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Background: A growing body of literature has revealed that many medical students and doctors do not seek professional help for their mental health due to fear of stigma (both public- and self-stigma) and questioning of their clinical competency. The aim of this systematic review was to identify and evaluate direct and indirect interventions that address mental health stigma in medical students and/or doctors. We focused explicitly on studies that measured the impact on self-stigma outcomes.

Method: A systematic search of the following electronic databases was undertaken from inception to 13 July 2022: PubMed, Embase, PsycINFO, and CINAHL, together with manual searching of reference lists. Screening of titles, abstracts, and full texts of eligible studies, plus quality appraisal using the Mixed Methods Appraisal Tool, were independently conducted by multiple reviewers with disagreements resolved via discussion.

Results: From 4,018 citations, five publications met the inclusion criteria. None of the studies explicitly aimed to reduce self-stigmatisation, with the majority focusing on medical students. Most of the identified interventions focused on reducing professional stigma (i.e., stigma toward patients with mental illness) and measurement of self-stigma was incidentally collected via a subscale of the general stigma measure selected. Three studies found significant reductions in self-stigma following the delivered intervention. These studies were of moderate quality, had medical student samples, employed combined education and contact interventions, and used the same outcome measure.

Discussion: Intentional development and evaluation of interventions specifically designed to decrease self-stigma among doctors and medical students are needed, with further research required on the optimal components, format, length, and delivery of such interventions. Researchers delivering public/professional stigma reduction interventions should strongly consider measuring the impact of such interventions on self-stigma outcomes, using fit-for-purpose, psychometrically sound instruments.
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Introduction

The path to a career in medicine is far from easy; it is an extended period of training that requires commitment from an early age, persistence, hard work, and significant investment both emotionally and financially (1). There is no doubt the stakes are high for individuals who pursue the journey to becoming a doctor. Much has been written about the various stressors medical students and doctors encounter during their training including heavy and unpredictable workloads (often in environments where resources are stretched), sleep deprivation, pressure to excel, high stakes assessments, fear of making a mistake, and the emotional impact of human suffering and death (2, 3).

Given the pervasive stressors involved in medical training, it is not surprising that medical students and doctors are at increased risk of psychological distress and mental health conditions, relative to the general population (4). Existing literature consistently recognizes the high prevalence of anxiety (5), depressive disorders and suicidal ideation (6, 7), substance use disorders (7–9), as well as stress and burnout (10–12) in this population. Suggested solutions to improve the wellbeing of medical students and doctors have included both system level changes (e.g., modifying shift schedules, workload reductions) and individual interventions from either a treatment or prevention perspective.

While the efficacy of individual interventions is promising (12–14), participation and uptake has often been impacted by the reluctance of medical students and doctors (1). A growing body of literature has revealed that many medical students and doctors do not seek professional help for their mental health. Medical students have been found in various studies to actively avoid help-seeking and treatment (11, 15), are unwilling to disclose mental health concerns in an educational setting (16), and prefer to access support informally via friends, family, and sometimes peers (17). Similar observations have also been noted in doctors who frequently conceal mental health concerns from those in their professional environment and delay or fail to seek treatment (18–20). The potential consequences of avoidance in treatment seeking are two-fold. First, mental ill health can significantly impact the quality of life of medical students and doctors experiencing such symptoms. Second, mental ill health of doctors and medical students is often interconnected to the quality of care delivered (21–23).

Medical students and doctors have been found in multiple studies to report ingrained stigma toward mental illness as one of the main barriers to disclosure and help-seeking, facilitated by a belief culture that emphasizes selflessness and invincibility (24–26). Stigma is a social process of exclusion, blame, rejection, or devaluation based on a person’s characteristics or group memberships (27), which can result from the experience or anticipation of adverse social judgment. It involves three components: stereotypes (negative beliefs about a group of people/self), prejudice (negative affective response), and discrimination (behavioral response to prejudice). The ubiquitous culture of stigma within medicine is experienced in two main forms: public stigma and self-stigma (22).

Public stigma refers to negative attitudes and discriminatory behaviors carried out by others in the social environment (28). In the context of medicine, this is often expressed as negative consequences (actual or anticipated) to medical students and doctors respective academic future and career progression, damage to professional relationships, negative attitudes toward colleagues/peers experiencing mental illness (e.g., perception of “incompetence,” “weakness,” and “unreliable”), and concerns regarding confidentiality and mandatory reporting requirements as result of disclosure and treatment (22, 26, 29–35). Public stigma toward mental illness is also exhibited by medical students and doctors toward patients experiencing mental illness [known as professional stigma (36)].

Self-stigma occurs when an individual experiencing mental illness internalizes public stigma, resulting in considerable shame (28). Modified Labelling Theory (37) proposes that negative stereotypes, prejudices, and discriminatory behavior toward mental illness in an individual’s environment (i.e., workplace or university) can take on new and personal significance when the individual experiences mental ill-health. Subsequently, the individual may expect to be socially devalued by those around them (e.g., colleagues and patients), potentially leading to social withdrawal, secrecy, treatment delays/avoidance, and disempowerment which has negative implications for self-esteem, self-efficacy, and quality of life, and has also been linked to risk of suicide (38). In the context of medicine, self-stigma is often expressed as medical students or doctors experiencing significant shame and embarrassment regarding their mental health, a perception they are “weak” or a “failure,” and reduced self-esteem and self-efficacy resulting in reappraisal of their view of the world and their place within it. They also have a tendency to blame themselves for their condition and/or circumstances, thereby experiencing social withdrawal, reduced academic and/or clinical performance, avoiding or declining career opportunities, and failing to seek treatment for psychological and/or physical conditions (22, 26, 33, 39). This highlights the importance and need to address self-stigmatisation in medical students and doctors given the potential adverse impact on their health and well-being as well clinical care practices.

Given stigma is one of the main barriers to treatment seeking by both medical students and doctors, and the potential consequences of delayed treatment seeking can be significant for them and their patients, it is vital to evaluate the effectiveness of interventions aimed at reducing mental health stigma in this population. As such, the aim of this systematic review was to identify and evaluate direct and indirect interventions that address mental health stigma in medical students and/or doctors. We focused explicitly on studies that measured the impact on self-stigma outcomes as many intervention studies in this area focus on the impact to professional stigma (e.g., studies measuring stigma toward patients with conditions such as depression or schizophrenia, a form of public stigma). While improvements in public/professional stigma are positive for patients, intervention effects cannot be generalized to attitude changes experienced by medical students and doctors about their own mental health. Additionally, it is possible for medical students and doctors to hold accepting beliefs about mental illness in others (e.g., patients or colleagues), but stigmatize this vulnerability in themselves which may further constrain help-seeking (26, 39).



Methods

The Preferred Reporting Items for Systematic Reviews and Meta-Analyses (PRISMA) (40) statement was used as a methodological framework. The review was registered on the International Prospective Register of Systematic Reviews (CRD42022312928). The data were managed and stored using Covidence (Veritas Health Innovation), an electronic systematic review platform.


Data search

A systematic search of the following electronic databases was undertaken from inception to 13 July 2022: PubMed (Ovid), Embase (Elsevier), PsycINFO (Ovid), and CINAHL (EBSCO). With assistance from the Faculty Librarian, the search terms used included synonyms and derivatives of ‘medical professionals’ and ‘medical students’, ‘mental health’, ‘stigma’, and ‘interventions’. Complete details of the search strategy can be found in Supplementary File 1. The reference lists of the included studies were also crossed checked and relevant citations were manually searched and entered if they met the eligibility criteria.



Eligibility criteria

Studies were included if they: (1) were primary full text articles published in English or an English translation was available; (2) the sample or subsample were medical students and/or doctors; (3) an intervention that directly or indirectly addressed mental health stigma was delivered; and (4) an outcome measuring self-stigma was reported at both pre-intervention and post-intervention. In instances where participants in a study were “health professionals,” the study was only included if data for medical students and/or doctors was reported separately. Similarly, studies where the outcome measure/s assessed various forms of stigma were only included if a subscale measuring self-stigma was reported separately at pre-intervention and post-intervention.



Study selection

Four reviewers (AB, CJ, BC, and DJ) independently screened the titles and abstracts of all studies identified via the search strategy, followed by the full texts of relevant articles, using the eligibility criteria. Disagreements were resolved by consensus or by consulting with an author who had not been involved in the independent screening of a specific study.



Data extraction

Three reviewers (AB, CJ, and BC) independently extracted data from included studies. Information extracted included: author; year of publication; country where study occurred; study aim; study design; sample characteristics; description of intervention and comparison groups; data collection (e.g., outcome measure and administration time points); main findings; and quality assessment. Disagreements were resolved by consensus.



Data quality

The quality of included studies was assessed using the Mixed Methods Appraisal Tool (MMAT) (41), Version 18. The MMAT allows for evaluation of qualitative studies, randomized controlled trials, non-randomized studies, quantitative descriptive studies, and mixed-method studies. Rather than providing an overall quality appraisal score for each study, the MMAT recommends that pertinent details of each criterion are reported to inform the quality of the included studies.




Results


Results of search strategy and study selection

The literature search yielded 5,100 potentially relevant citations. After duplicates were removed, 4,018 citations were title and abstract screened, with 165 full-text articles assessed for eligibility. After full-text assessment, three citations met criteria for inclusion. Backwards citation searching from the three included studies revealed an additional 12 citations for consideration, with two additional citations meeting criteria for inclusion. This resulted in a total of five studies for inclusion in the review. The heterogeneity (e.g., study design and intervention) of the small number of studies identified precluded any scope for meta-analysis in this review, therefore a narrative synthesis was undertaken. Figure 1 depicts the PRISMA flowchart of the article selection process.
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FIGURE 1
 PRISMA article selection flowchart.




Characteristics of included studies

Table 1 presents an overview of the included studies. Studies included in this review were conducted in Canada (42, 43), New Zealand (44), Malaysia (45), and Israel (46). The date range was 2013 to 2021. Sample sizes ranged from 49 to 243, with a total of 527 participants across all five studies. Four studies had medical student samples, two undergraduate entry (43, 45) and two postgraduate entry (44, 46) programs. One study had a sample of family physicians (42). Ages ranged from 20 to 69 across the four studies. For the four studies that reported gender information (42, 43, 45, 46), more than half of the total participants were female (62.3%).



TABLE 1 Overview of included studies.
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All five studies explored the impact of combined educational and contact-based interventions on stigma outcomes. Two studies were randomized controlled designs with either a wait-list control (42) or a comparison intervention (45). One study was a comparative cohort study comparing cohorts across two campuses who undertook a standard psychiatric rotation and then either received or did not receive a stigma reduction intervention (44). Two studies were quasi-experimental design with no control (43, 46), with Martin et al. (46) also incorporating a qualitative component. Three studies delivered the intervention in a single session (43, 45, 46), while the other two studies delivered the intervention over a series of weeks with several components (42, 44). The Disclosure/Help-Seeking Subscale of the Opening Minds Scale for Health Care Providers (OMS-HC) (47) was used as a measure of self-stigma across all five studies, with administration at pre-intervention and post-intervention. Only one study (45) included a follow-up period (1 month). All five studies aimed to reduce stigma in general. None specifically focused on reducing self-stigma.



Intervention impact on self-stigma

Results varied across studies, with three studies finding significant improvements in self-stigma. Newton-Howes et al. (44), which examined the effectiveness of the World of Difference Program in addition to a standard 5-week psychiatric attachment, found a statistically significant improvement in self-stigma from pre-intervention to post-intervention in Year 5 and Year 6 medical students who received the intervention (p = 0.003 and <0.001, respectively). No significant changes were found in Year 5 and Year 6 medical students who completed a psychiatric rotation but did not receive the intervention (p = 0.079 and 0.075, respectively).

Martin et al. (46), which examined the effectiveness of a contact-educational intervention with medicine students consisting of three components: (1) lived experience sharing by three senior physicians on topics such as failing high stakes examinations and personal experiences of mental health conditions and treatment (2) small group debriefing with one of the three senior physicians; (3) educational materials on mental health available to students, reported a statistically significant reduction in self-stigma from pre-intervention to post-intervention.

Fernandez et al. (45), which examined the effectiveness of a 90-min educational lecture combined with either a 45-min face-to-face contact intervention or a 40-min video-based contact intervention in medical students, reported that both groups experienced statistically significant reductions in self-stigma across time. However, significance values were not provided and therefore it cannot be determined which time points demonstrated statistically significant changes. Review of outcome scores in Fernandez et al. (45) indicates that both groups experienced a mean reduction of 2.40–3.00 points on the Disclosure and Help-Seeking Subscale between pre-intervention and post-intervention. A mean increase of 2.11–2.24 points was reported in both groups between post-intervention and the 1-month follow-up, with follow-up scores within 0.8 (face-to-face contact group) and 0.3 (video-based contact group) points of the pre-intervention scores. This potentially indicates that for both groups there was a reduction in self-stigma from pre-intervention to post-intervention, but the intervention effect was not maintained at follow-up.

The other two studies did not find a significant reduction in self-stigma. Beaulieu et al. (42), which examined the effectiveness of a 15-week intervention consisting of both education and contact components against a wait-list control in family physicians, found there was no significant change in average scores on the Disclosure and Help-Seeking Subscale between pre-intervention and post-intervention for either group (p > 0.05). Lastly, Jarvie et al. (43) examined the effectiveness of a 90-min educational presentation and interaction with Stand-Up for Mental Health comedians (who had previous experiences of mental illness) in medical students. They found no significant change in average scores on the Disclosure and Help-Seeking Subscale between pre-intervention and post-intervention (p = 0.510).



Quality assessment

Overall, the quality of the five studies was poor to fair. All studies met the first two screening criteria of the MMAT. For the two RCT studies (42, 45), both described an adequate randomization process, and the groups were similar at baseline. Complete outcome data was provided in Fernandez et al. (45); however, Beaulieu et al. (42) had considerable withdrawal/dropout from randomization, ranging from 30% for the intervention group to 38% for the control group. Previous literature has indicated acceptable withdrawal/dropout rates range from 5% (48) to 20% (49), therefore the withdrawal/dropout observed in Beaulieu et al. (42) likely impacts quality. In both studies, participants were the outcome assessors and not blinded to the intervention provided. Adherence to the assigned intervention was not described in either study, though more likely to have occurred in Fernandez et al. (45) due to the brief, time-limited intervention period and implementation as a part of scheduled educational activities.

For the non-randomized studies (43–46), it was unclear if participants were representative of the target population. Only 49 of 130 eligible participants agreed to participate (response rate = 37.7%) in Jarvie et al. (43), while no eligibility criteria or number of students potentially eligible were described in Newton-Howes et al. (44) or Martin et al. (46). All three studies met criteria for appropriate outcome and intervention measures. The relatively low response rate and small sample size (N = 49) reported in Jarvie et al. (43) also needs to be considered in the context of participant motivation, which may have impacted findings. Incomplete data ranged from 9 to 12% for Newton-Howes et al. (44) and 12.7% for Martin et al. (46); however, this is within acceptable ranges according to the MMAT criteria. Complete data was reported for Jarvie et al. (43); however, this likely reflects the brief, time-limited intervention period. In all three studies, the interventions appear to have been administered as intended, though this is not explicitly stated. None of three studies appear to account, or control, for confounding variables in the design or analysis. A summary of quality appraisal can be found in Table 1.




Discussion

This systematic review highlights the paucity of research examining the effectiveness of direct and indirect interventions to reduce self-stigmatisation in medical students and doctors. None of the five included studies in this review explicitly aimed to reduce self-stigmatisation, with the majority focusing on medical students. Most of the identified interventions focused on reducing professional stigma (i.e., stigma toward patients with mental illness) and measurement of self-stigma was incidentally collected in the stigma measure selected. Only three studies found significant reductions in self-stigma following the delivered intervention. These studies were of moderate quality, had medical student samples, employed combined education and contact interventions, and used the same outcome measure.

Despite the lack of explicit focus on self-stigma in both intervention design and outcome measurement, findings of this review indicate that aspects of interventions to reduce public and/or professional stigma may be effective in reducing self-stigma, as self-disclosure and help seeking intentions had positive influence in three studies of varying intervention lengths (e.g., one-off intervention vs. multiple component intervention delivered over several weeks). This is not surprising as self-stigma is strongly related and interconnected to broader structural and public forms of stigma, therefore challenging and breaking down stigmatizing attitudes and behaviors at a public and institutional level may limit individual exposure to such attitudes and behaviors, potentially preventing or minimizing internalization of stigmatizing beliefs (50). However, the impact of public and professional stigma reduction interventions on self-stigma outcomes was not consistent across all studies in this review, and there were a considerable number of studies excluded for not measuring the impact on self-stigma. This highlights the importance and need for researchers to evaluate the effectiveness of public and professional stigma reduction interventions on self-stigma outcomes, ideally using psychometrically sound instruments that focus entirely on measuring self-stigma such as the Internalized Stigma of Mental Illness scale (51) or Self Stigma of Mental Illness scale (52), rather than instruments that incidentally measure self-stigma via one subscale.

More importantly, however, there is a clear priority for researchers to intentionally create and evaluate the effectiveness of interventions aimed at explicitly reducing self-stigma in doctors and medical students who, as a group, have been identified at increased risk of experiencing self-stigma (50). At the current time, there appears to be almost no published research about the effectiveness of interventions aimed explicitly at reducing/preventing self-stigma in doctors and/or medical students. The small number of studies that have examined the effectiveness of interventions to reduce self-stigma have mostly involved community members with serious mental illness (e.g., schizophrenia) and utilized techniques from Cognitive Behavioral Therapy (CBT) and mindfulness, including psychoeducation to correct misunderstandings about mental illness, cognitive restructuring to challenging self-stigmatizing thoughts, approaches to strengthen personal abilities, and coping strategies for dealing with public stigma. These interventions have been delivered in individual and group settings (53–56). The main goal of these approaches is to enhance resilience, self-compassion, and the ability to withstand stigma by highlighting personal strengths and emphasizing concepts such as hope, recovery, relapse prevention, self-efficacy, and meaning (57).

While CBT and mindfulness based self-stigma approaches used in community samples may also be useful for targeting self-stigma in doctors and medical students, results of this review suggest that incorporating lived experience sharing (i.e., contact) from individuals in the workplace and/or educational environment may be a key feature of future self-stigma interventions with this population. Contact interventions put a face to stigmatized conditions and have the potential to normalize the experience of mental illness in the medical community (58), while emphasizing the benefits of help-seeking and the ability to continue providing quality patient care in many circumstances (45, 59).

At present, the optimal components, format, length, and delivery of self-stigma intervention for medical students and doctors is unknown and warrants further research via expert consensus methods such as a Delphi study. It is likely that an intervention (co-designed with doctors and medical students that have experienced self-stigma) that combines both education, lived experience contact from a mix of senior and junior staff members from various specialities, therapeutic elements of CBT, self-compassion exercises, and empowerment through activism to foster stigma resistance, could be an ideal starting point for evaluation (57, 60–62). Naturally, any individual system level effort needs to be combined with broader stigma-reduction interventions and policies to address both public and structural stigma and discrimination within medicine, and system changes to improve overall wellbeing for all staff.


Limitations

It is acknowledged the results of this review are limited by the small number of studies available for inclusion with relatively small sample sizes, varying study quality, and heterogeneity. This issue highlights the dearth of research in this area. Additionally, in the five included studies, participants were likely aware of group assignment and it plausible that demand characteristics influenced results in a favorable manner, particularly for studies administered in a pre-post design with an intervention delivered by a known/liked educator [(e.g., 45, 46)]. It should also be noted that only one of the five studies included in this review included follow-up [(e.g., 45)], therefore it is unknown whether any impact to self-stigma from interventions addressing public/professional stigma is maintained, a well highlighted issue in stigma research (63). Future research should ensure that any evaluation of intervention effectiveness includes appropriate follow-up to determine whether intervention effects are maintained in the short- and long- term (63), ideally using a robust and psychometrically sound measure/s of self-stigma.




Conclusion

This review highlighted a lack of research examining the effectiveness of direct and indirect interventions to reduce self-stigmatization in medical students and doctors, a group that are well known to be at increased risk of psychological distress and various mental health conditions (4, 7) and more susceptible to the internalization of stigmatizing attitudes due to the invincibility belief culture in medicine (26, 50). Intentional development and evaluation of interventions specifically designed to decrease self-stigma among doctors and medical students are needed, with further research required on the optimal components, format, length, and delivery of such interventions. Looking to self-stigma interventions developed for other populations, along with expert consensus methods such as a Delphi study, may be beneficial to clarify these knowledge gaps prior to intervention development. In the interim, researchers delivering public/professional stigma reduction interventions should strongly consider measuring the impact of such interventions on self-stigma outcomes, using fit-for-purpose, psychometrically sound instruments.
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