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Abstract

The study sought to examine the relationship between socioeconomic status, perceived
stigma and coping strategies among caregivers of people with mental illness. In Uganda, coping
has been is a great challenge among caregivers of people with mental illness. This was a cross-
sectional and comparative study approach which involved quantitative methods of data collection
and analysis. Research variables were measured and the data was analyzed using the Statistical
Package for Social Science (SPSS version 23). The results indicated that there was no significant
relationship between socio-economic status and coping strategies. They further revealed that there
was no significant relationship between the caregivers’ socio-economic status and perceived
stigma. Additionally, study results indicated that perceived stigma is not significantly related to
the caregivers’ coping strategies, wWhile both socio-economic status and coping strategies of
caregivers are not significantly moderated by perceived stigma (P=.081; F = 1.553). However, the
results showed that the caregivers’ gender has no significant difference in the adaptation of coping
strategies (F=.487, P=.381). Over all, there is no association that was found between SES,
perceived stigma and coping strategies of care takers. Whereas the verdicts find no substantial
relationship between the study variables, more approaches and strategies need to be developed to
break the bias so that caregivers of people with mental illness are free to come out and help those

that are critically ill.



Chapter One
Introduction
Background

Mental illness has become a significant issue in the public health sector (Tayler, 2017).
Globally, more than 70% of people with mental illness receive no treatment from health care staff
(Pawar, Peters & Rathod, 2014;), but rather from other caretakers such as their family members or
those hired to do the job, yet in 2014, a study report from Center for Behavioral Health Statistics
and Quality (2015) revealed that almost 10 million Americans demonstrating 4.2% of the
population, were struggling with serious mental illness (SMI) with about 65 million people who
are offering financial and emotional support as well as treatment supervision while taking care of
the people with M1 in the United States (Tamar et al., 2018; Family Caregiver Alliance, 2017). In
Uganda, an estimation of 35% of the general population is believed to struggle with mental illness
such as schizophrenia, bipolar, depression, anxiety among many others (Ndikuno, Namutebi,
Kuteesa, Mukunya & Olwit, 2016).

Perceived stigma is best described as an individual’s extraordinary features and
characteristics that ground them to be discriminated from full social and community acceptance
(Tayler, 2017). Thus, stigma is simply defined as a mark of disgrace and/or shame in the
community by other people (Tamar, Haleigh & Matthew, 2018). The establishment of taking care
of people with mental illness has impacted majority of the people’s coping styles and strategies
regardless of their ethnicities, where they stay, their languages and their socioeconomic classes
(Gitlin, 2018). In this matter, coping with the fact that a relative is mentally ill is a profound
challenge affecting caretakers of people with MI where majority 57.3% of them report no

satisfaction with their current predicament (Ndikuno et al., 2016). The fact that most of these



patients live at their respective homes together with their family members (Ghosh, Greenberg, &
Seltzer, 2012) who have taken them on as their responsibilities, many have decided to put their
patients into mental health institutions like Butabika national referral hospital which currently

houses over 780 beds for patients (Hassan, 2015).

There is a lot of burden coiled around the socioeconomic status in relation to the stigma of
the people that are involved in the act of providing care for a person with mental illness which
usually constraints there coping strategies about the current predicament (Aschbrenner,
Greenberg, Allen, & Seltzer, 2010). The fact that there has been a lot of economic crisis in
Uganda’s health sector with insufficient medication in the mental health insititutions, this has
suppresed the soioeconomic status of some caretakers hence giving rise to perceived stigma
amongst the caretakers themselves to the prevalence of mental illnesses (Roberts, Ocaka, Browne,

Oyok, & Sondorp, 2008).

For that matter, it is assumed that almost 80% of mental illness sufferers are living in low-
and middle-income countries, Uganda inclusive, distorting the caregivers coping strategies
(McBain, Norton, Morris, Yasamy & Betancourt, 2012). This has left many caretakers with a big
burden of taking good care of people with MI in Uganda since mental health services have not
been given policy priority considering it to be a national minimum healthcare package (MoH,
2010) where “only1% of health care expenditures is specifically directed towards mental health
care” (Olwit, 2015, p. 15; Kigozi, Kizza, Cooper, & Ndyanabangi., 2010). There is a variety of
different serious mental illnesses that include some of the following; neurodevelopmental
disorders, schizophrenia, obsessive conduct disorders, as well as bipolar disorder along-side other
various mental and/or psychotic disorders (Development Services Group, 2016; Diagnostic and

Statistical Manual for Mental Disorders-V, 2013).



Statement of the Problem

In Uganda, coping with the fact that one is taking care of a mentally ill person continues to
be one of the biggest challenges irrespective of the socioeconomic status, families and
communities (Verity, Turiho, Mutamba & Cappo., 2021). Caretakers’ socioeconomic status has a
very big contribution on the way they deal with this reality because in most cases, people with low
SES are more likely to exhibit perceived stigma thus leading them to adopt poor coping strategies
since they do not have enough money to look after their patients compared to those with high SES
with low levels of perceived stigma and high coping strategies (Molodynski & Cusack, 2017).
There are poor coping strategies exhibited by caretakers that are as a repercussion of perceived
stigma as well as low socioeconomic status such as caretakers dissociating from the patients
because the caregivers have not been supported financially, socially and also psychologically yet
the treatment of mental illness is very expensive itself. Socioeconomic status is also linked directly
to the perceived stigma for giving care to a mentally ill person. That is, the stigma and
discrimination in relation to low financial support to people from low socioeconomic status may
impact negatively to the caretaker of a sufferer of mental illness (Mugisha et al., 2019) since these
people are not so much considerately helped look after the patients the way they would provide
for persons with other biologically related illnesses. Many studies have been conducted about
caregivers in Uganda but majority living out a gap in the way these people apply coping strategies
with challenges of perceived stigma and socioeconomic status which is an area that this research

is going to configure itself in.

Purpose of the Study
The study sought to examine the relationship between socioeconomic status, perceived

stigma and coping strategies among caretakers of people with mental illness.



Objectives of the Study
The following objectives were put forward
1. To examine the relationship between socio-economic status and coping strategies among
caretakers of people with mental illness.
2. Toinvestigate the relationship between socio-economic status and perceived stigma among
caretakers of people with mental illness.
3. Toestablish the relationship between perceived stigma and coping styles among caretakers
of people with mental illness.
4. To scrutinize the moderating effects of perceived stigma on socio-economic status and
coping strategies among caretakers of people with mental illness
5. To compare the levels of coping strategies between male and female caretakers of people
with mental illness.
Scope of the Study
Geographical Scope
The study was carried out in Mulago referral hospital as well as Butabika national referral
hospital in Kampala District. This is because they are the most accredited national health facilities
in regards to MH treatment. Mental illness is defined as a condition that affects a person’s thinking,
feeling, behavior or mood (.
Content Scope
Socio-economic status (SES) is defined as an economic and sociological combination of
total measure of a person's work experience and of an individual's or family’s economic and social

position in relation to others, based on income, education and occupation (Michelle, 2010).


http://en.wikipedia.org/wiki/Income
http://en.wikipedia.org/wiki/Education

Perceived stigma is best described as an individual’s past experience of discriminating,
prejudice, and stereotypes instigated by other people that ground them to be discriminate
themselves from full social and community acceptance (Folkman &Lazarus, 1964; Tayler, 2017).
Thus, stigma is simply defined as a mark of disgrace and/or shame in the community by other
people whereas perceived stigma (PS) is the fear of being discriminated against or the fear of
enacted stigma, which arises from society's belief.

Nikos and colleagues believed that coping strategies are an individual’s ability to
coordinate cognitive and behavioral determinations to positively workout life’s demands that are
believed to be brought about by the person’s environment and how he or she deals with it (Nikos,
2009)

Significance of the Study

The finding of the study will help the government, MOH and other humanitarian
organizations involved in reducing the stigma associated with mental illness as well as being a
caregiver to someone with mental illness. Thus this study will educate them on how to deal with
their challenges so as to do away with the stigma and cope positively.

This study will support various organizations and entities involved in fighting stigma as
they may benefit from the research findings, there by establishing proper policies against stigma
as a whole as well as come up with better ideas on how caretakers can cope with perceived stigma.

The study will be a revelation of the role of socioeconomic status in the management of
mental illness in various families. This is because it will have to compare caretakers of people with
mental illness with a high socioeconomic status as well as those with low socioeconomic status
and how they deal with the stigma associated with it and also how they cope with the current

predicament that they are in charge of.



On a larger extent, the findings of the study may add onto the existing body of literature
on research and knowledge about the effect of socioeconomic status, stigma and coping among
caretakers of people with mental illness in various communities and hospitals of Uganda with a
good overview of the problem. This is because failure to cope is also believed to be inclined by
the socioeconomic predicament of the caretakers where at times they fail to buy medication that is
not available in hospitals. Thus, the study will help show a gap that is brought by socioeconomic

status in coping of caretakers for people with mental illness.



Conceptual Framework

Perceived Stigma

e Social isolation
e Status loss
e Low self-esteem

e Low self-
efficacy
Socio-Economic Status Coping Strategies
e Education e Appraisal-focused
e Income and e Problem-focused
e Occupation ~ e Emotion-focused
| e Occupation-
focused coping

Figure 1: A conceptual frame work showing the relationship between socio-economic-status,
perceived stigma and coping strategies

The conceptual framework above shows that if a caretakers’ socioeconomic status is poor,
they are most likely not able to cope with whatever predicament they might go through because
they cannot manage to sort out most issues with money around. However, as socioeconomic status
is directly related to the coping strategies mechanisms of most caretakers, perceived stigma
moderates the effect of SES to coping strategies of the caretakers (Link & Phelan, 2001; 2013).
That is, people with good SES are rarely affected by stigma upon their coping mechanisms because
they are in most cases inspired to take good care of patients compared to those people with poor
SES who have nothing to motivate them into taking good care of patients. Furthermore, just as
well as a SES significantly influences stigma, stigma is also influential and directly impacts the
caretakers’ coping while attending to people with mental illness. However, coping strategies also
significantly have an impact on the stigma associated with caretakers of people with mental illness
because a person with proper coping mechanisms is not so much negatively affected the stigma

(Ali, Hassiotis, Strydom, & King, 2012).



Theoretical Framework

According to Lazarus’ coping theory, he believed that coping is the capability of being able
to cognitively and behaviorally manage the external and internal demands of the environment that
are believed to exceed the resources of the individual (Sanden et al., 2016) and these being
mediated by the emotions that come out of stigma, which is responsible for the changes in the
emotional state of a caretaker way from the beginning of the role up to the end of the role taken on
(Folkman & Lazarus, 1984). Major and O’Brien (2005) enlightened on Folk and Lazarus’ theory
revealing their investigation on coping as related to stigma that stigmatization is very responsible
for increasing a person’s direct vulnerability to possibly stressful circumstances. They believe that
stigmatization can threaten one’s social status and identity hence triggering coping responses in
effort to control their behavior, emotions and their own perceptions as well as the environment
around them. Due to the demands of social stigma and its negative impact on their wellbeing as
well as their resources to facilitate coping, people succumb to finding a better coping strategy for

the stressful situation such as stigma (Major & O’Brien, 2005; Folkman & Lazarus, 1984).



Chapter Two

Literature Review
Introduction

This chapter discusses the relevant literature about socioeconomic status, parenting styles
and delinquency among adolescents. It is organized under the sub tittles, socioeconomic status and
parenting styles, socioeconomic status and delinquency as well as parenting styles and delinquency
among adolescents.

Coping Strategies among Caretakers of People with Mental IlIness

A coping strategy is best defined as a “constantly changing cognitive and behavior efforts
to manage specific external and internal demands that are appraised as taxing the resources of the
person” (Lazarus & Folkman, 1984, p. 141). Coping is not measured to be of a usual strategy in
relation to personality traits nor styles that are stable across many predicaments, instead it is
considered to be a set of strategies that are available to be implemented to match specific situations
(Dana, 2004).

Coping is believed to comprise two broad forms and the first being the emotional-focused
coping strategies which is presumed to focus on the internal emotional states such as perceived
stigma instead of the external factors like their socioeconomic status in this case that are
responsible of precipitating emotional responses. This type of coping is mostly achieved when a
perceived appraisal has been made with modification of the harm, threat as well as environmental
challenges not being in position to be changed. Emotion-focused coping is mostly directed towards
changing the emotional response of the individual when they are faced with a problem, and this is
achieved through giving them strategies like aspiration thoughts, minimization of the problem and

avoiding the emotional strains that come with the problem (Zakowski et.al., 2001).
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The problem-focused as the second form of coping is presumed to focus more on the
alternation of an individual’s stressor through directly acting about it. This coping style is also
believed to work on the assumption that if conditions are evaluated to be agreeable to change, they
are most likely to be reason for positive coping strategies towards individuals. This is more
achieved thorough the different problem-focused coping strategies like learning new skills on how
to cope with challenging situations, behavior change as well as creating new sights of delight in
life where some of the strategies may include seeking of social and economic support during hard
times which is also an incorporation of both the problem and emotional focused strategy
functionalities (Vitaliano, Dewolfe, Maiuro, Russo & Becker, 1990).

Socioeconomic Status and Coping Strategies among People with Mental IlIness

Many of the mental illnesses today have been linked with a major loss of proper quality of
life among sufferers and caretakers and the type or level of socioeconomic status is a big
precipitating factor (Delespaul, 2012). In most cases, it is believed that mental illness is
accompanied with increased physical sicknesses as well as death rates which becomes a
challenging situation due to the economic costs that comes with taking care of people with mental
illness (Hert et al., 2011; Whitefors et al., 2013; Ebrahimi, Seyedfatemi, Namdar, Ranjbar,

Thornicroft, Rahmani, & Whitehead, 2018).

Truly majority of the patients’ caretakers do go through some negative experiences and
effects of the mental conditions, however, (Pedersen, & Kolstad, 2009) families that have taken
on the responsibility of being the primary source of care for their family members suffering from
mental illnesses are facing a number challenges that are correlated with their socioeconomic status

(Awad & Voruganti, 2008).
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Research findings of Oyebode (2005) have revealed that family members taking care of
their own people suffering with MI are assumed to provide physical, emotional and financial
support to their relative with this kind of illness. However, mental illness is devoted to act as a
stressor that strategic ways of coping are initiated, though at some point the stress that comes with
financial constraints is assumed to hinder the coping mechanisms of the caretakers (Robinson,

2017).

A number of studies have come to reveal that taking care for a someone who is mentally
ill has significantly affected the caratakers in very many ways of life, including their coping
strategies in relation to their socio-economic status (Addo, 2018) [8]. Family caregivers, for
instance, are usually required to provide financial support, and endure the burden of economic

difficulties.

When a clinical diagnosis of a psychological or mental illness has been made to a family
member, family caretakers are assumed to face challenges in their roles that include perception of
the psychosocial support, financial predicament as well as the affiliated challenges that come with
taking care of a MI personnel which negatively affect the common coping approaches (Ebrahimi
et al., 2018). Thus, caretakers invest all of their financial and emotional as well as physical
capacities to do away with this stressful situation alongside managing difficulties associated with

taking care of the mentally ill person (Ebrahimi et al., 2018).

According to Chadda (2014) in relation with Salles and Barros (2009), the provision of
constant care to the patients with severe mental illness without supportive resources could lead to
frustration and burden in family caregivers thus negatively influencing their coping skills

strategies. Raj (2013) goes on to reveal that there are a lot of challenges associated with severe



12

mental illness that may significantly affect the coping skills of caretakers for mentally ill people
that usually leads to loss of energy and guts to provide care due to the patients’ failure to adhere
to treatment given (Ebrahimi et al., 2018). Financial constraints are thought to bring about feelings
of helplessness, stress and depression upon caretakers mostly manifesting among parents and
spouses of the mentally ill thus leading to resignation form the role of giving care to the sufferers

(Steele, Maruyama, & Galynker, 2010; Ebrahimi et al., 2018).

Studies have revealed that the failure of health professionals to incorporate advanced
psychological treatments is assumed to bring about recurrence of the problems as well as lower
adherence levels hence treatment failure which is also believed to come with a high financial strain
for the caretaker of the mentally ill (Kallivayalil, 2008). This kind of predicament has made it quite
hard for caretakers of the mentally ill to find it hard to cope with the whole situation thus neglecting

their patients with mental illness (Shamsaei, Cheraghi, & Bashirian, 2015a).

Studies that have been conducted about mental illness in the low and middle-income
countries has come out to reveal that less than 10% of the people with mental illness have been
hospitalized because of the assumed high levels patient care provided by the family members
(Ebrahimi, 2018; World Health Organization, 2013; Ganev, Onchev, & Ivanov, 1998). It is
believed that the strength of the family bonding as well as their socioeconomic network plays a
big role in the social support needed to reduce the burden of taking care of the mentally ill among
majority of the developing countries (Naheed, Akter, Tabassum, Mawla, & Rahman, 2012;

Ebrahimi, 2018).
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The fact that developing countries lack enough resources to facilitate mentally ill patients
as well as their own caretakers (Flisher, et al., 2007; Ae-Ngibise, et al., 2015), more focus is has
been put on to the adoption of less emotion-focused coping skills to reduce the caetakers’ feelings
of burdens (Eaton, Davis, Hammond, Condon, & McGee, 2011; Hassan, Mohamed, Elnaser, &
Sayed, 2011) towards their roles hence preventing relapse and readmission (Rosland, Heisler, &

Piette, 2012).

In conclusion, socio-economic status is assumed to have an impact on the coping strategies
of caretakers of the mentally ill. For this reason, the link between difficulties in coping is clear and
therefore, the society as well as allied health professionals need to be educated about the significant
implications of social support both financially and socially rendered to the caretakers of the

mentally ill.

Socio-Economic Status and Perceived Stigma among Caretakers of People with Ml

Stigma is best described to be a form of negative deviance from the society to the carrier
with the intention that stains the identity and status of the person who has the mark (Sanden et al.,
2016). Most of the carriers are branded with a mark of being avoided and socially excluded from
the other social members (Bos, Pryor, Reeder & Sutterheim, 2013). Corrigan and Miler (2004)
revealed that majority of people suffering with mental illness are more severely stigmatized
compared to people suffering with other health illnesses such as cancer and cardiovascular
diseases. Furthermore, people who are related and/or associated with the mentally ill people are
also prone to stigmatization because of the simple connection they might be sharing in common

and this occurrence is known as stigma by association (Bos et al., 2013; Pryor et al., 2012)
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There are very many undesirable consequences faced by the caretakers of the mentally ill
that they have to deal with in their daily life. Stigma is believed to be the potent source of stress
and its challenges for the caretakers and family members of the mentally ill person (Ebrahimi,
2018; Girma et al., 2014; Shamsaei, Kermanshahi, Vanaki, & Holtforth, 2013; Thornicroft, 2008)
which has led to an increase in the need of professional health support such as hospitalization

(Taghva, Farsi, Javanmard, Atashi, Hajebi, & Noorbala, 2017).

In this context, research by Sanden and Pryor (2016) reveals that many of the family
members and caretakers are prone to experience a wide range of struggles that involve family
burdens, such as financial problems time spent on the patient as well as missing out on career
opportunities while taking care of the patient which in most cases results into family feuds and

quarrels.

Differences in the socioeconomic status create are alleged to create differences in the
strategies of coping with stressful and negative emotional climates in the homes of those taking
care of people with mental illness (Crowe & Lyness, 2014). A study conducted by Link and Phelan
(2001; 2013) outlined a process through which people with mental illness are treated differently
than other members of society. Stigma is also assumed to negatively impact on the caretakers’
ability to cope with the fact that they have a mentally ill person they are entitles to look after for

the betterment of their life (Karnieli-Miller et al., 2013).

Socioeconomic status in relation to the discrimination acts of devaluation, rejection, and
social exclusion of the mentally ill is reported to lead to unsatisfactory outcomes for people with
taking care of these patients (Link & Phelan, 2001). The incidences that overwhelm the lives of

caretakers of people with mental illness are usually within their friends, family, and service
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providers, through a phenomenon known as courtesy stigma which may result in families being
blamed, socially isolated, and discriminated against (Larson & Corrigan, 2008). As a result, family
members may become depressed or reclusive, negatively affecting their socioeconomic status (Ali,

Hassiotis, Strydom, & King, 2012).

According to Chronister, Chou, and Liao (2013), the stigmatization of mental illness
initially involves the labeling of differences that are deemed to be socially relevant. Stereotyping
then links the mentally ill person’s differences to undesirable characteristics (Link & Phelan,
2001). This has left a gap in the research concerning caregivers’ behavioral responses to the stress

of stigma, including the factors related with their socioeconomic status (Taghva et al., 2017).

In a study conducted by Barry and colleagues (2013) in examination of people’s perception
about mental illness after the Newton massacre of schoolchildren in the United States, 46% of
people revealed that people suffering from serious mental illness were thought to be more
dangerous compared to the general population. This report revealed that stigma towards the
mentally ill was its peak as he reveals that 67% of the population were not ready to have a mentally

ill person as their immediate neighbor (Barry et al., 2013).

In conclusion, stigma among caretakers of the mentally ill is still prominent regardless of
their socio-economic status of caretaker. More so, stigma becomes more alarming if the caretaker
is from a relatively lower socioeconomic status compared to those with a higher SES since majority
of the kind can afford to buy medication or even hospitalize their patients. However, the society
needs to be urged not to be socially isolate, discriminate or even label the caretakers of the mentally

ill because this is not a simple task because it comes with costing people of their freedom,
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happiness and at times losing career opportunities so that they can take good care of the mentally

Perceived Stigma and Coping Strategies among Caretakers of People with Mental IlIness

Pescosolido et al., (2010), assessment on stigma against mentally ill people with their
caretakers revealed that there has been a gross increament in stigma amongest the caretakers of the
mentally ill denoting that majority of the people do not want to have or associate with someone
having mental illness as well as having little to know associaition with their caretakers. This kind
of stigma makes caretakers more prone to very many stressors that mya find it hard to cope with
the situation

Research done by Koschorke and Thornicroft, (2014; 2006) has identified undisputable
negative outcomes of stigma upon coping amongst majorities of the caretakers of people with
mental illness. They point out that majority of persons stigmatized have testified that the effects
of stigma are more of a burden and a distress than the major problem leading to a number of
challenges like keeping personal relationships and engagement in work (Koschorke et al., 2014).
This kind of treatment is seen to bring about self-stigma amongst the caretakers which may result
into abandoning or even hiding of the patients without providing any necessary care in order to
cope with the current predicament (Koschorke & Thornicroft, 2014; 2006).

According to Livingston and Boyd, (2010) as well as Mestdagh and Hansen, (2014) by
shows that stigma is a very immense factor in the lives of caretakers, that is, regardless of the
socioeconomic status, caretakers of the mentally ill are stigmatized and they are finding it hard to
negatively affecting their coping mechanisms and resorting to self-blame. Thus, coping strategies
in this case are usually more based on what the sufferers of stigma consider what matters the most

in their lives while giving care to the mentally ill (Koschorke et al., 2014; Yang, 2014). The study
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here reveals that men cope more-less differently from women with issues related to stigma of
taking care of a mentally ill though they face evasive effects in their marriages, work and social
lives (YYang, Thornicroft, Alvarado, Vega, & Link, 2014).

In addition, Pryor and Colleagues (2012) revealed that people’s affect, cognitions as well
as their behaviours significantly relate with the reactions other people, more so family members
avail that seem to be perceived as stigmatizing conditions. This kind of perception from the
caretakers is assumed to bring about psychological distress amongst them hence defecting their
coping levels and strategies (Pryor et al., 2012). Furthermore, people caretakers of the mentally ill
tend to distance themselves from their family members or friends whom they believe they
stigmatize them and seek comfort while alone as part of their coping style (Pryor, Reeder, &
Monroe, 2012).

Hoop, (2008) came out to reveal that family members as well as caretakers’ knowledge of
mental illness being at some point a hereditary cause through the explanation of mental illness
being a biological determination has not done any good because. This is thought to worsen stigma
by caretakers making a label of mental illness being in their bloodline hence self-stigma which is
believed to be the strongest hindrance in any form or strategy of coping (Pryor, et al., 2013).
Corrigan, Watson, and Miller (2006) also believed that the family of people with mental illness
has arole it plays in inducing stigma among caretakers. They revealed that parents were commonly
blamed for causing mental illness in their children, at the same time blaming siblings for not
controlling their mentally ill persons and making sure that they adhered to treatment (Corrigan et
al., 2006). This kind of infested stigma makes it hard for the caretakers to come up with positive

coping strategies resulting to self-blame upon the situation hence being distressed the more
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In conclusion, caretakers’ perception of stigma in relation to their coping styles is very vital
in giving good care to the mentally ill. Therefore, the society but most particularly the family
members being the immediate source of help to the caretakers are urged to talk and behave
appropriately towards the caretakers and the mentally ill without any association of stigma towards
them so that both parties could learn to live a happy and satisfied life, fostering adherence to
treatment minimizing its diverse effects.

Moderating Factor between Socioeconomic Status, Perceived Stigma and Coping Strategies
among Caretakers of People with Mental IlIness

A lot of stigma is assumed to come from close relatives and friends towards the caregivers
in relation to the care they give to the mentally ill people which is believed to also prevail in their
respective societies (Mak & Cheung, 2008). This kind of public stigma may make caretakers to
also develop some form of self-stigma that may result them feeling unhappy, helpless and
dissatisfied with life hence making coping a more complicated case.

Most of the times caretakers decide to further conceal their socioeconomic status from
others and also withdraw form most of the social relations that they were previously engaged in as
well as dissociating form the patients as a form of coping which tends to also inconvenience
adherence hence making them more distressed (Singh et al., 2016; Mak & Cheung, 2008)

According to Gerlinger, Hauser, De Hert, Lacluyse, Wampers, and Correll, (2013) that
there is no direct moderation between the caretakers’ perceived stigma and marital status,
education, age, gender, ethnicity, place of residence, income, and employment in relation to
coping. Another study by Singh, Mattoo, and Grover (2016) has reported that caretakers of the
Islam faith as well as those that are in their youthful age with a higher socioeconomic status are

believed to perceive a perceive stigma differently, that is, moslems perceive lower stigma due to
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their faith whereas the young people in their high socioeconomic status perceive higher stigma.

A research conducted by Evans (2016) revealed that the caretakers’ perception of stigmas
responsible for illumination an association of socioeconomic status and coping towards mental
health. She believes that majority of the people in the United States are experiencing stigma in
relation to their origin, sex as well as their socioeconomic status. For this matter, feelings of being
stigmatized by other members of the society through discrimination (Shariff-Marco et al., 2011)
has had a long time negative impact on their coping strategies as they deal with the reality of taking
care of their mentally ill personals (Evans, 2016).

Pascoe & Smart Richman, (2009) revealed that the experience of stigma among the
caretakers of people with mental illness is worth a consideration because it is assumed to lead to
lower and poorer levels of coping among the caretakers who are of a low socioeconomic status,
hindering any positive change towards mental health outcomes.

According to study conducted by Ssebunnya, Kigozi, Lund, Kizza and Okello (2009),
While there is considerable descriptive evidence regarding the role of stigma in mental illness,
there is also a large body of evidence from high, middle and low-income countries, demonstrating
an association between poverty and mental illness (Saraceno, Levav & Kohn, 2005). Furthermore,
the stigma attached to mental illness is reported to affect the caretakers at all economic levels
ending up in poverty, making coping a very difficult resolution to consider leaving the caretakers
helpless (Ssebunnya et al, 2009)

In conclusion, it is fascinating how stigma can be a very strong factor in moderating the
causal relationship of socioeconomic status and coping among caretakers. The fact that the greater
the stigma, the lower the coping strategies, this obviously negatively impacts on the socioeconomic

status of the caretakers hence not being helped to get a better mental health as they perform their
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roles and duties towards the mentally ill people.
Coping Strategy Levels between Male and Female Caretakers of People with Mental IlIiness

It is greatly assumed that there is a clear difference between male and female in the way
they cope while in stressful situations, more so with issues that would require finances and social
acceptance. According to the research findings of Gerlinger, Hauser, De Hert, Lacluyse, Wampers,
and Correll, (2013), male caretakers are more prone to being negatively impact with the stigma
associated with taking care of the mentally ill person, purely compromising their coping in the
society.

Brown et al (2017) revealed that truly gender is a very strong factor in coping stressing that
given the association of the public stigma about having a family member with mental illness, men
are more subjected to mental illness-related stigma. He believes that this comes as a fact that
women open up more and seek assistance in relation to a mental illness predicament than men
would, thus recommending that gender has underlying factors that determine one’s coping during
stressful times associated with stigma and mental illness that need to be clarified (Brown, 2017).

The fact that keeping secrets about the perceived stressful burdens as well as failure to
disclosure about mental illness related issues varies profoundly, it is assumed that women do not
often conceal issues about self and are less secretive compared to men (Turner & Brown, 2010)
thus seeking assistance on how to cope with the fact that they are taking care of a mentally ill
person thus bringing variations in coping styles and strategies between men and women (Brown

etal., 2017)



21

Hypotheses

The following hypotheses are put forward;

1.

Socio-economic status significantly predicts coping strategies among caretakers of people
with mental illness.

Socio-economic status significantly predicts perceived stigma among caretakers of people
with mental illness.

Perceived stigma significantly affects the coping strategies among caretakers of people
with mental illness.

Perceived stigma significantly moderates the relationship between socioeconomic status
and coping strategies among care takers of people with mental health.

There is a significant difference in the levels of coping strategies between male and female

caretakers of people with mental illness.
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Chapter Three
Methodology
Introduction
This section presents a blueprint of the methodological measures that were employed to
conduct the study. These included the study design, sample size and selection, research
instruments, procedure, data management, quality control and data analysis as well as ethical
considerations to the study.
Study Design
The study engaged both a cross-sectional and comparative study approach which is
quantitative in nature. Specifically, descriptive, correlational and comparative methods are to be
used in the study to examine the relationship between socioeconomic status, stigma and coping
among caretakers of people with mental illness as well as the difference in levels of coping
strategies. A cross-sectional design applied to all respondents that were in the researchers reach
while collecting data, Pearson correlation was to measure the relationships between variables,
regression to measure the moderation while t-test to capture the difference in coping strategies on
a gender basis. Thus, they were all important to capture. Correlation method refers to an illustrative
scheme guided by researchers who wish to discover the extent to which two or more research

variables covariate, (Creswell, 2008).

Inclusion Criteria and Exclusion Criteria

The study focused on caregivers who brought their patients to Mulago and/or Butabika
hospitals. This study was limited to Mulago and Butabika because these are the biggest mental
health hospitals publicly known in the country that act as the main referral mental health hospitals

and have a higher probability of receiving almost all mental health cases. The study was also
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limited to caregivers of people already diagnosed or receiving treatment for mental illness, while
those that never had direct link to the patient were excluded. These caregivers are those
nonprofessional people who take care of mental health patients outside the hospital settings. Those
who were in the area of scope for consultation as well as newly diagnosed were not included in
the study.
Population

This study was grounded on caretakers of people with mental illness in and out of hospitals
in the age bracket of 20 to 50 years and above in both male and female respondents but majorly
focusing on those that bring their patients to Butabika hospital, Kampala district for treatment
and/or review of the current and/or ongoing mental illness.
Sample Size

The target population that were included in the sample were adult caretakers and the target
sample was 217 caretakers of people with mental illness. The sample was attained through the use
of Epi Info -7 STATCALC, assuming a confidence level of 95% with a prevalence rate of 10%
and confidence limit of 5%.
Sampling Technique

These were selected using stratified random sampling where simple random sampling
technique was applied to each stratum which allows the researcher to give equal chances to all
members in the population to participate in the study. Stratified random sampling technique is a
process of sampling that encompasses the splitting up of a general population into smaller groups
well-known as strata yet in the use of stratification, the strata are designed centered on participants'

common characteristics (Meng, 2013).
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Instruments

The researcher used purpose built self-administered questionnaires to obtain information
from the respondents about the study variables. The questionnaire was made up of closed ended
questions that required each respondent to circle or tick the best alternative of choice. More so, the
questionnaire consisted sections that included; bio-data (section A), Socio-Economic Status
(section B), Perceived Stigma (section C) and Coping Strategies (section D).
Bio-data

The biodata sought to measure the respondents’ gender, age bracket, marital status, level
of education as well as their time spent giving care to patients with mental illness.
Socioeconomic Status

The researcher adopted a Socioeconomic Status Questionnaire tool that was developed by
Aggarwal and colleagues (2005) to measure the families’ socioeconomic status of the respondents.
It focused more on the individuals’ economic status through asking about their employment status,
income generating assets, and also their gross annual income. The tool is revised from the
prominent Kuppuswami’s modified socioeconomic status scale (Aggarwal, 2005). The tool also
looked out on the house hold characteristics like source of water, electrical appliances, type of
dwelling, food security module, type of cooking fuel and as well as transportation. Its validity and
reliability in Africa is not well stated, thus its validity will be gotten from a pilot study, though it
is advised to always run a reliability analysis to get its reliability (Aggarwal, 2005). This tool
consisted of 14 items measuring the SES of caretakers of people with mental illness
Perceived Stigma

Stigma was measured using the Devaluation of Consumer Families Scale that was

developed by Chang and colleagues (2018) which commonly used to measure perceived stigma
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among caretakers as well as family members that have people anguishing with mental illness. It
has been reported to also possess a good validity as well as an outstanding reliability of .86 in
parents who had children with mental illness. This tool consists of 9 items of measurement
identifying perceived stigma in the caretakers of people with mental illness.
Coping Strategies

Coping strategies were measured using the Coping Strategies Questionnaire that as
developed by Aloha Hand (2016) looking at the quality of life that enhances the caretakers’
awareness on the availability of coping strategies. This tool is a revision of the Coping strategies
questionnaire initially designed by Riddle and Jensen (2013) to measure brief coping scales in
persons with chronic pain. This tool focused on how caretakers respond and adjust to the
challenges revolved around the stigma and societal negative perceptions on mental illness. This
tool is believed to be with a strong justification in validity as well as caring a reliability score of
0.71 in recognizing respondents who display deficits in functionality (Hand, 2016; Riddle &
Jensen, 2013). The coping strategies questionnaire carries 14 items measuring the coping
mechanisms for caretakers of people with mental illness. More importantly, this item measurers
two main aspects of coping, that is, questions 1, 2, 4, 6, 9, 10, and 13 measure the emotional-
focused strategies whereas questions 3, 5, 7, 8, 11, 12 and 14 measure the problem-focused. During
data analysis, there was a comparison between the two strategies on manifesting one that is mostly
used by caretakers while coping with their stressors.
Procedure

The researcher obtained an introductory letter from the Department of Mental Health and
Community Psychology-School of Psychology, Makerere University. The letter served the

purpose of introducing the researcher to the authorities where the study is going to be conducted.
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After the Human Resource manager or the director of the institution verifies the researcher as a
student of Makerere University, permission was sought and provision of the acceptance letter will
be of importance. Thereafter, the researcher shared the topic, purpose and objectives of the study
with his target respondents. Self-administered questionnaires were then distributed among
respondents in explanation on how to answer the questionnaires.
Data Management

Biodata items was measured and coded as follows; Gender a = male, b = female; age
brackets a = 20-30years, b = 30-40years, c = 41-50yeas, d = 51years and above; marital status a =
married, b = Single, ¢ = Divorced, d = Widowed; level of education a = None, b = Certificate, ¢ =
Diploma and d = Degree; time spent giving care to the patient(s), a = Less than 5years, b = 5-
10years and ¢ = above 10years.

Socioeconomic status, items were included and scores were coded respectively as shown
in the questionnaire. Items in this instrument were scored differently, that is, some items a
respondent can fill in a number of responses while in other items they were required to fill in one
response describing their predicament. Thus, as the scores go high, it implied that an individual is
from a high social class and as well as manifesting an individual to be of low SES as the scores
also drop lower were whereas some questions were giving an over view of their caretakers’ general
source of income.

Perceived Stigma scale that was developed by Chang et al (2018) was adopted to measure
the perceived stigma and it is to be coded on a 4-point Likert scale as follows: Strongly Agree=3,
Agree=2, Disagree=1, Strongly Disagree=0. This scale has three items that are to be reverse coded

which include item 2, 5 and 6.
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The 14 coping strategies items derived from Hand (2016) and Riddle and Jensen (2013)
was adopted to measure the way caretakers cope with their predicaments and it was coded on a 5-
point Likert scale as follows: Never=1, Rarely=2, Sometimes=3, Most of the time=4, Always
do=5.
Validity

For validity, a copy of a questionnaire was given to two (2) subject matter experts in the
school of Psychology who commented on the comprehensiveness and construction of items in the
questionnaire. Their recommendations helped on the construction of the study questionnaire.

However, the Critical Validity Index (CVI) also calculated for each of the scales from the formula

No of relevant items

below. CVI= in addition of a pilot study to be carried out by the researcher to

Total no.of items
ascertain that the instruments are valid. Reliability of the instrument is assumed to be already
determined since the instruments in use are already standardized with a determined Cronbach’s
alpha
Data Analysis

Statistical Package for Social Science (SPSS version 21) was used for data analysis. Both
descriptive and inferential statistical methods were used. In descriptive statistics, frequency tables
were constructed to summarize data and then for inferential statistics, Pearson’s correlation
coefficient (r) were used to determine the relationship respectively between the study variables.
However, Andrew P Hayes’s regression analysis was used to assess the moderation between the
study variables (Hayes, 2014). The t-test (t) was used to analyze the difference in the levels of

coping strategies among male and female respondents.
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Ethical Consideration

The study purpose was explained to all respondents. Participants were guaranteed of
confidentiality and that their identities are to be protected as they are required neither to pen their
names nor contacts on the questionnaire form. A written and signed consent form was acquired

from the respondents and making it clearer that their participation in the study is to be voluntary.
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Chapter Four
Results
Introduction
This chapter demonstrations results that have been obtained from the study. It includes
tables of frequencies and percentages showing results. The chapter also includes correlations of
hypothesis one to three, a regression analysis for hypothesis four and an independent sample t test

for hypothesis five.

Descriptive Statistics

Table 1: Background Information

Characteristics N=148(%)
Gender

Male 59(39.9)

Female 89(60.1)
Age

20-30 years 80(54.1)

31-40 years 40(27.0)

41-50 years 18(12.2)

51 years and above 10(6.8)
Marital Status

Married 52(35.1)

Single 76(51.4)

Divorced 12(8.1)

Widowed 8(5.4)
Education

Certificate 60(40.5)

Diploma 30(20.3)

Bachelors 50(33.8)

Other Qualifications 8(5.4)
Time spent giving care to patients

Less than 5 years 91(61.5)

5-10 years 45(30.4)

Above 10 years 12(8.1)
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The results (see Table 1) indicates that majority of respondents (60.1%) were female, while
(39.9%) were male, majority of the respondents were in the age brackets of 20-30 years (54.1%)
followed by those aged between (27.0%) while the least of the respondents were those aged 51
years and above (6.8%). The results also indicate that most of the respondents were (52.0%) had
never gotten married before while those that were married came second with (34.5%) whereas the
widowed were represented with the least participation, 40.5% of respondents had attained
certificate as their level of education, 33.8 had achieved a bachelors’ degree of a kind while 20.3%
had a acquired a at least a diploma. The results also indicate that majority of the respondents
(61.5%) had been taking care pf the patients for five or less years compared to those (8.1%) who

had given care for over 10 years to the patients.
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Relationship between Socio-economic Status, Perceived Stigma and Coping Strategies
among Caregivers of People with Mental IlIiness

Table 2: Correlational Results

1 2 3
1. Socio-economic status -
2. Coping strategies 134 -
3. Perceived stigma -.097 -.147 -

Relationship between Socio-economic Status and Coping Strategies

The first hypothesis stated that there is a significant relationship between socio-economic
status and coping strategies among caregivers of people with mental illness. Results in the table
above reveal that there is no significant relationship between socio-economic status and coping
strategies (r = .134; p = .104). Therefore, the alternative hypothesis is rejected and it is concluded
that caregivers’ socio-economic status is not significantly related to their coping strategies. The
results indicate that the caregivers’ socio-economic status has no implications upon one’s coping
strategies and how they are supposed take care of the patients, rather everyone adopts a coping
strategy that fits in their capability in their own stature. However, to some extent, a caregiver’s
socio-economic status is crucial when it comes to providing the basic needs and medications of

the mental patients because SES is a type of coping used as a strategy by the caregivers.
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Relationship between Socio-economic Status and Perceived Stigma

The second hypothesis stated that there is a significant relationship between socio-
economic status and perceived stigma among caregivers of people with mental illness. However,
results in the table above reveal that there is no significant relationship between socio-economic
status and perceived stigma (r = -.097; p = .248). Therefore, the alternative hypothesis is rejected
and it is concluded that there is no significant relationship between the caregivers’ socio-economic
status and perceived stigma. This gives an insinuation that caregivers do not hold any sort of
perceived stigma with the fact that they are having someone with mental illness in their homes nor
hospitals regardless of their socio-economic status. This could be affiliated to the current frequent
metal health campaigns and awareness sessions carried out by different people and organizations
promoting early identification of mental illnesses within the communities, as well as creating a

referral pathway to provide psychosocial support to both caregiver and patients.

Relationship between Perceived Stigma and Coping Strategies

The third hypothesis stated that there is a significant relationship between perceived stigma
and coping strategies among caregivers of people with mental illness. However, results in the table
above reveal that perceived stigma is not significantly related to the caregivers’ coping strategies
(r =-.147; p = .076). Therefore, the alternative hypothesis is rejected and it is concluded that there
is no significant relationship between perceived stigma and coping strategies among caregivers of
people with mental illness. Results give an impression that perceived stigma has no impact on
one’s adaptation of a coping strategy while giving care to the mentally ill. However, to some extent
perceived stigma could play a role in one’s ability to cope with the social predicaments that are

attached to taking care for a mentally ill person.
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Table 3: Moderation of Perceived Stigma between SES and Coping Strategies

Unstandardized Standardized
Coefficients Coefficients
Model B Std. Error Beta t P R?
1 (Constant) 26.741 2.467 10.84 .000 .007
SES 170 .097 146 1.757 .081
P-Stigma .045 115 -.032 .388 .698

a. Dependent Variable: Coping Strategies

The fourth hypothesis stated that perceived stigma significantly moderates the relationship
between socio-economic status and coping strategies among caregivers of people with mental
illness. However, study findings in the table above reveal that both socio-economic status and
coping strategies of caregivers are not significantly moderated by perceived stigma (P=.081; .698
> .05, R?=.007). Therefore, the alternative hypothesis is rejected and it is concluded that perceived
stigma does not significantly moderate the relationship between socio-economic status and coping
strategies among caregivers of people with mental illness. Results reveal that a caregiver’s SES is
neither preconditioned to their own perceived stigma, however, to a lesser extent, perceived stigma
can manipulate the kind of coping strategies adapted by the caregiver. For instance, a caregiver
might forego problem-focused coping strategy and focus more on emotion-focused coping strategy

due to perceived stigma.
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Table 4: Gender and Coping Strategies among Caregivers

N Mean Std. Deviation t Sig.
Male 59 30.1864 4.79754 -.878 486
Female 89 30.9438 5.35206 -.898

Results in the above table show that female caregivers (M=30.1, 30.9, SD= 6.84) report
slightly higher levels of coping strategies. However, results show that there is no significant
difference in the coping strategies adapted by the male and female caregivers of the mentally ill
patients (t = -.878, -.898; P=.486). Thus, the alternative hypothesis is rejected and it is concluded
that there is no significant difference in the coping strategies adapted by the male and female
caregivers of people with mental illness. This suggests that even when female tend to cope higher
than male caregivers, there is no significant difference because the margin is really small to make

a huge impact.
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Chapter Five
Discussion, Conclusion and Recommendations
Introduction
This chapter entails the discussion in relation to research findings and in accordance with
the hypotheses. It also presents a conclusion and recommendations in line with the purpose and

objectives of the study.

Discussion
Socioeconomic Status and Coping Strategies among People with Mental IlIness

Objective one sought to examine the relationship between socio-economic status and
perceived coping strategies. Results of this study revealed that there is no significant relationship
between socio-economic status and coping. However, the results are not in agreement with
Delespaul (2012) who stated that many of the mental illnesses today have been linked with a major
loss of proper quality of life among sufferers and caretakers and the type or level of socioeconomic
status is a big precipitating factor. Likewise, the results are not in line with Hert et al. (2011),
Whitefors et al. (2013) and Ebrahimi et al. (2018) who stated that in most cases, it is believed that
mental illness is accompanied with increased physical sicknesses as well as death rates which
becomes a challenging situation due to the economic costs that comes with taking care of people

with mental illness.
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The results of this study are also not in agreement with Pedersen et.al (2009) and Awad
et.al (2008), who stated that majority of the patients’ caregivers do go through some negative
experiences and effects of the mental conditions as well as families that have taken on the
responsibility of being the primary source of care for their family members, face a number of
challenges that are correlated with their socioeconomic status. However, the study shows that one
can take care of a mental health patient and still be doing fine with SES because the latter has no

cause-effect relationship with the former.

The results are not in line with the research findings from Oyebode (2005) who revealed
that family members taking care of their own people suffering with MI are assumed to provide
physical, emotional and financial support to their relative with this kind of illness. And the results
are also not in agreement with Robinson (2017) who stated that mental illness is devoted to act as
a stressor, that strategic ways of coping are initiated to address the stress that comes with financial

constraints of the caregivers of the mentally ill person.

The results are also not in agreement with Addo (2018) who revealed that taking care for a
someone who is mentally ill has significantly affected the caratakers in very many ways of life,
including their coping strategies in relation to their socio-economic status, where family
caregivers, for instance, are usually required to provide financial support, and endure the burden
of economic difficulties. The results aline with the fact that there are institutions that are meant to

rehabilitate critically ill mental health patients for free most of the time, such as Butabika hospital.

The results are not in agreement with Ebrahimi (2018) who concluded that when a clinical
diagnosis of a psychological or mental illness has been made to a family member, family caretakers

are assumed to face challenges in their roles that include perception of the psychosocial support,
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financial predicament as well as the affiliated challenges that come with taking care of a Ml
personnel, which negatively affect the common coping approaches. Study findings further refute
Ebrahimi’s findings where he further stated that caretakers invest all of their financial and
emotional as well as physical capacities to do away with this stressful situation alongside managing

difficulties associated with taking care of the mentally ill person (Ebrahimi, 2018).

The results of this study are not in line with Chadda (2014) and Salles and Barros (2009)
who stated that the provision of constant care to the patients with severe mental illness without
supportive resources could lead to frustration and burden in family caregivers thus negatively
influencing their coping skills strategies. Additionally, study findings are in disagreement with Raj
(2013) and Ebrahimi et al. (2018) who go on to reveal that there are a lot of challenges associated
with severe mental illness that may significantly affect the coping skills of caretakers for mentally
ill people that usually leads to loss of energy and guts to provide care due to the patients’ failure
to adhere to treatment given. Also, Steele et al. (2010) stated that financial constraints are thought
to bring about feelings of helplessness, stress and depression upon caretakers mostly manifesting
among parents and spouses of the mentally ill thus leading to resignation form the role of giving

care to the sufferers, but the study results rather find no relationship with the variables in study.

The results are also not in agreement with Kallivayalil (2008) and Shamsaei et al. (2015)
who stated that studies have revealed that the failure of health professionals to incorporate
advanced psychological treatments is assumed to bring about recurrence of the problems as well
as lower adherence levels hence treatment failure which is also believed to come with a high
financial strain for the caretaker of the mentally ill. This kind of predicament has made it quite
hard for caretakers of the mentally ill to find it hard to cope with the whole situation thus neglecting

their patients with mental illness.
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The results of the study are not in line with Ebrahimi (2018), WHO (2013), Ganev et al.
(1998) and Nasheed et al. (2012) who stated that the studies conducted about mental illness in the
low and middle-income countries revealed that less than 10% of the people with mental illness
have been hospitalized because of the assumed high levels patient care provided by the family
members and it was believed that the strength of the family bonding as well as their socioeconomic
network plays a big role in the social support needed to reduce the burden of taking care of the

mentally ill among majority of the developing countries.

The results are also in disagreement with Singh et al. (2016), and Mak and Cheung (2008)
who stated that most of the times caretakers decide to further conceal their socioeconomic status
from others and also withdraw from most of the social relations that they were previously engaged
in as well as dissociating from the patients as a form of coping which tends to also inconvenience

adherence hence making them more distressed.

In conclusion, all of the previous studies above are not in line with the results of the current
study. This could be attributed to the fact that mental health awareness has been wide spread by
different stake holders to ensure that suffers as well as their caregivers are all given the essential
psychosocial support on how to handle such situations. Thus, there is no significant relationship
between socio-economic status and coping strategies among caregiver of people with mental

illness.
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Socio-Economic Status and Perceived Stigma among Caretakers of People with Ml
Obijective two sought to investigate the relationship between socio-economic status and
perceived stigma. Results of this study revealed that there is no significant relationship between
socio-economic status and perceived stigma. The results of this study are not in agreement with
Bos et al. (2013) who stated that most of the mental illness carriers are branded with a mark of
being avoided and socially excluded from the other social members. In addition, the results are
also not in line with Corrigan and Miler (2004) who revealed that majority of people suffering
with mental illness are more severely stigmatized compared to people suffering with other health
illnesses such as cancer and cardiovascular diseases. Also, the results are not in agreement with
Bos et al. (2013) and Pryor et al. (2012) who further stated that people who are related and/or
associated with the mentally ill people are also prone to stigmatization because of the simple
connection they might be sharing in common and this occurrence is known as stigma by

association.

The results of this study are also not in line with research by Sanden and Pryor (2016) who
revealed that many of the family members and caretakers of mentally ill people are prone to
experience a wide range of struggles that involve family burdens, such as financial problems, time
spent on the patient as well as missing out on career opportunities while taking care of the patient

which in most cases results into family feuds and quarrels.

The results are also not in line with Crowe and Lyness (2014) who stated that the
differences in the socioeconomic status create are alleged to create differences in the strategies of
coping with stressful and negative emotional climates in the homes of those taking care of people
with mental illness. In addition, the results are also not in agreement with a study conducted by

Link and Phelan (2001; 2013) that outlined a process through which people with mental illness are
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treated differently than other members of society. Also, the results are not in line with Karnieli-
Miller et al. (2013) who stated that stigma is also assumed to negatively impact on the caretakers’
ability to cope with the fact that they have a mentally ill person they are entitles to look after for

the betterment of their life.

The results are also not in line with Link and Phelan (2001), Larson and Corrigan, (2008)
and Ali et al. (2012) who stated that socioeconomic status in relation to the discrimination acts of
devaluation, rejection, and social exclusion of the mentally ill is reported to lead to unsatisfactory
outcomes for people taking care of these patients. The incidences that overwhelm the lives of
caretakers of people with mental illness are usually within their friends, family, and service
providers, through a phenomenon known as courtesy stigma which may result in families being
blamed, socially isolated, and discriminated against and that these family members may become

depressed or reclusive, negatively affecting their socioeconomic status.

The results are not in line with a study conducted by Barry et al. (2013) who examined
people’s perception about mental illness revealed that stigma towards the mentally ill was at its
peak as they revealed that 67% of the population were not ready to have a mentally ill person as
their immediate neighbor. All these are not in line with results of this study which has found that

there is no significant relationship between socio-economic status and perceived stigma.

In conclusion, people’s SES can not be threatened by their own perceived stigma, rather,
people are obliging to cause of breaking the bias against mental illness. Thus, this could be the
reason to why the study findings found no relationship between SES and perceived stigma among

the caregivers of people with mental illness.
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Perceived Stigma and Coping Strategies among Caretakers of People with Mental IlIness

Obijective three sought to establish the relationship between perceived stigma and coping
styles. The results of the study revealed that perceived stigma is not significantly related to the
caregivers’ coping strategies. These results are not in agreement with Pescosolido et al. (2010)
whose assessment on stigma against mentally ill people with their caretakers revealed that there
has been a gross increament in stigma amongst the caretakers of the mentally ill denoting that
majority of the people do not want to have or associate with someone having mental illness as well
as having little to know associaition with their caretakers. And that this kind of stigma makes
caretakers more prone to very many stressors that may find it hard to cope with the situation

The results are also not in agreement with the research by Koschorke and Thornicroft
(2014; 2006) that identified undisputable negative outcomes of stigma upon coping amongst
majorities of the caretakers of people with mental illness. They point out that majority of persons
stigmatized have testified that the effects of stigma are more of a burden and a distress than the
major problem leading to a number of challenges like keeping personal relationships and
engagement in work. Thus, this kind of treatment is seen to bring about self-stigma amongst the
caretakers which may result into abandoning or even hiding of the patients without providing any
necessary care in order to cope with the current predicament.

The results of this study are also not in agreement with Livingston and Boyd (2010), and
Mestdagh and Hansen (2014) who showed that stigma is a very immense factor in the lives of
caretakers, that is, regardless of the socioeconomic status, caretakers of the mentally ill are
stigmatized and they are finding it hard and this negatively affects their coping mechanisms and
thus resorting to self-blame. In addition, Koschorke et al. (2014) and Yang (2014) state that these

coping strategies in this case are usually more based on what the sufferers of stigma consider
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matters the most in their lives while giving care to the mentally ill something that is not in line
with the results of the study.

The results of this study are also not in agreement with Pryor et al. (2012) who revealed
that people’s affect, cognitions as well as their behaviors significantly relate with the reactions of
other people, more so family members avail that seem to be perceived as stigmatizing conditions.
This kind of perception from the caretakers is assumed to bring about psychological distress
amongst them hence defecting their coping levels and strategies. Furthermore, people caretakers
of the mentally ill tend to distance themselves from their family members or friends whom they
believe they stigmatize them and seek comfort while alone as part of their coping style.

The results are dissimilar to research conducted by Hoop (2008) and Pryor, et al. (2013)
who revealed that family members as well as caretakers’ knowledge of mental illness being at
some point a hereditary cause through the explanation of mental illness being a biological
determination has not done any good because. This is thought to worsen stigma by caretakers
making a label of mental illness being in their bloodline hence self-stigma which is believed to be
the strongest hindrance in any form or strategy of coping.

In conclusion, infested perceived stigma does not make it hard for the caretakers to come
up with positive coping strategies, because they are most assured that their mental health matters
in their subconscious, hence playing their part by giving care to the mentally ill, rather than being
distraught upon their role. Thus, the previous study findings are all not in line with the results of
the study that revealed that perceived stigma is not significantly related to the caregivers’ coping

strategies.
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Moderating Factor between Socioeconomic Status, Perceived Stigma and Coping Strategies
among Caretakers of People with Mental IlIness

Obijective four sought to examine the moderating effects of perceived stigma between
socio-economic status and coping strategies. The results of this study revealed that perceived
stigma does not significantly moderate the relationship between socio-economic status and coping
strategies. The results of this study are not in line with Mak and Cheung (2008) who stated that a
lot of stigma is assumed to come from close relatives and friends towards the caregivers in relation
to the care they give to the mentally ill people which is believed to also prevail in their respective
societies, in which this kind of public stigma is believed to make caretakers to also develop some
form of self-stigma that may lead them into feeling unhappy, helpless and dissatisfied with life
hence making coping a more complicated case.

Evans (2016) revealed that the caretakers’ perception of stigma is responsible for
illumination of an association of socioeconomic status and coping towards mental health. She
believes that majority of the people are experiencing stigma in relation to their origin, sex as well
as their socioeconomic status. For this matter, feelings of being stigmatized by other members of
the society through discrimination (Shariff-Marco et al., 2011) has had a long-time negative impact
on their coping strategies as they deal with the reality of taking care of their mentally ill personals.
All these researches are not in line with the results of the study that showed that perceived stigma
does not significantly moderate the relationship between socio-economic status and coping
strategies.

The study results do no concur with Pascoe and Smart Richman (2009) who revealed that
the experience of stigma among the caretakers of people with mental illness is worth a

consideration because it is assumed to lead to lower and poorer levels of coping among the
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caretakers who are of a low socioeconomic status, hindering any positive change towards mental
health outcomes.

The results of this study are incongruent with Ssebunnya et al. (2009) and Saraceno et al.
(2005) who stated that, while there is considerable descriptive evidence regarding the role of
stigma in mental illness, there is also a large body of evidence from high, middle and low-income
countries, demonstrating an association between poverty and mental illness. In addition, they also
stated that the stigma attached to mental illness is reported to affect the caretakers at all economic
levels ending up in poverty, making coping a very difficult resolution to consider leaving the

caretakers helpless.

However, results of the study concur with Gerlinger et al. (2013) who stated that there is
no direct moderation between the caretakers’ perceived stigma and marital status, education, age,
gender, ethnicity, place of residence, income, and employment in relation to coping. Likewise, the
results are also in line with a study by Singh et al. (2016) who reported that caretakers of the Islam
faith as well as those that are in their youthful age with a higher socioeconomic status are believed

to perceive stigma differently, that is, people perceive stigma differently due to their faith.
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Coping Strategy Levels between Male and Female Caretakers of People with Mental IlIiness

Obijective five sought to compare the levels of coping strategies between male and female
caretakers. The results of this study indicated that there is no significant difference in the coping
strategies adopted between male and female caregivers. The results are dissimilar with research
findings by Gerlinger et al. (2013) who revealed that male caretakers were more prone to being
negatively impacted with the stigma associated with taking care of the mentally ill person, purely
compromising their coping strategy in the society. Rather, the results show that there is no gender

difference in coping strategies adopted by the caregivers, no matter the circumstance.

The results of this study incongruent with Brown et al (2017) who revealed that gender is
a very strong factor in coping, stressing that given the association of the public stigma about having
a family member with mental illness, men are more subjected to mental illness-related stigma. The
study does not coincide with the results that believed women open up more and seek assistance in
relation to a mental illness predicament than men would, thus recommending that gender has
underlying factors that determine one’s coping during stressful times associated with stigma and

mental illness that need to be clarified.

Furthermore, study findings are dissimilar with Turner and Brown (2010), and Brown et
al. (2017) who stated that the fact that keeping secrets about the perceived stressful burdens as well
as failure to disclosure about mental illness related issues varies profoundly, it is assumed that
women do not often conceal issues about self and are less secretive compared to men thus seeking
assistance on how to cope with the fact that they are taking care of a mentally ill person thus

bringing variations in coping styles and strategies between men and women.
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Conclusion

Despite the numerous literature that clearly shows the linkage between socio-economic
status, perceived stigma and coping strategies among the caregivers of people with mental
illnesses, this study has indicated that there is no linkage between these variables. This could be
attributed to the fact that the nature of the scope of mental health and its treatment is attributed to
both the culture of the people of Uganda where some attribute mental illness to culturally related
sicknesses, as well as the government institution where most of the services such as medication,
care taking, feeding among others are entirely for the government and thus the care takers under
this institution are known to be government employees.

These attributions make caregivers at all levels not to be so much concerned about their
SES while providing a service to the mentally ill, thus a minimized level of perceived stigma. The
fact that distress is a common factor that people have to put up with in their daily lives, coping
strategies adapted would be much more directed to the daily stressors rather than focusing it to the

SES and perceived stigma, due to the fact that one is taking care of a mentally ill patient.

Recommendations

Whereas the findings find no significant cause effect relationship upon the study variables,
stigma still stands in relation to mental illness. Thus, more approaches and strategies need to be
developed to break the bias so that caregivers of people with mental illness are free to come out
and help those that are critically ill without any fear of being stigmatized in their respective

societies.

The study recommends that attention needs to be conveyed to creating more mental health
campaigns and awareness sessions through community leaders on ground to capture the attention

of donors and sponsors to help in bridging the gap of socioeconomic imbalances in the societies
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of the people that are giving care to the mentally ill, to feel supported, rather than feeling left out

and discriminated when it comes to service delivery with financial constraints.

Furthermore, attention needs to be given to both male and female caregivers of people with
mental illness because the study findings have revealed that they have no difference in coping
strategies. This implies that all people need to be supported to go through the situation they are in

to fully support the mentally sick and/or disabled

The study also recommends another investigation into the factors that are generally
influencing the results of this study that showed that there was no relationship between these
variables and yet most of the literature of this study indicates that there is a relationship between

these study variables.
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Appendix I: Consent Form
Dear participant,

My name is Brian Moses Katende; |1 am a Clinical Psychology student carrying out a study
about Social Economic Status, Stigma and Coping among caretakers of people with mental illness.
| am kindly requesting your participation in this study. You are chosen to take part in this study
because | believe you have valuable information you can render to us for the purpose of this study.
However, you are free to withdraw your participation at any point of research process without
losing any of the benefits you used to enjoy. Please be assured that this study is for academic
purpose only. Thus, you are kindly requested to answer some questions given on the questionnaire,
and this is likely to last you about 20 minutes of your time. The information you are going to give
will be strictly confidential and will only be disclosed to other researchers.

By signing below, you indicate that you have understood the purpose, procedures and
information presented to you about this study and that you will voluntarily participate.

Signature of Respondent: .............ccoooviiiiiiiiiiinn.n. Date: ....oooviiiiii

Signature of Researcher: ..., Date: ...cooooiiiiiii
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Appendix I1: Questionnaires

Dear Respondent

I am Brian Moses Katende, a student at Makerere University. | am carrying out a research
on Socio-Economic Status, Stigma and Coping among Caretakers of People with Mental IlIness.
You have been identified as a key person who has got very useful information for this study. Note
that all the information you are going to provide will be treated confidentially. You do not have to
write your name anywhere that can identify you. The research proposal has been thoroughly
reviewed and approved by the University Supervisors (Dr Paul Nyende)

Section A: Personal data
Tick appropriately in the box or space provided
1. Gender of respondents

a. Male |:| b. Female |:|

2. Age bracket of the respondent

a. 20-30years [ | b.31-40years| | c.41-50 years [ | d.5lyearsand above [ |

3. Marital status
a. Married[ ] b.Single [ | c. Divorced L] d. Widowed [ |

4. Level of education

a. None [ | b. Certificate [ ] c.Diploma [ ] d.Degree [ ]

5. Time spent giving care to the patient(s)

a. Lessthan5years[ | b.5-10years [ | c.abovelOyears [ |
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Section B: Socio-Economic Status

1. Are you employed?

1LYes [ ] 2. No [
2. Do you own a working motor vehicle (car, truck, van) or a motor cycle?
1.Yes [ ] 2. No [ ]

3. What type(s) of energy do you mostly use in your home for cooking? (Tick whatever you use
list below)

1.[ ] Electricity

2.|:| Gas
3.|:| Firewood
4.|:| Charcoal

4. What appliances do you use at home? (Tick whatever you own on the list below)

1. [ ] Radio 2.[]Television 3.[__] Mobile Phone

4. [ ] Electric kettle 5.[ ] Electric iron 6. [ ] Non-electric iron

7. [ ] Refrigerator 8. [_] Decoder 9. [ ] Blender

10.[ ] Electric cooker

5. What kind of house do you stay in?
1. brick walls and iron sheet roof
2. mud and reed walls grass thatched roof
3. brick walls and clay tiled roof

6. Do you have enough food throughout the year?

1LYes [ ] 2. No [ ]

7. What things do you do that generate your main income? (Tick whatever you own on the list
below)

1. |:| Business

2. |:| A job/ Formal employment

3. [ ] Agriculture



4. |:| Livestock (Cow(s) and Bull(s))

5. |:| Goats and/or Sheep

6. |:| Poultry

8. What is the main domestic water source in your home? (Tick whatever you use on the list
below)

1. [ ] Piped (Tap) water
2. |:| Well water
3. |:| Borehole water

9. What type of sanitation do you use at your home stead?
1. Flushing toilet.

2. Pit latrine

10. Type of the family you are living in

1. Nuclear family (Not more than 6 members)

2. Polygamous family ( More than 8 members)

3. Extended family (Comprises of other family members)
4. Joint family (Comprise of friends and/or refugee/displaced families)
11. Type of locality the family is residing

1. Living in urban locality

2. Living in rural locality

3. Living in resettlement colony

4. Living in slums
5. No fixed living and mobile

12. How would you describe your general health?
1. Excellent

2. Very good
3. Good
4. Fair

5. Poor
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Section C: Perceived Stigma
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Kindly tick or circle on the response that best describes you in the community you live in. there

is no right or wrong answer

Question

Strongly
disagree

Disagree

Agree

Strongly
Agree

Most people in my community would rather not
be friends with families that have a relative
who is mentally ill living with them

3

0

2.°

Most people believe that parents of children
with a mental illness are just as responsible and
caring as other parents

Most people look down on families that have a
member who is mentally ill living with them

Most people believe their friends would not
visit them as often if a member of their family
were hospitalized for a serious mental illness

5.°

Most people would treat families with a
member who is mentally ill in the same way
they treat other families

6lC

Most people do not blame parents for the
mental illness of their children

Most people would rather not visit families that
have a member who is mentally ill

Most people would not be friends with families
who have relatives with mental illness

Most people stigmatize families of relatives
with mental illness
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Section D: Coping Strategies
In the questionnaire below, | am interested in your opinion on certain issues regarding your

coping strategies. Please circle the statement that best describes you

Never Rarely Some | Most of the | Always
Times | Times Do
1 I think of things I enjoy doing 1 2 3 4 5
2 I just think of it as some other 1 2 3 4 5
sensation, such as numbness
3 Itis terrible and I think it is never |1 2 3 4 5
going to get any better
4 I don’t pay any attention to it 1 2 3 4 5
5 | pray for the pain to stop 1 2 3 4 5
6 I tell myself I can’t let the pain 1 2 3 4 5
stand in the way of what | have to
do today
7 I do something active like 1 2 3 4 5
household chores or projects
8 I replay in my mind pleasant 1 2 3 4 5
experiences in the past
9 | pretend it is not a part of me 1 2 3 4 5
10 | Ifeel I can’t stand it anymore 1 2 3 4 5
11 | lignore it 1 2 3 4 5
12 | I try to think years ahead, what 1 2 3 4 5
everything will be like after ’'ve
gotten rid of the pain
13 | I see it as a challenge and don’tlet | 1 2 3 4 5
it bother me
14 | I do something I enjoy such as 1 2 3 4 5
watching TV or listening to music

Thank You



