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INTRODUCTION 

Mental Illnesses (MI) are usually characterized 
by clinically significant disturbances in the 
behavior, thoughts, cognition, and emotional 
regulation of individuals. Persons with MI 
  

 

 

experience distress or impairment in important 
areas of functioning. In 2019, one in every eight 
persons, or 970 million people around the 
world, were living with mental disorders.1 

 

 

 

ABSTRACT 

Background: Community attitude toward mental illness (CAMI) is an important determinant in 
the management of people with psychiatric disorders. Stigma interferes with diagnosis, treatment, 
and rehabilitation of all mental disorders. Even though studies have been done to evaluate 
knowledge, attitude, and behaviors toward psychiatric patients, no tools are available in the local 
language, Malayalam, for assessing CAMI. A validated and reliable Malayalam tool is an essential 
prerequisite for assessing the level of stigma in the local population. The objectives of our study 
were to assess the reliability and validity of the Malayalam version of the 12-item Community 
Attitude towards Mental Illness (CAMI-12) Questionnaire and to estimate the proportion of 
caregivers of patients with MI having a high level of stigma as per CAMI-12. Methods: This 
observational study was done in Government Medical College, Kottayam, from June 2021 to 
December 2021, after getting the approval of the Institutional Ethics Committee. Written informed 
consent was obtained from the participants before recruiting them for the study. One hundred and 
twenty caregivers of patients with mental illness were recruited by consecutive sampling, and they 
completed the Malayalam version of CAMI-12 at baseline and after four weeks. Internal 
consistency was assessed using Cronbach’s alpha. Results: The Malayalam version of CAMI-12 
total score and the subscales for Tolerance and Support (TS) and Prejudice and Exclusion (PE) had 
a high internal consistency with Cronbach’s alpha values of 0.90, 0.89 and 0.90, respectively. 
Conclusions: Our study demonstrated good reliability and validity for the Malayalam version of 
CAMI-12. The proportion of caregivers with a high level of stigma was found to be 28.3% (95% 
Confidence Interval [95% CI] = 20.2-36.4%). 
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Community attitude towards mental illness 
(CAMI) is an important determinant in the 
management of people with psychiatric 
disorders. Studies have found that low rates of 
help-seeking for mental health are mainly due 
to poor knowledge regarding mental illnesses,2 
which includes information about psychiatric 
disorders, symptoms, and treatments for MI.3 
The attitudes to persons with MI range from 
acceptance4 and tolerance5 to negativity and 
fear.6 A positive attitude towards MI is a 
supportive and open-minded behavior that 
helps a person with psychiatric problem to live 
in the community gracefully. On the other hand, 
when attitudes are negative, it will lead to 
discrimination, avoidance, and social 
exclusion.7 The negative attitude towards MI is 
stigma. Stigma is defined as “a set of negative 
attitudes and beliefs that motivate individuals 
to fear, reject, avoid, and discriminate against 
people with mental illness”.8 It results in 
reduced autonomy and self-efficacy9 and 
interferes with the diagnosis, treatment, and 
rehabilitation of all mental disorders. 
Stigmatization of mental illness is one of the 
factors leading to long duration of untreated 
illness. Three components of stigma, proposed 
by Corrigan and Watson, are stereotype, 
prejudice, and discrimination.10,11 It has a 
negative influence on recovery and outcome. 
Stigma and discrimination faced by the families 
of persons with mental illness are key risk 
factors for mental ill health.8 Mental health 
service providers could do much to prevent or 
reduce the stigma experienced by patients and 
caregivers. Studies have shown that more 
knowledge regarding MI leads to low 
stigma.12,13 

Previous studies have shown that contact with 
a person having MI influences the behaviors, 
emotions, and attitudes of others.14,15 
Interpersonal contact with patients with MI 
may help develop positive attitudes, change in 
beliefs, and reduce misconceptions about 
patients.14 But the community holds negative 
views about the dangerousness of persons with 

MI and prefers to maintain a social distance 
despite having regular contact with them.15 A 
study conducted by Angermeyer et al. (2006) 
showed that a large part of the community is not 
able to recognize a specific psychiatric disorder, 
and the majority of the public considers people 
with MI to be in need of help.16 A worldwide 
study conducted in 229 countries showed that 
in developed countries, only 7% to 8% of 
respondents had stigma towards persons with 
MI, compared to 15% or 16% in developing 
countries,17 where people stigmatize, fear, and 
distance themselves from patients with MI. 

A community-based cross-sectional study 
conducted in India using a semi-structured 
interview schedule for perception about mental 
illness and a 34-item Opinion about Mental 
Illness for Chinese Community (OMICC) scale 
showed that the community showed a negative 
attitude for pessimistic prediction, 
restrictiveness, and stereotyping domains on 
OMICC scale.18 Another descriptive study using 
the Short Version of the Orientation Toward 
Mental Illness Scale (OMI) from India among 
college students found that the majority of the 
participants had a negative attitude towards the 
methods of treatment and held the perception 
that the family is the main source for seeking 
help regarding MI.19 Another explanatory 
mixed-method study conducted in India among 
395 participants aged between 18 to 65 years 
regarding rural community attitude towards 
mental health revealed that the major barriers 
to mental healthcare were the denial of mental 
illness by patients due to fear of social stigma, 
lack of availability of mental health services and 
faith on religious healers.20 A descriptive 
cross-sectional study conducted in India among 
300 relatives of patients with MI, using the 
public perceptions of mental illness 
questionnaire, indicated that there is a poor 
understanding regarding the nature of mental 
illness, its implications for social integration, 
and management among the general public.21  

A study from Kerala aimed at exploring the 
stigma in the Indian context by considering the 
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experience of patients, caregivers and 
community members found that the  
experiences similar to that of stigma in Europe 
and the United States were elicited, but local 
dimensions specific to the Indian context were 
observed to be important. Further,  unlike the 
‘self-stigma’ identified in the US, participants 
were more likely to see stigma as a collective 
problem which could reflect badly on the family 
group as a whole.22 A cross-sectional 
exploratory survey among 708 college students 
from Kerala, using a 16-item checklist with yes 
or no response options that the authors 
developed, found that amongst the college-
going population there is considerable stigma 
about MI and there are prejudices and 
misinformation about the treatment of mental 
health problems.23 Another cross-sectional 
study among 200 medical students in Kerala 
using Attitude towards Mental Illness (AMI) 
questionnaire found that their attitude towards 
mental illness was not appropriate.24 The fact 
that MI is deemed to be a stigma even by 
medical students brings forth the need for 
awareness and education. A recent study from a 
medical college in Kerala regarding the attitude 
of doctors towards mental illness revealed that 
63% of doctors had a negative attitude.25  

The prevalence of mental disorders in Kerala is 
nearly 9%.26 Despite high literacy rate in Kerala, 
there is a significant delay in seeking treatment 
for mental illness.27 A study regarding the 
burden of MI in Kerala has found that the 
number of individuals with mental illness in 
Kerala increased from 272 persons per lakh to 
400 persons per lakh in the time period of 2002 
to 2018.28  

Even though studies have been done among the 
caregivers and college students to evaluate the 
knowledge, attitude and behaviors towards 
patients with MI, the tools for assessing the 
community attitude towards MI are not 
available in the local language, Malayalam. A 
validated and reliable Malayalam tool is an 
essential prerequisite for assessing the level of 
stigma towards MI. 

A 12-item scale was derived from the 
Community Attitudes towards the Mental 
Illness (CAMI) scale developed by Taylor and 
Dear in 1981. CAMI is used to measure 
community attitudes towards persons with 
mental illness. The questionnaire consists of 
forty attitudinal statements about mental 
illness. The participants specify how much they 
agree or disagree with each statement based on 
a 5-point Likert scale.29 The CAMI-12 scale 
includes a subset of the original statements that 
assess the levels of mental health-related 
stigma and tolerance. It was first used in a 
survey evaluating the Time to Change social 
marketing campaign.30 Factor analysis was 
done on these 12 attitude statements in 2004, 
and two internally reliable subscales were 
generated.31 The identification of these two 
subscales was consistent with another study, 
which ran a factor analysis on the 27-item 
version of the CAMI questionnaire used in the 
National Attitudes to Mental Illness survey.32 
These 12 items were grouped into the two 
subscales: Prejudice and Exclusion (PE) and 
Tolerance and Support (TS), with six questions 
in each subscale.33 Factor analysis of CAMI-12 
showed that Cronbach’s alpha was 0.836 for 
Prejudice and Exclusion and 0.729 for Tolerance 
and Support towards people with mental 
illness.33 A study of the CAMI-12 Chinese 
version has found that the construct validity 
and cross validity were appropriate, and the 
internal consistency of the total score and the 
subscales were acceptable with Cronbach’s 
alpha of 0.76, 0.75, and 0.81, respectively.34 As 
the CAMI-12 has good psychometric properties 
in terms of reliability and validity, its Malayalam 
version will be helpful for the assessment of 
stigma in studies from Kerala. The items of the 
CAMI-12 questionnaire are listed in Table 1.  

Our study aimed to assess the reliability and 
validity of the Malayalam version of the 12-item 
Community Attitude towards Mental Illness 
(CAMI-12) Questionnaire and to estimate the 
proportion of caregivers of patients with MI 
having a high level of stigma  towards  MI  as  per 
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CAMI-12.  

MATERIALS AND METHODS  

This observational study was done in the 
Department of Psychiatry, Government Medical 
College, Kottayam, a tertiary care centre in India 
from June 2021 to December 2021. Institutional 
Ethics Committee permission from Government 
Medical College, Kottayam was taken before 
starting the study (IRB No.56/2021). The 
authors confirm that all the procedures 
contributing to this study comply with the 
ethical standards. Written informed consent 
was obtained from all the participants before 
recruiting them for the study. 

As the study was a questionnaire validation 
study, a respondent to item ratio of 10:1 was 
taken for sample size calculation.35,36 The 
questionnaire had 12 items and hence a 
minimum sample size of 120 was taken. The 
study population was constituted by caregivers 
of both male and female patients with mental 
illness attending the outpatient and inpatient 
services at the Department of Psychiatry, 
Government Medical College, Kottayam, during 
the study period. The study sample included 
primary caregivers – aged more than 18 years – 
of both outpatients and inpatients with any 
mental illness for a duration of more than or 
equal to two years, attending the Department of 
Psychiatry, who have been staying with the 
patients for more than one year. Those 
caregivers with physical disability and a history 
of psychiatric disorders were excluded. 

Community Attitude Towards Mental Illness 
– 12-item Questionnaire (CAMI-12):  

The 12-item scale derived from the original 
Community Attitudes toward the Mental Illness 
(CAMI) scale was translated to Malayalam.29 

The initial translation of the questionnaire to 
Malayalam was done by two independent 
translators whose mother tongue was 
Malayalam. One translator was given sufficient 
information to understand the purpose of 
CAMI-12, while the other was blinded.  The  two 

translations were then contrasted with each 
other. The translations were then back-
translated to English by another translator 
whose mother tongue was Malayalam, who had 
previous experience in translation and was 
fluent in both spoken and written English. This 
was done as the service of a translator whose 
mother tongue was English couldn’t be 
obtained. The back translator was also blinded 
to the concept of CAMI-12. A panel constituted 
by the principal investigator, the translators, 
and experts with vast experience in Psychiatry 
decided on the final version. 

The 12 statements assessing CAMI were 
phrased in both positive and negative 
directions. These 12 items were grouped into 
the two subscales: Prejudice and Exclusion (PE) 
and Tolerance and Support (TS) with six 
questions in each subscale.33 Positive views 
were expressed by agreement with ‘Tolerance 
and Support’ items and disagreement with 
‘Prejudice and Exclusion’ items. A 5-point Likert 
scale was used to rate the respondent's degree 
of agreement or disagreement. This was scored 
as 0 for ‘disagree strongly,’ 25 for ‘disagree 

slightly,’ 50 for ‘neither agree nor disagree,’ 

75 for ‘agree slightly,’ and 100 for ‘agree 

strongly.’ Scoring of negative statements was 
done in reverse so that in every case, a higher 
score indicated a more positive attitude. A sixth 
option of ‘Don’t know’ was provided but was 
excluded from calculating the mean score.33 The 
mean score of positive and negative statements 
were calculated. The total stigma score was also 
calculated. The 25th percentile of the total 
stigma scores of the 120 participants were 
calculated. The participants with a total score 
more than the 25th percentile were considered 
to have low stigma, and those caregivers whose 
total score was less than the 25th percentile to 
have high stigma. 

One hundred and twenty caregivers of patients 
with MI, satisfying the inclusion and exclusion 
criteria, attending OPD or IP care in the 
Department  of  Psychiatry  were    recruited    by  
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Table 1: CAMI-12 Questionnaire 

Please read the items carefully. Indicate your choice with a ‘x’ mark on the corresponding column. 

Item no. Item 0 1 2 3 4 
1 One of the main causes of mental illness is a lack of self-discipline 

and will-power 
     

2 There is something about people with mental illness that makes 
it easy to tell them from normal people 

     

3 We need to adopt a far more tolerant attitude toward people with 
mental illness in our society 

     

4 People with mental illness don’t deserve our sympathy      
5 I would not want to live next door to someone who has been 

mentally ill 
     

6 It is frightening to think of people with mental problems living in 
residential neighbourhoods 

     

7 Mental illness is an illness like any other      
8 Virtually anyone can become mentally ill      
9 The best therapy for many people with mental illness is to be part 

of a normal community 
     

10 People with mental health problems are far less of a danger than 
most people suppose 

     

11 People with mental health problems should not be given any 
responsibility 

     

12 Most women who were once patients in a mental hospital can be 
trusted as babysitters 

     

0 – agree strongly, 1– agree slightly, 2 – neither agree nor disagree, 3 – disagree slightly, 4 – disagree strongly 
Items 1, 2, 4, 5, 6, 11 – Prejudice & Exclusion; items 3, 7, 8, 9, 10, 12 – Tolerance & Support

consecutive sampling into the study. The nature 
of the study was explained to the caregivers. A 
written informed consent was obtained from all 
the participants. The sociodemographic details 
were recorded in a semi-structured proforma, 
and they were asked to complete the Malayalam 
version of CAMI-12. All the participants were 
asked to come for regular follow-up with their 
patient relatives and were asked to complete a 
retest of  CAMI-12 after four weeks. This retest 
was done to assess the reliability of the scores 
over a four-week period. This period was 
considered sufficient to balance between 
recollection bias and unwanted change.37 The 
data were recorded and tabulated in Microsoft 
Excel. 

Statistical analysis was done using R Software 
version 4.3.0 for Windows, which is a freely 
available software for statistical analysis. The 
socio-demographic characteristics are 
represented in frequency and percentages. 

Internal consistency of Malayalam CAMI-12 was 
assessed using Cronbach’s alpha.38 A high 
Cronbach’s alpha shows a good correlation 
between the items. A Cronbach’s alpha of 0.70-
0.95 indicates good internal consistency.39 The 
reliability between the CAMI-12 total scores 
and subscale scores TS and PE were assessed by 
Intraclass Correlation Coefficient (ICC). The ICC 
values range from 1 (totally reliable) to 0 
(totally unreliable).40  

RESULTS 

A total of 120 subjects were recruited for the 
study. All the participants were assessed at 
baseline and after four weeks. There were no 
dropouts in the study subjects on follow-up. The 
mean age of the participants was 49 years, with 
a Standard Deviation (SD) of 12.9 years. The 
mean CAMI-12 total score at baseline was 52.95 
(SD=12.12). The average time to complete the 
CAMI-12 Questionnaire was about 10 minutes. 
The majority of caregivers were parents, out of 
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Table 2: Socio-demographic characteristics of 
participants at baseline 

Variables 
 

Frequency (%) 
(N = 120) 

Gender 
 

Males 37 (30.8) 
Females  83 (69.2) 

Marital 
status 

Unmarried/ 
separated/ 
divorced 

33 (27.5) 

Married and 
living together 

87 (72.5) 

Education <10th Class  39 (32.5) 
>10th Class  81 (67.5) 

Occupation Employed 72 (60.0) 
Unemployed 48 (40.0) 

Domicile Rural 85 (70.8) 
Urban 35 (29.2) 

Relation Parents 67 (55.8) 
Siblings 18 (15.0) 
Spouse 35 (29.2) 

Stigma Low stigma 86 (71.7) 
High stigma 34 (28.3) 

Diagnosis 
of patients 

Substance use 
disorders 

30 (25.0) 

Psychotic 
disorders 

20 (16.7) 

Mood disorders 63 (52.5) 
Other disorders 7 (5.8) 

which   51 (42.5%)    were   mothers,    while    18 
(15%) were brothers. Out of the 120 
participants 34 (28.3%; 95% CI = 20.2-36.4%) 
were having a high level of stigma towards MI. 
The socio-demographic characteristics of the 
participants at baseline are depicted in Table 2. 

The Malayalam version of CAMI-12 total score 
had a high internal consistency with Cronbach’s 
alpha value of 0.90. The internal consistency of 
the Malayalam version of the two subscales with 
Tolerance and Support (TS) and Prejudice and 
Exclusion (PE) were excellent, with Cronbach’s 
alpha values of 0.89 and 0.90, respectively.    

The test-retest reliability of the CAMI-12 
Malayalam version was assessed with re-
administration after four weeks.  The intraclass 
correlation of the total score was 0.89, and for 
the subscales, TS and PE were 0.88 and 0.91, 
respectively. 

DISCUSSION 

The sociodemographic findings of our study are 
consistent with the findings of the Indian study, 
which investigated the knowledge, attitude, and 
practices of the general population towards the 
mentally ill.21 

The Malayalam version of CAMI-12 total score 
and the subscales Tolerance and Support (TS) 
and Prejudice and Exclusion (PE) had a high 
internal consistency with Cronbach’s alpha 
values of 0.90, 0.89, and 0.90, respectively. The 
study of the CAMI-12 Chinese version has found 
that the construct validity and cross validity 
were appropriate, and the internal consistency 
of the total score and the subscales were 
acceptable with Cronbach’s alpha of 0.76, 0.75, 
and 0.81, respectively.41 The original version of 
CAMI-40 total score had a Cronbach’s alpha of 
0.876.29 Factor analysis of CAMI-12 showed that 
the Cronbach’s alpha was 0.836 for prejudice 
and exclusion and 0.729 for tolerance and 
support towards people with mental illness.30 
Another study that explored the 26-item CAMI 
also showed good reliability for tolerance and 
support for community care with a Cronbach’s 
alpha value of 0.84.32 Another study on the 
Chinese version of SF-CAMI consisting of 20 
items with three subscales: Benevolence, Fear, 
and Exclusion, and Support and Tolerance 
showed that the Cronbach’s alpha of the total 
scale for both samples was 0.82 for medical 
students and 0.85 for primary healthcare 
workers.34  

The Malayalam version of CAMI-12 had good 
test-retest validity.  The study on the Chinese 
version of SF-CAMI also had an acceptable test–
retest reliability. It was found that the intraclass 
correlation coefficient was 0.62 for medical 
students and 0.60 for primary healthcare 
workers.34  

Our study has found that 28% of participants 
had high levels of stigma towards people with 
mental illness, and this finding is consistent 
with other Indian studies as well as studies from 
Kerala.18-24 
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Our study was conducted in a tertiary care 
setting and would have resulted in a Berksonian 
bias as majority of the patients attending our 
centre are having severe MI. The re-
administration of CAMI-12 at four weeks may 
have contributed to a recall bias. 

Conclusions 

Our study demonstrated a good reliability and 
validity for the Malayalam version of CAMI-12. 
The proportion of caregivers with high level of 
stigma is 28%. The Malayalam version of CAMI-
12 can be used in various strata of the 
community, including health professionals, 
teachers, engineers, advocates, and students 
from various streams to assess the attitude 
toward MI. Future studies on these individuals 
will help us to formulate various awareness 
sessions for the community regarding 
psychiatric disorders. 

Conflicts of interest: The authors declare no 
conflicts of interest. 

Source of funding: Nil 
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