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systematic review of magnitude,
manifestations and recommendations
Shivani Mathur Gaiha1,2* , Tatiana Taylor Salisbury3, Mirja Koschorke4, Usha Raman5 and Mark Petticrew2

Abstract

Background: Globally, 20% of young people experience mental disorders. In India, only 7.3% of its 365 million
youth report such problems. Although public stigma associated with mental health problems particularly affects
help-seeking among young people, the extent of stigma among young people in India is unknown. Describing and
characterizing public stigma among young people will inform targeted interventions to address such stigma in
India, and globally. Thus, we examined the magnitude and manifestations of public stigma, and synthesised
evidence of recommendations to reduce mental-health-related stigma among young people in India.

Method: A systematic review and meta-analysis of observational studies was conducted. Nine electronic databases
were searched and 30 studies (n = 6767) met inclusion criteria.

Results: Most studies (66%) focused on youth training to become health professionals. One-third of young people
display poor knowledge of mental health problems and negative attitudes towards people with mental health
problems and one in five had actual/intended stigmatizing behavior (I2>=95%). Young people are unable to
recognize causes and symptoms of mental health problems and believe that recovery is unlikely. People with
mental health problems are perceived as dangerous and irresponsible, likely due to misinformation and
misunderstanding of mental health problems as being solely comprised of severe mental disorders (e.g.
schizophrenia). However, psychiatric labels are not commonly used/understood.

Conclusion: Public education may use symptomatic vignettes (through relatable language and visuals) instead of
psychiatric labels to improve young people’s understanding of the range of mental health problems.
Recommended strategies to reduce public stigma include awareness campaigns integrated with educational
institutions and content relevant to culture and age-appropriate social roles.
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Background
Young people, including adolescents and young adults
aged 10–24 years [1] are at a critical period in the pre-
vention and treatment of mental health disorders. Glo-
bally, an estimated one in five young people experience a
mental disorder [2]. Among adults with a mental dis-
order, 75% report first experiencing a mental disorder
during this period [3]. Although public stigma univer-
sally prevents people who experience mental health
problems (i.e. symptoms that are not sufficient to war-
rant a diagnosis of a mental disorder) and those with
mental disorders from seeking counselling and treat-
ment, [4, 5] the extent and manifestations of such stigma
varies across cultures [6, 7]. Public stigma is defined as
interrelated ‘problems of knowledge (ignorance), prob-
lems of attitudes (prejudice), and problems of behaviour
(discrimination)’ [8]. In India too, public stigma is an im-
portant factor in the underreported prevalence of mental
disorders, [9, 10] with only 7.3% of young people in
India reporting a mental disorder and fewer accessing
treatment [9].
Mental-health-related public stigma negatively impacts

help-seeking by young people to a larger extent than
among adults [11–15]. Young people with mental health
problems are more likely to experience greater social dis-
tance from the public [16]. Additionally, compared to
adults, young people do not seek help for mental health
problems due to characteristic fears about lack of confi-
dentiality, peer pressure, a desire to be self-reliant, [17]
and lack of knowledge to recognize mental health prob-
lems [18] or lack of awareness about mental-health-
related services [4]. Unsurprisingly, adolescents in a study
found it more difficult to disclose their mental health
problems compared to young adults [19].
The level of mental-health-related stigma among

young people in India remains unknown. Stigma re-
search in the United States, Greece, and Japan [20–22]
identifies social distance and discriminatory beliefs re-
lated to mental health problems and a systematic review
found stigma of mental disorders associated with vio-
lence, unpredictability and disability in Latin America
and the Caribbean [23]. With the largest young popula-
tion in the world at 365 million, [24] and a large burden
of untreated mental health problems, young people in
India will likely face challenges in achieving their social
and economic potential. In 2015–16, India’s national
mental health survey highlighted that data on such
mental-health-related stigma were limited [9]. Reducing
public stigma is an aim in India’s national mental health
policy, [25] and in April 2017, India passed a law pro-
tecting the right to equality and non-discrimination of
people with mental illness [26]. Through a systematic re-
view and meta-analysis, this study aims to estimate the
magnitude or prevalence of mental-health-related public

stigma among a sub-group of the Indian population, i.e.
young people aged 10–24 years old belonging to the gen-
eral population; identify common problems in know-
ledge, attitude and behaviours associated with mental
health; and collate recommendations for reducing
mental-health-related public stigma.

Method
Eligibility criteria
Studies were included in this systematic review if they
assessed public stigma associated with mental health
problems among young people (aged 10–24 years) in
India. Quantitative and qualitative studies were included
if they examined any component of mental-health-
related public stigma: knowledge of mental health; atti-
tude towards people with mental health problems; and
(intended or actual) behaviour towards people with
mental health problems. Studies were excluded if they
focused on stigma experienced by people with a diag-
nosed mental disorder and caregivers, or vulnerable
groups at rehabilitation centres, schools for special
needs, prisons or shelters, exposed to violence or in con-
flict zones. These studies were excluded as they involved
specific groups for whom explanatory models, quality of
life, anticipated or experienced stigma related to per-
sonal/lived experiences and previously accessing care or
treatment from mental health providers, likely influence
knowledge about mental health problems, and attitude
and behaviour towards people with mental health prob-
lems. Theoretical or methodological studies and proto-
cols for systematic reviews, media articles and social
media, policy statements, book reviews, interviews, and
lists of books were excluded. No restriction was placed
on language of publication or publication date.

Information sources
Nine databases were searched (PubMed, ADOLEC,
CINAHL+, PsycINFO, Scopus, Social policy and prac-
tise, Global Health, Web of Science and IndMED). The
search was started in October 2014, and the last search
in all databases was conducted in September 2018. Re-
sults were managed in EndNote X9 [27].
Methods and findings are reported according to the

Preferred Reporting Items for Systematic reviews and
Meta-analyses (PRISMA) guidelines, see Supplementary
material [28]. The search strategy is presented in
Table 1.

Study selection
The first author conducted this search across all data-
bases and reviewed all studies based on the eligibility cri-
teria, by reading all titles; next, by reading selected
abstracts; and lastly, by reading the full text and refer-
ences. Wherever there was incomplete information to
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include a study, it was moved to the next stage. If two or
more articles on the same target population were found,
the sample sizes and method were compared to confirm
that the population studies were the same, and the most
relevant article pertaining to eligibility criteria men-
tioned above, was retained for analysis. In the event that
it was unclear if an article met review inclusion criteria,
the first author discussed the article with the senior
author.

Data extraction
The framework for data extraction included the follow-
ing study characteristics: year of publication, sample size,
location, % females, participant age, independent vari-
ables, dependent/ outcome variables corresponding to
knowledge, attitude and actual/ intended behaviour
components of mental-health-related public stigma re-
ported. We extracted data from all studies where authors
self-identified that they measured knowledge, attitude
and actual/ intended behaviour (components of public
stigma). In addition, we reviewed abstracts followed by
full-texts of studies found using our search strategy, and
based on research question, individual measures and re-
sults corresponding to each public stigma component,
data were extracted. Ultimately, a variety of measures
were used to assess each of these stigma components.
The risk of bias in included studies was assessed using
the National Institutes of Health Quality Assessment
Tool for Observational Cohort and Cross-Sectional
Studies [29]. Qualitative narratives about knowledge, at-
titude and behaviour related gaps in public stigma and
recommendations to reduce public stigma were collated
from both qualitative and quantitative studies.

Summary measures
The principal measures used in the primary studies
include percentages, means (standard deviation),
differences between means, and levels of significance (p-
values).

Synthesis and reporting
First, demographic information of participants was ex-
tracted from all survey studies as per review objectives.
Second, heterogeneity across studies assessed through I2

values determined if a meta-analysis of public stigma
levels was appropriate. Similar to studies on prevalence
of mental-health-related public stigma from Greece [21]
and the United States, [20] we calculated such preva-
lence among youth. Public stigma levels were plotted by
pooling study-wise percentage data on agreement with
key statements related to knowledge, attitude and behav-
iour. If Standard Error (SE) was not reported by a study,

the following formula was used: SE =
ffiffiffiffiffiffiffiffiffiffiffiffiffiffiffiffi

pð1 − pÞp

=n and
95%CI = p ± 1.96 X SE; where, p = percentage of partici-
pants agreeing with items/ statements displaying poor
knowledge, negative attitudes and stigmatising actual or
intended behaviours and CI = Confidence Interval. If a
study reported multiple items corresponding to each
public stigma component, then the item with the lowest
(stigmatizing) percentage was included. For example,
within the attitude domain of public stigma, if a study
reported different percentages of participants who be-
lieved that persons with mental illness ‘lack will power,’
‘are to blame’ and ‘can’t handle responsibilities,’ then the
lowest percentage was plotted. Review Manager software
(Version 5.3.5) was used to conduct the meta-analysis
[30]. Random-effects models were generated to calculate
the pooled percentage of public stigma as studies were
likely from different regions of India, with variations in
population, subject selection methods and measures.
Third, a narrative synthesis [adapted from existing

Economic and Social Research Council (ESRC) guid-
ance] [31] as per study objectives was used to collate
and group qualitative findings corresponding to com-
mon conceptual gaps and perceptions related to each
public stigma component (knowledge, attitude or behav-
iour) and recommendations to reduce stigma. Gaps were
presented in descending order of frequency (number of
times a theme was repeated across multiple studies) and

Table 1 Search strategy for studies of youth mental-health-related stigma in India

Category Search terms

Stigma (stigma or knowledge or awareness or myth or stereotypa or attitude or prejudice or negativa or discriminata or exclusion or “social
distance” or “intended behaviour” or avoida or victima or violena or isolata)

AND

Mental
health

(mental OR psychiatra OR psychola OR anxiety OR panic OR bipolar OR “personality disorder” OR depression OR dissociative OR alcohola

OR dependency OR schizophrenia OR mania OR “learning disability” OR obsessive AND compulsive OR self AND harm OR self-harm OR
paranoia OR phobiaa OR “post traumatic stress” OR insomniaa OR suicida OR addictia OR bereavea OR “attention deficit” OR body AND
dysmorphic OR delirium OR delusiona OR hallucinata OR hyperactiva OR delinquena OR aggressa OR “substance use” OR “substance
abuse”)

AND

India (India)
aSymbol of truncation in order to search keywords with varying endings and plural forms
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importance (theme was included in the study
discussion).

Results
Thirty studies were selected from 8872 articles in this
review (Fig. 1). After removing 1040 duplicate articles,
7832 titles were screened based on the inclusion criteria.
Next 291 abstracts were reviewed, of which 83 full-text
studies were identified. One full-text article was unavail-
able [32].

Study characteristics
Twenty-eight quantitative studies [33–60] and two quali-
tative research studies [61, 62] were included in this re-
view. A summary of data from these studies on sample
size, age, gender, location (rural or urban), and outcomes
related to public stigma domains: knowledge (K), atti-
tude (A) and actual/ intended behaviour (B) is presented
in Table 2.
Data from 6767 young people were included. Few stud-

ies included young people below 18 years of age [40, 44,
49, 54, 56, 59, 62, 63] and studies varied by the proportion
of females (33–100%). Twenty studies assessed stigma
among college students who were health professionals-in
training, i.e. those studying medical, psychiatry, dental,
pharmacy and nursing [34, 36–39, 41–43, 45, 46, 48, 50–
54, 57, 60, 61]. Three studies included college students
pursuing other disciplines [35, 58, 60]. Four secondary
school-based studies were found [44, 55, 56, 59].

Outcomes measured
One-third of all studies assessing mental-health-related
stigma among youth reported on attitude [35, 37, 38,
45–48, 50, 52, 61]. Eight studies assessed knowledge re-
lated to mental illness, [33, 39, 40, 53, 56, 58, 59, 62]
seven studies assessed knowledge and attitude towards
people with mental illness [41–43, 49, 54, 55, 60] and
two studies focused on attitude and intended behaviour
towards people with mental illness [36, 51]. Only three
studies assessed stigma comprehensively, across all com-
ponents: knowledge, attitude and intended/actual behav-
iour [34, 44, 57]. As presented in the summary of study
characteristics in Table 2, 16 out of 30 studies focused
on stigma associated with mental illness (broadly de-
fined, with no specific disorders included or excluded).
The remaining studies were divided among epilepsy,
phobia, suicide, and substance use (as specific disorders).
Some of these studies included surveys with specific
items/ scales measuring anxiety, panic disorder, bipolar
disorder, depression, schizophrenia, and stress which are
specific disorders/conditions. Stigma-related outcomes
were measured using the Guttman social distance scale,
[34, 51] Attitude To Psychiatry-29 [42, 45] and 30, [38]
SUIATT questionnaire, [41] Opinions about Mental

Illness, [42, 60] Beliefs towards Mental Illness scale, [45]
and the Attitude Scale for Mental Illness (ASMI) [34,
51]. Other studies reported developing their own survey
questionnaires. No study used a vignette-based survey to
assess recognition of signs and symptoms of mental
illness.

Risk of bias within studies
Among quantitative studies, six studies were of good
quality, and 11 each were of fair quality and poor quality
(Table 3). One-third of all quantitative studies (n = 28),
reported how the study population was selected: seven
studies used purposive sampling, [33, 36–40, 48] and
one study each used stratified random sampling, [34]
two-stage random sampling, [53] and simple random
sampling [59]. The rationale and calculation for sample
size were presented in only one study [40]. The rate of
participation was more than 50% in nine studies [37, 38,
40–42, 49–52] and other studies did not report partici-
pation rates. Only 15 studies (53%) used varied validated
instruments to measure stigma [34, 36–38, 41, 42, 45,
46, 50–52, 54, 60]. Five studies adjusted mental health
stigma outcomes with potential confounding variables
[33, 34, 51, 52, 58].

Synthesis of results
Meta-analysis of the prevalence of youth mental health
stigma
Percentage outcomes related to knowledge, attitude and
actual/intended behaviour were pooled, as the studies
were all among youth and reported similar study de-
signs. Approximately 33% of youth participants in 16
pooled studies had poor knowledge (95% CI 25.88–
39.71; p < 0.001), 36% in 12 pooled studies had negative
attitudes (95% CI 28.74–44.18; p < 0.001) and 22% had
stigmatising, actual or intended behaviours in four stud-
ies (95% CI 16.45–27.46; p < 0.001). However, this meta-
analysis showed a high degree of heterogeneity, as the I2

value ranges from 95 to 99% (Fig. 2).

Gaps in conceptualising mental illness
In order of frequency and importance across 21 included
studies, Table 4 presents a summary of gaps correspond-
ing to each stigma component: knowledge, attitude and
behaviour.

Knowledge
A significant majority of participants in some studies be-
lieved that people with a mental disorder can never re-
cover [36, 37, 45]. One study suggests that in the Indian
context, social distance was determined to a greater de-
gree by lack of knowledge about recovery rather than
perceived unpredictability or dangerousness [36]. Unsur-
prisingly, youth perceived that a battery of allopathic,
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Fig. 1 PRISMA Flow diagramme for youth stigma associated with mental health in India
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ayurvedic and homeopathic treatment was required to
treat mental illness, [57] or that control over symptoms
was possible only with prescription drugs [34] or hospi-
talisation [54]. Youth in other included studies believed
that mental illness was principally due to genetic or
supernatural causes, [34, 44, 57] or believed in myths
that mental illness is infectious or due to a non-

vegetarian diet [44]. Only one study from the capital city,
Delhi found that environmental factors such as stress,
biological factors and physical and sexual abuse, were
perceived causes of mental illness among youth [34]. As
a result, it is plausible that believing that factors outside
of one’s individual and social control are responsible for
mental health problems may be linked to beliefs that

Fig. 2 Pooled outcomes of poor knowledge, negative attitude and discriminatory intended behaviour
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Table 4 Characterizing mental-health-related public stigma: common conceptual gaps and perceptions among Indian youth

Component of
stigma

Themes and sub-themes Frequency of the theme
in study results (≤2 = Small (S),
3–5 =Medium, > 6 = High)

Number of studies
reporting on the
theme in results

Included in the
discussion

Knowledge Symptoms/ expected behaviour of a person with
a mental illness

H 8 [34, 42, 44, 45, 52, 54,
60, 62]

2 [45, 52]

Low I.Q. M

Difficult to identify M

Likely to harm others/ violent M

Unpredictable behaviour S

Withdrawn/ passive S

Unable to manage emotions S

Life satisfaction S

Speak differently S

Differences in sleeping, eating and memory S

Multiple personalities associated with depression S

Treatment and recovery H 7 [34, 36, 37, 44, 45, 54,
57]

4 [34, 36, 44, 57]

Unlikely to be cured (recurrent, lifelong) M

Marriage as a social intervention M

Treatment by a spiritual healer S

Heavy/ multiple medication/ hospitalisation
needed

S

Causes of mental illness H 3 [34, 44, 57] 5 [34, 42, 44, 57,
62]

Genetic/ hereditary/ birth defect M

Evil spirits and bad deeds M

Brain damage S

Stress S

Social environment S

Infectious transmission S

Physical/ sexual abuse S

Non-vegetarian diet S

Alcohol and its effects M 4 [40, 49, 55, 56] 3 [40, 49, 55]

Associated with temporary harm M

Locations to access S

Prevalence of youth substance use S

Treatment/ cessation services S

Associated with suicide S

Can happen to anyone S 2 [54, 60] –

Mental illness can happen to anyone S

Suicide happens to few people S

Suicide occurs more among women S

Attitude Cannot shoulder responsibility or take life
decisions

H 6 [34, 45, 50, 52, 57, 60] 7 [34, 42, 45, 50,
52, 57, 60]

Should not marry or should be married

Unlikely to be good parents S

Unable/ incapable of having a job S
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interventions to alleviate such problems are also beyond
one’s control. Further, although youth believed that it
was easy to recognize people with mental illness when
compared to people who suffer from other physical ill-
nesses, [42, 60] they were not able to correctly identify
symptoms of mental health problems in any studies (in-
cluding linking alcohol with only temporarily harmful ef-
fects) [49, 54–56].

Attitude
Negative perceptions that people living with mental ill-
ness are unable to control the problem, and are likely to
be dangerous, violent, criminal or unpredictable was
held by more than 70% of youth in four studies report-
ing these outcomes [44, 45, 52, 60]. Beliefs that people
with mental illness are cowards, [41] lack willpower, [49]
are difficult to like [64] and are to blame for their

Table 4 Characterizing mental-health-related public stigma: common conceptual gaps and perceptions among Indian youth
(Continued)

Cannot take decisions in their own treatment S

Voting S

Poor interpersonal or social skills –

Dangerous M 4 [44, 45, 52, 60] 4 [41, 42, 45, 52]

Likely to be violent M

Likely to commit crimes (need punishment to
prevent future attacks)

S

Intolerant of suicidal ideation S

Avoid people with mental illness M 3 [42, 44, 60] 1 [42]

Desired physical separation (should be treated in
different hospitals from people with physical illness,
kept locked, in special schools)

M

Negative emotions H 8 [34, 41, 42, 44, 45, 48,
57, 60, 61]

5 [34, 41, 42, 45,
52]

Shame and blame (cowardly, inferior, lacking will
power, should not

H

disclose illness, deliberately acting so)

Fear S

Pity/ sadness S

Low status of psychiatry/ psychiatrists S

Attention-seeking S

Substance use M 3 [46, 49, 55] 2 [49, 55]

People who use are ‘bad’ S

Improves sexual activity S

Proximity to users increases risk of substance use S

Alcohol as a status symbol/ celebratory product –

Use is common in social scenarios –

Behaviour Treatment M 2 [44, 57] 2 [44, 57]

Not taking a person with an epileptic seizure to
the hospital, throwing

S

water on them or making them smell a shoe

Treatment should be separate from physical
problems or confinement

S

Personal interactions S 2 [34, 60] 2 [34, 42]

Not maintaining friendships S

Laughing at persons with mental illness S

Help-seeking for self S 1 [41] 2 [52, 60]

Commit suicide if diagnosed with a mental illness S

Not disclose own mental illness S
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problems [36, 37] were found in several studies. Other
studies found that people with mental illness were as-
sumed to be less intelligent than others, [44, 60] or be
prone to changing their mind quickly [54]. In a study,
suicide was perceived as a cowardly act by 70% of youth,
29% said it was impulsive and 36% said it was deliberate
[41]. Talking about suicide was perceived to increase the
risk of suicide [54] and since youth believed that people
who are serious about suicide do not talk about it, [48]
youth would likely find it difficult to communicate about
such problems and brush aside disclosure of suicidal in-
tent. In contrast, 89% of the students felt pity for an epi-
leptic patient in one study [44]. A study showed that
attitudes were most positive towards people with intel-
lectual disability, and less favourable to people with
acute mental illness, and least of all towards people who
were associated with substance misuse [46]. Where sub-
stance use was involved, people with mental illness were
labelled ‘bad’ and were expected to overcome their prob-
lem through will power [49].
The responsibility of work and social roles was

deemed too difficult for people with mental illness by
41%, [52] 71% [50] and 63% [45] of youth in three stud-
ies. A study suggested that youth believed that people
with mental illness could only be given work with minor
responsibilities [45]. However, youth were divided be-
tween whether people with mental illness should get
married and have children, as a form of treatment of
their illness. In another study nursing students felt that
mental illness was a strong ground for divorce compared
to business management students, although business
management students held significantly more stigmatis-
ing views than nursing students on whether people with
mental illness should have children and hold a job [60].
Overall, studies show that youth were unaccepting of the
autonomy and independence of theose suffering from
mental illness and did not consider them capable of
managing their personal and professional life.

Intended behaviour
Social distance [36] and stigmatisation [51] were likely
behaviours of Indian youth towards people with mental
health problems. Most youth in studies preferred to ex-
clude people with mental health problems from
treatment-related decision-making [50] and education
[44]. In one study, between 25 and 40% of health profes-
sionals in-training believed that people with mental
health problems need to be separated from others with
physical illnesses for treatment [42]. Youth in a study
would prefer to lock up or punish people with mental
illness, out of fear of being attacked [42]. A third of busi-
ness management students were significantly more likely
to move out of a neighbourhood if a mental health facil-
ity was set up compared to nursing students [60].

About 48.5% of students in a study would not take a
person suffering from a seizure to the hospital [44]. Un-
usual and shame-inducing practices, such as making the
person smell a shoe or an onion, were associated with
likely behaviours of youth towards a person going
through an epileptic attack [44, 57]. Youth in two studies
preferred not to disclose mental illness, [41, 60] with
nearly 20% of youth in one study reporting that they
would likely commit suicide if they developed a mental
disorder [41]. However, in one study youth believed that
feeding and keeping people with mental illness comfort-
able, equivalent to ‘throwing money at the problem,’ was
not enough [42].

Recommendations to reduce youth mental health stigma
in India
Content and terminology
Most studies identify the need for interventions to
sensitize students about potential causes, treatment ef-
fectiveness and duration, and abilities of people living
with mental illness [33, 34, 44, 46, 50, 55, 57, 60, 62]. A
study suggested that using lay language and common-
place perspectives on mental health and community-
based interventions may aid in reaching more youth
[62]. Moreover, the use of bio-medical explanations and
terms was found to intensify discriminatory attitudes
[62, 65]. Studies by Bell emphasize that the authors
made assumptions that a common understanding of
schizophrenia and severe depression exists, whereas par-
ticipants may have understood survey instruments differ-
ently [37]. Finally, a study also hypothesized that
emphasizing mental ‘fitness’ or wellbeing as a goal of
mental health promotion may be more appealing and ac-
ceptable to youth [62].

Integrating with educational curriculum
Information campaigns targeting youth and the general
public are emphasised as a key step towards reducing
mental health stigma [44, 45, 49]. Public health aware-
ness programs that use a broad, behaviour-focused ap-
proach were recommended to improve suicide and
depression literacy [54]. As many studies in this review
evaluate the level of stigma among health professionals
in-training, enhancing educational curriculum, profes-
sional ethics and code of conduct, awareness camps and
clinical training for improved treatment and care prac-
tise are advocated [38, 42, 45, 52, 57, 61]. Some strat-
egies to inculcate positive attitudes among medical and
nursing students include: short educational interven-
tions, [51] participation by consumers, [66] and use of
role play and entertainment-education techniques [43].
In educational settings, recommended initiatives to re-
duce stigma include: continuous and repetitive educa-
tional efforts in partnership with parents and teachers,
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[44] reaching students who are not necessarily in direct
contact with mental illness, [60] and lectures, media and
wider campaigns about treatment of substance abuse
[49]. Further, youth volunteering in activities or pro-
grams related to mental health may help them to build
skills in mastering their environment [62].

Discussion
The most notable gap related to knowledge of mental
health problems among young people in India was that
all such problems were considered to be acute, severe or
serious and therefore, people with such problems are
perceived as dangerous or unable to manage their daily
life or function as per societal roles and norms. Al-
though US and Latin American youth perceive people
with mental health problems as more dangerous if they
associated these problems with genetic causes or bio-
logical reasons, [16, 23] Indian youth lack knowledge
about causes and largely associated such problems with
functional impediments and believed that limited/no
treatment exists for such problems. Next, young
people in included studies were both unable to identify
common symptoms or use a common term or psychi-
atric label to describe symptoms. Consequently, young
people in India may not consider themselves vulnerable
to acute problems or recognise every day mental health
problems when they experience them. Similar to a cross-
sectional survey of public stigma among 15–60 year old
Indians, [67] this review found that neither symptoms
nor psychiatric labels nor mental illness (broadly) are
widely recognized or understood. Since different expres-
sions and thresholds for accepting symptoms of mental
health problems may lead to such problems often going
unnoticed [10, 68] and since psychiatric labels may po-
tentially induce prejudice (e.g. ‘depressed’ was self-rated
as derogatory), [69] there is a need for culture-specific
explanatory models of mental illness or use of culturally-
appropriate vignettes instead of focusing on psychiatric
labels to aid young people in recognizing mental health
problems from an early age, in both stigma-assessment
research questionnaires [70] and anti-stigma communi-
cation strategies [7, 71, 72].
Recommendations to reduce stigma by studies in this

review include implementation of de-stigmatization and
information-sharing interventions to build awareness
and sensitize youth about mental health problems. Un-
like, high income countries with national mental health
education and promotion campaigns, such as the Time
to Change campaign, [73] and Headspace, [74] India has
no such country-wide mental health awareness cam-
paign. Recent anti-stigma programmes involve university
students in peer-led educational components as in the
Active Minds and University Bring Change to Mind pro-
grammes [75, 76]. A community-based anti-stigma

campaign in India improved attitudes and intended be-
haviour towards people with mental health problems;
however, it lacked a control group and targeted people
above 18 years of age [77]. In the future, such interven-
tions may be adapted to appeal to young people to ad-
dress their age-appropriate needs and communication
issues. Thus, future anti-stigma interventions should in-
tegrate with the education system, use interactive/ visual
media and focus on mental health problems broadly, by
defining and explaining symptoms through relevant vi-
gnettes or stories, rather than using psychiatric labels for
specific disorders or illness.
This review shows that public stigma among youth in

India has similar characteristics to public stigma in other
cultures. Studies in this review show that Indian youth
expressed fear, shame, sadness, pity or sympathy, similar
to global attitudinal responses of ‘stigmatisers.’ [78] As
in studies from Lebanon, [79] Singapore [13] and China,
[80] evil spirits and God’s punishment were important
determinants of public stigma in India relative to envir-
onmental factors. Similar to adolescents in Greece, [81]
Indian youth believed that mental health problems were
easily identifiable and that people with such problems
appeared markedly different. We also find that consider-
able youth believe in both traditional/faith healers and
psychiatry as part of India’s pluralistic medical system
[82, 83]. Additionally, our findings resonate with other
studies that marriage and child-bearing are important
life events, which represent social worth in Indian and
Asian culture, [84–86] unlike in Western countries [7],
but Indian cultures likely differ from the West in that
autonomy, decision-making and capability of young
people with mental health problems are overruled by
adults. Further, culture may alter how participants per-
ceive mental health problems, for example, alcohol con-
sumption may not be perceived as harmful because of
traditionally acceptable use of some addictive substances
(e.g. betel nut) in India.
Potential factors that likely exacerbate stigma in India

are that people in Asian cultures accept and observe sta-
tus inequality more readily, [87] and youth seek to satisfy
adults and echo the views of their families; a collectivist
identity, where people fear what that others know about
their problems [88] and gender inequality, since global
studies report higher social distance among females than
males [89–91]. Thus, despite the belief that Indian cul-
ture has protective, cohesive family environments which
has the potential to readily accept those suffering from
with mental health problems, [68] mental-health-related
stigma persists. A study of 11 countries comparing how
stigma operates in the East and West found that ‘deep
cultural concerns about how being diagnosed with a
mental illness would impact family members,’ social and
economic status,’ fear of disclosure and moral
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attributions affected stigmatizing attitudes in Eastern
countries [92]. Such findings may also apply to youth in
India and other low- and middle-income countries
where there is a lack of understanding about stress and
mental health issues, which then interact with other is-
sues such as coping with poverty, in addition to strong
cultural beliefs.

Strengths and limitations
This is the first systematic review to collate findings
from mental -health -related stigma studies focused on
youth in India. There are no other country-specific,
youth-focused systematic reviews and meta-analyses on
public stigma. The approach of assessing the magnitude
of stigma and method developed are also unique to this
review. This review outlines the evidence for an age-
appropriate educational response to reducing public
stigma in India, in three key ways: (i) quantifying the
problem and the rationale for change; (ii) identifying and
characterizing common gaps in knowledge, attitude and
behaviour that require counter-messages; and (iii) syn-
thesizing strategies to reduce public stigma. By applying
the method used in this review, future studies may com-
pare characteristics of youth stigmatization of people
with mental health problems across countries and cul-
tures. We believe that lectures, talks and discussions
suggested by studies in this review may work for health
professionals in-training, who develop stigma in a
unique way, [93] however, alternative approaches will be
required to engage students pursuing other disciplines
who lack exposure to information about mental health
problems and could have perhaps not previously en-
countered a person with a mental health problem. Such
approaches must focus overtly on challenging stereo-
types, by including more visual-based interaction and re-
latable language.
Although results of the meta-analysis present a worst-

case scenario, selecting negative responses only, it high-
lights the magnitude of mental -health -related stigma
and the need for intervention among youth in India. Po-
tential reasons for high heterogeneity among pooled
studies include varying definitions or terms, a range of
assessment measures to gauge stigma and use of non-
standard data collection procedures. Given the limited
number of studies providing adequate information on
stigma, it was not feasible to assess whether stigma asso-
ciated with particular disorders/conditions was similar to
that of stigma associated with mental illness more gener-
ally or other disorders. As more than half of the in-
cluded studies had a fair risk of bias and pooled data
showed high heterogeneity, the review findings are un-
likely to be valid among youth in other settings in India.
Further, a lack of studies among school-going adoles-
cents skew our results towards college youth and

particularly, health professionals in-training. The quality
of stigma-related studies may be improved in future
cross-sectional studies through randomised sampling
and sample size estimation, use of validated instruments
and improved reporting. Due to lack of age-segregated
data in community-based knowledge, attitude, behav-
iour–assessment studies, a comparison between the level
of public stigma between Indian youth and adults was
not feasible. As studies in this review were skewed by
geography and population groups, it was not feasible to
identify specific youth groups or regions which could be
targeted to reduce public stigma. In addition, since most
studies used survey instruments designed for adults,
marriage and child-bearing find greater mention than
education, employment, friendships or other youth-
relevant milestones. Finally, one article was unavailable
for inclusion in this systematic review.
To update this review with the most recent studies, we

conducted the search strategy in PubMed and CINA
HL+ (for the period September 2018–2020). Since 2018,
we found six additional studies (including two that were
previously unavailable), all of which support findings
presented in this review. A quantitative study using a
new scale found 18–24 year-old Indians’ attitudes to sui-
cide as negative, and that they felt suicide could not be
prevented and that there were no risk signs [94]. Two
other studies found poor levels of knowledge, with one
study showing that 53.7% of students had poor know-
ledge regarding preventive measures of suicidal behav-
iour [95] and another showing that 43% of school
students had inadequate knowledge of substance use
[96]. Another study found that medical interns agreed
that ‘patients like this (with psychiatric illnesses) irritate
me’ or treating them was a ‘waste of money.’ [97] A
qualitative study echoed our findings that mental health
and mental illness were unclear concepts and were asso-
ciated with acute problems, such as ‘brain deficiency or
dysfunction and abnormal behaviour.’ [98] Another
qualitative study found that college students believed
that using substances helped to relieve depression, en-
hance health and lose weight and that using in small
quantities did not cause harm [99]. The study suggests
that future interventions should be non-judgemental,
student-friendly, relatable and ‘specific to the youth’s life
circumstances and needs.’
Notably, updating the systematic review also highlighted

several studies that contribute to the social context of
mental-health-related stigma. A qualitative study of com-
munity stakeholder perspectives (not including youth) de-
scribed that schools are hesitant to acknowledge the extent
of mental health problems and students fear being labelled,
thereby creating an environment of hiding mental health
problems [100]. The study also highlighted the need for
school and college counsellors and mental health training
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for teachers. Our review includes studies on nomophobia,
an emerging mental health issue, which is echoed by con-
textual studies that finding increasing rates of substance
use and technology addiction among youth due to
urbanization in India [101]. Other studies focused on
measuring prevalence, progression perceived harms of vari-
ous disorders and conditions, including depression, anxiety
and stress, [102, 103] alcohol use, [104, 105] body image
disorders [106, 107] and aggression, bullying and violence,
[108] and correlates such as parental pressure to perform
academically, [109, 110], relationships, negative peer pres-
sure, school environment and gender roles [110]. [111].

Conclusions
India is home to a third of the world’s youth. Mental
health problems are likely to adversely impact the prod-
uctivity and capabilities of India’s youth. Among youth
included in this review, one-third had poor knowledge
and negative attitudes, and one-fifth intended to or had
actually discriminated against a person with mental ill-
ness. Although most of these studies were among college
students, they were predominantly focused on health
professionals in-training. A majority of youth potentially
recognized mental health problems only if they were
acute. Select aspects of traditional Indian culture, such
as importance of marriage, are likely responsible for spe-
cific manifestations of stigma. Educational interventions
to reduce stigma associated with mental health may im-
prove help-seeking behaviours by avoiding the use of
psychiatric labels that are not commonly understood, in-
stead focus on symptomatic vignettes that may explicitly
discuss a range of mental health problems with varying
severity. Intervention content that directly and inter-
actively discusses youth mental-health-stigma-related re-
sponses and age-appropriate social roles, rather than
focusing on future roles such as marriage, may help to
achieve timely detection of mental health disorders
among youth.
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