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	Family members’ perspective of family Resilience's risk factors in taking care of schizophrenia patients (Rizki Fitryasari et al., 2018)

	The population was family members who cared for patients with schizophrenia at Mental Hospital Menur, Surabaya, Indonesia. The study involved 15 family members as participants obtained by purposive sampling techniques. 
	This study aims to describe the risk factors of family resilience during the care of patients with schizophrenia using qualitative research methods with a phenomenology approach.
	This research explained care burdens and stigma as the risk factors that must be managed by family members to survive, rise up and become better at caring for patients with Schizophrenia. Nurses as health service workers have a central role in assessing the level of care burden and stigma experienced by family members in order to help family in achieving resilience.

	Stigmatizing attitudes toward mental illness among primary school children in Kenya (Ndetei et al., 2015)

	4585 primary school-aged children in standards one through seven in the Eastern Province of Kenya. We
	Analysis cross-sectional One cluster from each district was randomly selected. Aims are describing stigmatizing attitudes towards people with mental illness by children in the developing world is lacking.
	Stigma scores decreased with increasing age (b =-0.83; 95 % CI =-0.99 to -0.67). Boys had higher stigma scores compared to girls (b = 1.55; 95 % CI = 0.86–2.24). Students from the rural district had higher average stigma scores compared to those from the per-urban district (b = 1.14; 95 % CI = 0.44–1.84). Stu- dents who were not in the standard appropriate for their age had lower stigma scores than those who were in the standard typical for their age (b =-1.60; 95 % CI =-2.43 to -0.77). Conclusions Stigmatizing attitudes toward the mentally ill exist among primary school children in Kenya; thus, anti-stigma interventions are needed, and our findings highlight particular subgroups that could be targeted.
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	Experience of stigma and discrimination in families of persons with schizophrenia in the Czech Republic (Krupchanka et al., 2018)

	25 diverse family members of persons living with schizophrenia 
	We conducted a qualitative study based on semi-structured in-depth interviews with relatives of patients diagnosed with schizophrenia in the Czech Republic. Initial respondents were identified through local mental health services and users’ organizations with a consecutive chain-referral sampling. Transcribed narratives were thematically analysis within a pre-developed four-level thematic framework to comprehensively identify experiences of stigma and discrimination in all areas of the respondents’ lives.
	Stigma experiences of 25 diverse family members of persons living with schizophrenia spanned four levels of respondents’ lives (macro-, meso-, micro-, and intro- level). The overarching issues were: (1) general lack of understanding and misconceptions about mental illness; (2) structural discrimination and paucity of governmental and public support system; (3) burden of “pervasive and unlimited” care and inability of independent living.

	What is at stake? Exploring the moral experience of stigma with Indian-Australians and Anglo-Australians living with depression (Brijnath & Antoniades, 2018)
	58 participants with a depression diagnosis were recruited from the community.
	Data for this article come from a larger qualitative study investigating depression and health-seeking in Indian-Australian and Anglo-Australian communities. A qualitative descriptive approach was taken (Sandelowski, 2000). Such an approach is suited to the study’s purposes because it facilitates a textured analysis of what the participants articulate about stigma, how they express it, and how context modulates experience (Brodwin, 2013).
	Findings show that the social acceptance of depression jars against participants’ experience of living with it. Denial and fear of disclosure were overwhelming themes to emerge from our analysis with significant cultural differences; the Anglo-Australians disclosed their depression to family and friends and encountered significant resistance about the legitimacy of their illness. In contrast, many Indian-Australians, especially men, did not disclose their illness for fear of a damaged reputation and damaged social relations. For Indian-Australians, social relations in the community were at stake, whereas for Anglo-Australians work- place relations (but not community relations) were at stake. Participants’ experiences in these settings also influenced their patterns of health-seeking attitudes and age and inter-generational relationships were important mediators of stigma and social support. These findings illuminate how stigma, culture, and setting are linked and they provide critical information necessary to identify and develop customised strategies to mitigate the harmful effects of stigma in particular cultural groups.

	Toward a family-oriented treatment approach for consumers and carers of mental illness (Sawrikar & Muir, 2018)
	Consumers and carers of mental illness. That discussion between participants on similarities and differences in their experiences was also being sought; by including 6–8 people in each focus group, diversity could be explored. Unfortunately, focus groups also risk having some voices dominate others. This risk was managed as best as possible with skilled facilitation, but is a limitation inherent to this data collection process.
	Qualitative research takes a holistic approach to people and gives a direct voice to the group of interest, to identify what group members themselves consider relevant and important to their well-being. Focus groups were selected over one-on-one semi-structured interviews for two reasons. The aim of this article is to discuss these phenomena more deeply. In
	The findings show that caring is a multifaceted phenomenon. As it is unrelenting, intense, stressful, difficult, and unpredictable, the experience of being a carer makes it a trauma of its own, one that is often unacknowledged (Misrachi, 2012), could be marked by the same psychological battering and emotional abuse identified in the family violence literature (Phillips & Vandenbroek, 2014). This has lasting consequences on their mental well-being. There is a clear and substantial gap in current service provision for them. That the formal treatment system ‘leans’ on carers in the form of poor acknowledgment and awareness of the extensive and persistent informal support they provide creates a new group of ‘consumers’ who may not necessarily be mentally ill but who are mentally ‘unwell.’

	Shame as a cultural index of illness and recovery from psychotic illness in Java (Subandi & Good, 2018)
	Six psychotic patients and their family members participated in this research.
	This study aims at exploring more complex Javanese meanings of shame in relation to psychotic illness. Ethnographic fieldwork was conducted in Yogyakarta, Indonesia. 
	Thematic analysis of the data showed that participants used shame in three different ways. First, as a cultural index of illness and recovery. Family members identified their member as being ill when they had lost their sense of shame. If a patient exhibited attitude that indicated the re-emergence of shame, the family saw this as an indication of recovery. Second, as an indication of relapse. Third, as a barrier toward recovery. Conclusions: Shame is used as a cultural index of illness and recovery because it associated with the moral attitude control. Shame may also be regarded as a form of consciousness associated with the emergence of insight. Further study with a larger group of sample is needed to explore shame as a ‘socio-cultural marker’ for psychotic illness in Java.

	Affiliate stigma and its association with quality of life among caregivers of relatives with mental illness in Singapore (Zhang et al., 2018)

	Three hundred and fifty caregivers were recruited for the study
	This study aimed to investigate the relationship between affiliate stigma and quality of life (QOL) among primary caregivers of individuals with mental illness undergoing treatment at the Institute of Mental Health, Singapore. The World Health Organization Quality of Life questionnaire (WHOQOL-BREF) and Family Stigma Scale (FSS) were administered to the primary caregivers of patients with mental illness
	Multiple linear regression analyses were conducted to investigate the association of affiliate stigma with QOL. A high proportion of caregivers of individuals with mental illness experience affiliate stigma in Singapore. All four QOL domains were significantly associated with affiliate stigma. These findings entail that it is imperative to improve public's perception of those with mental illness to reduce stigmatization and thus improve caregiver's QOL.

	"My bitterness is deeper than the ocean": Understanding internalized stigma from the perspectives of persons with schizophrenia and their family caregivers (Wong et al., 2018)
	Semi‑structured interviews obtained from eight family‑dyads.
	We integrated data from standardized scales and narratives from semi‑structured interviews obtained from eight family‑dyads. Interview narratives about stigma were analysis using directed content analysis and com‑ pared with responses from Chinese versions of the Internalized Stigma of Mental illness Scale and Affiliated Stigma Scale. Scores from the two scales and number of text fragments were compared to identify consistency of responses using the two methods. Profiles from three family‑dyads were analysis to highlight the interactive aspect of stigma in a dyadic relationship. Results:
	Our analyses suggested that persons with schizophrenia and their caregivers both internalized negative valuation from their social networks and reduced engagement in the community. Participants with schizophrenia expressed a sense of shame and inferiority, spoke about being a burden to their family, and expressed self‑disappointment as a result of having a psychiatric diagnosis. Caregivers expressed high level of emotional distress because of mental illness in the family. Family dyads varied in the extent that internalized stigma were experienced by patients and caregivers. Conclusions: Family plays a central role in caring for persons with mental illness in China. Given the increasingly community‑based nature of mental health services delivery, understanding internalized stigma as a family unit is important to guide the development of culturally‑informed treatments. This pilot study provides a method that can be used to collect data that take into consideration the cultural nuances of Chinese societies. Keywords:

	Measuring internalized stigma of mental illness among Chinese outpatients with mood disorders (Smith et al., 2018)
	A total of 414 participants with mood disorder symptoms were recruited from the outpatient clinic of the Shanghai Mental Health Center. Patients typically come to the medical centre voluntarily, accompanied by family members. final sample of 366 participants
	Aimed to identify the most common domains of internalized stigma of mental illness and to test the hypothesis that people with more severe mood disorders evidence more internalized stigma than those with less severe disorders. The Internalized Stigma of Mental illness (ISMI) was administered to 366 outpatients with various mood disorders in Shanghai. Reliability statistics were calculated and frequently-endorsed items were identified. 
	The magnitude of internalized stigma was compared among diagnostic categories and among socio-demographic groups. Except for stigma resistance, the ISMI and its subscales had good internal consistency. Across subgroups, stereotype endorsement was most commonly reported. Bipolar (versus depressive) disorders, male gender, and less education were all associated with more internalized stigma, especially social withdrawal. Contrasting findings in Western countries, those with family history of mental illness trended toward more internalized stigma. We conclude that anti-stigma interventions should focus on reducing social withdrawal and stereotype endorsement, especially for those with more severe mood disorders, males, less educated individuals, and those with family history of mental illness

	Mental Health in China: Stigma, Family Obligations, and the Potential of Peer Support (Yu et al., 2018)
	Five psychiatrists and 16 patients receiving care for depression from a large psychiatric hospital in Jining, Shandong Province of China
	We explored how stigma and familial obligation influenced the accessibility of social support for patients with depression in China and the potential acceptability of peer support programs. Semi-structured qualitative interviews
	The patients with mental illness reported barriers that prevented them from (a) receiving treatment and (b) relying on informal social support from family members, including stigma, somatization, and community norms. Circumventing these barriers, peer support (i.e., support from others with depression) was viewed by the patients as an acceptable means of exchanging information and relying on others for support. Formative research on peer support programs to examine programming and activities may help reduce the burden of unmet mental health care needs in China.

	Perceived stigma of caregivers: Psychometric evaluation for Devaluation of Consumer Families Scale (Chang et al., 2018)
	511 participants who were the family caregivers of the patients in three general hospitals and one psychiatric center.   Including outpatients, inpatients, and day care and home care patients. Several psychiatrists identified potential participants
	This study aimed to test the psychometric properties of the DCFS Taiwan version (DCFS-TW. Family caregivers (N=511) completed the DCFS-TW (97 completed the DCFS again after 2 to 4 weeks) and other instruments. CFA, test-retest reliability, internal consistency, concurrent validity, and known-group validity were a part of the analysis.
	The three-factor structure of the DCFS-TW performed better than the one-factor structure. Test-retest reliability (r =.66) and internal consistency were satisfactory (α =.85); concurrent validity (absolute r =.20 to.58) was acceptable; known-group validity was supported by the significantly different DCFS-TW scores in clinical characteristics (had been vs. had not been hospitalized; had been vs. had not been compulsorily admitted). Conclusions: The DCFS-TW has decent psychometric properties and it is suitable for the health professionals to use to measure the perceived stigma towards the family members of people with mental illness.

	Sense-making, Socialization, and Stigma: Exploring Narratives Told in Families About Mental illness (Flood-Grady & Koenig Kellas, 2018)
	24 individual young adults 
	Guided by Communicated Narrative Sense-making Theory (CNSM), the current study investigated mental illness (MI) narratives told within families and the lessons that the younger members learned from the stories. Semi-structured interviews.
	RQ1 asked what stories young adults reported hearing from their families about MI. The majority of the stories told in the young adults’ families about MI focused on their individual family members’ experiences with MI (see Table 1) as told by their parents. Our analysis revealed two themes present in the MI narratives told by the parents: (a) caution and (b) struggle. RQ2 asked what lessons the young adults learned from the MI narratives. The participants reported as learning an awareness of MI and the importance of understanding MI. In the following sections, we described the story themes, followed by the lessons from the young adults learned from the MI narratives.
MI

	Effects of a brief empowerment program for families of persons with mental illness in South Korea: A pilot study (Hyun et al., 2018)
	Enrolled 18 participants (experimental group = 9, control group = 9)
	This was a pilot study to explore the effects of a brief empowerment program on the empowerment and quality of life of families of PMIs in South Korea. We used a repeated-measures design with a control group to examine the effects of a brief empowerment program for families of PMIs in the community. The experimental group participated in an empowerment program consisting of four sessions over 4weeks. The data was collected before and after the program, and then again 4 weeks later. The χ2-test, Fisher’s exact probability test, t-test, and repeated-measures analysis of covariance were used, as appropriate to analyze the data.

	The program significantly increased empowerment (F = 4.66, p = .020) and quality of life (F = 5.83, p = .009) among participants in the experimental group over time. Its therapeutic features, such as sharing their experiences, discussion, and presentations, can be applied to create effective psychosocial interventions for families of PMIs.


	Interventions to reduce stigma towards people with severe mental illness: Systematic review and meta-analysis (Morgan et al., 2018)
	Searches generated 2261 records of which 227 were assessed for full-text eligibility (see Figure 1). Included in the review were 56 articles - 62 studies (with some articles including multiple studies) with a total of 9002 participants.
	This review evaluated the evidence on what interventions were effective at reducing the public stigma towards people with severe mental illness, defined as schizophrenia, psychosis or bipolar disorder. We included 62 randomized controlled trials of contact interventions, educational interventions, mixed contact and education, family psychoeducation programs, and hallucination simulations. This systematic review was conducted in accordance with the PRISMA recommendations for systematic reviews (Liberati et al., 2009) and the review protocol was registered with PROSPERO (CRD42017074936). 
	Contact interventions led to small-to-medium reductions in stigmatizing attitudes (d = 0.39, 95% CI: 0.22 to 0.55) and desire for social distance (d = 0.59, 95% CI: 0.37 to 0.80) post-intervention, but these were reduced after adjusting for publication bias (d = 0.24 and d = 0.40, respectively). The effects did not vary by type or according to the length of contact. The effects at the follow-up were smaller and not significant. Education interventions led to small-to-medium reductions in stigmatizing attitudes (d = 0.30, 95% CI: 0.14 to 0.47) and the desire for social distance (d = 0.27, 95% CI: 0.08 to 0.46) post-intervention. Small improvements in social distance persisted for up to 6 months later (d = 0.27, 95% CI: 0.05 to 0.49), but not attitude (d = 0.03, 95% CI: −0.12 to 0.18). The combination of contact and education showed similar effects to those that presented either intervention alone, and head-to-head comparisons did not show a clear advantage for either kind of intervention. Family psychoeducation programs showed a reduction in stigma post-intervention (d = 0.41, 95% CI: 0.11 to 0.70). The effectiveness of hallucination simulations was mixed. In conclusion, contact interventions and educational interventions have small-to-medium immediate effects on stigma, but further research is required to investigate how to sustain benefits in the longer-term, and to understand the active ingredients of interventions to maximize their effectiveness.

	Family experiences in communicating with the family members experiencing social isolation after hospitalization (Khoirunnisa et al., 2018)
	There were 7 participants; 4 females and 3 males, with an age range of 52-72 years old. The selection of participants was achieved via purposive sampling
	This study used a descriptive phenomenology qualitative approach. The research sample consisted of seven participants selected by purposive sampling. The data was obtained through in-depth interviews with the family members of people with schizophrenia who experienced social isolation after hospitalization. The data was analyzed using Colaizzi’s method. 
	Results: Five themes emerged in this study: a) emotional reactions towards communication changes after hospitalization; b) family coping strategies in communicating with post-hospitalized clients; c) stigma and emotional expression as factors aggravating limited social interaction; d) types of family communication used to fulfill the psychological needs of patients, and e) family involvement in communicating with socially-isolated clients after hospitalization. Conclusion: Family communication becomes part of the adaptation of the family when caring for a family member with a chronic illness. It is recommended that nurses provide mental health education and psychological education in relation to communication skills with the family caregivers.



