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Abstract: This prospective study was designed to identify if there is any relationship between socio-demographic variables
and social distance towards the mentally ill. It was carried out at the Madonna University Teaching Hospital over a 10 month
period. Two hundred and sixty nine consenting subjects were enlisted in the study. However, only 254 completed it. The 254
subjects comprise 87 males (34.3%) and 167 females (65.7%). The minimum MBSDS score of 7 and the maximum of 35 were
recorded in the study. It was established that there is significant association between literacy and MBSDS score. Literate
subjects showed lesser MBSDS score compared to illiterate ones. Younger patients (less than 45yrs old) showed higher
MBSDS scores on the average compared with older patients. The cause, management and eventual outcome of a patient's
mental illness are greatly hampered by social stigma. Sustained public education and sustained advocacy against stigma
towards the mentally ill cannot be overemphasized.
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1. Introduction
From time immemorial, mentally ill people have been met
with a great deal of rejection. Despite outstanding
breakthroughs in science and technology as well as increased
knowledge of the brain and human behaviour, the mentally ill
still suffer much stigmatization and rejection even in our
modern world. Stigma can be defined as a sign of disgrace,
which sets a person apart from others [1]. Stigma assault with
mental illness has been strongly associated with suffering,
disability and poverty [1].
Public prejudice and social distance towards mental illness
have impeded early treatment and early recovery of the
psychiatric patients through optimal utilization of mental
health services [1-4]. In recent years, several programs have
been initiated to reduce stigma and discrimination related to
mental illness [6-9].

While some studies posit that personal beliefs and attitudes
towards mental illness are related to individual characteristics
and surrounding regional context [5], there’s paucity of
report on the relationship between socio-demographic
variables and social distance towards the mentally ill. The
study therefore aims to identify the socio-demographic
variables that make one more vulnerable to be socially
distant towards the mentally ill.
Knowledge of the socio-demographic features of those
who stigmatize the mentally ill will help identify the category
of people that should be the focus of our anti-stigma
campaign if stigma towards the mentally ill is to be reduced
to the barest minimum.

2. Materials and Methods
The prospective, cross sectional study was conducted at
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Madonna University Teaching Hospital, Elele in Rivers State,
Nigeria within a period of 10 months.
2.1. Instruments
For this study, the instruments employed were as follows:1. The modified Bogardus Social Distance Scale
(Modified BSDS).
2. A self-designed, semi-structured, self administered
questionnaire containing psychiatric illness variables.
The Bogardus social distance scale is a psychological
testing scale created by Emary S. Bogardus to empirically
measure people’s willingness to participate in social contacts
of varying degrees of closeness with members of diverse
social groups such as racial and ethnic groups. The scale asks
people the extent to which they would be accepting of each
group (a score of 1.00 for a group is taken to indicate no
social distance) [10].
For this study, the modified version of Bogardus Social
Distance Scale (MBSDS) developed by Link [11, 12, 13] was
used. The MBSDS was presented in a likert form. Questions
asked include:- How would you feel having the mentally ill
presented as
1. Your Landlord
2. Your co-worker
3. Your neighbor
4. Your friend
5. Business Associate
6. In – law
7. Child care provider
For each of these questions, there are 5 options (Likert
Format) from which the subject is expected to choose one
with its corresponding score:In any case
Score 1
Maybe but I have my reservation
2
Maybe but with definite condition 3
Difficult to accept but maybe
4
In no case at all
5
A score of 1 indicates no social distance
A score of 5 indicate maximum social distance.
The reliability of the scale, assessed by means of
Cronbach’s alpha is 0:9 [11]
Before the commencement of this study, informed consent
was obtained from all the subjects. Two hundred and sixtynine (269) subjects enlisted in the study but only two hundred
and fifty-four (254) completed it. The two hundred and fiftyfour (254) subjects comprise 110 relations of the mentally ill,
47 health workers and 97 non-relations. A relative of every
other psychiatry patient who attended the psychiatric clinic
within the stated period participated in the study.
The health workers and non-relatives of the mentally ill
were selected randomly. The two questionnaires specified
above were administered to each subject. The total score of
the modified BSDS was calculated for each subject.
2.2. Data Analysis
The Data was analyzed using statistical package for social

sciences (SPSS) version 20at 5% level of significance and
95% confidence interval. Frequency distribution charts were
employed to access the various socio-demographic variables
and the score of the Modified Bogardus social distance scale.
One way Analysis of variance (ANOVA) was used to test for
significance among various groups. Contingency test were
carried out using chi-square test for categorical variables.

3. Results
Table 1. Age and Bogardus Score.
Age (year)
15 – 24
25 – 34
35 – 44
45 – 54
55 – 64
> 65
Total

Number (%)
45 (17.7)
77 (30.3)
37 (14.6)
75 (29.5)
18 (7.1)
2 (.8)
254 (100.0)

Average MBSD Score
26.8
27.1
25.
22.9
23.4
31.

Age & Bogardus scores:–X2 = 6090.8, df= 23, p>0.05.
There is no significant association between age and Bogardus scores.
Table 2. Sex and Bogardus Score.
Sex
Male
Female
Total

Number (%)
87 (34.3)
167 (65.7)
254

Average MBSD Score
24.9 ± 5.8
25.9 ± 6.9

X2 = 7.874, df= 23, p>0.05.
There is no significant association between gender and Bogardus scores.
Table 3. Education Level and Bogardus Score.
Primary
Secondary
Tertiary
Missing
Total

Number (%)
31 (12.2)
56 (22)
146 (57.6)
21 (8.3)
254

Average MBSD Score
27.8 ± 5
25.8 ± 4
23.1 ± 6

X2 = 18.554df= 23, p> 0.05.
There is no significant association between educational level and Bogardus
scores.
Table 4. Religion and Bogardus Score.
Religion
Roman Catholic
Pentecost
Orthodox Protestant
Aladura/ traditional Church
Others
Total

Number (%)
195 (76.8)
29 (11.4)
17 (6.7)
7 (2.8)
3 (1.2)
254

Average MBSD Score
24.7 ± 6.6
27.2 ± 6.7
27.6 ± 6
27.1 ± 4

X2 = 23.921df= 23; p> 0.05.
There is no significant association between religion and Bogardus scores.
Table 5. Literacy and Bogardus Scale.
Literacy
Literate
Illiterate
Missing
Total

Number (%)
216 (85.0)
36 (14.2)
2 (.8)
254

X2 = 5.156df= 23, p< 0.05.

Average MBSD Score
22.4±6.9
25.8 ±8.7
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There is significant association between literacy status and
Bogardus scores. Out of the hundred and sixty-nine (269)
subjects who were enlisted in the study, 254 completed it; [87
males (34.3%) and 167 females (65.7%)] fifteen subjects
were therefore excluded from the study. The minimum
MBSDS score of 7 and the maximum score of 35 were
recorded in the study. The average MBSDS score for all
subjects is 25.3 ± 6.5
Table 1 shows the age distribution of the patients and their
average MBSDS score. The mean age of the 254 subjects is
37.7 ± 12 [that of males 36.12 ± 12 and that of female 38.6 ±
12]. In general, the younger patients (those below age 45)
showed higher MBSDS score on the average compared with
the older patients (26.8, 27.1, 25.0) and (22.0, 23.4). There is
no significant association between age and MBSDS scores
(X2 = 609.8, df = 23, p> 0.05).
On the average, females showed more social distance than
the males toward the mentally ill (25.5 ± 6.9 vs 24.9 ± 5.8)
but the association between gender and Bogardus scores is
not statistically significant. (X2 = 7.874, df = 23, p> 0.05).
Compared to other christian denominations, the Roman
Catholics showed the least form of social distance on the
average (24.7 ± 6.6), while the Orthodox protestant showed
the greatest degree of social distance 27.6 ± 6 (table 3).
Nevertheless there is no significant association between
denomination and MBSDS score (X2 = 23.92, df = 23, p>
0.05).
The illiterate subjects (36, 14.2%) had higher MBSDS
(25.8 ± 8.7) than the literate ones (216, 85.0%), 22.4 ± 6.9.
There is a significant association between literacy status and
MBSDS score (X2 = 5.156, df= 23, p< 0.05). Similarly,
subjects with primary education had the highest MBSDS
(27.8 ± 5), while those with tertiary education had the least
MBSDS (24.9 ± 6), but there is no significant association
between level of education and MBSDS. (See table 3).

4. Discussion
The course management and eventual outcome of a
patient’s mental illness is greatly hampered by social stigma.
Furthermore, social distance towards the mentally ill is
widely endorsed by the general public. Studies show that
stigmatization attitudes cut across cultures [14, 15, 16].
Nevertheless there’s paucity of work on this subject in the
underdeveloped world, unfortunately ignorance and myth
solely based on tradition and superstition have affected
negatively the proper handling of patients in this part of the
world. [17]
Using MBSDS, the minimum social distance one can have
toward the mentally ill is 7. This is because score of
1indicatesno social distance; hence a total score of 7 for the
7domains of the MBSDS. The maximum possible social
distance is 35 (i.e maximum social distance in the 7
domains).
From the study, the average MBSDS score of all the
subjects is 26.3 ± 6.9. This represents 71.4% of the maximum
score possible in the MBSDS. If we regard 0-33% as low
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social distance, 34-66% as moderate social distance and 67100% as severe social distance, we can clearly state that in
this study on the average, the subjects exhibited severe social
distance towards the mentally ill.
This study demonstrates that younger subjects below the
age of 45 showed higher social distance scores on the
average compared with older subjects but the association
between age and the social distance scores was not found to
be statistically significant. This finding is at variance with
some earlier studies carried out in the developed world [18,
19, 20]. These studies posit that younger people were less
prejudiced than the older ones towards the mentally ill. It
appears as if prejudicial attitudes which influence
discriminating behaviour alters with age. Further research
needs to determine whether this is more as a result of
biological changes that occur with aging or social contacts
experience and general attitude to life issues that also alter as
one grows older.
From the study, even though more females exhibited more
social distance than males, the difference is not statistically
significant. This is in consonance with other studies done
elsewhere. Studies done to ascertain the relationship between
the level of education and attitude of social distance towards
the mentally ill persons yielded conflicting information.
While some studies indicated that people with lower level of
education exhibited higher social distance towards the
mentally ill, others reported that people exhibited similar
attitudes towards the mentally ill irrespective of their level of
education [21, 22].
A study done by Jim Crabb et al [23], reported that there
was no significant difference in stigmatizing beliefs based on
education. This study showed that literate subjects were more
tolerant towards the mentally ill than the illiterate subjects
and the difference between the two means of social distance
scores for both categories are statistically significant.
Furthermore, the subjects with the least education (primary)
had the highest average of MBSDS score, while those with
tertiary education had the least. Nevertheless the score of 24
still translates to moderate social distance towards the
mentally ill which is significant. Even though the difference
between the mean scores for the various categories based on
educational level is not statistically significant, the trend
towards being more socially distant towards the mentally ill
when one is less educated is amply demonstrated in this
study. This underscores the importance of literacy and
education, in dissolving myths, ignorance, misconception and
primordial assumptions that fuel the prejudice and stigma
towards the mentally ill.
Advocacy for the mentally ill should be targeted more
towards the illiterate and the younger generation. This
becomes more imperative when one considers the great
percentage of sub-Saharan Africa that is illiterate.
Furthermore, our religious leaders should be carried along if
significant progress in the campaign against stigma towards
the mentally ill is envisioned in the long run.
This study was carried out in a Catholic University
Teaching Hospital, hence the larger percentages of the cohort
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(76.8%) are Roman Catholics. Even though there’s no
significant association between denomination types and
MBSDS scores, the distribution of the scores showed that
there is moderate to severe social distance across all the
denomination studied. Hence there is need to significantly
carry our religious leaders along in the fight against the
mentally ill.
Furthermore, even though calls by some researchers to
rename some psychiatric disorders in order to change public
beliefs and attitudes towards the mentally ill remains
controversial [24, 25], the expected advantages of reduced
stigma and an improved communication between clinicians,
patients and families as proposed by the proponents [26, 27]
of this initiative are too weighty to ignore. Hence a more
adept consideration of this initiative should be considered.

5. Conclusion
The cause, management and eventual outcome of a
patient’s mental illness is greatly hampered by social stigma.
Literacy is a key socio-demographic variable that can sway
one’s attitude positively towards the mentally ill and hence
reduce social distance. The trend towards being socially
distant towards the mentally ill when one is less educated
was also clearly demonstrated in ithis study. Therefore, the
need for governments of nations in sub- Saharan Africa to
entrench policies that will encourage mass literacy of the
general public cannot be overemphasized. Similarly,
sustained public education and advocacy againststigma
towards the mentally ill is imperative.

Limitations
One of the limitations of this study is that the responses of
the subjects to the questions on how socially distant they are
towards the mentally ill are subjective. It is not certain
whether their response for a particular patient reflects the true
feeling of the public towards all mentally ill persons at all
times or whether there response would vary with respect to
the particular diagnosis with which the patient is labeled.
Furthermore the cohort was drawn from a Catholic
University, hence result may not be applicable the general
population.
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