed personal problems 

as the cause, biological cause was attributed by 17.4 percent (26) of the respondents, 

sudden shock/ death of near or dear ones as the cause for the problem was attributed by 

45.0 percent (67) of the respondents and 8.7 percent (13) respondents said that they did 

not know the cause for the problem. 

4.15 Identifying the socio-psychological correlates of knowledge and beliefs about 

mental health disorders  

Ordinary least squares (OLS) regression for each of the five sub-scores, namely 

recognition of the disorder, knowledge about persons who can help, knowledge about 

treatment options, knowledge about other options for supporting people with mental 

disorders and knowledge about potential recovery was done to identify the socio-

psychological correlates separately for the depression and schizophrenia vignettes.  

The mean scores varied by sex of the person and by vignette. For this reason, the OLS 

regression was undertaken separately for each of the vignettes by sex. As there were 

sufficient number of cases within each subgroup (the lowest number of cases was 65 for 

the group of men who responded to the vignette on depression), this categorisation was 

possible.  

The results of the OLS regression are given in the tables below (Table4.13-4.16). The 

regression coefficients (unstandardised) and the level of significance are provided. Along 

with each regression, the explanatory capacity of each regression has been indicated using 

R
2 

values, both unadjusted and adjusted for the sample size (n) have been provided.  
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Table4.13 Socio-psychological correlates of knowledge and beliefs about depression for 

men. Results of ordinary least squares regression; Kollam, 2014. 

Scores Personal 

stigma 

Social 

distance 

Beliefs about 

causes and 

risk factors 

Total score 

Unstandardized 

beta coefficient 

(p value) 

Unstandardized 

beta coefficient 

(p value) 

Unstandardized 

beta coefficient 

(p value) 

Unstandardized 

beta coefficient 

(p value) 

Recognition of 

mental health 

disorders 

3.430 

(0.045
*
) 

0.919 

(0.229) 

1.763 

(0.029
*
) 

6.111 

(0.008
**

) 

 

 

Knowledge about 

persons who can 

help 

0.043 

(0.795) 

0.054 

(0.471) 

-0.100 

(0.207) 

-0.002 

(0.992) 

 

 

Knowledge about 

treatment options 

(medicines) 

-0.227 

(0.098) 

-0.029 

(0.637) 

-0.029 

(0.650) 

-0.284 

(0.116) 

 

 

Knowledge about 

other options for 

supporting persons 

with mental 

disorders 

-0.294 

(0.140) 

-0.097 

(0.280) 

-0.155 

(0.100) 

-0.547 

(0.040
*
) 

 

 

 

 

Knowledge about 

potential recovery 

-0.010 

(0.935) 

-0.040 

(0.445) 

-0.098 

(0.079) 

-0.148 

(0.340) 

 

Constant  28.061 

(0.001) 

2.313 

(0.533) 

7.967 

(0.043) 

38.341 

(0.001) 

 

R
2 

  0.118 0.060 0.142   0.172 

 

Adjusted R
2 

  0.044 -0.019 0.070   0.102 

**p<0.01, *p<0.05 

For men presented with the depression vignette; the total score was significantly 

associated with recognition of mental health disorders and knowledge about other options 

for supporting persons with mental health problems (table 4.13). The personal stigma 

score was associated with recognition of mental disorders and slightly with knowledge 

about other options for supporting persons with mental health disorders. Social distance 

was not associated with any of the knowledge and belief scores. The belief about causes 
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and risk factors was significantly associated with recognition of mental disorders and 

knowledge about potential recovery. 

Table 4.14 Socio-psychological correlates of knowledge and beliefs about depression for 

women. Results of ordinary least squares regression; Kollam, 2014. 

Scores Personal 

stigma 

Social 

distance 

Beliefs about 

causes and 

risk factors 

Total score 

Unstandardized 

beta coefficient 

(p value) 

Unstandardized 

beta coefficient 

(p value) 

Unstandardized 

beta coefficient 

(p value) 

Unstandardized 

beta coefficient 

(p value) 

Recognition of 

mental health 

disorders 

0.108 

(0.905) 

-0.044 

(0.918) 

0.373 

(0.382) 

0.438 

(0.695) 

 

 

Knowledge about 

persons who can 

help 

-0.011 

(0.934) 

0.000 

(0.997) 

0.011 

(0.866) 

0.000 

(0.999) 

 

 

Knowledge about 

treatment options 

(medicines) 

-0.106 

(0.370) 

0.039 

(0.485) 

-0.135 

(0.016) 

-0.202 

(0.162) 

 

 

Knowledge about 

other options for 

supporting 

persons with 

mental disorders 

-0.092 

(0.558) 

-0.151 

(0.042
*
) 

-0.026 

(0.723) 

-0.268 

(0.163) 

 

 

 

 

Knowledge about 

potential 

recovery 

0.100 

(0.420) 

0.022 

(0.701) 

-0.007 

(0.897) 

0.115 

(0.450) 

 

 

Constant  28.251 

(0.000) 

4.834 

(0.040) 

4.296 

(0.067) 

37.382 

(0.000) 

 

R
2 

  0.030 0.066 0.101   0.078 

Adjusted R
2 

 -0.033 0.006 0.044   0.019 

*p<0.05 

For women who were presented with the depression vignette, the total score and personal 

stigma score was not associated with any of the identified socio-psychological factors 

(table 4.14) The social distance score was associated with knowledge about other options 
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for supporting persons with mental health disorders; the belief about causes and risk 

factors was significantly associated with knowledge about treatment (medicines). 

Table4.15 Socio-psychological correlates of knowledge and beliefs about schizophrenia 

for men. Results of ordinary least squares regression; Kollam, 2014. 

Scores Personal 

stigma 

Social 

distance 

Beliefs about 

causes and 

risk factors 

Total score 

Unstandardized 

beta coefficient 

(p value) 

Unstandardized 

beta coefficient 

(p value) 

Unstandardized 

beta coefficient 

(p value) 

Unstandardized 

beta coefficient 

(p value) 

Recognition of 

mental health 

disorders 

0.789 

(0.326) 

-0.513 

(0.225) 

0.815  

(0.710) 

0.461  

(0.708) 

 

 

Knowledge 

about persons 

who can help 

-0.135  

(0.274) 

-0.080  

(0.216) 

0.053  

(0.485) 

-0.161  

(0.393) 

 

 

Knowledge 

about treatment 

options 

(medicines) 

0.057  

(0.541) 

-0.012  

(0.813) 

-0.050  

(0.389) 

-0.005  

(0.975) 

 

 

 

Knowledge 

about other 

options for 

supporting 

persons with 

mental 

disorders 

-0.153  

(0.254) 

0.141  

(0.048
*
) 

-0.058  

(0.489) 

-0.070  

(0.734) 

 

 

 

 

 

 

Knowledge 

about potential 

recovery 

0.035  

(0.760) 

0.105  

(0.086) 

-0.037  

(0.609) 

0.104  

(0.560) 

 

 

Constant  31.444  

(0.000) 

2.433  

(0.321) 

3.587  

(0.217) 

37.465  

(0.000) 

 

R
2 

  0.054 0.131 0.032   0.019 

Adjusted R
2 

 -0.020 0.064 -0.043  -0.057 

*p<0.05 

For men who were presented with the schizophrenia vignette, the total score, personal 

stigma score and belief about causes and risk factors score,  none of them were associated 
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with any of the socio-psychological factors (table 4.15), The social distance score was 

significantly associated with knowledge about other options for supporting persons with 

mental health problems. 

Table4.16 Socio-psychological correlates of knowledge and beliefs about schizophrenia 

for women. Results of ordinary least squares regression; Kollam, 2014. 

Scores Personal 

stigma 

Social 

distance 

Beliefs about 

causes and 

risk factors 

Total score 

Unstandardized 

beta coefficient 

(p value) 

Unstandardized 

beta coefficient 

(p value) 

Unstandardized 

beta coefficient 

(p value) 

Unstandardized 

beta coefficient 

(p value) 

Recognition of 

mental health 

disorders 

-1.100 

(0.332) 

-0.381 

(0.480) 

0.484 

(0.401) 

-0.997 

(0.510) 

 

 

Knowledge 

about persons 

who can help 

0.236 

(0.040
*
) 

0.063 

(0.247) 

0.007 

(0.908) 

0.306 

(0.046
*
) 

 

 

Knowledge 

about 

treatment 

options 

(medicines) 

0.034 

(0.762) 

0.009 

(0.873) 

0.010 

(0.863) 

0.052 

(0.727) 

 

 

 

 

Knowledge 

about other 

options for 

supporting 

persons with 

mental 

disorders 

-0.165 

(0.333) 

-0.095 

(0.243) 

-0.015 

(0.864) 

-0.274 

(0.228) 

 

 

 

 

 

 

Knowledge 

about potential 

recovery 

0.238 

(0.013
*
) 

0.042 

(0.354) 

0.030 

(0.535) 

0.310 

(0.016
*
) 

 

 

Constant  19.647 

(0.000) 

2.557 

(0.242) 

1.349 

(0.565) 

23.573 

(0.000) 

 

R
2 

  0.166 0.061 0.018   0.161 

Adjusted R
2 

  0.108 -0.003 -0.049   0.104 

*p<0.05 
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For women who reviewed the schizophrenia vignette, the total score and persona stigma 

score was significantly associated with knowledge about persons who can help and 

knowledge about potential recovery (table 4.16). The social distance score and beliefs 

about causes and risk factors score were not associated with any of the socio-

psychological factors. 
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Chapter 5 

Discussion and Conclusions 

 

5.1 Socio-psychological correlates of mental health literacy 

The present study has provided insights into the knowledge and beliefs about mental 

disorders in the community and its socio-psychological correlates. The recognition of 

depression in men was significantly associated with less wrong beliefs about causes and 

risk factors and reduced personal stigma, whereas in women recognition of depression 

had no association with personal stigma, social distance or beliefs about causes and risk 

factors. In a study conducted in Canada among the general population to assess the 

gender specific correlates of stigma towards depression, recognition of depression was 

found to be associated with reduced stigma in women.
51

  In women the knowledge about 

persons who can help and the knowledge about recovery from schizophrenia were found 

to be associated with reduced personal stigma while in men knowledge about other 

options for supporting persons with schizophrenia was found to be associated with 

reduced social distance.  

This suggests that those with higher mental health literacy have attitudes that are less 

stigmatising.  Hence improving the mental health literacy can have significant impact on 

the community‟s attitudes towards people with mental disorders. 

5.2 Socio-demographic variability in mental health literacy 

Younger and more educated persons had lesser stigmatizing attitudes towards depression. 

This is comparable with the findings of a study which showed older age groups had more 

personal stigma, persons with more years of the schooling tended to practice lesser 

stigma.
50

  

 Social distance score was also higher for younger people indicating their willingness to 
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have social or personal relationships with the person presented in the vignette.  Men had 

lesser wrong beliefs about the causes and risk factors of schizophrenia.  

The overall mental health literacy was higher among men compared to women. Younger 

persons were literate about depression but not schizophrenia.  The findings suggest that 

schizophrenia was less recognized in the community and men had comparatively more 

mental health literacy.  However, the levels of mental health literacy in the community 

need improvement. 

5.3 Personal stigma and perceived discrimination 

The personal stigma was less compared to the perceived discrimination. Almost three-

fourth of the respondents said that the members of the community will discriminate 

against those with mental disorders while the respondents themselves exhibited reduced 

stigma. The reasons could be social desirability bias where socially desirable attitude was 

projected.  Studies done elsewhere show similar results where personal stigma was lesser 

compared to the perceived stigma.
50

 The perception of discrimination towards people 

with mental illness in the community was very high. Studies also suggest that there will 

be over estimation of the stigma in the community.
50

  

Majority of the respondents believed that the people with mental illness were 

unpredictable and a quarter of them were not willing to employ such people. A substantial 

proportion of respondents neither agreed nor disagreed that the person presented in the 

vignette was dangerous. In a study conducted in rural Maharashtra, 40.0 percent in 

depression vignette and 72.1 percent in psychosis vignette agreed that the people with the 

depicted problem were dangerous.
35

 In the present study 41.6 percent respondent believed 

mental disorders as a disease. This represents an improvement when compared to the 

findings from another study where 31.6 percents of the subjects from rural area in Delhi 

who agreed that mental illness as a disease.
49
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5.4 Social distance 

The respondents were willing to engage with the person presented in the vignette in a 

variety of social roles except for marrying such a person into the family. Studies show 

that perception of dangerousness of mentally ill patients is one factor that prevents the 

public from having personal/social relationships with them.
35,38

  

5.5 Beliefs about cause and risk factors 

Wrong beliefs about the cause of depression and schizophrenia was evident since a range 

of socio-economic factors including family problems, drunken husband/father, financial 

difficulty, unfulfilled expectations, unsuccessful love affair, worrying excessively and 

tension were attributed as the cause of mental disorders in the community. Similar 

findings have been noticed in a study conducted in Maharashtra where a range of personal 

and socio-economic factors were attributed as being the cause for the problem.
54

 

The mean belief score was 3.06 out of a possible range to 0-12, indicating the extent of 

wrong beliefs in the community about the causes and risk factors of depression and 

schizophrenia.  A higher score on this would indicate reduction in the wrong beliefs about 

mental health problems.  

5.6 Knowledge about treatment and other interventions 

The knowledge about best help and knowledge about the recovery from mental disorders 

with and without professional help were high in the community but the public mostly 

endorsed self-help interventions as more helpful than standard psychiatric treatment 

options.  

This lack of knowledge can hinder availing professional help, thereby increasing the 

severity of the condition and also the non-adherence to treatment. The findings from other 
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studies also show that communities endorsed self-help interventions as more helpful than 

standard psychiatric treatments.
55,56

 

5.7 Knowledge about recovery and beliefs about likely outcome 

The community had good knowledge about outcomes of the conditions with and without 

professional help. The respondents were aware that without professional help the 

condition could get worse.  Most of them believed that with professional help there will 

be full recovery with or without relapse.  

The respondents believed that the person described in the vignette in the long term with 

treatment will be less likely to be violent, attempt suicide and have poor relationship with 

family and friends but most of them had the belief that they will not be able to work well 

and have good marriage. These wrong beliefs can lead to discriminatory attitudes towards 

the people with mental illness when employment becomes an issue. This was reflected in 

the response that most of them did not agree to employ a person with similar problem like 

that of the person presented in the vignette. Majority of the respondents were not willing 

to have a person with similar problems described in the vignette to be married into their 

family. 

5.8 Knowledge about help 

Informal help like close family friends were endorsed as helpful as that of the 

professional help. The knowledge about help was high in the community, where more 

than 90.0 percent rated professional help as helpful. Psychiatrists were identified as 

helpful by only 50.0 percent of the respondents in a similar study in Maharahtra
55

 

whereas in similar studies done globally, the psychiatrist was labelled helpful by more 

than 60.0 percent of the respondents.
48,56

 The counsellors were also identified as helpful 
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by  92.3 percent of the respondents in the current study.  This is comparable to findings 

from studies done elsewhere.
24,56

  

5.9 Recognition of disorder and beliefs about best help 

The community was able to identify that the person presented in (both the depression and 

schizophrenia) vignette had mental illness regardless of the use of the term depression 

and schizophrenia to represent the disorders. The use of correct term depression for 

representing the depression vignette by the respondents was low compared to a similar 

study conducted in rural Maharashtra where more than half of the respondents labelled 

the person presented in the depression vignette as having „depression‟.
55

 Giving the 

correct psychiatric labels by the community are not of much significance but the ability to 

identify the problem as mental disorder is important as this can facilitate appropriate 

treatment seeking by the community. 

5.10 Limitations of the study 

The study was cross-sectional and hence the casual inferences cannot be made. Some 

respondents gave socially acceptable answers to certain questions like whether they are 

ready to engage in certain social/ personal roles with the person presented in the vignette.  

5.1 Strengths of the study 

The study was community based with high response rate thus representative of the 

population and has reduced selection bias. The survey was done using a validated mental 

health literacy survey questionnaire which has been used to study mental health literacy 

globally. 
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5.12 Conclusions  

The study suggests there was moderate level of personal stigma and the community holds 

wrong beliefs about the causes and risk factors of depression and schizophrenia. The 

recognition of disorders, knowledge about best help for the person affected and 

knowledge about recovery were high in the community.  The community lacked 

knowledge about the professional treatment of mental disorders and standard psychiatric 

treatments. There was also high level of perceived discrimination in the community. This 

is of concern since the high level of discrimination and stigma can affect the personal 

well-being of those affected with mental disorders and this will hinder the treatment-

seeking by the affected individuals. The recognition of disorders was strongly associated 

with reduced personal stigma in men. Knowledge about persons who can help and 

knowledge about potential recovery was associated with reduced person stigma in 

women.  Knowledge about other options for supporting persons with mental health 

disorders was strongly associated with increased social distance for women and it is 

associated with reduced social distance for men.  The community should be sensitized 

with respect to all the mental disorders, especially schizophrenia. Special efforts should 

be made to include women and older persons in such efforts.  This can considerably bring 

down the stigmatizing attitude of the public and the social distance in the community. 

Improving mental health literacy in the community could reduce personal stigma and 

social distance.  

Self-help interventions were better accepted for treatment of mental disorders in 

comparison to standard psychiatric treatment. Interventions to raise overall mental health 

literacy would benefit the community. However, further investigation is required to 

identify interventions that balance self care with professional care in order to improve 

mental health literacy. 
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ANNEXURE I 

Informed Consent form 

Mental health literacy survey to assess the knowledge and beliefs about mental 

disorders in the rural community of Kollam district 

 

I am Sunu C Thomas, studying for Masters of Public Health (MPH) at Achutha Menon 

Centre for Health Sciences Studies, Sree Chitra Tirunal Institute for Medical Sciences and 

Technology, Thiruvanathapuram. I am conducting a study as part of my Masters 

Dissertation work.  This study aims to gain a better understanding of what people know 

and understand about some health problems.  

Participation involves answering a set of questions. The interview will take approximately 

30-40 minutes, depending on your answers. There are no direct benefits to you for 

participating in this interview. I would like to assure you that all the information shared 

with me will be kept confidential and will only be used for research and publications 

purpose. Your individual identity will never be used in any research output nor will be 

shared with anyone else in process of communication of data.  

I therefore would be grateful if you agree to participate in this study. The participation in 

the study is purely voluntary. You have the right to withdraw your participation at any 

time during the interview without any explanation. You are free to refuse to answer any 

of the questions at any time. For any clarifications regarding the study, you can contact 

me directly (mob:8281548652). In case you wish to seek any clarification regarding this 

study, you can contact the member- secretary of the Institute Ethics Committee of 

SCTIMST. The member secretary can be contacted at the following number: Dr Mala 

Ramanathan, Ph: 0471-2524234. E-mail Id: mala@sctimst.ac.in 
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Consent form 

I have read the details in the information sheet. The purpose of the study and my 

involvement in the study has been explained to me. By signing / providing thumb 

impression on this consent form, I indicate that I understand what will be expected from 

me and that I am willing to participate in this study. I have also been informed who 

should be contacted for further clarifications. I know that I can withdraw my participation 

at any time during the interview without any explanation. 

 I,................................ agree to participate in the study. 

Place: ...........................    ID: ................................... 

Date: ...........................    Signature/Thumb impression: 

................. 

If the respondent is illiterate,  

Name of the Witness: ................... 

Signature of the witness: ............... 

     

Thank you.   

Signature of interviewer: .............................. 
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ANNEXURE II 

MENTAL HEALTH LITERACY SURVEY 

ID: 

WARD NUMBER:         

HOUSE NUMBER: 

DATE OF THE INTERVIEW: 

SOCIO-DEMOGRAPHIC DETAILS 

1 Name of the respondent  

2 What is your age? ......... years 

3 Sex Male       ........................1 

Female    .......................2 

4 What is your marital status? Married    ......................1 

Single      .......................2 

Separated ......................3 

Divorced  ......................4 

Widowed  .....................5 

5 What is your educational status? No formal education    ...............1 

Primary level               ................2    

High school level          ...............3 

Higher secondary level ...............4 

Diploma level                ..............5 

Graduate level              ...............6 

Post graduate and above.............7 

6 What is your religion? Hindu                    ......................1 

Muslim                  ......................2 

Christian                ......................3 

Others (specify)     ......................4 

7 What is your occupation? unemployed ........................1 

Daily wage labourer ...........2 

Farmer ................................3 

Office job............................4 

Student ...............................5 

Others (specify) ..................6 

8 What is your monthly household 

income? (in rupees) 

<5000 ..................................1 

5000-10,000.........................2 

10,000-15,000......................3 

>15,000 ...............................4 

 

 

 

VIGNETTE    V1  

         V2  
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Now I am going to ask you about the health problems of a person I will call (Babu/ 

Mini). Babu/ Mini are not real persons, but there are people like him/ her in Kerala. 

There is no right or wrong answer to the questions I am about to ask you. I am 

interested in your opinions. 

(The depression and schizophrenia vignette will be alternatively allocated to the 

respondents) 

 

V1 DEPRESSION  

MINI 

Mini is 30 year old. She has been feeling unusually sad and miserable for the last few 

months. Even though she is tired all the time, she has trouble sleeping every night. Mini 

doesn‟t feel like eating and has lost weight. She can‟t keep her mind on her work and puts 

off making decisions. Even day-to-day tasks seem too much for her. Sometimes she feels 

like ending her life.  

 

V2 SCHIZOPHRENIA 

BABU 

Babu is 24 years and lives at home with his parents. He has had a few temporary jobs 

since finishing school but for the past one month he has not been going to work. For the 

last two-three months he has stopped seeing his friends and has begun locking himself in 

his bedroom. He refuses to eat or to have bath. His parents also hear him walking about 

his bedroom at night while they are in bed. Even though they know he is alone, they have 

heard him shouting and arguing as if someone else is there. When they try to encourage 

him to do more things, he whispers that he won‟t leave the home because he is being 

spied upon by the neighbour. They realize he is not taking drugs because he never sees 

anyone or goes anywhere. 

 

 

 

NB: The vignettes written satisfy the diagnostic criteria for either major depression or 

schizophrenia according to DSM-IV and ICD-10. The vignette with depression and the one with 

early schizophrenia satisfy at a minimal level these diagnostic criteria, so that we could ascertain 

the public's reaction to cases of developing disorder that had reached the point where 

intervention was needed. 
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VIGNETTE   ............  

 

Q9 Has anyone in your family or close circle of friends 

ever had problems similar to Babu/ Mini‟s? 

(Excludes Respondent) 

Yes    .........     1 

 No     .........    0 

 Don‟t know     ........    2 

 Refused (Go to Q12).... 3 

Q10 Have they received any help or treatment for these 

problems? 

 

Yes    .........     1 

 No     .........    0 

 Don‟t know     ........    2 

 Refused                 .......  3 

Q11 If yes, what type of treatment? Response Specify................ 

............................................ 

Q12 Have you yourself ever had problems similar to 

Babu/ Mini‟s? 

Yes    .........     1 

 No     .........    0 

 Don‟t know     ........    2 

 Refused (Go to Q15)....  3 

Q13 Have you received any help or treatment for these 

problems? 

Yes    .........     1 

 No     .........    0 

 Don‟t know     ........    2 

 Refused             ...........  3 

Q14 If yes, what type of treatment? Response specify............... 

............................................ 

I am interested in your opinion for the following questions 

Q15 What, if anything, would 

you say is wrong with 

Babu/ Mini? (Multiple 

answers accepted)  DO 

NOT PROMPT 

Depression              1 

Nervous breakdown            2 

Mental illness              3  

Psychological /mental/emotional problem          4 

Schizophrenia/ paranoid schizophrenia                  5 

 Stress              6 

 Has a problem            7 

Possession                 8 

Victim of witchcraft                9 

 Cancer           10 

 Nothing           11 

Others (specify)          12 

 Don‟t know           13 

Q16 How do you think Babu/ 

Mini could be best helped? 

(Single Response) DO 

NOT PROMPT 

Talk with friends/ family           1 

Listen and try to understand the problems         2 

See a doctor             3 

See a psychiatrist            4 

Take medication            5 

Take to a mental hospital           6 

See a priest             7 

See Ayurvedic doctor            8 

See a witchdoctor (eg mantric, tantric)         9 

See a counsellor           10 
Babu/ Mini must first recognise the problem         11 

Others (specify)           12 

Don‟t know            13 
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Q17 Imagine Babu/ Mini is 

someone you have known 

for a long time and care 

about. You want to help 

him/ her. What would you 

do? 

 Response given (specify).......................................... 

................................................................................... 

.................................................................................... 

.................................................................................... 

..................................................................................... 

...................................................................................... 

Q18 What do you think, causes 

these problems for 

Babu/Mini? 

Response given (specify)............................................ 

.................................................................................... 

.................................................................................... 

.................................................................................... 

 

There are a number of people who could possible help Babu/ Mini 

Q19 For each of the following, are 

the people likely to be helpful, 

harmful or neither for Babu/ 

Mini? (Single Response) 

 

 

Helpful Harmful Neither Depends Don‟t 

Know 

 a A local doctor 1 2 3 4 5 

 b A psychiatrist 1 2 3 4 5 

 c An ayurvedic doctor 1 2 3 4 5 

 d A counsellor 1 2 3 4 5 

 e Social worker 1 2 3 4 5 

 d A pharmacist 1 2 3 4 5 

 f Close family friends 1 2 3 4 5 

 g Friends 1 2 3 4 5 

 h Witchdoctor( eg; 

mantravadi) 

1 2 3 4 5 

 i Priest 1 2 3 4 5 

 j Babu/ Mini try to deal with 

his/her problem by himself/ 

herself 

1 2 3 4 5 

 k Others (specify) 1 2 3 4 5 
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There are different kinds of help and treatment which could be offered by some of 

the people just mentioned 

Q20 Do you think the following 

different medicines are likely 

to be helpful, harmful or 

neither 

 

 

Helpful Harmful Neither Depends Don‟t 

Know 

 a Vitamins, tonics or herbal 

medicines 

1 2 3 4 5 

 b Pain relievers 1 2 3 4 5 

 c Sleeping pills 1 2 3 4 5 

 d Anti-biotics 1 2 3 4 5 

 e Anti-depressants 1 2 3 4 5 

 d Anti-psychotics 1 2 3 4 5 

 f Other medicines 

(specify).................... 

1 2 3 4 5 

Q21 Do you think the following 

treatments are likely to be 

helpful, harmful or neither 

 

 

Helpful Harmfu

l 

Neither Depends Don‟t 

Know 

 a Becoming more physically 

active, such as playing 

more sport, or doing a lot 

more walking or 

gardening 

1 2 3 4 5 

 b Relaxation, meditation  1 2 3 4 5 

 d Yoga  1 2 3 4 5 

 f Being admitted to a 

psychiatric ward of a 

hospital 

1 2 3 4 5 

 d Undergoing electro-

convulsive or shock 

therapy 

1 2 3 4 5 

 g Psychotherapy 1 2 3 4 5 

 h Others 

(specify).............................

...... 

1 2 3 4 5 
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Next few questions ask what you think are Babu/ Mini’s chances of recovery 

Q22 What would be the likely result if Babu/ 

Mini had the sort of the professional help 

you think is most appropriate? 

Full recovery with no further 

problems            1 

Full recovery, but problems would 

probably re-occur           2 

Partial recovery           3 

Partial recovery, but problems would 

probably re-occur           4 

No improvement           5 

Get worse            6 

Don‟t know                        7 

Q23 What would be the likely outcome if 

Babu/ Mini did NOT have any 

professional help? 

Full recovery with no further 

problems            1 

Full recovery, but problems would 

probably re-occur           2 

Partial recovery           3 

Partial recovery, but problems would 

probably re-occur           4 

No improvement           5 

Get worse            6 

Don‟t know                        7 

 

Suppose that Babu/ Mini had the sort of help that you think is most appropriate for 

his/her problems 

 

Q24 For each of the following, how do you 

think Babu/ Mini would be IN THE 

LONG TERM, compared to other people 

in the community? 

In the long term, compared to other 

people in the community and AFTER 

getting help, how likely is he/she..... 

 

 

More 

likely 

Just as 

likely 

Less 

likely 

Don‟t 

know 

 a Be violent 1 2 3 4 

 b Have poor relationship with family 

and friends 

1 2 3 4 

 c Attempt suicide 1 2 3 4 

 d Have understanding of other people‟s 

feelings 

1 2 3 4 

 e Have a good marriage 1 2 3 4 

 h Be able to work well 1 2 3 4 
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The next few questions contain statement about Babu/ Mini’s problem. Please 

indicate how strongly you personally agree or disagree with each statement 

Q26 People with problem like Babu/ Mini‟s 

could snap out of it if they wanted 

 

Strongly agree   1 

Agree    2 

Neither agree nor disagree 3 

Disagree   4 

Strongly disagree  5 

Q27 A problem like Babu/ Mini‟s is a sign of 

personal weakness 

Strongly agree              1 

Agree    2 

Neither agree nor disagree 3 

Disagree   4 

Strongly disagree  5 

Q28 Babu/ Mini‟s problem is not a disease Strongly agree   1 

Agree    2 

Neither agree nor disagree 3 

Disagree   4 

Strongly disagree  5 

Q29 People with problem like Babu/ Mini‟s are 

dangerous. (“Dangerous” means 

„Dangerous to others‟) 

Strongly agree   1 

Agree    2 

Neither agree nor disagree 3 

Disagree   4 

Strongly disagree  5 

Q30 It is best to avoid people with problem 

like Babu/ Mini‟s so that you don‟t 

develop this problem 

Strongly agree   1 

Agree    2 

Neither agree nor disagree 3 

Disagree   4 

Strongly disagree  5 

Q31 People with problem like Babu/ Mini‟s are 

unpredictable 

Strongly agree   1 

Agree    2 

Neither agree nor disagree 3 

Disagree   4 

Strongly disagree  5 

Q32 If I had a problem like Babu/ Mini‟s I 

would not tell anyone 

Strongly agree   1 

Agree    2 

Neither agree nor disagree 3 

Disagree   4 

Strongly disagree  5 

Q33 I would not employ someone if I knew 

they had a problem like Babu/ Mini‟s 

Strongly agree   1 

Agree    2 

Neither agree nor disagree 3 

Disagree   4 

Strongly disagree  5 

Q25  Do you think that Babu/ Mini would be 

discriminated against by others in the 

community, if they knew about the 

problems he/she has? 

Yes    1 

No    0 

Don‟t know   2 
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The next few questions ask about how willing you would be to have contact with 

someone like Babu/ Mini 

Q34 Would you be willing to move next door 

to Babu/ Mini 

Yes    1 

No    0 

Don‟t know   2 

Q35 Would you be willing to spend an evening 

socialising with Babu/ Mini 

Yes    1 

No    0 

Don‟t know   2 

Q36 Would you be willing to friend with Babu/ 

Mini 

Yes    1 

No    0 

Don‟t know   2 

Q37 Would you be willing to have Babu/ Mini 

working closely with you on a job 

Yes    1 

No    0 

Don‟t know   2 

Q38 Would you be willing to have Babu/ Mini 

married into your family 

Yes    1 

No    0 

Don‟t know   2 

 

There are many people in the community who suffer from the problem like Babu/ 

Mini’s. The next few questions are about possible causes of this sort of problem 

developing in anybody 

Q39 Could an infection be a reason for this sort 

of problem?  

Yes    1 

No    0 

Don‟t know   2 

Q40 Could day-to –day problems such as stress 

be a reason for this problem? 

Yes    1 

No    0 

Don‟t know   2 

Q41 Could day-to-day problem such as family 

arguments be a reason for this problem? 

Yes    1 

No    0 

Don‟t know   2 

Q42 Could day-to-day problem such as 

difficulties at work be a reason for this 

problem? 

Yes    1 

No    0 

Don‟t know   2 

Q43 Could day-to-day problems such as 

financial difficulties be a reason for this 

problem? 

Yes    1 

No    0 

Don‟t know   2 

Q44 Could the recent death of a close friend or 

relative be a reason for this problem? 

Yes    1 

No    0 

Don‟t know   2 

Q45 Could these sorts of problem be genetic / 

inherited? 

Yes    1 

No    0 

Don‟t know   2 
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Q46 Could being addicted can be reason for 

this problem? 

Yes    1 

No    0 

Don‟t know   2  

Q47 Could having a family member who is 

addicted be a reason for this problem? 

Yes    1 

No    0 

Don‟t know   2 

Q48 Could having a weakness of character be a 

reason for this problem? 

Yes    1 

No    0 

Don‟t know   2 

Q49 Could problems from childhood such as 

being badly treated or abused, losing one 

or both parents or coming from broken 

family be a reason for this problem? 

Yes    1 

No    0 

Don‟t know   2 

Q50 Is being a nervous person likely to be a 

reason for this problem? 

Yes    1 

No    0 

Don‟t know   2 
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ANNEXURE III 

പഠനവ഻വരണം 

ീഔഺലലം ജ഻ലലയ഻ീല ഖഺമപുദശങ്ങള഻ീല ജനങ്ങളുീെ ആെയ഻ലഽള്ള മഺനസ഻ഔ 

അുരഺഖൿീെപ്പറ്റ഻യഽള്ള  ഄറ഻വഽം വ഻ശവഺസങ്ങളും ഄറ഻യഺനഽള്ള മഺനസ഻ഔ 

അുരഺഖൿ സഺക്ഷരതഺ സർുേ 

 

എൻീറ ുപര്സഽനഽ സ഻ ുതഺമസ് ,ഞഺൻ ശ഼ച഻ത ത഻രഽനഺൾ ആൻസ്റ്റ഻റ്റുറ്റ഻ീല ഄചൿഽത 

ുമുനഺൻ ീസൻറ്ററ഻ൽ ീപഺതഽജന അുരഺഖൿെ഻ൽ ബ഻രഽദഺനന്തര ബ഻രഽദെ഻നഽ  
പഠ഻ക്കഽന്നഽ . എൻീറ ുഔഺഴ്സ഻ന്ീറ   ഭഺഖമഺയ഻ ഞഺൻ രഽ പഠനം നെെഽന്നഽ. ഇ 

പഠനം ീഔഺണ്ട് ലക്ഷൿമഺക്കഽന്നത് ച഻ല അുരഺഖൿപശ്നങ്ങീളക്കഽറ഻ച്ച്  
ജനങ്ങൾക്കഽള്ള ഄറ഻വ഻ീനപ്പറ്റ഻ ീമച്ചീപട്ട ഔഺഴ്ചപഺട് ലഭ഻ക്കഽന്നത഻നഺണ്. 

ഇ പഠനെ഻ന്ീറ ഭഺഖമഺയ഻ തഺങ്കുളഺട്  ച഻ല ുചഺദൿങ്ങൾ ുചഺദ഻യ്ക്ക്കഺൻ ഞഺൻ 

അഖഹ഻ക്കഽഔയഺണ്. ുചഺദൿങ്ങൾ പാർെ഻യഺക്കഺൻ ഄരമണ഻ക്കാുറഺളം 

ുവണ്ട഻വരഽം. ഇ പഠനെ഻ൽ പങ്കഺള഻യഺഔഽന്നതഽീഔഺണ്ട് തഺങ്കൾക്ക് ുനര഻ട്ട് രഽ 
പുയഺജനവഽം ഔ഻ട്ടുന്നതലല. തഺങ്കൾ തരഽന്ന വ഻വരങ്ങീള വളീര രഹസൿമഺയ഻ 
സാക്ഷ഻ക്കഽന്നതഺണ്. ഇ വ഻വരങ്ങൾ ത഼ർെഽം പഠനഺവശൿങ്ങൽക്കഺയ഻   മഺതുമ 

ഈപുയഺഖ഻ക്കഽഔയഽള്ളൂ.  .ആത഻ൽ പീങ്കെഽക്കഽഔമാലം തഺങ്കൾക്ക് രഽവ഻ധെ഻ലഽം 

ബഽദ്ധ഻മഽട്ടുഔൾ ഈണ്ടഺവഽഔയഽം ആലല . ഄെരെ഻ൽ തഺങ്കീള ഄസവസ്ഥരഺഔഽന്ന 

ുചഺദൿങ്ങൾക്ക് ഈെരം നല്ഔഺത഻ര഻ക്കഺൻ തഺങ്കൾക്ക് പാർണ സവഺതന്തൿം ഈണ്ട്. 

ഇ പഠനെ഻ൽ തഺങ്കളുീെ പങ്കഺള഻െം ത഼ർെഽം സവമനസ്സഺീല ഈള്ളതഺണ് . ഇ 

പഠനെ഻ൽ ന഻ന്നഽം തഺങ്കൾക്ക് എുപ്പഺൾ ുവണീമങ്ക഻ലഽം പ഻ന്ഩഺരഺവഽന്നതഺണ്. 
ഏീതങ്ക഻ലഽം ുചഺദൿങ്ങൾ തഺങ്കീള ഄസവസ്ഥരഺഔഽന്ന എന്നഽീണ്ടങ്ക഻ൽ  അ 

ുചഺദൿങ്ങൾക്ക് ഈെരം നല്ഔഺത഻ര഻ക്കഺൻ തഺങ്കൾക്ക് പാർണ സവഺതന്തൿം ഈണ്ട്. 

എീന്തങ്ക഻ലഽം ഔഺരൿെ഻ൽ സംശയം ഈീണ്ടങ്ക഻ൽ ുചഺദ഻ക്കഺവഽന്നതഺണ്. ഭഺവ഻യ഻ൽ 

എീന്തങ്ക഻ലഽം തരെ഻ലഽള്ള സംസയങ്ങൾ ഈീണ്ടങ്ക഻ലഽം എുന്നഺട് 

ുചഺദ഻ക്കഺവഽന്നതഺണ് (8281548652).എൻീറ പഠനീെ ഔഽറ഻ച്ചു ന഻ങ്ങൾക്ക് 
ഏീതങ്ക഻ലഽം വ഻ധെ഻ലഽള്ള സംസയങ്ങൾ ഈീണ്ടങ്ക഻ൽ ഄത് ശ഼ ച഻ത ത഻രഽനഺൾ 

ആന്സ്ട്ട഻െഽെ഻ീല എെ഻ക്സസ് ഔമ്മ഻റ്റ഻ യഽീെ ീമമ്പർ ീസഔട്ടറ഻ുയഺട് 

ുചഺദ഻ക്കഺവഽന്നതഺണ്. ു ഺ. മഺല രഺമനഺഥൻ ( 0471-2524234). Email id: mala@sctimst.ac.in 
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സമ്മതപതം 

 

പഠനവ഻വരണം മഽഴഽവൻ ഞഺൻ വഺയ഻ച്ചു. ഇ പഠനെ഻ന്ീറ ഈുേശൿവഽം എന഻ക്ക് 
ഇ പഠനെ഻ലഽള്ള പങ്കഺള഻െവഽം എുന്നഺട് വ഻വര഻ച്ച഻െഽണ്ട്.ഇ സമ്മതപതെ഻ൽ 

പ്പ്/ വ഻രലെയഺളം വയ്ക്ക്കഽന്നത് എന്ീറ ഇ പഠനെ഻ൽ പങ്കഺള഻യഺഔഺനഽള്ള 

പാർണ സമ്മതീെ ഄറ഻യ഻ക്കഽന്നഽ. എീന്തങ്ക഻ലഽം വ഻ശദ഼ഔരണങ്ങൾ 

അവശൿമഽീണ്ടങ്ക഻ൽ അീര ബന്ധീപെണം എന്ന് എുന്നഺട് വ഻വര഻ച്ച഻െഽണ്ട്. ഇ 

ഄഭ഻മഽകെ഻ൽ ന഻ന്നഽം എുപ്പഺഴ് ുവണീമങ്ക഻ലഽം പ഻ന്ഩഺറഺം എന്നഽം എന഻ക്ക് 
ഄറ഻യഺം. 

 ഞഺൻ ,.......................................... ഇ പഠനെ഻ൽ പീങ്കെഽക്കഺൻ തയ്യഺറഺണ് 

സ്ഥലം: ......................                                                               ഐ  ഻ : ......................... 

ത഼യത഻ : ..........................                                                             പ്പ്/വ഻രലെയഺളം: 
................................. 

പത഻വദ഻ക്കഽന്നയഺൽ ന഻രക്ഷരനഺീണങ്ക഻ൽ , 

പത഻വദ഻ക്കഽന്നയഺൽ ന഻രക്ഷരനഺീണങ്ക഻ൽ ,  

സഺക്ഷ഻യഽീെ ുപര് :........................................... 

സഺക്ഷ഻യഽീെ പ്പ് :.............................................. 

 

നന്ദ഻  

ഄഭ഻മഽകം നെെഽന്നയഺളുീെ പ്പ്: ...................................... 
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ANNEXURE IV 
 

മഺനസ഻ക ആരരഺഗ്ൿ സഺക്ഷരത സർരേ 

ഐ  ഻ നമ്പർ:       സവഭഺവച഻തണം:  

വഺർഡ് നമ്പർ: 

വ഼ട്  നമ്പർ: 

ഄഭ഻മഽകം ീചയഽന്ന ത഼യത഻: 
പപഺതു വ഻വരം 

1 പത഻വദ഻ക്കഽന്ന വൿക്ത഻യഽീെ ുപര്  

2 തഺങ്കളുീെ വയസ് എതയഺണ്? ......... വയസ് 

3 ല഻ംഖം പഽരഽഷൻ       .......................1 

സ്ത഼                .......................2 

 

 
4  
തഺങ്കളുീെ ൂവവഺഹ഻ഔ സ്ഥ഻ത഻ എന്തഺണ്? വ഻വഺഹ഻ത / വ഻വഺഹ഻തൻ                       ......... 1 

ഄവ഻വഺഹ഻ത/ ഄവ഻വഺഹ഻തൻ    ........ 2 

ുവർപ഻ര഻ഞ്ഞഽ ജ഼വ഻ക്കഽന്നഽ        .........3 

ബന്ധം ുവർീപെഽെ഻                                      ....... 4 

വ഻ധവ/ വ഻ഭഺരൿൻ               ........5 

5 തഺങ്കളുീെ വ഻ദൿഺഭൿഺസ ുയഺഖൿത എന്തഺണ്? ഓപചഺര഻ഔവ഻ദൿഺഭൿഺസം ആലല     .........1 

പഺഥമ഻ഔ വ഻ദൿഺഭൿഺസം(1-7)          ...........2    

ൂഹസ്ഔാൾ തലം(8-10)            ............3 

ഹയർീസക്കന്്റ഻ തലം (11-12)    ............4 

 ഻ുലഺമ                     ............5 

ബ഻രഽദം                       ............6 

ബ഻രഽദഺനന്തര ബ഻രഽദം            ...........7 

 

6 തഺങ്കളുീെ മതം ഏതഺണ്? ഹ഻ന്ദഽ                                                             ....................1 

മഽസ്഻ം                                                             ....................2 

ഔ഻സ്തൿൻ                                                    ....................3 

മുറ്റീതങ്ക഻ലഽം(വൿക്തമഺക്കഽഔ)           ....................4 

7 തഺങ്കളുീെ ുജഺല഻ എന്തഺണ്? ുജഺല഻യ഻ലല                                                   ....................1 

ഔാല഻പ്പണ഻                  ....................2 

ഔർഷഔൻ                                                ..................3 

ഒഫ഼സ് ുജഺല഻               ...................4 

വ഻ദൿഺർഥ഻                  .................5 

മുറ്റീതങ്ക഻ലഽം (വൿക്തമഺക്കഽഔ )                  ............6 

8 തഺങ്കളുീെ മഺസവരഽമഺനം എതയഺണ്  ?( രാപയ഻ൽ  ) <5000                                                                      ..............1 

5000-10,000                                                            ..............2   
10,000-15,000                                                        ................3 

>15,000                                                                  ................4 
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ഇരപഺൾ ഞഺൻ ന഻ങ്ങരളഺട് ഒരഺളുപെ ആരരഺഗ്ൿ പശ്നപെക്കുറ഻ച്ച  ് പറയും. ആ വൿക്ത഻പയ ഞഺൻ 

ബഺബു/ മ഻ന഻ എന്ന് വ഻ള഻ക്കും . ഇത് യഥഺർത്ഥ വൿക്ത഻കൾ അലല. പരക്ഷ ഇവപര രപഺപലയുള്ള 

വൿക്ത഻കൾ രകരളെ഻ൽ ഉണ്ട് . 
അത഻നു രശഷം ഞഺൻ ന഻ങ്ങരളഺട് ച഻ല  രചഺദൿങ്ങൾ രചഺദ഻ക്കും , ന഻ങ്ങളുപെ ഉെരം ശര഻രയഺ പതരറഺ 

എന്ന് ഞഺൻ വ഻ലയ഻രുെുന഻ലല മറ഻ച്ച് ന഻ങ്ങളുപെ അഭ഻പഺയം അറ഻യഺനഺണ് ഞഺൻ തഺത്പരൿപപെുന്നത് 

.  

V1 വ഻ഷഺദുരഺഖം  
മ഻ന഻ 
മ഻ന഻ 30 വയസഽള്ള രഽ യഽവത഻യഺണ്, ഄവൾ ഔഴ഻ഞ്ഞ ഔഽറച്ചു മഺസങ്ങളഺയ  ഻ഄസഺധഺരണമഺയ 

ദഽ;കവഽം ദഽര഻തവഽം ഄനഽഭവ഻ക്കഽഔയഺണ്  .എലലഺയ഻ുപ്പഺഴഽം ഄവൾ 

ക്ഷ഼ണ഻തയഺയ഻രഽീന്നങ്ക഻ലഽം, എലലഺ ദ഻വസവഽം രഺത഻ ഈറങ്ങഺൻ ഄവൾക്കഽ ബഽദ്ധ഻മഽട്ടഺയ഻രഽന്നഽ. 
മ഻ന഻ക്ക് ഭക്ഷണം ഔഴ഻ക്കഺൻ ുതഺ നഽന്ന഻ലലഺയ഻രഽന്നഽ ഄങ്ങീന ഄവളുീെ ശര഼രഭഺരം ഔഽറഞ്ഞഽ. 
ഄവൾക്കഽ ുജഺല഻യ഻ൽ ശദ്ധ഻ക്കഺനഽം ത഼രഽമഺനങ്ങൾ എെഽക്കഺനഽം  ഔഴ഻യഽന്നഽണ്ടഺയ഻രഽന്ന഻ലല. 
ൂദനംദ഻ന ുജഺല഻ഔൾ ുപഺലഽം ഄവൾക്കഽ ദഽഷ്ഔരമഺയ഻ ുതഺന്ന഻യ഻രഽന്നഽ . ജ഼വ഻തം വീര 

ഄവസഺന഻പ്പ഻ക്കണീമന്ന് ച഻ലുപ്പഺൾ ഄവൾക്കഽ ുതഺന്ന഻യ഻രഽന്നഽ.  
 

 

 

V2 സ്ഔ഻ുസഺഫ഼ന഻യ 
ബഺബഽ 
ബഺബഽ 24 വയസഽള്ള രഽ യഽവഺവഺണ് . ഄവൻ ഄവൻീറ മഺതഺപ഻തഺക്ക ുളഺീെഺപ്പമഺണ് 

തഺമസ഻ക്കഽന്നത്. സ്ഔാൾ വ഻ദൿഺഭൿഺസെ഻നഽ ുശഷം ഄവൻ ച഻ല തഺല്ക്കഺല഻ഔ ുജഺല഻ഔള഻ൽ 

ഏർീപട്ട഻രഽന്നഽ, എന്നഺൽ ഔഴ഻ഞ്ഞ രഽ മഺസമഺയ഻ ഄവൻ ുജഺല഻ീക്കഺന്നഽം ുപഺഔഽന്ന഻ലല. ഔഴ഻ഞ്ഞ 

രണ്ടഽ മാന്ന് മഺസങ്ങളഺയ഻ ഄവൻ സഽഹിെഽക്കീള ഔഺണഽന്നത് ന഻ർെഽഔയഽം എുപ്പഺഴഽം 
മഽറ഻യ഻ൽ ഔതഔെച്ചു ആര഻ക്കഺനഽം തഽെങ്ങ഻. ഄവൻ ഭക്ഷണം ഔഴ഻ക്കഺനഽം ഔഽള഻ക്കഺനഽം 
വ഻സമ്മത഻ച്ച .ു രഺത഻യ഻ൽ പലുപ്പഺഴഽം ഄവൻീറ ഔ഻െപ്പുമഽറ഻യ഻ൽ ഄവൻ ഄുങ്ങഺട്ടും ആുങ്ങഺട്ടും 
നെക്കഽന്ന ശബ്ദം ഄവൻീറ ഄച്ഛനമ്മമഺർ ുഔൾക്കഺറഽണ്ടഺയ഻രഽന്നഽ. ഄവൻ മഽറ഻യ഻ൽ റ്റ 

ക്കഺീണങ്ക഻ലഽം  മറ്റഺുരഺ അ മഽറ഻യ഻ൽ ഈണ്ട് എന്ന ുപഺീല ഄവൻ ഄവുരഺെഽ ഈച്ചെ഻ൽ 

സംസഺര഻ക്കഽന്നതഽം തർക്ക഻ഔഽന്നതഽം ഄവൻീറ മഺതഺപ഻തഺക്കൾ ുഔൾക്കഺറഽണ്ടഺയ഻രഽന്നഽ  . 
മഺതഺപ഻തഺക്കൾ ഄവീന  രഽപഺട് ഔഺരൿങ്ങൾ ീചയഺൻ ുപഺത്സഺഹ഻പ്പ  ഻ക്കഽംുബഺീഴഺീക്ക , 
ഄയൽക്കഺരൻ ഄവൻീറ ുമൽ ചഺരപവർെ  ഻ീചയഽന്നഽീണ്ടന്നഽം ഄതഽീഔഺണ്ട  ്വ഼ട് വ഻ട്ട് പഽറെഽ 
ുപഺഔ഻ലല എന്ന് പത഻ീയ പറഞ്ഞഽീഔഺണ്ട഻രഽന്നഽ. ഄവൻ അീരയഽം ഔഺണഽഔുയഺ വ഼െഽവ഻ട്ടു 
എങ്ങഽം ുപഺവഽഔുയഺ ആലലഺയ഻രഽന്നത഻നഺൽ ഄവൻ ലഹര഻ വസ്തഽക്കൾ 

ഈപുയഺഖ഻ക്കഽന്ന഻ലലഺയ഻രഽന്നഽ എന്ന് മഺതഺപ഻തഺക്കൾ മനസ഻ലഺക്ക഻. 
 

സവഭഺവച഻തണം   ............  
 

Q9 തഺങ്കളുീെ ഔഽെഽംബെ഻ുലഺ സഽഹിെ് 
വലയത഻ലലഺർീക്കങ്ക഻ലഽുമഺ മ഻ന഻യഽീെ/ 
ബഺബഽവ഻ൻീറ ുപഺീല പശ്നങ്ങൾ  
എുപ്പഺീഴങ്ക഻ലഽം ഈണ്ടഺയ഻ട്ടുുണ്ടഺ? 

(പത഻വദ഻ക്കഽന്ന വൿക്ത഻ീയ ഴ഻വഺക്കഽഔ) 

ഈണ്ട്                            .........1 

 ആലല                           ......... 0 

 ഄറ഻യ഻ലല                            ........2 

 വ഻സമ്മത഻ച്ച  ു(Q12 ുലക്ക് ുപഺഔഽഔ)      

....3 

Q10 ആെരം പശ്നങ്ങൾ ഈണ്ടഺയ഻രഽീന്നങ്ങ഻ൽ , 

ഄവർക്ക് ഏീതങ്ക഻ലഽം തരെ഻ലഽള്ള 

സഹഺയുമഺ ച഻ഔ഻ത്സുയഺ ലഭ഻ച്ച഻ട്ടുുണ്ടഺ ? 

ഈണ്ട്                             ........1 

 ആലല                            .........0 

 ഄറ഻യ഻ലല                           ........ 2 

 വ഻സമ്മത഻ച്ച  ു                                ....... 3 

Q11 ഈീണ്ടങ്ക഻ൽ , എന്ത് ച഻ഔ഻ത്സയഺണ്/ 
സഹഺയമഺണ് ലഭ഻ച്ചത്? 

വൿക്തമഺക്കഽഔ 
 
 

Q12 തഺങ്കൾക്ക് മ഻ന഻യഽീെുയഺ/ബഺബഽവ഻ന്ീറുയഺ 
ുപഺീല പശ്നങ്ങൾ എുപ്പഺീഴങ്ങ഻ലഽം 
ഈണ്ടഺയ഻ട്ടുുണ്ടഺ? 

ഈണ്ട്                             ....... 1 

 ആലല                            ........ 0 

 ഄറ഻യ഻ലല                           ........ 2 

 വ഻സമ്മത഻ച്ച  ു(Q15 ുലക്ക് ുപഺഔഽഔ) ....  3 

Q13 ആെരം പശ്നങ്ങൾ ഈണ്ടഺയ഻രഽീന്നങ്ങ഻ൽ, 
തഺങ്കൾക്ക് ഏീതങ്ക഻ലഽം തരെ഻ലഽള്ള 

സഹഺയുമഺ ച഻ഔ഻ത്സുയഺ ലഭ഻ച്ച഻ട്ടുുണ്ടഺ? 

ഈണ്ട്                             ........1 

 ആലല                             .........0 

 ഄറ഻യ഻ലല                            ........ 2 

 വ഻സമ്മത഻ച്ച  ു                              ...........3 

Q14 ഈീണ്ടങ്ക഻ൽ , എന്ത് ച഻ഔ഻ത്സയഺണ്/ 
സഹഺയമഺണ് ലഭ഻ച്ചത്? 

വൿക്തമഺക്കഽഔ 
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ഇന഻യും  രചഺദ഻ക്കഺൻ രപഺകുന്ന രചഺദൿങ്ങൾക്ക  ് ന഻ങ്ങളുപെ അഭ഻പഺയം അറ഻യഺൻ ഞഺൻ 

തഺല്പരൿപപെുന്ന  ു

Q15 ബഺബഽവ഻ുനഺ/ മ഻ന഻യ്ക്ുക്കഺ 
എീന്തങ്ങ഻ലഽം പശ്നം ഈീണ്ടന്നഽ 
ന഻ങ്ങൾക്ക് ുതഺന്നഽന്നഽീണ്ടങ്ക഻ൽ 

ഄീതന്തഺണ് ? (ന്ന഻ൽഔാെഽതൽ 

ഈെരം അഔഺം)   
[ുപര഻പ്പ഻ക്കരഽത്  ] 

വ഻ഷഺദുരഺഖം..........................................................1 
                      

നഺ ഼സ്തംഭനം ...............................................................2 

                                                                             

മഺനസ഻ഔ   ുരഺഖം....................................................3                                                                  

      

മഺനസ഻ഔമഺയ/ വ഻ഔഺരപരമഺയ പശ്നം............4                  

 
സ്ഔ഻ുസഺഫ഼ന഻യ / പഺരുനഺയ഻ഡ്  

സ്ഔ഻ുസഺഫ഼ന഻യ ..................................................5 
  

 മഺനസ഻ഔ സമ്മർദം/ മഺനസ഻ഔ പ഻ര഻മഽറഽക്കം.....6 

 
എുന്തഺ രഽ പശ്നം ഈണ്ട് ............................................7 

                     

ബഺധ ുഔറ഻................................................................8                           

 
ഔാുെഺതെ഻ന്ീറ/ മന്തവഺദെ഻ന്ീറ  ആര.........9                  

  

ഔൿഺൻസർ ...............................................................10 

                  

 
രഽ പശ്നവഽം  ആലല
 ......................................................11  

                

 
മീറ്റീന്തങ്ക഻ലഽം  ഔഺരണം (വൿക്തമഺക്കഽഔ)........12        
 
ഄറ഻യ഻ലല ...............................................................13 

                 

Q16 ബഺബഽവ഻ീന/ മ഻ന഻ീയ എങ്ങീന നലല 
ര഼ത഻യ഻ൽ സഹഺയ഻ക്കഺൻ 

സഺധ഻ക്കഽീമന്നഺണ് തഺങ്കൾക്ക് 
ുതഺന്നഽന്നത്? (റ്റ ഈെരം)  
[ുപര഻പ്പ഻ക്കരഽത്  ] 

സഽഹിെഽക്കളുമഺയ /഻ഔഽെഽംബഺംഖങ്ങളുമഺയ  ഻

സംസഺര഻ക്കഽഔ............................................................. 1 

ഄവരഽീെ പശ്നങ്ങൾ ുഔൾക്കഽഔയഽം ഄത് 

മനസ഻ലഺക്കഺൻശമ഻ക്കഽഔയഽം 
ീചയ്യുഔ..........................................................................  2 

രഽ ു ഺക്സെീറ ഔഺണഽഔ..........................................3 

രഽമുനഺുരഺഖ വ഻ദഗ്തീന ഔഺണഽഔ......................4  

മരഽന്ന് എെഽക്കഽഔ ...............................................................5 

രഽമുനഺുരഺഖഺശഽപത഻യ഻ൽ ീഔഺണ്ടഽുപഺഔഽഔ 

............................................................................................6 

രഽപഽുരഺഹ഻തീനഔഺണ഻ക്കഽഔ ..................................7 

രഽഅയഽർുവദു ഺക്സെീറഔഺണഽഔ......................8 

രഽമന്തവഺദ഻ീയഔഺണഽഔ .............................................9 

രഽഈപുദശഔീന(ീഔൌന്സ഻ലീര)ഔഺണഽഔ ...........10 

അദൿം ബഺബഽ/മ഻ന഻ സവന്തമഺയ഻  
ഇ പശ്നം ത഻ര഻ച്ചറ഻യണം ................................ 11 

 
മീറ്റീന്തങ്ക഻ലഽം(വൿക്തമഺക്കഽഔ).............................12       
           

ഄറ഻യ഻ലല...................................................................13 

            

Q17 ബഺബഽവ഻ീന/ മ഻ന഻ീയ ന഻ങ്ങൾ 

വളീര നഺളഺയ഻ ഄറ഻യഽന്നതഽം 
ന഻ങ്ങൾക്ക് വളീര ുവണ്ടീപട്ടവരഺ 
ീണന്നഽ സങ്കല്പ഻ക്കഽഔ. ന഻ങ്ങൾക്ക  ്

ഄവീര സഹഺയ഻ക്കണീമന്നഽണ്ട.് 
എങ്ക഻ൽ   ന഻ങ്ങൾ എന്ത്  
ീചയ്യും? 

വൿക്തമഺക്കഽഔ 
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Q18 ബഺബഽവ഻ന്/ മ഻ന഻ക്ക് ആെരം 
പശ്നങ്ങൾ ഈണ്ടഺഔഺനഽള്ള 

ഔഺരണങ്ങൾ എീന്തഺീക്കയഺീണ 

ന്നഺണ് ന഻ങ്ങൾക്ക് ുതഺന്നഽന്നത്? 

വൿക്തമഺക്കഽഔ 

 

 

 
 

 

 
 

 

 
 

 

 
 

 

 
 
 
 
 
 
 
ബഺബുവ഻പന/ മ഻ന഻പയ സഹഺയ഻ക്കഺൻ കഴ഻യുന്ന ഒരുപഺട് ആളുകൾ ഉണ്ട് 

Q19 ചഽവീെ ുചർെ഻ര഻ക്കഽന്ന 

അളുഔള഻ൽ അീരലലഺം 
ബഺബഽവ഻ീന/ മ഻ന഻ീയ 

സഹഺയ഻ക്കഽം , ഄീലലങ്ക഻ൽ 

ഹഺന഻വരഽെഽം ഄീലലങ്ക഻ൽ  

ആതഽരണ്ടഽമ഻ലല? (റ്റ ഈെരം) 

 
 

സഹഺ
യ഻
ക്കഽം 

ഹഺന഻വ
രഽെഽം 

ആതഽര
ണ്ടഽമ഻ലല 

ഔിതൿമഺ
യ഻ 
പറയഺൻ 
പറ്റ഻ലല 

ഄറ഻യ഻ലല 

 a രഽ ു ഺക്സെർ 1 2 3 4 5 

 b രഽ മുനഺുരഺഖ വ഻ദഗ്തൻ 1 2 3 4 5 

 c രഽ അയഽർുവദ 

ു ഺക്സെർ  

1 2 3 4 5 

 d രഽ ീഔൌന്സ഻ല ർ 1 2 3 4 5 

 e സഺമാഹ഻ഔ പവർെഔൻ 1 2 3 4 5 

 f രഽ ഫഺർമസ഻സ്റ്റ് 1 2 3 4 5 

 g ഄെഽെ ഔഽെഽംബ 

സഽഹിെഽക്കൾ  

1 2 3 4 5 

 h സഽഹിെഽക്കൾ 1 2 3 4 5 

 i മന്തവഺദ഻ 1 2 3 4 5 

 j പഽുരഺഹ഻തൻ 1 2 3 4 5 

 k ബഺബഽ/ മ഻ന഻ ഄവരഽീെ 
പശ്നങ്ങൾ സവന്തമഺയ഻ 
ുനര഻െഺൻ ശമ഻ക്കഽഔ  

1 2 3 4 5 

 l മീറ്റീന്തങ്ക഻ലഽം(വൿക്തമഺ
ക്കഽഔ) 

1 2 3 4 5 
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മുകള഻ൽ സൂച഻പ഻ച്ച  വൿക്ത഻കള഻ൽ ച഻ലർക്ക് ബഺബുവ഻ന്/മ഻ന഻ക്ക  ്വ഻വ഻ധ തരെ഻ലുള്ള 

സഹഺയം/ച഻ക഻ത്സ പകഺെുക്കഺൻ സഺധ഻ക്കും. അെുെ കുറച്ചു രചഺദൿങ്ങൾ വ഻വ഻ധ തരെ഻ലുള്ള 
ച഻ക഻ത്സ/സഹഺയം ബഺബുവ഻പന /മ഻ന഻പയ  എതരെഺളം സഹഺയ഻ക്കും   എന്നത഻പനക്കുറ഻ച്ചഺണ് 
 

Q20 ചഽവീെ 
ീഔഺെഽെ഻ര഻ക്കഽന്ന 

ഏീതലലഺം മരഽന്നഽഔൾ 

സഹഺയ഻ക്കഽം , 
ഹഺന഻വരഽെഽം 
ഄീലലങ്ക഻ൽ ആതഽരണ്ടഽമ഻ലല 
എന്ന് ന഻ങ്ങൾക്ക  ്

ുതഺന്നഽന്നഽ 

 

 

സഹഺ
യ഻ക്കഽം 

ഹഺന഻വ
രഽെഽം 

ആതഽരണ്ടഽ
മ഻ലല 

ഔിതൿമഺ
യ഻ 
പറയഺൻ 
പറ്റ഻ലല 

ഄറ഻യ഻ലല 

 a വ഻റ്റഺമ഻ന്, 

ുെഺണ഻ക്സ 

(ശര഼രപഽഷ്െ഻യഽം 
അുരഺഖൿവഽം 
ഈണ്ടഺക്കഽന്ന മരഽന്ന്), 
ഓഷധ഼യമഺയ 

മരഽന്ന് 

1 2 3 4 5 

 b ുവദന സംഹഺര഻ 1 2 3 4 5 

 c ഈറക്ക ഖഽള഻ഔ 1 2 3 4 5 

 d അന്റ഻ ബുയഺട്ട഻ക്സ 1 2 3 4 5 

 e അന്റ഻ -
 ഻പസന്് 
(വ഻ഷഺദുരഺഖെ഻
ന് നല്ഔഽന്ന 
മരഽന്ന്) 

1 2 3 4 5 

 f അന്റ഻   
സയ഻ുഔഺട്ട഻ക്ക് 

1 2 3 4 5 

 g മറ്റു 
മരഽന്നഽഔൾ(വൿക്ത
മഺക്കഽഔ).. 

1 2 3 4 5 

Q21 ചഽവീെ 
ീഔഺെഽെ഻ര഻ക്കഽന്ന 

ച഻ഔ഻ത്സഔള഻ൽ ഏീതലലഺം 
സഹഺയ഻ക്കഽം , 
ഹഺന഻വരഽെഽം 
ഄീലലങ്ക഻ൽ ആതഽരണ്ടഽമ഻ലല 
എന്ന് ന഻ങ്ങൾക്ക  ്

ുതഺന്നഽന്നഽ 

 
 

സഹഺ
യ഻ക്കഽം 

ഹഺന഻വ
രഽെഽം 

ആതഽരണ്ടഽ
മ഻ലല 

ഔിതൿമഺ
യ഻ 
പറയഺൻ 
പറ്റ഻ലല 

ഄറ഻യ഻ലല 

 a ശഺര഼ര഻ഔമഺയ഻ 
ഔാെഽതൽ 

സജ഼വമഺഔഽഔ 

ഈദഺഹരണെ഻ന് 

ഔാെഽതൽ 

ഔഺയ഻ഔമഺയ 

ഔള഻ഔൾ    

ഔള഻ക്കഽഔ 

ഄീലലങ്ക഻ൽ 

ഔാെഽതൽ നെക്കഽഔ 

ഄീലലങ്ക഻ൽ 

ഈദൿഺനക്കിഷ  ഻

ീചയ്യുഔ   

1 2 3 4 5 

 b വ഻ശമം, ധൿഺനം 1 2 3 4 5 

 c ുയഺഖ 1 2 3 4 5 

 
 

 

 
 

 

 



xix 
 

 d രഽ 
അശഽപത഻യ഻ീല  

മുനഺുരഺഖ 

വഺർ ഻ൽ 

പുവശ഻പ്പ഻ക്കഽന്ന
ത് 

1 2 3 4 5 

 e ൂവദൿഽതഺഗഺതം
ീഔഺണ്ടഽ നെെഽന്ന 

ച഻ഔ഻ത്സ 

1 2 3 4 5 

 f മനഃശ്ശഺസ്തര഼തൿഺ
ലഽള്ള ച഻ഔ഻ത്സ 

 

1 2 3 4 5 

 g മറ്റു ച഻ഔ഻ത്സഔൾ 
(വൿക്തമഺക്കഽഔ) 

1 2 3 4 5 

 
 
 
 
 
 
 
 
അെുെ കുറച്ചു രചഺദൿങ്ങൾ ബഺബുവ഻ൻപറ/ മ഻ന഻യുപെ ഈ അവസ്ഥയ഻ല ന഻ന്ന് മുക്തരഺകുന്നത഻നുള്ള  

സഺദ്ധ്ൿതകപള   കുറ഻ച്ചഺണ് 

Q22 തഺങ്കളുീെ  ഄഭ഻പഺയെ഻ൽ 

ബഺബഽവ഻ന്/മ഻ന഻ക്ക  ്ഏറ്റവഽം 
ഈച഻തമഺയീതന്നഽ തഺങ്കൾ ഔരഽതഽന്ന  

വ഻ദഗ്ത സഹഺയം ലഭ഻ച്ചഺൽ ഄവരഽീെ 
പര഻ണതഫലം എന്തഺഔഽം? 

മറ്റു പശ്നങ്ങൾ ആലലഺീത പാർണമഺയഽം 
സഽകം പഺപ഻ക്കഽം.......1 

പാർണമഺയഽം സഽകം പഺപ഻ക്കഽം,പുക്ഷ  

പശ്നങ്ങൾ മ഻ക്കവഺറഽം വ഼ണ്ടഽം ഈണ്ടഺഔഽം 
...........2 

ഭഺഖ഻ഔമഺയ഻ സഽകം പഺപ഻ക്കഽം........3  

ഭഺഖ഻ഔമഺയ഻ സഽകം പഺപ഻ക്കഽം ,പുക്ഷ  

പശ്നങ്ങൾ മ഻ക്കവഺറഽം വ഼ണ്ടഽം ഈണ്ടഺഔഽം 
....................................4 

ീമച്ചീപെഽഔയ഻ലല ......................................5 

ഔാെഽതൽ ുമഺശമഺഔഽം .............................6 

ഄറ഻യ഻ലല .............................................7 

                       

Q23 ബഺബഽവ഻ന്/മ഻ന഻ക്ക് വ഻ദഗ്ത 

സഹഺയം ലഭ഻ച്ച഻ീലലങ്ക഻ൽ പര഻ണ഻ത 
ഫലം എന്തഺഔഽം? 

മറ്റു പശ്നങ്ങൾ ആലലഺീത പാർണമഺയഽം 
സഽകം പഺപ഻ക്കഽം.......1 

പാർണമഺയഽം സഽകം പഺപ഻ക്കഽം,പുക്ഷ  

പശ്നങ്ങൾ മ഻ക്കവഺറഽം വ഼ണ്ടഽം ഈണ്ടഺഔഽം 
...........2 

ഭഺഖ഻ഔമഺയ഻ സഽകം പഺപ഻ക്കഽം........3  

ഭഺഖ഻ഔമഺയ഻ സഽകം പഺപ഻ക്കഽം ,പുക്ഷ  

പശ്നങ്ങൾ മ഻ക്കവഺറഽം വ഼ണ്ടഽം ഈണ്ടഺഔഽം 
....................................4 

ീമച്ചീപെഽഔയ഻ലല ......................................5 

ഔാെഽതൽ ുമഺശമഺഔഽം .............................6 

ഄറ഻യ഻ലല .............................................7 
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ബഺബുവ഻ന്/മ഻ന഻ക്ക് അവൻപറ/ അവളുപെ പശ്നെ഻ന് ഏറവും ഉച഻തമഺയ സഹഺയം ലഭ഻ച്ചു എന്ന് 
കരുതുക 

Q24 ആന഻യഽം പറയഺൻ ുപഺഔഽന്ന ഒുരഺന്ന഻നഽം 
ന഻ങ്ങളുീെ ഄഭ഻പഺയെ഻ൽ 

,സമാഹെ഻ീല മറ്റുള്ളവരഽമഺയ  ഻

തഺരതമൿം ീചയ്യുുമ്പഺൾ ബഺബഽ/മ഻ന഻ 
ന഼ണ്ടഔഺലയളവ഻ൽ എങ്ങീനയഺയ഻ര഻ക്കഽം  
ന഼ണ്ടഔഺലയളവ഻ൽ , സഹഺയം ലഭ഻ച്ചത഻നഽ 
ുശഷം സമാഹെ഻ീല മറ്റുള്ളവരഽമഺയ  ഻

തഺരതമൿം ീചയ്യുുമ്പഺൾ ബഺബഽ/മ഻ന഻ ... 

 

ഔാെഽതൽ 

സഺധൿത 

തഽലൿമഺയ 

സഺധൿത 

ഔഽറവ് 

സഺധൿത 

ഄറ഻
യ഻ലല 

 a ഄഔമഺസക്തരഺയ഻ര഻ക്കഽം  1 2 3 4 

 b ഔഽെഽംബവഽം സഽഹിെഽക്കളുമഺയ  ഻

ുമഺശം ബന്ധമഺയ഻ര഻ക്കഽം 
1 2 3 4 

 c അത്മഹതൿക്ക  ്ശമ഻ക്കഽം 1 2 3 4 

 d മറ്റുള്ളവരഽീെ വ഻ഔഺരങ്ങൾ 

മനസ഻ലഺക്കഽം  
1 2 3 4 

 e നലല വ഻വഺഹ ബന്ധം ലഭ഻ക്കഽം  1 2 3 4 

 f നന്നഺയ഻ ുജഺല഻ ീചയ്യഺൻ സഺധ഻ക്കഽം  1 2 3 4 

 

Q25  ബഺബഽവ഻ൻീറ/മ഻ന഻യഽീെ ഇ ഄവസ്ഥ 

മറ്റുള്ളവർ ഄറ഻ഞ്ഞഺൽ 

ഄവുനഺുെഺ/ഄവുളഺുെഺ  മറ്റുള്ളവർ   

വ഻ുവചനം ഔഺണ഻ക്കഽുമഺ 

ഔഺണ഻ക്കഽം....................1   

ആലല ..............................0 
ഄറ഻യ഻ലല......................2 

 
 
അെുെ് കുറച്ചു രചഺദൿങ്ങൾ ബഺബുവ഻ൻപറ/ മ഻ന഻യുപെ പശ്നെ഻പന  പറ഻യുള്ള വ഻വരണം ആണ് . 

തഺങ്കൾ ഓരരഺ വ഻വരണവുമഺയ  ഻ രയഺജ഻ക്കുനുരണ്ടഺ ഇപലലരയഺ എന്ന് പറയുക 

Q26 ബഺബഽവ഻ൻീറ/ മ഻ന഻യഽീെ ുപഺീല 

പശ്നങ്ങൾ ഈള്ള അളുഔൾക്ക് 
ഄവർക്ക് ുവണീമങ്ക഻ൽ ീപീട്ടന്ന് 
ആെരം ഄവസ്ഥയ഻ല ന഻ന്നഽം 
മഽക്തരഺഔഺം  

ശക്തമഺയ഻ ുയഺജ഻ക്കഽന്നഽ ..........................1 

ുയഺജ഻ക്കഽന്നഽ ..................................................2 

ുയഺജ഻ക്കഽഔുയഺ 
ുയഺജ഻ക്കഺത഻ര഻ക്കഽഔുയഺീചയ്യുന഻ലല...3  

ുയഺജ഻ക്കഽന഻ലല ................................................4 

ശക്തമഺയ഻ ുയഺജ഻ക്കഽന഻ലല ........................5 

 

Q27 ബഺബഽവ഻ൻീറ/ മ഻ന഻യഽീെ ുപഺീലഈള്ള  

പശ്നങ്ങൾ വൿക്ത഻പരമഺയ 

ദൌര്ബലൿെ഻ൻീറ ലക്ഷണം അണ് 

ശക്തമഺയ഻ ുയഺജ഻ക്കഽന്നഽ ..........................1 

ുയഺജ഻ക്കഽന്നഽ ..................................................2 

ുയഺജ഻ക്കഽഔുയഺ 
ുയഺജ഻ക്കഺത഻ര഻ക്കഽഔുയഺീചയ്യുന഻ലല...3  

ുയഺജ഻ക്കഽന഻ലല ................................................4 
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