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Abstract

Background

The COVID-19 pandemic has been associated with signifi-
cant social and internalized stigma, particularly in low-re-
source settings. Yet, few studies have examined its
psychological impact. This study aims to (1) find out the
levels of COVID-19-related internalized stigma among
confirmed COVID-19 cases and suspects in Nepal, (2)
compare their scores and scores of anxiety and depres-
sive symptoms between the two groups, and (3) find the
associations of scores anxiety, and depressive symptoms
with COVID-19-related internalized stigma in both
groups.

Methods

It was a cross-sectional study conducted during the first
wave (July—November 2020) in five health facilities in two
provinces of Nepal, with 306 COVID-19 cases and 89
suspects. A semi-structured questionnaire, adapted
Internalized Stigma of Mental lliness scale, and Hospital
Anxiety and Depression Scale were administered.
Descriptive and correlation analyses were used to
compare the two groups.

Results

COVID-19 cases reported significantly more high

*Corresponding Author
Bigya Shah
Assistant Professor, Department of Psychiatry, Patan Academy of Health Sciences, School of Medicine, Patan Hospital, Nepal

Email: shahbigya@gmail.com

Shah B. et al. A Comparative study of COVID-19 related internalized

COVID-19-related internalized stigma (25.2% cases, 3.4%
suspects) (p<0.001) than the suspects. Cases reported
significantly higher anxiety (28.1% vs. 6.7%) (p < 0.001)
and depressive symptoms (38.9% vs. 12.4%) (*p* <
0.001) than suspects. Among cases, anxiety and depres-
sive symptoms correlated with COVID-19-related
internalized stigma score (p=0.001; p<0.001) and four
subdomains- alienation (p<0.001; p<0.001), stereotype
endorsement (p<0.001; p<0.001), discrimination experi-
ence (p<0.001; p<0.001), social withdrawal (p<0.001;
p<0.001). Whereas among the COVID-19 suspects, only
social withdrawal (p=0.001) and stigma resistance
(p<0.05) correlated with anxiety symptoms and there
were no correlations with depressive symptoms (Table
6).

Conclusion

The findings highlight the disproportionate psychological
burden on COVID-19 cases, driven by internalized stigma
related to the illness. Targeted mental health interven-
tions are needed to mitigate the impact of stigma with
attention to differences between cases and suspects.

Keywords
COVID-19, stigma, mental health, Nepal, anxiety, depres-
sion
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The COVID-19 pandemic, besides being a global health and
humanitarian crisis, was also associated with significant
social stigma for infected individuals and their close
contacts." Historically, infectious diseases have been
documented to lead to stigmatization, prejudice, and
discrimination, consequent to the phenomenon of a
"them" versus "us" dynamic, wherein perceived threats
lead to the blaming and isolation of those considered
sources of disease.? Stigmatization and discrimination
exacerbated by the fear of illness are reported to lead to
anxiety, depression, and social isolation. 2 Individuals also
report self-stigma, internalized shame, and reluctance to
seek testing or healthcare, which could further exacerbate

the spread of the disease.*

Even though LMIC nations faced significant adverse psycho-
social and economic consequences from the COVID-19
pandemic, a critical gap exists in literature specifically on
internalized stigma and its mental health consequences
from such developing nations.® The first from Nepal to
delineate correlates of internalized stigma related to
COVID-19 found that factors such as below-average
socioeconomic status, no income in the past month,
involuntary admission, and prior isolation experience were
This
paper aims to further deepen the understanding. We plan

significantly associated with internalized stigma.®

to explore the levels of COVID-19-related internalized
stigma among COVID-19 cases and suspects in Nepal and to
compare scores of COVID-19-related internalized stigma,
anxiety, and depressive symptoms between the groups.
The study also aims to find associations of scores of
COVID-19-related
depressive symptoms in both groups.

internalized stigma anxiety, and

This was a cross-sectional study conducted in individuals
identified as COVID-19 cases and suspects admitted to two
hospitals in Province Two (Narayani Hospital, Birgunj, and
Narayani Temporary Special Corona Hospital, Birgunj) and
two hospitals and a primary health care center in Province
Five (Corona Special Hospital, Beljhundi, Dang, Bheri
Hospital, and Primary Health Centre, Bankatawa) in Nepal.
Data collection was undertaken over the period of five
months (July-Nov 2020) during the first wave of the
COVID-19 pandemic. Convenience sampling was done
based on the set inclusion criteria: 1) COVID-19 suspects or
cases, defined by WHO, admitted to the selected health

Shah B. et al. A Comparative study of COVID-19 related internalized

04

facilities, 2) aged between 18 and 65 years, 3) not suffering
from any severe comorbid physical illness, and 4) willing to
provide informed consent. The sample size was calculated
using the formula Sample size: N=[Z2x P (1 -P)] / d?, where
Z = 1.96 (taking alpha error to be 5%), d = 0.05 (for 95%
precision), P (prevalence of depression based on previous
research’)= 34%, and an expected non-response rate of
10%, N = 380. Four hundred twelve participants were
approached for the study; six refused to participate. 11
questionnaires were not filled and removed. A total of 395
complete questionnaires were used for the analyses; 306
cases and 89 suspects were enrolled. The details of the
methodology used in this study are available in a previously
published article. ® The participants were recruited at the
time of their discharge from their respective health facilities
or within the first week of their discharge if missed, once
they provided written consent. The interviews were in
person using WHO precautions and physical distancing or
telephonic interviews. Ethical Clearance was obtained from
Nepal Health Research Council (NHRC)(436/2020P).

Measurements

A semi-structured proforma was used to assess the
questions on sociodemographic information and clinical
details about the participants. It also assessed their
These
questions were translated into Nepali using the WHO
translation-back-translation methodology.? The COVID-19-
related

COVID-19-related knowledge and perception.

internalized stigma scale was developed by
adapting the Internalized Stigma of Mental lliness (ISMI)
scale for this study. The ISMI scale is a 29-item self-report
using a 4-point Likert scale that includes subscales:
Alienation, Discrimination Experience, Social Withdrawal,
Stereotype Endorsement, and Stigma Resistance. It has
high reliability and validity. The result is categorized as
1.00-2.50 (does not report high internalized stigma) and
2.51-4.00 (reports high internalized stigma). ® The score can
also be used as a continuous variable. Permission was taken
to use the author’s scale and translate it into Nepali. The
the WHO

modified,
face-validated by the research team, and pilot tested to

scale was translated to Nepali using

translation-back-translation methodology,
assess feasibility and comprehensibility.

The Hospital Anxiety and Depression Scale (HADS) was used
to evaluate anxiety (HADS-A) and depressive symptoms
(HADS-D). It is a scale with 14 items, which are assessed
with a four-point Likert scale. The scale has good reliability
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and validity.™ The Nepali version developed by Rijal and
colleagues was used. " Permission was taken to use the
scale from the author.

Statistical Analyses

Statistical analyses were performed using the Statistical
Package for Social Sciences Version 26 (SPSS, Chicago,
Illinois, USA). The Shapiro-Wilk W test was used to check
the normal distribution of the data. Descriptive statistics
were calculated for sociodemographic and clinical
characteristics and other relevant assessment instruments.
As appropriate, data are presented as means and standard
deviations (SD) or frequencies and percentages. Group
clinical
The
Mann-Whitney test was used to compare HADS-Anxiety
HADS-Depression COVID-19-related

internalized stigma scores, and its domains between

comparisons of sociodemographic variables,

variables were done using chi-square tests.

scores, scores,
COVID-19 cases and suspects. Spearman’s correlation was
used to correlate COVID-19-related internalized stigma and
depression and anxiety scores. The level of statistical signifi-
cance was kept at p < 0.05 for all the tests.

Sociodemographic and clinical characteristics

The mean age of the COVID-19 cases was 33.70+11.32
years and that of COVID-19 suspects was 28.55 + 8.27 years.
The two groups significantly differed in age, age categories,
religion, ethnicity, employment status, healthcare
professional job status, income source in past 1 month,
perceived socioeconomic status, tobacco and alcohol use in
last 1 month, mode of hospital admission, prior experience
of staying in isolation or quarantine before admission, and

being symptomatic at admission (Tables 1, 2 and 3).

COVID-19 infection related knowledge and perception

As shown in table 4, the two groups significantly differed in
their answers about causes of COVID-19 infection, contact
transmission of COVID-19,
not knowing sources of transmission,

neighbors as sources of
transmission,
boosting immunity and isolation as ways to recover from
infection, perception about its dangerousness and in
responses about the reasons for its dangerousness: no
medical cure, complications and death and not knowing the
reasons. However, the groups did not differ in terms of
knowledge about the illness and self-blame. Most of the
cases (35.9%) felt stigmatized on the day of the diagnosis
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significantly more than the suspects (21.3%). Whereas,
most of the suspects felt stigmatized in the isolation and
quarantine center (38.2%) and it was not significantly
different from the COVID-19 cases (31.0%). 80.4% of
COVID-19 cases and 62.9% COVID-19 suspects reported to
have perceived COVID-19 stigma, and it was significantly
more in cases than suspects. Major concerns of the
COVID-19 cases were health related complications (56.9%)
followed by social stigma (32.7%) and isolation and quaran-
tine (26.1%), health of the family members (10.46%) and
they experienced them more than COVID-19 suspects
(33.7%, 15.7% and 8.99%, 24.74% respectively) (Table 4).

COVID-19 related internalized stigma, anxiety and depres-
sive symptoms

Table 5 shows that 25.2% cases and 3.4 % suspects of
COVID-19 had high COVID-19-related internalized stigma in
Nepal. COVID-19 cases had significantly more COVID-19-re-
lated internalized stigma, including its all five domains i.e.
alienation, stereotype endorsement, discrimination experi-
ence, social withdrawal and stigma resistance than
COVID-19 suspects. 28.1% of the COVID-19 cases and 6.7%
of COVID-19 suspects had anxiety symptoms. 38.9% of the
COVID-19 cases and 12.4% of COVID-19 suspects had
depressive symptoms. Also, COVID-19 cases had significant-
ly more anxiety and depressive symptoms than COVID-19
suspects.

The correlation analyses are presented in Table 6. HADS-
anxiety and depression scores correlated with each other in
both COVID-19 cases (r=0.69; p<0.001) and suspects
(r=0.79; p<0.001) groups as shown in table 6. COVID-19-re-
lated internalized stigma score (r=0.64; p=0.001) and four
(r=0.7; p<0.001),
endorsement (r=0.56; p<0.001), discrimination experience
(r=0.52; p<0.001), social withdrawal (r= 0.32 ;p<0.001)
correlated with anxiety symptoms among COVID-19 cases.
COVID-19-related (r=0.55;
p<0.001) and its four domains: alienation (r= 0.58;
p<0.001), stereotype endorsement (r=0.5; p<0.001),
discrimination experience 0.44; p<0.001),
withdrawal (r= 0.22; p<0.001) also correlated with depres-

subdomains: alienation stereotype

internalized stigma score

(r= social
sive symptoms among COVID-19 cases. Whereas among
the COVID-19 suspects, only social withdrawal (r= 0.34;
p=0.001) and stigma resistance (r=-0.22; p<0.05) correlated
with anxiety symptoms and there were no correlations with
depressive symptoms (Table 6).
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The study aimed to explore the levels of COVID-19-related
internalized stigma among COVID-19 cases and suspects in
Nepal and to compare COVID-19-related internalized
stigma, anxiety, and depressive symptoms between the
two groups. It also aimed to find associations of anxiety and
depressive symptoms with COVID-19-related internalized

stigma in both groups.

28.1% of the COVID-19 cases and 6.7% of COVID-19
suspects had anxiety symptoms. 38.9% of the COVID-19
cases and 12.4% of COVID-19 suspects had depressive
symptoms. The findings are in line with a systematic review
done in 2020 among studies from eight countries, including
Nepal.”? However, our results are in sharp contrast to the
literature among other studies conducted in Nepal 3
India *>*® and Korea . Further, 25.2% of COVID-19 cases
and 3.4% had high COVID-19-related
internalized stigma. The result is striking and is consistent

of suspects

with global reports of COVID-19-related discrimination and
Sﬁgma.18'19'20'21'22'23

comparisons between these studies on psychological

internalized However, direct
morbidities and stigma are difficult because of a lack of
standardized measurement tools, methodologies of the

studies, and participants’ profiles.

COVID-19 cases had more anxiety and depressive symp-
toms than the suspects. The finding of the group difference
in depression is similar to the study conducted in China by
Zhang et al(2020).2® But the findings are inconsistent with
the study from Eucador.?* Similarly, Zhang et al (2020)
reported no difference in anxiety symptoms.?® Possible
reasons for the differences in results may be due to the
different phases of the COVID-19 pandemic during which
the research works were conducted, different settings
online method in both studies, and scales used (PHQ-9 and
GAD-7 in both studies).??* Intolerance of uncertainty has
been recognized as an important risk factor for mental
health problems during COVID-19. % To add more, recent
studies have shown that pre-pandemic brain function,
structure, and connectome; direct and indirect immune
response to the viral infection; and changes in the intestinal
microbiome could be responsible for psychological comor-
bidities of COVID-19. %

COVID-19 cases had significantly more COVID-19-related

internalized stigma, including all five domains, than the
COVID-19 suspects. Such findings are consistent with prior
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research conducted on COVID-19 stigma.>?”8 Further, our
study extends the literature by exploring COVID-19- related
internalized stigma. Berger et al. (2001) stated that
perceived stigma related to an infectious disease is based
on two factors: the individuals’ knowledge of being infected
with an infectious disease and their perception of societal
attitudes towards them. ?° In our study as well, most of the
COVID-19 cases perceived COVID-19 as dangerous and
feared death and complications of COVID-19 significantly
more than the suspects. In line with the second factor as
mentioned by Berger et al. (2001), most of the cases and
suspects felt stigmatized on the day of diagnosis and
experienced stigma in the isolation and quarantine centers.
One of their biggest concerns was also social stigma. In
general, perceived social rejection may lead to decreased
self- esteem among affected individuals.?® These emotional
responses can, in turn, intensify internalized stigma,
creating a vicious cycle. ' Hence, it is important to
understand how various types of stigmas operate
differently based on the diagnosis of infectious disease.
Overall, such widespread stigmatization and anxiety and
depressive symptoms across both groups suggest the need
health burden
targeting both cases and suspects of COVID-19, especially

for interventions to mitigate mental
focusing on their differences. Moreover, the majority of

COVID-19 suspects perceived their socioeconomic status as

average or above average, had better employment status,

and had an income source in the past month than the cases.
Further, COVID-19 cases had more prior experiences of

staying in isolation and quarantine, symptoms of the

infection, forceful admission to these health facilities, and

tobacco and alcohol use in the past one month than the

suspects. Such differences in their knowledge, perception

of the illness, and sociodemographic factors may contribute

to psychological morbidities and stigma®!9322033 making

COVID-19 cases more vulnerable.

COVID-19-related internalized stigma score and its four

subdomains-alienation, stereotype endorsement,

discrimination  experience, and social withdrawal-
correlated with both anxiety and depressive symptoms in
COVID-19 cases. Whereas among the COVID-19 suspects,
only social withdrawal and stigma resistance correlated
with anxiety symptoms, and there were no correlations
with depressive symptoms. Relationships between
internalized stigma with anxiety and depressive symptoms
have been established in those affected by COVID-19

infection.3*34223 The literature on COVID-19 suspects on
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stigma and symptoms of psychological disturbances is
limited. Some are related to stigma,**"® depression,*4°
anxiety.*® The strong relationships between stigma and
psychological distress in both cases and suspects highlight
the need for integrated approaches to COVID-19 with
prioritization of psychosocial health in both isolation and
quarantine centers. Further, the differential patterns of
correlation between stigma and psychological morbidities
in cases versus suspects warrant attention and future
research.

Our study has its limitations. The cross-sectional study
design, limited to two provinces during the first COVID-19
wave and including only hospitalized confirmed or
suspected cases with small size, raises concerns about its
broader applicability. As the pandemic has ended and
vaccines are now available, the findings may not reflect
current realities. The ISMI scale, though adapted using
WHO guidelines, wasn’t validated for COVID-19 patients.
Anxiety and depression were not clinically diagnosed, and
data on these symptoms and substance use were
self-reported. The study may also be affected by other
biases from convenience sampling, unmeasured
psychosocial or medical factors that can affect individual’s

mental health, and telephonic data collection technique.

To conclude, the present study revealed a significant
proportion of COVID-19 cases and suspects in Nepal had
high COVID-19-related internalized stigma. COVID-19 cases
had significantly more symptoms of anxiety and depression
and COVID-19-related internalized stigma, including all five
relationship between COVID-19-related
internalized stigma, anxiety, and depressive symptoms

domains. The

differed between cases and suspects. Future longitudinal
research along with exploration of cultural and contextual
understand COVID-19
internalized stigma in cases and suspects. Targeted mental

factors is needed to better
health interventions are needed to mitigate the impact of
stigma with attention to differences between cases and
suspects. This may provide useful insights for designing
anti-stigma campaigns focusing on the cases and suspects
separately and also for future pandemics.

We are grateful to all the participants of the research and
translators who helped with the study.
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Table 1: Comparison of the socio-demographic characteristics
among COVID-19 cases (N=306) and suspects (N=89)

Variables COVID-19 Suspects| COVID-19 cases | Chi-Square
(N=89) Mean (N=306) Mean | (p-value)or
(S.D) or n(%) (S.D) or n(%) Mann Whitney

test (p value)

Age(years)Meanz SD 28.55+8.27 | 33.70+11.32 |9997.00(0.004*)

Age categories:

18-35years 72(80.9%) 197(64.4%) |11.141(0.004%)

36-55years 17(19.1%) 89(29.1%)

56 years and above 0 20(6.5%)

Gender :

Male 67(75.3%) 211(69.0%) | 1.324(0.250)

Female 22(24.7%) 95(31.0%)

Marital status:

Unmarried 28(31.5%) 78(25.5%) 3.083 (0.470)

Married 61(68.5%) 221(72.2%)

Widow 0 1(0.3%)

Widower 0 6(2.0%)

Religion:

Hindu 84(94.4%) 266(86.9%) |7.599(0.012*)

Buddhist 2(2.2%) 2(0.7%)

Muslim 3(3.4%) 38(12.4%)

Ethnicity:

Brahmin 11(12.4%) 43(14.1%) 12.587(0.028*)

Kshettri 26(29.2%) 71(23.2%)

Dalit 12(13.5%) 53(17.3%)

Janajati 19(21.3%) 45(14.7%)

Madhesi 15(16.9%) 88(28.8%)

Others 6(6.7%) 6(2.0%)

Education Status:

llliterate 4(4.5%) 38(12.4%) 11.764(0.067)

Less than class 5 12(13.5%) 52(17%)

5-10th class 31(34.8%) 120(39.2%()

12 incomplete 5(5.6%) 9(2.9%)

12 complete 20(22.5%) 56(18.3%)

Bachelors 12(13.5%) 20(6.5%)

Masters 5(5.6%) 11(3.6%)

Current Employment Status:

Unemployed 11(12.4%) 104(34.4%) |27.647(<0.001*)

Partially employed 28(31.4%) 116(37.9%)

fully employed 50(56.2%) 86(28.1%)

Healthcare professional |  27(30.3%) 52(17.0%) 7.673(0.0060)

Income source in past | 57(64.0%) 120(39.2%) 17.187(<0.001)*

1 month (Yes)

Perceived Socioeconomic Status:
Below average 0
Average 28(31.5%)
Above average 61(68.5%)
Current living status:

41(13.4%)
194(63.4%)
71(23.2%)

66.845(<0.001)*

58(19%)
238(77.8%)
10(3.3%)

0.244 (0.885)

226(73.9%)
68(22.2%)

3.194(0.203)

12(3.9%)

138(45.1%)  6.087/0.011*

Alone 17(19.1%)

With family 70(78.7%)

With friends 2(2.2%)

Current place of residence:

Own house 67(75.3%)

Rent 15(16.9%)

Hostel& quarter 7(7.9%)

History of prior admission in isolation or quarantine centre :
Yes 54(60.7%)

No 35(39.33%)

*p-value<0.05
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Table 2: Comparison of the clinical profiles between Variables ::L?s\;{v?c-t]s.g Cases (N=306) | Chi-Square
= % -val
COVID-19 cases (N=306) and suspects (N=89) (N=89)n(%) | N(%) (p-value)
c " Self-imiting 17(19.10%) | 34(11.11%) | 3.914(0.048)
auses Ol
Clinical variables COVID19 Cases(N=306) | Chi-Square COVID-19 Medical 21(23.60%) | 89(29.08%) | 1.034(0.309)
pects t
(N=89) n(%) | n(%) (p-value) infection managemen
Symptomatic or I:%oosting 44(49.44%) | 49(16.01) 42.792(<0.001%)
asymptomatic at | Symptomatic | 6(6.7%) 91(29.7%) 18460<0.001%) immunity
p}:eS:ntaﬁoln to s333%) | 215(70.3%) Better hygiene | 77(86.52%) | 274(89.54%) | 0.638(0.425)
the hospita i . .
P Asymptomatic § 0 Isolation 44.49%) | 39.75%) 4.38(0.028*)
Method of Forceful 5(5.6%) 62(20.3%) 104870001 Religious belief | 0 4(1.31%) 1.175(0.579)
admission Voluntary 84(94.4%) 204(79.7%) | Positive mental | 0 3(0.98%) 0.879(1.00)
health
i Y .989
History of e 0 3(0.98%) 0.060(1.00) Unknown 8(899%) | 28(9.15%) 0.002(0.963)
medical illness 39(100% 303(99.02%
No (100%) (99.02%) Home remedies| 10(11.24%) | 88928.76%) | 11348(<0.001%)
History of a Yes 0 3(1.0%) IsCOVID-19 | Yes 44(49.44%) | 236(77.12%
diagnosed 0.879(1.00) ;an erous? (49.44%) (7712%) 25.608 (<0.001%)
psychiatricillness | NO 89(100%) 303(99%) 8 i No 45(50.56%) | 70(22.88%)
Current Yes 0 3(1.0%) CovID-19 Adequate 76(85.39%) | 235(76.80%)
diagnosed 0.879(1.00) infection related . " 3043(0.0810)
osyehintricilness No 89(100%) 303(99%) knowledge Inadequate 13(14.61%) | 71(23.20%)
No Medical cure, 3(3.37%) 40(13.07%) 5.726(0.007*)
*p-value < 0.05
Complications | 24(26.97%) | 158(51.63%) | 15.907(<0.001*)
and death
Table 3: Comparison of the substance use in past 1 month among ::\(I)V\% Iig Communicable | 8(3.99%) 14(4.58%) 1.783(0.119)
COVID-19 cases (N=306) and suspects (N=89) admitted in COVID-19 danger_ous? to others
treating health facilities in two provinces of Nepal No Vaccination | O 1(0.33%) 0.00(1.00)
Heard from 1(1.12%) 12(3.92%) 0.931(0.313)
Types of substance(N=395) others
COVID-19 Cases . Noidea 53(59.55%) | 82(26.80%) 13.438(<0.001*)
Variables suspects (N=89) | (N=306) n(%) Chi-Square
Yes [n(%)] Yes [n(%)] (p-value) Is anyone at fault | Yes 21(23.60%) | 78(25.49%) 0.050(0.782)
o o * for being infected
TObaCC(_) products 4(a.49%) 90(29.41%) | 22.252(<0.001) with COVID-19? | No 68(76.40%) | 228(74051%) | 0.050(0.782)
Alcoholic beverages 5(5.62%) 57(18.63%) @ 22.252(0.003*)
Cannabis 1(1.2%) 7(2.29%) 0.067(0.689) linessand health| 30(33.71%) | 174(56.86%) 13.890(<0.001*)
Sedatives 0 2(0.65%)  0.00(1.00) complications
Opioids/ Others eg: injection = 0 0 - Isolation and 8(8.99%) 80(26.14%) 10.749(<0.001*
quarantine
*p-value<0.05
Transmission to | 2(2.25%) 10(3.27%) 0.020(1.00)
others
Table 4 : Comparison of the COVID-19 infection related knowledge *Mai
P _ _ & Malor concem | gancia 4449%) | 16(523%) | 0.00(100)
and perception and feelings due to stigma among COVID-19 cases Infodermics 5(6.62%) 1(033%) 9.609(0.003%)
(N=306) and suspects (N=89) Education, 202.25%) | 4(131) 0.021(0.621)
work & future
Variables gg\;lez;ig Cases (N=306) Chi-Square Health of the 22(24.74%) 32(10.46%) 10704(0001*)
(N=89)n(%) | N(%) (p-value) family
Causes of COVID-19 virus 23(25.8%) 168(54.9%) Social Stigma 14(15.73%) 100(32.68%) 8.839(0.002*)
- 35.983(<0.001)*
.Ccf)vc'l? 19| Others 61(685%) | 101(33.0%) . lonthedayof | 19(2135%) | 110(35.95%) | 6.035(0.10)
intection Unknown 5(5.6%) 37(12.1%) Most stigmatizing | y0 diaenosis
situation faced by
Is COVID-19 Yes 78(87.6%) | 280(91.5%) the patient since | Duringisolation | 34(38.20%) | 95(31.05%) 1.297(0.248)
a communicable | No 3(3.4%) 2(0.7%) 2.554(0119) the pandemic and quarantine
B i 3li7i 0, 0,
disease? Unknown 8(9.0%) 24(7.8%) While ut'lllz_lng 1(1.12%) 16(5.23%) 2.821(0.136)
health services
Air 53(59.55%) | 206(66.32%) | 1.844(0.175) Inneighborhood | 0 3098%) 0879(100)
*
mv(\)/gztoirissthe Contact 62(69.66%) | 98(32.03%) | 40.527(<0.001%) Abroad 1(1.12%) | 3(0.98%) 0.014(1.00)
transmission? Vector borne | 2(2.25%) 11(3.59%) 0.393(0.741) When 0 1(033%) 0.00(1.00)
Due to fate 0 4(1.31%) 1.175(0.579) symptomatic
Unknown 8(8.99%) 24(7.84%) 0.122(0.727) Not perceived | 33(37.08%) | 60(19.61%) 11.691(0.001*)
Family member | 8(8.99%) | 26(8.5%) 0.00(0.833) Ct:?V'D-19
stigma
Source of Friend 15(16.85%) | 84(27.45%) 3.577(0.051) ¢
N o Don’t know 2(2.25%) | 18(5.88%) 1.215(0.270)
ransmission Neighbor 6(6.7%) 62(20.26%) 7.920(0.002*)
of COVID-19 *“Multiol .
don’t know 63(71.59%) | 144(47.06%) | 15526(<0.001%) ultiple response guestions
Patients 3(337%) | 7(2.03%) 0.034(0.70) *p-value<0.05
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Table 5: Total scores, severity and subcategories of rating scales use
for measuring internalized stigma, anxiety and depression among
COVID-19 cases (N=306) and suspects (N=89)

COVID-19 suspects| Cases (N=306) Chi-Square(P-value)

Variables
(N=89) Mean1SD
MeantSD or n(%) | orn(%)
HADS-A Score Categories:
Normal 70(78.65%) 140(45.75%)
Borderline 10(11.24%) 83(27.12%)
Anxiety cases 6(6.74%) 86(28.10%)

HADS-A Score MeantSD| 437+3.71

807+403

HADS-D Score Categories:

Normal 70(78.65%) 140(45.75%)
Borderline 8(8.99%) 47(15.36%)
Depression cases 11(12.36%) 119(38.89%)
HADS-D Score MeantSD |  2.0610.28 2.24+0.37
COVID-19 related Internalized Stigma Severity:

1. No high stigma 86(96.63%) 229(74.84%)
2. High Stigma 3(3.37%) 77(25.16%)
Intemalized score MeantSD | 2.06(0.28) 2.24(0.38)
COVID-19 related Internalized Stigma subtypes:

1. Alienation 1.83+0.43 2.14+0.63

2. Stereotype 1.93+0.38 2.07+0.57
Endorsement

3. Discrimination 2.04+0.42 2.24+0.49
Experience

4. Social Withdrawal 1.99+0.41 2.44+0.57

5. Stigma Resistance 2.60+0.38 2.37+0.45

*p-value<0.05

or Mann Whitney
test (p value)

38.898(<0.001)*

20716.000(<0.001)*

30.791(<0.001)*

20027.500(<0.001)*

18.947(<0.001)*
18.947(<0.001)*
17930500(<0.001)*

8020.500(0.001*%)
15144.500(0.106*)

16699.500(0.001*)

20468.0(0.001%)
W9217.00(0.001*)

Table 6: Spearman’s correlation analysis between COVID-19-related
internalized stigma, anxiety and depressive symptoms in
COVID-19 cases (n=306) and suspects (n=89 ) groups

Variables

Stigma score
Alienation domain

Stereotype
endorsement
domain
Discrimination
experience
domain

Social withdrawal
domain

Stigma resistance
domain

*p-value < 0.05

COVID-19 cases

HADS-A score | HADS-D score
0.64(0.001)* | 0.55(<0.001)*
0.7 (<0.001)* | 0.58(<0.001)*
0.56 (<0.001*)| 0.5(<0.001)*

052 (<0.001*) | 0.44(<0.001) *
0.32(<0.001%) | 0.22(<0.001) *

-0.11(0.066) | 0.03(0.593)

-0.03(0.747)

0.34(0.001%)

COVID-19 suspects
HADS-A score
0.01(0.896)
0.08(0.451)
-0.17(0.108)

HADS-D score
-0.05(0.631)
0.11(0.327])
-0.12(0.272)

-0.11(0.327)

0.14(0.184)

-0.22(0.041) *| -0.12 (0.283)
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