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Abstract

Introduction

Mental illnesses (Mls) are currently contributing to the worldwide burden of disease and they
are among 10 main causes of disability on worldwide. In addition, mental Health care users are
among the people most stigmatized by the general population which includes local leaders.
Methods

The design used for conducting this study was quantitative and cross-sectional survey and
the study was conducted in Muhoza sector of Musanze District in Rwanda. The tool used to
correct data was self-report questionnaire that included socio-demographic variables (gender,
age, experience and level of education), level of contact scale and community attitudes towards
mental illness - Swedish version (CAMI-S). In this study self-report questionnaire was provided
to the local authorities in Muhoza sector (n=123, N=174). Data analysis was done using a
statistical package for social sciences (SPSS) version 22.

Results

Findings from the current study revealed negative stereotypical attitudes among local authorities
towards people with mental illness. The participants’ total score on the CAMI-S was ranging
between 24% and 81%. In addition, the study revealed some contradictions and neutral responses.
Less negative stereotypical attitudes were found among participants who have university and
secondary education levels than participants with primary education and those who have not
completed primary school. In addition, participants with more experience in local government
system reflected less negative stereotypical attitudes than participants who are less experienced
in local government system. This study showed a negative correlation between level of contact
and community attitudes towards mental illness.

Conclusion

Local authorities in a selected sector of Musanze District, hold negative stereotypical attitudes
towards people with mental disorders. However, the extent of contradiction within participant
responses suggests social desirability bias. Also, there is association between negative stereotypical
attitudes and the level of education and experience. Finally, the results suggest that familiarity
has a mediating effect on negative stereotypical attitudes.
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Introduction

Literature highlights characteristics of mental illness
which include behavioural or psychological symptoms
which could be associated with distress and disability
or with an important loss of independence.[1] Mental
illnesses and drug abuse are important causes of
disability worldwide. The global prevalence of mental
illnesses is estimated at 4% to 26% globally.|2]

,The prevalence will increase up to 23% in developed
countries.[2,3] This issue of high prevalence of mental
illness is stressed to be complicated by stigma and
discrimination in regards to persons with a mental illness.

Stigma towards persons with mental illness is considered
as a barrier to help seeking, full recovery and rehabilitation
for persons in need of mental health services.|[4]

To improve the quality of care provided to persons with
mental illness, the integration of mental health services
in general health care facilities was recommended by the
World Health Organization. Such integration is argued
to contribute in reduction of mental health related
problems which currently are considered as burden.[5]
This integration has been considered by the Government
of Rwanda due to the fact that genocide against Tutsi
in1994 has had negative impact on the mental health of
Rwandans.
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The Rwandan Ministry of Health highlights enormous
trauma related psychological and mental problems
which affect negatively Rwandan mental health services.
[6] To face mental health problems associated with the
genocide, perpetrated against the Tutsis, the Ministry
of Health in Rwanda started to integrate mental health
from the community level up to referral level. Success of
this integration at community level would rely on local
authorities as long as they are coordinating all activities
requested by the central government at the community
setting including health related activities undertaken at
community level.[7,8]

For such integration, the Rwandan Ministry of Health
acknowledged nurses at all levels as health care team
members with whom people mentally ill have the first
contact.|9] However, there is scarcity of mental health
professionals, especially nurses in primary cate settings
including the community level. This gap among health
care professionals including mental health nurses at
the community level is suggested to have been tackled
by community health workers operating very closely
with local authorities. Local authorities coordinate all
community activities including health related activities
as performed by community health workers who are
argued to be involved in health care delivery essentially
at community settings through coordination of health
promotion and preventive interventions.[10,11]

Additionally, local authorities are mandated to protect
all population from any kind of discrimination
and exclusion which are eventually the outcome of
stigmatizing attitude. In addition, local authorities are
suggested to be close and to be in a good position to assist
and doing advocacy of any vulnerable groups including
persons with a mental illness within the community.
[12] Therefore, local authorities have an important role
to play for health care including mental health related
services in the community settings. However, current
literature suggest stereotyping attitudes towards people
with mental illness amongst the general population
composed of different categories of people including
local authorities as well.[13—15]

At this time when the Rwandan Ministry of Health is
integrating mental health services in general health care
facilities, especially in the community level, it is argued to
be challenged by potential negative stereotypical attitudes
amongst local authorities. Also, this could constitute
an important barrier to such integration as long as it
recommended to start from the community level.

Local and international authors argue that integrated mental
health care services from community to central level,
will reduce stigmatizing attitudes towards mental illness.
[7,16,17] With such integration, anti-stigma initiatives will
take place and are suggested to reduce negative stereotypal
attitudes in regards to mental illness. Current literature
argues that both increased level of contact and knowledge
about mental illness are positive mediators of negative
stereotypical attitudes towards mental illness.[18,19]
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This issue of stigma and anti-stigma initiatives concern
health care system in Rwanda and mental health related
activities to be integrated in general health care settings.
However, there are no studies conducted on stigmatizing
attitudes amongst local authorities towards mental
health care users in Rwanda. This calls for conducting
research in regards to stigmatising attitudes towards
people with mental illness amongst different categories
of the population in Rwanda. These categories of
Rwandan may be directly or indirectly taking part in the
integration of mental health services and the process of
fight against mental health related stigma.

The aim of this study was to describe stereotypical
attitudes among local authorities; and factors linked to
negative stereotypical attitudes among local authorities
towards persons with mental illnesses

Methods

Research design

This study was conducted using quantitative, descriptive
design. A self-report questionnaire was used to collect
data on the attitudes of local authorities with regard to
mental illness.[20,21]

Study setting and participants

The study was conducted in Muhoza sector in Musanze
District in Rwanda. Muhoza sector is composed of
4 cells that are under the responsibility of Executive
secretaries and 26 villages under responsibility of and
executive committee as led by the chief of village. Local
authorities, who participated in this study, are composed
of cell executive secretaries (4), cell council members
with 10 members for each cell (4x10= 40 cells council
members). Also, the study participants included village
executive committees of Muhoza sector with 5 members
for each village (5x26= 130 village executive committee
members). Local authorities in Muhoza sector make a
total number of 174.

Muhoza sector was conveniently sampled as it is close
to the researcher’s work place during his community
outreach activities.|20] Villages, cells and local authorities
were sampled to obtain sufficient numbers for statistical
power in the data analysis that necessitated at least 100
participants.[22] The 174 local authorities operating
under Muhoza sector, 123 local authorities were available
and accepted to participate in this study that allowed
achieving a response rate of 70.6%.

Instruments

Questionnaire was used to collect data from participants.
This tool is composed of three sections: Social-
demographic variables (age, gender, level of education),
level of contact scale (LOC) and community attitudes
towards persons with mental illness Swedish version
(CAMLI-S). In this study, participants’ socio-demographic
factors were considered as independent variables, while
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LOC and CAMI-S were considered as dependant variables.
This tool has been adopted from the original level of
contact scale (LOC) as developed by Corrigan and his
research team in 2001 and the original community attitude

towards mental illness Swedish version as developed by
Hogberg and his colleagues in 2008 in Sweden.[23,24]

The familiarity (level of contact) as developed by Corrigan
& his research group in 2001, is composed of 12 levels
from “Never observed a person with mental illness” to
“I have mental illness” and was considered as dependant
variable.[23] The statement “I have mental illness” is the
highest level of familiarity that any person may have in
regards to mental illness.[23] The level of contact scale
was developed to measure the extent of participants
‘familiarity towards persons with mental illness. The tool
was previously used by different researchers internationally
and locally for example, in Europe by Morris and
colleagues (2012), in Nigeria by James and the research
team (2012), Adewayu and Maknjuola (2008) and in South
Africa by Smith and Middleton (2010).[25-29] Holmes
and Colleagues reported the LOC reliability of 0.83.[30]

The community attitude towards mental Illness Swedish
version (CAMI-S), has three subscales that make a total
of 20 items: open minded and pro-integration subscale (9
items); fear and avoidance subscale (6 items); and community
mental health ideology subscale (5 items). The community
attitude towards mental Illness Swedish version (CAMI-S)
was reported by Hégberg and his team to have reliability
of 0.903 on the 20 items.[24] Both level of contact scale,
and community attitude towards Mental Illness- Swedish
version were in English and the translation was done from
English to Kinyarwanda by translation expert person
working in CMHS centre of language enhancement. The
translation was done due to the fact that all local authorities
do not have ability to express themselves in English, thus
local language is highly recommended to be used.

Data collection process

Before starting the data collection, the researcher held a
meeting with the executive secretary of Muhoza sector
and it was aiming at agreement on the schedule of data
collection according to the planned activities by sector,
cells and villages.[20] The researcher collected data from
available local authorities and information about the
study was given to participants. The participants were
found at Muhoza sector headquarters when they were
invited for meetings. Regarding the participants who were
not available at Muhoza Headquarters, the researcher
connected telephonically with cell executive secretaries
to facilitate meeting with them at cell headquarters.
Participants were given time to ask questions prior to
their participation. In addition, before participation, the
researcher explained to the participants that participation
was voluntary and anonymity was assured. At the end
of completion of questionnaires, participants gave them
back to the researcher and they were kept in closed
envelops.

Data analysis

The statistical package for social sciences (SPSS) Version
22 was used to analyse data.[22] Regarding the LOC, the
highest score from the level of contact was considered
because participants were asked to tick on each item
applicable to them. The lowest level of contact was
scored by 1 and the highest by 10. To analyse items
4.5,6,10,11,12,13,17 and 20 on the CAMI -S, scores
were reversed. The reverse scoring was performed on
respective items because items were expressing negative
attitudes towards persons with mental illness. The scale
starts by less stigmatizing attitude to more stigmatizing
attitude ((strongly agreeing with the statement (score=1)
agreeing with the statement (score=2) neutral (score=3),
disagreeing with the statement (score=4) and strongly
disagreeing with the statement (score=5)). Items
1,2,3,7,8,9,14,15,16,18 and 19 were not reversed as long
as they were positively expressed.

Analysis focused on measures of central tendency and
distribution included the range (minimum and maximum),
mode (most commonly occurring score), median (the
middle score when the score is ranked from smallest to
largest and sometimes known as the midpoint), skewness
statistics and standard error of skewness statistics
and quartiles. The data from items on the CAMI-S
was grouped into subscales to compute percentages,
proportions, means and standard deviation. Data was not
normally distributed as confirmed by measures of central
tendency and histograms of each item which revealed a
skewed distribution and scores that are clustered to the
left side of the distribution.|[22] However, non-parametric
tests were not used for further analysis due to the fact that
the sample was two small (123 participants).[22]

An independent — samples t-test was used to compare the
mean score of CAMI-S subscales and total score for males
and females (association).[22] One way between groups
analysis of variance (Post Hoc Tests) was conducted to
test relationship between remaining independent (age,
level of education and experience) variables and CAMI-S
subscales and total score.[26] The associations were
considered statistically significant when the significance
level of Levine’s tests is (P= or <0.05).[22] Lastly,
correlations were tested by using the Spearman’s rho
correlation coefficient test. The correlation were tested
between level of contact (LOC) and CAMI-S subscales
and total score.[26] and it was considered statistically
significant, if p<.05 [22]

Ethical considerations

Before starting the data collection, the ethical approval
has been granted to the researcher from the CMHS
institutional review board No 020/CMHS/IRB/2016).
[20] Also, a permission to conduct a research was given
by the District of Musanze (No 0662/07.04.03) as an
administrative structure which supervises all activities of
Muhoza sector. The implied consent was used to reduce
social desirability bias which is suggested to influence
participants’ responses.
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In this study, implied consent was used to assure participants
of anonymity and attempt to reduce responses that may
represent social desirability. The implied consent was
considered by the researcher as consent to participate in a
study on certain actions of the participant, such as returning
a completed questionnaire.[20,21] Local authorities as
adult persons were not taken as vulnerable people. Thus
this research was argued to be low risk research. There
was no remuneration because it is suggested to influence
participants’ responses and in return biase results. Lastly,
the research report was provided to the respective sector
and dissemination is in process.[21]

Results

Study participants characteristics

Table 1shows that the total number of participants is 123
composed of females (n=45; 36.6%) and males (n=78;
63.4 %), while they are distributed into four classes
regarding their age; class 1: 18-21 (n=47; 30.9%); class 2
:22-25 (n=41; 43.9%); class 3: 26-30 (n=23; 16.3%) and
class 4: more than 30 (n=12; 8.9%). For the distribution
of participants according to their level of education, the
current study revealed that the majority of local leaders
had completed primary school (n=47; 38.2%), followed
by local leaders who had not completed primary school
(n=41; 33.3%); while local leaders who completed high
school (secondary school) were (n=23; 18.7%) and
(n=12; 9.8%) have had contact with university studies.
The majority of participants were in their first term/
mandate (n=43; 35.5%), while participants with three
terms/mandates were (n=42; 34.1%) and participants
with two terms/mandates were the last with (n=38;
30.9%).

Table 1. Distribution of participants according to
their social-demographic variables

Sociodemographic variables Frequency Percentage
1. Sex of participants

Female 45 36.6 %
Male 78 63.4%
Total 123 100 %
2. Age of participants (in years)

18-21 47 30.9%
22-25 41 43.9 %
26-30 23 16.3 %
Plus 30 12 8.9%
Total 123 100%
3. Experience of participants

(terms)

First term 43 35.0 %
Second term 38 30.9 %
Third term 42 34.1%
Total 123 100%
4. Level of education of

participants

Primary school not completed 47 38.2%
Primary school completed 41 33.3%
High school/ Secondary school 23 18.7%
University education 12 9.8%
Total 123 100%
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Results from the community attitudes towards
mental illness Swedish version

The community attitudes towards mental illness Swedish
version were analyzed using SPSS and percentages
were computed to show the number of participants’
responses on each Likert-scale and make a total of 100%
for each statement.

As displayed in Table 2, the current study revealed that
participants reflected negative stereotypical attitudes on
all CAMI-S. These findings indicate that most prevalent
negative stereotypical attitudes were on the items 2 &
7 whereby participants disagree that most persons who
were once patients in a mental hospital can be trusted
as babysitters (64.6%) for item 2 and that mental illness
is an illness like any other (64.6%) for item 7. However,
less negative stereotypical attitudes were found on the
items 1 & 8 where participants are for integration of
persons with a mental illness by agreeing that residents
should accept the location of mental health facilities
in their neighborhood to serve the needs of the local
community (71.8%) for item 1 and that we need to
adopt a far more tolerant attitude towards the mentally
ill in our society (71.8%) for item 8. There is evidence of
contradictions throughout different items on CAMI-S.
For example, participants were of the idea that persons
with a mental illness could be tolerated and at the same
time they agree that mental illness is different from other
diseases. This issue of contradictions goes together with
neutral positions found on all items but frequently on
the item 20 suggesting that people mentally ill should be
isolated from the rest of the community (40.7%).
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Table 2. Description of participants’ responses to statements on the CAMI-S

Item statements Participant responses

Strongly . Strongly

Agree Agree Neutral Disagree Disagree Total
Subscalel: Open ended and pro- integration
1. Residents should accept the location of mental health facilities o o o 0 o o
in their neighbourhood to serve the needs of the local community S60(45.5%)  33(26.8%) 1200.8%)  4(3.3%)  18(14.6%) 123 (100%)
2. M h ients i 1 hospital 1
o tr‘;z elfiefsos:b‘;ize‘f:m onee patients in & mentatROSPIATEAN 44 g guy ( 184‘ gy 2105 30044%) 40(325%) 123 (100%)
zogf’ﬂr;i ;Z’;g 1}::;21&;:;;?;: in residential neighbouthoods 5419 500y 4435.8%%) 23(18.7%) 28(22.8%) 4G.3%) 123 (100%)
i‘e gg{)‘;ﬂ:ﬁiﬂi facilities should be kept out of residential 33(26.8%) 37(30.1%) 14(11.4%) 31(25.2%) 8(6.5%) 123 (100%)
5. Having mental patients living within residential neighbourhoods o o o 0 ) )
might be a good therapy, but the risks to the residents are too great 2016.3%) - 41(33.3%) 30(24.4%) 26(21.1%) 6(4.9%) 123 (100%)
6. Local residents have good reason to resist the location of o 0 0 o o o
mental health services i heis neighbonthood 37(30.1%)  31(25.2%) 25(20.3%) 25(203%) 5(4.1%) 123 (100%)
7. Mental illness is an illness like any other 11(8.9%)  27(22.0%) 8(6.5%)  44(37.8%) 33(26.8%) 123 (100%)
i:j;ﬁeeﬁ i gd?}:;:ief;r more tolerant attitude towards the 55(44.7%)  34(27.6%) 118.9%) 13(10.6%) 108.1%) 123 (100%)

y u '

9. The mentally ill are far less of a danger than most persons suppose 27(22.0%) 51(41.5%) 16(13%)  26(21.1%) 3(2.4%) 123 (100%)
Subscale 2: Fear and avoidance
10. Tt is best to avoid anyone who has mental problems 31(25.2%) 29(23.6%) 15(12.2%) 23(18.7%) 24(19.5%) 123 (100%)
ije‘itzgill‘f not want to live next door to someone who hasbeen = 5 7 0/ 30004 40 19(15.4%) 2023.6%) 11(13.0%) 123 (100%)
]1131 ri; iifg;’ﬁ ;Zg;gi‘uﬁfs;zons with mental problems 1o 15 4000 4536.60) 9(7.3%)  3427.6%) 16(13.0%) 123 (100%)
11 (ik: zedzzsrtsway to handle the mentally illis to keep them behind 5 55 40/) 53004 494) 1411.4%) 20163%) 16(13.0%) 123 (100%)
14. Residents have nothing to fear from persons coming into their 0 0 o o o )
ncighbonhood o obtain meatal health services 3427.6%) 41(33.3%) 19(15.4%) 23(18.7%) 6(4.9%) 123 (100%)
Subscale 3: Community mental health ideology
:}i ﬁ;;ﬁ?ﬁm should be placed on protecting the public from ) g0y 3620 306) 2722.00%) 22(17.9%) 108.1%) 123 (100%)
31(6)'1 :;f cboe;tntﬁf} for many mental patients is to be partof & 573 100 4435 80) 13(10.6%) 17(13.8%) 1200.8%) 123 (100%)
17. The mentally ill should not be treated as outcasts of society  54(43.9%) 33(26.8%) 13(10.6%) 8(6.5%)  15(12.2%) 123 (100%)
18. As £ ibl I health services shoul i
t:rou;haz;;fj;ge};;fgzd;g;s services should be provided 536 oy 3407.6%) 17(13.8%) 17(13.8%) 108.1%) 123 (100%)
izlglﬁgoirr‘fl:ss the right to exclude the mentally ill from thelr g1y (00 72(58.500) 25203%) 6(49%)  2(1.6%) 123 (100%)
20. The mentally ill should be isolated from the rest of the 470382%)  19(15.4%) 50(40.7%) 5@41%)  2(L.6%) 123 (100%)

community

2 “fear and avoidance” (M= 63.32; SD= 19.965) than
subscale 1 “Open minded and pro integration” (M=
53.07; $D=15.240) and subscale 3 “Community mental
health ideology” (M=37.23; SD=12.817).

Table 3 displays subscales and total scores achieved
on the CAMI-S. Measures of central tendency (mean,
standard deviation) and distribution indicated motre
negative attitude towards mental illness on subscale
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Table 3. Distribution of subscales and total scores results achieved on community attitude towards mental

illness Swedish version

Open minded and pro Fear and avoidance ~ Community mental Total score
integration health ideology
N Valid 123 123 123 123
Missing 0 0 0 0
Mean 53.07 63.32 37.23 50.90
Std. Deviation 15.240 19.965 12.817 13.521
Skewness 232 185 .558 228
Minimum 22 24 17 24
Maximum 91 100 73 81

Significant associations between socio-demographic
variables and CAMI- S subscales and total score

Table 4 displays the associations between socio-
demographic variables and the CAMI-S subscales
and total score and only significant associations are
reported. However, prior to perform any statistical tests,
percentages, proportions, mean and standard deviation
on CAMI-S subscales and total score were computed.
To compare the mean score of CAMI-S subscales and
total score for males and females an independent —
samples t-test was used.[22] The significant difference
was considered when the significance level of Levine’s
tests was p=.05 or less. Findings from this study revealed
no significant difference on CAMI-S subscales and total
scores for female and male participants.

Also, a one-way between groups analysis of variance
(Post Hoc Tests) was conducted to explore relationship
between independent variables (age, experience and the
level of education) and CAMI-S subscales and total score.
[22] Comparison of mean scores of CAMI-S subscales
for participant groups was computed. These participants
groups include; age groups (group 1: 18-21 years; group
2: 22-25 years; group 3: 26-30 years and group 4: 31
years and above), participants’ experience groups (group
1: one term, group 2: two terms, group 3: more than 2
terms) and participants level of education groups (group
1: not completed primary school, group 2: completed
primary school, group 3: secondary school and group
4: university education). The statistical significance was
considered if the P value is less than or equal to .05.]22]

The Post Hoc Tests found no statistical significance
between age groups and score achieved on CAMI-S
subscales and the total score. However, a statistically
significant difference in CAMI-S subscales and total
score for three participants experience (mandate or term)
groups was found ((Open minded and pro integration
(F=4.809; p=.003); fear and avoidance (F'=4.479;
»=.005); community mental health ideology (F'=13.5306;
$=.000); total score (F=8.871; p=.000)). In addition,
the statistically significant difference was confirmed
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by measures of central tendencies (mean and standard
deviation as displayed in the Table 4.

The central tendency measures (mean and standard
deviation) showed that participants experienced group
(who have been elected more than 2 terms), recorded
less scores than remaining participants groups (who are
working their first and second terms) recording highest
scores on the CAMI-S subscales and the total score.
The findings indicate that the participants with more
experience in local administration system reflected less
negative stereotypical attitudes than participants who are
less experienced in local administration.

Finally, the Post Hoc Tests revealed statistically
significant difference between participants’ group
education level in regards to CAMI-S subscale 1Open
minded and pro integration (F=6.019; p=.001) and the
total score (F'=5.720; p=.001) for four level of education
participants groups. Also, the statistical difference was
confirmed by measures of central tendencies (mean and
standard deviation) as displayed in Table 4. The statistical
difference suggested that participants with high level of
education (university and secondary) recorded lower
score on open minded and pro-integration subscale and
the total score than participants with lower education
(the group who did not completed primary education
and the group that completed primary education) who
recorded higher scores. This difference indicates that
participants with high level of education reflected less
negative stereotypical attitudes towards people with
mental illness than participants with lower level of
education.
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Table 4. Significant associations between socio-demographic variables and community attitude towards

mental illness subscales and the total score

Open minded and Fear and

Community mental
y Total score

pro integration avoidance health ideology
Associations
Education
Mean  No primary education 56.02 66.81 37.85 53.30
Primary education 50.02 60.20 34.63 47.98
Secondary education 59.30 69.74 42.35 56.83
University 40.00 48.00 33.83 40.17
SD No ptimary education 14.768 19.470 13.955 13.691
Primary education 15.413 20.238 12.955 13.630
Secondary education 13.656 17.091 10.870 10.434
University 9.391 18.211 8.178 9.750
F 6.019 4.280 2.161 5.720
p .001 .007 .097 .001
Experience
Mean 1 term/mandate 56.81 69.33 44.25 56.19
2 terms,/ mandates 53.19 62.21 36.17 50.36
fn frrgns/ mandates and g o9 59.20 3617 50.36
SD 1 term/ mandate 17.903 19.759 13.580 14.764
2 terms/ mandates 14.981 21.310 13.578 13.857
fn :)err;qs/ mandates and 45 199 17.569 7.591 10.302
4.809 4.479 13.536 8.571
p .003 .005 .000 .000

Correlation between the level of contact and
community attitudes towards mental illness

As described in the section of instruments, the level of
contact scale ranges between a score of 1 “Newver observed
a person with mental illness” and a score of 12, “I have a
mental illness” 23] In this study, the findings revealed that
the level of contact score was ranged between score of
1 “Observed a person with mental illness in passing (0.6%, n=1)
and score of 12, [ have a mental illness (1%, n=11). The
common occurring score was level 8, providing services
or assistance to persons with mental illness (n=22;17.9%0)
while the less commonly occurring score was level 2,
Observed in passing a person with mental illness (n=1;
0.8%). However, no one among participants responded
to ever have observed a person mental illness (n=0; 0%).
To measure the level of contact, participants were asked
to tick on each statement where it was applicable and the
highest level was considered by the researcher.

A Spearman’s rho correlation coefficient was performed
for testing correlation between the participants level of
contact and score achieved on the community attitude
towards mental illness- Swedish version, subscales
(subscale 1; open minded and pro integration, subscale
2; fear and avoidance and subscale 3; community
mental health ideology); and the total score.[22]

Statistical significance was considered if p<.05 and
only significant correlation is reported.[22] The
spearman’s rho correlation coefficient revealed negative
correlation (rho=-.498; p=.000) between participants
level of contact and subscale 1 (open minded and pro-
integration). Also, negative correlation (rho=-.339;
p=.000) was found between the level of contact and
the subscale 2 (fear and avoidance); between the level
of contact and the subscale 3 (community mental health
ideology (tho=-.430; p=.000)) and the total score (tho=-
.522; p=.000). The negative correlation indicates that
increase in level of contact correlates with a decrease in
score achieved on the CAMI-S subscales (open minded
and pro-integration, fear and avoidance and community
mental health ideology) and the total score.

Discussion

The current study revealed negative stereotypical
attitudes among local authorities towards people with
mental illness. This study revealed similar findings
from studies conducted internationally like European
countries in 2012 by Morris and colleagues who found
stigmatizing attitudes among students and Rosemberg
in United Kingdom- London in 2018, who found
stigmatising attitudes towards persons with mental
illness among general population.[29,31] Bennett and
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colleagues in Jamaica (2015) conducted a study that
revealed negative stereotypical attitudes among nursing
students towards persons with mental illness and in
Poland, Kopera and his research team conducted a study
that revealed negative stereotypical attitudes among both
mental health professionals and students in 2015.[32,33]
Also, findings from the current studies are in line with
local studies conducted in Africa that revealed negative
stereotypical attitudes among research participants
towards persons with a mental illness. For example, a
study conducted by Kapungwe and colleagues in Zambia
revealed negative stereotypical attitudes among primary
health care providers towards persons with a mental
illness, while Barke and his colleagues in Ghana found
stigmatizing attitudes among the population in regards
to mental illness.[14,10]

However, participants agree with the idea of placement
of mental health care services within the communities
while they expressed a need of social distance with
persons mentally ill. This was evidenced by several
contradictions and neutral positions used to be taken by
research participants.

In addition to these contradictions, the findings of the
current study revealed neutral positions that are argued
to be the result of social desirability bias.[33,34] Here,
participants seem to agree with the declaration of
United Nations (UN) about human rights and this issue
of human rights has been taken into consideration in
the costitution of different countries. The Rwandan
constitution stipulates that all Rwandese are equal and
must be given equal opportunities and be protected
from any kind of exclusion or segregation.[12,35]

The current study revealed an association between
the experience of participants in regards to local
administration system (in regards to numbers of
terms/ mandate) and the level of education and scores
achieved on the CAMI-S subscales and the total score.
These findings are in line with findings from the studies
conducted by Barke and colleagues in Ghana (2011)
among the general public and Song and colleagues in
Taiwan (2005) among general public which revealed an
association between the level of education and negative
attitudes towards people mentally ill.[14,36] In addition,
a study conducted in western Nigerian in 2008 by
Adewaya and Oguntande found an association between
experience and attitude towards people mentally ill.[27]
Bjorkman and colleagues (2008) in Sweden, found an
association between experience and stigmatizing attitude
towards persons with mental illness among nursing staff.

[37]

However, the current study revealed no significant
association between sex and age of participants and
the scores achieved on the CAMI-S subscales and the
total score. This is consistent with a study conducted
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among mental health professionals and medical students
by Kopera and colleagues in Poland suggesting no
significant difference between females and males.[33]

Finally, participants in the current study reported a high
level of contact with persons with mental disorders. The
study results revealed a negative correlation between
familiarity and negative stereotypical attitudes suggesting
a mediating relationship between familiarity with persons
with mental illness. In other words, decreased negative
stereotypes were associated with increased familiarity.

These results are consistent with findings reported in
literature from studies carried out on both the general
population and health care professionals, suggesting a
significant negative correlation between familiarity and
stigmatizing attitudes.[23,29,30] These authors suggest
that individuals who have a relative or a friend with a
mental illness do not generally perceive mentally ill
persons as being dangerous and therefore desire less
social distance from them.

The study conducted by Adewayu and Maknjuola (2008)
on social distance towards people with mental illness
in South Western Nigeria suggested that high social
distance towards people with mental illness correlates
with having never cared for someone who is mentally ill.
However, findings from this study contrast with other
previous studies that have been conducted in Africa. For
example, the study conducted by Smith and Middleton
(2010), in South Africa, included a representative sample
of potential employers who had high levels of intimate
contact with persons with serious mental illnesses, and
reported evidence of no relationship between familiarity
and the extent of negative stereotyping or desire for
social distance.|28] Also, findings from a study conducted
by James and colleagues (2012) in Southern Nigeria
on stigmatizing attitudes held by medical students and
interns towards persons with mental illnesses suggested
no significant correlation between familiarity with
mental illness and stigmatizing attitudes.|20]

Conclusion

The current study revealed negative stereotypical
attitudes among local authorities in regards to persons
with mental illness in Muhoza sector. Also, findings
from this study showed important contradictions
and neutral responses. This study revealed significant
association between participants experience and level of
education and CAMI-S subscales (open minded and pro-
integration, fear and avoidance and community mental
health ideology subscales) and total scores. Finally,
results from this study showed that participants’ level of
contact correlates with CAMI-S subscales (open minded
and pro-integration, fear and avoidance and community
mental health ideology subscales) and the total scores.

To clarify contradictions and neutral position found



https://dx.doi.org/10.4314/tjmhs.v2i3.5

Rwanda Journal of Medicine and Health Sciences Vol. 2 No.3, September 2019

among local authorities, more studies especially
interventional research, are recommended to be
extended to the whole country. These studies are
aiming at providing national empirical data on attitudes
towards people mentally ill and will analyse deeply the
effectiveness of familiarity with people mentally ill in the
process of reducing the negative stereotypical attitudes
associated with mental illnesses.

To reduce negative stereotypical attitudes among local
authorities’ different activities happening at the villages
could help to increase their level of knowledge in
regards to mental health. These activities might include
discussions or public talks about mental illness and can
be organized at village level whereby all categories of
people living in the village could benefit from them.
Also, mental illness could be recommended among
topics which are taught during the local leaders gathering
commonly called ITORERO to improve knowledge in
regards to mental illness.

Persons with mental illness could provide testimonies to
increase the familiarity towards mental illness among local
authorities and the general population that will reduce the
negative stereotypes towards people mentally ill.

Two limitations for the current study atre to be mentioned
and these include the impossibility to generalize findings
to all local authorities in the district or in Rwanda
because the study was conducted in one selected sector.
Also, the presence of the researcher on the research
setting during the data collection would have been
affecting the participants’ responses.[20] In addition,
the researcher used implied consent by submission
of questionnaire, instead of informed consent. This
was to reduce possible discomfort among participants
and show evidence of voluntary participation and for
reducing social desirability bias.[21]
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