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Introduction: The importance of stigma toward patients with mental illness in medical students as future physicians cannot be overemphasized. There is currently no formal training to reduce stigma toward mental illness in medical students in their educational curriculums in Iran like most other low and middle income countries. Therefore, aiming to provide a practical and effective training package focused on reducing stigma toward patients with mental illness in medical students, the current study conducted, as an expert panel with Delphi method, based on a scoping review, to develop an education package to improve attitude of medical students toward patients with mental illness.

Materials and Methods: We surveyed the available international databases including PubMed, Google Scholar, Scopus, PsycINFO, Tripdatabase, Web of Science, Cochrane Database of Systematic Reviews as well as Persian databases including Iranmedex, SID, Irandoc and Magiran in February and March 2020. After an extensive review of related resources, 13 articles met our inclusion criteria. Then, we extracted the related data including type and duration of the interventions, sample size, mean and standard deviation of stigma scores before and after interventions. To develop the package among the included interventions, we asked 16 experts in psychology, psychiatry, and social medicine to rate the interventions based on a number of variables such as effectiveness, feasibility and applicability in a Delphi process.

Results: The selected intervention in Delphi method with consensus of experts included a set of four sequential interactive interventions: showing a movie and discussing it, psychiatric training including contact with people who affected psychiatric disorders, social communication with people who affected psychiatric disorders, and group discussion on defining stigma and personal experiences.

Conclusion: In the present study, we recommend a set of interventions to reduce stigma toward patients with mental illness among medical students in the form of a package of combined, interactive and sequential interventions that have been previously been shown to be effective in reducing stigma related to mental illness. We expect that implementation of these interventions would reduce mental illness stigma in medical students; which needs further verification.
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INTRODUCTION

Stigma is a negative form of labeling individuals or a group of individuals that distinguishes them from the other members of the society, based on physical or psychological differences or perceived differences (1–3). The word stigma has Greek roots, referring to a marking that was seared on the foreheads of the slaves in the past to distinguish them from others and prevent them from escaping (1, 4). In Sanskrit language, too, the Aryan word, stigma, means to mark (5). The stigma of mental illness leads to discrimination, loss of social status, confrontational behaviors, and reduced quality of life for those labeled mentally ill. For the stigmatized individual, this can aggravate the illness, result in substance abuse, prevent them from taking medications and not following up with treatment, and ultimately create serious issues for their families (6). On the other hand, from the public's point of view, admitted people with psychiatric disorders are perceived be different from other hospitalized people. This different position causes emotional distress in people with psychiatric disorders. This difference of attitude toward psychiatric disorder is because a patient hospitalized in the psychiatric ward, especially a person with schizophrenia, is perceived by others as dangerous, incompetent and unreliable (7–9).

Stigmatized attitude toward patients with mental illness is also a major problematic concern among healthcare workers including medical students. One of the main negative attitudes toward mental illness by physicians with different specialties is that they consider the psychotropic medications as dangerous, ineffective, and with many side effects that endanger their patients' independence, while physicians play a key role in introducing psychiatry to people and changing their attitudes (10).

In addition to the prominent and well-established role of mental health therapists in treating mental disorders, their actions are also crucial in reducing stigma. Among the actions of psychologists and psychiatrists in de-stigmatizing psychiatric people is improving the quality of psychiatric services. Providing comprehensive and team therapies is one of these strategies. For example, holding classes and workshops for the public and other health care providers or their presence in the media can reduce stigma (11). Timely provision of good mental health care services and effective treatment of mental illnesses can prevent the deterioration of patients and result in their better integration in society. This could have an important role in de-stigmatization of mental health conditions. In this regard, certain groups, including physicians, need to be trained (11). Unfortunately, lack of educational programs for physicians on psychiatric disorders and the negative attitude toward mental health conditions is prevalent among physicians and paramedics, which results in stigmatization of people with mental illness (12). Also, there are limited studies in Iran which have examined the stigma of mental illness among medical students. Tavakoli et al.'s (13) study on medical students demonstrated that cognitive and emotional components impact the formation of mental illness stigma, negatively impacting students' assessment of people with mental health conditions as risky and uncontrollable (13). In another study, the stigma of depression among medical, technical, and art students, and their attitudes toward seeking help were examined. It showed that the most common way students became familiar with mental health conditions was by watching videos and films related to mental illness (14). Amini et al. (15) examined medical students' views on psychiatry and its selection as their future field. In this study, about half of those who expressed interest in psychiatry had relatives or close friends with a psychiatric disorder (15). In another study, the effect of increasing medical students' exposure to people with mental illness was examined, which showed that the increased exposure did not improve students' negative attitudes toward mental illness and psychiatric conditions (16).

Most studies emphasize the importance of psychiatric education to reduce stigma, especially among medical students. However, the findings from previous studies are scattered and have not yet been presented in a coherent program or package to reduce stigma. For this reason, insufficient information is available on the implementation of interventions and their impact over a long period of time. Since there are no established educational program to reduce stigma through medical educational system in Iran, we aimed to provide a practical and effective training package to reduce stigma of people with mental illness in medical students using an expert panel with Delphi method, based on a scoping review.



MATERIALS AND METHODS


Step 1: Search Strategy, Data Extraction and Quality Assessment

We searched the available international databases including PubMed, Google Scholar, Scopus, PsycINFO, Tripdatabase, Web of Science, Cochrane Database of Systematic Reviews as well as Persian databases including Iranmedex, SID, Irandoc, and Magiran. We did not limit our searches to a specific time period. The languages of the searched sources were English and Persian. Persian equivalent terms for stigma, attitude, mental illness, intervention, and program were used separately and combined in the Iranian bibliographic database. In the International Bibliographic Database, the keywords of stigma and related words, mental illness and related words such as intervention, reduction, improvement, or similar words were used in combination. We combined the results of each search with the AND operator.

We performed the online search in February and March 2020 and retrieved a total of 3,070 articles and 200 theses. Two researchers reviewed each document independently and a third person reviewed the possible disagreements for a final decision. Initially 1,209 articles and 160 theses were excluded due to duplication. In the next stage, by reviewing the titles, 1,692 articles and 36 theses were excluded due to lack of relevance with the study's objectives. Then, we reviewed the abstracts and excluded 148 articles and three theses. Finally, 21 article full texts and one thesis were thoroughly reviewed for inclusion criteria.

Out of a total of 21 articles and one thesis, 13 articles were selected according to our inclusion criteria (Figure 1). We included studies that assessed the efficacy of interventions to reduce stigma of mental illness in health system staffs (physicians, nurses, psychologists, social workers and health system students), with a randomized controlled trial method.


[image: Figure 1]
FIGURE 1. The methodology for finding and narrowing down relevant articles and theses.


We extracted the type of stigma reduction interventions, the sample sizes of the control and intervention groups, the mean stigma scores in each group before and after the intervention, the standard deviations and the durations of the interventions. Then, the effect size of each intervention was calculated using Cohen's formula. The data obtained from each intervention are provided in Table 1. Finally, out of 13 selected articles, 19 stigma reduction interventions were obtained to enter the expert panel using Delphi method.


Table 1. Anti-stigma interventions and their effect in previous studies.
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Step 2: Delphi Expert Panel

The collected data were entered into the Delphi method to select interventions to design an educational package for improving attitudes toward people with mental illnesses amongst Iranian medical students. In this way, sixteen experts, faculty member with a substantial research and practical history on the topic, from different related fields such as psychology, psychiatry and social medicine were invited to participate in the Delphi process. The selection of experts was based on one of the following criteria: 1. Experts with at least 15 years of work in the field. 2. Who have research and practical experience on the stigma toward patients with mental illness topic. 3. These individuals were invited to participate and cooperate in selecting the best educational interventions to reduce stigma. In this way, the data collected from the review of previous studies (Table 1) and a list of interventions were sent via email to the participating experts. They were asked to score each intervention, based on submitted evidence, feasibility criteria, degree of necessity, degree of attractiveness for students, and the possible impact on the Likert Scale from one (strongly disagree) to four (Strongly agree. At the end of the list of interventions for scoring, two open-ended questions were asked from experts about the ability to combine interventions and indicate the most appropriate combination of interventions to be included in the educational package. Out of 16 experts, 14 experts sent back their answers. Experts' responses were summarized both quantitatively (Table 2) and qualitatively. In the quantitative method, the total scores given in the subscales defined for each intervention (feasibility, degree of necessity, level of attractiveness for students and potential impact) were averaged. In the qualitative method, the opinions for and against each intervention method and the experts' answers to the open questions were collected and organized. In the next step, the authors discussed the quantitative and qualitative responses to select interventions for the development of the educational package. As a result, the interventions with a low score (average score ≤3) and interventions that were argued to be less adaptable to Iran's cultural and social conditions were excluded. Finally, out of 19 interventions, six were prioritized. The six selected interventions employed one or more of the following four approaches; direct education, contact with people with mental disorders, video screening, and group discussions.


Table 2. Quantitative average of data in the first stage of Delphi.
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In the second stage of the Delphi process, the 14 experts who collaborated in the first stage of Delphi, were asked to comment on implementing the six interventions selected for the educational package and explain their reasoning for agreement or disagreement. Out of the 14 experts, 11 experts submitted their answers at this stage. The responses were summarized and the final findings were reviewed and discussed by the authors in this study.




RESULTS

After reviewing the 13 selected articles, the type of stigma reduction interventions, the impact of the interventions, the follow-up period after the interventions, and the durations of the impact of the interventions were extracted from the available articles. Most studies used more than one intervention or combination of several interventions to reduce stigma on the target group. The findings of previous studies are presented in the Table 1 below.

The findings obtained in this study are discussed below:


Qualitative and Qantitative Summary of Data Obtained From the First Stage of Delphi

This stage is the result of the findings obtained from the first Delphi stage. The consensus among all the participants in the first stage of Delphi was that all of these interventions could be combined, people and if implemented properly, can be effective in reducing stigma among Iranian medical students. One participant stated that this work should not be limited to one course or 1 month of training and should last for 3–5 years during the students' theoretical, internship, and clinical training courses to achieving higher impact and quality. Some participants emphasized implementing approaches that include the three areas of knowledge, cognition, and behavior. One participant believed that stigma is a kind of phobia that can be reduced through repeated exposure. Of the 19 interventions obtained, most participants suggested interventions that include theoretical training and increased interaction and social contact.



Data From the Group Discussion of Authors After the First Stage of Delphi

The researchers of this study discussed the data obtained from the first stage of Delphi. Based on the findings, six stigma reduction interventions were selected for the proposed education package, consisting of holding a workshop, education with contact with people, training in diagnosis and treatment of depression and anxiety and self-confidence for patient management, showing movies about social stigma, direct face-to-face contact with a people with a psychiatric disorder, and the formation of open groups and discussions about stigma.



Data From the Second Stage of Delphi

The experts re-evaluated the six selected stigma reduction interventions in the second stage of Delphi. At this stage, participants explained their agreement or disagreement. In the second Delphi stage, participants commented on each of the interventions, which is given below:


Intervention of Holding a Workshop

Three experts disagreed with its implementation in the stigma reduction educational package. The first participant who opposed this method believed that it is an efficient, practical, attractive, and innovative method, but most professors are unfamiliar with its design and implementation. It is also very time-consuming and costly, and with the financial problems of hospitals and the education system in Iran, there is no priority for holding a workshop. Another expert explained that only workshops with motivational goals could lead to change, which is not a conventional standard for workshops in Iran. A third person opposed to this method believed that a workshop is practical as a part of the de-stigmatization method and that it is not enough to change attitudes and behavior on its own. Eight experts agreed with the implementation of this intervention in the training package. However, to increase the effectiveness, most of them emphasized two-person active interaction in the workshop, using educational posters in the sessions, and holding the workshop by professional instructors in this field.



The Training Intervention Along With Contact With People

only one of the experts disagreed with this intervention who believed that despite the necessity of this intervention, due to its implementation in the current educational curriculum for students, it will not introduce a change in the existing process in the new educational package. Other experts agreed with this intervention. One of the participants suggested this intervention as the priority in the educational package. Most of the experts believed that this intervention should be implemented in outpatient centers, counseling, rehabilitation, private psychiatric clinics, and centers outside the hospital where most people are Non-emergency, Non-psychotic, and have psychosomatic and Non-chronic illnesses, in order to increase the effectiveness of this intervention for students and minimize the risk for people.



Diagnosing and Treating Depression, Anxiety, and Self-Confidence Training for Patient Management

Two experts disagreed with implementing this intervention in the training package. One of the experts believed that implementing this intervention, despite its usefulness, is not feasible with the current facilities. The other expert stated that despite the usefulness of this method, due to doubts about its effect on stigma removal, it is not applicable. Other experts agreed with using this intervention in the educational package. Although many experts were unsure about the effectiveness of this intervention in reducing stigma, they nonetheless believed that this method could improve students' learning by increasing student's empathy skills with people and help provide a comprehensive understanding of people. One of the experts mentioned the necessity of implementing this intervention and emphasized holding regular student communication sessions with the patient in the presence of an educational supervisor to identify the student's problems and mistakes in managing the patient's diagnosis and treatment and give them relevant training.



Intervention of Showing Movies About Stigma

Two experts believed that showing movies have no lasting effect on reducing stigma and disagreed with its effectiveness. One of the participants had no opinions on this intervention due to the lack of information about stigma reduction movies that are culturally appropriate and relevant in Iran. Other participants agreed with the inclusion of this intervention in the training package as an auxiliary method due to its educational appeal to students and to help them learn better.



The Direct Contact and Face-To-Face Intervention With People Who Affected Psychiatric Disorders

Only one of the experts disagreed with its implementation, who believed that contact with people who affected psychiatric disorders already exists in ongoing courses of students and will not have much effect. Other experts agreed with its implementation in the educational package, and one expert suggested it as the priority of interventions in the educational package. Many experts believed that this intervention would be effective if it were implemented after students' course work is completed and in centers where most of the people are Non-emergency, Non-psychotic, and Non-chronic. Direct contact with people will also lead to a deeper understanding by students of people' circumstances. One expert suggested that people be selected from different social and cultural classes.



Open Group Intervention and Discussion About Stigma

All experts agreed to implement this measure. Some of them suggested it as a necessary component and the most appropriate choice for the educational package. Most participants believed that this method would be very effective if directed well. Suggestions were made to better implement this intervention, including training in group discussion, group participation, group counseling, and problem-solving training. Its implementation should be conducted under the direction of trained educators and facilitators skilled in interactive work. One of the experts suggested that if participation in these group discussions were optional, its impact would increase.




Data From the Group Discussion of Rsearchers After the Second Stage of Delphi

Findings obtained from the second stage of Delphi were again shared among the authors in this study for the final selection of appropriate interventions to develop a stigma reduction package. After examining the ideas of experts, researchers concluded that the training interventions for the proposed educational package should be presented in an interactive and multi-stage combination. The combination of interventions can have a strengthening effect on the effect size and increase the level of involvement of people in education. The authors omitted the workshop intervention from the training package due to the difficulties in the educational system for holding workshops and the disagreements of some experts about it. Since diagnosing and treating depression, anxiety, and self-confidence for patient management is better taught to students by watching a diagnostic and therapeutic interview by a professor or assistant, it is unnecessary to place it as a separate intervention in the stigma reduction educational package. Instead, it should be implemented as an essential educational component and other interventions in the students' education to improve the mental health system and the quality of education. Finally, effective methods for reducing stigma and generalities of the educational package were presented with four interventions including, film screening, education through contact with people with psychiatric disorders, contact with people with psychiatric disorders, and group discussion on stigma definition and personal experiences were designed as an interactive and multi-stage combination as follows:

The First Stage:

Screening movies related to stigma, holding group discussion on defining stigma, and participants' personal experiences.

The appropriate time for implementing the first stage of the educational package is in the first week of the students' training course for a minimum of 2 h.

The Second Stage:

Training by psychiatry faculty members along with contact with people: Visiting people by faculty members in outpatient and Non-emergency inpatient centers in the presence of students and at the same time giving the necessary training about the illness and how to communicate with a patient with a psychiatric disorder.

This stage is performed daily during a 1-month training course for students. In the absence of faculty members, this training will be continued by a psychiatric trainee.

The Third Stage:

Contact with people with psychiatric disorders: During this training course, students can independently obtain clinical and community history from two people with psychiatric disorders who are outpatient or hospitalized in psychosomatic and Non-emergency psychiatric wards. Also, for contact with Non-emergency people with psychiatric disorders, daily centers are recommended. Contact with patients refers to students' active participation in patients' classes at day centers, visiting patients' handicrafts shows, and talking directly with patients to hear their life stories.

The Fourth Stage:

Group discussion on defining stigma and personal experiences: It‘s preferred to be led by a faculty member as well as a trained medical student as co-facilitator. Atmosphere of the group must be easy and Non-judgmental and almost all time should be divided for sharing experience of every student and intervention of the leaders should be remained at minimum level. Suggested duration of the group discussion is 90–120 min.




DISCUSSION

The issue reviewed in the present study is the importance of implementing interventions whose research evidence has shown their effectiveness and usefulness. In addition, these interventions needed to be adaptable to Iran's specific cultural, social, and economic conditions and implementable in the education system. According to previous studies, film screening is an effective intervention in reducing stigma, but most of the studies emphasized its effect on reducing stigma in a short period, and there was no evidence of its long-term effect (18, 21, 25, 28, 30, 31). The researchers in this study, despite knowing of the short-term effect of a film screening in reducing stigma, recommended it as a means to attract students' attention and increase their motivation to participate in the intervention program. The advantages of this intervention method are educational attractiveness, low cost and participants' reflections on it in discussions and subsequent sessions about that movies, and finally, its feasibility of implementing this measure in the educational system.

Regarding the group discussion intervention, all the experts agreed with this measure in the stigma reduction educational package, and some suggested it as the priority in the educational package. In the study of Shirazi et al. (25), the formation of open groups and group discussions in combination with other interventions created a significant improvement in the knowledge and awareness of physicians. As a result, it was recommended to change the educational method to increase awareness and change physicians' behavior to improve communication skills with people with psychiatric disorders. In the study of Asayesh et al. (29), open group discussions about stigma for people in the psychiatric ward were accompanied by students' participation as active members of the group and, combined with other interventions, reduced stigmatization of people among students. In a review study by Heim et al. (32) on open group discussion intervention, one study demonstrated a positive effect on students' attitudes toward psychiatry but did not change their attitudes toward people with psychiatric disorders. In another study, open group discussion combined with other interventions was effective on students' attitudes toward people with psychiatric disorders. According to previous findings, group discussion in combination with other interventions can positively affect changing attitudes and reduce stigma toward people with psychiatric disorders. The researchers of this study also believed in its effectiveness in combination with other educational interventions to reduce stigma, with content about discussions of stigma issues and personal experiences of stigma. One of the advantages of this method is its feasibility in the departments and colleges, and availability. It will also help students pose questions and increase their awareness.

Previous studies have shown that the combination of education and contact with people has effectively reduced negative attitudes and increased people's awareness but has been less effective in changing people's behavior with these people. It is also short-term and less effective over a long period of time (16, 19, 20, 26, 33, 34). The type of contact with people in these studies was through simultaneous training during patient visits, training in the presence of a patient with a psychiatric disorder who has improved, employment in psychiatric wards, providing a theory course at the time of a psychiatric internship, face-to-face interview with the patient in the presence of the instructor. The researchers of this study placed this intervention in the second stage of the proposed educational package and suggested students' contact with patients in this stage through faculty members' visits with patients in the presence of students along with direct education on mental disorder and the impact of biological and environmental causes on them. Furthermore, diagnosis and treatment skills and self-confidence are taught to manage people, which is necessary to promote mental health and increase the quality of treatment of people with psychiatric disorders. There is evidence of the impact of contact with people with mental disorders in previous studies. Interventions based on social interaction with people were the most effective way to improve attitudes and increase interest in communicating with people with psychiatric disorders (20, 31, 34, 35). According to a review by Thornicroft et al. (36), social interaction-based interventions usually improve attitudes in the short term. In a review study by Heim et al. (32), communicating with people directly or visually was associated with improved students' attitudes toward people. In a review study by Mehta et al. (37), in a short period of time, communicating with psychiatric people was more effective in reducing stigma than other intervention methods. More contact with people with severe, chronic, and refractory disorder may have the opposite effect. In the study of Amini et al. (16), contact with people with psychiatric disorders did not affect students' negative attitudes, contrary to the data from Western studies, which may be due to students' contact with people with severe mental disorders in psychiatric wards.

The researchers of this study recommended face-to-face contact with people with psychiatric disorders in the third stage of the educational package after the combined training and contact intervention (in the second stage of the educational package). Contact with people at this stage was suggested by attending day centers, Non-emergency wards, or outpatient centers.


Limitations

1. One of the limitations of this research was that in searching databases and reviewing journals manually, there might be articles under publication but have not yet been registered in the database or hidden from the researcher and entered into the study.

2. Due to the limited workforce and the financial crisis of the Iranian educational system, it was not possible to include some effective interventions in studies abroad, including a workshop and holding a conference to reduce stigma.

3. In many follow-up studies, the effect of the intervention over a long period of time has not been reported.

4. The effect of interventions in most studies has been measured in combination with other interventions, and there is not enough information about the effect of each intervention separately.

5. Lack of cooperation of some experts in the second stage of Delphi.



Research and Practical Recommendations

1. To determine the appropriate content for the implementation of this educational package, including selecting the appropriate videos available to reduce stigma by experts; preparing appropriate videos to reduce stigma; including providing a video of a professor's psychiatric interview with a patient with his her informed consent; preparing a video about a personal experience of being stigmatized by a person who is recovering from a psychiatric disorder story with his/ her informed consent; inviting a celebrity figure in the field of science or art who suffers from a psychiatric illness to present a lecture on their experience and its management; provide opportunities for students to visit the activities of people with psychiatric.

2. Implementing some stigma reduction interventions, not limited to the medical students' psychiatric training course.

3. Evaluation of the effectiveness of this package in the target group.

4. Designing suitable packages for students and people working in other medical professions such as occupational therapy and nursing.

5. Coordinated efforts to fund research and support investment in stigma reduction interventions.




CONCLUSIONS

Because among Iranian mental health professionals and planners, there is no coherent and targeted program to reduce stigma and subsequently eliminate the burden of the illness, in the present study, we present interventional methods to reduce stigma in the form of four intervention methods, as a combination, interactive which include: 1. Film screening, group discussion on it, 2. Education with contact with people with psychiatric disorders, 3. Contact with people with psychiatric disorders, 4. Group discussion on defining stigma and personal experiences.
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