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Editorial on the Research Topic 


Community series in mental-health-related stigma and discrimination: prevention, role, and management strategies, volume III


Mental-health-related stigm/a and discrimination remain critical barriers to the effective prevention, treatment, and recovery of mental illnesses (1, 2). They not only undermine help-seeking behaviors and adherence to care but also perpetuate social exclusion, inequities, and poor health outcomes (3). Addressing stigma requires a multidimensional approach that integrates prevention, clearly defined roles for healthcare professionals, communities, and policymakers, as well as evidence-based management strategies (4, 5). Understanding these dynamics is essential for developing interventions that reduce stigma, promote resilience, and foster inclusive environments supportive of mental well-being (6, 7). These issues are especially evident in the medical field, though not limited to it, and have been further exacerbated by the social and health disruptions of the COVID-19 pandemic (8–10).

In the third volume of the Community Series on Mental-Health-Related Stigma and Discrimination: Prevention, Role, and Management Strategies, we feature 20 new articles that examine different dimensions of stigma and discrimination in mental health, bringing together perspectives from across the globe (11, 12). This editorial highlights the central themes of these contributions and invites readers to engage more deeply with the insights offered throughout the Research Topic.

Two articles explored COVID-19-related stigma from the perspective of healthcare workers. Moradi-Gorabpasi et al. investigated psychiatrists’ perspectives on stigma related to COVID-19. They conducted a cross-sectional survey among 131 psychiatrists in Tehran using a 15-item questionnaire. Reported scores ranged from 25 to 68, with an average of 51.16 ± 8.83. Most respondents (73.3%) acknowledged the presence of stigma early in the pandemic; however, opinions diverged on whether it persists today—69.8% still perceived ongoing stigma, while others disagreed or remained neutral. Additionally, 63.3% recognized stigma associated with conditions such as AIDS and leprosy, and nearly two-thirds of these respondents also linked stigma to COVID-19. Overall, the study revealed a spectrum of views among psychiatrists, with the majority recognizing that COVID-19 stigma remains an issue.

Fahim et al. examined healthcare providers’ (HCPs) perceptions and experiences of stigma during the COVID-19 pandemic in Canada and Singapore. Using the Health Stigma and Discrimination Framework, the researchers conducted 51 qualitative interviews (23 in Canada and 28 in Singapore). Their findings revealed that stigma affected both HCPs and marginalized populations. The study illustrates how stigma intersected with race, occupation, and social marginalization in both countries, underscoring the need for targeted strategies to reduce COVID-19–related stigma among healthcare providers and vulnerable groups.

The authors of six articles explored the role of mental health stigma among HCPs. Torres and colleagues conducted a cross-sectional online survey in Portugal using the Portuguese version of the Opening Minds Stigma Scale for Healthcare Providers (OMS-HC), enrolling 292 professionals. Close contact with someone with mental illness was associated with lower social distance scores, while a personal history of mental illness corresponded to higher stigma in the disclosure/help-seeking domain (13). In the study led by Sangwan, the authors conducted a qualitative investigation across 13 primary healthcare facilities in Jodhpur, Rajasthan. A total of 25 providers—including Medical Officers, Community Health Officers, General Nurse Midwives, and Auxiliary Nurse Midwives—participated in semi-structured interviews. Four major themes emerged: (i) navigating mental healthcare in primary care, (ii) barriers and challenges to service delivery, (iii) recommendations for improving services, and (iv) strategies for training and capacity building. Overall, while providers expressed confidence in their ability to deliver mental health services, negative attitudes toward mental illness remained evident (14). Similarly, Mensah conducted a qualitative study involving semi-structured, open-ended interviews with 14 registered psychiatric nurses. The findings revealed two main forms of stigma: social stigma, which discourages many from pursuing psychiatric nursing as a career, and structural stigma, tied to government neglect and inadequate resources. Both forms of stigma were found to hinder the ability of nurses to provide effective care for individuals with mental health conditions (15). Wang et al. surveyed 628 nurses from five hospitals in Liaoning Province using a combination of online and offline methods. Willingness to work in psychiatry was found to influence stigma levels. Correlation analysis revealed significant relationships among stigma, social distance, and mental health knowledge. Mediation analysis further showed that stigma fully mediated the relationship between mental health knowledge and social distance—once stigma was accounted for, knowledge no longer had a direct effect on social distance. Similarly, the group led by Qi-Kai Wang conducted an online survey of 1,324 nonpsychiatric nurses and nursing students in Sichuan Province, China. The questionnaire collected data on demographics, personal care experience, psychiatric nursing education, and responses to the Community Attitudes toward the Mentally Ill (CAMI) scale. Results showed that higher education, longer residence in urban areas, and personal care experience were associated with increased authoritarian and social restrictiveness attitudes and decreased benevolence. Hierarchical regression analysis showed that psychiatric clinical practice was linked to reduced benevolence and lower community mental health ideology scores; however, its initial associations with authoritarianism and social restrictiveness disappeared after adjusting for confounders (16). Finally, Kılıç-Demir and Kızılpınar compared the perceptions, attitudes, and beliefs of forensic psychiatric nurses and general medicine nurses toward psychiatric patients in Turkey. The study included 46 forensic psychiatric nurses (mean age 35.46) and 58 general nurses (mean age 36.28). Results showed that forensic nurses held significantly more positive attitudes, including lower social distance, higher levels of trust, greater willingness to treat, and a reduced perception of patients as threatening. Among forensic nurses, more negative attitudes were associated with being male, single, longer working hours, and having fewer children. Additionally, insufficient knowledge about forensic psychiatry was linked to negative beliefs about mental illness and its curability. Among general nurses, having first-degree relatives receiving psychiatric treatment was correlated with perceiving patients as threatening, while age and number of siblings influenced perceptions and trust (17).

Only the study by Oblak explicitly assessed the impact of stigma on suicide risk. Drawing on stigma-related data from the 2022 and 2023 Eurobarometer surveys, along with suicide rates and socio-economic indicators across 27 European countries, the analysis found a general decline in suicide rates from 2010 to 2019, with increases observed in only four countries. Several negative associations emerged between suicide rates and stigma indicators—particularly the belief that disclosing a mental health condition could harm one’s career, which consistently predicted lower suicide rates in regression models.

Only one article specifically addressed psychiatric stigma related to infectious diseases. Gong et al. conducted a cross-sectional study involving 200 women with high-risk human papillomavirus (HR-HPV) at the Department of Gynecology, General Hospital of Northern. The findings showed that 18.5% of participants reported low stigma, 76.0% moderate stigma, and 5.5% high stigma. Stigma levels were positively correlated with rumination and negatively correlated with psychological resilience. Independent predictors of stigma included monthly income, recurrent infections, psychological resilience, and rumination, with the latter two factors together explaining 23.4% of the variance.

One article evaluated the correlations between stigma, mental health, and dermatology. Huang et al. investigated the relationships among stigma, social appearance anxiety, alexithymia, and mental health in patients with psoriasis, with particular attention to the mediating roles of social appearance anxiety and alexithymia. The findings indicated that stigma negatively impacts the psychological well-being of psoriasis patients both directly and indirectly—by increasing appearance-related anxiety and impairing emotional expression. The authors suggested that interventions targeting these mediators may help improve mental health outcomes in this population (18).

Two articles focused on stigma within the general population. Boon Tan et al. conducted a cross-sectional study investigating causal beliefs about seven mental illnesses and evaluated the revised Causal Beliefs Scale. A total of 4,195 respondents were randomly assigned vignettes depicting different conditions and asked about illness recognition, causal beliefs, and prior experience with mental illness. Compared to schizophrenia, biogenetic explanations were less endorsed for most conditions, except dementia, while personality-based explanations were strongly linked to depression with suicidality. Respondents who correctly recognized the illness were more likely to endorse biogenetic and psychosocial causes and less likely to attribute it to physical or personality factors. In a separate study, Spahlholz et al. applied a milieu approach to examine how shared social, cultural, and political orientations shape stigma toward mental illness. Using data from a 2020 nationally representative vignette-based survey of 3,042 German adults, the study found that negative stereotypes—such as beliefs that people with depression are weak-willed or that those with schizophrenia are dangerous—were more common in authoritarian-leaning milieus. In contrast, liberal-leaning groups expressed significantly less desire for social distance from individuals with depression, though these differences were less pronounced for schizophrenia (19).

Tehrani et al. and Tehrani et al. investigated the relationship between depression self-stigma and demographic factors through a cross-sectional survey with 1,075 residents of Gonabad, using proportionate stratified sampling. The findings indicated that self-stigma represents a significant barrier to seeking treatment within this community. The authors suggested that increasing mental health literacy and reducing stigma through awareness initiatives may promote help-seeking and improve access to care (20).

Only the article by Ezemenaka et al. addressed the issue of racism associated with stigma. This study examined the relationship between gendered racism, depression, and psychological distress among 200 rural Black women in the Southeastern United States. The results showed that 21.5% of participants reported depression, and 31% experienced moderate psychological distress. A higher stress appraisal of gendered racism was significantly associated with increased depression (p = 0.002). These findings highlight how gendered racial microaggressions contribute to poor mental health outcomes among rural Black women, emphasizing the need for targeted interventions and culturally responsive support.

In another study, Garmehi et al. translated and validated the Persian version of the Reported and Intended Behaviour Scale (RIBS). A total of 384 Persian-speaking adults (aged 18–60) from various Iranian cities completed the survey online. Stigmatizing behaviors were significantly associated with age, employment status, and education level. The study concluded that the Persian RIBS is a valid and reliable tool for measuring stigma toward mental illness among Iranian adults.

Two studies examined mental health-related stigma issue in student populations. Zhang and colleagues conducted a web-based cross-sectional survey of 632 students at three medical universities in China, exploring medical students’ knowledge, attitudes, and practices regarding depression management. The findings suggested that while medical students demonstrated adequate knowledge and positive attitudes toward depression, their practical skills remained limited. The authors recommended enhancing medical curricula with hands-on methods, such as role-playing and case-based learning, to bridge the gap between theoretical knowledge and effective clinical practice (21).

Hyseni Duraku et al. investigated the interplay between awareness, stigma, and help-seeking behaviors among Albanian university students in Kosovo, North Macedonia, and Albania. Using focus groups with 60 students and framed by the socio-ecological model, the study explored individual, interpersonal, organizational, and societal influences. While students demonstrated moderate awareness of mental health issues, familial and cultural stigma often inhibited open discussion and professional help-seeking. Institutional support was limited—only 20% of students felt their mental health needs were met—highlighting the lack of affordable, confidential counseling services, empathetic faculty, and supportive campus environments. Broader cultural norms further reinforced stigma, limiting access to ongoing community-based mental health care (22).

In their paper, Dá Mesquita and colleagues compared volunteer attitudes toward working with individuals with mental illness and with prisoners. A secondary qualitative analysis was conducted using transcripts from 39 semi-structured interviews with prison volunteers and two focus groups with mental health volunteers. Data were analyzed through inductive thematic analysis. Four themes emerged: (1) motivation and characteristics of volunteers, (2) roles of volunteers, (3) the impact of volunteer–beneficiary relationships, and (4) challenges faced. Both groups expressed positive attitudes, emphasized the need for specialized training, and highlighted the rewarding nature of volunteering. Alternatively, differences emerged in the skills required, the types of activities performed, and the challenges encountered across the two settings (23).

Finally, Mandangu et al. conducted a systematic review to examine how bias influences referral practices in mental health care and to identify strategies for promoting more equitable access. The review focused on professional and organizational biases across eight qualifying studies. Thematic synthesis =revealed five domains where bias affected decision-making: resource allocation, organizational procedures, clinical roles, practitioner judgment, and referral preferences. The findings suggested that implicit bias within referral systems can restrict access to patient-centered, relational therapies. The authors recommended implementing standardized referral protocols, strengthening professional training on implicit bias, and enhancing oversight to reduce disparities in mental health care.

In summary, the articles presented in this editorial underscore the urgent need for a comprehensive, multifaceted approach to addressing mental health-related stigma. This approach should integrate public awareness campaigns, targeted education, and the use of inclusive, non-stigmatizing language. The future of psychiatry must prioritize empathy, understanding, and open dialogue, thereby empowering individuals to seek support without fear of judgment or discrimination. Realizing this vision requires coordinated efforts from mental health professionals, policymakers, and communities, to dismantle stigma and promote better mental health outcomes within a more compassionate and equitable society (24–26).
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Background

Few studies have explored the associated factors of attitudes of nonpsychiatric nurses towards mental disorders. Therefore, this study is aimed to evaluate the attitudes of nonpsychiatric nurses towards mental disorders and especially explore the association between psychiatric clinical practice and these attitudes.





Methods

A total of 1324 nonpsychiatric nurses and students majoring in nursing were recruited through an online questionnaire from December 2021 to March 2022 in Sichuan Province, China. Demographic information, personal care experience, psychiatric nursing education and the Community Attitudes towards the Mentally Ill (CAMI) were collected. A higher score indicates a stigmatizing attitude in the authoritarianism and social restrictiveness (SR) subscales and a positive attitude in the benevolence and community mental health ideology (CMHI) subscales. Multivariate linear regression was employed to analyze associated factors of attitudes towards mental disorders, and hierarchical linear regression was used to analyze the association between psychiatric clinical practice and the attitudes towards mental disorders.





Results

Under the control of confounders, high education level, long residence in urban and personal care experience were positively correlated with score of authoritarianism and SR (p < 0.05), and negatively correlated with score of benevolence (p < 0.05). Long residence in urban and personal care experience were negatively correlated with score of CMHI (p < 0.05). Hierarchical linear regression analysis showed that after adjusting for demographic information, psychiatric clinical practice was associated with lower score of benevolence (B = -0.09, 95%CI = -0.17 ~ -0.003, p = 0.043) and CMHI (B = -0.09, 95%CI = -0.17 ~ -0.01, p = 0.027), but the initial associations between psychiatric clinical practice and authoritarianism, SR disappeared.





Conclusions

High education level, long residence in urban, personal care experience and the psychiatric clinical practice were associated with the discrimination of nonpsychiatric nurses towards mental disorders. Further exploring practical strategies to optimize the psychiatric clinical practice experience of nonpsychiatric nurses could help improve their attitudes towards mental disorders.





Keywords: social stigma, mental health, nursing education research, nurses, China




1 Introduction

Mental disorders are common worldwide, and their incidence has been rising globally (1). According to a recent national survey (2), the estimated 12-month prevalence and lifetime prevalence of mental disorders in China were 9.3% and 16.6%, respectively. The long and recurrent course of mental disorders leads to the shortening of people’s lifespans and the decline of their quality of life (3). Early detection and timely intervention from mental health professionals are crucial to improve the prognosis of mental disorders. As the group with the most direct and longest contact with patients in mental health services, nurses play a key role in both parts. Therefore, as a part of the healthcare front role, whether nurses discriminate against mental disorders or not could affect the patients’ further medical behavior, which in turn affects the early diagnosis and treatment.

The stereotypes, prejudice and discrimination towards mental disorders were stigma of mental disorders, which were often reflected through behavior of avoidance and social distance (4, 5). Mental health stigma poses a significant challenge on early diagnosis, timely treatment, treatment compliance, recovery of mental disorders and so on (6, 7). Recent researches have revealed that nursing students may regard mental disorders as unpredictable, potentially dangerous, and untreatable (8, 9). Therefore, they may exhibit a preference for maintaining social distance from patients, which prevents patients from seeking mental health services (10, 11). The nurses’ attitudes towards mental disorders have a significant impact on their behavior of coping with mental disorders, which in turn affect help-seeking behavior of patients (12). However, most patients with psychiatric symptoms initially seek help from nonpsychiatric professionals in general hospitals rather than psychiatrists (13). Therefore, as the gatekeepers to the mental health service by influencing the help-seeking behavior of patients, whether the nonpsychiatric nurses receive standardized training is vital for how to guide psychiatric patients to seek for mental health services.

Previous studies explored the attitudes of psychiatric nurses towards mental disorders and found that the attitudes of psychiatric nurses to patients with mental disorders were basically as negative as those of the general population, but were significantly more negative and stereotypical than those of other mental health professionals, such as psychiatrists, psychologists and social workers (14–16). In addition, a cross-sectional study noted that psychiatric nurses’ attitudes towards mental disorders were significantly associated with their clinical experience in mental health services, i.e., the more clinical experience they had, the more positive their attitudes towards mental disorders were (17). The results of these studies suggested that attitudes towards mental disorders might be related to the contents and forms of psychiatric education. Despite extensive research on psychiatric nurses’ attitudes, only a few studies have explored the attitudes of nonpsychiatric nurses towards mental disorders.

A cross-sectional study in Qatar found that nurses had more negative attitudes towards patients with mental disorders than doctors, and nonpsychiatric nurses had an even higher level of sigma than psychiatric nurses (18). However, another study on the attitudes of Finnish nonpsychiatric nurses showed positive attitudes (19). This evidence indicated that culture might contribute significantly to stigmatizing patients with mental disorders (20). Compared with Western culture, Chinese people emphasize “face culture” and interpersonal relationships, so stigma against mental disorders may be more common in Chinese society (21, 22). A recent survey in China has found that nonpsychiatric nurses working in general hospitals adopted stigmatizing attitudes towards mental disorders (23). However, the association between psychiatric clinical practice and the attitudes of nonpsychiatric nurses towards mental disorders has not been reported, so there is an urgent need to explore the association between psychiatric clinical practice and the attitudes of nonpsychiatric nurses towards mental disorders.

The purpose of China’s undergraduate level nursing education is to cultivate general nurses. Typically, undergraduate nursing students learn about mental disorders through two courses. The first is psychiatric nursing course, which covers the basics of mental disorders. Secondly, nursing students must complete clinical practice for no less than 40 weeks in the final year before graduation. They will rotate to different departments, including psychiatry nursing, where they can contact and participate in the clinical care of patients with mental disorders under the supervision of psychiatric nurses (24). There is evidence that contact with mental disorder, including direct contact, indirect filmed contact or educational email, can change nurses’ attitudes towards mental disorders in a positive way (25, 26). A study conducted in China found that having clinical practice experiences in psychiatric clinics contributed to improving nursing students’ attitudes towards mental disorders (21). Although professional contact (under the guidance of mental health professionals) with mental disorders of nonpsychiatric nurse is almost exclusively in psychiatric nursing education, nonpsychiatric nurses may be involved in the care of mental disorders at a personal level (e.g. family members, friends, etc.), which may also have an impact on their attitudes towards mental disorders (27). However, few studies explore the association between these factors and the attitudes towards patients with mental disorders concerning Chinese nonpsychiatric nurses.

Given these backgrounds, in this study we aim to evaluate the attitudes of nonpsychiatric nurses towards mental disorders, identify associated factors of attitudes towards mental disorder and further explore the association between psychiatric clinical practice and the attitudes of nonpsychiatric nurses towards patients with mental disorders.




2 Methods



2.1 Participants

This was a multicenter cross-sectional study investigating attitudes towards mental disorders among nonpsychiatric nurses by using multistage sampling. To avoid bias in single point sampling, cluster random sampling was adopted to separately select 2 public nursing schools and 1 hospital from 25 public nursing schools and 13 hospitals by lottery in Chengdu and Mianyang, Sichuan Province, China. Participants were recruited by convenience sampling from these institutions. Eligible participants were (1) people aged 18 and over, (2) finished the “Psychiatric Nursing” course at school. The exclusion criteria were as follows: (1) psychiatric nurses and (2) students who had not studied the “Psychiatric Nursing” course. Based on whether participants had experienced psychiatric clinical practice, they were divided into two groups: one group with psychiatric clinical practice and the other group without psychiatric clinical practice.




2.2 Study design and data collection

The link of an anonymous online survey, posted on Questionnaire Star Platform (https://www.wjx.cn/), was sent to nurse managers and nursing faculty at the selected institutions from December 2021 to March 2022. They forwarded it to nonpsychiatric nurses and nursing interns who had not been to a psychiatric department or mental health center, respectively. Informed consent, inclusion criteria and exclusion criteria were on the first page of the online survey. When they finished reading this, participants clicked the “Agree” button to indicate their consent to participate in the study, and the questionnaire appeared. In the process of filling in the questionnaire, if there is any missing item, it cannot be submitted, and the system will mark the missing item for participants to fill in. A total of 1355 valid questionnaires were retrieved, excluding 15 questionnaires from nurses working in the mental health center and 16 from nursing interns who had working experience in a psychiatric department or mental health center. Finally, 1324 questionnaires were included in this study. All data can only be obtained online by researchers publishing the questionnaires.




2.3 Measurement



2.3.1 General information questionnaire

A Self-administered questionnaire was used to collect participants’ demographic data, personal care experience and psychiatric nursing education. Demographic data included identity (including nurses and nurse interns), age, gender, working department, education level, marital status, only child status and long-term residence. Psychiatric nursing education was identified by the question “What kind of psychiatric nursing education have you received?” Participants should choose “Psychiatric course only” or “Psychiatric course and clinical practice in psychiatric department (at least 4 weeks to 3 months)”. Personal care experience was identified by the answer of “yes” to the question “Have you ever been involved in caring for someone diagnosed with mental disorders (in a nontherapeutic relationship), such as a family member, friend or neighbor”?




2.3.2 Community Attitudes towards the Mentally Ill

The CAMI was used to measure participants’ attitudes towards mental disorders (28). It consists of 40 items, which are rated on a 5-point scale from 1 strongly disagree to 5 strongly agree, depending on how much one agrees or disagrees with the items. It was translated into Chinese in 1998 (29). The CAMI examines four dimensions of attitudes towards mental disorders, namely, authoritarianism, social restrictiveness (SR), benevolence and community mental health ideology (CMHI). Authoritarianism refers to the view that mental disorders need coercive treatment and SR involves the view that patients with mental disorders are a threat to society, which indicates negative attitudes towards mental disorders. The higher the score is, the worse the attitude is. Benevolence reflects sympathy for mental disorders, and the CMHI is about mental health services and the acceptance of mental disorders in the community. Both of them represent positive attitudes towards mental disorders, with higher scores indicating higher acceptance. The CAMI presenting good and acceptable reliability and validity was initially used in community members and then applied to mental health professionals, nurses, students, etc. (30, 31). Previous studies showed that the scale had acceptable reliability (the alpha coefficient for each of the four scales varied from 0.68 to 0.88) and concurrent validity (29, 32).





2.4 Data analysis

All analyses were performed using SPSS Statistics 26.0 software. Participants’ general information was analyzed with descriptive statistical methods. Categorical variables were described as frequencies and percentages. Continuous variables were described as the mean and standard deviation (SD). Participants were divided into different age groups on a 10-year line. All variables were subjected to univariable logistic analysis to compare the demographic characteristics, personal care experience and attitudes towards mental disorders between nursing education with and without psychiatric clinical practice. Multivariate linear regression was used to identify characteristics that were associated with the four dimensions of attitudes towards mental disorders. Hierarchical linear regression models were conducted to assess associations between psychiatric nursing clinical practice and attitudes towards mental disorders: authoritarianism, SR, benevolence, CMHI. Model 1 was unadjusted. Model 2 was adjusted for age, education level, marital status and long-term residence. Model 3 was further adjusted for identity and personal care experience. For all analyses, two-sided p values less than 0.05 were considered statistically significant.





3 Results



3.1 Characteristics of participants and their attitudes towards patients with mental disorders

In total, 1324 participants were involved in this study, of whom without psychiatric clinical practice group (those who have had only psychiatric nursing course) mainly consisted of nursing interns whose average age was relatively young. The majority of them were with junior college degrees or below, unmarried and living in rural areas. By contrast, the psychiatric clinical practice group (those who have had both psychiatric nursing course and psychiatric nursing clinical practice) mainly consisted of nurses with older average age. The majority of them had bachelor’s degree and above, married and living in rural areas (presented in Table 1). Identity, age, education level, marital status, long-term residence, personal care experience differed significantly between the two groups (p < 0.05).

Table 1 | Comparison of demographic characteristics, personal care experience and attitudes towards mental disorders between nursing education with and without psychiatric clinical practice (N=1324).


[image: Table displaying various demographic and personal variables related to psychiatric clinical practice (PCP) preferences. Variables include identity, age, gender, education level, marital status, status as an only child, long-term residence, and personal care experience. It shows total percentages and categories with or without PCP, along with odds ratios (OR) and confidence intervals. Key statistics highlight significant differences, such as those in education level and age group, especially for those with versus without PCP. Statistical significance is noted by asterisks.]
The CAMI subscale scores of nonpsychiatric nurses under two types of psychiatric nursing education showed that the scores of psychiatric clinical practice group were significantly lower than those of without psychiatric clinical practice group in benevolence (OR = 0.43, 95% CI = 0.34 ~ 0.54, p < 0.001) and CMHI (OR = 0.51, 95%CI = 0.40 ~ 0.65, p < 0.001), and significantly higher in authoritarianism (OR = 3.57, 95%CI = 2.60 ~ 4.91, p < 0.001) and SR (OR = 1.34, 95% CI = 1.02 ~ 1.76, p = 0.035) (Table 1).




3.2 Associations between factors and attitudes towards patients with mental disorders among nonpsychiatric nurses

Multivariate linear regression was carried out to test whether the independent variables with the above differences had an impact on the four subscales of CAMI. The results showed that authoritarianism was positively correlated with high education level (B = 0.15, 95%CI = 0.10 ~ 0.21, p < 0.001), long residence in urban (B = 0.08, 95%CI = 0.02 ~ 0.14, p = 0.009) and personal care experience (B = 0.10, 95%CI = 0.05 ~ 0.15, p < 0.001). Benevolence was negatively correlated with psychiatric clinical practice (B = -0.09, 95%CI = -0.17 ~ 0.003, p = 0.043), high education level (B = -0.09, 95%CI = -0.16 ~ -0.02, p = 0.013), long residence in urban (B = -0.11, 95%CI = -0.19 ~ -0.04, p = 0.004) and personal care experience (B = -0.12, 95%CI = -0.19 ~ -0.06, p < 0.001). SR was positively correlated with high education level (B = 0.12, 95%CI = 0.06 ~ 0.18, p < 0.001), long residence in urban (B = 0.08, 95%CI = 0.01 ~ 0.14, p = 0.021) and personal care experience (B = 0.12, 95%CI = 0.06 ~ 0.18, p < 0.001). CMHI was negatively correlated with long residence in urban (B = -0.12, 95%CI = -0.19 ~ -0.04, p = 0.003), personal care experience (B = -0.12, 95%CI = -0.19 ~ -0.06, p < 0.001) and psychiatric clinical practice (B = -0.09, 95%CI = -0.17 ~ -0.01, p = 0.027). Results were shown in Table 2.

Table 2 | Associations between factors and attitudes towards mental disorders among nonpsychiatric nurses (N=1324).
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3.3 Relationship between CAMI subscale scores and two types of psychiatric nursing education among nonpsychiatric nurses

Table 3 showed the results from the hierarchical linear regression models for the relationship between CAMI subscale scores and two types of psychiatric nursing education in nonpsychiatric nurse burden while controlling for contextual variables. Psychiatric clinical practice was initially associated with higher score of authoritarianism (B = 0.16, 95%CI = 0.13 ~ 0.20, p < 0.001) and SR (B = 0.05, 95%CI = 0.003 ~ 0.09, p = 0.035), lower score of benevolence (B = -0.18, 95%CI = -0.23 ~ -0.13, p < 0.001) and CMHI (B = -0.14, 95%CI = -0.19 ~ -0.09, p < 0.001) (Model 1). As for the initial associations between psychiatric clinical practice status and authoritarianism, SR disappeared after adjusting for age, education level, marital status and long-term residence (Model 2), as well as further adjusted for identity and personal care experience (Model 3).

Table 3 | Relationship between CAMI subscale scores and two types of psychiatric nursing education among nonpsychiatric nurses (N=1324).


[image: Comparison table of three models, each with and without psychiatric clinical practice (PCP). It shows regression coefficients (B) with 95% confidence intervals for four factors: Authoritarianism, Benevolence, Social Restrictiveness (SR), and Community Mental Health Ideology (CMHI). Notable coefficients are marked for significance: "***" for p<0.001, "**" for p<0.01, "*" for p<0.05. Model 1 is unadjusted, Model 2 adjusts for demographics, and Model 3 adds identity and personal care experience adjustments.]




4 Discussion

To our knowledge, this study is one of the few to investigate the attitudes of nonpsychiatric nurses (nonpsychiatric nurses and nursing interns) towards mental disorders and factors associated with their attitudes in China. Although we originally found that those taking psychiatric clinical practice were more likely to exhibit authoritarianism and SR, and less likely to exhibit benevolence and CMHI towards mental disorders than those without psychiatric clinical practice. Only benevolence and CMHI were still correlated with psychiatric clinical practice after adjusting confounding factors. In addition, education level, long-term residence, personal care experience and psychiatric nursing education were associated with different dimensions of attitudes to mental disorders.

This study showed that the nonpsychiatric nurses who received psychiatric nursing clinical practice in the psychiatric department had less empathy and community acceptance towards mental disorders than those who did not. This was inconsistent with previous findings. Some previous studies found that psychiatric nursing clinical practice could positively affect the attitudes of nursing students towards mental disorders (33–36). However, others reported an negative effect, which suggested that the effect of clinical practice still needed to be explored (9, 37). Such inconsistency might be caused by different states of the contacted patients (38, 39). The systematic review emphasized that interacting with stable patients (such as in a state of recovery) in a relatively safe clinical environment helped to challenge the stereotypes of mental disorders (40). However, the states of contacted patients of this study were not restricted. Therefore, future studies should investigate whether the state of patients will impact the effects of psychiatric nursing clinical practice on the attitudes of nursing students to give insight into the reform of psychiatric nursing education.

In addition, the timing of assessment of attitudes towards mental disorders might also contribute to the inconsistency (41). The systematic review found that the effectiveness of clinical practice in promoting health care students’ attitudes towards mental disorders was short-term, disappearing in one-year follow-up (40). The assessment of attitudes towards mental disorders were conducted years after the completion of psychiatric nursing clinical practice for nonpsychiatric nurses. Therefore, future studies should assess the short-term and long-term effects of psychiatric nursing clinical practice. Moreover, to sustainably improve nonpsychiatric nurses’ attitudes towards mental disorders, psychiatric nursing education should be added to their professional education.

Our study found that nonpsychiatric nurses with higher education levels were more likely to agree that patients with mental disorders were inferior, should be coerced into treatment or were a threat to society and were less likely to empathize with such groups. This was in contrast to most previous studies: with the improvement in nursing education level, mental health literacy also gradually improved (42, 43). However, a recent study on the care behavior of emergency department nurses towards mental disorders found a significant inverse correlation between level of education and care behavior, which is similar to our results (44). This result may be due to the fact that nurses with higher levels of education, who play more administrative roles, have less contact time with mental disorders (45).

This study also showed that individuals who lived for a long time in rural areas had significantly better attitudes towards mental disorders than people who lived in urban areas. This was supported by the results of previous studies showing that medical students from rural areas had a better attitude to patients with mental disorders than those from urban areas (46, 47). Mental health services and facilities in urban communities are more mature and comprehensive, and there is greater dissemination of knowledge about mental disorders (48). However, the media in China are in general filled with negative images of psychiatric patients, which can powerfully influence the urban residents’ attitudes towards mental disorders (49). In addition, there is a deep-rooted family collectivism in China’s rural areas, where families are likely to come together to take care of the sick (50), which may be related to a reduction in stigma.

Furthermore, we found that nonpsychiatric nurses who had been involved in the care for mental disorders on a personal level (as family members, friends or neighbors) had more negative attitudes towards these people; that is, they considered people diagnosed with mental disorders to be treated compulsively, a threat to society, and had less empathy and acceptance towards them. The reason for this phenomenon may be related to the personal care situation in which the nonpsychiatric nursing groups were involved. Nonpsychiatric nursing groups do not care for mental disorders on a full-time basis but as support to control their abnormal behaviors or seek medical assistance when their mental condition deteriorates, which might provide an inadequate and incorrect view of mental disorders and reinforce stereotypes. This suggests that the quality of contact with people diagnosed with mental disorders greatly affects people’s attitudes towards mental disorders (51, 52). Not having extensive professional practice in dealing with the symptoms of mental disorders can be frustrating and resistant to these people, which may lead to the belief that mental disorders are unpredictable and untreatable (53). Therefore, clinical practice lecturers should be aware of students’ relevant nursing experiences at the beginning of clinical practice, provide them with counseling and support, and help them overcome negative thoughts through positive practice experiences.




5 Strengths and limitations of the study

The study is the first in China to focus on the influence of psychiatric clinical practice on the attitudes of nonpsychiatric nurses towards mental disorders. The results revealed that the psychiatric nursing clinical practice of nonpsychiatric nurses did not improve the discrimination of nonpsychiatric nurses towards mental disorders, suggesting that psychiatric nursing clinical practice should be further strengthened. Meanwhile, this study is one of the few studies researching the factors that influence the stigma of mental disorders in nonpsychiatric nurses, providing new insights into further studies in the field. However, there were also some limitations to this study. First, although this was a cross-sectional study and couldn’t explain the causal relationship between variables, we collected questionnaires from different centers and used reliable evaluation tools to minimize the bias in horizontal surveys. Second, the samples of this study were all from cities in southwest China, so the generalization of the conclusion needs to be done with caution and may not represent the whole country. Third, the total number and proportion of eligible nurses and nursing interns within selected institutions could not be determined because of the convenience sampling method in each institution, which might lead to bias in some degree.




6 Conclusion

This study showed that nonpsychiatric nurses who had taken both psychiatric nursing courses and psychiatric nursing clinical practice had a more negative attitude towards mental disorders than those who had taken only psychiatric nursing courses. Besides, education level, personal care experience and long-term residence were associated with attitudes towards mental disorders among nonpsychiatric nurses in China. These suggested that psychiatric nursing clinical practice education should be improved, such as offering them a contact with patients during the remission period of mental disorders, and adding psychiatric nursing to the vocational education for nonpsychiatric nurses. The quality and the duration of nursing clinical practice might affect the level of stigma, so we should actively explore better psychiatric nursing clinical practice models. During the clinical practice process, emphasis should be placed on lessening the stigma of mental disorders among nursing interns, and active guidance should be given to them on correctly understanding the negative effects of mental disorders, aiming to reduce the discrimination towards mental disorders among nonpsychiatric nurses. Further research could take longitudinal studies to explore the association between psychiatric nursing clinical practice and the attitudes of nonpsychiatric nurses towards mental disorders. And it is necessary to explore practical strategies to optimize the psychiatric nursing clinical practice experience of nonpsychiatric nurses, thus to improve their attitudes towards mental disorders.
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Background

Stigmatising attitudes among healthcare professionals can hinder access to healthcare, making it important to address this issue. This study aimed to investigate the prevalence of stigma related to mental illness among Portuguese healthcare professionals and to compare the results among mental health professionals, General Practitioners (GPs) and other health professionals.





Methods

An online cross-sectional observational study was conducted in Portugal using Google Forms® to collect data. The data collection process lasted five months, from September 2023 to January 2024. Participants were recruited from various professional associations and Health Centre Groups, through a purposive sampling. The study used the Portuguese version of the Opening Minds Stigma Scale for Healthcare Providers (OMS-HC) to measure stigma which assesses three dimensions: attitudes towards disclosure and help-seeking, attitudes towards people with mental illness, and attitudes towards social distance.





Results

A total of 292 healthcare professionals participated in the study. In Portugal, healthcare professionals displayed low to moderate levels of stigma towards mental illness (M = 22.17, SD = 5.41). Mental health professionals demonstrated significantly lower levels of stigma (M=20.37, SD=5.37) compared to other healthcare professionals (M=24.15, SD=4.71), including GPs (M=23.97, SD=5.03). Additionally, having a close friend or relative with mental illness seemed to be related with lower levels of stigma for the dimension attitudes towards social distance (M=6.93, SD=2.50), compared to not having one (M=7.60, SD=2.56). On the other hand, a personal history of mental illness indicated higher levels of stigma for the dimension disclosure and help-seeking (M=8.95, SD=3.07), compared to having no history of mental illness (M=8.16, SD=2.67).





Conclusion

This study indicates that Portuguese healthcare professionals have stigmatising attitudes towards mental illness, although at low to moderate levels. Training and frequent interaction with people with mental illness seem to be associated with lower levels of stigma. Personal experience of mental illness seems to follow the opposite path regarding disclosure and seeking help. Thus, further research is necessary to evaluate the effectiveness of anti-stigma measures and deepen the study of the concept of self-stigma in healthcare professionals.
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Background

Stigma is a phenomenon that includes labelling, stereotyping, isolation, status loss, and discrimination. Asymmetric relationships can exacerbate these components (1). Stigma can be categorised in three main parts: stereotypes, prejudice, and discrimination. Stereotypes are biased beliefs or thoughts about an individual based on their categorisation within a certain group. Prejudice refers to the personal emotions that arise from preconceived beliefs, while discrimination refers to behaviours that result from prejudice (2). These concepts are interrelated.

Stigmatising actions, whether conscious or unconscious, are directed towards individuals perceived as different due to their gender, race, sexual practices, illness, or other conditions. Such actions can significantly impact both public and individual health, leading to emotional and stress disorders, delays in seeking appropriate healthcare, and premature termination of health treatments (3, 4).

Mental health stigma affects not only specific groups but also healthcare professionals (5). This is a significant issue as healthcare professionals are expected to provide assistance and demonstrate a high level of understanding of these issues. Stigma among healthcare professionals can result in lower rates of help-seeking among individuals with mental illness, potentially leading to higher levels of morbidity and mortality from organic diseases (6). Furthermore, research indicates that stigma can exacerbate mental illness (7, 8), perpetuating a harmful cycle that must be disrupted.

Various authors have proposed reasons for the stigma that healthcare professionals hold towards mental illness (9). This could be attributed to feelings of helplessness in addressing mental health issues, stemming from a perceived lack of ability to assist these individuals (10) which can reinforce their negative attitudes (11). Additionally. the lack of training, preparation, and adequate support to deal with mental illness has been well documented as a contributing factor (12). The presence of stigma among healthcare professionals can be attributed to the fact that they are also citizens and part of the general population that experiences stigmatisation.

However, it seems that even mental health professionals continue to experience stigma, contradicting some of the arguments presented (5, 13). Studies in the literature have compared stigma among health professionals who have received specific mental health training and those who have not (6). This is an important comparison to determine whether mental health training can mitigate the development of stigma in healthcare professionals.

A study conducted in Russia found that psychiatrists and other health professionals tended to socially distance themselves from people with mental illness, despite having greater knowledge and professional experience in dealing with these patients (14). Similarly, research has shown that healthcare professionals with mental health training do not differ significantly from other health professionals in their decision-making regarding people with mental illness (6).

In contrast, a study conducted in Sweden found that individuals with higher levels of mental health literacy exhibited lower levels of stigma and social distance towards patients with depression (15). Similarly, a study conducted in Portugal supported these findings, revealing that psychiatrists exhibited lower levels of stigma than medical students and non-psychiatrist doctors (16).

Some literature suggests that personal experience of mental illness may be related to lower levels of stigma. Professionals with personal experience of mental illness report less stigma and social distance towards people with mental illness (15). Additionally, the mental health history of relatives or close friends also appears to be relevant, as studies have shown that individuals in this situation report lower levels of stigma (15, 16).

Additional research is necessary to evaluate the effects of stigma in various occupational groups. Several scales are currently available to measure stigma. The Opening Minds Stigma Scale for Healthcare Providers (OMS-HC) (17) is the only validated scale to assess stigma related to mental illness among healthcare professionals in several countries (18), including Portugal, in a 12-item version (19).

This study aims to investigate the prevalence of mental illness-related stigma among Portuguese healthcare professionals. It also aims to compare stigma levels between different groups of professionals, such as mental health professionals (psychiatrists, psychologists, mental health nurses, and occupational therapists specializing in mental health), General Practitioners (GPs), and other healthcare professionals. Likewise, this study seeks to understand whether differences in stigma exist among these groups. Finally, we intend to study the difference in levels of stigma between having a personal experience of mental illness and not, as well as having close contact with family members or friends who have suffered from mental illness and not having.





Material and methods




Study design

A quantitative, observational cross-sectional study was conducted to investigate the stigma of mental illness among healthcare professionals in Portugal.





Participants

The study was conducted with 292 healthcare professionals from Portugal who were recruited through a purposive sampling. The sample size was calculated based on data from the most recent report of the National Statistics Institute of Portugal, which estimates that there are approximately 100,000 healthcare professionals in the country (20, 21). To ensure a 90% confidence interval and a 5% margin of error, a minimum sample size of 272 participants was required for this population (20).

Of the participants, 241 (82.1%) were female and 51 (17.5%) were male. The mean age of the participants was 42.77 years, ranging from 23 to 75 years. The study included a variety of professional groups, with 33 (11.3%) being GPs and 37.0% being other health professionals, such as internal medicine residents, physiotherapists, pharmacists, speech and language therapists, general nurses, and nutritionists. The sample consisted of mental health professionals, with psychologists accounting for 41.0% (N=62), mental health nurses 30.6% (N=46), psychiatrists 23.2% (N=35), and occupational therapists specialising in mental health 5.2% (N=8). On average, participants had 17.82 years of professional experience.

Furthermore, 34.9% (N=102) of participants reported a history of mental illness for which they had sought professional help. Additionally, 62.3% (N=182) had a direct relative or close friend with a mental illness with whom they regularly interacted (refer to Table 1).

Table 1 | Sociodemographic data of the study participants.


[image: Table displaying sociodemographic data of 292 participants. Average age is 42.77 years with a standard deviation of 10.26, ranging from 23 to 75. Gender: 82.10% female, 17.50% male. Professional groups include General Practitioners (11.30%), Psychiatrists (12.00%), Psychologists (21.20%), Mental Health Nurses (15.80%), Occupational Therapists (2.70%), and Other healthcare professionals (37.00%). Average years of professional experience is 17.82 with a standard deviation of 10.26. History of mental illness: 34.90% yes, 65.10% no. Direct relative or friend with mental illness: 62.30% yes, 37.70% no.]




Instruments

This study used the Portuguese version of the Opening Minds Stigma Scale for Healthcare Providers (OMS-HC) to evaluate the attitude of healthcare professionals towards mental illness (19). The scale comprises 12 items and three subscales: factor one, 'Attitudes of healthcare professionals towards disclosure and seeking help' (including items 1, 3, 4 and 5); factor two, 'Attitudes of healthcare professionals towards individuals with mental illness' (including items 8, 9, 10 and 12); and factor three, 'Attitudes of healthcare professionals towards social distance' (including items 2, 6, 7 and 11). Each item is quantitatively scored using a Likert scale with the following options: 'strongly disagree', 'disagree', 'neither agree nor disagree', 'agree' and 'strongly agree'. Items 2, 6, 7 and 11 are scored in reverse order. The total possible scores for the 12-item OMS-HC range from 12 to 60, with lower scores indicating less stigmatising attitudes and higher scores indicating more stigmatising attitudes. Subscale scores range from 4 to 20. The Cronbach's alpha for the original version of the OMS-HC 15 scale was 0.79, while the Cronbach's alpha for the 12-item Portuguese version was 0.71. In Portuguese version, the Cronbach’s alpha for factor 1 was 0.67, factor 2 was 0.62 and 0.60 for factor 3.

A socio-demographic questionnaire was also administered, which included variables such as age, gender, field of work, years of work experience, personal history of mental illness, and presence of a close relative with a mental illness. Additionally, self-perception of stigma was assessed using a 10-point Likert scale, specifically designed by the authors for this study, ranging from 0 (no stigma) to 10 (very high stigma). Awareness of stigma was also evaluated by answering a question designed by the authors.





Procedures

Following approval from the Ethics Committee of the São João Hospital and University Centre, we requested approval and collaboration from the Health Centre Groups that comprise the Northern Regional Health Administration of Portugal. Once we received approval from all the Health Centre Groups, we submitted the project to the Ethics Committee of the Northern Regional Health Administration of Portugal for study approval. Healthcare organisations, such as professional orders, associations, societies, and some hospitals, were invited to collaborate via email.

Once accepted, the researchers sent the Google Forms® link to the collaborating institutions, who were then responsible for sharing the link with their professionals and inviting them to participate in the study. The data collection process lasted five months, from September 2023 to January 2024, and did not require authentication to ensure participant anonymity. Informed consent was obtained, and all participants agreed to the use of their data for research purposes. This step was necessary to complete the questionnaire. Before collecting the data, a pilot study was conducted with 14 participants to ensure that the questionnaire was understandable and suitable for the study population.





Statistical data analysis

The Statistical Package for the Social Sciences (SPSS) 27.0 for Windows was used to analyse the variables. Descriptive analyses were performed to calculate the mean and standard deviation of the variable to assess the prevalence of stigma towards mental illness among healthcare professionals. The total score of the OMS-HC scale was calculated, with items 2, 6, 7 and 11 reversed beforehand. The demographic variables of the study sample were analysed descriptively using percentages, means, and standard deviations.

To compare stigma levels between different professional groups, a one-way ANOVA analysis was performed on mental health professionals, GPs, and other health professionals. Parametric statistics were chosen because the sample distribution was normal (|Sk|<3 and |Ku|<10), and the variances were homogeneous according to Levene's test (p>0.05). The significance level for the p-value was set at less than 0.05. The effect size was measured using Eta squared (η²). To better understand group differences, the post-hoc Tukey HSD test was employed.

Stigma scores were compared based on personal history and having a relative or close friend with mental illness using independent samples t-tests. Levene's test confirmed the assumption of homogeneity of variances (p>0.05). Statistical significance was determined using one-tailed p-values with a threshold of <0.05. Effect size was measured using Cohen's d value.






Results

A total of 292 healthcare professionals participated in the study. The mean prevalence of stigma towards mental illness among Portuguese healthcare professionals was 22.17 (SD=5.41), with stigma scores ranging from 12 to 44. The prevalence of stigma for each factor of the OMS-HC scale was assessed. Factor one, which pertains to attitudes towards disclosure and seeking help, had a mean score of 8.43 (SD=2.84). Factor two, which pertains to attitudes towards people with mental illness, had a mean score of 6.55 (SD=2.48). Factor three, which pertains to attitudes of health professionals towards social distance, had a mean score of 7.18 (SD=2.54). Stigma scores for all subscales ranged from 4 to 20. Table 2 shows the means and standard deviations for the total scale and each factor.

Table 2 | Mean and standard deviation of the total prevalence of stigma and the prevalence of stigma for each item of the scale.


[image: Table showing the mean, standard deviation, skewness, and kurtosis for the OMS-HC scale and its factors. The total OMS-HC scale has a mean of 22.17 and a standard deviation of 5.41. The factor "Attitudes towards disclosure and seeking help" has a mean of 8.43, SD of 2.84, skewness of 0.61, and kurtosis of 0.43. "Attitudes towards people with mental illness" has a mean of 6.55, SD of 2.48, skewness of 1.14, and kurtosis of 2.29. "Healthcare professionals' attitudes towards social distance" has a mean of 7.18, SD of 2.54, skewness of 0.75, and kurtosis of 1.13. Sample size is 292.]
The one-way ANOVA performed indicated statistically significant differences among the three professional groups in terms of the total score on the OMS-HC scale (F(2.509) = 19.63, p < 0.001, η² = 0.12). Post-hoc analysis using the Tukey HSD test revealed significant differences between mental health professionals and the other groups, with p-values < 0.001. No significant differences were found between the group of GPs and other health professionals (p = 0.983). Mental health professionals exhibited lower stigma scores (M=20.37, SD=5.37) compared to GPs (M=23.97, SD=5.03) and other health professionals (M=24.15, SD=4.71). Statistically significant differences were also observed for factor one [F (2.189) = 27.68, p <0.001, η² = 0.16] and factor three [F(2.43) = 6.90, p = 0.001, η² = 0.05], but not for factor two [F(2.8) = 1.24, p = 0.292, η² = 0.008]. As with the total scale, significant differences were found for mental health professionals compared with GPs and other health professionals for factors one and three (refer to Table 3).

Table 3 | One-way ANOVA results comparing the three groups of health professionals in terms of the prevalence of stigma towards mental illness.


[image: Table comparing attitudes towards mental health among different healthcare professionals using the OMS-HC scale. Shows means (M) and standard deviations (SD) for mental health professionals, general practitioners, and other healthcare professionals. ANOVA results include F ratio, degrees of freedom (df), p-values, and effect size (η²). Significant differences appear primarily in attitudes towards disclosure and seeking help (p < 0.001) and healthcare professionals' attitudes towards social distance (p = 0.001), with effect sizes of 0.16 and 0.01, respectively. Sample size is 292.]
When comparing the difference of having or not having a personal history of mental illness between the groups, statistically significant differences were found only for factor one 'attitudes towards disclosure and seeking help' (t (290) = -2.29, p = 0.011, d = -0.28, 95% CI [-1.47, -0.11]). In this case, stigma scores were higher for those with a history of mental illness (M=8.95, SD=3.07) compared to those without a history of mental illness (M=8.16, SD=2.67) (see Table 4).

Table 4 | Results of independent samples t-tests to compare the prevalence of mental illness stigma between groups.


[image: Table comparing attitudes towards mental illness across different groups. It includes scores on the OMS-HC scale and its factors: attitudes towards disclosure, attitudes towards people with mental illness, and healthcare professionals' social distance attitudes. The comparisons are between those with and without a personal history of mental illness, and those with and without a relative or close friend with mental illness. Variables include mean (M), standard deviation (SD), t-values, p-values, and Cohen's d. Sample size is 292.]
Finally, significant differences were found for the total OMS-HC scale (t(290) = 1.77, p = 0.039, d = 0.21, 95% CI [-0.13, 2.43]) and for factor three (t(290) = 2.19, p = 0.015, d = 0.26, 95% CI [0.66, 1.27]) when comparing the differences between having or not having a relative or close friend with a history of mental illness. Table 4 shows that the group with a relative or friend diagnosed with a mental illness exhibits lower levels of stigma than the group without any close acquaintances with a mental illness, for both the total scale and factor 3 (social distance).

The self-report of stigma after completing the questionnaire obtained an average score of 2.03 (SD=0.64). Furthermore, 55.5% of participants reported experiencing little or no stigma towards mental illness (responses ranging from 0 to 1 out of 10). When asked whether completing the scale had increased their awareness of their own stigma, 51.4% of participants reported that it had not.





Discussion

Given that the OMS-HC scale ranges from 12 to 60, with 12 representing a complete absence of stigma and 60 representing a maximum level of stigma, an average score of 22 for the total scale, as obtained in this study, may indicate a level of stigma below what a median score could indicate. So, the stigma of Portuguese healthcare professionals towards mental illness in this study can be considered low to moderate. A similar OMS-HC scale was used in southern India to investigate mental health stigma among doctors of different specialties, and the results showed a low to moderate prevalence of stigma, consistent with our findings (22). In other countries, Hungarian and Canadian psychiatrists obtained an average stigma score of 29 points and 23 points respectively, for the full OMS-HC scale (23, 24). A Spanish study also found a low to moderate prevalence (25). A study in the USA attempted to create a new scale to measure stigma among health professionals based on the previous experiences of people with mental illness and their families. The authors found an average prevalence of stigma, which they considered to be low to moderate (26). The prevalence of stigma regarding mental illness among Portuguese health professionals appears to be consistent with that in other countries, and in some cases lower than that obtained in similar studies and even lower than those obtained in studies using the OMS-HC scale.

When comparing mental health professionals with other health professionals and GPs, significant differences were found between the groups. Mental health professionals exhibited less stigma towards mental illness than all other health professionals. However, GPs did not show less stigma than other health professionals. As GPs are the gateway to the National Health Service (NHS) and are often have contact with people suffering from mental illness in their professional practice, specifically emotional disorders such as anxiety and depressive disorders, we expected them to show lower levels of stigma. However, specific training in mental health, combined with working exclusively in this area, seems to be associated with lower levels of stigma than working non-exclusively with people with mental illnesses.

There is conflicting information in the international literature on these findings. A study (6) found no significant differences between mental health professionals and GPs regarding stigmatising attitudes and expectations of treatment adherence among patients. Other studies suggest that mental health professionals may have similar or higher levels of stigma than professionals from other fields (5, 13). Additionally, other study found that both psychiatrists and other health professionals are likely to exhibit similar levels of social distancing from people with mental illness (14). Likewise, a study conducted in Greece concluded that a high level of contact with patients suffering from mental illness is not necessarily associated with lower levels of stigma (27). On the other hand, a study conducted in Portugal found that psychiatrists had lower levels of stigma compared to students and doctors from other specialities. It did not specify whether the other health professionals were GPs (16). Moreover, a study involving medical trainees from various specialties in Iran found that those specializing in psychiatry exhibited less stigma towards individuals with mental illness (28).

The marked differences may be related to the division of the OMS-HC into three factors. The results show that all professional groups surveyed have similar levels of stigma regarding 'attitudes towards the person with mental illness' (factor 2), which is the factor with a relatively low level of stigma. In contrast, the factor that shows a higher level of stigma is 'attitudes towards disclosure and seeking help' (factor 1), followed by 'attitudes towards social distance' (factor 3). These two factors show the greatest differences between mental health professionals and others. A possible explanation could be related to social desirability. It is more difficult to accept discriminatory behaviour towards people with mental illness than to accept having difficulties with mental illness itself. In fact, it is more difficult to consider as stigma the fact that a person does not want to reveal their mental health problem or has difficulties in seeking help than to have negative attitudes towards people with mental illness, where stigma is explicit (28). Therefore, if only factor 2 were considered in this study, there would be no differences between the groups and stigma would be lower among healthcare professionals.

Having a close friend or relative with a mental illness seems to be related with lower levels of stigma, as the group of participants who identified themselves as such showed lower levels of stigma. The results suggest that the difference between the groups is primarily due to factor 3, social distance, which relates to avoiding contact with people with mental illness. It is logical to assume that familiarity with mental illness, through personal relationships, would lead to a decrease in avoidance of others with mental illness. A study conducted in Portugal supports these findings, concluding that doctors with a relative diagnosed with mental illness had less stigmatising attitudes (16). Similarly, a study conducted in Sweden shows that having a relative with mental illness is associated with less stigma and social distance from healthcare professionals towards patients with depression (15).

On the other hand, the results of this study indicate that the group of participants with a personal history of mental illness did not show significant differences in stigma levels compared to the others, except for factor 1, disclosure and seeking help. At this level, the group with a personal history of mental illness showed higher levels of stigma than participants without such a background. This result may indicate the real difficulties people feel when faced with a mental health problem, which could be characterised as self-stigma. This could increase difficulties in seeking help and may be due to a sense of misunderstanding, whether true or false, by others about their problems. It is uncertain whether individuals construct their own difficulties in accepting and understanding their symptoms, or if these difficulties result from the attitudes of others, or both. However, it is important to break this self-perpetuating cycle that exacerbates the problems associated with mental illness. This can be achieved by reducing the likelihood of seeking help or by increasing social isolation.

The study conducted in Hungary yielded mixed results regarding the disclosure and help-seeking factor. Approximately 50% of Hungarian psychiatrists expressed reluctance to seek help for their own mental illness and were unwilling to share their diagnosis with colleagues (23). This finding is consistent with the notion that mental illness may be perceived in the professional environment as indicating less competence, greater danger, and unpredictability. This perception may lead to the belief that a professional with a mental illness should not work with people who also have a mental illness (29). Additionally, self-stigma is common among people with mental illness (30). It may cause individuals to fear being perceived as incapable or untrustworthy, and to be labelled based on their diagnosis (31).

A recent study conducted in Portugal measured mental health stigma among healthcare professionals and found no significant differences in personal experience of mental illness (32). Similarly, a validation study of the OMS-HC scale in Italy also found no differences in stigma related to personal experience of mental illness among students (33). Conversely, a study performed in Sweden found that individuals with a personal history of mental illness experienced lower levels of stigma and social distancing towards patients with depression (15). Other studies suggest that greater familiarity with mental illness, such as being comfortable seeking mental health care for oneself, may lead to less stigma. This reinforces the need to seek help as a way of deconstructing stigma (34).

So, it appears that individuals with a history of mental illness in their close circle have lower levels of stigma, particularly related to factor 3 (social distance). However, no reduction in stigma was found for individuals with a personal history of mental illness. In fact, there was an increase in stigma related to factor 1, disclosure and seeking help.

Overall, the study participants reported a low level of stigma towards mental illness. Only 48.6% believed that completing the questionnaire had contributed to raising awareness of this issue. Differences found at the factor level may indicate a lack of awareness of the existing stigma, which is not very high but still present. The participants did not have access to their own results. This could be positive if completing the questionnaire was linked to a measure to combat stigma. Studies have shown that taking part in anti-stigma interventions can increase the awareness of healthcare professionals of the stigma they themselves feel towards mental illness and the unintentional attitudes that reveal it (35–38).




Limitations

This study may have limitations regarding the extrapolation of conclusions to the Portuguese healthcare population. Firstly, this is a non-random sampling, which is known to limit the representativeness of the population being studied. Also, the response rate to this type of study is typically low. Additionally, the population most motivated to respond to the questionnaire is usually the one most interested in the topic, which may introduce some bias. Furthermore, it is important to note that the sample size of GPs was relatively small. Therefore, any comparisons made between professional groups should be interpreted with caution, as the group of GPs is smaller than the others.

Another limitation of the study is that this way of measuring stigma is based on a self-prediction model of stigmatising acts rather than the stigmatising acts themselves. The theoretical model only assesses intentions, which may differ from reality. Healthcare professionals may exhibit behaviours that differ from what they admit to in the questionnaire. Further research is required to evaluate stigma in alternative ways, particularly to ascertain the perception of stigma by individuals with mental illness towards their healthcare providers. Moreover, this is a cross-sectional study, it only provides a static evaluation of stigma over time and not a continuous assessment, which precludes the evaluation of changes in stigma over time.






Conclusion

This research indicates that Portuguese health professionals hold stigmatising attitudes towards mental illness, although at a low to moderate level. However, training and frequent intervention with individuals with this condition, as is the case with mental health professionals, appear to be related to lower levels of stigma. Nonetheless, it is important to create anti-stigma programmes, particularly for GPs (who are typically the first point of contact for individuals with mental illness and refer them to the NHS), to reduce the likelihood of alienating these individuals from mental health care.

Further research is required to continuously assess stigma over time and evaluate the effectiveness of anti-stigma interventions, such as mental health training, which can increase mental health literacy and promote closer contact with patients. The OMS-HC scale can be useful for pre-intervention evaluations of anti-stigma interventions and for post-intervention evaluations to study their effectiveness. Moreover, future studies are necessary in order to understand the influence of gender, age, culture, years of professional experience and other variables in stigma levels. It could also be studied the relative stigma related to each specific mental disorder and how the different components of stigma relate to each other.

Contact with mental illness appears to protect against the development of stigmatising attitudes, particularly social distancing. Conversely, personal experience with a history of mental illness appears to increase stigma, particularly in the expectation of acceptance from others, including health professionals. It is important to study self-stigma to prevent it from influencing care.
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Background

Forensic psychiatric patients require specialized care due to the unique challenges in forensic settings. Negative attitudes and beliefs towards mentally disordered offenders can lead to discrimination against patients and are related to worse outcomes. Forensic psychiatric nurses play a crucial role in the treatment of these patients.





Aim

This study aimed to investigate the perceptions, attitudes, and beliefs of forensic psychiatric nurses and general medicine nurses towards psychiatric patients and to compare them between nurse groups.





Method

The study was conducted with 46 nurses working in the High-Security Forensic Psychiatry Clinic (Mean age: 35.46, SD= 7.16) and 58 nurses working in other inpatient settings (Mean age:36.28, SD=8.78) aged between 18-65 between December 2020 and April 2021 in Turkey. Nurses in the forensic psychiatry clinic were required to have at least 6 months of experience in the clinic.





Results

Forensic psychiatric nurses exhibited more positive attitudes towards patients (p<.0001), showing lower tendency to be socially distant (p=.009), higher trust (p<.0001), higher willingness to treat (p<.0001), lower tendency to perceive patients as threatening (p=.004), and more general positive attitudes. Significant relationships were found between some of the stigma-related scales we used and certain factors. For forensic nurses, being male (p=0.043) and single (p=,025), working long hours (p=.047), and having fewer children (p=.005) were related to more negative perceptions about delinquents. Insufficient knowledge about forensic psychiatry was linked to negative beliefs about mental disorders (p=0.017) and specifically the curability of mental disorders (p=0.008). Having more siblings was related to higher embarrassment about mental disorders (p=.043). For general nurses, having first-degree relatives who receive psychiatric treatment was related to perceiving patients as threatening (p=.021)) and negative perceptions about delinquents (p=.007). Being older was related to more positive beliefs about mental patients’ dangerousness (p=.026). Having more siblings was associated with higher trust toward patients (p=0.002).





Conclusions

These findings emphasize the importance of addressing stigmatization among healthcare professionals, particularly forensic psychiatry nurses and general nurses. Providing comprehensive training about mental disorders and forensic psychiatry and promoting empathy and understanding can enhance the quality of care for patients with mental illnesses and contribute to better mental health outcomes for society.
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1 Introduction

Patients with mental disorders often experience stigmatization, social distancing, exclusion, and rejection from the general public (1, 2). Some people have distorted beliefs that a mental disorder is a sign of character weakness, deviance, low intelligence, unreliability, and incompetence and often associate these conditions with violence and unpredictability (3). Consequently, such negative attitudes, beliefs, and perceptions contribute to impaired social skills and loss of self-esteem (4–6), reduced seeking behavior for treatment among patients, and ultimately lead to negative outcomes in mentally disordered patients (7). Conversely, it has been shown that positive attitudes towards patients with psychiatric disorders, such as being accepting, supportive, and tolerant, may allow the patient to feel relaxed, integrate with society, and ensure higher participation in treatment and care (8).

Studies revealed stigmatization of psychiatric patients not only from the general public but also from health professionals and mental health professionals (2, 6, 9–11). Therefore, it is necessary to consider the attitudes of health professionals, especially mental health professionals, in this regard. Studies commonly conducted on mental health professionals indicate more positive beliefs and attitudes than the general public (12, 13), but some publications present contradictory findings (10, 14). Despite the extensive literature on public stigma towards psychiatric patients, research specifically involving mental health professionals remains limited (14, 15). Given that the attitudes, beliefs, and perceptions of mental health professionals significantly impact patient care, investigating stigmatization among this group is essential.

Treatment of forensic psychiatry patients is important in terms of society’s mental health. Effective care of forensic psychiatry patients reduces harm to the environment and improves societal mental health (16, 17). The approach to forensic psychiatric patients has differences from the general medical services and even mental health settings. Moreover, forensic settings have significant environmental, relational, and clinical challenges (18–22). Treatment and protection in forensic psychiatric settings require multidisciplinary teamwork and forensic psychiatric nursing is an important part of treatment. Nurses working in forensic psychiatry settings are known as forensic psychiatric nurses (FPNs) (23). FPNs must be knowledgeable about the physical, psychological, social, economic, and cultural status of the forensic psychiatric patient from an integrative perspective. They must be capable of supporting and encouraging patients to develop social and practical life skills (18, 24) and managing problematic and challenging patient behaviors (25). In this regard, we believe that researching stigmatization among FPNs can significantly enhance forensic psychiatric care. To achieve this, our plan involves identifying potential factors linked to stigma among FPNs and constructing a conceptual framework by comparing them with non-FPNs.

The distinctive properties of the forensic psychiatric nursing profession bring vulnerabilities in treatment. For example, negative attitudes towards patients may influence the treatment more in forensic psychiatry settings compared with general medical settings. Stigmatization of and negative attitudes and negative stereotypical beliefs towards mentally disordered patients lead to discrimination against the patients. Although there are some studies on psychiatric nursing in general (26, 27), there is limited research on the attitudes of forensic psychiatric nurses (28). Studies on stigma in the nursing profession indicated that forensic nurses might question their health professional identities with their negative attitudes (29) and negative attitudes could affect their work engagement (30). There was no study comparing general nurses and FPNs in terms of attitudes and beliefs toward mentally disordered offenders and perception toward delinquents (10). FPNs’ negative attitudes, beliefs, and perceptions may lead to poor care and diminish the provision of competent and compassionate care to patients. For these reasons, it is essential to conduct studies on FPNs’ attitudes and to understand the factors that may influence these attitudes.

Stigmatization and culture are indistinguishable from each other. It is plausible that the stigmatization among health professionals could be influenced by their culture and social structure (31, 32). Cultural beliefs, values, and norms are important regarding the stigmatization (33). While there are various studies on medical professionals in the Middle East (34), Europe (12), and Asia (32), we believe it is essential to conduct research specific to our country to understand the unique characteristics of Turkish society regarding stigmatization. Turkish society exhibits both cultural similarities and differences with neighboring regions due to factors such as geographical proximity and shared religious values. Turkey is undergoing a significant cultural transformation from traditional rural to modern urban lifestyles, leading to a wide spectrum of attitudes and values within the society (35). Although there are studies investigating public attitudes towards mentally disordered patients in Turkish society (35), studies on professionals are limited. Therefore, there is an urgent need for more data on stigmatization among health professionals in Turkey. Our study is the first study investigating stigmatization in forensic psychiatric nurses in Turkey.

The present study is crucial as it compares forensic psychiatry nurses with general medical nurses. The study aimed to detail findings about beliefs and attitudes towards psychiatric disorders and patients and perceptions of delinquents and to compare the levels of stigmatization between FPNs and general setting nurses (non-FPN).




2 Materials and methods



2.1 Settings and subjects

The study sample consists of nurses who were employed in high-security forensic psychiatric units (FPN, n=46) and nurses who were engaged in other inpatient units (non-FPN, n=58) in the same hospital between December 2020 and April 2021 in Adana, Turkiye. We included the nurses aged 18 to 65 who worked either in forensic psychiatry services or general inpatient services and volunteered to participate in our study. In total, 46 FPNs were invited, and all participated and completed the scales. We recruited all nurses in the forensic psychiatry hospital during the study period. Additionally, we invited 65 non-FPNs. However, eight of 65 were excluded from the study because they did not complete most of the scales.

The FPN group included in our study did not receive any specialized training in forensic psychiatry nursing nor participate in any lectures or scientific activities in academic settings. However, they had experience working in a high-security forensic psychiatric unit for different durations (for at least 6 months). FPNs provide treatment for offenders who do not have criminal responsibility due to mental disorders, follow up with patients during their shifts in high-security forensic psychiatry units, and are involved in all phases of treatment in our hospital. FPNs typically care for patients diagnosed with psychotic disorders, bipolar disorder, and intellectual disabilities. The severity of the symptoms of the patients differs from mild to severe. The non-FPN group included nurses who have not worked in any psychiatric settings before and who had been recently employed in general inpatient units. While constructing the population for the FPN group, all nurses with at least 6 months of experience in forensic psychiatry services were invited to participate. For the non-FPN group, we individually visited all non-psychiatric adult patient settings, and nurses who were currently employed in these wards were invited to participate. Participation was based on volunteerism and no participant refused to participate in the study. We arranged a meeting with volunteers who met the inclusion criteria in the hospital’s social areas. The researchers first administered a sociodemographic data form, followed by a brief explanation of the other scales. Participants were then asked to complete the scales by marking their responses. All scales were completed during a single 30-minute session. FPNs and non-FPNs were compared in terms of beliefs and attitudes about psychiatric disorders and mentally disordered patients, perceptions towards delinquents, and associated factors. Perceptions, attitudes, and beliefs about mental disorders and patients all reflect stigmatization; therefore, throughout the text, the term “stigmatization” will occasionally be used in place of these terms. These expressions will be used instead of “stigmatization” only when a particular emphasis is needed. A sociodemographic data form, the Beliefs Toward Mental Illness Scale (BTMI), the Nurse’s Attitude Towards Forensic Psychiatric Patients Scale (NAFPPS), and the Perceptions Toward Criminals Scale (PTCS) were administered to all participants. Ethics committee approval was given by the hospital Ethics Committee (with the date 18.11.2020 and decision number 1139). The procedures used in the current study are designed according to the Declaration of Helsinki. Informed consent was obtained from all participants.




2.2 Assessment instruments

The nurses’ sociodemographic characteristics and occupational characteristics in the forensic psychiatry service were evaluated by the sociodemographic data form. The questions about their views on forensic psychiatry (their knowledge of the legal regulations in the Turkish Legal System for forensic psychiatric patients) and their position on working in forensic psychiatric settings were added to the socio-demographic data form. For this purpose, “Do you think you have enough knowledge about the legal aspect of forensic psychiatry?” was asked of all participants. “Would you like to work in the forensic psychiatric settings?” was asked of the non-FPN group.

The Perceptions Toward Criminals Scale was developed to measure the perceptions of professionals about criminals in the Turkish language by Gonultas et al. (36). It is a 5-point Likert-type scale that has two factors (perceptions towards criminals’ personality traits/moral characteristics and perceptions towards criminals’ social networks) and 12 items. The total score varies between 12-60. The scale contains negative statements about criminals. High scores indicate high negative perceptions. In this scale, the first factor explained 32.42% of the total variance, while the second factor explained 20% of the total variance (52.42% in total). The Cronbach’s alpha value of the first factor was 0.85, the second factor was 0.73. The validity analysis showed a good fit (X2/SD=2.43; RMSEA=0.68; GFI=0.935; AGFI=0.905; NFI=0.902; CFI=0.94). The scale is the offenders as ‘criminals’. Thus, we used the original name of the scale when we mentioned the scale characteristics. However, this expression stigmatized the participants, so we referred to them as ‘delinquents’ instead of ‘criminals’ in the text.

The Beliefs Toward Mental Illness Scale was developed to measure professionals’ beliefs about mental disorders, and validity and reliability studies were conducted in many languages (37). The Turkish adaptation study was conducted by Bilge and Cam (38). It is a 6-point Likert-type scale (scored between 0-5), that has 3 factors: Dangerousness (8 items), Embarrassment (2 items), and Social Dysfunction and Incurability (11 items). The total score varies between 0-105. The statements in the scale include negative beliefs about mental disorders. The dangerousness subscale indicates beliefs about mental disorders and patients being dangerous. The social dysfunction and incurability subscale contains beliefs that mental disorders negatively affect interpersonal relationships and that it is incurable as a result. The embarrassment subscale states mental disorders are something to be ashamed of. High scores on the scale indicate high negative beliefs. Cronbach’s alpha of the scale was defined as 0.82. Embarrassment, Dangerousness, Social Dysfunction, and Incurability subscales’ Cronbach’s alpha were 0.69, 0.71, and 0.80, respectively.

The Nurse’s Attitude Towards Forensic Psychiatric Patients Scale was developed to examine the nurses’ attitudes toward forensic psychiatric patients. The validity, reliability, and development study was conducted by Turkish researchers. It has been stated that the scale has validity and reliability (11). Reliability and validity studies of the scale showed the following: content validity index: 0.69; Cronbach’s alpha internal consistency coefficient: 0.86; internal cluster coefficient: 0.86; test-retest reliability coefficient: 0.69. It is a 5-point Likert-type scale (scored between 0 to 5) with 25 items. Subdimensions are social distance (4 items), trust (8 items), willingness to provide care (7 items), and feeling threatened (6 items). Each positive item is scored on a scale of 1 to 5, from “completely disagree” to “completely agree,” depending on whether nurses agree or disagree with each statement. Higher scores indicate positive attitudes toward forensic psychiatry patients.




2.3 Statistical analysis

The continuous variables of the research are listed as follows: current age, weekly working hours, working years in the current clinic, and total working years in nursing. Categorical variables were coded dichotomously, such as marital status (married/unmarried) and having a first-degree relative receiving psychiatric treatment (yes/no). The variables were summarized using frequency distributions. The distribution of variables was evaluated using the Kolmogorov-Smirnov test. Statistical methods were chosen depending on the distribution of the data. Pearson’s chi-square test was used for comparisons between categorical variables. Pearson’s or Spearman’s tests were carried out for the correlation analyses. All statistical analyses were performed with SPSS version 26.0 package program, and the significance level was accepted as p<0.05 (two-tailed).





3 Results

In the study, 56.5% of the FPN group was female, and 56.9% of the non-FPN group was female. The mean age of the FPNs was 35.46 ± 7.16, and the mean age of the non-FPNs was 36.28 ± 8.78. See Table 1 for detailed information. The groups were similar in terms of gender, mean age, working time as a nurse, having a family history of psychiatric illness, having a family member with a diagnosis of schizophrenia, and having received psychiatric treatment before. The weekly working hours of the non-FPN group were significantly longer (p=0.019), and they worked for a significantly longer duration in terms of working years in their current units (p=0.001).

Table 1 | Sociodemographic and occupational characteristics of the participants.


[image: A table comparing features between FPN (n=46) and Non-FPN (n=58) groups with statistical analysis. Features include age, gender, marital status, psychiatric history, legal knowledge in forensic psychiatry, and working hours. Statistical values such as Mann Whitney U and Chi-Square are included for significance analysis.]
The groups were not significantly different in terms of BTMI-total score (p=0.295) and Dangerousness Subscale (p=0.706). The non-FPN group had higher Embarrassment subscale scores(p=0.008). The FPN group had higher scores on the incurability and Social Dysfunction subscale scores than the non-FPN group (p=0.022). According to the NAFPPS, the FPN group had a higher score with more positive attitudes in terms of the Social Distance subscale (p=.009), Trust subscale (p<.0001), Willingness to Provide Care subscale (p<.0001), and Feeling Threatened subscale (p=.004). The results for the total score of the scale (p<.0001) were similar. The nurses’ perceptions of delinquents were also evaluated with the PTCS. Perceptions of delinquents’ social networks were similar between the groups (p=0.334). However, the FPN group had more positive perceptions of the moral/personal aspects of delinquents (p<.0001) (Table 2).

Table 2 | Comparison of the characteristics of the forensic nurses and non-forensic nurses regarding the scales.


[image: A table comparing FPN (N=46) and Non-FPN (N=58) groups across various subscales: BTMI-embarrassment, BTMI-dangerousness, BTMI-social dysfunction, BTMI-total, NAFPPS-social distance, NAFPPS-willingness to provide care, NAFPPS-feeling threatened, NAFPPS-trust, NAFPPS-total score, PTCS-moral/personal aspects, PTCS-social network. Includes mean/rank, statistics, and p-values for each. Footnotes explain Mann Whitney U and Independent Sample T-tests, with scales such as NAFPPS, BTMI, PTCS defined below.]


3.1 Difference analysis

In this part of the study, the relationship between all attitudes, beliefs, and perceptions toward patients and the sociodemographic and occupational characteristics of nurses was examined.

In the FPN group, the relationship of gender with the scales was evaluated, and only in terms of perception of moral/personal aspects of delinquents, men had significantly higher scores, indicating more negative attitudes- (U=169.000, z=-2.025, p=.043), no significant difference was found between genders in other measurements.

The relation of marital status on the scales was evaluated; single FPNs had significantly higher scores for perceptions of moral/personal aspects of delinquents, indicating more negative perceptions than for married nurses (U=81.000, z=-2,235, p=0,025).

FPNs who thought they did not have enough knowledge about legal aspects of forensic psychiatry had significantly higher scores compared to those who believed they had sufficient knowledge, indicating more negative beliefs, according to the BTMI-social dysfunction and incurability subscale (U=141.00, z=-2.641, p=0.008) and BTMI-total (U=152.500, z=-2.384, p=0.017) scores.

It was found that the person’s living social environment, having a first-degree relative receiving psychiatric treatment, having a diagnosis of schizophrenia in a first-degree relative and/or any relative, and having the motivation to work in a psychiatric service did not make any difference in terms of all the scales.

In the non-FPN group, it was found that the person’s living social environment, gender, marital status, having a diagnosis of schizophrenia in a first-degree relative and/or any relative, and having the motivation to work in a psychiatric service or non-psychiatric service did not make any difference in terms of attitudes, perceptions, and beliefs towards patients. All non-FPN participants stated that they thought that they did not have enough knowledge about the legal aspect of forensic psychiatry. Therefore, this factor was not analyzed. It was found that non-FPNs who wanted to work in the forensic psychiatry setting had higher scores, indicating more positive attitudes, in terms of NAFPPS total score and subscale scores, namely the feeling threatened (U=58.500, z=-2.881,p=0.003), trust (U=84.500, Z=-2,251, p=0.022), willingness to provide care (U=76.000, z=-2,455, p=0.013) subscales and total score (U=51.000, z=-3.045, p=0.001) compared to those who did not want to work in this setting.

The non-FPNs who had first-degree relatives receiving psychiatric treatment showed statistically significant differences in their attitudes; they had lower scores on the NAFPPS feeling threatened subscale score (U=156.500, z=-2.307, p=0.021), indicating more negative attitudes, and had a significantly higher score on the moral/personal aspects of delinquents (U=136.000, z=-2,699, p=0.007), indicating more negative perceptions.




3.2 Correlation analysis

In the FPN group, there was a relationship between the number of siblings and BTMI-embarrassment score (rs= .299, p=.043); the weekly working hours and the perception score of the delinquents’ social networks (p=.030, rs=0.321); the weekly working hours and PTCS total score (p=.047, rs=.294); and the number of children and perception score of the delinquents’ social networks (p=.005, rs=-.407). There was no relationship between age, education status, working duration in the forensic service, and total working duration as a nurse (Table 3).

Table 3 | Spearman’s correlation analysis between socio-demographical variables and the NAFPPS, the PTCS, and the BTMI in the forensic nurse group.


[image: A correlation matrix table showing relationships among various factors such as age, number of siblings, education, and different psychological and social measures. Statistically significant correlations are marked with asterisks, indicating significance at both 0.05 and 0.01 levels. Bold text is used for highlighted significant relationships.]
In the non-FPN group, a positive relationship between age and BTMI-dangerousness (rs=.293, p=0.026) and number of siblings and NAFPPS trust (rs=-.392, p=0.002) was found. There was no relationship between all scale scores and educational status, weekly working hours, total working duration, and working duration in their current clinic. Considering that the person’s living social environment may affect the beliefs about mental patients’ dangerousness, the living environment was checked and the correlation was examined again. Subsequently, the relationship between age and beliefs about dangerousness disappeared (p=.361) (Table 4).

Table 4 | Spearman’s correlation analysis between socio-demographical variables and the NAFPPS, the PTCS, and the BTMI in the non-forensic nurse group.


[image: A correlation matrix displaying relationships between various factors such as age, number of siblings, education status, hours of work, and different psychological and social measures. Statistically significant correlations are indicated in bold, with significance levels at 0.05 and 0.01 marked with asterisks.]



3.3 Stigmatization related factors

The analysis conducted on the FPN group revealed several significant findings. For the FPN group, gender, marital status, and having sufficient knowledge of the legal aspects of forensic psychiatry made a difference in the scales. In addition, a significant relationship was found between the number of siblings, the number of children, weekly working hours, and the scales. However, education status, working duration in the forensic settings, total working duration as a nurse, person’s living social environment, having a first-degree relative receiving psychiatric treatment, and having a first-degree relative, or any relative, who is a diagnosed schizophrenia patient was not found to be related to the stigmatization among the FPNs.

The analysis of the non-FPN group indicated that having motivation to work in psychiatric settings and having first-degree relatives who receive psychiatric treatment made a difference in stigmatization. Similarly, age and number of siblings also showed significant relationships with stigmatization. Conversely, factors such as the person’s living social environment, gender, marital status, having a diagnosis of schizophrenia in a first-degree or any relative, and the preference to work in a psychiatric service did not demonstrate any significant differences in terms of attitudes, perceptions, and beliefs towards patients among general nurses. Similarly, educational status, weekly working hours, total working duration, and working duration in the current clinic were not found to be related to stigmatization of patients among general nurses.





4 Discussion

Overcoming stigma among professionals is challenging; however, it is critical for forensic nursing (18). First, we must recognize its presence, assess its severity, and identify the contributing underlying factors to deal with it. Various factors may affect the medical professionals’ stigmatization levels, such as the type of psychiatric diagnosis, the understanding of the disorders, the level of negative expectations about the outcome of the treatment, the level of medical knowledge regarding psychiatric disorders, and the experience of having family members and friends with mental health problems (32). Understanding the current attitudes, perceptions, and beliefs of FPNs will contribute to developing this professional relationship.

The study showed that, overall, FPNs have more positive beliefs, attitudes, and perceptions than non-FPNs, with some exceptions. Specifically, FPNs had positive beliefs about having any familial relationships and friendships with psychiatric patients, which they found less embarrassing compared to general service nurses. Furthermore, they generally demonstrated more positive attitudes towards people with mental disorders in terms of social distance, trust, willingness to provide care, and feeling threatened. They had more positive perceptions regarding criminality being related to personality traits. The results show that forensic nurses exhibit less stigmatization of patients than their counterparts in general nursing practice, which could be interpreted as a positive situation in the profession. Despite these positive attitudes, beliefs, and perceptions, FPNs also held some negative beliefs, such as the inevitability of social deterioration and the incurability of mental disorders. FPNs were more pessimistic regarding mental disorders leading to deterioration in social relations and that it is incurable compared to non-FPNs. This result is consistent with the finding in the literature that psychiatric nurses generally have less optimistic views on mental disorder outcomes compared to other healthcare providers (39–41). Forensic nurses have more negative beliefs about mental disorders’ outcomes, which may be related to their frequent observation of the negative consequences of psychiatric disorders in forensic units (such as being involved in a crime and being punished because of crime), and generally, they provide care to treatment-resistant patients. While this study did not directly evaluate the effect of hopelessness and stigmatization on patient treatments, previous research has shown a correlation between negative attitudes and a low quality of psychiatric care (42). It can be said that working on the hopelessness of forensic nurses and providing specialized education about mental disorder epidemiology and outcomes will be beneficial for the treatment of patients.

In recent years, there has been a growing awareness of the detrimental effect of stigma on individuals with mental disorders. There is a large body of research showing that mental health stigma is a significant public health problem (43). Consequently, there has been an increase in the number of studies focusing not only on social stigma but also on stigma among healthcare professionals and mental health professionals. However, there are very few studies on the factors related to the stigmatization of patients by mental health professionals. There are publications with different results on this subject. In a study examining stigmatization in 92 Jordanian psychiatry nurses, it was stated that lower education level, young age, and not having special training in psychiatric nursing are related to the stigmatization of patients, but the nurses’ gender did not make a difference in stigma (44). In another study conducted in Qatar, it was stated that being male and having recently graduated were associated with stigma among health professionals (34). Cultural and racial differences may be associated with different outcomes (33, 44, 45). In this sense, our study is essential in terms of being conducted in the Turkish health professional population. In our study, we brought this issue one step further and investigated the factors that may be associated with stigmatization in both forensic psychiatry nurses and general medical nurses.

Our findings regarding general medical nurses are as follows: (I). General nurses who reported a willingness to work in a forensic psychiatry setting perceived the patients as less of a threat. They had higher trust in patients and were more willing to provide care. Nurses generally regard mental health nursing as an unpreferred career option as shown in the literature (46–49). General nurses and nursing students have a lack of interest in working in psychiatry units and forensic units. Our study signifies that nurses with an interest in forensic psychiatry may provide a more positive and accepting attitude toward patients and will help improve the quality of care. Working only with volunteer nurses and other professionals in mental health units is a useful approach to improving the quality of psychiatric care. (II). Nurses with psychiatric relatives had more negative attitudes about feeling threatened and held more negative perceptions regarding the moral/personal aspects of delinquents. In our literature review, we could not find any other study investigating the attitudes of nurses with psychiatric relatives. The result obtained in our study can be interpreted as follows. This relationship was shown on the scale of perceptions towards delinquents. Nurses with psychiatric relatives attributed criminality to personality traits instead of familial traits (did not attribute to their own family). It may be an unconscious defense mechanism (denial). Another result, that nurses with psychiatric relatives feel threatened by forensic psychiatry patients, can be explained by the high amount of familial stigma we see in the families of psychiatric patients. Familial stigma is relatively high among mental health patients (50) (III). Older nurses had more positive beliefs about mental health patients’ dangerousness than younger ones. All participants in the general nurse group in the study had no experience working in psychiatry service, but still, working in any medical unit can provide expertise in this regard. Thus, one of the explanations that comes to mind first is that the increase in medical experience with aging may be associated with positive approaches. However, no such relationship was found between working time as a nurse in the profession and positive attitudes. Therefore, this result should not be explained by occupational experience. The social environment where the nurses lived consisted of culturally different people and had different social features. The relationship between age and stigma disappeared in the analysis, which was made by controlling the person’s social environment. With this result, instead of saying that age has a direct effect on stigma, it may be said that the living environment is a confounder here. It is possible that living in rural areas may cause people to feel more anxiety in terms of security in general and, therefore, contribute to strengthening the belief that people with mental problems are more dangerous. (IV) An increased number of siblings was associated with more positive attitudes of trust toward patients among nurses. Research has not been found specifically examining the relationship between number of siblings and stigma toward psychiatry patients among professionals. This situation could be associated with the diversity of people in crowded families and, finally, more accepting attitudes. People who have grown up in large families may show more positive attitudes towards stigmatized members of society.

The findings of factors related to the stigmatization of people with mental health problems by forensic nurses are as follows: (I) being male was associated with more negative perceptions. Although previous studies have reported higher stigmatizing attitudes among male nurses (51), there is also research that suggests no significant gender difference in stigma (14). These divergent findings have been attributed to cultural differences. In our study, we did not find any gender differences in the scales that measured various aspects of stigma, except for the Perceptions Towards Criminals Scale. Specifically, no gender difference was observed in beliefs about psychiatric patients or attitudes toward forensic psychiatric patients. Therefore, based on our results, we can partially say that gender differences are not associated with the stigma associated with psychiatric disorders. However, it is noteworthy that male forensic psychiatry nurses, who frequently interact with forensic patients, exhibited more negative perceptions towards delinquents. We think that this should be taken into consideration in the training of forensic psychiatric nurses. (II) Having insufficient knowledge about the legal aspects of forensic psychiatry was associated with more negative beliefs about delinquents. Recent research conducted in the United States supports this finding by suggesting that knowledge level may have a positive impact on stigma (13). Another study conducted with mental health stakeholders in Iran highlighted the importance of raising awareness and providing education to reduce stigma (52). Another study suggested various approaches for educational content, emphasizing interactive interventions such as movie screenings and discussions, interactive education, social communication, and group discussions, all tailored to culturally specific characteristics (53). The finding about the relationship between knowledge and stigmatization is important in that it refers to the reduction of stigmatization with specialized training in legal aspects of forensic psychiatry. Previous studies have reported that stigma can be overcome with education (54). (III) Being single was linked to negative perceptions about the moral/personal aspects of delinquents, (IV) a higher number of siblings was found to be related to higher embarrassment about mental disorders, and (V) having a higher number of children was found to be related to positive perceptions about delinquents’ social networks. To the best of our knowledge, there was no previous study on the relationship between number of children and stigmatization. These findings highlight the influence of socio-cultural factors on the stigmatization of forensic psychiatry patients by professionals. (VI) Longer weekly working hours were associated with a more negative perception of delinquents’ social networks. This finding is crucial because it shows that long working hours are related to increased stigmatization tendencies. This relationship was not found in general nurses; longer working duration and stigmatization tendencies seem to be related to each other for forensic nurses, according to our results. In our literature review, there were no studies investigating the relationship between long working hours and stigmatization. However, long working hours may be a predictor of job stressors and burnout (55, 56). Burnout has recently been noted to increase stigma among physicians (57). In this sense, we speculate that burnout may be a mediator for this relationship. This should be accepted as not just a researcher’s opinion but also a rational one. We did not use any questionnaire for burnout in the study, so there is a need for extended research on burnout and stigmatization. We discussed this in the context of the relationship between longer working hours and increased stress and burnout. Although this relationship was not found in general nurses, burnout and stigma seem to be parallel to each other in forensic nurses according to our results. In light of this information, burnout in forensic nurses should be considered. While academic evidence partially supports the findings of our study, we could not verify the findings due to limited research in this discipline. More research focusing on nurses and their stigmatization of people with a mental health condition is needed to provide more comprehensive and specific evidence.

Contrary to previous studies, it may be confusing that many factors were found to be associated with stigma in both the forensic nurse group and the general nurse group in this study. Unlike previous studies that primarily assessed attitudes using a single scale, we evaluated different essential aspects of stigma, including beliefs, attitudes, and perceptions, at the same time. Using various scales for the measurement of stigmatization explains the high number of factors that we found to be associated. This methodology is particularly valuable as it offers a more comprehensive understanding of the complex nature of stigma in this context.

Stigma and culture are intertwined and must be evaluated at the same time; thus, when planning research about stigma, it is crucial to choose appropriate methods for the population. Therefore, this study used standardized measurement tools for the Turkish population. Our study provides clear and new information about the stigmatization by health professionals, especially forensic psychiatry nurses, of mental patients. While these results enable the identification of problematic areas in nursing care, they also guide the development of culture-specific interventions to reduce stigma.



4.1 Limitations and suggestions for future studies

The small sample size is an essential limitation of the study. The small sample size may lead to lower study power and false negative outcomes. We may not have been able to demonstrate all existing relationships in this context. Therefore, there is an evident need for research with larger sample sizes. By the time we constituted the sample of forensic psychiatric nurses, we had tried to restrict the use of established high-security forensic units in our country since 2018. We excluded nurses from regional mental health hospitals’ forensic services because these hospitals do not distinguish between forensic and non-forensic nurses. This exclusion was made considering that nurses have more experience with forensic psychiatric patients than general psychiatric nurses. As a consequence, our study encountered a limitation in sample size. However, we find the results valuable due to our country’s rarity of forensic psychiatric nurses. This will stimulate further research on stigmatization among this specific group of healthcare professionals in Turkiye.

Additionally, the forensic nurse group in our study comprises forensic nurses from the same institution, which is a consequence of the limited number of available FPNs. Consequently, the findings of our study may only be generalized to some of the population. Moving forward, future research examining stigma in heterogeneous groups will be invaluable. Moreover, while we emphasized the importance of education, we did not directly evaluate its effectiveness, which means we could not exclude the influence of confounding factors. In future studies, conducting group comparisons on stigmatization after specific training will be valuable in demonstrating the effectiveness of education.





5 Conclusions

Stigmatization among forensic psychiatric nurses is a lesser-explored area in research; however, its significance should not be understated. It would be beneficial to conduct multi-center studies with large samples and focus on the effects of education level and specific training in the future. The study showed that forensic psychiatric nurses exhibit lower levels of stigmatization of patients compared to general practice nurses. Furthermore, it identified several factors related to stigmatization among nurses. For forensic psychiatric nurses, these factors included gender, marital status, sufficient knowledge of the legal aspects of forensic psychiatry, number of siblings, number of children, and weekly working hours. Similarly, among general practice nurses, factors such as motivation to work in psychiatric settings, having first-degree relatives receiving psychiatric treatment, age, and number of siblings were found to be associated with stigmatization of patients

The findings highlight the importance of understanding and addressing stigmatization by health professionals, particularly in forensic psychiatric nursing. Identifying the current attitudes, perceptions, and beliefs of forensic nurses will provide more advanced treatment in forensic psychiatric care and supportive and empathetic professional relationships between patients and professionals. Additionally, the study provides valuable insights into stigmatization among general nurses, emphasizing the need for interventions in general health care that serve people with a mental health condition. Educating all nurses, especially those working with forensic psychiatric groups, about mental illnesses during pre-vocational and in-service training processes, and as a result, preventing possible stigmatizing attitudes, will increase the quality of healthcare.
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Introduction: The significance of mental health and its impact on overall well-being is increasingly acknowledged across various sectors, including higher education. However, despite this growing recognition, the stigma associated with mental health issues and related help-seeking, particularly within certain cultural groups and socio-economic contexts, continues to pose a formidable barrier to effective care, especially among university students. Addressing these challenges, this study explores the intricate interplay of factors affecting mental health awareness and stigma, including help-seeking behaviors among Albanian university students in three Western Balkan countries: Kosovo, North Macedonia, and Albania. By dissecting these multi-layered influences, this study aims to develop targeted interventions to enhance mental well-being and dismantle barriers to care in these regions.
Methods: This qualitative study involved 60 Albanian university students from Kosovo, North Macedonia, and Albania, using focus groups to gather data. The discussions were structured around the socio-ecological model, facilitating a comprehensive exploration of the individual, interpersonal, organizational, and societal factors influencing mental health awareness, stigma, and help-seeking behaviors.
Results: Findings from the study indicate a moderate awareness of mental health issues among students. Familial and cultural stigma among Albanians in the Balkans hinder open discussions and access to professional help. There is a notable lack of support from higher education institutions, with only 20% of students reporting that their mental health needs are met. These needs include affordable and confidential counseling, empathetic faculty interactions, and a supportive campus environment. Additionally, there is a lack of continuous and professional help within the community. Societal attitudes deeply rooted in Albanian cultural norms and traditional beliefs perpetuate stigma, limiting effective health care and help-seeking behavior.
Discussion: The results emphasize the need for a culturally sensitive and holistic approach to mental health interventions that integrates strategies across multiple levels of the socio-ecological model. Enhancing mental health literacy, reducing stigma, and advocating for supportive legislation and policies in the Western Balkan region are critical. Moreover, the study highlights the urgent necessity for universities in particular to improve their mental health services, which will significantly enhance both the academic success and personal development of students.
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1 Introduction

The importance of mental health and its consequential effects on overall well-being are increasingly acknowledged across various fields, including higher education (1). With the onset of the COVID-19 pandemic, global concerns regarding university students’ mental health have become even more pronounced. Many studies highlight major concerns, necessitating urgent responses. For example, according to the Healthy Minds Study (2), over 60% of college students internationally and in the United States reported at least one mental health disorder. Similarly, a study examining the mental health of higher education students in countries such as Poland, Slovenia, Czechia, Ukraine, Russia, Germany, Turkey, Israel, and Colombia indicated that approximately 60% of the sampled students showed symptoms of depression, generalized anxiety, or both (3). Increases in the prevalence rates of stress, anxiety, and depression among students have also been reported in studies conducted in the Western Balkans, particularly in Kosovo, Albania, and North Macedonia (4–7).

Given the developmental stage university students are in, which is the typical age of onset for many mental health disorders (8, 9), they are among the most at-risk groups for mental health challenges. This vulnerability is further compounded by significant barriers to seeking psychological help. These barriers include fear of self-disclosure (4), lengthy wait periods for mental health services, and doubts or misconceptions about the value, privacy, or accessibility of mental health care, all of which negatively impact students’ mental health and their attitudes towards seeking help (10). Additionally, the stigma associated with mental health and help-seeking behaviors continues to be a significant barrier for university students. Prior research indicates that this stigma can substantially affect population health (11), and is often more prominent at universities lacking stigma-reduction efforts and formal mental health services, such as the Western Balkans (4).

Cross-cultural and cross-country comparisons reveal meaningful differences in the level and impact of mental health stigma. For instance, Gallego et al. (12) found the highest levels of mental health stigma in Spain and the lowest in Canada. Socio-cultural factors not only influence individual stigma and help-seeking behaviors but also affect support networks, healthcare approaches, and community resources (13). These socio-cultural influences extend beyond stigma to broader aspects of students’ mental health and academic success. A large-scale study in Australia highlighted crucial connections between mental health and academic success for both domestic and international students, with international students being less informed about and less likely to use available health services both within and outside the university (14). Additionally, research in the UK identified enhanced mental health challenges faced by students of color and minority groups, among others, influenced by a lack of culturally competent support (15, 16). These findings underscore the need for significant research efforts to increase knowledge of mental health conditions and needs, including cultural considerations, to inform policies and service implementation to better support university students globally (17).

While such studies provide essential information about some countries and/or cultural groups, there is a notable dearth of literature that specifically addresses these dynamics within the Albanian populations, especially in the Western Balkans, particularly in the context of higher education and youth. This gap highlights a critical need for more research to understand the unique sociocultural dynamics that influence stigma and access to mental health services in higher education settings in this region and among these groups of populations. Therefore, against this backdrop, this study explored the perceptions of Albanian university students in Kosovo, Albania, and North Macedonia regarding mental health awareness and stigma and support services to foster a more comprehensive and nuanced understanding of the various factors that influence attitudes from the individual to the societal level in shaping help-seeking attitudes and experiences among Albanian students in the Western Balkan region. Indeed, understanding and addressing the multilayered factors that influence stigma is critical for improving care-seeking behavior and preventing mental health issues (13) for individuals in these countries and communities.

The participants in the current study were selected from three countries in the Western Balkan region of Southeastern Europe: Albania, Kosovo, and North Macedonia. Albanians constitute a significant proportion of the population in this region, with around 92% in Kosovo (18), nearly the entire population in Albania (19), and a substantial minority of around 24.3% in North Macedonia (20). These populations in close proximity to each other share language and cultural traditions, which may influence perceptions toward mental health. These countries also share similar complex sociopolitical histories that have had significant impacts on mental health systems and access, broadly affecting the entire population, not just university students.

For instance, Albania has been a closed country for 47 years owing to its dictatorial regime and communist ideology; this had significant impacts on citizens, especially in the 1990s, wherein several political and economic events occurred (21). Communism, as well as Soviet ideology, correspondingly impacted cultural attitudes and care for Albanians with mental disorders (22), and the nation is still attempting to recover in multiple health and economic spheres, including increasing the capacity for mental health services (23) and integrating training on mental health in the education of healthcare providers (24).

Similarly, Kosovo’s health system suffered as a result of violence and instability in the 1990s, particularly following the 1999 political upheaval, resulting in healthcare facilities being unable to provide basic health treatment. What did exist for mental healthcare was limited to inpatient or hospital-based neuropsychiatric care. In the early 2000s, Mental Health Reform focused on new strategies to shift limited existing services to community-based practitioners. It established a psychology department at the University of Prishtina as well as various professional associations and non-governmental organizations to reform the mental healthcare system (25). Despite these efforts, poverty and Kosovo’s post-war environment continue to contribute to social isolation and insufficient access to and funding for mental healthcare for university students and the general population, while a large proportion of the population experiences depression, anxiety, and post-traumatic stress disorders. Furthermore, mental health stigma and discrimination against people with mental health concerns remain widespread (4).

In North Macedonia, the collaboration between the World Health Organization (WHO) and the Ministry of Health from 2000 to 2008 marked a significant shift toward establishing mental health centers and advancing community-based care. This initiative was further supported by the National Strategy for the Promotion of Mental Health (2018–2025), which focused on improving access to mental health services and reducing stigma under the leadership of the Ministry of Health. Despite these developments, North Macedonia still faces hurdles in embedding comprehensive mental health support into its education system, underscored by a critical shortage of mental health professionals in schools and a lack of targeted mental health programs for youth (children through young/emerging adults). The youth in North Macedonia experience significant mental health issues, such as anxiety and depression. For example, in a recent survey by UNICEF, approximately one-third of the adolescent population reported symptoms of depression, and 42% reported experiencing moderate to severe anxiety. Despite these significant mental health challenges, more than half of the adolescents who acknowledge needing mental health services do not seek help, highlighting a substantial gap in support and accessibility (26).

Addressing mental health services for children, adolescents, and young adults is paramount, given the significant youth demographics in Albania, Kosovo, and North Macedonia. Kosovo has one of the youngest populations in Europe, with over half under 25 years of age, including 19% between 15 and 24 years. In North Macedonia, youths represent approximately 12% of its population of two million (27). Similarly, Albania’s youth demographic is fairly young, with youth under 15 years constituting 23% and those between 10 and 24 years constituting 21% of its population (28). However, the majority of universities in these countries do not offer any mental health services for their students, despite recent findings on the need (4, 29) and the positive impact of psychological services on academic growth, managing personal difficulties, and bettering emotional welfare (30).

Leveraging the socio-ecological model (31), the current study aimed to explore the differences and similarities in Albania, Kosovo, and North Macedonia at the individual (mental health awareness), interpersonal (family support, social networks, stigma), organizational (institutional responses, mental health service provision within universities), community (local support systems, community resources for mental health), and societal levels (laws, cultural norms, and societal stigma). The findings are intended to deepen the understanding of how these layered interactions contribute to or hinder mental health awareness and help-seeking behaviors among students. This comprehensive analysis will help in identifying targeted strategies for enhancing mental health support and reducing stigma within higher education settings in the Western Balkans and potentially in similar contexts globally. Developed by psychologist Urie Bronfenbrenner in the late 1970s (31), the socio-ecological model acknowledges that individual behavior is influenced by, and contributes to, multiple levels of the surrounding environment—from the immediate settings of family and school to broader societal and cultural contexts (32, 33). This model has proven effective in addressing various public health issues by identifying how layers of influence impact health behaviors and outcomes (34, 35).

The diverse cultural perspectives on mental health across the globe, affect the provisions, funding, and political support for such services, as well as university students’ willingness to seek help and their experiences when doing so (36, 37). Unsurprisingly, countries from economically developed regions have better-developed mental health resources, but unfortunately, much of Europe still has insufficient resources and governmental budgets for mental health (38), particularly the Balkan region (39). Therefore, the current study’s findings serve to increase such insights to better inform the development of culturally appropriate and responsive interventions in the Western Balkans, develop and update organizational policies, craft stigma-reduction narratives, normalize help-seeking, and facilitate continuous improvements and innovations in mental healthcare and support for university students.



2 Materials and methods


2.1 Study design

Our study employed a qualitative design to explore Albanian university students’ awareness of mental health and their perceptions of factors influencing stigma toward mental health and help-seeking behaviors in Albania, Kosovo, and North Macedonia.



2.2 Sample criteria and outreach

We recruited 60 university students from public and private institutions across Albania, Kosovo, and North Macedonia through purposive sampling (40, 41), aimed at capturing insightful contributions relevant to the research objective. Our focus was on students aged 18 years and older, currently enrolled in undergraduate or graduate programs, and self-identified as Albanian. Ensuring representation from various geographic areas, academic fields, and sexes was crucial.

Recognizing the importance of having the research informed not only by mental health experts but also directly by potential mental health service users (42), we focused on capturing the perspectives of Albanian students, a key demographic in our study. This approach has been a commonly-recognized inclusion in mental health research for the past 20 years (43).

Our recruitment began by leveraging existing networks and reaching out through direct contacts and collaborations with youth NGOs, university student associations, and academic forums. Additionally, we used a referral system (snowball sampling) (44, 45), encouraging initial respondents to share the study invitation with their peers and to inform us if we could contact them with more details. Following initial interest, personalized email invitations were sent to potential participants. These emails included detailed information about the study’s purpose, voluntary participation, confidentiality measures, and focus group schedules, ensuring informed consent (46).



2.3 Study setting

Data collection was conducted via online focus group discussions from January to March 2023, using virtual meeting platforms such as Zoom and Google Meet to accommodate participants from different locations, thereby eliminating travel barriers. We organized a total of six focus groups, each comprising 10 participants. Each session lasted approximately 60–90 min.

Focus group discussions were facilitated by psychologists and co-authors of this paper, who had undergone comprehensive training to facilitate the discussions effectively. The training, conducted by the senior researcher, also part of this research team, included a detailed manual that guided them on session structure and ethical considerations. Each moderator was also equipped with a structured tool of open-ended questions to delve into students’ perceptions of mental health and help-seeking behaviors. These questions were crafted to explore various levels of the socio-ecological model, from individual to societal influences. Furthermore, to reduce moderator bias as much as possible, we employed multiple research moderators in the focus group discussions. To uphold the highest ethical standards, our study adhered to stringent ethical standards in line with the 1964 Helsinki Declaration. At the beginning of each focus group discussion, all participants were re-informed about the study’s purpose and were provided with an informed consent form shared via Google Forms. Participants were asked to sign and submit the form, ensuring that they understood the study’s purpose and their rights, including confidentiality and voluntary participation terms. Additionally, participants were informed about, and they eventually consented to, the recording of the discussion, which was strictly used for data transcription, ensuring further accuracy in data handling and analysis.



2.4 Participant characteristics

The study included Albanian students from North Macedonia, Kosovo, and Albania, with each country contributing an equal proportion of 33.3% to the total sample size of 60 participants. Of the overall sample, 61.7 were women. Participants’ ages ranged from 18 to 26 years, with an average age of 21.1 years, and included students from various fields of study, including Medicine (28.33%), Social Sciences (28.33%), Education and Languages (13.33%), Economics (8.33%), Law and Arts (3.33%); they primarily resided in urban areas. Participating students were from 11 different universities located in the sampling countries, with 4 private and 7 public institutions. Participants from Albania were from the cities of Tirana, Gjirokaster, Fier, Lezhe, and Durrës. Participants were from the major regions in Kosovo, including the cities of Prishtinë, Gjakova, Pejë, Istog, Ferizaj, Gjilan, and Vushtrri. In North Macedonia, the study included participants from Tetovë/Tetovo, Skopje, Struga/Strugë, and Kičevo/Kërçovë. The majority of participants identified as Muslim (66.7%). For more detailed demographic information, refer to Table 1.



TABLE 1 Participant demographic information.
[image: Table containing demographic data of 60 Albanian individuals. Details include: 33.3% each from North Macedonia, Kosovo, Albania; 38.3% male, 61.7% female; 68.3% Muslim; 78.3% heterosexual. All identify as Albanian. Marital status mostly single at 90%. Fields of study include medicine and social sciences at 28.33% each. Majority undergraduates at 83.3%. Urban residence at 68.3%. Economic status mostly average at 80%. Employment status shows 73.3% unemployed.]



2.5 Data analysis

The collected data from the focus groups were verbatim transcribed by the moderators, capturing all spoken words. To maintain confidentiality, participants’ names were replaced with pseudonyms, and any identifying information was removed. Each participant was assigned a code, which also included the moderator’s initials. These steps helped in re-reading the transcripts of the respective focus groups while listening to the recordings by another member of the research team, ensuring all data were accurately transcribed. The transcription of the focus group discussions was translated into English to accommodate the non-Albanian-speaking author. The final versions of the transcripts were then analyzed using a deductive thematic content analysis approach, guided by the socio-ecological model, to systematically explore the following predetermined themes: (1) Individual level: students’ mental health awareness; (2) interpersonal level: the role of families and friends in mental health support; (3) organizational level: university support and mental health infrastructure; (4) community level: engagement and resources in addressing mental health concerns; (5) societal level: legislations and socioeconomic and cultural factors influencing mental health attitudes.

Deductive analysis involves applying predetermined codes developed from organizational tools or theoretical concepts to the data (47). In this study, we used codes derived from the socio-ecological model to categorize data systematically, maintaining alignment with our research objective and applying theoretical constructs directly to the data (48).

To ensure the reliability of our findings, multiple researchers independently coded the data using NVivo 14 software, which facilitated the systematic organization and analysis of the content. After the independent coding phase, all coding outcomes were consolidated and discrepancies were discussed and resolved in team meetings. This collaborative review process helped to ensure consistency and objectivity in data interpretation. The analysis achieved a reliability score of 89%. During the analysis process, we monitored for data saturation, which was reached when no new information emerged. This point was initially identified after analyzing data from the first four focus groups. To confirm saturation and ensure comprehensive coverage of diverse perspectives across the study regions, we conducted two additional focus groups.




3 Results


3.1 Individual level: students’ mental health awareness

Increased mental health awareness among students was commonly reported, attributed to various educational programs. These included lectures and workshops, which were conducted within their education institutions, and in many cases organized by local mental health NGOs aimed at improving citizens well-being. Approximately 35% of participants from all three countries reported a great understanding of mental health issues following these interventions.


“The stress management workshop organized by our university helped me realize how stress affects my studies and personal life.” (Participant from Kosovo, aged 22 years).
“I learned about emotional resilience and techniques for managing anxiety through workshops held at my school, organized by a local NGO.” (Participant from North Macedonia, aged 20 years).
“Our university provided a series of mental health basics that opened my eye to the importance of mental health.” (Participant from Albania, aged 23 years).



In general, participants from the three countries reported similar engagement in mental health education. However, while referring to educational mental health awareness programs, participants from North Macedonia, highlighted a notable lack of awareness and fewer organized interventions. This gap in mental health initiatives could be owing to budget constraints or fewer collaborations between universities and mental health organizations, as participants stated.



3.2 Interpersonal level: the role of families and friends in mental health support

Approximately 70% of students highlighted the critical role that family and friends play in their mental health support. However, the experiences vary considerably, with some students receiving substantial support, while others face challenges owing to cultural stigmas influencing their peers’ willingness to discuss mental health issues, as well as generational misunderstandings within their families.


“While my immediate family is supportive, taking active steps like consulting mental health professionals, the extended family and broader social circle sometimes express harsh views, showing a significant gap in understanding.” (Participant from Kosovo, aged 22 years).

“I rely on my friends for support, but there’s still some hesitation to talk openly about deeper issues. My family does not really ‘get’ mental health, so it’s not something we discuss much at home.” (Participant from North Macedonia, aged 21 years).

“There’s support from my family, but also some generational misunderstanding about mental health. It’s like they try to understand, but they also hold onto traditional beliefs that mental health issues can just be ‘overcome’ with willpower.” (Participant from Albania, aged 25 years).
 

In Kosovo, immediate family members often provide essential support and undertake efforts to better understand and manage mental health conditions. However, extended family and broader social networks sometimes hold stigmatizing attitudes. The prevalence of more stigmatized views among older generations within families is a common issue highlighted across participants from North Macedonia and Albania, and Kosovo. This influences the youth and poses challenges for students seeking support within their families or among friends.



3.3 Organizational level: university support and mental health infrastructure

The support provided by universities in Kosovo, North Macedonia, and Albania for mental health reveals a complex landscape of limited resources and varying degrees of faculty involvement. Approximately 20% of students reported that their mental health needs (as self-assessed by the participants) are adequately addressed by university services, highlighting a broad deficiency in support across these regions. These needs primarily include access to affordable and confidential counseling services, understanding and empathetic faculty interactions, and a supportive campus environment that mitigates academic stress. The deficiency in support is exacerbated by stigma around mental health issues within their educational institutions. Additionally, the dismissal of stress and anxiety by faculty members contributes to students feeling unsupported, as professors often dismiss their struggles.

In Kosovo, although some students benefit from mutual support groups, the overall availability of counseling services is notably limited. The majority of students pointed out that they have never encountered any mental health support services at their universities. In North Macedonia, the scarcity of mental health resources is equally stark, with only minimal counseling services available. In Albania, the sporadic nature of mental health support through workshops proved insufficient for continues support.


“Our campus does not have counseling services; however, I have benefited from peer support services (mutual support groups) in my department.” (Participant from Kosovo, aged 23 years).

“There’s one counselor for the whole university, which is nowhere near enough.” (Participant from North Macedonia, aged 22 years).

“Sometimes there are workshops, but regular, ongoing support is lacking.” (Participant from Albania, aged 26 years).
 

In Kosovo, a noteworthy portion of students expressed concerns about the lack of support from their professors. Similarly, Albania and North Macedonia face challenges in faculty engagement with their students’ socioemotional well-being. Participants highlighted the lack of holistic approached in universities, the lack of empathy toward students’ academic stress, and the discouraging academic environment created by faculty members.


“…I think that universities should take into consideration our mental health. I believe that professors could have been a little more understanding, for example, to know that besides academic responsibilities, we are also people, and we also have our own personal lives.” (Participant from Kosovo, aged 24 years).

“The treatment from professors has a very negative impact.” (Participant from North Macedonia, aged 23 years).

“‘You will not have it easy with me; most fail.’ This was the first lesson we had in our first lecture at the university; in all that university experience, you expect to have at least a nice a warm welcome because it’s a big transition…and this was, this was the first sentence we were told.” (Participant from Albania, aged 21 years).
 

Across all three countries, the feedback from students highlights noteworthily gaps in the availability of mental health services within their universities. The lack of faculty engagement and understanding further exacerbates their challenges, creating an environment where students’ mental health needs are neither fully understood nor adequately addressed. Additionally, the fear of being judged or misunderstood by both peers and faculty members adds to the reluctance to address mental health concerns openly.



3.4 Community level: engagement and resources in addressing mental health concerns

Community support for mental health across Kosovo, North Macedonia, and Albania displays a complex picture of engagement, with varying levels of service availability and quality. Approximately 40% of participants across the three countries report positive community engagement in mental health discussions. However, this engagement often lacks consistency and is impeded by insufficient support and resources.

In Kosovo, there is a noticeable trend toward increasing openness in discussing mental health, particularly among younger demographics. Participants note a growing awareness but also highlight a critical gap in professional services to meet community needs. In North Macedonia, while there are some community initiatives and campaigns for mental health awareness, participants describe these efforts as sporadic and often poorly funded, leading to a fragmented support system. Furthermore, stigma toward seeking help prevalent within the community also makes people hesitant to seek help. Similarly, in Albania, the stigma around discussing mental health remains strong, with many such topics of discussion still considered taboo within communities. This stigma is compounded by a lack of funding and resources for mental health services, making effective support challenging to sustain. Lack of trust and the skepticism toward the quality of private mental health services is also highlighted as a specific challenge within the communities from both Kosovo and Albanian participants.


“In my town, there’s a growing openness to discussing mental health, but professional services to meet the demand are lacking.” (Participant from Kosovo, aged 21 years).

“Community initiatives are there, but they are not consistent, and people often do not know where to turn for help.” (Participant from North Macedonia, aged 23 years).

“There’s a slow improvement in community understanding, but the available services are far from adequate and stigma remains high.” (Participant from Albania, aged 24 years).
 

Overall, the level of community engagement and resource availability in these countries reflects a broader regional challenge of addressing mental health concerns. While Kosovo shows some progress in reducing stigma and improving openness, the actual availability of mental health services still falls short of community needs. In North Macedonia and Albania, the intermittent nature of mental health initiatives and the pervasive stigma around mental health discussions hinder effective community support.



3.5 Societal level: legislations and socioeconomic and cultural factors influencing mental health attitudes

In Kosovo, North Macedonia, and Albania, societal attitudes toward mental health are deeply entrenched in the cultural context and social norms that often view mental health issues through a lens of stigma and secrecy.

Kosovo is seeing gradual changes toward openness in discussing mental health, especially among urban youth, who are slowly challenging traditional taboos surrounding mental health. Despite these changes, broader societal acceptance remains limited, with mental health issues often not discussed openly owing to fear of social rejection or misunderstanding. North Macedonia exhibits a strong cultural inclination toward privacy and self-reliance, where mental struggles are considered personal weakness rather than health issues. In Albania, traditional beliefs strongly influence public perception, often interpreting mental health struggles as a source of shame for individuals and their families, which discourages people from seeking or offering support.

The absence of institutional support and comprehensive mental health policies further complicates the landscape of mental health care in these countries. In Kosovo, while there are some initiatives aimed at improving mental health awareness and support, they often lack coordination and governmental backing, which diminishes their potential impact. In North Macedonia mental health services are scare and poorly integrated into the health system, reflecting a broader governmental oversight in prioritizing mental health as a public health issue. In Albania, the absence of proactive public health strategy for mental health means that services are sporadic and underfunded, relying heavily on non-governmental organizations and private initiatives that cannot comprehensively address the needs of the population.


“There’s growing talk about mental health, but it’s still a sensitive topic for many. We need more than just talk; we need action and accessible services.’ (Participant from Kosovo, aged 22 years).

“Seeking mental health support is seen as a weakness. Our society values toughness, which is a barrier to mental health care.” (Participant from North Macedonia, aged 24 years).

“In our society, admitting you are seeing a psychologist is like saying you have a serious defect. It’s very discouraging. The Ministry of Health needs to exert some influence or engage in collective work to first make people aware and inform them about what mental health truly is.” (Participant from Albania, aged 23 years).
 

These insights highlight the complex interplay of cultural attitudes, institutional shortcomings, and the pervasive impact of stigma on mental health across Kosovo, North Macedonia, and Albania.




4 Discussion

Our study findings reveal complex interactions across individual, interpersonal, organizational, community, and societal levels that influence mental health stigma. Examined through the socio-ecological model, these findings highlight how influences at one level affect, and are affected by, other levels.

At the individual level, mental health awareness often involves barriers owing to stigmatizing attitudes within interpersonal relationships, particularly familial contexts. This aligns with findings in Europe and globally (13). In the Western Balkans, educational interventions aimed at increasing individual awareness often align with traditional views that undermine these gains. Furthermore, despite the influence of cultural stigma on awareness, it also affects the level of support students receive from family and peers. As noted by the participants, cultural stigma influences their peers’ willingness to discuss mental health issues and seek help, as well as the level of support provided by their families. These findings highlight the importance of raising family awareness to support the well-being of youth, as well as the necessity of creating support structures within institutions, especially educational ones. Policy makers are recommended to design strategies to improve citizen awareness and to further reform health policies in these regions by focusing more on prevention. This would contribute to reducing stigma and increasing mental health literacy, thereby providing greater support to youth from family and community (49). Simultaneously, the development and integration of peer-to-peer programs, particularly within educational institutions, would advance social support among youth. Peer-to-peer interventions, such as mutual support groups that are easily integrated into educational systems, have shown efficacy in reducing stigma and improving intentions to seek help (4). Additionally, digital interventions can be considered as cost-effective ways to expand the range of available services for youth (50). Both these initiatives can also facilitate the use of professional services, which should be integrated within educational systems (51).

University counseling centers are crucial in addressing the mental health needs of university students and are increasingly recognized as essential in shaping the overall mental health landscape within academic institutions. These centers not only address immediate mental health needs but also engage in community-building and educational efforts that inform and transform the institutional culture regarding mental health (52). Improving educational strategies and training academic staff with a focus on the holistic support of students and integrating well-being components into pedagogical processes should also be considered (4). Feedback from students across all three countries highlights notable gaps in mental health services within universities, exacerbated by a lack of faculty engagement and understanding.

The effectiveness of community engagement in addressing mental health largely depends on broader societal attitudes and legal frameworks. Saraceno and Saxena argue that societal norms greatly affect how available and effective mental health interventions are (38). When societies are reluctant to openly discuss mental health issues, this leads to sporadic community initiatives and underfunded programs. This highlights the need for societal changes to create a more supportive community environment that can sustain and improve mental health initiatives, as seen in developed countries with their comprehensive mental health policies (49, 53).

The current findings also underscore the necessity for community mental health services across Kosovo, North Macedonia, and Albania, as well as the need to improve the quality of existing services to effectively meet community needs. In advancing the quality of these services, it is particularly important to measure and develop mental health programs in a manner that is culturally sensitive while simultaneously enhancing cultural competence training for healthcare providers (15, 16). The involvement of youth in designing supportive services within the community and the educational institutions is also crucial and impactful in improving their attitudes toward seeking help (51). Furthermore, continuous and integrated initiatives within communities are critical, as opposed to sporadic or one-off campaigns. This approach will help establish a more consistent and reliable support system that can significantly improve the mental health landscape of these regions.

The intricate relationships among these levels suggest that interventions need to be multifaceted and synchronized across the socio-ecological spectrum to be effective. By increasing family awareness, enhancing education programs at the organizational level, and concurrently working to shift community and societal perceptions through, among others, policy reformation, these countries can foster an environment that promotes both individual well-being and public health. Increasing professional availability and enhancing collaboration within health agencies, non-governmental and community organizations, and educational institutions can further promote and protect the well-being of all citizens, particularly youth. Additionally, increasing collaboration with international initiatives, strengthening research partnerships to facilitate knowledge exchange, and standardizing measures to assess needs and establishing monitoring mechanisms for the quality of services should be considered opportunities for creating suitable and sustainable programs (54). By working together, these entities can effectively address the mental health needs of the population, ensuring a comprehensive approach to mental well-being (54).


4.1 Limitations and future research directions

While our study provides critical insights into attitudes toward mental health among university students, the qualitative design and the focus group methodology present some limitations. Focus groups, though valuable for gaining depth of insight, may not capture the full diversity of student experiences and perspectives owing to the limited number of participants and potential for self-selection bias. This limitation highlights the need for complementing focus groups with surveys or interviews across a larger sample, which can provide a broader understanding of the generalizability of our findings. Additionally, integrating a quantitative component to measure the prevalence of attitudes and experiences could enrich the comprehensiveness of the current results.

Another significant limitation is the lack of comparative analysis based on specific socio-economic factors, sex, sexual orientation, field of study, and year of study. These variables can deeply influence mental health perceptions and the effectiveness of support systems. Additionally, it is important to note that the study sample was drawn exclusively from Albanian communities within Kosovo, North Macedonia, and Albania. This presents a limitation in terms of the representativeness of the findings for other ethnicities within the studied countries. Consequently, the insights gained may not be fully applicable or reflective of the broader youth populations, particularly those from non-Albanian ethnic or cultural backgrounds. To address this limitation, future studies should aim to include a more ethnically diverse sample that encompasses various cultural and ethnic groups within these regions. Stratifying data according to socio-economic factors and student characteristics is also crucial to understand how different groups within the university population experience mental health issues and access support systems. Previous research from other countries suggests that mental health awareness and help-seeking behaviors can differ significantly across different groups of students from various subcultures, ethnicities, religions, and other demographics (2, 55–58).




5 Conclusion

Integrating the socio-ecological model with an understanding of the specific historical and cultural context of Kosovo, North Macedonia and Albania enabled a comprehensive analysis of the mental health stigma, challenges, and opportunities available to Albanian students in these countries. Our study indicated the necessity for a holistic approach that considers the unique dynamics of each level of influence, from the individual to the societal, to effectively combat stigma and enhance mental health support systems among this group of population. By addressing these interconnected factors, there is potential to create more robust and culturally attuned mental health services than can significantly improve public health outcomes in these regions.
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Introduction: Individuals experiencing mental health disorders encounter numerous challenges while accessing mental healthcare services. Despite the inclusion of mental health in the primary healthcare system, screening and managing mental health disorders remain significantly overlooked. Therefore, there is a need to understand the perceptions of healthcare providers in primary care settings, identify the challenges faced, and gather suggestions for effective mental healthcare delivery.
Methods: The present qualitative study was conducted in 13 primary healthcare facilities in the Jodhpur district of Rajasthan, India, from 2023 to 2024 among 25 primary healthcare providers. Semi-structured interview guides were developed for each category of primary healthcare provider, including Medical Officers, Community Health Officers, and General Nurse Midwives, Auxiliary Nurse Midwives and in-depth interviews were recorded, transcribed, and thematically analyzed using codes and sub-codes.
Results: Results are summarized under the themes: (i) Navigating Mental Healthcare in Primary Healthcare Facilities, (ii) Challenges and Barriers in Mental Healthcare Delivery, (iii) Recommendation for Enhancing Mental Healthcare Services, and (iv) Approaches for Comprehensive Capacity Building Training and Module and further findings of each theme are presented under various sub-themes.
Conclusion: The findings suggest that despite a perceived competence in providing mental health services, there were substantial levels of negative attitudes towards mental health disorders among participants and provide insights for policymakers and healthcare professionals to develop targeted interventions and improve mental healthcare delivery at primary care facilities.
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Introduction

Globally, one in every eight individuals is affected by a mental disorder. These disorders are characterized by substantial disruptions in cognitive function, emotional regulation, or behaviour. Mental health disorders emerged as the primary contributor to disability, affecting one in every 6 years of healthy living (1). A wide range of mental disorders exists, each with its unique challenges. Health systems worldwide have not sufficiently addressed the needs of individuals with mental disorders and remain critically under-resourced. Although there are effective prevention and treatment strategies available, the majority of people with mental disorders lack access to appropriate care. The disparity between the demand for treatment and its availability is vast across the globe, and when care is provided, it is often of inadequate quality (2).

According to the World Health Organization, India shoulders a significant burden of mental health disorders, amounting to 2,443 disability-adjusted life years (DALYs) per 100,000 individuals. The economic consequences of mental health disorders in India are staggering, with estimated losses totalling USD 1.03 trillion between 2012 and 2030 (3). In the state of Rajasthan, the occurrence rates of common mental disorders stand at 10.1%, alcohol use disorders at 2.6%, and depressive disorders at 2.7%. However, there exists a significant treatment gap for these conditions, with 87.4% for common mental disorders, 85.6% for alcohol use disorders, and 93.9% for depressive disorders (4).

The 2016 National Mental Health Survey in India revealed that common mental disorders, which include depressive and anxiety disorders, affected 5.1% of the population. Alarmingly, the treatment gap for these disorders was reported at a staggering 80.4% (5). Individuals experiencing mental health disorders encounter numerous challenges when attempting to access mental healthcare services. These challenges are particularly heightened among marginalized communities or those residing in remote areas, resulting in irregular utilization of such services. The resulting treatment gap may stem from disparities in the allocation of mental health resources and inconsistencies in the execution of mental health policies (6, 7).

The need for integrating mental health with primary healthcare services is considerable. Firstly, integration guarantees timely and uninterrupted access to mental healthcare for the entire population at the onset of disorders. Secondly, receiving treatment at primary healthcare facilities enhances the prospects of improved health outcomes, potential full recovery, and sustained social integration for individuals (8). The Indian government is actively enhancing mental healthcare services at the primary healthcare level. Mental healthcare services are now included in the Comprehensive Primary Health Care package under the Ayushman Bharat -Health and Wellness Centre Scheme. Operational guidelines for addressing Mental, Neurological, and Substance Use Disorders (MNS) at Health and Wellness Centres have been issued as part of the Ayushman Bharat initiative (9).

Despite the inclusion of mental healthcare in primary healthcare and in the national program to provide comprehensive primary healthcare services in the country, screening and managing mental health disorders remain significantly overlooked at the primary care level. Therefore, it is necessary to understand healthcare providers’ perceptions in primary healthcare settings to identify the challenges faced and gather suggestions for effective mental healthcare delivery. It will contribute to developing a more effective module for training primary healthcare providers in managing mental health disorders in primary healthcare settings.



Study area and participants

The study is a mixed method approach conducted in 13 Primary Health Centres, Community Health Centres, Health and Wellness Centres and Satellite hospitals across different blocks of the Jodhpur district in the state of Rajasthan in India from 2023 to 2024. The interviews were conducted in the district’s rural and urban areas. A total of 25 Primary Healthcare Providers were selected for this study: six Medical Officers, seven Community Health Officers, six General Nurse Midwives, and six Auxiliary Nurse Midwives for interviews. Out of these, three Medical Officers, seven Community Health Officers, two General Nurse Midwives, and two Auxiliary Nurse Midwives have received prior training under different organizations, respectively. Semi-structured interview guides were prepared for each category of primary healthcare providers, including Medical Officers (who have 4.5 years academic duration +1-year internship in Bachelor of Medicine and Bachelor of Surgery), General Nurse Midwives (who have a 3.5-year diploma in general nurse-midwifery or a 4-year bachelor degree in nursing), and Community Health Officers (who have a 4-year bachelor degree in nursing or 4.5-year academic duration +1-year internship in Bachelor of Ayurvedic Medicine and Surgery) and Auxiliary Nurse Midwives (who have a 2-year diploma in auxiliary nurse midwifery).

This study is part of a project aimed at enhancing the capacity of primary healthcare providers in the screening and management of common mental disorders in primary care settings. It will help equip healthcare providers with the necessary skills and knowledge to address mental health challenges at the primary care level. The specific objective of this qualitative study was to gain insights into the perceptions of healthcare providers working in primary healthcare settings in Rajasthan, India. These insights are required to develop training material on screening and managing common mental ailments in primary healthcare.

Data were collected through qualitative, in-depth interviews among different categories of healthcare providers (10). The interview covered various aspects of mental healthcare in primary care, exploring their perception, challenges in delivering mental healthcare and training needs for their effective roles in primary healthcare facilities. Interviews were conducted in the state’s local language, Hindi.



Interview guide

The interview guide for medical officers, community health officers, general nurse midwives, and auxiliary nurse midwives includes questions to understand their roles in the primary healthcare system, particularly mental healthcare. These guides were developed based on the existing primary mental healthcare guidelines and literature on primary mental healthcare. They were further refined through the brainstorming of researchers and public health and mental health experts. The guides covered the perceptions of mental health, training experiences, and preparedness for screening and diagnosing mental health disorders. The guide also explores their management and treatment practices, the resources available at the primary care level, and their challenges, including stigma and infrastructure barriers. Additionally, it seeks their observations on patient outcomes and suggestions for improving mental health training and mental healthcare delivery. The interview guide with designed questions has been added as Supplementary material (interview guide) at the end of the paper. The interviews were conducted by the research team with trained public health and social science professionals after receiving study-specific in-house training in qualitative research. This training ensured consistency and accuracy throughout the data collection and analysis process.



Data analysis

A grounded theory approach was employed to analyze the qualitative data. This method was chosen due to its flexibility and suitability for exploratory research contexts where existing knowledge is limited (11). All interviews were transcribed by listening to the audio recordings while cross-checking the notes taken during the sessions. The transcripts were subsequently translated into English, with some being back-translated to ensure linguistic accuracy and fidelity. We adhered to standard guidelines for the transcription and translation of qualitative data throughout the process (12, 13). Data coding was done using a deductive approach. Themes were identified, and thematic content analysis was performed (14). The qualitative data analysis included these six stages, i.e., familiarization of the data, initial coding of the dataset, searching for themes, reviewing themes, defining, naming themes, and producing the report. The study research team did the analysis. Lastly, the themes and quotes from the participants were presented with anonymous identification (13, 15).



Results

This study used thematic analysis to refine the overarching themes and sub-themes by systematically analysing the codes and subcodes extracted from the transcripts. Four main themes and fourteen sub-themes were finalized through this iterative process (Table 1).



TABLE 1 Themes and corresponding sub-themes.
[image: Table listing themes and sub-themes in mental healthcare. Themes include navigating mental healthcare, challenges in delivery, recommendations for enhancing services, and capacity building. Sub-themes cover responsibilities, treatment processes, training programs, community engagement, and more.]


Theme 1: navigating mental healthcare in primary health centres

This theme explores the current scenario of mental healthcare delivery at primary healthcare centres. It highlights the comprehensive responsibilities of healthcare providers in addressing mental health disorders, their understanding and experiences with mental health, as well as the treatment, management, and referral processes involved. Additionally, it examines the availability and adequacy of mental healthcare resources and facilities at the primary level.


Overview of primary healthcare responsibilities

This sub-theme highlights healthcare providers’ broad responsibilities in delivering mental healthcare at primary healthcare centres. It encompasses tasks such as patient identification, assessment, and initial management of mental health disorders.

The responses provide insights into healthcare professionals’ diverse roles and responsibilities at primary and community health centres. Participants highlighted various aspects such as routine Outpatient department management, community-based approaches, early diagnosis, and timely patient referrals. They emphasized the importance of training and organizing programs for primary healthcare workers like ASHAs (Accredited Social Health Activists who are community health workers in India) and Auxiliary Nurse Midwives to ensure effective field operations and community engagement. Additionally, the participants discussed their roles in patient interaction, administrative tasks, and multipurpose works aimed at maintaining hygiene and cleanliness at healthcare facilities.



“Overall work, such as routine Outpatient department, comes here, patients suffering from seasonal diseases like a cough in winter, and patients related to mental health come here after getting a prescription from outside and medicines from here.” (Medical Officer from rural health facility).


“Our work is mostly to see the patients coming to the Outpatient department. We have to do the patients coming to us online and check the Ayushman card. Apart from this, we have to do field visits and interact with the patients.” (Community Health Officer from rural health facility).

“We go to the field, make Ayushman cards (health insurance card), make Aadhar cards (national identification card), see the patient, refer the patient, we do such work.”(Community Health Officer from rural health facility).
“Our biggest job is to care for mother and child and all this work of Ayushman Bharat and ABHA Card (Ayushman Bharat Health Account- linking their medical records across healthcare facilities) remains ours.” (Auxiliary Nurse Midwifery from rural health facility).

“Because there are cases, then we know this. We check whether he has taken this medicine properly or not. If the doctor says that a report should be made, we record it, when the medicine was taken, when it was not, and when it started.” (General Nurse Midwifery from rural health facility).


“Yes, Accredited Social Health Activists workers and Auxiliary Nurse Midwifery go to the field, our thing is that whatever diseases occur and from time to time as our normal programs are going on.” (Medical Officer from rural health facility).

“Our role is to do early diagnosis and timely referral of patients, which is my main work in the PHC (Primary Health Centre); the rest of the national programs going on are to be implemented in our PHC.” (Medical Officer from rural health facility).

“I order whatever indent medicines are short, I send reports, I get field surveys done.” (Medical Officer from rural health facility).


“Multipurpose work is a relief, hygienic, maintenance, and cleanliness.” (Medical Officer from rural health facility).






Experience and understanding of mental health

Here, the focus is on understanding the perspectives and experiences of healthcare providers regarding mental health. It discusses their level of awareness, knowledge, and perceptions of mental health disorders, as well as the challenges they face in addressing them.

The theme revealed a multifaceted understanding of mental health disorders, treatment approaches, and prevalent challenges. Participants emphasized the interconnectedness of mental and physical health, noting that mental well-being affects various aspects of life, including work engagement and social interactions. There was recognition of the importance of addressing mental health concerns at the primary care level, with an emphasis on counselling and community support. Moreover, participants highlighted the prevalence of common mental disorders such as depression, anxiety, and substance abuse, particularly among younger and middle-aged individuals from low- to middle-income groups. While diagnostic capabilities were acknowledged, limitations in resources and facilities underscored the need for referral protocols and higher-centre interventions. Additionally, the study shed light on societal challenges, including stigma and misconceptions, emphasizing the imperative for awareness and education initiatives within communities.



“The thing about health is that it depends a lot on a person’s mental health. All functions of the body are related to mental health. One who has proper mental health, be it his interest in his work or his eco-social life, mental health affects everything. It is important for a person to be mentally fit more than physically fit because mental health is correlated with other systems.” (Medical Officer from rural health facility).


“And there are beedies (hand-rolled cigarettes), cigarettes and gutka (chewing tobacco). When we do screening there, we ask whether he drinks or not, whether he chews gutkha or not, we ask all this during the screening.” (General Nurse Midwifery from urban health facility).


“Mentally, it can be due to family problems, financial issues, or socio-economic factors, which have different elements.”(Community Health Officer from rural health facility).



“Regarding mental health, I would like to say that any condition or disease which hinders the physical functioning of a person or his family life or personal life, we will define that as our mental health. Age-wise, it is more in younger and middle age group, almost 25 to 40–50, and more in this range. By gender, it is higher among men, and by income, it is higher among low- and middle-income groups.” (Medical Officer from rural health facility).



“In this area, you will see mostly drug addicts, whether it is alcohol or smoking; most people are addicted to drugs.” (Community Health Officer from rural health facility).


“That’s what madam, those who suffer from depression mostly consume drugs and if anyone does, if he has any mental illness, we explain it to him or refer him to a doctor at PHC (Primary Health Centre).” (Auxiliary Nurse Midwifery from rural health facility).


“So, there is nothing like that; in today’s time, there is a cure for everything.” (Medical Officer from rural health facility).



“The most important thing is to talk and tell the mental patient that this is not a long-term illness. In today’s time, there is treatment, and it is cured not so much by medicines as behaviour therapy.” (Medical Officer from rural health facility).

 



Treatment, management, and referral process

This sub-theme explores the approaches taken in treating and managing mental health disorders at the primary level. It also looks into the processes involved in referring patients to specialized care facilities when necessary and ensuring continuity of care.

The study findings reveal key insights into the treatment, management, and referral processes for common mental disorders at the primary healthcare level. Medical officers recognize the importance of targeted treatment for early common mental disorders signs, offering medications like Alprazolam, anti-depressant medications, and benzodiazepines. Challenges in integrating mental healthcare include delayed family responses, inadequate formal mental health data management systems, and patient non-adherence to treatment regimens. These issues hinder effective treatment and recovery. However, there is a growing emphasis on integrating physical and mental healthcare, incorporating non-pharmacological interventions, and providing continuous social support. Community health officers are crucial in identifying patients, offering guidance, making referrals, and monitoring medication adherence. Despite these efforts, improvements are needed in data management, patient education, and community engagement. Insights from field observations reveal that mental health data is often combined with routine Outpatient department visits without separate tracking, and treatment at the primary level includes managing symptoms with available medications. There is a lack of a formal referral system for mental health, and some health workers may overlook mental health disorders, focusing instead on more immediate concerns like vaccinations. To enhance recovery-oriented care, it is essential to improve family engagement, understand and address barriers to treatment adherence, and strengthen community support. This approach aims to improve health outcomes, support full recovery, and facilitate sustained social integration for individuals.



“There are different categories in this; there are some initial symptoms, like if a small child misbehaves or there is a sudden behaviour change, then we have treatment for that level.” (Medical Officer from rural health facility).



“There is no such special mental health data; it is in routine Outpatient department only, like a diabetic patient is coming, he is going for follow up, blood pressure is going for follow up, and some mental health and tuberculosis patients are common. There is nothing separate.” (Medical Officer from rural health facility).



“Yes, for example, take a case of proper depression, a case of proper panic disorder, then we manage it at our level, give benzodiazepine, propranolol as much as we know and guide him at that level.” (Medical Officer from rural health facility).



“Whatever anti-depressant is there, like Alprazolam, Benzodiazepam, all these are there.” (Medical Officer from rural health facility).



“When people come to us, we cannot refer them ourselves; we have to send them to the medical officer, and then they refer them when they have had their council. But right now, we do not have any system for mental health.” (Community Health Officer from rural health facility).


“As per our guideline, at the PHC (Primary Health Centre) level, mental health patient comes, after giving him primary treatment, we refer him to the higher centre in a proper manner through the referral system.” (General Nurse Midwifery from rural health facility).


“Mental health is like torture from all sides. We do not look much into those who do not have good mental balance and have little brain. We only vaccinate children.” (Auxiliary Nurse Midwifery rural health facility).



“Someone becomes irritable, you do not check properly, you do not treat properly, we understand that he is mentally ill.” (Auxiliary Nurse Midwifery from rural health facility).



“We refer him to the doctor here for treatment.” (Auxiliary Nurse Midwifery from rural health facility).

 



Mental healthcare resources and facilities at primary level

This sub-theme examines the availability and adequacy of resources and facilities for mental healthcare delivery at the primary health level. It investigates the challenges stemming from resource shortages and infrastructure limitations that impact service provision.

Health workers’ responses highlight various aspects of mental healthcare resources and facilities at the primary level. Medical officers focus on direct referrals for severe cases and monitor medication adherence and treatment progress assessment through documentation. The routine camps referred to here are mental health awareness and screening camps crucial for early detection and intervention. Despite challenges, such as the absence of these routine mental health camps and limited interventions thus far, essential medications like Alprazolam, Clonazepam, and Imipramine are available. However, there is a pressing need for improved guidelines and standardized tools, as current practices do not adequately incorporate these elements. Current practices do not adequately incorporate these elements, particularly those related to mental health screening and treatment. The presence of only one Accredited Social Health Activist and insufficient data on mental health disorders highlights the necessity for enhanced community engagement. While resources like posters promoting mental health awareness are available, there is significant potential for improvement in organizing camps and raising awareness about tobacco and drug bans.


“Medicines are available as per standard at our PHC (Primary Health Centre). One is Alprazolam, Clonazepam, Imipramine, and Cetirizine; all these medicines are available.” (Medical Officer from rural health facility).


“The facility is just the medicine; the rest is the consultation part or referral part from our side.” (Medical Officer rural health facility).



“No, there is nothing like that, we have never used any kind of guideline or tool.” (Medical Officer from rural health facility).



“There is no separate camping.” (Medical Officer rural health facility).



“There is such a program and we want to run this program and increase health awareness by setting up camps, then he gives you permission and then we can manage it at our level.” (Medical Officer from rural health facility).



“Well, severe ones are referred directly.” (Medical Officer rural health facility).

 




Theme 2: challenges and barriers in mental healthcare delivery

Focusing on the challenges faced in mental healthcare delivery, this theme highlights challenges in accurately screening and diagnosing mental health disorders, treating and managing patients effectively, and accessing sufficient resources and facilities. It sheds light on the barriers hindering the early identification and assessment of mental health disorders and explores obstacles related to resource shortages and inadequate infrastructure.


Screening and diagnosing challenges

This sub-theme highlights the difficulties in properly screening and diagnosing mental health disorders within primary healthcare settings. It explores the barriers hindering early identification, assessment, and strategies to overcome these challenges.

Responses highlight various challenges faced by healthcare providers in diagnosing mental health disorders at primary healthcare centres. Participants emphasized the difficulty in accurately diagnosing psychiatric disorders due to the similarity of symptoms and the absence of definitive diagnostic tests, relying primarily on patient history for diagnosis. Furthermore, challenges arise from patients’ reluctance to disclose mental illness, fear of social stigma, and resistance to accepting psychiatric labels. Limited attention and resources contribute to difficulties in adequately screening and diagnosing patients, compounded by communication barriers and misinterpreting symptoms. Additionally, the community’s lack of awareness and misconceptions about mental health further hinder early identification and treatment.



“Because the biggest thing about psychiatry is that we are not able to diagnose ourselves so easily, all the symptoms seem to be similar, sometimes it will be of depression, sometimes there will be something else, so we cannot diagnose it so easily.” (Medical Officer from rural health facility).



“The main thing is that the patient has his motive; the patient does not give his details. We have to ask about it, but indirectly, he tries to hide it somewhere, and there is a little social dilemma. If by chance we are diagnosed with a mental disorder, will it send us further to the higher Centre or will some negative feelings come towards us among our social people, hence this is the main problem.” (Medical Officer from rural health facility).



“Such patients come to our centre who have mental problems, so looking at them, it is clear that they have mental problems, but they do not know; they think that we live in the village, and somehow, we are in the village. Perhaps the wind caught us or some kind of shadow fell on us, or I stepped in the wrong place.” (Community Health Officer from rural health facility).

 



Treatment and management challenges

This sub-theme focuses on the obstacles encountered in treating and managing mental health disorders. It addresses issues such as medication adherence, therapy provision, and patient follow-up within primary healthcare settings.

Healthcare providers highlighted various challenges in treating and managing mental health disorders at primary healthcare centres. One significant issue identified was medication adherence challenges, where patients sometimes resist taking medication, leading to conflicts and non-compliance. Creative solutions, such as mixing medication with juice, were suggested to address this resistance. Maintaining consistent treatment was also emphasized, with healthcare providers stressing the importance of following prescribed dosages to ensure effectiveness.



“No, we tell the person accompanying the patient that sometimes if the patient quarrels, then he has to be convinced and given the medicine; sometimes it happens that he does not take the medicine and starts fighting, then through some other means like medicines have to be given by mixing them in juice or through some other medium.” (Medical Officer from rural health facility).



“The problem is that people who suffer from mental health are told that there is no such thing as this medicine will last for your entire life.” (General Nurse Midwifery from rural health facility).

 

Resistance and conflict were observed in severe mental health cases, with patients often not complying with treatment recommendations and engaging in confrontations with their families. Stigma and social isolation were identified as significant barriers to follow-up care, with patients and families often avoiding seeking further treatment due to societal attitudes toward mental health. Furthermore, challenges in providing adequate time for counselling and follow-up were noted, indicating limitations in addressing patients’ suffering and understanding their needs due to time constraints. Additionally, challenges in mental health treatment protocols were identified, with healthcare providers expressing a lack of defined protocols and guidelines for alternative drugs, leading to limitations in treatment options.



“Follow-up is a big challenge for us; we are not able to create a network for that; how do we follow the patients and how do they monitor them regularly.” (Medical Officer from rural health facility).



“If I tell this to anyone then they tell us that we do not have any such disease; they themselves say that we are fine as if they know that if they have the disease, they do not want to go and the people of the village So they are not able to go, they want us to get all the things around us.” (Community Health Officer from rural health facility).



“No, there is nothing like that, we have never used any kind of guideline or tool.” (Medical Officer from rural health facility).

 



Resources and facilities challenges

This section emphasizes the challenges arising from resource shortages and inadequate mental healthcare delivery facilities at the primary health level. It investigates funding, staffing, and infrastructure barriers that impact service provision and patient outcomes.

The response highlights the challenges in providing comprehensive mental healthcare. Participants emphasized the absence of resources and facilities beyond medication, including specialized counsellors and dedicated counselling arrangements. The lack of specialized training for healthcare workers in mental health diagnosis was also noted. Furthermore, there was a significant gap in awareness and resources for mental health education, such as a shortage of modules and awareness campaigns. These findings underscore the need for increased resources, specialized training, and awareness campaigns to bridge mental healthcare delivery gaps.



“There is no resource available here. We do not have any special counsellor here. Normally our sir does the counselling. There is no separate arrangement for counselling.” (General Nurse Midwifery from rural health facility).



“There is no separate facility available for mental health programs here.” (Medical Officer from rural health facility).

 

The insights from other respondents further emphasize significant challenges in accessing mental healthcare. Participants expressed frustration over the lack of medications available. The absence of specific protocols and workshops addressing mental healthcare exacerbates the issue, indicating a critical gap in healthcare training and infrastructure.



“No, there is nothing like that, we have never used any kind of guideline or tool.” (Medical Officer from rural health facility).



“This is the biggest problem, so first of all, a separate cell should be formed.” (Medical Officer from urban health facility).

 




Theme 3: recommendations for enhancing mental healthcare services

This theme offers recommendations for enhancing mental healthcare services at primary healthcare centres. It suggests implementing comprehensive training programs for healthcare providers and infrastructure improvements to facilitate better service delivery. Furthermore, it advocates for community engagement initiatives, professional support networks, and continued training to ensure healthcare providers remain up-to-date with best practices.


Implementation training program and infrastructure development

This sub-theme suggests strategies for implementing comprehensive training programs for healthcare providers and infrastructure improvements to enhance mental healthcare services at primary healthcare centres.

The theme responses highlight the essential insights provided by participants regarding the need for comprehensive mental health training programs and infrastructure development. Participants emphasized the necessity of government-led screening programs for population-wide assessment, particularly at the primary healthcare level. They stressed the importance of incorporating mental health training into programs like child mental health programs. They emphasized the need for community-based mental health counselling centres to provide support and awareness at the grassroots level. Additionally, there were suggestions for enhancing the effectiveness of training programs by incorporating implementation approaches and addressing challenges faced by healthcare professionals in attending training sessions.


“If we look at the PHC (Primary Health Centre) level, whether it is the Government of India or the State Government if they do screening and programs from time to time, then it will be known that out of the population of this village, how many patients are coming for psychiatric treatment.” (Medical Officer from rural health facility).


“Separate arrangements should be made for counselling, like once a year, wherever the government may open its centre from the village level.” (Medical Officer from rural health facility).



“It is exactly so, sir; there should be a separate room for mentally ill patients so that we can talk to them comfortably and understand them.” (Community Health Officer from rural health facility).



“The things for which we do not have the facilities should be added; we have taken so much training, and, obviously, we have also studied a lot at the undergraduate level. Psychiatry was a different subject, but the implementation part is the most special thing.” (Medical Officer from rural health facility).

 



Community engagement and mental health promotion

Focusing on community involvement, this sub-theme advocates for initiatives aimed at raising awareness, reducing stigma, and promoting mental health within communities served by primary healthcare centres.

The sub-theme of “Community Engagement and Mental Health Promotion” underscores the need to address stigma, misconception, and lack of awareness surrounding mental health within communities. Participants highlighted the pervasive stigma associated with psychiatric medicines and the misconception regarding their impact on fertility, which hampers female patients’ access to treatment. Additionally, there is a lack of awareness about conditions like obsessive-compulsive disorder, with limited recognition of diverse symptoms and a dearth of educational modules to address this gap.



“Today you hold a mental health awareness camp, and I should also post a WhatsApp message in the community that if I send a message to those who have such problems, 10–20 will definitely come, but I should have that skill and knowledge so that I can address them.” (Medical Officer from rural health facility).

 

The above quote highlights the interconnectedness of awareness efforts, community engagement, and the need for skill development among healthcare workers to address mental health concerns effectively. To connect these ideas, it’s important to note that mental health camps not only serve to raise awareness but also provide a platform for early identification and management of mental health disorders within the community.



“The first thing is to acknowledge the stigma in the community.” (Medical Officer from rural health facility).


“The first thing we should do is to provide training at the PHC (Primary Health Care) level and also run awareness programs in the community so that there is awareness about mental health.” (Community Health Officer from rural health facility).


“The problem is that what to talk about in the community, we do not know, what is there in this is the community site, there is no module on how you will explain obsessive-compulsive disorder to the patient.” (Medical Officer from rural health facility).


“Firstly, it is very important to increase awareness among the people about its importance; this can be taken care of at the PHC (Primary Health Centre), CHC (Community Health Centre), primary level so that they can come to the place and solve their problems. And if seen at the first level, then at the first level, they should first come to the hospital so that their treatment can start right there.” (General Nurse Midwifery from urban health facility).


“Why is that, then first of all, the patient’s demand should be fulfilled, for that we need top-level facilities, drug supply should be maintained well.” (Medical Officer from rural health facility).



“Today you hold a mental health awareness camp, and I should also post a WhatsApp message in the community that if I send a message to those who have such problems, 10–20 will definitely come, but I should have that skill and knowledge so that I can address them.” (Medical Officer from rural health facility).



“If a woman is made aware about everything from time to time, she will definitely become alert.” (Auxiliary Nurse Midwifery from rural health facility).



“Just talk about the disease, just broadcast what is going on now in the community, dengue is going on, you have talked about dengue, if any such patient or child is found, then he should be motivated and told.” (Medical Officer from urban health facility).



“At the community level, I would like to say that there is depression, anxiety, and substance abuse, about which if people are given information, or if it is spread at the community health level, then many psychiatric issues can be avoided.” (Medical Officer from urban health facility).

 



Professional support and collaboration

The emphasis here is on fostering professional support networks and collaboration between healthcare providers, mental health specialists, and community resources to improve mental healthcare delivery.

The sub-theme of emphasizes the necessity of engaging with stakeholders like government offices, Non-Governmental Organizations (NGOs), and experienced professionals to enhance mental health services. Participants advocated for authorization and support from higher authorities, such as the Chief Minister’s office, to effectively conduct awareness campaigns and health camps. They stressed the importance of having MD (Doctor in Medicine) psychiatrists or addiction specialists present at camps for early intervention and treatment initiation. Suggestions were made for establishing special centres or deploying special doctors dedicated to mental healthcare. Mentorship programs were highlighted as crucial for skill enhancement among mental health professionals, with proposals for incentivizing such initiatives. Collaboration with NGOs was essential for spreading awareness and leveraging resources, emphasising facility development and network expansion to ensure comprehensive treatment approaches.



“If we go to the Chief Minister’s office and talk to the chief minister and tell him that, sir, there is such a program, and we want to run this program and increase health awareness by setting up camps, then he gives you permission, and then we can manage it at our level.” (Medical Officer from rural health facility).



“Their visit is necessary; if there are camps, then orthopaedics and ophthalmologists come, MD medicine also comes, similarly MD psychiatric should also come so that if there is any patient, he can be screened at the ground level and if the medicine is available, then his treatment can be started there or someone can motivate the family member about the health centre, and in rural areas it seems that the value of a big doctor is a little higher.” (Medical Officer from rural health facility).



“There should be special centres or special doctors for them where they can go and get their treatment.” (Medical Officer from rural health facility).



“Some people from that village are also nominated for the medical team. That someone please help us. When we came to the village, we also explained it to his family. Well, this is a disease.” (General Nurse Midwifery from rural health facility).



“Yes, of course, like he should have a mentor, every trained individual psychiatrist must have a matter who is an experienced psychiatrist.” (Medical Officer from rural health facility).



“And we should take the help of NGOs like I myself am an Art of Living volunteer, okay, we work a lot on mental health.” (Medical Officer from rural health facility).



“Yes, we can absolutely collaborate, because if we go to secondary prevention identification and treatment, then it will not make sense.” (Medical Officer from rural health facility).

 



Continued training and retraining approaches

This sub-theme recommends ongoing training and retraining initiatives to ensure healthcare providers remain updated on best practices and developments in mental healthcare.

The sub-theme of underscores the importance of ongoing training and retraining to enhance mental health services. Participants emphasized the need for specialized training at the Community Health Centre level to ensure effective service delivery. They advocated for continuous monitoring and updates to keep abreast of evolving trends in mental healthcare. While rejecting the necessity for frequent retraining, they suggested a more sustainable approach, such as annual retraining. They proposed an extended training duration of 6 months to a year for comprehensive understanding and implementation. Additionally, participants highlighted the significance of case studies in understanding mental illness, recommending a timeframe of 6 months for studying mental health disorders and emphasizing the importance of counselling and behaviour management training for primary healthcare workers to promote patient understanding and effective treatment.


“For this, I think that if we are training a person every time, that is not going to help. Well, first of all, we should make a little change that for this we need to train at CHC (Community Health Centre) specially.” (Medical Officer from rural health facility).


“We should keep the provision of the Medical Officer, that this is a trend in mental health, this mental health will be properly looked after sir, whatever work is done, they have to see it properly, and do the same later, if any updates come then share, treat.” (Medical Officer from rural health facility).



“There should be proper training, there should be a screening tool so that we can find out by talking.” (Community Health Officer from a rural health facility).



“There is no need for 3 months, yes six months is good, rest if it is annual then it will work, and there is no problem.” (Medical Officer from rural health facility).



“All our staff should be trained. How should we detect the patient, and how should we behave with him to treat him well? To reach where he can, training is necessary.” (General Nurse Midwifery from rural health facility).



“As a psychiatrist, this is the thing, so if we proceed in this manner, then the training can be done in 6 months, or even if it is for a year, we can keep it.” (Medical Officer from rural health facility).

 




Theme 4: approaches for comprehensive capacity building training and module

This theme highlights comprehensive capacity-building strategies and discusses various training modalities, including online courses and workshops, to enhance healthcare providers’ skills and knowledge. It recommends standardized content and protocols for training modules and emphasizes the importance of continuous follow-up and feedback mechanisms. Additionally, it suggests integrating practical approaches such as case studies and role-playing exercises into training programs for better learning outcomes.


Suggestion for training mode/type

This sub-theme explores different training modalities such as online courses, workshops, and simulations to enhance the skills and knowledge of healthcare providers in delivering mental healthcare.

The responses regarding comprehensive capacity-building training and module approaches emphasize the preference for offline training formats due to their perceived advantages. Medical officers highlighted active participant engagement and note-taking opportunities and suggested a training duration of 4 to 5 h for effectiveness. Offline counselling was favoured for its ability to observe non-verbal cues. Respondents proposed various training methodologies such as blended approaches, practical training, and a one-week duration, emphasizing the importance of exposure, reflection, and comprehensive subject matter coverage.



“Offline training is good because when people have questions, they can be answered quickly and visually. The second thing is that if you are getting some questions and some inputs are coming, then you are also able to make your notes.” (Medical Officer from rural health facility).


“I think 4 h of training is enough; no one can concentrate for more than 4 h,” and we should include more practical training in the training rather than giving lecture theory; what should be assured him is that the counselling is being targeted, CBT (Cognitive Behavioral Therapy) response therapy, he should know whatever counselling comes.” (Medical Officer from rural health facility).


“Or show it through video only then we can know what is a thing and what is not so that we can know what behaviour a person behaves like it is understood in the movie, is not it? If we have that base, we can tell this thing is prevalent in the community.” (Community Health Officer from rural health facility).

 

The insights provided by community health officers and auxiliary nurse midwives further underline the importance of training duration, format, and content. Suggestions included online/offline options for 3–4 h, offline weekly training, and a focus on practical knowledge alongside theoretical lectures. Additionally, recommendations for shorter training periods, concise content delivery, and inclusion of video lectures and practical demonstrations were highlighted.



“Our training is for 7 days, but it is better if we teach for 2–3 days.” (Auxiliary Nurse Midwifery from rural health facility).



“It should be offline and of one-week duration, and the training should be such that it is properly usable for us as to how we can assess or guide them.” (Community Health Officer from rural health facility).



“Training classes should be in the form of lectures which can also include video lectures. Classes can be both offline and online. Practical knowledge is also necessary.” (Community Health Officer from a rural health facility).



“Offline, because even if you face some issue offline, you can clear it manually so it does not go to the next level. Similarly, you can do it online, but if you ask theoretically, offline is better.” (General Nurse Midwifery from urban health facility).


“Which should include study material, PDF, videos, etc., and practical knowledge. There should also be booklet notes, etc., which will be helpful in revising.” (Community Health Officer from rural health facility).
 



Approaches for standardized content and protocols in module

The focus is on standardizing content and protocols for mental health training modules to ensure consistency and adherence to evidence-based practices.

The responses from healthcare professionals highlight several key suggestions for enhancing comprehensive capacity-building training and module development in mental healthcare. They emphasize the importance of practical utility and accessibility in training content, advocating for content that is easy to understand and apply. Participants stressed the need for regular updates and refreshment courses to keep healthcare providers informed about changes in treatment protocols and medications. Moreover, the significance of patient-centric training in hospitals is underscored, focusing on comprehensive follow-up processes, effective communication skills, proper counselling, and establishing a counselling system to ensure optimal patient care. Additionally, there are calls for offline counselling therapy, explanations of common mental disorders, and training by psychiatrists from basics to ensure effective training delivery. The suggestions emphasize the importance of tailored training content, practical approaches, and patient-centred care to enhance mental health services effectively.



“There should be content about those useful routines, what utilization is, and how mental health affects routine health. The content should be such that everyone can understand it, it should be easy to read, and it should be easy to apply.” (Medical Officer from rural health facility).



“Now that the treatment guidelines have changed, there should be a refreshment course as per the current guidelines. This means that what are the current guidelines? Have any norms changed, or has any new medication been introduced? How will you implement that thing? There have been many changes, like Lithium, which is not considered very safe, and we cannot give it.” (Medical Officer from rural health facility).



“We should get some such training that the psychiatrist himself will give us training and will explain to us from zero to whom we should refer further and whom we can treat at our level.” (Community Health Officer from rural health facility).

 



Retraining, follow-up and broader outreach

This theme emphasizes the need for structured follow-up and periodic retraining to evaluate and reinforce mental health training. It also highlights expanding training to a broader audience and engaging communities to enhance mental health awareness. Participants highlighted key strategies to improve mental health training by emphasizing the importance of follow-up, periodic retraining, and broader participation. A systematic follow-up process was recommended to assess the effectiveness of the training over time, allowing for reflection on its outcomes only after participants had applied their skills in real-world settings. Retraining and counselling were also suggested at 3 to 6 months to reinforce learning and provide ongoing support. To maximize the impact of mental health awareness, participants urged the extension of the training to a wider audience, including health workers at the primary health centre and community health centre levels, and the promotion of community outreach through awareness campaigns at the schools and village levels. These approaches may strengthen mental healthcare by ensuring consistent evaluation, skill reinforcement, and widespread community engagement.



“We will talk about them only after the follow-up training and what results have been achieved so far.”



“It will take time. A short time is a minimum of 3 months; the maximum could be 6 months, so our retraining and counselling should be back in this duration.”


“My suggestion regarding training would be that the training can be made better in such a way that if training is given at PHC (Primary Health Centre) and CHC (Community Health Centre) level, then more people can join and participate in it and apart from the doctors, there are other people too. If there are medical health workers, add them, teach them in this training, hold camps in schools, hold camps till village level, only then can they bring awareness in mental health through posters, etc.”
 





Discussion

For optimal effectiveness and efficiency, mental health in primary care should be integrated with a comprehensive network of services across various levels of care, complemented by broader enhancements to the healthcare system. Incorporating mental health services into primary care represents the most effective strategy for bridging the treatment disparity and guaranteeing individuals receive the necessary mental health services (8, 16, 17). Analyzing the participants’ stories validated the original system components and uncovered varying connections between them, suggesting potential areas for further exploration (18). The current study unveils a lack of knowledge and hands-on proficiency among healthcare providers operating in primary healthcare institutions and within the community in India. The study results underscore several key findings regarding challenges and recommendations for enhancing mental healthcare at the primary care level.

Theme one focuses on mental healthcare in primary care facilities. It includes the responsibilities of healthcare providers, their overall exposure and understanding of mental health and mechanisms for treatment, management, referral and available resources and facilities. This section highlights the importance of patient management, community-based approaches, early diagnosis, timely referrals, and training for primary healthcare workers. These findings align with a study where participants emphasized their roles and identified functions like clinical services, community resources connections, health education and coaching, patient interaction, administrative duties, and maintaining hygiene at healthcare facilities (19, 20). A review underscored the lack of formalized and standardized mental health training and its monitoring for community-level workers (21). A study finding observed that almost one-third of the participants had not received any training in providing mental healthcare, highlighting gaps in knowledge and skills necessary for effective mental healthcare delivery (22). It holds significant policy and clinical relevance for India, where there is a shortage of trained mental health professionals, suggesting that trained healthcare workers can help fill the gap in mental health diagnosis and services (23). The present study also observed that various participants do not have any prior training experience associated with mental health, which is aligned with the findings from a study conducted in Kashmir during initial interactions with the Community Health Workers at the start of the training program; they noted participants had limited exposure to training programs focused on mental health (24).

Our second theme highlights the challenges and barriers related to screening and diagnosing, treatment and management, and resources and facilities for mental healthcare within primary care settings. Participants face challenges such as the similarity of conditions due to symptom similarities, patient reluctance, the community’s lack of awareness, misconceptions associated, medication adherence, non-compliance and resource limitations. These factors not only hamper early identification and assessment but also impact treatment adherence and follow-up care (25–27). Widespread stigma and the fear of being judged by others can influence young people to seek support for their mental health (28). Our findings support a study by Cowan et al. that showed that doctors providing primary healthcare in rural Karnataka, India, observed substantial levels of negative attitudes towards mental health disorders among participants (29). Treatment and management challenges included medication adherence issues, stigma-related barriers and a lack of defined protocols (30, 31). Moreover, resource shortages and inadequate facilities hindered comprehensive mental healthcare delivery, emphasizing the need for specialized training and infrastructure improvements. Stigma and social isolation exacerbate these challenges, as patients and families may avoid seeking further treatment due to societal attitudes towards mental health. Findings from our study are congruent with another study from Kafczyk T et al., which identifies challenges such as poor public governance, lack of awareness among policymakers, and existing policies that may overly medicalize mental health problems, hindering the effective delivery of mental healthcare (32).

Theme third of the study emphasized effective mental healthcare delivery at the primary care level; recommendations included implementing offline training programs, standardizing content and protocols, facilitating continuous follow-up and feedback, engaging in community awareness campaigns, enhancing infrastructure and resources, integrating mental health into existing programs, and fostering collaboration between healthcare providers and stakeholders (27, 30). The emphasis on offline training formats highlights the need for interactive sessions that allow healthcare providers to engage actively and learn through practical methods such as case studies (26). By implementing these recommendations, primary care facilities can enhance their capacity to provide comprehensive care. Integrating practical training methods and standardized protocols can equip healthcare providers with the necessary skills and knowledge to screen, diagnose, treat, and manage mental health disorders effectively (25). The results of our study align with another study, which found that individuals who received health facility-based care and community counselling experienced better health outcomes than those who only received care from health facilities (33). Additionally, community engagement initiatives can help bridge gaps in awareness and reduce the stigma surrounding mental health, ultimately leading to better outcomes for individuals and communities affected by mental disorders (27, 30). These findings provide insights for policymakers and healthcare professionals to develop targeted interventions and improve mental healthcare delivery at primary care facilities. The Ayushman Bharat initiative’s Mental, Neurological and Substance Use care training program holds significant promise in addressing the challenges and barriers identified in the study’s discussion regarding mental healthcare delivery (25). A study by Kilbourne et al. recommends assessing mental health outcomes more regularly, and measurement-based care must be integrated into existing technologies and embedded within the treatment culture and healthcare system (34). Given the global mental health crisis, prioritizing research on mental health delivery systems has become essential (18).

The last theme comprised approaches for comprehensive capacity-building training and modules, including suggestions for the future training mode/type, content and protocols, and further follow-up and feedback. Given the range of capacity-building methods already in place, offline training formats may be preferred, as they are often more practical and feasible. Similar findings were observed in a meta-analysis, which states that in settings where various capacity-building methods are already available, internet-based interventions may not provide an advantage over existing, more practical approaches, considering the significant investment needed to establish online learning platforms and supporting infrastructure (35). Our study emphasized the importance of practical utility and accessibility in training content, which is similar to the study findings, which shows that the training should incorporate a validated assessment tool tailored to the needs of community-level workers, along with a structured resource guide or manual in local languages to support them after training (21). Standardized training modules are crucial in ensuring consistency and efficacy in mental healthcare delivery by incorporating evidence-based practices and regular updates (30, 36).

The study’s strength lies in its comprehensive exploration of various facets of mental healthcare delivery at the primary care level (25). Through qualitative analysis, the study effectively captures the perspectives of healthcare providers, shedding light on challenges and barriers faced in screening, diagnosing, treating, and managing mental health disorders (26). Furthermore, the study offers valuable recommendations for enhancing mental healthcare services, including strategies for capacity building, standardized training modules, and community engagement initiatives. These insights provide a solid foundation for policymakers, healthcare administrators, and practitioners to develop targeted interventions and improve mental healthcare delivery.

There are some limitations to consider when analysing the findings of the study. The reliance on qualitative data may introduce subjective biases in data interpretation, potentially affecting the validity and reliability of the study’s conclusion. Furthermore, the study primarily captures the perspectives of healthcare providers, potentially overlooking the experiences and needs of individuals with lived experience of mental health disorders (30). The data were not based on probability sampling, so the findings cannot be generalized. Addressing these limitations through broader sampling strategies, mixed-methods approaches, and participatory research methodologies could enhance the robustness and applicability of future studies in this area.



Conclusion

Integrating mental healthcare services into primary care is vital for addressing treatment disparities. Challenges such as accurate diagnosis and resource limitations hinder early intervention. For effective mental healthcare delivery, offline training programs, standardized protocols, and community engagement are essential. By enhancing healthcare provider skills and reducing stigma, primary care facilities can better support individuals with mental health needs. While this study offers valuable insights, addressing limitations like subjective biases and broader perspectives is crucial for future research. Ultimately, targeted interventions informed by these findings can significantly improve public health outcomes covering mental health.
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Background: The prevalence of depression among university and college students in China is nearly one-quarter. This study aimed to investigate the knowledge, attitudes and practices (KAP) among medical students toward depression management. Depression, a significant public health issue, has a substantial impact on students, with a reported prevalence of 23.8% among university and college students in China.
Methods: This web-based cross-sectional study was conducted between January 2023 and October 2023 at three medical universities in China. A self-administered questionnaire collected demographic information and assessed medical students’ KAP on depression management.
Results: A total of 632 participants were enrolled in this study from three medical universities. Among them, 383 (60.60%) were female, and the participants were aged 20.17 years on average (SD ± 1.80). Most of their family members (521, 82.44%) were not in the medical profession. Using a validated 15-point knowledge scale, a 50-point attitude scale, and a 30-point practice scale, which covered areas such as symptom recognition, treatment approaches, and stigma related to depression, the mean knowledge, attitudes and practices scores were 10.55 ± 3.36 (possible range: 0–15), 41.72 ± 4.45 (possible range: 10–50) and 19.79 ± 5.44 (possible range: 6–30), respectively. Males had lower knowledge (p = 0.003). Only children had higher practice (p = 0.034). Urban residents had higher attitudes (p = 0.046). Higher income linked to better practice (p = 0.047). Freshmen scored higher across all KAP (p < 0.05). Medical family background linked to better knowledge (p = 0.005). The attitude scores were correlated with the practice scores (r = 0.403, p = 0.004). The structural equation model demonstrated that knowledge had direct effects on attitude and practice, as indicated by a path coefficient of 0.725 (p < 0.001) and 0.370 (p = 0.001), respectively. Furthermore, attitude had direct effects on practices, with a path coefficient of 0.509 (p < 0.001).
Conclusion: The study revealed that medical students possessed sufficient knowledge and demonstrated active attitudes but exhibited limited practical skills in managing depression. In investigating the KAP of medical students, it is essential to integrate specific practical applications, such as role-playing scenarios and case studies, into the curriculum. These methods will emphasize the importance of knowledge, foster positive attitudes, and promote peer collaboration to enhance practical skills in depression management.
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Introduction

Depression is a significant global public health concern, particularly in China, where it has substantial epidemiological implications (1). Globally, an estimated 322 million individuals grapple with depressive disorders, with a 3.6% prevalence of 12-month depression in the general Chinese population and a worrisome 23.8% prevalence among university and college students (2, 3). This high prevalence underscores depression’s status as a psychiatric disorder characterized by elevated rates of morbidity and mortality (4). The global prevalence of underdiagnosed and undertreated depression, affecting a substantial 40 to 85% of individuals worldwide, raises significant concerns (5). Moreover, stigma surrounding depression remains pervasive, extending even to medical students (3). Furthermore, depression and its complications, such as suicide and social and academic impairment, among a large proportion of young people in the country, could have a negative impact on the nation at large (6). Medical students represent the prospective medical doctors who will serve as the cornerstone of the nation’s healthcare workforce (7). The role of medical education in molding the perspectives and approaches of these future healthcare professionals toward various medical conditions, including depression, is pivotal (8, 9). Given their forthcoming roles as frontline healthcare providers, the comprehension of depression among medical students takes on heightened importance. Their knowledge and attitudes concerning the diagnosis, treatment, and management of depression hold substantial sway over their interactions and practices when caring for individuals grappling with this condition. Currently, there exists a notable research gap in the exploration of medical students’ knowledge, attitudes, and practices toward the prevention and treatment of depression.

Knowledge, Attitudes, and Practices (KAP) studies serve as a widely utilized research methodology to assess the comprehension and behaviors of specific populations regarding a particular subject. Within the medical field, KAP studies have proven effective in evaluating healthcare professionals’ awareness, attitudes, and practices pertaining to various medical conditions and treatment approaches (10–12). Therefore, this study aimed to fill the research gap by investigating the KAP of medical students toward the management of depression. By understanding medical students’ perspectives and behaviors toward depression, this study seeks to identify potential areas for improvement in depression-related medical education and enhance the quality of care provided to individuals suffering from this mental health disorder.



Methods


Study design and participants

This cross-sectional survey was conducted between January 2023 and October 2023 at Binzhou Medical University, the Affiliated Hospital of Qingdao University and Weifang Medical University. The study was ethically approved by the Ethics Committee of Binzhou Medical University (Approval no. 2023–316), the Ethics Committee of the Affiliated Hospital of Qingdao University (Approval no. QYFY WZLL 28213) and Weifang Medical University and informed consent was obtained from the study participants.

Medical students from three sites were included in this study. Those possessing a documented personal history of depression or other mental health disorders (as their cognitive outlook, attitudes, and practices may be influenced differently) or those facing hindrances in completing the study questionnaire or participating in interviews attributable to language barriers, cognitive impairments, or other communication-related challenges were excluded.



Questionnaire

The questionnaire was developed with guidance from relevant literature on depression management (13–15). The first draft was pilot tested on a small scale (n = 16), resulting in a Cronbach’s alpha coefficient value of 0.836, indicating good internal consistency.

The final questionnaire was in Chinese and had four parts: demographic information (13 items), knowledge (15 items), attitudes (10 items), and practices (8 items). For knowledge, participants received 1 point for each correct answer and 0 points for others, resulting in a possible score range of 0 to 15. Attitude items used a five-point scale, with responses ranging from 5 points for “strongly agree” to 1 point for “strongly disagree,” resulting in a possible score range of 10 to 50. The practice items also used a five-point scale, where “always/very consistent” received 5 points and “never/very inconsistent” received 1 point, since P7 and P8 were not scored but only included for descriptive purposes, the possible score range of practices is 6 to 30.

The data were collected using an online questionnaire hosted on Sojump1. The online questionnaire was distributed through various social media platforms, including WeChat, internet forums, and web links. To prevent duplication, an IP restriction was implemented, ensuring that each survey could only be completed once per unique IP address.



Statistical analysis

Statistical analysis was conducted using STATA 17.0 (Stata Corporation, College Station, TX, United States) and AMOS 24.0 (IBM, NY, United States). Continuous variables were described using mean ± standard deviation (SD), and between-group comparisons were performed using t-tests or analysis of variance (ANOVA). Categorical variables were presented as n (%). Pearson’s analysis was employed to assess the correlations between knowledge, attitude, and practice scores. The structural equation model (SEM) was employed to examine the relationships among knowledge, attitudes, and practices. The hypotheses were as follows: (1) knowledge had direct effects on attitudes, (2) knowledge had direct effects on practices, and (3) attitudes had direct effects on practices. The model fitting was evaluated with CMIN/DF (Chi-square fit statistics/degree of freedom), RMSEA (root mean square error of approximation), IFI (incremental fix index), TLI (Tucker–Lewis index) and CFI (comparative fix index). Two-sided p < 0.05 were considered statistically significant in this study.




Results

A total of 632 valid questionnaires were enrolled in the final analysis, with a validity rate of 81.55%. Among them, 383 (60.60%) of the participants were females, with a mean age of 20.17 ± 1.80, 457 (72.31%) were the only child, 411 (65.03%) lived in rural areas, 596 (94.30%) were currently studying in an undergraduate degree programs, 371 (58.70%) of the fathers and 431 (68.20%) of the mothers of the participants had a junior high school education or less. In addition, most of the family members of the participants (521, 82.44%) were not in the medical profession (Table 1).



TABLE 1 Demographic characteristics and KAP scores.
[image: A table presents survey data on knowledge, attitudes, and practices categorized by demographics such as gender, age, residence, income, education level, grade, specialty, GPA ranking, and family in the medical profession. Mean scores, standard deviations, and p-values for each category are listed, highlighting statistical significance in various demographic factors influencing the survey outcomes.]

The knowledge scores of participants ranged from a minimum of 0 to a maximum of 15, with a mean score of 10.55 ± 3.36. Attitude scores varied between 10 and 50, with an average of 41.72 ± 4.45. Practice scores spanned from 6 to 30, averaging 19.79 ± 5.44. The results indicate several statistically significant associations between demographic characteristics and KAP scores. Males exhibited lower knowledge levels compared to females (p = 0.003), while individuals who are not only children showed lower practice scores than those who are (p = 0.034). Urban residents had higher attitude scores compared to rural residents (p = 0.046). Participants with a per capita income greater than 20,000 CNY demonstrated better practice scores compared to those with lower incomes (p = 0.047). Furthermore, students with a college diploma had higher attitude (p = 0.022) and practice scores (p = 0.006) than those with other academic levels. Freshman students had significantly higher knowledge (p = 0.029), attitude (p = 0.044), and practice scores (p = 0.001) compared to other grades. Additionally, participants with family members in the medical profession had higher knowledge scores (p = 0.005) than those without family members in the medical profession (Table 1).

The distribution of knowledge dimensions revealed that the scores for the top three knowledge items were as follows: “The treatment of depression should adhere to a personalized medication approach, tailored to the individual patient’s circumstances.” (K13) with a score ranging from 0 to 1, where the highest score was 0.88, “A comprehensive assessment of cognitive functioning in individuals with depression requires both subjective and objective cognitive measurements or the use of comprehensive test tools.” (K11) with a maximum score of 0.87, and “Comorbid anxiety disorders often accompany depression in patients, necessitating careful differentiation in clinical practice.” (K6) with a top score of 0.86. The three knowledge items with the lowest scores were “Cognitive symptoms in depression typically arise only during acute episodes.” (K4), scoring as low as 0.29, “Combination therapy with antidepressant medication is the preferred approach for the treatment of depression, regardless of disease severity, with monotherapy not being considered.” (K10), with a score of 0.28, and “Major depressive disorder is the most common psychiatric disorder, with depression being its shorthand.” (K1), scoring only 0.07 (Table 2).



TABLE 2 Knowledge.
[image: Table listing key points about depression, each with a correctness rate and percentage. Topics include symptoms, treatment approaches, diagnostic methods, and medication types. Correctness rates range from 185 to 557, with percentages from 28.16% to 88.13%.]

In this study, participants’ attitudes toward depression showed the following score ranges: 55.70% of the participants strongly agreed that the onset of depression is often insidious, and timely diagnosis and early intervention are important for the prognosis of the disease (A1), corresponding to a score of 0.56. Scores for the item “Depression is prone to recurrence and affects the quality of survival of depressed patients.” (A2) ranged from 0 to 1, with the highest being 0.59. Notably, “The progression of depression may trigger suicide attempts or death in patients, resulting in serious adverse consequences.” (A3) showed the highest score of 0.92. On the other hand, only 27.85% were neutral about the interest in learning about depression-related diagnosis and treatment through books, courses, literature, or the internet (A4), corresponding to a score of 0.28 (Table 3).



TABLE 3 Attitudes.
[image: Survey results table evaluating attitudes towards depression. Statements A1 to A10 are rated by participants as strongly agree, agree, neutral, disagree, or strongly disagree. Each response includes the number and percentage of participants for each option. Notable findings include high agreement on statements regarding the importance of early intervention and societal support.]

With regard to practices, only 20.41% of participants scored highly for consistently learning about depression through books and literature (P1), with scores ranging from 0 to 1, while 42.25% took the initiative to learn about depression assessment tools (P3), scoring up to 0.42. In terms of providing psychological support to people around them, the scores for the item “When people around them were found to have some tendency to depression, 61.55% would use the professional knowledge they learned to carry out psychological counseling for those people.” (P6), ranged up to 0.62 (Table 4).



TABLE 4 Practices.
[image: A table with survey questions related to depression knowledge and attitudes. Questions P1 to P6 assess frequency or consistency of behaviors related to studying depression, participating in courses, using assessment scales, and providing counseling. Responses are categorized from "Always" to "Never" or "Very consistent" to "Very inconsistent" with varied percentages. Questions P7 and P8 cover preventive measures and reactions to classmates' depression, allowing multiple selections and showcasing responses like maintaining exercise or feeling indifferent. The table includes percentages for each response option.]

Pearson’s analysis showed that significant positive correlations were observed between knowledge and attitude (r = 0.412, p < 0.001), knowledge and practice (r = 0.273, p < 0.001), as well as attitude and practice (r = 0.403, p = 0.004) (Table 5).



TABLE 5 Pearson’s correlation analysis.
[image: Correlation matrix table showing relationships among Knowledge, Attitudes, and Practices. Knowledge correlates with Attitudes at 0.412 and Practices at 0.273. Attitudes correlate with Practices at 0.403. All correlations have a p-value less than 0.001, indicating statistical significance.]

The SEM demonstrated that knowledge had direct effects on attitude and practice, as indicated by a path coefficient of 0.725 (p < 0.001) and 0.370 (p = 0.001), respectively. Furthermore, attitude had direct effects on practices, with a path coefficient of 0.509 (p < 0.001) (Table 6 and Figure 1). The fit indices of the model indicated a reasonably good fit to the data, implying an well fit for the proposed model (Table 7).



TABLE 6 Test results of the hypothesis.
[image: Table showing hypotheses, estimates, and p-values. Hypotheses: Attitude depends on Knowledge with an estimate of 0.725 and p-value <0.001. Practice depends on Attitude with an estimate of 0.509 and p-value <0.001. Practice depends on Knowledge with an estimate of 0.370 and p-value 0.001.]

[image: Diagram illustrating the relationships among three main constructs: Knowledge, Attitude, and Practice. Fifteen observed variables (K1 to K15) relate to Knowledge, ten variables (A1 to A10) to Attitude, and six (P1 to P6) to Practice, each with corresponding error terms. Directed arrows indicate the flow of influence, with numerical values representing path coefficients. Knowledge influences both Attitude and Practice, with path coefficients of 0.51 and 0.37, respectively. Attitude has a path coefficient of 0.73 leading to Practice, showing the interconnectedness between these constructs.]

FIGURE 1
 Structural equation modeling.




TABLE 7 Model fitness indices for the KAP structural equation model.
[image: Table displaying goodness-of-fit indices with ideal standards and measurement values. CMIN/DF is 3.750, RMSEA is 0.066, IFI is 0.910, TLI is 0.901, and CFI is 0.910. Indices include CMIN/DF, RMSEA, IFI, TLI, and CFI, with respective ideal standards.]



Discussion

The previous study revealed that medical students had sufficient knowledge, active attitude, and suboptimal practice toward management of depression. It is recommended to integrate practical application of depression-related knowledge into the curriculum, foster positive attitudes through empathy-building, and encourage peer learning and collaboration among medical students.

The study’s results indicate that various factors, including gender, academic grade, family medical background, place of residence, academic level, being the only child, and per capita income, had a significant impact on KAP scores. These findings are consistent with prior research and emphasize the need for tailored interventions in healthcare education and support (16, 17). The unexpected influence of academic grade on all three KAP domains suggests a need for further investigation to better understand its role and implications for healthcare behavior and education (18, 19). Misconceptions about depression among medical students can negatively impact patient care by leading to inadequate management and delayed interventions. These misunderstandings can result in insufficient patient education and engagement, ultimately hindering effective treatment and recovery. Correcting these misconceptions through targeted education is essential to improve patient outcomes.

This study assessed the knowledge of medical students regarding depression management, revealing a mix of correct and incorrect responses. Encouragingly, students recognized the importance of personalized medication approaches, comprehensive cognitive assessments, and the presence of comorbid anxiety disorders in depression patients. However, concerning misconceptions were found, such as the belief that cognitive symptoms in depression are limited to acute episodes, a preference for combination therapy, and underestimating the prevalence of major depressive disorder (20, 21). To enhance clinical practice, targeted educational interventions are needed to address these knowledge gaps, promote evidence-based practices, and ensure that medical students have accurate information for future patient care (22). Specific improvements could include integrating practical applications such as role-playing scenarios and case studies into the curriculum, fostering empathy through patient interaction and reflective exercises, and encouraging peer learning through group discussions and collaborative projects. Regarding attitude dimension, the results indicate that while medical students show a good grasp of depression’s insidious nature and potential severity, there’s room for improvement regarding their motivation to seek further information about depression and their perception of the practical value of related knowledge (3). To enhance clinical practice, it is essential to develop more targeted educational approaches that emphasize the clinical significance of depression-related knowledge and engage students more effectively in understanding its complexities (23). These measures will better equip future healthcare professionals to provide comprehensive care for individuals with depression, ultimately contributing to improved mental health outcomes.

The practice dimension indicated that while a relatively low percentage of medical students often engage in self-directed learning about depression, many demonstrate a proactive approach by participating in relevant courses and staying updated on assessment scales and guidelines (24). These practices suggest readiness to engage with the complexities of depression diagnosis and treatment, which is crucial for future clinical care. Furthermore, students generally endorse effective preventive measures against depression and express a willingness to help classmates suffering from depression, demonstrating a compassionate attitude that is vital for patient support (25). However, the presence of a small number of negative attitudes highlights the need for empathy-building programs within medical education to ensure that students are well-equipped for compassionate and effective patient care. Identified limitations in students’ practical skills further emphasize the necessity of integrating targeted interventions to bridge the gap between knowledge and practice. Specific improvements could include integrating practical applications such as role-playing scenarios and case studies into the curriculum, fostering empathy through patient interaction and reflective exercises, and encouraging peer learning through group discussions and collaborative projects. Future efforts should focus on fostering an environment of empathy, understanding, and open dialog, where individuals feel safe to seek help without fear of judgment. Collaboration among mental health professionals, policymakers, and communities is essential to eliminate the stigma associated with mental health, paving the way for improved mental health outcomes and a more compassionate society (26, 27).

The study’s correlation analysis and structural equation modeling reveal that knowledge, attitude, and practice regarding depression management among medical students are interconnected. Positive correlations between these factors indicate that as students acquire more knowledge about depression, they tend to develop more positive attitudes and engage in better practices. The structural equation modeling further highlights that knowledge has a direct effect on attitude and practice, emphasizing the central role of education in shaping attitudes and influencing clinical behavior. Additionally, a positive attitude directly influences practices, reinforcing the importance of cultivating a compassionate and empathetic approach within medical education (28). These findings underscore the need for a comprehensive and integrated approach to depression management education that addresses knowledge, attitudes, and practical skills to prepare future healthcare professionals for effective patient care.

This study had limitations. Firstly, this study’s reliance on a web-based survey may have introduced sampling bias, potentially limiting the representativeness of the participant sample. Additionally, self-reported data collection could have introduced recall and social desirability biases, potentially impacting the accuracy of responses. For future studies, it is recommended to explore the long-term effects of integrated depression management training on medical students’ clinical practice and patient outcomes. Additionally, examining the role of emerging digital tools and telemedicine in enhancing students’ KAP toward depression could provide valuable insights for modernizing healthcare education.



Conclusion

The study suggests that while medical students possess a good level of knowledge and an active attitude toward depression management, their practical application of this knowledge remains suboptimal. Enhancing clinical practice among medical students should involve integrating practical application of depression-related knowledge, fostering empathy to promote positive attitudes, and promoting peer learning and collaboration.



Data availability statement

The original contributions presented in the study are included in the article/supplementary material, further inquiries can be directed to the corresponding author.



Ethics statement

The studies involving humans were approved by the Ethics Committee of Binzhou Medical University (Approval no. 2023–316), the Ethics Committee of the Affiliated Hospital of Qingdao University (Approval no. QYFY WZLL 28213). The studies were conducted in accordance with the local legislation and institutional requirements. The participants provided their written informed consent to participate in this study.



Author contributions

WZ: Funding acquisition, Writing – review & editing. XW: Conceptualization, Writing – original draft. ML: Data curation, Writing – original draft. GW: Formal analysis, Writing – original draft. YL: Investigation, Writing – review & editing. XZ: Methodology, Writing – review & editing. LZ: Methodology, Writing – review & editing.



Funding

The author(s) declare that financial support was received for the research, authorship, and/or publication of this article. This study was supported by Shandong Province Medicine and Health Science and Technology Development Program [202209040607].



Conflict of interest

The authors declare that the research was conducted in the absence of any commercial or financial relationships that could be construed as a potential conflict of interest.



Publisher’s note

All claims expressed in this article are solely those of the authors and do not necessarily represent those of their affiliated organizations, or those of the publisher, the editors and the reviewers. Any product that may be evaluated in this article, or claim that may be made by its manufacturer, is not guaranteed or endorsed by the publisher.



Footnotes

1   http://www.sojump.com




References
	 1. Ding, X, Rong, S, Wang, Y, Li, D, Wen, L, Zou, B , et al. The Association of the Prevalence of depression in type 2 diabetes mellitus with visual-related quality of life and social support. Diabetes Metab Syndr Obes. (2022) 15:535–44. doi: 10.2147/DMSO.S343926 
	 2. Duchaine, CS, Aubé, K, Gilbert-Ouimet, M, Bruno Pena Gralle, AP, Vezina, M, Ndjaboue, R , et al. Effect of psychosocial work factors on the risk of depression: a protocol of a systematic review and meta-analysis of prospective studies. BMJ Open. (2019) 9:e033093. doi: 10.1136/bmjopen-2019-033093 
	 3. He, H, Wu, Q, Hao, Y, Chen, S, Liu, T, and Liao, Y. Stigmatizing attitudes toward depression among male and female, medical and non-medical major college students. Front Psychol. (2021) 12:648059. doi: 10.3389/fpsyg.2021.648059 
	 4. Zhang, Y, Zhang, X, Liu, N, Ren, S, Xia, C, Yang, X , et al. Comparative proteomic characterization of ventral Hippocampus in susceptible and resilient rats subjected to chronic unpredictable stress. Front Neurosci. (2021) 15:675430. doi: 10.3389/fnins.2021.675430 
	 5. Madundo, K, Knettel, BA, Knippler, E, and Mbwambo, J. Prevalence, severity, and associated factors of depression in newly diagnosed people living with HIV in Kilimanjaro, Tanzania: a cross-sectional study. BMC Psychiatry. (2023) 23:83. doi: 10.1186/s12888-022-04496-9 
	 6. Ibrahim, MF, Wan Ismail, WS, Nik Jaafar, NR, Mohd Mokhtaruddin, UK, Ong, HY, Abu Bakar, NH , et al. Depression and its association with self-esteem and lifestyle factors among school-going adolescents in Kuala Lumpur, Malaysia. Front Psychiatry. (2022) 13:913067. doi: 10.3389/fpsyt.2022.913067 
	 7. Nugraha, D, Salamah, S, Luke, K, Wibowo, ZK, Witarto, AP, Deswima, C , et al. Evaluation of health-related quality of life and mental health in 729 medical students in Indonesia during the COVID-19 pandemic. Med Sci Monit. (2023) 29:e938892. doi: 10.12659/MSM.938892
	 8. Cheng, J, Wang, ZF, Yao, WF, Liu, JW, Lu, Y, Wang, Q , et al. Comparison of 3D printing model to 3D virtual reconstruction and 2D imaging for the clinical education of interns in hepatocellular carcinoma: a randomized controlled study. J Gastrointest Oncol. (2023) 14:325–33. doi: 10.21037/jgo-23-28 
	 9. Mai, DH, Newton, H, Farrell, PR, Mullan, P, and Kapoor, R. Implementation of a clinical leadership curriculum for pediatric residents. J Med Educat Curri Develop. (2022) 9:238212052210963. doi: 10.1177/23821205221096354
	 10. Khalid, A, Haque, S, Alvi, S, Ferdous, M, Genereux, O, Chowdhury, N , et al. Promoting health literacy about Cancer screening among Muslim immigrants in Canada: perspectives of imams on the role they can play in community. J Prim Care Community Health. (2022) 13:215013192110630. doi: 10.1177/21501319211063051
	 11. Koni, A, Taha, S, Daifallah, A, Koni, M, Abutaha, S, Sabateen, A , et al. A cross-sectional evaluation of knowledge, attitudes, practices, and perceived challenges among Palestinian pharmacists regarding COVID-19. SAGE Open Med. (2022) 10:205031212110692. doi: 10.1177/20503121211069278
	 12. Shubayr, MA, Kruger, E, and Tennant, M. Oral health providers' views of oral health promotion in Jazan, Saudi Arabia: a qualitative study. BMC Health Serv Res. (2023) 23:214. doi: 10.1186/s12913-023-09170-8 
	 13. Guideline development panel for the treatment of depressive D. Summary of the clinical practice guideline for the treatment of depression across three age cohorts. Am Psychol. (2022) 77:770–80. doi: 10.1037/amp0000904 
	 14. Sforzini, L, Worrell, C, Kose, M, Anderson, IM, Aouizerate, B, Arolt, V , et al. A Delphi-method-based consensus guideline for definition of treatment-resistant depression for clinical trials. Mol Psychiatry. (2022) 27:1286–99. doi: 10.1038/s41380-021-01381-x 
	 15. Krause, KR, Chung, S, Adewuya, AO, Albano, AM, Babins-Wagner, R , et al. International consensus on a standard set of outcome measures for child and youth anxiety, depression, obsessive-compulsive disorder, and post-traumatic stress disorder. Lancet Psychiatry. (2021) 8:76–86. doi: 10.1016/S2215-0366(20)30356-4 
	 16. Goering, M, and Mrug, S. Empathy as a mediator of the relationship between authoritative parenting and delinquent behavior in adolescence. J Youth Adolesc. (2021) 50:1308–18. doi: 10.1007/s10964-021-01445-9 
	 17. Fatima, H, Wajid, M, Krier, C, Champion, V, Carter-Harris, L, Shedd-Steele, R , et al. Development of a computer-tailored intervention/decision aid to increase colorectal Cancer screening in health systems. Cureus. (2022) 14:e23372. doi: 10.7759/cureus.23372
	 18. Fenwick, EK, Man, REK, Gan, ATL, Aravindhan, A, Tey, CS, Soon, HJT , et al. Validation of a new diabetic retinopathy knowledge and attitudes questionnaire in people with diabetic retinopathy and diabetic macular edema. Transl Vis Sci Technol. (2020) 9:32. doi: 10.1167/tvst.9.10.32 
	 19. Siahaan, S, Herman, MJ, and Fitri, N. Antimicrobial resistance situation in Indonesia: a challenge of multisector and global coordination. J Trop Med. (2022) 2022:2783300. doi: 10.1155/2022/2783300
	 20. Erdsiek, F, and Brzoska, P. Is exposure to secondhand smoke associated with current depression (PHQ-8) among never-smokers? Results from a survey among German adults. BMC Public Health. (2020) 20:1880. doi: 10.1186/s12889-020-09970-1 
	 21. Pan, B, Fan, S, Song, Z, and Li, Y. Negative Bias or positive deficiency, or both? The relationship between individual authenticity and depression among preschool teachers: the sequential mediation effects of mindfulness and self-alienation. Psychol Res Behav Manag. (2023) 16:333–49. doi: 10.2147/PRBM.S393191 
	 22. Pan, W, Wang, X, Zhou, W, Hang, B, and Guo, L. Linguistic analysis for identifying depression and subsequent suicidal ideation on weibo: machine learning approaches. Int J Environ Res Public Health. (2023) 20:20. doi: 10.3390/ijerph20032688
	 23. Ma, C, Zhang, Y, Li, Y, Wang, Y, Jiang, Y, Wang, X , et al. Healthcare, insurance, and medical expenditure of the floating population in Beijing, China. Front Public Health. (2020) 8:375. doi: 10.3389/fpubh.2020.00375 
	 24. Chiu, YC, Liang, JC, Hsu, HY, Chu, TS, Lin, KH, Chen, YY , et al. To examine the associations between medical students' conceptions of learning, strategies to learning, and learning outcome in a medical humanities course. BMC Med Educ. (2019) 19:410. doi: 10.1186/s12909-019-1856-8 
	 25. Hur, Y, Yeo, S, and Lee, K. Medical students' self-evaluation of character, and method of character education. BMC Med Educ. (2022) 22:271. doi: 10.1186/s12909-022-03342-6 
	 26. de Filippis, R, El Hayek, S, and Shalbafan, M. Editorial: community series in mental-health-related stigma and discrimination: prevention, role, and management strategies, volume II. Front Psych. (2024) 15:1384836. doi: 10.3389/fpsyt.2024.1384836 
	 27. Shalbafan, M, El Hayek, S, and de Filippis, R. Editorial: mental-health-related stigma and discrimination: prevention, role, and management strategies. Front Psych. (2023) 14:1136995. doi: 10.3389/fpsyt.2023.1136995 
	 28. Sinuraya, RK, Kusuma, ASW, Pardoel, ZE, Postma, MJ, and Suwantika, AA. Parents' knowledge, attitude, and practice on childhood vaccination during the COVID-19 pandemic in Indonesia. Patient Prefer Adherence. (2022) 16:105–12. doi: 10.2147/PPA.S339876 


Copyright
 © 2024 Zhang, Wu, Li, Wang, Liu, Zhang and Zhang. This is an open-access article distributed under the terms of the Creative Commons Attribution License (CC BY). The use, distribution or reproduction in other forums is permitted, provided the original author(s) and the copyright owner(s) are credited and that the original publication in this journal is cited, in accordance with accepted academic practice. No use, distribution or reproduction is permitted which does not comply with these terms.







 


	
	
ORIGINAL RESEARCH
published: 25 October 2024
doi: 10.3389/fpubh.2024.1423445








[image: image2]

Perspectives of psychiatric nurses on the stigmatization of mental healthcare in Ghana: a qualitative study

David Kofi Mensah*


Department of Anthropology, Northern Arizona University, Flagstaff, AZ, United States

Edited by
 Renato de Filippis, University Magna Graecia of Catanzaro, Italy

Reviewed by
 Edita Fino, University of Bologna, Italy
 Wendy A. Booth, University of South Wales, United Kingdom
 Najmeh Shahini, Golestan University of Medical Sciences, Iran
 Lionel Wininger, Medical School, University of Minnesota, United States

*Correspondence
 David Kofi Mensah, dm2643@nau.edu 

Received 25 April 2024
 Accepted 14 October 2024
 Published 25 October 2024

Citation
 Mensah DK (2024) Perspectives of psychiatric nurses on the stigmatization of mental healthcare in Ghana: a qualitative study. Front. Public Health 12:1423445. doi: 10.3389/fpubh.2024.1423445
 




Background: Stigma surrounding mental illness has been identified as a major bane of psychiatric care in many low- and middle-income countries. Mental illness stigma affects both the sufferer and their care providers, including families and psychiatric care providers. In Ghana, attention toward psychiatric care is limited. This article provides qualitative insights on interpersonal and structural stigma experiences of psychiatric nurses from the Ankaful Psychiatric Hospital, Ghana, and the impact of these stigmas on psychiatric care provision in Ghana. The article addresses relevant gap in the literature on the impact of mental illness stigma experiences among psychiatric nurses in low- and middle-income countries.
Methods: Using a qualitative research approach, this study draws from the experiences and perspectives of stigma among psychiatric nurses from the Ankaful Psychiatric Hospital. Fourteen registered psychiatric nurses were recruited and interviewed using semi-structured interviews with open-ended questions. A thematic analysis approach was adopted to analyze the data. Coding and analysis were done in NVivo 12, aiding in the analysis of major themes and subthemes that emerged from the data. The study was conducted remotely due to the COVID-19 pandemic travel restrictions.
Results: Themes identified include social and structural stigmas toward psychiatric nurses and the impact of these stigmas on mental healthcare in Ghana. While social stigma makes psychiatric nursing a difficult career choice for many, structural stigma—resulting from governmental neglect and lack of material resource provision—presents difficulties for nurses and other psychiatric care providers in the exercise of their care duties, which negatively impacts care provision for persons with mental health issues.
Conclusion: The relevance of the experiences and perspectives of psychiatric nurses on mental illness stigma cannot be overlooked in the effort to promote mental illness advocacy, treatment seeking, and improve psychiatry. This article provides insights into the stigma experiences of psychiatric nurses and the impact of these stigmas on mental healthcare provision in Ghana. The study contributes to efforts to improve mental healthcare policymaking and advocacy.
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Introduction

Over the past two to three decades, advocacy and research toward mental illness and mental healthcare have gained attention globally. Stigma of mental illness and its impact on treatment seeking and care provision continue to gain central attention in mental health research. However, the focus has mostly been on people with mental health issues, but less on psychiatric care providers. According to Kohrt and Mendenhall (1), there is limited research on mental health service providers—psychiatric nurses, psychiatrists, mental health counselors and therapists, among others, and policymakers—advocacy groups, professional bodies, and governmental and non-governmental agencies involved in mental health policy enactments. These groups are essential players in bridging the mental health treatment gaps and the scaling up of mental healthcare provision, especially in low- and middle-income countries, which is one of the primary goals of the global mental health movement (2, 3). Research focus on these groups is indispensable to the advocacy and promotion of mental healthcare globally. This article focuses on interpersonal and structural stigma experiences of psychiatric nurses in Ankaful Psychiatric Hospital and their impact on mental healthcare in Ghana.

Psychiatric nurses are an essential body in the mental health service provider group and play a pivotal role in finding solutions to mental healthcare issues (4, 5). To ensure a robust improvement in mental healthcare service provision and implementation of policies, there is a need to involve service providers, especially psychiatric nurses. Omar et al. (6) identified that mental health research and policies in Sub-Saharan Africa rarely focus on psychiatric nurses. The conditions of service and social engagement of psychiatric nurses in their communities impact care provision (7, 8). Thus, there is a need for attention toward psychiatric nurses by Global Mental Health (GMH) researchers and advocates.

Literature on mental health shows that mental healthcare is neglected in many middle- and low-income countries with little or no budgetary allocation (9–13). This situation is not solely due to a lack of resources; beliefs and attitudes toward mental illness also play a significant role (14). Attention must be directed to the sociocultural factors that influence the decisions and approaches of policymakers and mental health professionals and their impact on mental healthcare. Social stigma has been identified as the leading sociocultural factor affecting mental health advocacy, policymaking, and healthcare provision (9, 15). Kapungwe et al. (16) assert that stigma is one of the social and behavioral factors affecting mental healthcare in Zambia, just as in any other Sub-Saharan African countries and low- and middle-income countries. A review of literature on mental health research in Sub-Saharan Africa suggests a gap in the literature on the views of various stakeholders, especially mental healthcare service providers and policymakers, on why mental health remains a low priority in Sub-Saharan African countries and what can be done (11, 17–19).

The Mental Health and Poverty Project (MHaPP) Research Programme Consortium’s research among four Sub-Saharan African countries—Ghana, South Africa, Zambia, and Uganda—has been one of the major mental health research projects in the sub-region to investigate views of stakeholders on mental healthcare (11). The study identified plethora of challenges and limitations facing mental healthcare in these four countries, which include inadequate human resources (12), poor mental healthcare systems, weak mental health policies (6), and suggests the need for integration of mental health into primary healthcare (20) and the involvement of service users in policymaking (18). In many Sub-Saharan African countries, the stigma attached to mental illness and other socioeconomic factors influences governmental decisions on mental health in annual budgetary allocation for healthcare systems, as identified by Omar et al. (6) in their study in South Africa. The MHaPP research project suggests there is low priority on mental health by both government officials and the public in Sub-Saharan African countries, resulting in a lack of recognition of mental health in governmental agenda-setting (11). Research identifies that psychiatric nurses, who spend most of their time with patients, are rarely involved in mental health policy discussions (6, 18, 19, 21).

Studies on mental illness stigma in Sub-Saharan Africa (SSA) show that the stigma of mental illness arises from the understanding of mental illness as a bad omen or possession by a bad spirit and the unpredictability of the mentally ill being aggressive (16, 22, 23), leading to fear of contagion and violence ascribed to persons with mental illness. There is a common societal belief or perception that a bad spirit can possess a person, infect them with mental illness, and make them unpredictable and dangerous, as well as a spiritual threat. Hence, the mentally ill are shunned, pushed away, and avoided (24–26). People with mental illness then face apprehension leading to fear and avoidance, as they are perceived as a source of physical and spiritual contamination. This does not only apply to persons with mental illness, as their families and healthcare providers face stigmatizing behaviors and attitudes due to their relationship with the mentally ill person.

This article looks at the impact of stigma toward psychiatric nurses on mental healthcare in Ghana. It provides qualitative insights into interpersonal and structural stigma experiences of psychiatric nurses from the Ankaful Psychiatric Hospital, Ghana. There is the need for more research on the experiences and perspectives of psychiatric care providers on the advocacy and promotion of mental healthcare using different research methodological approaches. The relevance of the experiences and perspectives of psychiatric nurses on mental illness stigma is pivotal in the effort to promote mental illness advocacy, treatment seeking, and improve psychiatry.



Methods


Study design

The study draws from the experiences and perspectives of psychiatric nurses from the Ankaful Psychiatric Hospital to explore the experiences of Ghanaian psychiatric nurses in the provision of mental healthcare in Ghana. Anthropological perspectives and methodologies, including semi-structured interviews and conversations, were used to explore these experiences and perspectives. These methods provide specific and in-depth information and engagement of research participants to understand their experiences and perceptions of the research topic (27). The main research questions include: (1) What are the experiences of psychiatric nurses in providing mental healthcare in Ghana? (2) What are the factors that impact mental healthcare delivery in Ghana? The study methods initially included interviews with patients, family members of patients, and healthcare providers (psychiatrists, psychologists, psychiatric nurses, and physician assistants) at the Ankaful Psychiatric Hospital, but due to the COVID-19 pandemic, the research was limited to remote interviews with psychiatric nurses. Nevertheless, the main research questions did not change; the study explored the same themes from the perspectives of only the psychiatric nurses. Open-ended, semi-structured interview questions were developed to answer the research questions and to achieve the objectives of the research. Interviews were conducted using both English and Twi languages.



Study setting and participant

The study was conducted remotely with 14 registered mental health nurses from the Ankaful Psychiatric Hospital in Cape Coast, Ghana, one of three major psychiatric hospitals in Ghana. Aside from the psychiatric care services, the hospital has special clinics for epilepsy, alcoholic anonymous meetings and 12-step rehabilitation, a maternal care unit, a diabetes and hypertension clinic, and general medical outpatient services. The hospital was chosen due to its location and the number of communities and regions they serve in the country. The study specifically recruited only mental health nurses due to the COVID-19 pandemic travel restrictions in 2020, which limited the research to remote interviews and conversations with participants. Owing to the proximity of nurses to patients, the mental health nurses presented the best option in such a tight situation in soliciting mental illness care experiences from care providers at the hospital. Participants were between the ages of 25 and 35 years, Ghanaian born and raised, and from different regions and ethnic backgrounds.



Sampling and data collection

Convenience and snowball sampling (28) were used to recruit participants for the study. Due to limitations presented by the COVID-19 pandemic, the study was internet-based, and participants were recruited based on referrals from previously interviewed nurses. Fourteen registered mental health nurses were recruited and interviewed using semi-structured interviews with open-ended questions to answer the research questions and to achieve the objectives of the research. Interviews were more of a conversation than ‘question and answer’ session. This approach offered participants the opportunity to express their feelings and perceptions about the issues being discussed. This piqued the interest of participants as they became more comfortable talking and expressing themselves without restriction. Interviews ranged between 50 min and 70 min, depending on how participants engaged with questions from the interview guide.



Data analysis

Interviews were transcribed verbatim, a mixture of English and Twi languages. This helped to maintain the originality of the interviews and retain the original meanings of native words used to explain certain phenomena expressed by participants. To familiarize myself with the data, notes taken during interviews and interview transcripts were printed and manually coded based on the research questions. Further in-depth coding was done in NVivo 12, aiding in analyzing major themes and subthemes that emerged from the data. A codebook was generated to summarize and write code reports of emergent themes through description of each identified theme. A thematic analysis approach (28) was used to analyze the data in its final stage. Themes generated from the data were based on participants’ accounts of their experiences and perspectives on mental illness stigma and mental healthcare in Ghana from interviews. Themes were then reviewed and refined to help write the research results presented in this article.




Results


Interest in psychiatric nursing

Participants shared that some psychiatric nurses in Ghana had no initial interest in pursuing psychiatry but were placed in the sector when applying for nursing training colleges. They explained that because there is a centralized nursing admission system in Ghana, those who do not get admission into the general nursing schools may be given admission to the few psychiatric nursing training colleges in the country due to low applications to the psychiatric training colleges. One nurse explained that:

 
Most of the time what happen is that when the sister schools, the general nursing training college, when people buy their form and they are full then they sometimes push it … yah they send the eh the left-over people’s form to the psychiatric hospital. So, people even come and without knowing that they are coming to do psychiatry until they go for their first orientation.




Almost all participants did not have initial interests in becoming psychiatric nurses. Though most of the participants wanted to work in the healthcare sector, psychiatry was not part of their plans as it is unpopular in Ghana due to how people perceive mental illness and anything that is associated with it:



Well, mental health nursing, honestly [in the] beginning I also had some kind of fear and then some stigma attached to the profession, honestly! We really had no idea what goes on in the mental hospitals and even the school (psychiatric nursing training college) we had less knowledge in them. So, growing up we all wanted to become nurses, but it was about either midwifery or general nursing […] but later I was advised by a friend that mental health is superb. It’s a specialty, so you are being regarded when you are seen as a psychiatric nurse.

 

Nurses, however, asserted that people are also demotivated to pursue psychiatry due to the perception that psychiatric hospitals house ‘wild’ and ‘dangerous’ people who will harm you at any given opportunity. A nurse explained that “…people have made their mindset that mentally sick patients are harmful, when you do not protect yourself, they will hurt you.” They asserted that it is one aspect of the negative perception about psychiatry that discourages people to enter the field. One nurse shared that she “had that kind of fear that ei! this people they are mad! That’s what I was thinking, they are mad and they are on the road, how do we cater for them, so I wasn’t really interested.” One female participant who developed interest prior to her enrollment in the psychiatric training college explained that she had compassion for mentally ill people when she sees them on the streets and are being treated inhumanely, and thus, decided to become a psychiatric nurse to care for them:



…as far as life is concerned, care must be taken or given to others as well and as such I developed […] passion for [mentally ill] people. For instance, when I see people walking by the streets. I have this one of my seniors who went to the university training school. So, upon interacting with him when I graduated from SHS, he told me about psychiatric nursing. I mean I was aspiring to be a nurse, so he explained all the categories of nursing to me and finally I chose that one […] I prefer to do that because that’s where I see my passion to be. So that’s how come I choose to be a psychiatric nurse.

 

Almost all the participants had their perception and understanding of mental illness changed after getting into psychiatry. They have come to realize that mental illness and mental healthcare are not as they have perceived them and that it is societal perceptions about mental illness that have made the sector unattractive to people who want to pursue nursing or work in the mental healthcare sector. Participants asserted that there is a negative perception about mental illness and mental healthcare in Ghana, as one nurse professed, “I think when I entered the profession, I noticed that everything was not like the way I think.”

Participants were appreciative of the opportunity to pursue psychiatry because it has helped them to understand more about human complexities. They asserted that psychiatry has helped them to relate well with all manner of behaviors from people in their societies, as this nurse explained:



…during the schooling, my second year first encounter with them on the ward I was like ei! this people are not like how we see them outside, they are a different people altogether and getting closer to them you get to understand how human beings are and then how to we are able to quickly relate with these ‘mad people’ as quickly than I think you’d have the chance of relating to other people we see them to be normal. …getting closer and then through the education I think the interest grew as the days went by.

 

Another nurse affirmed that:



it’s one of the best choices that I’ve made.

 



Social stigma toward mental health nurses

Mental healthcare workers face stigmatizing situations almost everywhere they find themselves. According to the nurses, mental illness stigma is a widespread phenomenon in Ghana that affects not only patients and their families but mental healthcare workers as well. Due to their close relations with mentally ill people, most people in the society do not see anything good in psychiatric nurses; hence, do not accord any respect to them, as in the narration of this nurse:



Oh, I think Ghana they do not respect mental health nurses. Yes, that’s what I will say they do not regard it at all. They do not see it as part of eh the nursing. All they know is general nurses, midwife, community nurses but woyԑ [if you are a] mental health nurse ah, you are being stigmatized.

 

Participants asserted that “normally it’s the general public that stigmatizes us kraa who are working there.” The nurses explained that they face stigma just like their patients from the society. Because of the beliefs and attitudes people have about mental illness and anything associated with it, they tend to stigmatize and disrespect mental healthcare workers and do not regard them as healthcare professionals as they do to other healthcare professionals such as primary healthcare doctors, nurses, and midwives. Participants explained that, at the mention of “I am a psychiatric nurse, people’s expression towards you changes, and they begin to question you on your job.” One nurse narrated that:


I remember during the school days nu, me maame adamfo bi, me maame ka kyerɛ no sɛ me yɛ nurse. Me kɔ yɛ na ne ba no se ɔbɛyɛ nurse, na obisa me sɛ me kɔ school bɛn na me se me kɔ Psychiatric Nurses Training College, eei abɔdam foɔ nurse na wo bɛ yɛ na wobetumi, saa nursing yi, have you seen? [I remember during my school days, my mother told one of her friends that I am a nurse, and she asked me which school I attend, and I said Psychiatric Nursing Training College, then she shouted, “mad people’s nurse, can you do it?”]
 

Participants explained that dealing with mental health stigma is sometimes an individual affair, but they mostly use their education to navigate through such times. They believe that the stigma is based on people’s perception about mental illness; thus, educating such people on mental illness helps to change their attitudes toward mental illness a bit. Unlike mental health patients who encounter difficulties integrating into society after recovery, the psychiatric nurses explained that they are able to stand stigma because of their education and understanding that it comes with their job, so they are “able to deal with stigma in a more professional way.” According to the psychiatric nurses, when they face stigmatizing situations and can talk to such people, they educate them about mental illness and their profession. One nurse explained that:



Oh, you know, one thing to, when we got to the first year, we were taught about stigmatization. We were taught about stigmatization. That was the first thing that we were taught, so that motivates us a lot. So, whenever somebody says things like that to us, we in turn tend to educate them about mental health and in the long run I think they do appreciate it a lot. Because most of them they do not have much education about mental health in general and once they start saying those kinds of things and we tend to give them the education on mental health, then they begin to appreciate it and I think that helps a lot, yeah.

 



Inter-provider stigma

Participants explained that their colleague healthcare providers, especially general nurses, and midwives in the primary healthcare sectors stigmatize against them and their patients. The nurses asserted that the general nurses stigmatize and treat mental health nurses as if they do not belong to the same healthcare system in Ghana. Participants explained that they did not know about stigma from colleague healthcare providers till they got into the field, as in the narrative of this nurse:



So, I entered the field because before I realized that there were a lot of stigmas not pertaining to the patients, but we the staff, we were even stigmatized. Even when we are on clinicals, vacation clinicals and you go to the general hospitals and they see you they are like [abɔdam] mad nurse, [abɔdam] nurse ahaa, you know. It’s like they stigmatize we the staff even together with the patients and some even go as far as saying that they hear that if you are working at the psychiatric hospital, a time will come, and you start behaving like the patients.

 

Another nurse opined:



…even your own other health workers that are supposed to be enlightened about mental illness, they are the people that will be stigmatizing you that you are behaving like your patient and comparing you to your clients and all sort of stuff.

 

Participants asserted that due to stigma, they are sidelined in major nursing programs, and during meetings, they are hardly recognized or given the opportunity to talk. Recounting their encounters with general medical nurses and nursing students during school days, participants pointed out the segregation and disrespect they face during clinical, as in this narration:



…when you go to the maternity wards na ɔmo bisa sɛ woyɛ nurse bɛn na wo ka sɛ wo yɛ psychiatric nurse a, gyai! [and they ask which type of nurse are you and you mention psychiatric nurse, stop!] all of a sudden na ɔmo asesa [they change] towards you asɛ wo nnim hwee [as if you do not know anything]. Psychiatric nurses deɛ mo yɛn hia mo wɔ ha, mo ba ha kraa [we do not need you here, why are you even here] like that kind of thing. But we learn what you guys are doing. We have psychiatric patients who get pregnant, and we take care of them. So that’s my experience anyway, especially sɛ me kɔ me yɛ me clinicals a me kɔ maternity side no [when I go to do my clinicals at the maternity side], that was the only part where I felt some way, it’s like ah what is this?

 

Another nurse also recounted that:


…imagine sɛ wo colleague ɔyɛ general nurse anaa midwife, na especially yɛ wɔ school na yɛ service ne clinicals ne ade, na ɔmo kɔ hyia a whole eyi Director of nursing service, oh wo firi school bɛn, oh me firi maybe Ankaful Psychiatric Nurses Training College, eeei mo aba ha, have you seen? they say eeii like they are kind of surprised. Eei mo aba ha, mo saa nkorɔfo yi deɛ, you know, so they brand us as the way they brand our patients eii abɔdam, abɔdam and they will be calling you abɔdam you know… [imagine that a colleague who is a general nurse or midwife and we go for national service and clinicals and we go to meet a whole Director of nursing service, and they ask which school you are coming from, and I said, ‘I’m from Ankaful Psychiatric Nurses Training College,’ he said ‘eei! You’ve come here. As for you these people.’ They say ‘eei’ like they are kind of surprised. So, they brand us as the way they brand our patients ‘eei mad people, mad people’…].
 



Structural stigma and mental healthcare

Participants asserted that mental healthcare is neglected in Ghana. The government does not give enough recognition and support to mental healthcare. According to participants, mental health is of less concern to the government. They asserted that this situation is partly due to the perception that mentally ill patients have no potential or cannot become “normal” citizens that will add to the country’s economic development. Thus, spending state resources on their healthcare is loss to the state, as asserted by this female nurse:



…we are the least to the government problems, we have been relegated to the background because like I told you from the beginning since Nkrumah, they have not built any psychiatry hospital. How many times they talk mental health is even appalling. Nobody is going to benefit; government will not get involved. Patients too are not working, do you understand? They do not get anything from them so why should they invest it.

 

According to participants, most government officials or their immediate family members hardly utilize the mental healthcare facilities in the country, which also fuels the neglect. Because these government officials have the financial resources to travel to developed countries to find treatment for their mental health issues or that of their family, they care less about the vulnerable [mentally ill] people in society:



…the government is just not interested in um the welfare of the people after all when they, when their family members get sick like psychological issues, they apply them to the best of care, they can apply them to maybe either UK, South Africa or anywhere for the best of care but the ordinary Ghanaian we do not have, none we do not have the government psychiatry hospital or a state hospital in central Ghana or in the northern part of the country.

 

Another nurse also explained that:


Ankaful sei Kwame Nkrumah mmerɛ so na ɔmo si Ankaful hospital, there have not been any renovation, benevolent people na ɛba hɔ na ɔmo abɛ renovati. No Ghanaian government has come na wo bɛ ka sɛ okay Ankaful kraa sei a me ba bɛ ti me ho abɛ yɛ sei anaa sei. Ɛka wakoma a institutions ɛne um others na ɔmo abɛ donate nneɛma ɛne renovation nkakra kakra. Government ɔmo nhwɛ mental illness. [Ankaful like this, it was during the era Kwame Nkrumah that they built it. There has not been any renovation, it is benevolent people that come to renovate it. No Ghanaian government has come and said let us go and renovate it. When it touches an individual or a private institution’s heart, then they will come and donate. The government does not regard mental illness.]
 



Effects of stigma on infrastructure and service provision

The nurses asserted that they lack basic equipment and resources for delivery of services, and this situation has led them to improvise mostly in their service delivery, which they think is not the best for their patients’ full recovery. A nurse lamented that:



One of the challenges that we face is lack of equipment to help us do our work. We do not have most of the things too, so most of the things we do is just improvising, you know, and it worries a lot. […] there is no equipment that will be provided or there are no infrastructures put in place to help in delivering your job, so it makes work very difficult. […] we are not motivated enough, we do not have much equipment in delivering our service, so those are the major challenges that we face.

 

Participants asserted that another major challenge facing mental healthcare in the country is the shortage of medication for treatment. They emphasized “we have instances that we may have shortage of medications for our client. […] medications have been basis of our challenges.”

Participants explained that though there are community mental health units in most community health centers and primary healthcare facilities, resources for mental health service provision are not readily available to aid in treatment and care at these facilities. Though mental healthcare services have been extended to other primary healthcare sectors, participants asserted that those mental health units still lack the necessary resources like medication and specialized professionals:



…the community psychiatric nurses are also trained but they are […] not getting any office or any place to work, [and] these people instead of practicing mental health, they are then turned into general practitioners. So, instead of them to do follow ups on mental health cases and stuff, they do not do that, so people are always having problems over there.

 

Nurses explained the importance of building psychiatric hospitals in other parts of the country, especially in the northern and middle parts, asserting that:



…it will be important that we bring some [psychiatric hospitals] in the northern part of the country and some in the middle belt of the country whereby not everything will be centered in the southern part to put that kind of pressure. And it makes those in the northern part and the middle part left out, they feel neglected so it’s a big challenge to us so policy makers should look at these things as well.

 



Effects of stigma on human resources

According to the nurses, the government’s neglect toward mental healthcare affects the human resources available to provide mental healthcare services in the country. Participants asserted that there are not enough psychiatric nurse training colleges in the country to train mental health nurses. One nurse stated that:



mental health nurses are not many. There are only three psychiatric hospitals in Ghana and only two psychiatric hospitals train psychiatric nurses. So, you do your calculation. We have so many general nurses all over the region but only two, two psychiatric hospitals pɛ [only]. And these two psychiatric nurses, nipa no nfiri Ankaful training a ofiri Pantang training [if the person is not from Ankaful training, then she is from Pantang training].

 

The nurses stated that there are few medical students who want to specialize in psychiatry. To participants, this situation is due to the stigma and negative perceptions attached to mental illness. This causes a deficit in the human resources available to provide mental healthcare in the country. Nurses also talked about lack of specialized mental health professionals like child psychiatrists, psychologists, gerontic nurses, nutritionists, among others, that are essential to patients’ recovery. They explained that these specialized mental health professionals are needed at the hospital to support patients’ full recovery:



I’m saying that the whole hospital does not have a psychologist. We do not have a psychologist and you cannot treat mental illness without a psychologist. […] we need people who are professionals okay. People who understand mental health and are willing to work and make it work.

 

Nurses acknowledged that there is an active brain drain of mental health nurses in the country, which is very alarming. They explained that most psychiatric nurses are moving to other countries, especially the United Kingdom, to work as mental health nurses because of good salary and better equipment to aid their work. A nurse explained that:



…nobody is doing anything so now the thing is just write your IELTS [International English Language Testing System], pass and then the agencies are already there. So, all you need to do is to apply to them sɛ wo passi [you have passed your] IELTS. Some even go to the extent of sponsoring you na wo ankasa akɔ kyerɛw, wo passi a ɔmo a bɛ yɛ processes no ama wo [for you to go and write and when you pass, they do all the processes for you] because they need the personnel there and they have realized sԑ [that] mental health nurses from Ghana, from like West Africa, ɔmo ba hɔ no mo a, [when they come there], they perform extremely well. Um for instance UK sei wanhu sɛ yɛ no ɔmo English no ɛyɛ eyi nti [like this, you have seen that our English and theirs are similar so when they go there] […] they perform well, resources ne yԑ [are] available ԑna [and] incentives nso wɔ hɔ mo [are available], but here biribi saa nni hɔ [there is nothing like that].

 




Discussion

The study explored interpersonal and structural stigmas surrounding mental illness and their impact on mental healthcare in Ghana from the perspectives of psychiatric nurses from the Ankaful Psychiatric Hospital, Ghana. The study identified that social and structural stigmas associated with mental illness seriously impact the work of psychiatric nurses and institutional psychiatric care in Ghana. The findings illustrate that while social stigma makes psychiatric nursing a difficult career choice for many aspiring nurses and entrenches power struggle and structural limitations within the nursing field, structural stigma—resulting from governmental neglect and lack of material resource provision—presents difficulties for nurses and other mental health professionals in the exercise of their care duties for their clients.

Stigma toward mental health and its influence toward mental healthcare career choice and retention is well documented in mental health literature (5, 29–36, 55, 56). In line with mental health literature in Ghana (7, 8, 29, 30), this study revealed that due to stigma attached to mental illness and the fear of aggression, most of the study participants did not want to do psychiatric nursing. Though they had interest in becoming nurses or working in the healthcare sector, psychiatry was not their initial career choice. According to the nurses, psychiatry is unattractive and unpopular in Ghana, which makes it a difficult choice as an area of specialty in the healthcare industry. This is evident in the literature on psychiatry as a career choice for aspiring health professionals (29, 30, 55, 56). Participants explained that the perception that people with mental illness are aggressive and unpredictable on their next move are widespread in Ghana, which partly produces and entrenches the stigma toward psychiatry as a career choice. Regardless, there are nurses who genuinely pursued psychiatry out of compassion for mentally ill vagrants. All the participants shared that they are appreciative of having the opportunity to pursue psychiatric nursing because it has reoriented their perception of mental illness and understanding of the complexities in human behaviors.

The nurses explained that psychiatry and psychiatric care workers are stigmatized due to their association with people with mental illness. This type of stigma has been widely termed as courtesy or associative stigma, which is defined as the stigma one receives due to their association or relation with a stigmatized group (37–39). Participants asserted that they are not being regarded as healthcare providers because they provide care for mentally ill people. It must be noted that this stigma toward psychiatry and psychiatric care providers is a result of the social stigma toward mental illness and people with mental illness (40). Participants explained that mental healthcare workers face similar social stigma as that of mentally ill persons in most Ghanaian societies. This stigma is further entrenched during encounters with their colleagues, primary healthcare providers such as midwives, general nurses, and doctors. According to participants, stigma from the primary healthcare providers is more discouraging than that of the society. This stigmatizing behaviors toward psychiatric nurses by primary care providers are doing something more than just societal reproach of association with mental illness or people with mental illness; it demonstrates power struggle and structural limitations within the nursing field (37, 41).

Link and Phelan establish that one reason behind stereotypes and stigma is to ensure the loss of status and power for the stigmatized group (37, 41). Stigma toward psychiatric nurses by other primary care nurses ensures that psychiatric nurses maintain the lower ranks in the nursing field in Ghana. Psychiatric nurses, according to participants, are not regarded during clinical encounters at the hospitals in their school days as being sidelined during major nursing programs and meetings when working as registered nurses. Though these stigmatizing behaviors are not overt to the public, they ensure that psychiatric nurses gain no power or are ascribed low status in the healthcare system in Ghana (41). Stigma from colleague healthcare providers, according to the psychiatric nurses, is detrimental to the development of psychiatry in Ghana as it stalls advocacy for mental healthcare in the country.

The study also identified that mental healthcare in Ghana faces structural stigma (37, 42–44). This, according to participants, results in governmental neglect and lack of material resource provision for mental healthcare in the country. According to participants, efforts to improve mental healthcare by successive governments after the 1970s are inadequate compared to other healthcare sectors within the country. Literature attests to this assertion of inadequate resource provision for mental healthcare in Ghana (45–52). Participants asserted that there is discrimination/stigma toward mental healthcare provision by governmental authorities and agencies, especially Ankaful Psychiatric Hospital, as it is located in a remote area. This form of stigma is mostly indirect; however, it has a negative impact on mental healthcare service provision. A ‘better’ service provision, according to the nurses, is largely based on the availability of material resources such as medications and infrastructure to support patients’ recovery. The lack of facilities and resources for mental healthcare provision is a major threat to the mental health wellbeing of citizens in the country (47, 53). According to participants, material resource provision for mental healthcare in Ghana is inadequate and limited, which makes them believe that mental healthcare has been “relegated” to the bottom of healthcare priorities in the country.

To participants, the government does not care about mental healthcare in the country, and it is a result of the societal stigma toward mental illness. This is supported by Coe’s assertion that “care is understood to take place through the provision of the necessities of life” [(54), p. 11]. Here, participants evaluated the government’s dearth in the provision of material resources at the hospital as lack of care toward people with mental illness and their caregivers. Care is understood to be dependent on the provider’s ability to provide both intimate relations and material resources. Materiality of care is as important as relational care, as Coe establishes in her work among Ghanaian transnational families. Where immigrant parents become good parents through the provision of material resources such as sending remittances to their children for their upkeep in Ghana (54). Analyzing the perspectives of participants, the government’s intimate/relational care is seen through the decentralization of mental healthcare services as enshrined in the new Mental Health Act 846. However, the government’s inability to provide adequate material resources to support care provision in these facilities undermines their relational care. This particular challenge (inadequate resource provision) was identified by Doku, Wusu-Takyi, and Awakame (48) in their paper on the implementation of the law, where they asserted an exercise of caution by the government in the implementation of the new law, which they believe can add to the already existing “perennial burdens” facing mental healthcare in Ghana, such as underfunding and understaffing.

Mental illness stigma does not only affect people with mental health issues but also caretakers and mental health service providers. Stigma toward psychiatric nurses and, by extension, the mental healthcare sector is largely due to the mental health conditions of their clients, which negatively impacts mental healthcare provision in Ghana. The psychiatric nurses asserted that stigmas from community members and other healthcare providers do not significantly impact their work as compared to structural stigma from the government. Though psychiatric nurses in Ghana care about their clients, the inadequate resources to aid their work have made them unenthusiastic in their delivery of care for clients. Relational care is influenced by the material conditions of service (54). As Coe’s work demonstrates, material resource provision is much appreciated in care practices, as it is seen as showing of concern and thinking of the wellbeing of the cared for. Material resource provision for mental healthcare is a demonstration of the government’s practice of care for the mentally ill. The ability of the government to provide the needed material resources to care for people with mental health issues in various parts of the country shows the government care about both the mentally ill patients and the mental health nurses/workers. This is because the provision of these resources will not only ensure that the best of care or treatment is provided for the patients, but the safety and wellbeing of the mental health workers are also catered for.

The stigma of mental illness, and by extension psychiatry, negatively influences career choice in psychiatry by medical students (55–57) and psychiatric nursing (29). Psychiatry as a profession is in itself not an enticing career choice for many because it does not bring enough income and is stigmatized. In Ghana, literature identifies that mental health service providers are stigmatized by society and other healthcare providers due to their profession and role in providing care for persons with mental illness (7, 8, 29). Literature identifies that the stigma of mental illness not only affects persons with mental health issues but extends to psychiatric care providers (30). Stigma, in addition to other socioeconomic factors, negatively affects the recruitment and retention of psychiatric care providers, especially in low- and middle-income countries (29, 30). Due to these stigmas, especially structural stigma, nursing career choice and retention in psychiatry has become a significant challenge in the country. Nurses are either leaving the country to work abroad or changing to other fields within the healthcare due to inadequate resources to aid their work as psychiatric nurses. This affects client health outcomes as there are inadequate resources (both human and non-human) to provide care at the psychiatric hospitals. Mental healthcare in Ghana significantly lacks quality, and the number of psychiatric nurses keep dwindling, especially in recent years, as there has not been recruitment of nurses into government-owned healthcare facilities for about 3 years.



Conclusion

The article provides insights into the stigma experiences of psychiatric nurses and the impact of these stigmas on mental healthcare provision in Ghana. The study addresses a relevant gap in the literature and contributes to efforts to improve mental healthcare policymaking and advocacy. It contributes to research on mental health systems from provider perspectives by focusing on the experiences and perspectives of psychiatric nurses on mental illness stigma and psychiatric care provision in Ghana. The article adds to efforts of the global mental health movement to improve mental healthcare policymaking and advocacy in low- and middle-income countries. It also adds to the expansion of mental health literature from the perspectives of psychiatric nurses from low- and middle-income countries, specifically Sub-Saharan Africa. I call for further research using different methodologies to focus on the experiences of other psychiatric care providers to beef up the goals of the global mental health movement.


Limitations/challenges

First, it is pertinent to recognize that this study represents the perspectives of psychiatric nurses from the Ankaful Psychiatric Hospital, Ghana. Patients were not involved in the study due to ethical issues that come with online interviews. Access to medical officers and other mental healthcare providers through referral was impossible, and the time for the research was limited due to institutional requirements. Hence, the decision to interview only mental health nurses since they were the people I could get in touch with. The study faced several challenges caused by the COVID-19 pandemic that hit the world in 2020, such as restrictions on traveling around the world. Due to these pandemic challenges, the initial research design changed to enable internet-based qualitative interviews. Seeking ethical clearance was another challenge that the project faced. It took more than 3 months for ethical approval to be given by the Northern Arizona University Institutional Review Board (NAU IRB), the Ghana Health Services Ethics Review Committee, and the Ankaful Psychiatric Hospital Research Ethics Review Committee.

The study’s small sample size limits its generalizability, but it can be replicated in other settings or populations with a similar focus. Future research is encouraged to include participants who otherwise would have been included if not for the COVID-19 pandemic challenges. In addition, as already stated, the study relies on remote interviews, which may limit rapport building and observation of non-verbal cues during interviews. I addressed this limitation by making the interviews more engaging and conversational, which allowed participants to share their stories with no reservations. As a Ghanaian, I adopted a bilingual approach when talking to participants. Ghana is a highly bilingual country, which is reflected in our conversations as we use both English and our local dialect. In my case and that of my participants, we spoke English and Twi interchangeably. Bilingualism in a Ghanaian conversation creates a more informal way of communication, and this offered participants the flexibility to express themselves and helped build rapport through a remote interview.
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Introduction: Volunteering represents an opportunity for social transformation and social cohesion. Portugal is one of the European countries with fewer volunteering initiatives. Generally, society distances itself from individuals with mental illness and prison inmates, therefore, stigma becomes one of the barriers to social reintegration. However, volunteering can be a beneficial intervention helping individuals in their reintegration.
Objectives: This study aims to compare the differences and similarities in the attitudes of volunteers toward volunteering with people with mental illness and prisoners.
Methods: A supplementary qualitative secondary analysis was conducted using transcripts from 39 semi-structured individual interviews with volunteers regarding support of inmates in prison and two focus groups with volunteers regarding support of people with mental illness. Data analysis was conducted through an inductive thematic analysis.
Results: Four themes emerged from the analysis: ‘Volunteer motivation and characteristics’, ‘Volunteer’s role’, ‘Volunteering relationship and its impact’, and ‘Challenges faced by volunteers’. There were several similarities between the perspectives toward volunteering in prisons and in mental health care, including the need for specific training in the area and the positive attitudes and behaviors of both groups of volunteers toward volunteering with the individuals supported. The differences were related to the characteristics necessary to be a volunteer, the activities carried out with the individuals supported and the difficulties faced by volunteers.
Conclusion: These findings show overall positive attitudes toward volunteering in mental health and in prisons.
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Introduction

Volunteering is a pro-social action, without external impositions, driven by the will and personal motivations of social agents (1). This selfless endeavor yields benefits for others (2–4) and significantly contributes to social transformations, fostering social cohesion, and bridging gaps in community services (4, 5). The impact of volunteering extends to various aspects, including the reinforcement of solidarity, enhancement of overall well-being, and leading to a longer and healthier life (1, 5, 6). Moreover, it enriches the cultural and relational dimension of those who engage in it (2–4). Practiced in diverse contexts, volunteering encompasses different target groups and activities, varying according to the served population. Volunteering can take a formal or informal approach, with the former structured within organizations or associations (2, 4) and the latter being more spontaneous, occurring outside organizational contexts and directly undertaken by individuals, such as helping someone in crossing the street (4, 7, 8). The motivations for volunteering are rooted in internal or external factors (6, 9), influenced by elements like self-awareness and development, personal values, religion, social approval, and the desire to contribute to the improvement of social well-being and, gaining exposure to different realities.

Volunteering is a global phenomenon that occurs in various cultural and social contexts, subject to different legal frameworks (4, 10). According to the Portuguese legislation ‘Volunteering is an activity inherent to the exercise of citizenship that translates into a solidary relationship with others, participating in a free and organized manner in addressing the problems affecting society as a whole’ (11). Despite the increasing visibility of volunteering in the media and public policies, Portugal continues to have a small number of volunteering initiatives and ranks among the countries with the lowest volunteering rates in Europe (8). The volunteering rate in Portugal stood at 11.5% in 2012, decreasing to 7.8% in 2018 (12, 13).

This decline in volunteering rates contrasts with the higher rates of mental illness in Portugal (14%) compared with the global prevalence of mental illness (8.2%) (14), and high rates of imprisonment (15).

Globally, around 165 million people worldwide are affected by mental illness annually (16). Portugal stands out in Europe as the second country with a high prevalence of mental illness, representing 11.8% of the diseases in Portugal (16). Despite the disparities between the societal willingness to help people with mental illness and the social tendency to distance from them, both volunteers and healthcare professionals consider it beneficial for individuals with mental illness to be the focus of volunteering efforts (9, 17). Various studies have demonstrated the positive effects of volunteering, benefiting both individuals receiving support and the volunteers themselves (18). The positive outcomes for individuals include improvements in recovery, well-being, and satisfaction, leading them to feel valued, more integrated, and appreciated (6). Additionally, volunteering contributes to combating social isolation and stigma, which, thereby facilitating social adaptation and cohesion (9). Mental health volunteering is a multifaceted phenomenon that can range from a friendly and informal approach to a more therapeutic and formal intervention, whether active (more structured) or passive (19, 20). The essence of this volunteering is to provide social support to individuals by offering informal companionship and relieving the workload of healthcare professionals (9). Mental health volunteers offer support, hope, attentive listening, and encouragement to individuals, as well as activities to help them acquire social skills and autonomy, facilitating their recovery and subsequent social integration (17, 21). Maintaining a non-judgmental stance is crucial for volunteers (21).

Worldwide, there are 11.5 million inmates, with 93% being male and 7% female (22). In Portugal the number of inmates increased from 10,807 in 2008, to 11,704 in 2021 (23). Although volunteering in prison is not widely spread in Portugal, there was an increase in the number of volunteers (82%) and the number of supported inmates (51%) in four correctional facilities from 2005 to 2007 (24). Prison volunteering spans various areas, including the development of social and personal skills, cultural, artistic, educational, and training activities, improvement of prison facilities, relaxation activities, promotion of healthy lifestyles, and community connection (25). The goal of prison volunteering is to reduce social isolation and stigma, empower inmates with new skills both inside and outside prisons, promote reintegration, and enhance the well-being of inmates (26–28). The impact of these visits, although subject to variations based on their consistency and regularity, results in positive outcomes such as promoting positive thoughts and future perspectives among inmates, reducing the risk of recidivism and inappropriate behaviors during the incarceration period (26, 27, 29). Visits can be considered a form of informal control (30) and a way to facilitate the implementation and maintenance of programs in prison (31). These interactions provide a mechanism through which volunteers can monitor and influence inmates to adopt positive behaviors, (32) thereby reducing instances of misconduct (30). This corrective potential (29) can contribute to a safer and more controlled prison environment (30), while also strengthening the bond with volunteers. In addition to directly impacting inmates, visits play a crucial role in facilitating access to educational and rehabilitation programs within prisons and provide continuous monitoring and evaluation of inmates’ progress (32). This allows for adjustments to programs according to inmates’ individual needs and specific circumstances (31). These visits also contribute to a sense of normalcy and connection to the outside world, which can motivate inmates to engage positively in rehabilitation efforts and adhere to program requirements (33). Importantly, these voluntary visits are more easily implemented compared to other types of programs and are more economically accessible compared to other options (30).

Despite the different contexts, both individuals with mental illness and prison inmates experience significant social isolation and stigma, which impede their reintegration into society. Volunteers in both settings face unique challenges and opportunities in supporting these marginalized populations. Understanding the similarities and differences in volunteers’ experiences and attitudes toward volunteering with these two groups is crucial for developing effective volunteer programs and policies. The aim of this study is to compare the differences and similarities in the attitudes of volunteers toward volunteering with people with mental illness and prison inmates. Therefore, this study aims to address this research question: “What are the differences and similarities in the attitudes of volunteers toward volunteering with prison inmates and individuals with mental illness?”



Methodology


Study design

A supplementary qualitative secondary analysis was conducted (34–36). A more detailed methodological description has been published elsewhere (18).



Data collection

Transcripts of semi-structured interviews on volunteering in prison establishments were used (27) conducted with 39 volunteer individuals affiliated with 14 organizations (from the cities of Lisbon, Coimbra and Porto) that promote prison volunteer activities in Portugal. Transcripts from focus groups on mental health volunteering with 12 volunteers were used, all connected to volunteer-promoting organizations based in the city of Porto (18).



Sample characterization

The sample consisted of a total of 51 participants. The age range varied from 21 to 76 years (M = 49.96, SD = 16.21). The professions of the volunteers were categorized according to the Portuguese Censos classification of professions (37). Table 1 provides the details of the sociodemographic data of participants.



TABLE 1 Sociodemographic data of volunteers.
[image: A table compares mental health and prison volunteering by gender, age, and profession. Mental health volunteers: 75% female, 25% male; ages 21-66; average age 38.4 years. Professions include specialists, retired, administrative, personal service, and unskilled workers. Prison volunteers: 61.5% female, 38.5% male; ages 26-76; average age 53.3 years. Professions include representatives, specialists, retired, technicians, administrative, unskilled, and unemployed workers.]



Thematic analysis

The transcripts were analyzed using Braun and Clarke’s thematic analysis (38), facilitated by QRS International NVivo 14 software (39), using an inductive approach (38).

In alignment with Braun and Clarke’s methodology, the analysis followed specific steps. Initially, the first author conducted a thorough reading of the transcripts to establish familiarity with the data. This was followed by multiple readings to identify initial codes. These codes were then discussed and refined in collaboration with the second author to ensure consistency and to incorporate different perspectives. The coding process was iterative, involving regular meetings between all the authors to discuss emerging themes and resolve any discrepancies. Throughout this process, the themes were refined and redefined according to the research question in order to avoid duplications and redundant themes.




Results

Four themes emerged from the analysis (Table 2). The theme “Motivation and volunteer characteristics” addresses the reasons volunteers engage in volunteering within prison or mental health settings, ranging from solidarity to the influence of contact with other volunteers. It also encompasses personal characteristics that are relevant to these volunteering contexts, such as neutrality and commitment. The theme about the “Role of the volunteer” explores the functions and responsibilities performed by volunteers within each volunteering context. Some of the key functions include combating social isolation and promoting social reintegration. The theme about the “Volunteering relationship and its impact” examines the relationship between volunteers and inmates or individuals with mental illness, and the impact this relationship has on both volunteers and the individuals involved. This theme includes the development of emotional bonds, initial uncertainties and apprehensions, and personal growth. In the theme of the “Challenges faced by volunteers,” the discussion revolves around the difficulties and obstacles volunteers encounter when working with inmates and individuals with mental illness. This may include issues such as emotional management, interpersonal conflicts, and stigma dismantling.



TABLE 2 Themes and subthemes.
[image: A comparison table outlines characteristics, roles, impacts, and challenges in mental health and prison volunteering. For mental health, it highlights solidarity, patience, and combating social isolation, with challenges in dealing with mental illness. In prison volunteering, necessary distance, discretion, and familiarity with the environment are noted, with challenges related to the prison's violent nature. Both emphasize the importance of volunteer relationships and awareness.]

There were mostly similarities found, although some differences were also observed. Relationships between themes are represented in Figure 1.

[image: Flowchart illustrating the relationships between themes. Central theme: "Volunteering relationship and its impact." Linked themes: "Role of volunteer," "Motivation and volunteer characteristics," and "Challenges faced by volunteers." Dotted lines depict theme relationships. Legend indicates that rectangles represent themes and dotted lines depict relationships between themes.]

FIGURE 1
 Relationships between themes.



Motivations and volunteer characteristics


Solidarity and willingness to help

For both settings (mental health care and prisons) it was stated that motivations for volunteering were driven by a desire to help, solidarity, and a willingness to participate in society. Both groups also expressed their desire to provide support to individuals, improve aspects of their lives, and collaborate in creating a more positive and just social environment.


“[…] I just like happy people around me […] Because we like to see a more beautiful country […] happier, with less cruelty, less humiliation.” (Focus Group of Mental Health Volunteers 01, Volunteer 03)
“It’s an instinct, I think it’s an instinct for us to help, isn’t it?” (Focus Group of Mental Health Volunteers 01, Volunteer 03)
“I’ve always felt that we should find a way to participate in society and support people, and I’ve always had a tendency to look at the people around us.” (Interview with Prison Volunteers, Volunteer 03)
“[…] I think it was something like that, this need to want to improve people’s lives a little bit, even if it’s just a little.” (Interview with Prison Volunteers, Volunteer 37)





Influence of contact with other volunteers

Both groups of volunteers reported that the exchange of experiences and interaction with other volunteers influenced their desire to participate in volunteering. Some highlighted personal reasons, such as family legacy, as a motivation to get involved. They expressed deep admiration for more experienced volunteers and felt capable of performing the proposed activities.


“A friend once told me, I went to volunteer […] for a very personal reason because my godmother was a volunteer in a group […]We then spread the word, and there are many people saying, ‘I want to go with you, I want give it a try […]” (Focus Group of Mental Health Volunteers 02, Volunteer 06)

“I joined the [volunteering] program because I had one or two friends who did this kind of work and that I admired for doing this kind of work, and I thought ‘maybe I could do this kind of work’.” (Interview with Prison Volunteers, Volunteer 03)
 



Flexibility and neutrality of the volunteer

Both groups of volunteers mentioned that volunteers should exhibit flexibility and neutrality. They perceived themselves as adaptable to different situations and individuals, so that individuals do not feel treated differently. They also highlighted the importance to maintain a non-judgmental attitude.


“[…] the volunteer should be an adaptable being and an adaptable professional as well, we should try to reconcile all our skills as much as possible.” (Focus Group of Mental Health Volunteers 02, Volunteer 02)

“[…] act with her a bit differently, with other kinds of care, which we wouldn’t have with the others […] and at the same time try to be careful so that she wouldn’t notice that we were treating her differently so that she wouldn’t feel different.” (Focus Group of Mental Health Volunteers 01, Volunteer 01)

“[…] we have to make a constant effort not to judge the other person in front of us. I think that is something that is essential, not allowing any judgment of people.” (Interview with Prison Volunteers, Volunteer 36)

“I always adapt the way I behave to the person […]” (Interview with Prison Volunteers, Volunteer 20)
 



Volunteer commitment

The volunteering was seen by both groups as a serious commitment. Participants mentioned that it is important to be regular and continue volunteering, as there are relationships to maintain. They also pointed out that they avoided failing the commitment to prevent disappointment and a lack of trust in the individuals they support.


“[…] regardless of all our problems, we have to be willing and say, okay, this is to be taken seriously […] I agree that volunteering once or being a volunteer is different, it’s not the same thing […]” (Focus Group of Mental Health Volunteers 02, Volunteer 06)

“Personally, I try to do my best not to miss it because I don’t like to miss commitments, and this is a commitment that always requires some continuity, regularity because they also wait for us, and if we do not go, we contribute to their disappointment, letdown, and we do not want that because the little trust and connection that we gradually build could end up being lost.” (Prison Volunteers Interview, Volunteer 38)

“[…] it’s not about doing it for a year and then stopping just because; there are relationships that are formed, and while for us time passes quickly and we have several distractions, for them, it doesn’t.” (Interview with Prison Volunteers, Volunteer 39)
 




Necessary patience of the volunteer VS necessary maintaining some distance

For mental health volunteers, patience and empathy were considered necessary because they dealt with different realities and understanding them could be difficult. On the other hand, prison volunteers believed that it was necessary and important to maintain some distance, being aware that they were only there to perform their role as volunteers, to converse and provide companionship.


“[…] their world is different from ours, maybe it’s not even physiological for us to understand what that person is thinking at that moment, or what they are seeing, experiencing. So you need to have patience, I think, more than finding empathy, it’s patience […]” (Focus Group of Mental Health Volunteers 01, Volunteer 01)

“[…] I have always addressed them informally, but I don’t give them much leeway to address me informally. There are certain boundaries that we must ensure; we are not their best friends in the sense of being there to give them hugs. No, we are there to keep them company, to talk with them, and to help as much as possible, especially when they come outside.” (Interview with Prison Volunteers, Volunteer 03)
 


Anyone can be a volunteer VS specific capabilities for being a volunteer

In terms of the necessary characteristics for volunteering, there were different views in the two groups of volunteers. Mental health volunteers asserted that anyone who wished to become a volunteer could do so as long as they had availability. In contrast, prison volunteers expressed the opposite, emphasising that specific abilities were required to be a volunteer. These necessary skills included maturity, sound judgment, attentiveness, regular attendance, and emotional detachment.


“Everyone can embrace our cause, everyone can embrace volunteering, but then we, especially the group administrators, also have to be attentive to the behaviour of the volunteers.” (Focus Group of Mental Health Volunteers 02, Volunteer 06)

“[…] I think the opportunity should be extended to all the people who have the availability to do it […]” (Focus Group of Mental Health Volunteers 01, Volunteer 04)

“[…] one must have some attention, some maturity, some regular attendance, continuity, emotional distance, common sense, and not everyone has these characteristics […]” (Interview with Prison Volunteers, Volunteer 38)

“So, I think that perhaps not all people will have the personal characteristics to be able to avoid getting [too] involved and to be volunteers […]” (Interview with Prison Volunteers, Volunteer 36)
 




Role of the volunteer


Combatting social isolation

Both mental health volunteers and prison volunteers concurred that the volunteer’s role revolved around addressing social isolation. They also stated that offering companionship and maintaining an active interaction provided emotional benefits to the individuals receiving support, fostering a sense of comfort and dignification.


“It is often about trying to break down that barrier between loneliness and the rest of the group, and the rest of almost all of society.” (Focus Group of Mental Health Volunteers 02, Volunteer 05)

“They gain companionship, and that’s also a good thing.” (Focus Group of Mental Health Volunteers 01, Volunteer 02)

“So, this is also a work of dignification; many of them haven’t received [visits from] people for years, even from family members. So there’s a work here of presence, of addressing their isolation and deep loneliness in many cases […]” (Interview with Prison Volunteers, Volunteer 06)

“This is very comforting for them […] Our presence is a feeling that fills that emptiness inside […] It’s the feeling that, to them, we are marked, and that we do them good, and that they feel good with us […]” (Interview with Prison Volunteers, Volunteer 01)
 



Promoting self-esteem

Another commonality reported by the two groups of volunteers was the promotion of self-esteem in the individuals supported by the volunteers. Volunteers spoke about their efforts in assisting individuals to engage in self-care practices and fostering an improved self-perception. To promote this well-being, volunteers identified key facilitators, such as acknowledging the limitations of the individuals, dignifying their experiences, and expressing affection.


“[…] I think that’s essentially it, helping people feel better about themselves.” (Focus Group of Mental Health Volunteers 01, Volunteer 04)

“[…] we have to have the ability to handle the situation, to understand the person’s limitations, in order to help them, to encourage them to take a little extra care of themselves.” (Focus Group of Mental Health Volunteers 02, Volunteer 04)

“Sometimes it’s simple things like literally bringing love to these people, and bringing love is showing these people that they matter. There are people who say ‘no one has ever looked me in the eyes like you do, with respect,’ and this is painful to hear, but we know that we can make a difference.” (Interview with Prison Volunteers, Volunteer 31)

“[…] often it’s also about boosting their self-esteem, to make them understand that they are also worthy of a life because, as I was saying, they are ostracized, they are heavily labelled, and many of them think that life is over, but life is not over.” (Interview with Prison Volunteers, Volunteer 14)
 



Supporting with social reintegration

There was agreement among both groups of volunteers regarding their role in supporting individuals in their reintegration into society. Participants perceived their interaction with individuals as a form of training for social practices, providing a period for internalizing societal norms. Prison volunteers also noted that this guidance extended beyond the prison context.


“Because for a person to be integrated into society, they need to be with people first, right? And the volunteer ends up being a way to practice being with different people they don’t know at all, and it can also be a help.” (Focus Group of Mental Health Volunteers 01, Volunteer 01)

“[…] integrating [them] makes the person feel like a member of a family, right? […] help them feel like they have a friend, a sister, a brother, a cousin […] it will also help them see that they are capable of contributing and doing something for society.” (Focus Group of Mental Health Volunteers 02, Volunteer 05)

“[…] so, this is the society we have, and they need to understand that these are our rules, and that it’s good for them to follow the rules that society imposes on them even if they don’t understand them. It’s about realizing that we can’t always act as isolated individuals; we live in society, and it’s a bit about teaching them how to live in society.” (Interview with Prison Volunteers, Volunteer 31)

“[…] not only inside the prison, as has already happened, but also outside from the perspective of guidance, guiding them towards a life outside, a social life, to readapt them to everyday life […] This support outside is very important and is either nonexistent or very limited, only for a few. Re-entering society is very difficult for them because they leave with a dark mark on their lives […]” (Interview with Prison Volunteers, Volunteer 01)
 



Monitoring mental health changes VS discretion and avoidance of legal discussions

Mental health volunteers focused on monitoring changes in mental health, identifying behavioral changes in the individual, such as isolation, rebellion, and aggression. In contrast, prison volunteers underscored the significance of discretion and avoidance of legal discussions as important in their approach. The latter stated that they did not want to know the specific crimes committed by the individual to prevent additional judgments about the supported individual.


“[…] being attentive to the behaviours of those who are more isolated, those who show signs of depression, those who are more irritable, who are more rebellious, aggressive, those who don’t come to us, and so we go to them. Always respecting their space.” (Focus Group of Mental Health Volunteers 02, Volunteer 05)

“[…] because it’s a difficult and heavy context, and then because it’s necessary to know how to make this emotional separation, and not everyone can do it. Common sense, the ability to listen, […] trying not to talk about their legal cases, having maturity, regular attendance, continuity, a sense of commitment […].” (Interview with Prison Volunteers, Volunteer 39)

“[…] we never ask, we do not want to know the person’s crime because the person is already there, serving their sentence, we don’t need to add another label on them.” (Interview with Prison Volunteers, Volunteer 21)
 




Volunteering relationship and its impact


Uncertainties and apprehensions in the initial interactions

Both groups of volunteers referred to uncertainties and apprehensions during their initial interactions. They experienced an initial shock when faced with [prisoners’] unsolvable or less straightforward problems compared to their own. They identified the need for training, and they expressed a lack of knowledge on how to handle certain situations or what to expect from these individuals. Participants said that these initial feelings gradually disappeared, giving rise to spontaneous interaction and a warm welcome from the individuals they supported.


“[…] I had no idea how I should deal with her, of course I would try to make her feel better, but I could probably make her feel worse, and it wasn’t, it wasn’t my intention, I was trying to help, but since I do not know how to handle it, I could be doing the wrong thing, not out of malice but there is that risk, I think there is that risk.” (Focus Group of Mental Health Volunteers 01, Volunteer 04)

“And we see problems that have no solution. Or at least, not as straightforward as some of our problems, I think that was the thing that shocked me the most on the first visit.” (Focus Group of Mental Health Volunteers 02, Volunteer 03)

“[…] the first time I entered, I confess that I thought, ‘What am I going to find?’” (Interview with Prison Volunteers, Volunteer 10)

“At first, I entered the prison a bit scared. They played some pranks on me, left me alone in a cell full of inmates; it’s part of the initiation. But I quickly realized I was in a place where I felt very respected and very appreciated.” (Interview with Prison Volunteers, Volunteer 14)

“[…] since it was the first time I had set foot in a prison, I had never had contact with one, I was a bit scared, ‘I’m going to be a woman doing an activity alone with young men,’ but actually, from the beginning, everything was very spontaneous…” (Interview with Prison Volunteers, Volunteer 32)
 



Close and empathetic relationship between volunteers and those supported

Participants from both groups concurred that they upheld a positive, close and empathetic relationship with the individuals they supported, devoid of prejudice. Some volunteers of mental health and prisons went as far as to describe their connection with those they supported as friends. They highlighted that boundaries were set as per the volunteers’ preferences, and some chose to use the individuals’ first names to foster a respectful approach.


“I think it ultimately comes down to this, or rather, the limit is, as far as we want it, because maintaining a very close emotional relationship with some is a matter of empathy or not…” (Focus Group of Mental Health Volunteers 02, Volunteer 06)

“[…] they like us, we like them too, and we create an empathy, and we get along well, we don’t even know why, but there are cases where I think it’s necessary for us to have some knowledge of the person’s illness, of what can suddenly happen to that person because there are illnesses that can cause the person to change their personality, the way we talk to them, anything can trigger a reaction that’s not very good.” (Focus Group of Mental Health Volunteers 02, Volunteer 05)

“[…] there’s a phrase we like to use, which is, ‘We are the friend who arrives when everyone else leaves…’“(Interview with Prison Volunteers, Volunteer 07)

“[…] it’s a relationship of complicity; they end up getting to know us, and they are also free from any prejudice towards us. We are just people who are there to help, and that’s quite positive.” (Interview with Prison Volunteers, Volunteer 10)

“[…] with them it’s a close relationship; I make a point of addressing them by name and having them address me by my name as well, and they are just like us because that’s exactly what they are.” (Interview with Prison Volunteers, Volunteer 15)
 



Greater receptivity toward volunteers compared to others

Both groups considered that the individuals they supported exhibited greater receptivity toward them in comparison to others. Participants noted that their status as impartial outsiders to the system made individuals feel more comfortable and willing to open up about their difficulties. They also emphasized their commitment to confidentiality, ensuring that any information shared by the individuals remained private.



“We don’t accept an opinion from a family member or a friend as easily; perhaps if it’s someone who is not directly connected to us, they end up providing us with company, they end up talking a lot more, than perhaps…, there are things they tell the volunteer but not to their father…” (Focus Group of Mental Health Volunteers 01, Volunteer 02)


“[…] they also saw us as outsiders with whom they could exchange ideas with, vent a little, and talk about the difficulties they were facing…” (Interview with Prison Volunteers, Volunteer 28)

“[…] there is a great need on their side to talk because we do not belong to the prison system, so they know that what they tell us stays with us.” (Interview with Prison Volunteers, Volunteer 35)
 




Personal growth of the volunteer

The personal growth of the volunteer was a shared perspective among both groups. Participants described the volunteering experience as rewarding, emphasising that it contributed not only to their personal enrichment but also to other areas of their lives. They considered that they acquired distinctive skills and developed an awareness of the existence of different realities beyond their own context.


“And I think volunteering really enriches us internally a lot.” (Focus Group of Mental Health Volunteers 01, Volunteer 03)

“[…] but ultimately, I found it rewarding because when they came to me, they wanted to know, I could see that they wanted to learn, even without being able to express themselves or speak, I could see it in their eyes that they wanted to touch what I was working with…it was indeed rewarding, and I would like to do it again and have these opportunities.” (Focus Group of Mental Health Volunteers 02, Volunteer 07)

“Now, on a human level, it certainly adds, of course, human knowledge, flexibility, a range of other things …, I learn from it as a person, and I imagine that this always adds value to who I am as a professional in my field, as a daughter, sister, woman. I think it adds immense value to every aspect of my life, without a doubt, because I realise that my reality is not the only one…. These experiences translate into real and distinctive skills for the volunteer and for any citizen.” (Interview with Prison Volunteers, Volunteer 25)
 


Relativization of volunteers’ problems

Relativization by the volunteer was another shared perspective among the two groups. Participants regarded volunteering as a means to distance themselves from their personal issues. They considered that through interactions with the individuals they were supporting, their perspectives expanded and evolved, increasing their awareness of diverse realities, prompting them to relativize some of their own problems and deconstruct pre-existing beliefs.


“I also think that there are several volunteers who go through a phase of depression, and almost all of them say that it’s very good to get out and help others, because perhaps they understand better the problems that others are going through, and for them, it’s even a way of overcoming, of not thinking about their problems and focusing on others.” (Focus Group of Mental Health Volunteers 02, Volunteer 05)

“[…] it provided different solutions for a problem that I might have thought my solution was the only one. So it was more about becoming aware that in mental health, and in volunteering, truly becoming aware of the difficulties and problems that exist, and also the solutions.” (Focus Group of Mental Health Volunteers 02, Volunteer 06)

“In fact, going to the prison changes our perspective on how we look at other people… everyone… it changes the perspective with the inmate, changes the way we see them as men. They’re no longer just a men who stole or killed. It’s already a person, a much more complex human being, with good things…” (Interview with Prison Volunteers, Volunteer 14)

“One of the main advantages is realizing that our problems are not as serious when we hear the stories of some of the inmates. So, this relativisation of our problems, the deconstruction of this reality, the reduction of prejudices, the ability to listen, the emotional capacity…” (Interview with Prison Volunteers, Volunteer 39)

“Benefit is waking me up to reality, drawing my attention to the context in which I live in is not the only one that exists, that there are other social, economic, spiritual, emotional, moral, and even religious contexts that are very different from mine. So it draws my attention to the fact that reality is more complex than the reality I experience every day.” (Interview with Prison Volunteers, Volunteer 16)
 



Learning about mental illness VS familiarization with the prison environment

In terms of volunteers learning, differences emerged between the two volunteer groups. In mental health, volunteers focused on acquiring knowledge about mental illness, enabling them to better understand the human mind and its challenges. On the other hand, volunteers in prison settings prioritized learning about and familiarizing themselves with the prison environment. They depicted the prison environment as heavy and complex, reporting not knowing what this reality was like before engaging in volunteering.


“[…] I think I would have a completely different understanding of the human mind from the moment I knew something about the problems the human mind can suffer, wouldn’t I?” (Focus Group of Mental Health Volunteers 01, Volunteer 01)

“[…] it’s a very special environment, very heavy, very tense, where there are many people the same age as my children, where there are people my age or older than me, and where there are people who are completely abandoned… and so, I did not know about this before joining.” (Interview with Prison Volunteers, Volunteer 03)
 




Challenges faced by volunteers


Observing significant results of volunteer support

For both groups of volunteers, observing significant and direct outcomes of the support they provided was a major challenge. Participants described as difficult maintaining the interest of individuals, clarifying the role of volunteers, gaining acceptance for assistance, meeting the needs of individuals, and achieving positive results.


“[…] being able to reach the patient with a mental health condition and truly meet their basic needs, to help them understand, and also understanding if they saw my intentions, and that they, in the end, felt better…” (Focus Group of Mental Health Volunteers 02, Volunteer 03)

“[…] if we see that the other person is not happy with our help, it’s a bit frustrating for us. We are trying to help, and we do not see that we are helping; we are making the situation worse, and that is not very good for us.” (Focus Group of Mental Health Volunteers 01, Volunteer 04)

“I think it’s very difficult, to maintain their interest because they don’t see the direct results… maintaining these people’s interest and really showing them the purpose we serve in their lives, showing our role, I think that’s the big challenge.” (Interview with Prison Volunteers, Volunteer 30)

“The challenge is to be able to achieve positive results from situations that are initially negative.” (Interview with Prison Volunteers, Volunteer 33)
 




Deconstructing stigma and raising awareness in society

Deconstructing stigma and advocating for a shift in public opinion were challenges mentioned by both groups. Some volunteers reported that individuals with mental health issues were perceived as odd or akin to “rare animals” in terms of their way of thinking, sometimes even treated as subjects for study. Volunteers spoke of a social belief associating these individuals as careless. They emphasized that the most significant challenge was attempting to alert societal perception, making people aware that above all, these individuals were human beings deserving to be treated with dignity.


“[…] interpreting the thoughts of people with mental illness is like treating them as if they were animals, as if they do not think 100% like us, right?” (Focus Group of Mental Health Volunteers 01, Volunteer 03)

“My biggest challenge is even before anything else, making the relevant people to understand that mental health and the homelessness are human beings who deserve all the dignity and not the kind of responses where people from community or therapeutic centres who ask them, ‘either this or the street, no other option,’ because the state has already spent too much money on you.” (Focus Group of Mental Health Volunteers 02, Volunteer 01)

“[…] another thing is society; they leave already with a label, and a criminal record doesn’t disappear overnight. Nowadays, everyone wants to check the criminal record, and when it shows up, society doesn’t accept them. And when it does accept them, we have seen some who were accepted, but later, when certain people in society find out that there’s a former prisoner, they make [their] life hell.” (Interview with Prison Volunteers, Volunteer 34)

“Usually, people imagine a scenario, everyone looking terrible, all degraded. And there, you find everything, there are many who are an example that in their day-to-day, they get dressed, they look neat, and there are people with degrees, lawyers, enforcement agents.” (Interview with Prison Volunteers, Volunteer 02)

“[…] I think many people go there, and they go with an almost a voyeuristic attitude, as if they were rare animals. They go to observe, but these people are perfectly normal, just like us. But they go there to conduct so many studies that sometimes they say, ‘Oh my God, everyone seems to want to study us, as if we are animals in a cage, and everyone comes here to ask questions.’“(Interview with Prison Volunteers, Volunteer 15)

“One thing I often say, which is that the rule of law is left at the prisons gates… So, in prisons, there hasn’t been possible to change and advance in humanisation because all parties represented in the Assembly of the Republic are afraid to move forward with any initiative because they believe they will be penalised in the elections […] The biggest challenge is exactly this: changing public opinion because the political power is sensitive.” (Interview with Prison Volunteers, Volunteer 20)
 



Difficulties in dealing with people with mental illness VS confrontation with the prison environment as violent

Regarding the challenges faced, differences were found in the two groups of volunteers. In mental health, volunteers reported having difficulties in understanding, approaching, and evaluating the mental state of the individuals they supported. Conversely, in prison settings, volunteers identified adapting to the complex and often violent prison environment as a challenge, given its circumstances different from the usual.


“In other words, their world is different from ours, and perhaps it’s not even physiological for us to understand what that person is thinking at that moment…” (Focus Group of Mental Health Volunteers 01, Volunteer 01)

“When I dealt with people with mental disabilities, I was a bit confused about the way they approached me…” (Focus Group of Mental Health Volunteers 02, Volunteer 07)

“Many times, I don’t have a perception of whether the person is in their right mind…” (Focus Group of Mental Health Volunteers 01, Volunteer 02)

“The adaptation to the prison environment itself, I think, is a very big challenge…” (Interview with Prison Volunteers, Volunteer 37)

“I think everything in the prison context is a challenge, first because we are not psychologists, and second because we are dealing with people in circumstances completely different from our own.” (Interview with Prison Volunteers, Volunteer 33)
 



Shame and abandonment of people with mental illness VS focus on the crime committed by the inmate

Mental health volunteers spoke about the shame associated with caring for individuals with mental illness and that the tendency was to hide this fact or resort to institutionalizing them in psychiatric hospitals. In the prison context, volunteers highlighted that the focus was placed on the crime committed by the individual rather than on the individual themselves, with inmates being judged based on the crime they committed.


“In the past, people were even ashamed when they had someone with disabilities at home […] They were ashamed, they would take them and put them in Conde Ferreira Hospital, and now it’s not Conde Ferreira, it’s Magalhães Lemos Hospital. And then they would even abandon them because they were ashamed that society knew they had mentally disabled people. (Focus Group of Mental Health Volunteers 01, Volunteer 03)

“Much focus is placed on the crime the person committed and not on the person themselves.” (Interview with Prison Volunteers, Volunteer 16)

“The worst was this one; it’s pretty clear. It was with a paedophile, you see, I could not get past it because I had a son, and they also had a son of the same age, and this paedophile would always ask us, ‘And the boys?’ and then they started showing us pictures of his godson who slept with him and gave him a gold chain, and that’s when we almost ran away from him because I find paedophilia a horrible disease, a horrible perversion, children at risk…” (Interview with Prison Volunteers, Volunteer 14)
 



Relationships between themes

The themes identified in this study demonstrate a complex interplay that reflects the intricate nature of volunteer experiences and their diverse roles (Figure 1). “Motivation and Volunteer Characteristics” influence the nature and quality of the “Volunteering Relationship and its Impact.” Volunteers driven by motivations such as solidarity and a willingness to help may develop strong, empathetic relationships with the individuals they support. For instance, one volunteer stated, “I’ve always felt that we should find a way to participate in society and support people and I’ve always had a tendency to look at the people around us.” This desire to contribute to society positively affected their interactions with those they assist, as illustrated by another volunteer who noted, “It’s an instinct, I think it’s an instinct for us to help, is not it?”

The “Volunteering Relationship and its Impact” also directly affects the “Role of the Volunteer.” A robust, empathetic relationship may enhance a volunteer’s ability to effectively combat social isolation, promote self-esteem, and support social reintegration. This is evidenced by volunteers who reported that building strong relationships with inmates or individuals with mental illness helped them provide more meaningful support. For example, a volunteer mentioned, “We are people there to help and that’s it. It’s quite positive.”

The specific “Role of the Volunteer” presents unique “Challenges Faced by Volunteers.” Volunteers in mental health settings reported difficulties in dealing with the complexities of mental illness. One volunteer stated, “Many times I do not have a perception of whether the person is in their right mind.” Meanwhile, prison volunteers faced challenges in adapting to the environment and maintaining emotional detachment, as reflected by a volunteer’s comment, “The adaptation to the prison environment itself I think is a very significant challenge.” These challenges require volunteers to develop new skills and coping strategies, influencing their overall effectiveness and experience.

Furthermore, the “Challenges Faced by Volunteers” impact their “Motivation and Volunteer Characteristics.” Volunteers who encounter significant difficulties without sufficient support may experience burnout and reduced motivation. One volunteer highlighted, “I personally try to do my best not to miss because I do not like to miss commitments and this is a commitment that always requires some continuity, regularity.”

Overall, the interconnections between these themes highlight the dynamic and multifaceted nature of volunteering. The motivations and characteristics of volunteers shape their relationships with those they support, which in turn affect their roles and the challenges they face. Addressing these challenges can further influence volunteers’ motivations and characteristics, creating a continuous cycle of impact and adaptation.




Discussion


Key findings and comparison with other literature

In this study, both groups of volunteers highlighted solidarity and the influence of contact with other volunteers as motivational factors. These motivations align with previous research, where volunteers reported altruism, a commitment to social causes, a sense of social responsibility, and influences from third-party recommendations or inspirations (6, 9, 18, 20, 26, 31, 40–44). However, in this study, mental health volunteers also mentioned the desire to gain recognition and social status as a motivation for volunteering. This aligns with findings from a systematic review that noted mental health volunteers seeking acknowledgement and social approval through their involvement in volunteering (6). In contrast, prison volunteers in this study cited motivations centred on personal growth and stepping out of their comfort zones, consistent with a systematic review that identified similar motivations, including a willingness to confront uncomfortable situations (44).

Regarding the profile of prison volunteers in this study, there was a predominance of female volunteers, a finding consistent with findings from a systematic review (26, 43). Additionally, volunteers in this study had an average age of 53.3 years and, in most cases, high levels of education. These characteristics align with those found in a systematic review, where prison volunteers were, on average, middle-aged and often had higher levels of education (42, 44). Regarding the characteristics of prison volunteers, this research identified the importance of attributes such as flexibility, neutrality, attentiveness, consistency, and the ability to maintain emotional distance. Similarly, a study in the United States noted that, volunteers in prison settings needed to demonstrate maturity, emotional stability, flexibility, the capacity to maintain emotional distance, and ability in monitoring manipulative behaviors (31).

In this study both groups of volunteers unveiled positive attitudes and behaviors toward volunteering with both studied populations. These findings, align with a systematic literature review that identified favorable attitudes and behaviors of volunteers toward volunteering with people with mental illness (40). Additionally, research conducted in Hong Kong concluded that both general volunteers and prison volunteers demonstrated more positive attitudes compared to individuals who did not engage in volunteer activities (26).

In this study, both mental health and prison volunteers reported experiencing feelings of fear and apprehension during their initial interactions with the supported individuals. This reaction aligns with findings from other studies, including a systematic review, where volunteers expressed feelings of fear and nervousness when engaging with individuals with mental illness (21, 40).

Regarding the dynamic between the volunteer and the inmate, this study identified that inmates placed greater trust in volunteers compared to other individuals, viewing them as external and impartial figures. This finding aligns with the results from studies in the Netherlands and in Portugal (24, 29, 45). According to a systematic review, volunteers perceived their role as positive for people with mental illness (40), similarly to the findings of the present study. The role of prison volunteers in this study involved combatting inmate isolation, promoting their self-esteem, and preparing them for social reintegration. These results were similar to those found in a systematic review, where the role of the volunteer encompassed providing support and guidance to inmates, acting as a link to the outside world, challenging stereotypes, and promoting healthy relationships (24, 31, 44).

This study underscores that volunteering yields substantial benefits for both the supported individuals and the volunteers. This is consistent with the findings from a systematic review (40). After their volunteering experience, both groups of volunteers expressed gratitude for personal growth across various dimensions of their lives. This growth was evident in the acquisition of distinct skills, expanded perspectives, and as knowledge of diverse realities that prompted a revaluation of their life and questioning of pre-existing beliefs. These benefits align with previous studies, highlight the acquisition of new skills and perspectives, relational and personal growth, broadening horizons, appreciation for specific aspects of life, feelings of completeness, fulfilment, satisfaction, and reward (6, 18–20, 24, 40, 42, 44, 46, 47). Furthermore, this study findings align with the results of two systematic reviews reporting volunteering as an opportunity for volunteers to confront and reassess biases toward people with mental illness (40, 43). As reported in a systematic review, volunteers in prison settings gain a greater awareness of the challenges faced by inmates, enabling them to overcome preconceived stereotypes (44).

In this study, mental health volunteers encountered challenges concerning understanding and interacting with the supported individuals. These difficulties align with observations in a systematic review, emphasising the intricacies volunteers confront in responding to and managing resistance from those they supported (40). Similarly, prison volunteers in this study faced challenges akin to those documented in a study in the United States, where volunteers grappled with difficulties in dealing with inmates, encompassing emotional aspects, and the process of overcoming and reassessing perspectives (31). Additionally, the prison volunteers participating in this study reported challenges associated with adapting to the often hostile and complex prison environment. This discomfort and dissatisfaction with the prison environment were also highlighted as challenges in a systematic review (44).

Finally, as highlighted by a systematic review, the effectiveness of volunteering in prison contexts fundamentally hinges upon volunteer training and supervision, the allocation of tasks appropriate to the context, and the fostering of a cooperative relationship between volunteers and correctional staff (39). However, in our study, we did not obtain any data regarding the training and supervision of volunteers.



Strengths and limitations

This study represents the first comparison of attitudes toward volunteering in mental health volunteers and in prisons. The sample was diverse in terms of age, profession, and volunteer experience, allowing for a variety of perspectives.

However, this study has some limitations. First, the number of interviewees who discussed mental health volunteering was relatively small (12 participants) compared to those who were interviewed about prison volunteering (39 participants). This study findings might also be limited by the focus on a single geographic region in Portugal, which may constrain the generalizability of the results to broader populations of both mental health and prison volunteers.

Whilst this study methodology relies on self-reported attitudes and experiences of volunteers, there may be some degree of social desirability bias present. Additionally, the qualitative thematic analysis, while providing rich insights, is inherently interpretive.



Implications of the results for practice and future research

This study reports differences in perceptions of volunteering in mental health and prison settings, stemming from the distinct nature of these areas of volunteering and the specific needs of these populations.

Firstly, it can assist in the development of high-quality training programs and personalized support tailored to the specific needs and challenges faced by the individuals being helped. This targeted approach not only may enhance volunteers’ satisfaction and effectiveness but may also have a positive impact on both programs and the individuals being assisted. Moreover, comprehending volunteers’ attitudes may influence recruitment strategies, which may impact in volunteers’ retention. Further understanding of social attitudes and perceptions can contribute to combating stigmas and stereotypes, thereby facilitating the rehabilitation and reintegration of these marginalized populations.

Future research could adopt a comprehensive methodological approach to enhance our understanding of volunteer attitudes and motivations. Such research could consider expanding the sample size, incorporating multiple geographic locations, and utilizing targeted recruitment strategies to ensure the representation of diverse volunteer demographics. Additionally, studies might benefit from triangulating qualitative data with other sources, such as observational data or behavioral measures, to obtain a more comprehensive picture of volunteer attitudes and motivations. Furthermore, intentionally investigating the potential intersections of such factors such as gender, ethnicity, age, or socioeconomic status might influence attitudes toward and the volunteer experience. This would provide a more nuanced understanding of how systemic disparities might manifest in contexts of social volunteering.

To enhance volunteering practice in these mental health and prison settings, some practical recommendations are proposed. First, promoting greater awareness of volunteering in these contexts can attract a larger pool of volunteers. Additionally, simplifying and streamlining recruitment procedures is advised to facilitate volunteer participation. Understanding the motivational patterns of volunteers is crucial, given that motivation significantly influences volunteer behaviors and their engagement duration. Further suggestions include providing specific volunteers training and implementing stricter supervision to ensure intervention quality. Innovative intervention strategies are proposed for supporting individuals in these settings, as well as improvements of the volunteering facilities. Establishing or strengthening support networks and community connections is considered essential for the assistance and the social reintegration of supported individuals. Moreover, emphasising the importance of changing public perception by involving society directly in volunteering reality and demonstrating transparency in initiatives is crucial for enhancing understanding and empathy. Educating society to perceive these individuals as human beings beyond mental illness or crimes committed, is vital to combat stigma effectively.

To address the knowledge gaps in volunteering in Portugal, several research areas are proposed. This includes conducting comprehensive assessments of existing volunteer programs to ascertain their effectiveness and pinpoint areas for improvement. Additionally, it is crucial to investigate the motivational patterns driving volunteering. The impact of volunteer visits on, both the supported individuals and the volunteers should be studied. Longitudinal studies are recommended to analyze the impact of volunteering over time. It is important to conduct research that considers the perspectives of individuals receiving volunteer support, the volunteers themselves, and society at large, thereby enhancing the understanding and optimization of the benefits and dynamics of volunteering.




Conclusion

This study conducted a comparative analysis of the attitudes of volunteers toward volunteering with people with mental illness and prison inmates, with respect to their characteristics, motivations, the role of the volunteer, the volunteer-supportee relationship, its impact, and the challenges faced by volunteers.

The results revealed positive attitudes of volunteers toward volunteering with the supported individuals, with some relationships evolving into friendships. Both mental health and prison volunteers reported a positive impact on their lives, emphasising the importance of training and specific knowledge in their respective volunteering areas.

However, the study highlighted the need for specific characteristics and skills for volunteers in each context. Some mental health volunteers were motivated by a desire for social recognition, while prison volunteers were driven by personal growth. The approaches of both groups differed, with mental health volunteers adopting a flexible stance, while prison volunteers exhibited a more cautious and regulated approach. Activities and knowledge acquisitions varied between the two volunteering contexts. These findings also raise awareness of the importance of volunteering in reducing social stigma and promoting overall well-being for both supported individuals and volunteers.

For a more comprehensive understanding, future studies could benefit from a larger sample of mental health and prison volunteers.
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Introduction

Depression is a common mental illness. Depression stigma can reduce individuals’ desire to seek mental health services. No study has investigated depression self-stigma and its relationship with demographic factors in the general population of Gonabad city in Iran. Therefore, this study was aimed at determining the relationship between depression self-stigma and demographic factors.





Methods

This cross-sectional study was conducted among 1,075 Iranians living in Gonabad city in 2024. Proportionate stratified sampling was used to select participants. Data collection tools included demographic data and the self-stigma of depression scale (SSDS). Higher SSDS scores indicate greater depression self-stigma. Data were analyzed using SPSS 24 with the independent samples t-test, one-way analysis of variance, and Pearson correlation.





Results

The mean (± SD) of self-stigma of depression (SSD) was 42.51 (9.31). Only 16.1% of the participants mentioned that they had a mental disorder, and 17.2% reported that they had been referred to a psychologist. Based on the results, males had more SSD (p = 0.028), help-seeking inhibition (p < 0.001), and shame (p = 0.002) than females. There were no significant relationships between education level, economic status, age group, occupation, and marital status with SSD (p > 0.05). Individuals with a history of mental disorder had higher SSD (p = 0.011) and help-seeking inhibition (p = 0.004). People who did not obtain information related to mental illness had more help-seeking inhibition (p = 0.001). Based on the Pearson correlation results, a positive and significant correlation coefficient was observed between the subscales of SSDS (P < 0.001).





Conclusion

The results of the study showed that SSD level was 42.51 ± 9.31 from 70. SSD is one of the main obstacles to help-seeking and treatment, so providing knowledge and awareness in this area is essential to the community.
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Introduction

Depression is a major health problem and the most common mental disorder in the general population. This disorder is now an epidemic (1–3). About 322 million people worldwide struggle with depressive disorders (4) and approximately 5% of adults and 5.7% of the elderly (over 60 years old) in the world suffer from depression (5). The prevalence of depression in Iran is also increasing, and the results of a systematic review in Iran indicated a prevalence of depression was 34.26% (6).

Depression is characterized by loss of pleasure or interest, sadness, feelings of worthlessness or guilt, disturbance in appetite or sleep, poor concentration, and tiredness (2). Depression, as one of the main factors in the burden of disease and disability, causes significant decreases in productivity and quality of life, and in its most severe form, depression can lead to increased risks of mortality and suicide (3, 7–10).

Although depression can be debilitating and even fatal like diabetes or heart disease, it is highly stigmatized (11). The stigma of mental illness is a barrier to the implementation of necessary interventions to reduce the burden of depression (7). As a result, depressed patients suffer not only from their disabilities and symptoms but also from the stigma associated with depression. Stigma is a sign of scandal, shame, or disapproval. As a social process, stigma is characterized by rejection, separation, discrimination, discreditation, and blame toward a group or individual (12, 13). Self-blame is referred to as “the consequences one experiences are a direct result of one’s actions or character. In the context of behavioral medicine, this may be either beneficial or harmful depending on if it leads to positive behavior change or increased negative affectivity and lack of behavior change.” (14)

There are different types of stigmas. One type of stigma is self-stigma, which is created by internalizing negative beliefs and perceptions of a person suffering from mental illness and attributing them to themselves (15, 16). The results of a systematic review and meta-analysis indicated a 29% prevalence of depression self-stigma in the world (17). Self-stigma may jeopardize the process of seeking help and treatment and often causes a deep feeling of guilt and shame (16). Rickwood et al., defined help-seeking as “a term that is generally used to refer to the behavior of actively seeking help from other people. It is about communicating with other people to obtain help in terms of understanding, advice, information, treatment, and general support in response to a problem or distressing experience.” (18)

High self-stigma is associated with reduced social functioning, high psychological distress, and impaired quality of life (13). The results of a study on a population of patients with depression in the Czech Republic indicated a positive relationship between the level of self-stigma and the severity of disease symptoms and a negative relationship between the level of self-stigma and quality of life (19). In a study conducted in Iran, it was found that 26.7% of the participants experienced high to moderate levels of self-stigma in the population with bipolar disorder type I (presence of periods of major depression and mania) (20). In a study among Iranian students about depression stigma, women had a more positive attitude toward those suffering, but men believed that those suffering from depression are dangerous and should be isolated (21). Additionally, Iran is a developing country, and in developing countries, compared with developed countries, more stigma has been reported regarding mental illness (22, 23). For instance, in a study, the stigma of mental illness in Iran was reported 40% (24). In addition, in Iran, the use of mental health services is widely stigmatized in the general population because of the stigma associated with mental illnesses (22).

Overall, we conclude that the prevalence of depression in Iran is increasing and depression self-stigma is a potential obstacle to seeking help. However, to the best of our knowledge, no study has investigated depression self-stigma and its relationship with demographic factors in the general population of Iran. If our goal is to implement early interventions and treat depression, the concept of stigma of depression should be given more attention (25). Finding factors related to stigma can also be a key approach toward developing general interventions and strategies to reduce stigma in the population of people with depression (26). Therefore, this study was conducted with the aim of surveying the level of self-stigma of depression (SSD) and investigating its relationship with demographic factors in Gonabad city, Iran.





Method

This cross-sectional study was performed to survey the status of SSD and its relationship with demographic factors in the Iranian population in Gonabad city (located in the northeast of Iran), 2024.




Sample size

According to the results of the study (27), the standard deviation of stigma of depression was 4.8, with a 95% confidence level, 80% power test, 0.48 accuracy, and nonresponse rates of 25%, sample size was calculated at least 1,045 participants and finally we selected 1075 participants.

[image: The image shows a formula for calculating the sample size, n, which is given as n equals the square of the sum of z sub alpha over 2 and z sub 1 minus beta, multiplied by the square of S, all divided by the square of d. An example is provided: (1.96 plus 0.84) squared, times (4.8) squared, divided by (0.48) squared.]	





Sampling method

The sample size required for this study was selected using the proportional stratified sampling method, and participants were recruited from comprehensive community health centers in Gonabad city (n = 3). In Iran, electronic health records are usually kept at a comprehensive community health center. Then, each center was considered a stratum, and the population aged 18 years and older was determined in each center. In the next step, participants were selected by simple random sampling and based on the inclusion criteria from each center. Intent to participate in the study, to be a resident of Gonabad city, aged 18 years and older, and lack of specific cognitive problem (based on the electronic health records) to complete the questionnaire were the inclusion criteria in this study. Unwilling to continue completing the questionnaire or questionnaires with more than 20% missing data were the exclusion criteria in this study. To complete the questionnaires, the questioner referred to comprehensive community health centers and delivered questionnaires to participants, and questionnaires were completed by self-report. Only questionnaires for illiterate people were completed using the interview method by questioner.





Data collection tools

The questionnaire used in this study comprised two parts. The first part was related to demographic information, and the second part was related to the self-stigma of depression scale (SSDS).

	Demographic part and condition of participants: In this part, age group, economic status, occupation, education level, and so forth were assessed.

	SSDS: Barney et al., created this instrument (28). This scale is asses by 16 items and 4 subscales of social inadequacy with 4 questions, self-blame with 4 questions, help-seeking inhibition with 4 questions, and shame with 4 questions (28). The modified Persian version of SSDS was approved with 14 items and four subscales of social inadequacy (3 questions), self-blame (3 questions), help-seeking inhibition (4 questions), and shame (4 questions) among the Iranian population (29). In the Persian version of SSDS, two items were deleted with factor loading less than 0.4 in the confirmatory factor analysis section and the final model was approved with 14 items. The CVR and CVI of the Persian version of SSDS were 0.773 and 0.923, respectively. Cronbach α coefficient of SSDS and the subscales of social inadequacy, self-blame, help-seeking inhibition, and shame were 0.850, 0.874, 0.784, 0.813, and 0.861, respectively (29). SSDS is measured with 5 Likert scale (completely agree, agree, not agree and not disagree, disagree, completely disagree), and the score range of the Persian version of SSDS is 14–70, and higher scores indicate more self-stigma of depression (29).







Statistical analysis

Data were entered and analyzed using SPSS 24 with a p-value of less than 0.05. The independent samples t-test was used to compare variables such as sex, education level, get information related to mental illness, referral to a psychologist, history of mental disorder with SSD, social inadequacy, help-seeking inhibition, self-blame, and shame. A one-way analysis of variance (one-way ANOVA) was used to compare age group, economic status, occupation, marital status, sources of obtaining health information, sources of obtaining information related to mental illness, and participant’s family referral to a psychologist with SSD, social inadequacy, help-seeking inhibition, self-blame, and shame.






Results

Most of people were in the age group of 18–27 years (n = 432, 40.2%), and the mean age (± SD) of participants was 34.15 (13.05). 50.5% (n = 543) of people were female, 59.3% (n = 638) were married, and 62.7% (n = 674) had academic degree. Most participants (n = 495, 46%) reported that they got health information from the internet (Table 1, Figure 1). 74% (n = 796) of participants reported that they got information related to mental illness, and the internet (n = 297, 27.6%) was the most source to obtain this information (Table 1, Figure 2). Only 16.1% (n = 173) of participants mentioned that they had a mental disorder, and 17.2% (n = 185) reported that they referred to a psychologist so far. The more information was mentioned in Table 1.

Table 1 | Characteristics of demographic variables.


[image: A table detailing demographics and mental health-related variables for 1,075 individuals. It includes age groups, sex, economic status, occupation, education level, marital status, and sources of health information. The table also covers information on referral to psychologists and experiences of mental disorders. Each category is presented with frequency and percentage values.]
[image: Bar chart titled "Sources of obtaining health information (%)" showing the Internet as the top source at 46%, followed by physicians/health care providers at 23.3%, radio, television, and satellite at 9.7%, friends and acquaintances at 7.1%, books at 7%, newspapers and magazines at 2.6%, and "I do not know" at 4.3%.]
Figure 1 | Results of sources of obtaining health information.

[image: Bar chart showing sources of obtaining information related to mental illness in percentages. Internet leads with 36.1%, followed by all items at 25.6%, book at 10.8%, and physician/health care providers at 9.5%. Other sources include psychologists/psychiatrists at 7.2%, friends and acquaintances at 5.6%, and radio/television/satellite at 5.2%.]
Figure 2 | Results of sources of obtaining information related to mental illness.

In Table 2, relationships between demographic variables and SSD were mentioned. Results of ANOVA showed that age group had a significant relationship with subscale of help-seeking inhibition, and the age group of more than 47 years had more help-seeking inhibition. Also, results showed that the age group 18–27 year had more self-blame. Results of an independent sample t-test showed that males had more SSD (p = 0.028), help-seeking inhibition (p < 0.001), and shame (p = 0.002) than females. Females only had more social inadequacy (p = 0.018) and self-blame (p = 0.016) than males. There was no significant relationship between the economic status with SSD and its subscales (P > 0.05). Results showed a significant relationship between marital status and help seeking inhibition. There was no significant relationship between the occupation with SSD and its subscales (P > 0.05). Also, there was no observed significant relationship between education level with SSD and its subscales (P > 0.05) (Table 2).

Table 2 | Relationship between demographic variables and self-stigma of depression (SSD).


[image: A data table displaying SSD means and standard deviations for various variables including age group, sex, economic status, occupation, education level, and marital status. It includes columns for social inadequacy, help-seeking inhibition, self-blame, shame, and SSD, along with their corresponding p-values. Significant p-values are highlighted. Footnotes mention that some analyses use independent sample t-tests or one-way ANOVA.]
Results in Table 3 showed that people who got information related to mental illness had more social inadequacy (p = 0.006), and more self-blame (p < 0.001) and these relationships were significant. Also, results revealed that people who did not get information related to mental illness had more help-seeking inhibition (p = 0.001). People who reported that they did not know how to get health information had more help-seeking inhibition (p = 0.012) (Table 3).

Table 3 | Relationship between demographic variables and self-stigma of depression (SSD).


[image: Table analyzing the relationship between various variables and stigma-related outcomes regarding mental health. Columns include social inadequacy, help-seeking inhibition, self-blame, shame, and social distance, along with their mean, standard deviation (SD), and p-values. Variables examined are sources of mental illness information, health information sources, history with mental disorders, and psychologists' referrals. Statistical significance is noted in p-values under 0.05, indicating notable relationships between variables and stigma outcomes. The table provides insights into how different factors influence mental health stigma.]
People who reported that they obtained information related to mental illness from physician/healthcare providers had more shame (p < 0.001) and SSD (p = 0.008). People who reported that they obtained information related to mental illness from radio, television, and satellite had low SSD (p = 0.008). There was no observed significant relationship between refer to a psychologist with SSD and its subscales (P > 0.05). People who had the history of mental disorder had more help-seeking inhibition (p = 0.004) and SSD (p = 0.011). People who reported that a member of their family referred to psychologist had more SSD (p = 0.031) (Table 3). In Table 4, participants’ responses to each item of SSD and mean (± SD) of SSD were mentioned. The mean (± SD) of SSD was 42.51 (9.31). In Table 5, Pearson correlation between variables were mentioned, and based on the results, there was a positive and significant correlation coefficient between subscales of SSDS (P < 0.001). Also, age had only a negative and significant correlation with help-seeking inhibition (P < 0.001) (Table 5). The results of Independent Samples Effect Sizes of variables were mentioned in Supplementary Table S1, and the results of ANOVA Effect Sizes of variables were mentioned in Supplementary Table S2.

Table 4 | Participants’ response to items of self-stigma of depression and mean (± SD) of SSD.


[image: A table detailing survey responses to various self-perception items across four subscales: Social inadequacy, Help-seeking inhibition, Self-blame, and Shame. Each item shows percentages for responses ranging from Strongly disagree to Strongly agree, with means and standard deviations for each subscale. The overall mean and standard deviation of the total score are also provided.]
Table 5 | Pearson correlation between variables.


[image: Correlation table shows Pearson Correlation coefficients, significance levels, and sample size (N) for variables: Age, Social inadequacy, Help-seeking inhibition, Self-Blame, Shame, and SSD. It includes values for each variable pair, indicating the strength and direction of relationships, significance (Sig. 2-tailed), and sample size used for analysis.]




Discussion

The aim of this study was to investigate the state of depression self-stigma and its relationship with demographic factors in the Iranian population in Gonabad city. In general, the results showed that the average self-stigma of depression was 42.51 ± 9.31 from 70. The self-stigma of depression is one of the main obstacles to help seeking and treatment. In general, most studies have shown that the level of self-stigma of depression was moderate (28, 30). In a study by Werner et al., aimed at evaluating self-stigma in the elderly with depression, showed that self-stigma of depression was moderate (30).

Based on the results, there was a significant relationship between age and help-seeking inhibition, and with age, help-seeking inhibition behavior increased, meaning that with age, people are less likely to help seeking. One of the reasons for this may be that by age, people tend to maintain their independence and not interfere with others in their health challenges and consider help-seeking as a threat to their independence (31). Teo et al., in a scoping review among older adults, showed that with age, help-seeking behaviors decrease (31). There was also a connection between age and self-blame, and younger people had more self-blame. In a study by Tanzer, results showed that the self-blame is related to childhood experiences, and because of this, the self-blame is more among young people (32).

The findings revealed a relationship between sex and help-seeking inhibition, self-blame, social inadequacy, shame, and SSD. Males showed more help-seeking inhibition, shame, and SSD than females. One of the reasons for this is the social norms of traditional masculinity in Iran, making these norms difficult for men and making men avoid emotions. On the other hand, help-seeking by males is the possibility of ridiculing or being marginalized by others, which increases their shame and self-stigma (33, 34). Staiger et al., also showed in a qualitative study that men are less likely to help-seeking than women (35). Oliffe’s research indicated that men are more likely to face obstacles when seeking help with mental health difficulties. This reluctance was frequently influenced by social stigma and the perception of weakness associated with asking for assistance (36).

According to the results of this study, people with a history of mental illness had more SSD. In general, studies have shown that self-stigma is common among people with a history of various mental health disorders, including depression, schizophrenia, bipolar disorder, and anxiety disorders (37, 38). Dubreucq et al. conducted a study aimed at examining self-stigma among people with mental health problems and showed that people with a history of mental illness had higher levels of stigma than those without such history (39).

The results of this study showed that social inadequacy had positive and significant correlation with SSD and means that the level of SSD levels increased with increased social inadequacy. Social inadequacy refers to the lack of proper operating in social situations that avoid help-asking by people with depression. So, this sense of social inadequacy can increase self-stigma (40). Various studies have shown that people with depression often experience social inadequacy (28, 40). Manos et al., in a study showed, that people who more internalize their feel of social inadequacy felt more self-stigma (41).

Our findings showed that shame had positive and significant correlation with SSD. Therefore, the amount of SSD increases with increasing shame level. The feeling of shame with the internalization of stereotypes and negative beliefs causes more self-stigma among people with depression. The results of our study were in line with a longitudinal study aimed at investigating the relationship between self-stigma and depression among individuals with schizophrenia-spectrum disorders, and the results showed that shame was the most common aspect of self-stigma (42). Another study was conducted by Oakley et al., showed that women who were less likely to be ashamed of depression reported less self-stigma (43).

The findings of this study indicated that self-blame had positive and significant correlation with SSD, as the SSD level increases as the self-blame increases. The self-blame can lead to a sense of shame, social inadequacy, and help-seeking help-seeking inhibition, and finally led to self-stigma (44). The results of our study were in line with the results of a study that showed patients with depression have been more responded to negative stereotypes and had high self-blame, and, as a result, self-stigma increased in these patients (45).

According to the findings of this study, help-seeking inhibition had positive and significant correlation with SSD, so that with increasing help-seeking inhibition, people experienced more self-stigma. People with more inhibitors are less likely to seek help, which increases self-stigma. The internalization of negative stereotypes and feelings of depression can cause people to be reluctant to seek support or treatment; as a result, self-stigma increases (40). Conceição et al., in a study among college students, showed that help-seeking and self-stigma are related to each other and a decrease in help seeking leads to an increase in self-stigma (46).

This study had strengths and limitations. The study was conducted with a large sample size and used credible and reliable tools. A weakness of this study was that only the relationships between variables were measured. In addition, generalizing the results of this study to other societies and cultures is another limitation of this research.





Conclusion

The results of the study showed that SSD level was 42.51 ± 9.31 from 70. Since SSD is one of the main obstacles to helping seeking and treatment, it is essential to provide knowledge and awareness in this area. In addition, to effectively reduce stigma around mental health, especially in public health interventions, training for health care providers in this field, social contact interventions, and health communication development are suggested. Furthermore, based on the results, some factors, such as age, sex, previous knowledge, and a history of being referred to a physician or healthcare provider, were associated with SSD. Therefore, considering these variables can help us design more accurate and targeted educational interventions. Although this study identified some factors associated with SSD, more research is needed to fully understand the factors affecting it, including the role of cultural diversity in SSD prevalence.
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A Corrigendum on 


The survey of the status of self-stigma of depression and its relationship with demographic factors in Gonabad, Iran
 By Tehrani H, Naddafi F, Nejatian M and Jafari A (2024) Front. Psychiatry 15:1463879. doi: 10.3389/fpsyt.2024.1463879


In the published article, there were some errors in Table 1 as published. Some of the figures listed under the % column were inadvertently miscalculated or written incorrectly in the article. The percents for the first mention of ‘Radio, television and satellite’ was listed as ‘9.8’, ‘Psychologist/Psychiatrist’ was listed as ‘5.5’, second mention of ‘Internet’ was listed as ‘27.6’, the second mention of ‘Physician/Health care providers’ was listed as ‘7.3’, second mention of ‘Book’ was listed as ‘8.3’, second mention of ‘Friends and acquaintances’ was listed as ‘4.3’, the second mention of ‘Radio, television and satellite’ was listed as ‘4’, and ‘All items’ was listed as ‘19.6’. Secondly, the last variable has mistakenly written as ‘Did you family refer to a psychologist?’

The corrected Table 1 and its caption appears below.

Table 1 | Characteristics of demographic variables.


[image: Table showing demographic and survey data of 1,075 respondents. Age group: 18-27 years (40.2%), 28-37 (22.6%), 38-47 (18.7%), over 47 (18.5%). Sex: Male (49.5%), Female (50.5%). Economic status: Good (21.3%), Medium (66.1%), Weak (12.6%). Occupation includes self-employed (15.1%), employed (28%), retired (5.6%), housewife (11.3%), laborer (2.7%), university student (35.3%), unemployed (2%). Education: Diploma/low degree (37.3%), academic degree (62.7%). Marital status: Married (59.3%), single (38.3%), divorced (2.3%). Information on mental illness obtained by 74% of respondents, through sources like internet (46%), physicians (23.3%), radio (9.7%), and books (7%). For mental illness info: Internet (36.1%), psychologists (7.2%). Refer to psychologist: Yes (17.2%). Mental disorder: 16.1% reported having one. Family reference to psychologist: 17.2% yes.]
In the published article, there was an error in Table 3 as published. The last variable was written as ‘Did you family refer to psychologist?*’. It should read as ‘Did your family refer to a psychologist?**’ The corrected Table 3 and its caption appears below.

Table 3 | Relationship between demographic variables and self-stigma of depression (SSD).


[image: A table presents data on variables related to obtaining information about mental illness, categorized into social inadequacy, help-seeking inhibition, self-blame, shame, and SSD. Each category provides mean (standard deviation) values and p-values for various sources like internet, friends, newspapers, and healthcare providers. Additional variables examine if respondents referred themselves or were referred by family to psychologists, and if they have ever had a mental disorder. Statistical tests used include independent sample T-test and one-way ANOVA.]
In the published article, there was an error in Table 5 as published. The following footnotes ‘*Correlation is significant at the 0.01 level (2-tailed)’ and ‘* Independents sample T-test, ** One-way ANOVA’ was mistakenly added. The corrected Table 5 and its caption appears below.

Table 5 | Pearson correlation between variables.


[image: A correlation table showing Pearson correlation coefficients, significance values, and sample sizes for variables including age, social inadequacy, help-seeking inhibition, self-blame, shame, and SSD. Each variable is compared against all others, with coefficients and significance levels detailed.]
In the published article, there was an error in Figure 1 as published. ‘Radio, television and satellite’ was mistakenly calculated as ‘9.8%’. The corrected Figure 1 and its caption appears below.

[image: Bar chart titled "Sources of obtaining health information (%)". Internet is the most used source at 46%. Other sources include physicians/health care providers at 23.3%, radio/television/satellite at 9.7%, friends/acquaintances at 7.1%, books also at 7%, newspapers/magazines at 2.6%, and 4.3% do not know.]
Figure 1 | Results of Sources of obtaining health information.

In the published article, there was an error in Figure 2 as published. The percentages were all miscalculated. For ‘Pyschologist/Psychiatrist’ it was listed as ‘5.5,’ for ‘Internet’ it was listed as ‘27.6’, for ‘Physician/Health care providers’ it was listed as ‘7.3’, for ‘Book’ it was listed as ‘8.3’ and for ‘Friends and acquaintances’ it was listed as ‘4.3’. The corrected Figure 2 and its caption appears below.

[image: Bar chart showing sources of information on mental illness by percentage: Internet leads at 36.1%, followed by all items at 25.6%, books at 10.8%, healthcare providers at 9.5%, psychologists/psychiatrists at 7.2%, friends at 5.6%, and radio/TV at 5.2%.]
Figure 2 | Results of Sources of obtaining information related to mental illness.

The authors apologize for these errors and state that this does not change the scientific conclusions of the article in any way. The original article has been updated.
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Background

Patients with psoriasis also often experience stigma due to skin lesions, and this stigma further leads to severe psychological problems such as anxiety and depression. However, it is unclear how, and under what conditions, stigma relates to mental health. This study aimed to investigate the current status and interrelationships between stigma, social appearance anxiety, alexithymia, and mental health in patients with psoriasis. It also sought to identify the factors that influenced their mental health and to examine the mediating roles of social appearance anxiety and alexithymia in the relationship between stigma and psychological health.





Method

From June to December 2023, patients with psoriasis were recruited from the outpatient department or ward of the dermatology department of a tertiary hospital in Guangzhou. Patients were assessed using the General Information Questionnaire, the Psoriasis Stigma Scale, the Social Appearance Anxiety Scale, the Toronto Alexithymia Scale, and the Satisfaction with Life Scale. Structural equation modeling (SEM) was conducted using Amos 24.0 to explore the relationships among the variables, and mediation effects were tested using SPSS 26.0.





Results

A total of 317 psoriasis patients were recruited to participate in the survey. The total score of stigma of patients was (82.03 ± 1.52), which was at a moderate level. The total score of social appearance anxiety scale was (49.38 ± 1.00), which was at a high level. The total score of negative mental health of patients was (2.77 ± 0.14), which was at a low level. The total score of positive mental health of patients was (20.14 ± 0.36), which was at a medium level. The findings revealed that social appearance anxiety and alexithymia play significant chain mediating roles between stigma and negative mental health in patients with psoriasis, with an effect size of -0.031. Similarly, these factors also mediate the relationship between stigma and positive mental health, with an effect size of 0.056.





Conclusion

Stigma in patients with psoriasis can directly impact their mental health and can also influence it indirectly through social appearance anxiety and alexithymia. Both social appearance anxiety and alexithymia serve as mediators in the relationship between stigma and mental health in these patients.





Keywords: psoriasis, stigma, social appearance anxiety, alexithymia, psychological health




1 Introduction

Psoriasis is a common chronic inflammatory skin disorder characterized by erythematous plaques covered with silvery scales and well-demarcated borders (1). The global prevalence ranges from 0.14% to 1.99% (2), while in China, it ranges from 0.27% to 0.47% (3, 4). Psoriasis is a persistent dermatological condition that is difficult to cure and prone to relapse. It is characterized by red scaly plaques appearing on most of the skin of the body (5), and even manifests as desquamation, pustular rash, etc. (6), affecting the appearance of patients. Besides the physiological discomfort such as pruritus, pain and skin lesions (7), the majority of patients perceive others’ stereotypical impressions of them as “contagious” (8) and 27.9% experienced stigma (9),ultimately leading to psychological burden. This psychological burden can lead to severe anxiety and depression (10). The risk of comorbid mental disorders in patients with psoriasis is higher than that in the general population (11). The main reported mental disorders include schizophrenia, bipolar disorder, depression, anxiety disorder and personality disorder (12). Among patients with psoriasis, the prevalence of anxiety and depression can range from 11.52% to 27.00% (13–15). These disorders can affect people’s ability to work, reduce their quality of life, and ultimately lead to short-term disability (13). Studies have indicated that psychological factors play a crucial role in the onset and exacerbation of psoriasis, with stigma being one of the most significant factors (16). Mental health experts widely agree that many psoriasis patients struggle to adhere to treatment due to the inescapable stigma, which may even lead to a higher risk of suicide (17). Therefore, effectively alleviating the stigma associated with psoriasis is essential in the treatment process.

Due to visible disfigurement and skin lesions, psoriasis patients often feel embarrassment and fear judgment from others about their appearance, leading to social anxiety and persistent social avoidance (18). This anxiety related to physical appearance and fear of negative evaluation by others is known as Social Appearance Anxiety (19). Studies have found that patients with psoriasis have a higher degree of social appearance anxiety than ordinary people, which can eventually lead to psychological distress and affect mental health (18).In dealing with psychological distress and negative emotions, the inability to communicate and express effectively with family members gradually leads to difficulties in recognizing one’s own emotions and clearly describing and expressing one’s feelings, resulting in alexithymia, which further exacerbates the psychological disorders of patients (20, 21). Alexithymia is considered a personality trait characterized by a decreased ability to identify and verbally express emotions, a limited imaginative capacity, and externally oriented thinking (22). Alexithymia can weaken patients’ ability to manage chronic diseases. When facing chronic diseases such as respiratory diseases, patients often encounter emotional distress. The presence of alexithymia may increase the difficulty of coping with these emotional challenges. Ultimately, alexithymia may lead to a decrease in patients’ compliance with managing chronic diseases, impacting their quality of life, and potentially increasing the risk of mental health issues such as depression and anxiety, affecting their psychological well-being (23). In the field of skin diseases, alexithymia is also related to psoriasis. Patients with psoriasis often lack effective emotional expression and support in the face of psychosocial stress and appearance problems, resulting in a higher prevalence of alexithymia (24), which also directly leads to the aggravation of the psychological burden of patients and affects their mental health (25). Severe psychological problems (such as anxiety and depression) may lead to the production of inflammatory cytokines in the body, increased levels of corticotropin-releasing hormone, adrenocorticotropic hormone, and cortisol, affecting skin changes and aggravating psoriasis (26). Hence, psychological factors are a significant trigger in the onset of psoriasis.

Historically, psychological health assessments have predominantly focused on psychopathology, taking the symptoms of mental illness as the diagnostic criteria (such as anxiety and depression), and the judgment dimension was too single (27), often overlooking individuals’ inherent potential and strengths, resulting in a somewhat incomplete evaluation. Driven by the background of positive psychology, the dual-factor model of mental health came into being. Subjective Well-Being and Psychopathology are simultaneously incorporated into a model (28).The dual-factor model of mental health offers a more comprehensive assessment framework by integrating positive psychological indicators with negative ones. This approach departs from the traditional reliance solely on psychopathological symptoms, emphasizing that mental health encompasses not only the absence of psychopathological symptoms but also the holistic well-being achieved through the realization of one’s potential and strengths. By employing this model, it becomes possible to differentiate individuals who require well-being enhancement to prevent psychological disorders from those who need professional intervention, based on the dimensions of psychopathology and subjective well-being.

Given the aforementioned considerations, this study aimed to elucidate the levels of stigma, social appearance anxiety, alexithymia, and psychological well-being among psoriasis patients. By analyzing the impact of stigma, social appearance anxiety, and alexithymia on psychological well-being, and exploring the potential pathways through which these factors interrelate, this research provides crucial insights. The findings will aid families, healthcare providers, and society in identifying individuals at heightened risk for psychological health issues. Furthermore, this study will offer a valuable reference for healthcare professionals in developing tailored psychological interventions, ultimately enhancing the psychological health and quality of life of psoriasis patients.




2 Materials and methods



2.1 Participants

A convenience sampling method was employed to select psoriasis patients from the dermatology outpatient clinic and inpatient department of a tertiary hospital in Guangzhou between June and December 2023. The inclusion criteria were: a confirmed diagnosis of psoriasis; age ≥18 years; mentally alert and able to communicate effectively; capable of completing the questionnaire independently or with assistance from the researcher; and providing informed consent and willingness to participate in the study. The exclusion criteria included: the presence of other severe chronic diseases (e.g. heart, lung, or renal failure); cognitive impairment or other psychiatric disorders that would prevent completion of the survey.




2.2 Procedures

First, the researchers participating in the study received a uniform training. Before patients with psoriasis fill out the questionnaire, the investigators will explain the purpose, method, and significance of the study. Then, the patients themselves were asked if they would like to participate in the study and informed that completing the questionnaire was anonymous. With permission from the patient, they officially started filling after they signed a written informed consent. All patients filled out the questionnaire alone and retrieved it on site, which took approximately 20 minutes to complete. If the questionnaire was found incomplete or excessive repeated selection, it will not be used. We invited 330 patients to participate in the study, of which 7 patients did not complete the questionnaire and 6 patients had too many repeated options on the questionnaire and were judged to be invalid as above. Consequently, 317 valid questionnaires were collected, yielding an effective response rate of 96.6%.




2.3 Measure



2.3.1 General information questionnaire

Based on a comprehensive literature review, 14 demographic and clinical variables were selected for inclusion in the study of psoriasis patients. These variables are: age, occupation, gender, educational level, marital status, income, place of residence, type of health insurance, type of psoriasis, location of skin lesions, duration of disease, severity of skin lesions, presence of pruritus, and family history of psoriasis.




2.3.2 Psoriasis patients’ stigma experience questionnaire

The Feelings of Stigmatization Questionnaire (FSQ) is a self-assessment tool developed by Ginsburg IH et al. (29) based on the conceptual model of stigma and the perceived experiences of patients with psoriasis. It is designed to evaluate the stigma experienced by individuals with psoriasis. The scale consists of 6 dimensions: anticipation of rejection, feelings of being flawed, sensitivity to the opinions of others, guilt and shame, positive attitudes, and secretiveness. Chinese scholars, including Yan X et al. (30), have translated and adapted the FSQ for use in China. The Chinese version of FSQ consists of four dimensions: sensitivity and imperfections, foreboding of rejection, secretiveness, and positivity. Its Cronbach’s alpha coefficient ranges from 0.73 to 0.90, indicating good reliability. It is currently widely utilized among psoriasis patients in China (31). The scale was scored using a 6-point Likert scale ranging from 1 (strongly agree) to 6 (strongly disagree), with lower scores indicating higher levels of stigma in patients. In our study, the Cronbach’s α for the total score of FSQ was 0.937, and the Cronbach’s α for each dimension was 0.937, 0.888, 0.792, 0.702, respectively.




2.3.3 Social appearance anxiety scale

The Social Appearance Anxiety Scale (SAAS) was developed by Hart TA et al. (19) in 2008 to measure the level of social appearance anxiety in individuals. It was subsequently translated and culturally adapted for use in China by Kong S et al. (32) in 2009. The SAAS is a unidimensional scale consisting of 16 items, each rated on a 5-point Likert scale from 1 (not at all) to 5 (extremely). The Chinese version of the scale has demonstrated high reliability, with a Cronbach’s alpha coefficient of 0.911. The total score ranges from 16 to 80, with higher scores indicating greater levels of social appearance anxiety. In our study, the Cronbach’s α for SAAS was 0.961.




2.3.4 Toronto alexithymia scale

The Toronto Alexithymia Scale (TAS-20) was initially developed by Taylor GJ (33) in 1984 and subsequently revised by Bagby RM et al. (34) in 1994. The TAS-20 encompasses three dimensions: difficulty identifying feelings, difficulty describing feelings, and externally oriented thinking. The TAS-20 uses a 5-point Likert scale ranging from 1 (strongly disagree) to 5 (strongly agree), with higher scores representing greater alexithymia. Subsequently, Yuan YG et al. (35) translated the TAS-20 Chinese version in 2004.The scale demonstrates good reliability, with an overall Cronbach’s alpha coefficient of the Chinese version of 0.83. In our study, the Cronbach’s α for the total score of TAS-20 was 0.909, and the Cronbach’s α for each dimension was 0.904, 0.727, 0.712, respectively.




2.3.5 General health questionnaire

The General Health Questionnaire (GHQ-12) was originally developed by Goldberg DP et al. (36) in the 1970s. The version employed in this study was adapted by Zheng TA (37), a scholar from Taiwan, China, incorporating cultural characteristics specific to China. The Cronbach’s α of the Chinese version of GHQ-12 was 0.83. The GHQ-12 comprises three dimensions: somatic symptoms, anxiety and worry, and depression. This questionnaire reflects the psychological health status of the patient based on self-assessment, consisting of 12 questions. Each question has four options: A, B, C, and D. The scoring method is a bimodal system (0-0-1-1), where selecting A or B is assigned 0 points, and selecting C or D is assigned 1 point. The higher the score, the higher the likelihood of developing psychological disorders. The Cronbach’s α was 0.798 in our study.




2.3.6 Life satisfaction scale

The Life Satisfaction Scale, developed by Diener E et al. (38), is an effective tool for measuring individuals’ life satisfaction. It was subsequently translated and culturally adapted for use in China by Xiong C et al. (39).The scale is a unidimensional scale consisting of 5 items, each rated on a 7-point Likert scale from 1 (strongly disagree) to 7 (strongly agree).The level of life satisfaction is determined by the scale’s scores, with higher scores indicating greater life satisfaction. The Cronbach’s α coefficient of the Chinese version of the scale was 0.78, and the Cronbach’s α coefficient of this study was 0.918.





2.4 Data analysis

Confirmatory factor analysis was performed using Amos 24.0. Data were processed using SPSS 26.0. For normally distributed metric data, the mean ± standard deviation was used, whereas the median and interquartile range were employed for non-normally distributed data. Categorical data were described using frequencies and percentages. Independent samples t-tests or one-way ANOVA were used for normally distributed continuous variables, while the rank-sum test was applied for non-normally distributed data. Differences in demographic characteristics among psoriasis patients were analyzed. Pearson correlation analysis was used for normally distributed data, and Spearman rank correlation was employed for non-normally distributed data. The PROCESS 3.5 macro in SPSS 26.0 was utilized to test for mediation effects, specifically analyzing whether social appearance anxiety and alexithymia mediate the relationship between stigma and psychological health in psoriasis patients.




2.5 Ethical principles

This study has obtained ethical approval from the hospital ethics committee (YE2023-230-01). In strict adherence to the principles of informed consent and voluntary participation, the purpose, significance, and voluntary nature of the investigation were disclosed to the participants. Following the participants’ informed consent, the questionnaire survey was conducted, and participants were free to choose to leave and not participate in the survey without any repercussions. The study was conducted anonymously, with no information collected that could identify the participants. The data collected were used solely for this research and subjected to strict confidentiality measures.





3 Results



3.1 Common method bias

To assess the potential artificial covariance between predictor and criterion variables caused by the same data source, measurement environment, item context, and item characteristics, this study utilized Harman’s single-factor test to evaluate common method bias. An unrotated exploratory factor analysis was performed using SPSS 26.0 on all items from the Psoriasis Stigma Experience Questionnaire, Social Appearance Anxiety Scale, Toronto Alexithymia Scale, Chinese Health Questionnaire, and Life Satisfaction Scale. The analysis revealed 13 factors with eigenvalues greater than 1, with the first factor accounting for 30.46% of the variance, which is below the critical threshold of 50% (40). Therefore, significant common method bias is not present in this study.




3.2 Baseline data

The equations should be inserted in editable format from the equation editor. Among the 317 psoriasis patients included in the analysis, 172 were male (54.26%) and 145 were female (45.74%), with an age range of 18 to 76 years and a mean age of 39.74 ± 13.61 years. The majority of patients were aged 18 to 45 years (68.13%). The educational level of psoriasis patients was generally high, with 47.00% having a bachelor’s degree or higher. Most patients resided in urban areas (82.00%). The predominant type of psoriasis was the vulgaris form (92.74%), and 48.26% of patients had lesions covering their entire body. The duration of the disease was less than 10 years for most patients (45.43%). The severity of psoriasis was mostly mild (46.69%), with a high prevalence of itching (76.03%). Additionally, the majority of patients had no family history of psoriasis (79.18%). Frequency and percentage were used to statistically describe the general characteristics of psoriasis patients in this study. Details are provided in Supplementary Table 1.




3.3 Stigma, social appearance anxiety, alexithymia, and psychological health levels in psoriasis patients

In this survey of 317 psoriasis patients, the total stigma score was 82.03 ± 1.52, indicating a moderate level compared to the median score of 81 on the scale. The dimension scores, ranked from highest to lowest, were: prosocial silence (2.62 ± 0.90), negative silence (2.60 ± 0.88), defensive silence (2.52 ± 0.93), and indifferent silence (2.10 ± 0.81). The total score for social appearance anxiety was 49.38 ± 1.00, which is relatively high compared to the median score of 32 on the scale. The total score for alexithymia was 59.41 ± 0.70, also relatively high compared to the median score of 40 on the scale. The dimension scores, ranked from highest to lowest, were: externally oriented thinking (24.01 ± 0.26), difficulty identifying feelings (20.14 ± 0.32), and difficulty describing feelings (15.27 ± 0.20). The total negative psychological health score was 2.77 ± 0.14, indicating a relatively low level compared to the cutoff score of 4 for detecting psychological disorders. The total positive psychological health score was 20.14 ± 0.36, indicating a moderate level compared to the median score of 15 on the scale.




3.4 Analysis of psychological health in psoriasis patients

A univariate analysis was conducted with the general characteristics of psoriasis patients as independent variables and the total scores of psychological health (both negative and positive) as dependent variables. For binary variables that are normally distributed and have homogeneity of variance, t-tests were used. For multicategorical variables that are normally distributed and have homogeneity of variance, one-way ANOVA was used. For variables that are not normally distributed or do not have homogeneity of variance, the rank-sum test was employed.

The results of the univariate analysis of psychological health (both negative and positive) showed that there were statistically significant differences in psychological health among psoriasis patients in terms of age, disease duration, and disease severity. Detailed results are presented in Supplementary Tables 2 and 3.




3.5 Correlation analysis of stigma, social appearance anxiety, alexithymia, and psychological health

The correlations among the study variables were examined using Pearson correlation analysis. As shown in Table 1, there were significant correlations between psychological health (both positive and negative), alexithymia, psoriasis-related stigma, and social appearance anxiety (P < 0.05 or P < 0.001).

Table 1 | Correlation analysis among study variables.


[image: Correlation matrix table displaying relationships between five variables: Psychological Health (negative and positive), Alexithymia, Stigma, and Social Appearance Anxiety. All correlations marked with double asterisks are significant at the 0.01 level (two-tailed). Key correlations include Psychological Health (negative) with Alexithymia (0.538) and Stigma (-0.432), and Psychological Health (positive) with Stigma (0.379) and Social Appearance Anxiety (-0.373).]



3.6 Impact of stigma on psychological health in psoriasis patients - chain mediation effect test

This study utilized the PROCESS 3.5 macro for SPSS 24.0, developed by Hayes, to conduct the statistical analysis. Model 6 was selected to test the chain mediation effect. A bootstrap sampling method with 5000 iterations and a 95% confidence interval was used to examine the chain mediation effect of social appearance anxiety and alexithymia on the relationship between psoriasis-related stigma and negative psychological health. As shown in Table 2, psoriasis-related stigma significantly negatively predicted social appearance anxiety (β=-0.648, t=-15.086, P<0.001) and alexithymia (β=-0.214, t=-3.269, P<0.05). Furthermore, social appearance anxiety significantly positively predicted alexithymia (β=0.303, t=4.636, P<0.001), social appearance anxiety significantly positively predicted negative psychological health (β=0.274, t=4.522, P<0.001), and alexithymia significantly positively predicted negative psychological health (β=0.383, t=7.576, P<0.001).

Table 2 | Mediation effect test.


[image: Statistical table showing regression analysis results for three variables: Social Appearance Anxiety, Alexithymia, and General Health. Stigma has significant negative relationships in all categories, with beta and t values indicated. Social Appearance Anxiety and Alexithymia also show significant relationships with t values exceeding the thresholds for significance. R-squared values demonstrate variance explained, with F-values also provided. Correlation significance is noted at 0.01 and 0.05 levels.]
A longitudinal chain mediation model was constructed with stigma as the independent variable, social appearance anxiety and alexithymia as mediating variables, and negative psychological health as the dependent variable. The chain mediation model is illustrated in Figure 1.

[image: Diagram showing relationships between variables: Social appearance anxiety to Alexithymia (0.303**), Alexithymia to Psychological Health (Negative) (0.383**), Social appearance anxiety to Psychological Health (Negative) (0.274**), Stigma to Social appearance anxiety (-0.648**), Stigma to Psychological Health (Negative) (-0.082), and Social appearance anxiety to Psychological Health (Negative) (-0.214*).]
Figure 1 | Chain mediation effect model of social appearance anxiety and alexithymia (negative). **Correlation is significant at the 0.01 level (2-tailed); *Correlation is significant at the 0.05 level (2-tailed).

The results of the bootstrap test for the mediation effect indicated that the 95% confidence interval did not include zero, suggesting that the mediation effect was significant. The model fit results and path coefficients for the mediation effect model are presented in Table 3.

Table 3 | Mediation effects and confidence intervals.


[image: A table shows pathways affecting psychological health negatively due to stigma. It includes effects, their proportions, and 95 percent confidence intervals. The pathways listed are: 1. Stigma to social appearance anxiety to psychological health (negative), effect of -0.017, 42.71% proportion, confidence interval -0.026 to -0.009. 2. Stigma to alexithymia to psychological health (negative), effect of -0.008, 19.69% proportion, confidence interval -0.015 to -0.002. 3. Stigma to social appearance anxiety to alexithymia to psychological health (negative), effect of -0.007, 18.16% proportion, confidence interval -0.012 to -0.003. Total indirect effects are -0.031 with confidence interval -0.041 to -0.023.]
The chain mediation effect of social appearance anxiety and alexithymia on the relationship between psoriasis-related stigma and positive psychological health was tested. As shown in Table 4, psoriasis-related stigma significantly negatively predicted social appearance anxiety (β=-0.648, t=-15.086, P<0.001) and alexithymia (β=-0.214, t=-3.269, P<0.05). Additionally, social appearance anxiety significantly positively predicted alexithymia (β=0.303, t=4.636, P<0.001), social appearance anxiety significantly negatively predicted positive psychological health (β=-0.150, t=-2.252, P<0.05), and alexithymia significantly negatively predicted positive psychological health (β=-0.328, t=-5.890, P<0.001).

Table 4 | Mediation effect test.


[image: Statistical table displaying beta (β) and t values for predictors across three outcomes: social appearance anxiety, alexithymia, and life satisfaction. For social appearance anxiety, stigma shows β = -0.648, t = -15.086**. In alexithymia, stigma has β = -0.214, t = -3.269*, and social appearance anxiety shows β = 0.303, t = 4.636**. For life satisfaction, stigma has β = 0.121, t = 1.849, with alexithymia showing β = -0.328, t = -5.890**. R² and F values are provided for each outcome. Significance is noted at **0.01 and *0.05 levels.]
A longitudinal chain mediation model was constructed with stigma as the independent variable, social appearance anxiety and alexithymia as mediating variables, and positive psychological health as the dependent variable. The chain mediation model is illustrated in Figure 2.

[image: Flowchart showing relationships between variables. Stigma negatively influences social appearance anxiety (-0.648**) and psychological health (-0.328**). Social appearance anxiety positively influences alexithymia (0.303**). Alexithymia negatively impacts psychological health (-0.150*). Stigma directly relates to psychological health (0.121), and social appearance anxiety affects psychological health negatively through a mediated path involving alexithymia (-0.214*).]
Figure 2 | Chain mediation effect model of social appearance anxiety and alexithymia (positive). **Correlation is significant at the 0.01 level (2-tailed); *Correlation is significant at the 0.05 level (2-tailed).

The results of the bootstrap test for the mediation effect showed that the 95% confidence interval did not include zero, indicating that the mediation effect was significant. The model fit results and path coefficients for the mediation effect model are presented in Table 5.

Table 5 | Mediation effects and confidence intervals.


[image: Pathway table displays the effects and proportions of psychological health related to stigma. Three pathways are shown: Stigma to social appearance anxiety to psychological health with effect 0.024 (27.58%), stigma to alexithymia to psychological health with effect 0.017 (19.84%), and stigma to social appearance anxiety to alexithymia to psychological health with effect 0.016 (18.19%). Total indirect effects have an effect of 0.056. The 95% confidence intervals range from 0.002 to 0.049, 0.004 to 0.032, 0.007 to 0.027, and 0.033 to 0.082.]
According to the recommendations of Wen Z et al. (41), the following indices were selected to evaluate the path coefficients of the model: χ²/df, RMSEA, CFI, TLI, and SRMR. The fit indices met the following criteria: χ²/df: 1–3, RMSEA < 0.1, CFI and TLI > 0.8, and SRMR < 0.08, indicating that the path coefficients of the model are statistically significant. The fit indices of the confirmatory factor analysis model are shown in Table 6.

Table 6 | Fit indices of the confirmatory factor analysis model.


[image: Table comparing negative and positive models of mental health with columns for chi-squared, degrees of freedom, chi-squared over degrees of freedom, RMSEA, CFI, TLI, and SRMR. Values are listed for each model, with the positive model showing slightly higher CFI and TLI scores.]




4 Discussion



4.1 Current status analysis of stigma, social appearance anxiety, alexithymia, and psychological health in psoriasis patients

The study results indicate that the stigma level among psoriasis patients is moderate, consistent with the findings of Jankowia B et al. (42).Among the dimensions, sensitivity and flaw scored the highest, followed by concealment and positive dimensions, with anticipation of rejection scoring the lowest. The negative impact of these feelings may influence individuals’ self-concept as well as their psychological and behavioral responses. According to the scoring rules of this scale, lower scores correspond to higher levels of stigma, indicating that psoriasis patients feel the strongest about anticipating rejection. This anticipation can lead to difficulties in interpersonal relationships and avoidance of certain situations due to fear of rejection. Previous studies have identified rejection experiences as significant predictors of feelings of aversion and sensitivity in psoriasis patients. These experiences can diminish patients’ attitudes toward their illness, resulting in a loss of confidence, resistance to treatment, and ultimately affecting recovery (30). The underlying reasons include: ①Rejection in job applications or romantic relationships can cause significant distress, and patients may attribute this distress to their psoriasis, further lowering their self-esteem. ②Individuals often form experiential memories after being hurt. Thus, when encountering rejection, patients may feel disliked by others, exacerbating their sensitivity and psychological stress. ③It is noteworthy that even without actual experiences of insult or rejection, the fear of discrimination or rejection may lead patients to choose avoidance as a coping strategy to reduce psychological stress and pressure. Therefore, we strongly recommend that healthcare providers actively assist patients in correctly perceiving their exposed lesions and correcting misunderstandings while communicating disease information. Additionally, helping patients overcome psychological barriers to accepting their condition can foster confidence in their ability to achieve recovery.

Psoriasis patients exhibit a moderately high level of social appearance anxiety. However, this level is lower than the findings of Zhu Y et al. (43) and Wang J et al. (44), who investigated female psoriasis patients and patients with other diseases. This suggests that, compared to men, women are more concerned about their appearance and feel more pressure regarding their physical appearance. Additionally, compared to specific groups with more apparent physical damage, such as patients undergoing mastectomy or those with facial burns, psoriasis patients have lower social appearance anxiety. This may be related to the characteristics of psoriasis itself; despite its long duration, difficulty in curing, and high recurrence rate, it can be managed by covering the affected skin and actively treating the condition to control the disease. Healthcare providers need to enhance public awareness about psoriasis by disseminating knowledge about the disease, encouraging societal support for psoriasis patients, and reducing their feelings of inferiority and loneliness. Furthermore, healthcare providers can help improve patients’ positive self-recognition, making them realize that external appearance is only one aspect of self-image while also helping to maintain a positive image. Additionally, assisting patients in accurately understanding their disease, facilitating role transitions, reducing self-conflict, and enhancing their ability to adapt to the disease will not only boost their self-confidence but also improve their social skills and interpersonal interactions (45).

Psoriasis patients exhibit a moderately high level of alexithymia, consistent with the findings of Talamonti M et al (46). The reasons for this may include concerns about their external appearance, which may lead patients to worry about the impact of the disease on their social interactions and fear of discrimination, resulting in the suppression of their emotions and reluctance to express themselves. Additionally, societal prejudice against psoriasis exacerbates the patients’ sense of shame about the disease, making it difficult for them to find appropriate individuals to confide in and adequately express their inner thoughts. Among the various dimensions, externally oriented thinking scored the highest, indicating that psoriasis patients tend to focus their emotional activities on external daily life rather than internal thoughts, displaying a pragmatic thinking tendency with excessive attention to external details. They may overly pursue external demands and place greater emphasis on external standards and evaluations. Their alexithymia often stems from interpersonal relationships, social roles, and environmental atmospheres that are closely related to them, leading to a lack of attention to their internal needs and resulting in high levels of externally oriented thinking. The underlying reasons include: ①Individuals with alexithymia have difficulty recognizing their own or others’ emotions, leading to challenges in accurately conveying personal subjective feelings during communication. These individuals often focus too much on details while neglecting the whole, negatively impacting their interpersonal relationships and social adaptability. ②The skin defects associated with psoriasis increase psychological burden and lead to social rejection, making interpersonal interactions challenging (47). Consequently, these patients are less willing to engage in proactive communication. This suggests that healthcare providers should not only impart knowledge about the disease and caregiving techniques during health education for psoriasis patients but also focus on communication skills training, encouraging patient interaction and mutual support, and sharing health-promoting knowledge and experiences. In addition to traditional dermatological treatments, methods such as behavioral relaxation therapy, suggestion therapy, social support, behavioral therapy, and self-training may also benefit the condition (48).

Psoriasis patients exhibit a relatively low level of negative psychological health, and this level is even lower than the related studies of Wang Q et al. (49) and Guo XG et al (50). The General Health Questionnaire primarily measures psychopathological indicators, including depression and anxiety. However, item analysis results indicate that the highest-scoring items are ‘Have you experienced insomnia due to excessive worry?’ and ‘Do you feel distressed or anxious?’, suggesting that while most psoriasis patients experience negative emotions, these do not reach the threshold for a psychopathological diagnosis. Most of the current research focuses on negative emotions, often using assessment tools such as the Milton Anxiety Scale, the Hamilton Depression Scale, the self-rating Depression Scale (SDS) and the Self-rating Anxiety Scale (SAS) (51). However, these studies often find patients with significant symptoms that do not meet the threshold for psychopathology. In addition, some studies have explored the potential relationship between psoriasis and anxiety and depression from the perspective of bioinformatics (52), but most of these studies have focused on major depressive disorder, while in fact, most patients with psoriasis do not reach this level of depression. The underlying reasons include: ①Some patients may have somatic symptoms, such as palpitation, palpitation, chest pain, etc., which may not be fully reflected in the assessment tools. ②The coping style of patients in the face of the disease can also affect their psychological state. Some patients may adopt positive coping styles, such as seeking social support and psychological adjustment, so as to reduce the symptoms of anxiety and depression. ③Some drugs for psoriasis may cause nervous system disorders, leading to mood swings. However, such mood swings are usually transient and do not necessarily meet diagnostic criteria for anxiety or depression. Therefore, healthcare providers must exhibit deep humanistic care towards patients. This involves effective communication, conveying empathy and concern, and understanding the suffering endured by patients. Additionally, educating patients’ families is essential so they can provide necessary social support, alleviating psychological stress and maintaining the psychological health of the patients.

Psoriasis patients exhibit a moderate level of positive psychological health, which is lower than the levels reported by Zhang X et al. (53), and colleagues for individuals with other diseases and healthy populations. This indicates that psoriasis patients have lower subjective well-being. Subjective well-being is a crucial psychological indicator of social quality of life. Factors such as the severity of psoriasis, the duration of the disease, and its chronic nature can threaten patients’ quality of life. As the disease duration increases, patients’ life satisfaction may gradually decline. Psoriasis, being a chronic inflammatory skin condition characterized by recurrent episodes, currently has no cure and involves high treatment costs. Additionally, skin lesions can negatively impact marital relationships and sexual life (54). These factors collectively can significantly reduce patients’ subjective well-being. To address this, we recommend adopting intervention strategies based on the Information-Knowledge-Belief-Behavior model to reduce anxiety and depression, alleviate body image disturbances, and mitigate the impact of the disease on patients’ quality of life (55). Moreover, we should actively explore various psychological intervention approaches, such as Rational Emotive Behavior Therapy (REBT), to enhance patients’ self-esteem and subjective well-being.




4.2 Analysis of the chain mediation effect of social appearance anxiety and alexithymia on the relationship between stigma and psychological health in psoriasis patients

The results of this study indicate that social appearance anxiety and alexithymia have a chain mediation effect on the relationship between stigma and psychological health in psoriasis patients, accounting for 18.16% of the total effect. The study found that social appearance anxiety positively affects alexithymia. When these patients face negative emotions, they may struggle to communicate effectively and express their feelings, leading to difficulties in emotional recognition and expressing their inner thoughts clearly. Dalbudak E et al. (56) found that high levels of anxiety and physiological symptoms induced by social anxiety lead patients to avoid sensory experiences and suppress emotional expression. In this context, alexithymia may serve as a psychological defense mechanism for social anxiety patients to maintain lower anxiety levels. Chen CH (57) and Zhang H et al. (58) also regard alexithymia and social anxiety as key mediating factors and believe that there is a close relationship between them. Relevant studies have revealed that in social situations, individuals with good emotion recognition and description are more likely to express their emotions and feelings, which is conducive to establishing good interpersonal relationships and reducing social anxiety (59).However, those with high alexithymia often show indifference and alienation in social occasions, which have a negative impact on interpersonal relationships and cause social anxiety and social communication difficulties (60). In addition, studies have found that due to the lack of imagination and introspective thinking style, people with high alexithymia often suppress themselves when facing stressful events or inner conflicts, which leads to increased anxiety (61). This emotional change, in turn, has an impact on their physical and mental health that cannot be ignored.

From a neurological perspective, functional imaging studies have shown decreased activity in the prefrontal cortex and anterior cingulate cortex in patients with social anxiety, suggesting impaired emotional processing abilities (62). Related research on alexithymia also indicates abnormal activity in these regions, implying that social anxiety patients may have deficits in emotional awareness (63). The presence of significant alexithymia symptoms in highly socially anxious individuals suggests that alexithymia is a major psychological risk factor for social anxiety (64), providing a basis for early screening of social anxiety risk. Under stressful events, patients with alexithymia may experience psychological issues such as depression, somatization, and paranoia. Highly socially anxious individuals may overuse cognitive resources due to worry and fear, affecting emotional identification and control. Therefore, individuals with high social anxiety are prone to alexithymia, characterized by difficulty in clearly expressing emotions.

Encouraging psoriasis patients to actively engage in various social activities can improve their interpersonal relationships, alleviate symptoms of social anxiety and alexithymia, and promote psychological well-being. Furthermore, fostering communication between patients and healthcare providers, peers, and family members can expand their avenues for self-expression, enabling them to obtain crucial medical information and social support. This, in turn, can ameliorate alexithymia symptoms. These interventions are instrumental in enhancing patients’ psychological health, bolstering their adaptability to the disease, and improving their overall quality of life.

In conclusion, this study investigated the relationship between stigma and psychological health, validating the mediating roles of social appearance anxiety and alexithymia. Nonetheless, the study has several limitations. First, the sample was drawn from patients at a single tertiary hospital in Guangzhou, resulting in a limited sample size and scope. Second, as a cross-sectional study, it cannot establish causal relationships between the variables, limiting the generalizability of the findings. Future research should involve larger sample sizes and broader investigation scopes to enhance the representativeness and persuasiveness of the conclusions. Moreover, longitudinal studies are recommended to track changes in patients’ psychological health over time, further clarifying the causal relationships between variables and the psychological health of psoriasis patients.
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Introduction: We sought to explore healthcare providers (HCPs)' perceptions of and experiences with stigma during the COVID-19 pandemic in Canada and Singapore.
Methods: We conducted a qualitative study (May 2020–February 2021) with HCPs in Canada and Singapore and developed a semi-structured interview guide rooted in the Health Stigma and Discrimination Framework (HSDF). We recruited participants online and through word of mouth via newsletters, blogs and social media. Participants were eligible to participate if they worked as a healthcare provider in Singapore or Canada during COVID-19. Following participant consent, data were recorded, transcribed verbatim, and coded using a framework approach. Coded data were charted into a framework matrix and used to compare themes in each country.
Results: We conducted 51 interviews (23 in Canada; 28 in Singapore). HCPs perceived that patient fears coupled with mistrust of the health system impacted health behaviors. HCPs reported discrimination and stigmatization of population subsets. In Singapore, this included Chinese tourists and migrant workers and in Canada, this included people of Chinese ethnicity and people experiencing homelessness. This stigma was often attributed to pre-existing prejudices including perceptions that these populations were at increased risk of COVID-19 or not adhering to public health recommendations. HCPs feared spreading COVID-19 to family, peers and patients, often resulting in participants choosing to isolate from social circles. HCPs in both countries experienced occupation-based stigma, including stigma related to public health practices (masking, testing); in Canada, this intersected with race-based prejudice for participants of Chinese ethnicity. HCPs in both samples witnessed and experienced stigmatizing behavior; some participants also experienced discrimination.
Conclusions: Secondary stigma related to occupation was experienced by HCPs during COVID-19. HCPs experienced intersecting stigma based on race/ethnicity and observed stigmatization of marginalized patient populations. Most themes were consistent across Canada and Singapore. Strategies to mitigate COVID-19 related stigma toward HCPs and at-risk patient populations are warranted.
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1 Introduction

Stigmatization toward healthcare professionals (HCPs) caring for patients living with infectious diseases including HIV and AIDS, Ebola, Severe Acute Respiratory Syndrome (SARS), and tuberculosis has been widely reported (1–3). Authors of a recent systematic review estimated the pooled prevalence of infectious disease stigma across patients, communities and HCPs at 34% and highlighted infectious disease stigma as a significant public health concern (4). The impact of infectious disease stigma can lead to discrimination, social isolation, and negative impacts on mental health (5–8). Stigmatization of HCPs providing care to patients living with infectious diseases not only results in significant harm to the HCP, but can also be a barrier to a resilient frontline clinical response during large outbreaks (9).

Research has demonstrated similar patterns of stigmatization toward people who were sick with COVID-19 and toward the HCPs who cared for them (1–3) In Canada, the onset of the pandemic led to an emergence of race-based prejudice and discrimination toward Chinese-Canadians and individuals appearing to be of East Asian ethnicity. These narratives were further perpetuated by the media (10), including early referrals to SARS-CoV-2 as the “Wuhan virus” or the “China virus” by US and Canadian news outlets (11). At the time, Singapore had the highest number of COVID-19 cases outside of China (12). The country was also host to one of the most popular destinations for Chinese tourists, particularly during the Lunar New Year (13) (January 2020, when SARS-CoV-2 was sequenced in Wuhan and when the WHO declared emergence of the “novel coronavirus”) (14).

In this context, we aimed to conduct a cross-country comparative study to determine whether the race-based stigmas observed in Canada were also prevalent in Singapore (where >70% of individuals are ethnically Chinese) and to explore whether other intersecting stigmas were present and how these differed by country context. To address these aims, we conducted a series of research studies that explored public, healthcare provider, and policymaker perceptions of stigma during the COVID-19 pandemic (11, 15, 16). In this study, we report the findings of our interviews with HCPs in the two countries. We used the Health Stigma and Discrimination Framework (HSDF) (17) to explore HCPs' perceptions of stigma during the COVID-19 pandemic with a focus on describing, comparing and contrasting HCPs' personal experiences of fear and stigma during the COVID-19 pandemic, in two countries. We also aimed to explore HCPs' perceptions and consequences of stigmatization on patient populations.



2 Methods

To enhance the completeness and transparency of our study, we report our methods using the Consolidated criteria for reporting qualitative research (COREQ) checklist (18) (see Additional File 1).


2.1 Setting

Our study was conducted in the province of Ontario, Canada and the city-state of Singapore. Pre-existing collaborations between our research teams at Unity Health Toronto in Canada and the Geriatric Education and Research Institute in Singapore facilitated the rapid initiation of this study during the pandemic.



2.2 Study design

Our study design was rooted in phenomenology, whereby we aimed to explore understand HCP's observances and experiences of stigmatization during the COVID-19 pandemic. We analyzed our data using the Framework approach, which provides a pragmatic and flexible qualitative methodology that allows for charting and comparisons of “cases” across contexts. Interviews were conducted and analyzed independently by each country team; key themes were subsequently compared and contrasted across the teams (19). The teams met iteratively throughout the project period to discuss decisions related to recruitment, data collection and analysis.



2.3 Participant recruitment

Prior to initiation, this study was approved by the Unity Health Toronto Research Ethics Board (study number 20-092) in Canada and the National Healthcare Group Domain Specific Review Board (reference number 2020/00582) in Singapore.

We used convenience and snowball sampling recruitment strategies. Participants were recruited through advertisements disseminated online and through word of mouth via our health and professional networks, newsletters, blogs and social media. In Singapore, the official language of communication in the healthcare setting is English and interviews were offered in English. Interviews in Ontario, Canada were offered in the official languages of English and French, as well as Mandarin and Cantonese. The Canadian research team collaborated with the Chinese Canadian National Council Toronto Chapter (CCNCTO), who championed awareness and activism campaigns to highlight the prevalence of Anti-Asian racism during the COVID-19 pandemic. The CCNCTO supported translation of our interview guides to Mandarin and Cantonese, which are some of the most commonly spoken languages in Canada (20).

In Canada, prospective participants were invited to complete a demographic questionnaire offered in English, Cantonese and Mandarin through Qualtrics, a secure, online platform (21). The questionnaire was used to inquire about participants' gender, age, occupation, region of residence and education. Questionnaire completion was voluntary. In Singapore, prospective participants were screened via phone call. Eligible participants were (a) individuals working as a HCP at time of interview (includes individuals providing clinical care within a clinical care setting), (b) English speaking (for Singapore participants) or English, French, Mandarin or Cantonese speaking (for Canada participants), (c) able to provide informed consent, (d) living in Singapore or Canada during the pandemic, (e) aged ≥18 years (for Canada participants) or ≥21 years (for Singapore participants), and (f) able to participate in an interview via Zoom online platform or phone (22). We aimed for a minimum sample size of n = 13 interviews per country [following Francis' guidance of n = 10 with a stopping criterion of n = 3 for theme saturation (23)]; however, we continued interviewing until theme saturation was achieved.



2.4 Data collection

The HSDF by Stangl and colleagues informed interview guide development (17). The HSDF describes health stigma across a socio-ecological spectrum and aims to distinguish between stigmatized experiences (i.e., direct experiences of mistreatment or discrimination) vs. stigma practices (e.g., factors and beliefs that perpetuate stereotypes and discrimination). Recognizing that infectious disease stigmatization intersects with systemic biases that are often deeply and systemically rooted, the HSDF allows for an exploration of intersecting stigmas within the socioecological context in which they manifest (17).

Key informant interviews covered five domains of the HSDF including questions on stigma drivers and facilitators, stigma marking and experiences with stigma and discrimination (see Additional File 2 for the interview guide). The interview guide was reviewed by research group members who were not involved in its development to ensure clarity and relevance to the study objectives; modifications to study questions and language were made as necessary. Key informant interviews were conducted by teleconference or Zoom. We obtained verbal consent to participation and interview audio recording. Interviews were de-identified, and each participant was assigned a unique participant ID. Interviews ranged from 30 to 60 min. in duration, depending on the participant's availability, given COVID-19 clinical demands. Interviewers did not hold any relationships with the study participants.



2.5 Research team and reflexivity

Interviews in Canada were conducted by research staff (TL, BSc; CM, BSc; JC, MSc; MKL, BA) and overseen by qualitative scientists (CF, PhD; SES MD). Interviews in Singapore were conducted by research officers (MK, BSocSc; BT, BPsySc) and overseen by a research fellow (CCY, PhD). The research team included women and men of diverse ethnicities, from Canada and Singapore.



2.6 Data analysis and interpretation

The framework approach was used to analyze the data (19). First, data were coded inductively to allow for the emergence of themes; next, these themes were deductively coded to the HSDF (17). English interviews were transcribed using NVivo Transcription, an automated transcription service (24). Researchers (TL; CM; ST, BSc; MKL; BT) reviewed and verified the transcripts to ensure accuracy. Mandarin and Cantonese interviews were transcribed verbatim by CCNCTO and translated to English. Translated transcripts were reviewed and verified for accuracy of interpretation by a research staff member (MKL).

Interviews in Canada were double coded using NVivo 11 (25), and interviews in Singapore were single coded by a research officer using QDA software (26). A coding framework was initially developed by the Canadian research team following review of three transcripts and adapted by the Singaporean team following completion of three interviews to reflect local context and themes, as identified via the deductive coding process. As coding progressed, the framework was iteratively revised to build on, refine and improve the categories.

All data were double coded iteratively until a minimum kappa of 60% was obtained, which represents moderate agreement (27). All Canadian transcripts were double coded, where each round of coding consisted of five transcripts, and a consensus meeting was held between the primary and secondary coder after each round of coding. Research staff double coded the English interviews (TL and CM) and the Mandarin and Cantonese interviews translated to English (JC and ST). Staff turnover within the Singaporean research team resulted in one research officer single coding all the interviews (BT); interviews and coding schema were then reviewed by the research fellow (CCY).

Coded data were charted into a framework matrix. The matrix consisted of code labels and illustrative quotations. Each country team created a matrix and research staff charted coded data. The matrices were used to compare theoretical concepts and map connections between categories and phenomena, using the HSDF. Descriptive statistics for demographic data were generated. A data saturation monitoring template was also formed to track salient themes (26). A research scientist in Canada (CF) used the matrices to identify similarities and differences in identified themes, by country, and these themes were discussed with a scientist from Singapore (CCY) to ensure accuracy in interpretation.




3 Results


3.1 Demographics

We conducted 51 interviews. In Canada, 24 participants were screened; 23 met eligibility criteria and were included. In Singapore, 29 participants were screened; 28 were included. Forty-seven interviews were conducted in English (19 in Canada; 28 in Singapore), one in Mandarin and three in Cantonese. Interviews in Canada were conducted from May 2020 to October 2020; interviews in Singapore were conducted between October 2020 to February 2021.

The mean duration for the Canadian interviews was 50.8 min, and 46.2 min for the Singaporean interviews. The median participant age for both samples was 39 years, and participant age ranged between 22 and 70 years (Table 1). Singaporean participants reported having more years of experience working in healthcare, with an average of 16 years experience (range: 5–43 years). In Canada, participants on average had 11.9 years of experience (range: 1–40 years).


TABLE 1 Demographic characteristics of participants.

[image: Table showing demographic data for Canada and Singapore. The table includes categories: Gender, Age, Race/Ethnicity, Education, Field, Province, Region, and Employment Status. In Canada, 17.39% are men, and 82.61% are women; in Singapore, 39.28% are men, and 60.71% are women. Most Canadians are aged 35-44, while Singaporeans dominate the 25-34 age group. Notable ethnicities include East Asian, South/Southeast Asian, and White/Caucasian. Education levels differ, with a significant number holding post-graduate degrees. Employment is predominantly full time in both countries.]

Both samples had more women than men, yet the Singaporean sample was more gender balanced (82.6% women in Canada and 60.7% women in Singapore). The Canadian sample was ethnically diverse and included 39.1% who identified as White (North American or European), 30.4% who identified as East Asian, 17.4% who identified as South or Southeast Asian and 13.1% who identified with multiple ethnicities; the Singaporean sample reflected diversity of the population (28) and included 57.4% who identified as Chinese ethnicity, 25.0% who identified as Indian, and 14.3% as Malay (Table 1). Singapore is a city-state without distinct regionality. In Canada, most of the participants were from the province of Ontario. The majority of participants worked in a large urban population center, with a population of ≥100,000.

Participants were highly educated, with the majority holding a post-graduate or bachelor's degree (Table 1). The majority of the sample were employed full time (69.6% in Canada, and 92.9% in Singapore). Participants' professions included nurses (21.7% in Canada, and 28.6% in Singapore), physicians (17.4% in Canada, and 32.1% in Singapore), program and patient facing support staff (26.1% in Canada) and other health discipline professionals (e.g., psychologist, physiotherapist, radiographer, occupational therapist; 21.7% in Canada, and 39.3% in Singapore).



3.2 Patient fears of contracting COVID-19 coupled with mistrust of the health system were perceived to impact health behaviors

HCPs in Canada noted difficulties managing mistrust among patients toward HCPs and challenges with convincing patients to visit hospital for care during the pandemic. In Singapore, HCPs noted patients' hesitation to get tested for COVID-19 (which was standard practice in clinics/hospitals at the time) and fears of contracting COVID-19 from a hospital, as noted in the following quotations,

	“I don't think most people are willing to go to the clinic to get swabbed. They would rather stay at home, and nurse their own sickness until they are well, and then they go out” (S23)
	“Three of them [patients] did say they didn't want to come to the hospital because they were afraid of catching the virus. They didn't want to be within the hospital grounds” (S66).

In Singapore, some participants observed that patients were against using Western medicine for treating flu-like symptoms and preferred to care for themselves at home. Canadian HCPs noted an increase of patients with severe complications presenting to hospital, because they had avoided the hospital out of fear of COVID-19, as noted in the following quote,

“All of a sudden, people with heart attacks are not presenting themselves to the hospital.” (C598)

	“There's people who are terrified and they don't want to set foot [in clinic]. Like I said before, they don't want to set foot in here nor in the hospital and I have to convince them like it's gonna be okay” (C955)

Other HCPs did not perceive any changes in patient health seeking behaviors during the pandemic.


3.2.1 HCPs reported discrimination and stigmatization of population subsets by both patients and providers

HCPs in both countries reported observing discrimination and stigmatization of population subsets that impacted these populations' health behaviors. In Singapore, Chinese tourists and migrant workers were perceived as having higher rates of COVID-19 because locals believed these groups were more susceptible to contracting the virus by virtue of country of origin or residential arrangements. HCPs reported that these populations were fearful of coming to hospital or seeking out care when sick, out of fear of being further stigmatized or, in the case of migrant workers, out of fear of losing work. These themes are illustrated in the following participant quotations,

	“They don't want to be quarantined or they don't want to be looked upon like they are the ones who's spreading [COVID]. Especially those who come back from overseas, like China. Yeah, because initially they say that COVID come from them. So that's why as people who travel overseas, they will lie [about their travel, about their symptoms].” (S37).
	“The migrant workers, because I know they're here [to make] a living. Maybe initially they were concerned that they would lose their income and therefore they wouldn't come forward to seek help openly.” (S52).

In Canada, providers noted similar trends among people of Chinese ethnicity and toward patient populations experiencing homelessness,

“Well, I think it's [COVID-19] put the homeless population back 50 years. I mean, people were already turning their nose up at those that would be homeless or living in shelters and I think that's just gotten worse. They had to make a temporary shelter here [downtown Toronto hospital] for people who were getting tested and I overheard other people saying, ‘well, I'm not going to go there because that's what's there. Who knows what those people have? They all have COVID.' They don't have it. We're treating everything we can and doing what we can.” (C374)

Notably, Canadian HCPs observed race-based discrimination toward Chinese patients by both their colleagues and other patients,

	“I have found some of my colleagues' words unpleasant. They would say negative things about Chinese people. I hate that and I would refute. I told them not to judge if they didn't know the whole story. My colleagues are professionals, but they still behave like that…And although I am Chinese, they don't need to comment on China and Chinese people like that in front of me.” (C412)

Some participants in Singapore described that over time, they and their colleagues realized that structural inequalities (cramped living conditions, access to hygiene resources) rather than non-compliance with public health measures, were driving outbreaks among these populations, as noted in the following quotations,

	“Initially that ‘oh yeah', it's their [migrant workers] fault that this has happened? Is it because, you know, they congregate in large numbers and they do not bother about social distancing and that's the reason why the virus has spread so easily among that community. But I think as time went on, we realized that this was really not the case and that it really wasn't anybody's fault, least of all the migrant workers” (S45)
	“The foreign workers, I believe that they're not well integrated in the community for sure…COVID-19 highlighted that even further” (S66).



3.2.2 HCPs feared spreading COVID-19 to family, peers, patients which impacted their behaviors

The majority of HCPs in both samples feared contracting COVID-19 at work. Participants feared COVID-19 infection due to the mismanagement of personal protective equipment (PPE), lack of compliance with COVID-19 protocols, transmission between coworkers, and caring for patients with COVID-19. Participants were particularly fearful of becoming sick and infecting their family members, peers, and other patients, as noted in the following quotes,

“My fear is that if I were to get it and were to pass it on to other people. Even on an exponential level that's terrifying that one infection from you can spread to so many other people. Mostly passing on to others and getting it to a large level, especially with vulnerable people like my parents. Passing it on to them gives me quite a lot of anxiety.” (C223)

Participants also shared concerns related to staff shortages due to illness and quarantines, as noted in the following quote,

	“[My] initial fear was I didn't know how it was spread and I have children and, you know, the other part of the fear came along because I do have a department to run and when one person calls in sick, the fear set in almost immediately…how do I function the department on a day-to-day basis?” (S63).

As a result, participants noted themselves becoming fearful of their own colleagues, and chose to isolate themselves whenever possible, as noted in the following quote,

	“To give you an example, I had a staff [who had a relative that had COVID]…the first question that comes through is ‘is she working with us'? because you know, the fear that comes to you is what if she's working with you and she's spreading it to somebody else?” (S63)

As the pandemic evolved, COVID-19 protocols often required those with exposures to isolate. As a result, some HCPs hesitated to get tested out of fear of how this may be perceived by their colleagues, particularly if they became sick or had to isolate, as noted below,

	“For instance, in the early days, one of our co-workers was ill, like had a cough and had a fever. Before we had really good protocols in place, so they had to go get the test, tested negative, but for whatever reason the general consensus, and I didn't agree with this, was to isolate for two weeks, even though their test was negative. So that poor person became like a leper amongst their own co-workers who didn't want them around. So I think that that probably influenced me for sure. If it came to wanting to be tested, and I think that a lot of people feel that way. They don't want to be the ones that get COVID and be looked at like a person who's spreading the virus.” (C959)



3.2.3 Secondary stigmatization due to occupation

In Canada, some participants feared secondary or associative stigmatization, as described in the HSDF, due to their occupation of caring for those ill with COVID-19; however, an equal number did not. In Singapore, more participants reported experiencing associative stigma by working with populations perceived as high risk. For instance, one participant said,

	“When I'm wearing my uniform walking outside, people may tend to stay away from me or keep further distance away from me, I realize” (S23)

While another noted,

	“Just because I worked in the hospital, they were uncertain that I should be with this other person, with my best friend. So I guess that's technically stigma. They just assumed because I worked at the hospital, that perhaps I wasn't safe to be around them or their children. Whereas when people ask me about work, I say I feel safer at the hospital than I do at the grocery store. That still remains true. I still feel safer at work than I feel at any grocery store.”(C329)

Some HCPs felt stigmatized for engaging in preventive behaviors at pandemic onset, such as wearing masks or using disinfectants at work, as the following participant described,

	“Yeah just a dig, a sneering comment because they think it's silly wearing a mask. Yes. And like I say, I noticed that more because masking has been become consistent for me.” (C200)

In Canada, some HCPs feared intersecting discrimination based on occupational stigma and race-based prejudice, as demonstrated in the following participant quote,

	“Quite a few of my coworkers are Asian and from different countries. A lot of them have felt that the patients have not been respectful. They have experienced xenophobia from patients.” (C908)
	“We avoid talking about that [stigma]…I do feel the stigma because of COVID… I am Chinese so I feel there's an association that most people feel that because you're Chinese it's your fault.” (C906)

Participants that did experience manifestations of stigma, as defined by the HSDF, reported experiences of nursing staff being told to leave their rented homes (Singapore), not being able to hail a taxi or take public transport (Singapore) or being denied service at certain pharmacies or stores (Canada).

Finally, we asked participants how they dealt with stigma and discrimination faced during the pandemic. In both samples, many HCPs highlighted how they stayed focused on doing their jobs and caring for patients, which aligns with the HSDF manifestations of resilience. In instances where they did experience stigmatization, they shared statements such as “I ignored it,” “I kind of got over it,” or “I didn't worry about that” and as demonstrated in the following quotation,

	“Initially, I was worried about whether people would, because we are on the front line, whether people would avoid us, because we are a high risk…but I think over time, I kind of got over it because, face it, I cannot be quitting my job just because I have to eliminate the fear. I like what I'm doing and I respect my job, so all the time I will come here [to work].” (S72).

Some participants in Singapore felt the community was rallying behind them and was appreciative of their work during the pandemic, as noted in the following quote,

	“I must say, I received a lot of goodie bags because of COVID-19, like the most amount of goodie bags I've received in my life” (S45).

This theme was not expressed by participants in Canada.





4 Discussion

Using the HSDF framework, we identified common themes across Canada and Singapore. HCPs perceived that stigma toward patients stemmed from the stigma drivers of fearing COVID-19 infection coupled with stereotypes, prejudice and blame toward population subsets. In both countries, individuals of Chinese ethnicity and Chinese tourists were targets of this stigma. In Singapore, migrant and temporary workers were perceived as having higher probability of having COVID-19, while in Canada, HCPs perceived an intensification of prejudice toward unhoused patients. Stigma marking for patients in both countries was attributed to race, and compounded by socioeconomic status in Canada, and occupation or legal status in Singapore. HCPs observed discriminatory behaviors toward these patient populations by both patients and colleagues. They reported that patients avoided seeking care to evade further stigmatization, with Canadian HCPs noting delayed presentations of advanced symptoms (Figure 1).
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FIGURE 1
 Healthcare providers' perceptions of COVID-19 stigma affecting patients.


HCPs also faced stigma driven by fear of infection and the consequences of testing positive, such as isolation and staff shortages. Some avoided testing, which fostered distrust among colleagues. In Canada, HCPs of Chinese ethnicity experienced compounded stigma related to race and occupation, both at work and in their communities, as people feared exposure to COVID-19. Despite facing stigmatization and, in some cases, overt discrimination, HCPs relied on resilience and a sense of duty. While Singaporean HCPs noted strong community support, this was not emphasized in Canada (Figure 2).


[image: Flowchart depicting healthcare providers' stigma-related experiences and responses in Canada and Singapore. Key areas include stigma experiences, practices, manifestations, marking, drivers, and facilitators. Strategies involve resilience and community support.]
FIGURE 2
 Healthcare providers' perceptions and experiences of stigma.


Our findings are comparable to other North American studies which showed significant declines in hospital admissions, emergency department visits, routine care appointments, and cancer care services during the COVID-19 pandemic (29–32). Stigmatization of healthcare workers was also reported globally during the pandemic (33–39). In May 2020, a community of health and humanitarian advocates issued a declaration describing the “harassment, stigmatization and physical violence” toward healthcare workers, noting that these experiences continued despite increased shows of public support for COVID-19 responders, as noted by our sample of Singaporean HCPs (36, 39). For racialized HCPs, intersecting stigmas compounded stigma manifestations and outcomes. In our Canadian sample, HCPs who were racialized, particularly those of Chinese or East Asian ethnicity, reported intersecting racial and occupational stigmas. Other research, including from our research series on stigma during COVID-19, show an intersection of occupational and race-based stigma among Chinese and East Asian individuals in Canada, fueled by systemic cultural biases and the historical social exclusion of Asian Canadians (11, 15, 40). Previous research by our team suggests that these sentiments were reinforced by media narratives and misinformation (16).

The trends we observed during COVID-19 are consistent with those reported during other infectious disease outbreaks, including the SARS epidemic. In the seminal 2008 Yellow Peril report, Leung describes the intersecting race-based and occupational stigma experienced by healthcare workers of East Asian ethnicity during the 2003 SARS outbreak in Toronto (41). Health facilities that cared for Chinese-ethnicity patients were labeled “SARS facilities”; attitudes by and toward healthcare workers (particularly those of East Asian or Southeast Asian ethnicity) at these facilities were often disrespectful (41). East and Southeast Asian nurses described being the targets of anger and isolation by their colleagues; these attitudes let to systemic racism in the workplace that lasted well beyond the immediate SARS outbreak (41).

Recalling the stigma and negative impacts experienced by healthcare workers during the SARS epidemic, some organizations such as the Canadian Medical Association offered free mental health supports and resources to healthcare workers (42). Despite these efforts, healthcare workers continued to report experiences of stigmatization and harassment, well into the pandemic, with similar sentiments reported in Singapore (43). In both countries, HCPs repeatedly called for increased protections from organizations and governments (43, 44). In our study, HCPs cited their own internal resilience and desire to “do their job” to care for patients as their main source of support, and did not cite the use of external programs or supports, with the exception of some HCPs in Singapore who felt the community rallied behind them.

The need for readily available programs and messages to address occupational stigma in the face of a public health emergency is critical, given the repeated patterns observed in recent crises. The effects of occupational stigma may not be immediately felt by healthcare providers, yet can be long-lasting (41), leading to burnout (34), fatigue and other mental health challenges. This allostatic load also disproportionately impacts workers who also experience stigma related to pre-conceived biases based on their race, age, gender, and socioeconomic status (45, 46). Thus, stigmatization not only creates harm for those experiencing it, but collectively challenges the resilience of a healthcare workforce during times of emergency. A compromised health workforce impacts capacity to respond to emergencies and requires systemic interventions (47).

Use of the HSDF highlights similarities in associative stigma experienced by HCPs during COVID-19 and other infectious disease outbreaks. For instance, studies have reported parallel experiences of HCPs working in the field of HIV/AIDS compared to COVID-19 (11, 15, 40). As such, the field of HIV research can provide powerful insights on combatting stigma using evidence-based strategies (16). Systematic reviews of strategies to reduce HIV stigma in healthcare settings suggest a need to implement stigma-reducing interventions at the individual, organizational and policy levels (48, 49). At the individual level, increased awareness of what stigma is and how it impacts patient-provider interactions is warranted. Clarifying healthcare workers' knowledge of infectious disease characteristics, including corrections of falsely held beliefs on transmission, is recommended (2). At the organizational level, recommended policies include adequate personal protective equipment and infection prevention and control guidelines and policies to protect the safety of healthcare workers and patients (2). In particular, policies rooted in health equity that provide added supports to marginalized or stigmatized groups, including those disproportionally impacted by the health crises [e.g., marginalized communities in Canada living in COVID-19 hotspots (50)] are required to reduce social blame and stereotyping attributed to outbreaks (51). Notably, our review of the literature identified few studies that evaluated the impact of strategies designed specifically to address associative stigma experienced by healthcare providers (16).

Our study used a theoretical framework and in-depth interviews with HCPs in two country settings, at the height of the COVID-19 pandemic and provides a cross-cultural comparison of HCP stigma perceptions and experiences. The consistency of experiences reported across the settings magnifies the need for emergency preparedness efforts to include messaging and programs aimed at mitigating stigmatization during health emergencies. Such messages should aim to directly address sentiments of prejudice and pre-existing stereotypes; in both Canada and Singapore, a need for messages addressing racism and biases toward racialized and marginalized populations was identified. For HCPs, such messaging should include supports to deal with stigmatizing behaviors and discriminatory attitudes, including those linked to infection prevention policies (e.g., isolation protocols).

This study has limitations. In Canada, recruitment efforts were mostly centered in Ontario, particularly the Greater Toronto Area. This was reflected in our participant demographics and the sample may not be representative of the experiences held by HCPs in other regions of Canada. In both our Canadian and Singaporean samples, we noted participant experiences of intersecting stigma (e.g., occupational and racial stigma). Additional probing to describe the manifestations of intersecting stigma would have provided a richer description of this phenomenon and an exploration on how intersecting stigma led to differences in experiences or outcomes for healthcare workers. In addition, since convenience sampling was used in this study, it is possible that views in this study may represent only part of the population. For instance, in Singapore, views of non-local HCPs may differ from locals. Our study also assessed HCPs' perceptions of stigma among their patient populations, though patients utilizing the healthcare system were not interviewed. However, parallel studies conducted by our team with members of the public in Canada and Singapore provide a public perspective on fear and stigma during the COVID-19 pandemic and correlate with identified themes (15, 16, 52, 53). Moreover, the participant pool included healthcare professionals in diverse roles. Participants with patient-facing roles and occupational markers (e.g., wearing scrubs) may have had a different experience compared to other healthcare workers. Finally, our data were collected between May to October 2020 in Canada and between October 2020 to February 2021 in Singapore, which represents the first and second COVID-19 waves. It is likely that experiences and drivers of stigma evolved during the pandemic (15, 54).



5 Conclusion

HCPs commonly experienced associative stigma during the COVID-19 pandemic; for some participants, particularly racialized HCPs in Canada, race-based stigma intersected with occupational stigma. HCPs also noted stigmatization of patient populations, particularly those from marginalized groups. The prevalence of stigmatization of healthcare workers during a health emergency has negative impacts on individuals, but also challenges the resilience of the healthcare workforce. Future research should evaluate the impact of multi-level strategies that address stigma at both a systems and individual level. Research should also determine how strategies can be adapted to address occupation-based stigmatization and its intersections.



Data availability statement

The datasets presented in this article are not publicly available to protect the privacy of participants and adhere with research ethics boards requirements, however, data are available upon reasonable request from the corresponding author. Requests to access the datasets should be directed at: Christine Fahim, Email: christine.fahim@unityhealth.to.



Ethics statement

The studies involving humans were approved by Unity Health Toronto's Research Ethics Board, REB#20-092 and by Singapore's National Healthcare Group Domain Specific Review Board (DSRB), reference number 2020/00582. The studies were conducted in accordance with the local legislation and institutional requirements. Written informed consent for participation was not required from the participants or the participants' legal guardians/next of kin because our local regulations allow for recorded verbal consent in place of written consent. As interviews were conducted via teleconference or videoconference, recorded verbal consent was used for the data collection detailed in this manuscript.



Author contributions

CF: Conceptualization, Data curation, Formal analysis, Funding acquisition, Investigation, Methodology, Project administration, Resources, Software, Supervision, Validation, Visualization, Writing – original draft, Writing – review & editing. CY: Writing – original draft, Writing – review & editing. JC: Conceptualization, Data curation, Formal analysis, Funding acquisition, Investigation, Methodology, Project administration, Resources, Software, Supervision, Validation, Visualization, Writing – original draft, Writing – review & editing. ST: Writing – original draft, Writing – review & editing. TL: Writing – original draft, Writing – review & editing. MW-K: Writing – original draft, Writing – review & editing. CM: Writing – original draft, Writing – review & editing. BT: Writing – original draft, Writing – review & editing. MM: Writing – original draft, Writing – review & editing. MS: Writing – original draft, Writing – review & editing. EW: Writing – original draft, Writing – review & editing. TO'S: Writing – original draft, Writing – review & editing. JL: Writing – original draft, Writing – review & editing. SS: Conceptualization, Data curation, Formal analysis, Funding acquisition, Investigation, Methodology, Project administration, Resources, Software, Supervision, Validation, Visualization, Writing – original draft, Writing – review & editing.



Funding

The author(s) declare financial support was received for the research, authorship, and/or publication of this article. This study was funded by Canadian Institutes for Health Research grant (Application #440278 awarded March 2020, PI: Christine Fahim).



Acknowledgments

The authors would like to thank Bronwyn Barker and Negin Pak for assisting with the preparation of this manuscript and Fatiah De Matas for supporting figure development. The authors would also like to thank Siew Pei Ong, Vivienne Le Mai Khanh and Nongluck Pussayapibul for supporting the study.



Conflict of interest

CY, BT, and JL were employed by Geriatric Education and Research Institute Ltd.

The remaining authors declare that the research was conducted in the absence of any commercial or financial relationships that could be construed as a potential conflict of interest.



Publisher's note

All claims expressed in this article are solely those of the authors and do not necessarily represent those of their affiliated organizations, or those of the publisher, the editors and the reviewers. Any product that may be evaluated in this article, or claim that may be made by its manufacturer, is not guaranteed or endorsed by the publisher.



Supplementary material
The Supplementary Material for this article can be found online at: https://www.frontiersin.org/articles/10.3389/fpubh.2024.1490814/full#supplementary-material



Abbreviations

HCPs, healthcare professionals; SARS, severe acute respiratory syndrome; CCNCTO, Chinese Canadian National Council – Toronto Chapter; HSDF, health stigma discrimination framework.



References
	 1. Nyblade L, Stockton MA, Giger K, Bond V, Ekstrand ML, Lean RM, et al. Stigma in health facilities: why it matters and how we can change it. BMC Med. (2019) 17:25. doi: 10.1186/s12916-019-1256-2
	 2. Nyblade L, Stangl A, Weiss E, Ashburn K. Combating HIV stigma in health care settings: what works? JIAS. (2009) 12:15. doi: 10.1186/1758-2652-12-15
	 3. Wester M, Giesecke J. Ebola and healthcare worker stigma. Scand J Public Health. (2019) 47:99–104. doi: 10.1177/1403494817753450
	 4. Yuan K, Huang XL, Yan W, Zhang YX, Gong YM, Su SZ, et al. A systematic review and meta-analysis on the prevalence of stigma in infectious diseases, including COVID-19: a call to action. Mol Psychiatry. (2022) 27:19–33. doi: 10.1038/s41380-021-01295-8
	 5. Zolnikov TR, Furio F. Stigma on first responders during COVID-19. Stigma Health. (2020) 5:375–9. doi: 10.1037/sah0000270
	 6. Ha PN, Chuc NTK, Hien HT, Larsson M, Pharris A. HIV-related stigma: impact on healthcare workers in Vietnam. Glob Public Health. (2013) 8:S61–74. doi: 10.1080/17441692.2013.799217
	 7. Saeed F, Mihan R, Mousavi SZ, Reniers RL, Bateni FS, Alikhani R, et al. A narrative review of stigma related to infectious disease outbreaks: what can be learned in the face of the COVID-19 pandemic? Front Psychiatry. (2020) 11:565919 doi: 10.3389/fpsyt.2020.565919
	 8. Zandifar A, Badrfam R, Mohammadian Khonsari N, Mohammadi MR, Asayesh H, Qorbani M. Prevalence and associated factors of posttraumatic stress symptoms and stigma among health care workers in contact with COVID-19 patients. Iran J Psychiatry. (2020) 15:340–50. doi: 10.18502/ijps.v15i4.4303
	 9. Søvold LE, Naslund JA, Kousoulis AA, Saxena S, Qoronfleh MW, Grobler C, et al. Prioritizing the mental health and well-being of healthcare workers: an urgent global public health priority. Front Public Health. (2021) 9:679397. doi: 10.3389/fpubh.2021.679397
	 10. Stechemesser A, Wenz L, Levermann A. Corona crisis fuels racially profiled hate in social media networks. EClinicalMedicine. (2020) 23:100372. doi: 10.1016/j.eclinm.2020.100372
	 11. Cooper J, Theivendrampillai S, Lee T, Marquez C, Lau MWK, Straus SE, et al. Exploring perceptions and experiences of stigma in Canada during the COVID-19 pandemic: a qualitative study. BMC Glob. Public Health. (2023) 1:26. doi: 10.1186/s44263-023-00020-7
	 12. World Health Organization. Coronavirus disease 2019 (COVID-19) Situation Report. World Health Organization (2020). Report No.: 27. Available at: https://www.who.int/docs/default-source/coronaviruse/situation-reports/20200216-sitrep-27-covid-19.pdf (accessed January 3, 2025).
	 13. Beech H. Tracking the Coronavirus: How Crowded Asian Cities Tackled an Epidemic. The New York Times. (2020). Available at: https://www.nytimes.com/2020/03/17/world/asia/coronavirus-singapore-hong-kong-taiwan.html (accessed November 29, 2024).
	 14. Eurosurveillance Editorial Team. Note from the editors: World Health Organization declares novel coronavirus (2019-nCoV) sixth public health emergency of international concern. Euro Surveill. (2020) 25:200131e. doi: 10.2807/1560-7917.ES.2020.25.5.200131e
	 15. Fahim C, Cooper J, Theivendrampillai S, Pham B, Straus SE. Exploring Canadian perceptions and experiences of stigma during the COVID-19 pandemic. Front Public Health. (2023) 11:1068268. doi: 10.3389/fpubh.2023.1068268
	 16. Yu CC, Tang B, Low JA, Mathew M, Straus S, Fahim C. A qualitative study on health stigma and discrimination in the first year of the COVID-19 pandemic: lessons learnt from a public health perspective. Front Public Health. (2023) 11:1143640. doi: 10.3389/fpubh.2023.1143640
	 17. Stangl AL, Earnshaw VA, Logie CH, van Brakel WC, Simbayi L, Barré I, et al. The health stigma and discrimination framework: a global, crosscutting framework to inform research, intervention development, and policy on health-related stigmas. BMC Med. (2019) 17:31. doi: 10.1186/s12916-019-1271-3
	 18. Tong A, Sainsbury P, Craig J. Consolidated criteria for reporting qualitative research (COREQ): a 32-item checklist for interviews and focus groups. Int J Qual Health Care. (2007) 19:349–57. doi: 10.1093/intqhc/mzm042
	 19. Gale NK, Heath G, Cameron E, Rashid S, Redwood S. Using the framework method for the analysis of qualitative data in multi-disciplinary health research. BMC Med Res Methodol. (2013) 13:117. doi: 10.1186/1471-2288-13-117
	 20. Government of Canada SC. Census in Brief: Linguistic diversity and multilingualism in Canadian homes. (2017). Available at: https://www12.statcan.gc.ca/census-recensement/2016/as-sa/98-200-x/2016010/98-200-x2016010-eng.cfm?wbdisable=true (accessed May 23, 2023).
	 21. Qualtrics. Qualtrics XM // The Leading Experience Management Software. Available at: https://www.qualtrics.com/ (accessed May 23, 2023).
	 22. Zoom. (2024). Available at: https://zoom.us/ (accessed February 27, 2024).
	 23. Francis JJ, Johnston M, Robertson C, Glidewell L, Entwistle V, Eccles MP, et al. What is an adequate sample size? Operationalising data saturation for theory-based interview studies. Psychol Health. (2010) 25:1229–45. doi: 10.1080/08870440903194015
	 24. NVivo Transcription. Lumivero. Available at: https://ca-transcription.mynvivo.com/landing (accessed May 23, 2023).
	 25. NVivo. Lumivero. Available at: https://lumivero.com/products/nvivo/ (accessed May 23, 2023).
	 26. QDA Miner Lite - Provalis Research. Montreal, QC: Provalis Research (2011). Available at: https://provalisresearch.com/products/qualitative-data-analysis-software/, https://provalisresearch.com/products/qualitative-data-analysis-software/ (accessed May 24, 2023).
	 27. Viera AJ, Garrett JM. Understanding interobserver agreement: the kappa statistic. Fam Med. (2005) 37:360–3.
	 28. Singapore Census of Population 2020, Statistical Release 1: Demographic Characteristics, Education, Language and Religion. Department of Statistics Singapore (2020). Available at: https://www.singstat.gov.sg/-/media/files/publications/cop2020/sr1/findings.pdf (accessed May 23, 2023).
	 29. Patt D, Gordan L, Diaz M, Okon T, Grady L, Harmison M, et al. Impact of COVID-19 on cancer care: how the pandemic is delaying cancer diagnosis and treatment for American seniors. JCO Clin Cancer Inform. (2020) 4:1059–71. doi: 10.1200/CCI.20.00134
	 30. Zeitouny S, Cheung DC, Bremner KE, Pataky RE, Pequeno P, Matelski J, et al. The impact of the early COVID-19 pandemic on healthcare system resource use and costs in two provinces in Canada: an interrupted time series analysis. PLoS ONE. (2023) 18:e0290646. doi: 10.1371/journal.pone.0290646
	 31. Arnetz BB, Goetz C, vanSchagen J, Baer W, Smith S, Arnetz JE. Patient-reported factors associated with avoidance of in-person care during the COVID-19 pandemic: results from a national survey. PLoS ONE. (2022) 17:e0272609. doi: 10.1371/journal.pone.0272609
	 32. Birkmeyer JD, Barnato A, Birkmeyer N, Bessler R, Skinner J. The impact of the COVID-19 pandemic on hospital admissions in the United States. Health Affairs. (2020) 39:2010. doi: 10.1377/hlthaff.2020.00980
	 33. Mostafa A, Sabry W, Mostafa NS. COVID-19-related stigmatization among a sample of Egyptian healthcare workers. PLoS ONE. (2020) 15:e0244172. doi: 10.1371/journal.pone.0244172
	 34. Ramaci T, Barattucci M, Ledda C, Rapisarda V. Social Stigma during COVID-19 and its impact on HCWs outcomes. Sustainability. (2020) 12:3834. doi: 10.3390/su12093834
	 35. Bhanot D, Singh T, Verma SK, Sharad S. Stigma and discrimination during COVID-19 pandemic. Front Public Health. (2021) 8:577018. doi: 10.3389/fpubh.2020.577018
	 36. Grover S, Singh P, Sahoo S, Mehra A. Stigma related to COVID-19 infection: are the Health Care Workers stigmatizing their own colleagues? Asian J Psychiatr. (2020) 53:102381. doi: 10.1016/j.ajp.2020.102381
	 37. Yufika A, Pratama R, Anwar S, Winardi W, Librianty N, Prashanti NAP, et al. Stigma associated with COVID-19 among health care workers in Indonesia. Disaster Med Public Health Prep. (2022) 16:1942–6. doi: 10.1017/dmp.2021.93
	 38. Taylor S, Landry CA, Rachor GS, Paluszek MM, Asmundson GJG. Fear and avoidance of healthcare workers: an important, under-recognized form of stigmatization during the COVID-19 pandemic. J Anxiety Disord. (2020) 75:102289. doi: 10.1016/j.janxdis.2020.102289
	 39. Bagcchi S. Stigma during the COVID-19 pandemic. Lancet Infect Dis. (2020) 20:782. doi: 10.1016/S1473-3099(20)30498-9
	 40. Gardner DM, Briggs CQ, Ryan AM. It is your fault: workplace consequences of anti-Asian stigma during COVID-19. Equal Divers Incl. (2021) 41:3–18. doi: 10.1108/EDI-08-2020-0252
	 41. Leung C. The yellow peril revisited: the impact of SARS on Chinese and Southeast Asian communities. Resour Fem Res. (2008) 33:135.
	 42. Wu PE, Styra R, Gold WL. Mitigating the psychological effects of COVID-19 on health care workers. CMAJ. (2020) 192:E459–60. doi: 10.1503/cmaj.200519
	 43. Miller A. “Under attack”: Canadian health-care workers call for more protection from harassment and threats | CBC News. CBC News. (2021). Available at: https://www.cbc.ca/news/health/anti-vaxxers-canada-online-hate-healthcare-workers-safety-1.6247682 (accessed November 28, 2024).
	 44. Cheng L, Loh Zi Hui A. How to combat stigma against Singapore healthcare workers amid Covid-19 - TODAY. Today. (2021). Available at: https://www.todayonline.com/commentary/ways-combat-stigma-against-healthcare-workers-during-covid-19 (accessed November 28, 2024).
	 45. Roelen K, Ackley C, Boyce P, Farina N, Ripoll S. COVID-19 in LMICs: the need to place stigma front and centre to its response. Eur J Dev Res. (2020) 32:1592–612. doi: 10.1057/s41287-020-00316-6
	 46. Jain S, Das AK, Talwar V, Kishore J, Heena, Ganapathy U. Social stigma of COVID-19 experienced by frontline healthcare workers of department of anaesthesia and critical care of a tertiary healthcare institution in Delhi Indian J Crit Care Med. (2021) 25:1241–6. doi: 10.5005/jp-journals-10071-24008
	 47. Khan Y, O'Sullivan T, Brown A, Tracey S, Gibson J, Généreux M, et al. Public health emergency preparedness: a framework to promote resilience. BMC Public Health. (2018) 18:1344. doi: 10.1186/s12889-018-6250-7
	 48. Stangl AL, Lloyd JK, Brady LM, Holland CE, Baral S. A systematic review of interventions to reduce HIV-related stigma and discrimination from 2002 to 2013: how far have we come? J Int AIDS Soc. (2013) 16(3Suppl 2):18734. doi: 10.7448/IAS.16.3.18734
	 49. Ferguson L, Gruskin S, Bolshakova M, Rozelle M, Yagyu S, Kasoka K, et al. Systematic review and quantitative and qualitative comparative analysis of interventions to address HIV-related stigma and discrimination. AIDS. (2023) 37:1919. doi: 10.1097/QAD.0000000000003628
	 50. Mishra S, Ma H, Moloney G, Yiu KCY, Darvin D, Landsman D, et al. Increasing concentration of COVID-19 by socioeconomic determinants and geography in Toronto, Canada: an observational study. Ann Epidemiol. (2022) 65:84–92. doi: 10.1016/j.annepidem.2021.07.007
	 51. O'Sullivan TL, Phillips KP. From SARS to pandemic influenza: the framing of high-risk populations. Nat Hazards. (2019) 98:103–17. doi: 10.1007/s11069-019-03584-6
	 52. Fahim C, Cooper J, Theivendrampillai S, Pham B, Straus S. Ontarians' Perceptions of Public Health Communications and Misinformation During the COVID-19 Pandemic: Survey Study. JMIR Preprints. Available at: https://preprints.jmir.org/preprint/38323 (accessed May 29, 2023).
	 53. Theivendrampillai S, Cooper J, Lee T, Lau MWK, Marquez C, Straus SE, et al. Canadian public perceptions and experiences with information during the COVID-19 pandemic: strategies to optimize future risk communications. BMC Public Health. (2023) 23:796. doi: 10.1186/s12889-023-15659-y
	 54. Bor A, Jørgensen F, Petersen MB. Discriminatory attitudes against unvaccinated people during the pandemic. Nature. (2023) 613:704–11. doi: 10.1038/s41586-022-05607-y
	Copyright
 © 2025 Fahim, Yu, Cooper, Theivendrampillai, Lee, Wai-Ki Lau, Marquez, Tang, Mathew, Sharma, Wong, O'Sullivan, Low and Straus. This is an open-access article distributed under the terms of the Creative Commons Attribution License (CC BY). The use, distribution or reproduction in other forums is permitted, provided the original author(s) and the copyright owner(s) are credited and that the original publication in this journal is cited, in accordance with accepted academic practice. No use, distribution or reproduction is permitted which does not comply with these terms.





ORIGINAL RESEARCH

published: 28 January 2025

doi: 10.3389/fpsyt.2024.1501194

[image: image2]


Stigmatization of people with mental illness – a matter of milieu-specific worldviews? Results from a population-based survey in Germany


Jenny Spahlholz 1*, Eva Baumann 2, Sven Speerforck 1,3, Christian Sander 1,3, Matthias C. Angermeyer 4 and Georg Schomerus 1,3


1 Department of Psychiatry and Psychotherapy, University of Leipzig Medical Faculty, Leipzig, Germany, 2 Department of Journalism and Communication Research, Hanover University of Music, Drama, and Media, Hanover, Germany, 3 Department of Psychiatry and Psychotherapy, University of Leipzig Medical Center, Leipzig,  Germany, 4 Center for Public Mental Health, Gösing am Wagram, Austria




Edited by: 

Renato de Filippis, University Magna Graecia of Catanzaro, Italy

Reviewed by: 

Massimo Tusconi, University of Cagliari, Italy

Mohammadreza Shalbafan, Iran University of Medical Sciences, Iran

*Correspondence: 

Jenny Spahlholz
 jenny.spahlholz@medizin.uni-leipzig.de


Received: 24 September 2024

Accepted: 30 December 2024

Published: 28 January 2025

Citation:
Spahlholz J, Baumann E, Speerforck S, Sander C, Angermeyer MC and Schomerus G (2025) Stigmatization of people with mental illness – a matter of milieu-specific worldviews? Results from a population-based survey in Germany. Front. Psychiatry 15:1501194. doi: 10.3389/fpsyt.2024.1501194






Background

Despite numerous awareness campaigns and anti-stigma programs, people with mental illness, particularly schizophrenia, are still stigmatized. Although the society is both cause and solution, societal-level conditions, such as society’s customs and policies that legitimize and perpetuate stigmatization is often neglected. We used a milieu approach to investigate how shared social, cultural and political orientations and expectations are associated with manifestations of the mental-illness related stigma.





Methods

We analyzed cross-sectional data from 3,042 adults aged ≥18 years from a national vignette-based representative survey on the stigma of mental illness in Germany from 2020. For milieu classification, we used an established population segmentation tool based on values and political preferences. Two stigma measures associated with the stereotype and status loss/discrimination components were assessed (i.e., the Social Distance Scale and a list of well-known stereotypes associated with depression or schizophrenia). Descriptive analyses and one-way ANOVAs with post-hoc pairwise contrasts between milieu groups were used to evaluate agreement on stereotypes and the desire for social distance towards people with depression or schizophrenia.





Results

Negative stereotypes about people with a depression (i.e., beliefs about being weak-willed) and schizophrenia (i.e., beliefs about dangerousness) tended to be more common in milieu groups leaning more toward the authoritarian pole. Milieu groups with a more liberal attitude on the socio-cultural dimension further expressed a lower desire for social distance towards people with depression (p<0.001). However, the extent of differentiation between the milieu groups was less pronounced regarding the desire for social distance towards people with schizophrenia than towards people with depression.





Conclusion

Our findings suggest that socio-cultural and socioeconomic dimensions of the society can be used for both describing heterogeneous societies and illuminating the underlying social structure of stigma. In addition to making blind spots more visible (i.e., schizophrenia), milieu-specific knowledge could be useful in deciding which intervention components are most appropriate for which milieu groups and how to apply them successfully.
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1 Introduction

Since the late 1990s, the dual burden of mental illness and mental illness-related stigma has become globally more aware. This may largely be contributed to the efforts of international organizations such as the World Health Organization (WHO), the World Psychiatric Association (WPA), the World Association for Social Psychiatry and several nongovernmental organizations (1). Educational programs on schizophrenia (i.e., the Open-the-Doors program) were WPAs first step in what would become a major international effort to combat stigmatization of people with schizophrenia (2, 3). A short time later, the WHO systematically addressed the stigma related to mental illness and its consequences through awareness raising and advocacy efforts. The recognition of stigma as an important barrier to appropriate treatment (i.e., recognized as such for the first time in the World Health Report, 2001) and the implementation of global anti-stigma awareness campaigns (i.e., implemented as such for the first time by the World Health Day, 2001) were important milestones on this path (4–6). Stimulated by these developments, numerous programs and campaigns aimed at reducing stigmatization have been undertaken across the world (7–9). But fighting stigma has turned out as a multifaceted, difficult, and yet unresolved task on different societal levels.

Large-scale anti-stigma programs (i.e. England’s Time to Change programme) are found to have small to moderate long-term effects (10). Furthermore, time-trend studies on changes of stigma in the U.S. and Germany (8, 11) equally found that stigmatizing attitudes are specific to different mental health conditions by providing evidence of significant decreases in public stigma toward depression, but not for schizophrenia or alcohol dependence.

These findings have provoked ideas on rethinking the stigma concept and on retooling reduction strategies. There are calls for addressing more intensively structural aspects of the mental illness stigma (11) by recognizing societal-level conditions that legitimize and perpetuate stigmatization (12). Stigma is a social phenomenon rooted in social structures (13). The decision to stigmatize an individual is not an individual decision; rather, it is embedded in social structures in which people live.

Consequently, there is a need to focus on both discriminatory social structures (e.g., laws and policies) and on existing cultural norms that make it justifiable to devalue certain identities/statuses (12, 14). Aside from cultural variations in the mental illness stigma (15), we argue that there is a need to analyze differences within societies more intensively. Due to growing migration worldwide, western societies have become more ethnically and culturally diverse (16). And in the light of increasing and polarizing social conflicts, tendencies of social division (i.e., the experience of living in different worlds or bubbles) are often discussed. German society is far away from being divided into ‘separate bubbles’ (17). However, societies are made up of different social groups that may, of course, represent different social, cultural, and political values.

Values are intertwined with attitudes and behavior and might therefore be reflected in both attitudes and behavior of people. (18). A closer look at certain social groups might show differences between these groups in the way they think and behave towards mental illnesses. Traditional analyses are largely limited to the question of how certain attitudes or discriminatory behavior are distributed in the population as a whole, but not across individual social groups.

And, beyond that, existing subgroup analyses on sociodemographic characteristics provide limited insight into stigma in general, as well as the differences in stigma between depression and schizophrenia (11). In the present study, we therefore use a milieu approach to shed light on broader social strata. In addition to the objective social situation, measured by income or education, attitudes and basic orientations, the mentalities of people are considered (19). Looking at stigmatization through a ‘milieu lens’ offers an opportunity for studying how social, cultural, and political realities are related to mental-illness stigma. It recognizes value orientations and expectations about society as lenses on what is important for people (e.g., liberalism, traditionalism, achievement-orientation). In this study, we apply this framework to the sociological understanding of the stigma associated with mental illness, aiming at providing a better understanding of societal-level conditions beyond stigmatization.




2 Materials and methods



2.1 Study design and sample

We utilized data collected from the fourth wave of a national trend survey (Evolutions2020) with a strict focus on changes in public attitudes towards people with mental illness in Germany (8). The long-term perspective is not considered in the present analysis, as in this wave of data collection the milieus have been surveyed for the first time. Overall, 3,042 people from a probability-based sample of ≥18 years old German provided answers in a face-to-face interview (84,7%) or a self-administered questionnaire (15.3%) which was implemented as an online survey due to COVID-19 restrictions, resulting in a response rate of 57.1%.

Regarding sociodemographic data, our sample was highly comparable to the German population in terms of age and gender, while respondents with a higher educational level (more than 10 years of schooling) were slightly underrepresented (see Supplementary Table 1). An external market and social research institute (USUMA, Berlin, Germany) was commissioned with carrying out the data collection for the study; all respondents provided verbal or written consent to participate and received written information about handling of their data and their right to withdraw from the study at any time. The study was approved by the review board of Greifswald University Medical Center (BB 195/18).




2.2 Vignettes

Each interview began with the presentation of an unlabeled vignette (German language), describing the symptoms of an individual meeting the DSM-II-R criteria for depression or schizophrenia without mentioning the diagnosis. Respondents were assigned at random to one of four vignettes, varying in symptoms (schizophrenia or major depressive disorder) and gender (male or female). Of the total number of respondents, 1,530 received the depression vignettes, and 1,512 received the schizophrenia vignettes. Respondents were then asked to respond to the vignette on a number of rating scales in German language (also with the following two scales).




2.3 Stereotypes

We presented a list of eleven adjectives and asked respondents to rate their level of agreement with the items on a five-point Likert scale from ‘strongly agree’ (1) to ‘strongly disagree’ (5) (20). According to research on stereotypes about people with mental illnesses (21, 22), analyses presented here address only those adjectives that have revealed as most relevant for people with a depression (i.e., beliefs about being weak-willed) or people with a schizophrenia (i.e., beliefs about dangerousness).




2.4 Desire for social distance

We used the Social Distance Scale (SDS) developed by Link et al. (23) to assess respondents’ willingness to accept the person described in the vignette in seven hypothetical situations like working together or having as a neighbor (i.e., as an measure of discrimination). Responses were given on a five-point-Likert scale from ‘very likely’ (1) to ‘very unlikely’ (5) (higher scores indicate stronger desire for social distance). Cronbach’s Alpha was .92.




2.5 Milieu groups

The milieu group classification applied in the present study represent a two-dimensional model that maps individual basic values and political attitudes along a socio-cultural and a socioeconomic axis. Originally developed in a study by the Friedrich Ebert Foundation (24), the milieu typology was validated and adapted to changing social realities by Müller-Hilmer and Gagné (25). The present study is based on this adapted typology of nine milieus, which was already applied by the authors of the present study to evaluate milieu-specific help-seeking behavior due to emotional problems. Full details of the methodology have been reported elsewhere (26), details of the sociodemographic characteristics of the milieu groups are included as a supplement in Spahlholz et al. (26).

On a two-axis chart with a vertical socio-cultural dimension (libertarian versus authoritarian values) and a horizontal socioeconomic dimension (market liberalization versus a more regulated economy), four out of nine milieu groups can be positioned in the left quadrants. These milieu groups endorse a more regulated economy and mainly the younger and high educated cosmopolitan intellectuals and the committed citizenship strongly adopt liberal values. More authoritarian along the socio-cultural axis (but also with pro-government regulation preferences), the market sceptics, consisting of a large proportion of elderly people (above 60 years) exhibit high levels of distributional concerns and market skepticism. While the much more authoritarian and younger participation-oriented express strong demands in general welfare state principles toward their own nation whilst refusing policies related to European solidarity.

Four further milieu groups can be positioned on the right of the socio-economic axis. Respondents of these milieu groups support a free-market economy, which they consider beneficial to all people (i.e., the social market optimists). Also, in favor of market liberalization, but closer to the authoritarian pole, the conservatives, the performance-oriented, and the individualists can be positioned. They value performance-related compensation and gratification (the conservatives), have strong preferences for promotion of elites (the performance-oriented) or adopt more clearly anti-migration, anti-EU, and anti-globalization positions (the individualists). In the middle of socioeconomic axis but also close to the authoritarian pole, one milieu group can be positioned (the disappointed).




2.6 Analyses

For the descriptive analyses, means, standard deviations, and percentages were used. Regarding the stereotypes, we collapsed the responses of ‘strongly agree’ and ‘agree’ into one category. Overall percentage of agreement was calculated as the number of observed agreements divided by the number of possible agreements (separated by milieu groups). Regarding the SDS, mean scores and standard deviations were calculated for all milieu groups, higher scores indicate stronger desire for social distance. Cronbachs’s alpha for the SDS was used to evaluate the reliability of internal consistence. We used one-way analyses of variance (ANOVAs) with post hoc pairwise contrasts to test differences in the desire of social distance towards people with a depression or a schizophrenia between the nine milieu groups. Variables were tested for normal distribution and homogeneity of variance. Although, the normality assumption was not fulfilled, a parametric method was used in the analyses. We therefore refer to the large portion of the literature on robustness of F-test for ANOVA to non-normality (27–29) and utilized a bootstrapping with 1,000 resamples. The significance level was set as p < 0.05, and all data analyses were conducted using Stata (16.1, StataCorp LLC, College Station, TX).





3 Results



3.1 Descriptive results from the assessment of stereotypes

For the depression vignette, 41.7% of the respondents of the participation-oriented agreed with the statement that the individual described in the vignette is weak-willed, followed by 37.8% of the disappointed, and 31.6% of the performance-oriented milieu group. The statement was further agreed by one quarter of the respondents of the conservatives (26.8%), the market sceptics (25.6%), and the individualists (21.3%). Within the more liberal milieu groups, agreement rates for the ‘weak-willed’-statement ranged between 17.2% (the cosmopolitan intellectuals) and 21.5% (the committed citizenship).

Regarding the schizophrenia vignette, every second respondent of the participation-oriented milieu group (50.9%) agreed with the dangerousness-statement. The overall levels of concerns on this issue were also quite high within the remaining authoritarian milieu groups, with about one third of the respondents of the disappointed (34.6%), the conservatives (33.5%), the performance-oriented (31.1%), and the individualists (29.6%) perceiving people with a schizophrenia as dangerous. Within the more liberal milieu groups, 19.0% of the social market optimists viewed the individual in the vignette as dangerous, followed by 21.2% of the cosmopolitan intellectuals, 22.5% of the committed citizenship, and 24.1% of the market sceptics. Agreement with the statements are listed in Table 1.

Table 1 | Agreement with the statements (in %).


[image: Table comparing agreement percentages with two statements: weak-willed and dangerousness. Categories: participation-oriented (41.7%, 50.9%), disappointed (37.8%, 34.6%), performance-oriented (31.6%, 31.1%), conservatives (26.8%, 33.5%), market skeptics (25.6%, 24.1%), committed citizenship (21.5%, 22.5%), individualists (21.3%, 29.6%), social market optimists (19.8%, 19.0%), cosmopolitan intellectuals (17.2%, 21.2%).]



3.2 One-way ANOVA test results for the SDS scale

The desire for social distance from people with depression differed statistically significant for the different milieu groups with F(8, 1517) = 17.79, p < 0.001. As illustrated in Figure 1, mean scores on the SDS ranged from 2.52 (SD=0.83; the cosmopolitan intellectuals) to 3.33 (SD=0.98; the disappointed). The mean score of the cosmopolitan intellectuals differed significantly from the mean scores of all other milieu groups, except for the social market optimists (M=2.79, SD=0.80), constituting the second lowest overall mean score on the SDS. The mean score of the social market optimists was also significantly lower than the mean scores of milieu groups that are leaning more towards the authoritarian pole, with exception of the mean score of the market sceptics (M=3.0, SD=1.05). Within the more liberal milieu group, the mean score of the committed citizenship differed significantly from that recorded for the cosmopolitan intellectuals (2.91 vs. 2.52).

[image: Diagram illustrating different societal groups based on values and economic preferences. Groups are titled: cosmopolitan intellectuals, committed citizenship, social market optimists, market skeptics, disappointed, conservatives, performance oriented, participation-oriented, and individualists. Each group is positioned along axes of libertarian versus authoritarian values and more regulated versus market liberalization economies, with mean scores and standard deviations noted. Dotted and solid lines connect some groups, indicating relationships.]
Figure 1 | Mean ratings (M) of public's desire for social distance from people with a depression, separated by milieu groups (Adapted from 25). Dotted lines represent groups with similar levels (i.e. differences below significance) of social distance; numbers in parentheses () represent milieu groups, superscript-numbers in circles represent significant mean differences.

Within the more authoritarian milieu groups, we found statistically significant differences in the SDS mean scores between the market sceptics and the disappointed (3.0 vs. 3.33). Table 2 summarizes the results of the post hoc pairwise contrasts.

Table 2 | Statistically significant mean differences across Milieu groups for the social distance depression scores (results of pairwise contrasts from one-way ANOVA after bonferroni adjustment) with 95% confidence intervals (CI).


[image: A table comparing different groups: cosmopolitan intellectuals, committed citizenship, social market optimists, and disappointed. Each group is contrasted with others in terms of committed citizenship, market sceptics, participation-oriented, disappointed, conservatives, individualists, and performance-oriented. Contrast and confidence intervals are provided along with significance values, showing all contrasts are significant with p-values less than 0.001 or 0.01.]
For the schizophrenia vignette, we found significant mean differences in total scores of the SDS across the nine milieu groups with F(8, 1492) = 11.23, p < 0.001. As illustrated in Figure 2, mean scores on the SDS ranged from 3.39 (SD=0.97; the cosmopolitan intellectuals) to 4.04 (SD=0.74; the conservatives). We found no differences in the SDS mean scores within more liberal milieu groups (i.e., the cosmopolitan intellectuals, the committed citizenship, and the social market optimists), but the mean scores differed significantly between the more liberal milieu groups and most milieu groups that are leaning more towards the authoritarian pole. The cosmopolitan intellectuals and the committed citizenship milieu groups had significantly lower mean scores than the conservatives (M=4.04, SD=0.74), the participation-oriented (M=4.01, SD=0.84), the market sceptics (M=3.89, SD=0.86) and the disappointed (M=3.76, SD=0.98). The mean score of the cosmopolitan intellectuals further differed significantly from the mean score of the individualists (M=3.72, SD=0.85). No differences in the mean scores were found between the cosmopolitan intellectuals and the performance-oriented as well as between the committed citizenship and the performance-oriented and between the committed citizenship and the individualists.

[image: Diagram showing nine ideological groups on axes of economy regulation and values. Groups include cosmopolitan intellectuals, committed citizenship, social market optimists, market skeptics, disappointed, conservatives, performance-oriented, participation-oriented, and individualists, with mean scores and standard deviations. Dotted lines indicate relationships among groups.]
Figure 2 | Mean ratings of public's desire for social distance from people with a schizophrenia, separated by milieu groups (Adapted from 25). Dotted lines represent groups with similar levels (i.e. differences below significance) of social distance; numbers in parentheses () represent milieu groups, superscript-numbers in circles represent significant mean differences.

The desire for social distance from people with schizophrenia was also lower in the social market optimists (M=3.48, SD=0.83) compared to the conservatives (M=4.04, SD=0.74) and the participation-oriented (M=4.01, SD=0.84). No differences in the mean scores were found between the social market optimists and the market sceptics, the social market optimists and the disappointed, the social market optimists and the performance-oriented as well as between the social market optimists and the individualists.

Within the more authoritarian milieu groups, we found statistically significant pairwise comparison between the conservatives and the performance oriented (4.04 vs. 3.64) and between the conservatives and the individualists (4.04 vs. 3.72). Table 3 summarizes the results of the post hoc pairwise contrasts.

Table 3 | Statistically significant mean differences across Milieu Groups for the social distance schizophrenia scores (results of pairwise contrasts from one-way ANOVA after bonferroni adjustment) with 95% confidence intervals (CI).
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4 Discussion

We analyzed the interrelation of stigmatization of people with mental illness and the value-world in which people live, think, and act. At this broader, milieu level, our results indicate differences between perceptions and attitudes towards people with depression and schizophrenia among nine milieu groups. Attributions of ‘weakness of will’ and ‘dangerousness’ were common, especially within milieu groups that are leaning more towards the authoritarian pole. We identified at least three out of nine milieu groups with nearly or more than one third of the respondents’ perceiving people with a depression as weak-willed, respectively people with a schizophrenia as dangerous.

This is in accordance with previous studies showing a high agreement with these statements. A review article conducted by Jorm et al. (21), for example, reported prevalence rates of the belief in dangerousness for early and chronic schizophrenia from 20.4% to 60%. While attitudes about depression have improved in the past decades (8, 11), research shows that attributions of personal weakness are still present in the public mind with approval rates of approximately 43% (22, 30)]. Moreover, we identified one milieu group that stands out particularly negatively (i.e., the participation-oriented milieu group) with high levels of agreement for both statements and potential preferences in creating or encouraging ‘us-versus-them’ relations. Regarding political and social attitudes, respondents of the participation-oriented milieu group expressed strong demands in general welfare principles towards their own nation whilst refusing policies related to European solidarity. The tendency to favor the ingroup over the outgroup and to think of the world in ‘us versus them’ terms is known to affect several political and social attitudes (31). Using Link and Phelan (32) conceptualization of stigma, the ‘us versus them’ thinking (i.e., the cognitive separating component) is also associated with negative attributions to the outgroup and social distancing. People with a mental illness are perceived as distinct and separate from those without mental illness. This ‘us versus them’ mentality fosters the belief that people with mental illnesses are fundamentally different, thereby increasing social distance (32, 33).

Regarding the desire for social distance from people with depression or schizophrenia, we found significant milieu differences, whereby the desire for social distance from people with schizophrenia was generally more pronounced than the desire for social distance from people with depression. This finding is in line with previous research (8, 11, 34) arguing that firstly, the acceptance of biological explanations for serious mental illnesses increases stigmatizing attitudes and social distance, secondly, buffering factors such as familiarity with the disorder due to own clinical history or of that of a close other are more strongly related to depression than in schizophrenia, and thirdly, depression is more likely viewed in a dimensional versus a categorical conceptualization (8).

On milieu level, our findings suggest that milieu groups with a more liberal attitude on the socio-cultural dimension expressed a lower desire for social distancing towards depression and there was also a certain tendency to express a lower desire for social distancing towards schizophrenia. Regarding depression, distinctiveness (i.e., based on the number of statistically significant mean differences between the more liberal and the more authoritarian milieu groups) was high. Significant mean differences were detected between liberal – and all authoritarian milieu groups (i.e., the cosmopolitan intellectuals) or at least four out of six authoritarian milieu groups (i.e., the committed citizenship, the social market optimists). Those who speak out in favor of social liberalization, but also endorse economic conservatism (the cosmopolitan intellectuals, the committed citizenship) desired less social distance from the people depicted in the vignettes as well as those who speak out of in favor of both, social liberalization, and market liberalization (the social market optimists). Social conservatism or authoritarianism and intolerance of deviance or outgroups are often viewed as intertwined, as well as tolerance and liberalism (35). Tolerance is usually regarded as an integral part of the liberal identity and probably both are consequences of personal traits like openness.

Several studies have shown that openness may influence prejudices and tolerance (36) and beyond that, several other studies have already shown that openness to experiences is positively correlated with liberalism (37). It is therefore quite possible that milieu groups with a more liberal attitude on the socio-cultural dimension (i.e., the cosmopolitan intellectuals, the committed citizenship, and the social market optimists) are more open to mental health issues and therefore express a lower desire for social distance towards people with mental illnesses.

Research further reveals that liberals want to feel more empathy and experience more empathy than conservatives do (38). They might more often talk and listen to stories of lived experiences, which in turn can break down the stigma surrounding mental illnesses. Further, consensus within the two poles with more liberal – or authoritarian values was high. For example, we identified only one significant pairwise comparison within all authoritarian milieu groups with the disappointed having the highest mean scores on the SDS and the market sceptics having the lowest mean scores. Those who voice doubts and disappointment about a lack of fairness, societal diversity, and European solidarity (i.e., the disappointed) are more negative towards people with depression depicted in the unlabeled vignettes. The doubts and uncertainties regarding the (unpredictable) dynamics of the world seem to be a basic characteristic of this milieu group and the desire for social distance might be a further consequence of increased uncertainty regarding the deviation from ideal or normal mental health. The unpredictability – not only regarding the individual with depression in the case vignettes but also regarding political, social, or economic changes across the world – potentially raises several doubts and uncertainties which in turn might lead to people withdrawing or wanting more distance.

Regarding schizophrenia, distinctiveness between the more liberal – and the more authoritarian milieu groups was less pronounced. Notably, a smaller number of significant mean differences was observed. Particularly for the social market optimists, we observed only two significant mean differences and that was between milieu groups with the highest (i.e., the conservatives) and the second highest (i.e., the participation-oriented) preferences for social distance. Compared to the depression vignette, consensus within the more authoritarian milieu groups was comparable. We identified two significant pairwise comparisons within all authoritarian milieu groups, located all within the fourth quadrant of the two-axis chart (i.e., representing authoritarian values and economically liberal positions). Those, who emphasize individual performance, performance-related compensation, and gratification by opposing social assistance transfers as well as preferring a profit-oriented economy (i.e., the conservatives) more intensively wanted to distance themselves from people with schizophrenia than milieu groups who emphasize even more the benefits of market liberalization and competition (i.e., the performance-oriented) or adopt even more authoritarian values (i.e., the individualists). In contrast to the third quadrant of the two-axis chart (i.e., representing authoritarian values and economically conservative positions), the fourth quadrant appears to be more inhomogeneous and predominantly more tolerant towards people with schizophrenia. The preferences of the performance-oriented were similar to the preferences of all three milieu groups with a more liberal attitude. An almost similar pattern was observed for the individualists. Only the conservative’s milieu group, with a larger proportion of older men with higher incomes, does not seem to fit the pattern here. These ‘successful’ high performers diverge from predominantly female and more liberal milieu groups as well as lower-income milieu groups within the fourth quadrant (i.e., the performance-oriented and the individualists). For the conservatives, having a serious mental illness such as schizophrenia might be more associated with failure and poor performance and therefore incompatible with their own self-conception.

This would also fit into the picture that the conservatives themselves are less likely to seek psychotherapeutic help due to mental health problems. Their understanding of mental illnesses might diverge from prevailing ideas of masculinity and performance expectations (26) which in turn could also be evident in their dealing with people with schizophrenia (39).

Overall, our findings suggest that milieu-specific differences are more visible regarding depression than schizophrenia. We discussed a higher liberal-authoritarian distinctiveness regarding the desire for social distance towards people with depression than towards people with schizophrenia. Explaining this pattern is actually somewhat difficult; however, we argue that the manner in which mental health awareness campaigns are designed and delivered could be used as an explanation. Awareness campaigns primarily refer to depression and less to schizophrenia. Consequently, primarily attitudes towards people with depression are changing (40). At the same time, research (41) finds that there are demographic groups with higher campaign awareness (e.g., women, younger people). We argue that people with more liberal attitudes may also be more receptive to destigmatizing messages about depression but not about schizophrenia. Schizophrenia is usually not visible in awareness campaigns. Across all milieu groups, there is a general level of unfamiliarity. Milieu-specific differences are therefore less visible.

The year 2024 marks more than 30 years since the WHO systematically addressed the stigma related to mental illness and its consequences through awareness raising and advocacy efforts. In contrast to the 1990s, awareness of (certain) mental illnesses is on the rise, and much has been done to achieve the goal of ending stigmatization.

Stigmatization has been seen through the lenses of different perspectives and countries (for an overview see 42). However, there is still much to be done. According to this, a Lancet commission on ending stigma and discrimination in mental health has summarized interventions for stigma reduction. In this umbrella review of 216 systematic reviews, interventions based on the principle of social contact that have been appropriately adapted to different contexts and cultures are highlighted as particularly effective to reduce stigmatization worldwide (for an overview see 43). Milieu research typically provides insights into the context of individuals’ lives and therefore recognizes the social embeddedness of stigmatization.



4.1 Conclusion

As a result, we illustrate that milieu groups with similar liberal or authoritarian values do not automatically represent similar preferences related to mental illnesses. For a better understanding, a distinction between a cultural liberal-authoritarian dimension and a socio-economic dimension (market liberalization vs. a more regulated economy) therefore provide an additional explanatory power. Milieu-specific knowledge could be useful in deciding which intervention components are most appropriate for which milieu groups (e.g., psychoeducation, social contact, social networking). There seem to be milieu groups in which negative attitudes towards people with mental illnesses seem to be more pronounced than in other milieu groups (e.g., the participation-oriented) as well as milieu groups with a stronger desire for social distance from people with serious mental illness (e.g., the conservatives). Moreover, there is need to understand how to apply a milieu-specific lens to specific interventions. This includes not only the consideration of specific components or techniques to reduce stigma, but also the way in which groups can be addressed in a milieu-specific way. Building on previous works (e.g., the recommendation of the Lancet Commission) but setting milieu-specific foci and making blind spots visible (i.e. schizophrenia) might be useful to combat stigmatization towards people with serious mental illnesses.




4.2 Strengths and limitations

In the present study, we examined stigmatization towards people with mental illnesses at latent group level by considering socioeconomic and socio-cultural value differences. We therefore combined traditional knowledge on public’s attitudes and preferences for social distance from people with depression or schizophrenia with additional contextual knowledge. This broader approach provides a more contextualized understanding of stigmatization in mental illnesses, and it might be this ‘contextualized lens’ on stigmatization that will aid in developing more effective anti-stigma interventions. Our study also has some limitations. Since no standard typology of milieus in Germany exists, and several limitations are discussed (e.g., the conceptualizing of values, the consideration of socio-economic characteristics or the replicability) (44), a milieu-typology already used for policy, research, and debates on right-wing populism (25) was chosen for the present study. While we have utilized values and political preferences that are probably not limited to the German context, milieu typologies are generally specific to the context in which they were developed. Consequently, the applicability of these findings to other countries remains uncertain. Related to preferences of social distance from people with mental illnesses, we focused on the ‘would do’ in hypothetical situations. However, we cannot draw conclusions on actual behavior in real-life from this.
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Introduction: Timely and appropriate psychological treatment is an essential element required to address the growing burden of mental health issues, which has significant implications for individuals, society, and healthcare systems. However, research indicates that implicit biases among mental health professionals may influence referral decisions, potentially leading to disparities in access to relational psychological therapies. This study investigates bias in referral practices within mental health services, identifying key themes in referral procedures and proposing recommendations to mitigate bias and promote equitable access.
Methods: A systematic review of literature published between 2002 and 2022 was conducted, focusing on biases, referral practices, and relational psychological therapies. The search strategy involved full-text screening of studies meeting inclusion criteria, specifically those examining professional and organizational implicit bias in mental health referrals. Thematic synthesis was employed to analyze and categorize bias within these domains, providing a structured framework for understanding its impact on referral decision making processes.
Results: The search yielded 2,964 relevant papers, of which 77 underwent full-text screening. Ultimately, eight studies met the inclusion criteria and were incorporated into the review. The analysis revealed that bias development mechanisms in referral decisions occurred across five key domains: resource allocation, organizational procedures, clinical roles, decision-making, and referral preferences. These domains highlight organizational and practitioner-level factors contributing to disparities in access to psychological therapies.
Discussion: Findings suggest that implicit biases within referral processes can limit equitable access to psychological therapies, particularly relational therapies that emphasize therapeutic alliance and patient-centered care. This study provides recommendations to address these biases, including standardized referral guidelines, enhanced professional training on implicit bias, and improved oversight mechanisms within mental health services.
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Introduction

Inpatient mental healthcare professionals play a critical role in the treatment and management of individuals with mental health conditions. Referring patients to community psychological therapies after discharge is an important part of their roles and responsibilities. Existing research, such as Croskerry et al. (1), demonstrates that intuitive decision-making processes in healthcare are susceptible to cognitive biases, often leading to variability in referral quality and appropriateness.

This thematic review was conducted to investigate biases concerning patient referrals to community psychological therapies, specifically relational therapies. Healthcare professionals' perception, interpretation, and response to patient information can be influenced by biases, whether conscious or unconscious, resulting in inequitable access to suitable interventions and suboptimal treatment outcomes.

Relational therapies, which include psychodynamic therapy, person-centered therapy, attachment-based therapy, mentalisation-based therapy (MBT), interpersonal therapy (IPT), and the arts therapies (including art, music, dance movement, and drama therapy), center on therapeutic relationality as the basis for therapeutic change. These approaches emphasize empathy, trust, the co-creation of a supportive environment, and working with traumas that affect relationships as the basis of impacting symptoms produced by relational difficulties. Empirical studies [e.g., (2, 3)] suggest that relational therapies are particularly beneficial for clients from marginalized backgrounds, as these approaches prioritize the therapeutic alliance and cultural responsiveness, addressing barriers often experienced in traditional verbal therapies. For instance, arts therapies' focus on relational engagement through shared creative experiences offers an inclusive approach that goes beyond traditional verbal therapies, making it accessible to a wider range of individuals and needs (4). Further mentalization-based therapies (e.g., Mentalization Based Therapy) and interpersonal models of practice (e.g., Dynamic Interpersonal Therapy) also offer evidence-based methods of treatment for depression, and emotionally unstable personality disorder.

In contrast, cognitive and structured programmes for skills-based therapies, such as Cognitive Behavioral Therapy (CBT), Dialectical Behavior Therapy (DBT), and Acceptance and Commitment Therapy (ACT), although effective for many individuals and conditions, tend to place less emphasis on relational dynamics. CBT's structured, directive approach focuses on modifying dysfunctional thought and behavior patterns, making it particularly suitable for symptom management where there are no known relational causative factors (5). However, this comparative lack of focus on the therapeutic relationship may make CBT less suitable for clients with complex relational needs who may benefit from a more relationally engaged therapeutic modality, particularly where there has been evidence of relational trauma and abuse (6).

Excluding therapies like CBT from this review allows for a focused investigation into biases that may influence access to relational therapies specifically. This distinction is critical, as biases associated with perceptions of race, socioeconomic status, or education can restrict access to relationally focused therapies, limiting therapeutic options for marginalized groups. Such exclusions ignore evidence showing that therapeutic outcomes are often improved when clients feel respected, understood, and engaged in a relationally attuned manner, regardless of their background (3, 7, 8). By enhancing the availability of relational therapies, including arts therapies, healthcare systems can work to provide equitable, patient-centered care, promoting mental health outcomes across diverse populations (8).

While prior research has focused on biases in mental healthcare settings, there is a paucity of literature specifically examining biases in the context of referring patients to community relational therapies. Knowing the process of how these biases are produced at a macroscopic level is essential for patient-centered care and equitable access to evidence-based interventions.

This review intends to offer a more extensive comprehension of the processes that might affect the decision-making procedures of healthcare practitioners when referring patients to community relational therapies through the synthesis and analysis of relevant studies.

There are several implications resulting from the findings of this thematic review. To begin with, it will explicate the different biases that may be prevalent and how they might impact decisions made about referrals. Secondly, we shall identify the factors that influence these biases. Lastly, we will identify recommendations to improve decision-making processes.

This review aims to increase awareness of bias and therefore reduce bias and promote equitable access to community psychological therapies. Addressing biases in the referral process is critical for improving equitable access to psychological therapies.

Evidence from this review supports the implementation of structured referral criteria and targeted bias mitigation strategies to ensure that individuals with mental health conditions receive high-quality, inclusive care. In focusing this review on relational therapies, including arts therapies, the intention is to highlight how biases may limit access to these modalities.



Background

Mental illness stands as a significant challenge within the healthcare landscape, with far-reaching consequences for individuals and society at large. In England, mental illnesses rank as the second-largest source of burden of disease (9), surpassing the prevalence of any other health condition. The impact is not only in terms of human suffering but also economically, with an estimated annual cost of £105 billion to the global economy (10). This complex challenge necessitates a comprehensive response, one that encompasses improved access to care and the reduction of biases in the referral process. The escalating prevalence of mental health disorders (11), is a concern for the development of a more inclusive society.

Further to this, Kessler et al. (11) and Wittchen et al. (41), state that less than one-third of those diagnosed with a mental illness receive any form of treatment, indicating a substantial treatment gap. This treatment gap underscores the pressing need for improved access to mental health services. The disparities in mental health prevalence among individuals from diverse protected characteristics within Western countries represent a complex challenge that amplifies the urgency of addressing mental health inequalities. Empirical evidence (12) highlights the disproportionate impact of mental ill health on specific intersections of the population. These intersections notably include individuals with disabilities, gender, as well as those within the LGBTQ+ and BAME (Black, Asian, and Minority Ethnic) communities and older people (13). Compounding these disparities is a growing body of research that points to implicit biases among healthcare providers as a central driver of unequal access to mental health services. The work of Zestcott et al. (14) has shed light on these unconscious biases, revealing how they can inadvertently lead to differential treatment and further perpetuate disparities. Implicit biases, shaped by societal stereotypes and personal experiences, operate unconsciously and significantly influence decision-making, as evidenced by Zestcott et al. (14). These biases often manifest as cognitive shortcuts that can perpetuate disparities in healthcare delivery. However, these biases are not isolated phenomena; they are influenced by personal experiences and embedded societal inequalities and stigmas (15). Merino et al. (16) identified unconscious biases in practitioner referrals, disproportionately disadvantaging vulnerable populations such as veterans, individuals experiencing homelessness, and people of color. These biases result in reduced access to appropriate mental health interventions. These biases can result in suboptimal care pathways for these individuals, ultimately hindering their access to personalized and effective mental health treatment. The strategy for the review was directly informed by the clinical backgrounds of the researchers. At the time of this research, the team consisted of a senior clinician in music therapy, a Professor of Practice in Arts Therapies, a senior lecturer from a medical school, and several undergraduate medical students. This review was conducted as part of a broader project investigating implicit bias, encompassing primary interviews, demographic data analysis, and thematic review. Each team member contributed to various aspects of the research, leveraging their unique expertise and perspectives. Their collaborative efforts were integral to each phase of the project, with roles distributed according to individual strengths and professional backgrounds to ensure a comprehensive approach to the study's objectives.

Given that referrals often hinge on practitioner discretion, a lack of insightful, collaborative and compassionate care for unprotected individuals can lead to adverse effects and impede access to services.

Considering these implicit biases in treatment decision-making, this study aims to address critical questions: What are the facilitators of implicit bias in the referral decision-making process for community psychological therapies from secondary care? Additionally, what are the individual, social, and organizational factors that facilitate implicit bias when planning care across community and inpatient services? (Table 1). By exploring these questions, this research seeks to contribute to a deeper understanding and mapping of the mechanisms through which implicit bias can affect mental healthcare decisions.


TABLE 1 PICO question development.

[image: Table outlining a study framework: For "Patient/population," adult acute psychiatric inpatients transitioning to community mental health services are identified. "Intervention" includes referral or lack thereof to relational psychological therapies, like psychodynamic, interpersonal, or arts therapies. "Comparison" involves no referral to these therapies. "Outcome" focuses on identifying implicit bias factors in referral decision-making processes, especially in therapy allocation.]



Methods

To address the limitations posed by limited data, this review conducted a thematic analysis focused on factors influencing bias in mental health referrals. Articles published in English between 2002 and 2022 were considered. Due to limited data we aimed to examine articles over an extended period, while including papers with applicability and relevance to contemporary social advances. Extending our search to as far as 2002 reflects changes around the time relating to the promotion of consistent national guidance for treatment recommendations with the creation of NICE, with the first clinical guideline being the management of schizophrenia.

The search strategy involved four reputable electronic databases: Ovid MEDLINE, APA PsycNet, EMBASE, and EBSCOhost. To ensure comprehensive inclusion of relevant articles, a tailored search string was developed and adjusted to each database's specific syntax requirements.

This search strategy encompassed a wide range of terms related to psychological therapies, bias, and mental health, with the aim of casting a wide net for potential literature (see Table 2). We further refined the search results by limiting them to articles published in English and within the specified 20-year timeframe. Additionally, to mitigate potential publication bias, we conducted a thorough search for gray literature, encompassing exploration through Google Scholar and The King's Fund Library, both recognized sources for non-peer- reviewed materials. Furthermore, we analyzed references of articles identified through the database search to identify additional papers for potential inclusion in the review.


TABLE 2 Search terms used to identify and select papers.

[image: Table displaying keywords related to four main areas: Psychological therapies, Implicit bias, Community mental health care, and Referrals. Keywords under Psychological therapies include art therapy, music therapy, and more, with psychotherapy mentioned separately. Implicit bias includes prejudice stereotype and healthcare disparities. Community mental health care lists mental health-related terms. Referrals mention transit and discharge. A note indicates the use of an asterisk to include alternative forms of words.]

In this thematic review, articles were deemed eligible for inclusion if they provided descriptions of healthcare contexts wherein implicit bias had demonstrably influenced the decision-making process concerning the referral of patients to psychological therapies as part of their care planning. The inclusion criteria specified that articles must have been published since 2002 in the English language, timeframe and within Western context. We excluded articles that did not refer to a mental healthcare context or decision-making processes before or during referral processes to psychological services. The review strategy involved the identification of synonyms and alternative terms to enhance the comprehensiveness of the search. We used Boolean and proximity operators to combine the key search terms into the final search strategy.

To ensure efficient reference management, we utilized COVIDENCE software. Following the removal of duplicate records, our screening process commenced with an initial assessment of titles and abstracts against predefined inclusion and exclusion criteria (Table 3). Subsequently, full-text screening was carried out by three blinded independent assessors, adhering to the inclusion and exclusion criteria. To minimize the potential for bias affecting the selection of papers, any conflicts that arose during the screening process were resolved through discussions among all authors and the inclusion of a supervisor, collectively working to mitigate any selection bias and uphold the integrity of the review. Though no formal calibration process was used, the three assessors initially screened the first ~15% of titles and abstracts together to ensure uniformity in decision making and since the number of eligible full text papers was 77, all three assessors screened these papers independently and came to full agreement in paper selection.


TABLE 3 Inclusion and exclusion criteria.

[image: Inclusion and exclusion criteria table for psychiatric research papers. Inclusion criteria: focus on adult inpatient psychiatric settings, implicit bias in clinical decisions, and papers from 2002 onwards. Exclusion criteria: focus on primary care, no mention of referral decision-making, non-psychiatry or non-psychology papers, non-English articles, Western perspective, lack of full text access, and no mention of relational therapy.]

Data from selected articles were systematically extracted, including details on study characteristics, methodologies, key findings, and insights related to implicit bias in referral decision-making for community psychological therapies. The extracted data were synthesized to identify common themes, patterns, and gaps in the literature. Given the thematic review's broad focus and lack of empirical evidence available, a formal quality assessment of included studies was not conducted. Instead, the primary focus was on mapping the existing literature and identifying areas for further research.


Reporting

The Preferred Reporting Items for Systematic Reviews and Meta-Analyses Extension for Scoping Reviews (PRISMA-ScR) (17) guidelines were followed to ensure transparent reporting of the review process and findings.

Relevant information extracted from the included articles was systematically organized into a standardized excel form. This form was designed to capture essential details, ensuring consistency in data collection across the selected studies. The extracted information encompassed relevant elements, including author(s), year of publication, type of bias, the impact of bias, the population or context studied, and details related to the pathway process under investigation.



Thematic analysis

The thematic analysis of the selected papers aimed to identify key themes in the referral process and propose recommendations to mitigate bias, promoting equitable access to psychological therapies. The first step in the analysis involved an immersive reading and familiarization phase. Researchers conducted an extensive review of relevant papers published from 2002 to 2022, focusing on implicit biases and referral practices within mental healthcare. This initial phase allowed the research team to gain a deep understanding of the data, noting initial patterns and insights relevant to the study's objectives (18). Following familiarization, a systematic coding process was undertaken. This step involved identifying and labeling meaningful segments, patterns, and recurring concepts within the data. The coding was adaptive and flexible, allowing new codes to emerge as the analysis progressed. This process ensured that each piece of data was categorized based on its intrinsic meaning, facilitating a structured approach to data analysis (19). After coding, the researchers developed thematic clusters representing overarching themes that transcended individual studies. These clusters provided a holistic view of the data, enabling the identification of common themes related to implicit bias in referral practices. The inductive nature of this approach ensured that the themes were derived directly from the data, enhancing the authenticity and relevance of the findings (20). A constant comparative method was employed throughout the thematic analysis. This iterative process involved continuously comparing data across studies and themes, which enhanced the rigor and validity of the analysis. This approach was crucial in ensuring that the identified themes were grounded in empirical evidence and reflected the nuances of the data (21). To synthesize the findings and develop practical recommendations, an influence map was used. This visual tool helped in understanding the relationships between themes, identifying similarities, inconsistencies, and associations within the data. The synthesis phase involved crafting a coherent narrative that conveyed the current state of knowledge on implicit bias in referral decision-making. This comprehensive overview was essential for making informed and practical recommendations.

The selection of articles followed the PRISMA-ScR guidelines, and the PRISMA-ScR Flowchart (Figure 1) provides a detailed account of the number of articles acquired at each stage of the review process, along with the reasons for exclusion. Out of an initial pool of 2,964 articles, 408 were identified as duplicates. Subsequently, after rigorous screening of titles and abstracts, 2,477 articles were deemed not relevant to the subject area and were therefore excluded.


[image: Flowchart illustrating the process of selecting articles for a review. It begins with identification, showing 2,964 papers from databases and 16 from other sources, with 408 duplicates removed. The screening step narrows 2,572 papers to 77 after irrelevant topics are excluded. During eligibility, 69 papers are excluded for various reasons, including not focusing on implicit bias or lacking relevance. Finally, 8 articles are included in the review.]
FIGURE 1
 PRISMA flowchart.


Following a thorough full-text reading, an additional 69 papers were excluded as they did not meet the pre-defined inclusion criteria. Ultimately, this comprehensive selection process led to the inclusion of eight articles in the final review (Table 4).


TABLE 4 Articles included in review.

[image: A table summarizes research studies on biases in mental health care. It lists eight studies with details like data collected, methods, contributions to themes, identified biases, primary impacts, context/population, care pathway, and country. These studies highlight biases in patient characteristics, cultural stereotypes, education, and professional pessimism. Impacts include poor patient-provider matches, barriers to therapy access, and inadequate referrals. Populations affected include adults in community mental health settings, including Latinx, Asian, and racially diverse groups, especially in the USA, Ireland, the UK, the Netherlands, and Australia.]




Results

We identified five overarching meta-themes and 13 themes that described contextual factors influencing the production of implicit bias within the referral processes from secondary care mental health contexts into the community (see Figure 2). The following domains where bias development mechanisms were prevalent were resource allocation, organizational procedures, clinical roles, decision-making, and referral preferences. These findings indicated that biases in referral decisions could significantly impact equitable access to mental health care. Based on the identified themes, several recommendations were proposed to mitigate implicit bias in referral practices. These include raising awareness among healthcare professionals about implicit biases, implementing standardized criteria for referrals to ensure consistency and fairness, and fostering collaborative decision-making processes that involve multiple stakeholders. These measures aim to prioritize patients' health and wellbeing, ensuring that referral practices are equitable and unbiased.


[image: Flowchart illustrating the relationship between organizational procedures, clinical roles, decision-making, and implicit bias in psychological services. It shows how insufficient staffing and expertise lead to dependence on informal systems and reduced clinical governance. This promotes clinical role issues like excessive autonomy and role ambiguity, affecting decision-making through social stigma and preference for certain patient characteristics. These factors collectively influence implicit bias and the idea of an "ideal patient," characterized by compliance, initiative, and psychological insight.]
FIGURE 2
 Influence map of themes and meta-themes.


The first meta-theme, “Resource Allocation” encompasses “Insufficient staffing and expertise”, “organizational procedures” which included “dependence on informal systems”, “reduced clinical governance” and “poor Access to training and development”. The meta-theme “clinical role” included the themes of “excessive clinical autonomy” and “role ambiguity”. The meta-theme “decision making” included the themes of “preferred patient characteristics” and “social stigma”. Lastly, the meta- theme of “referral preferences” included a range of preferred patient characteristics, including “affective diagnosis disorder”, “patient compliance”, “patient engagement”, “patient initiative” and “insight”.

These meta-themes and themes provide a comprehensive framework for understanding the factors influencing implicit bias during and before the referral process, highlighting the interplay between organizational factors and professional perceptions.


Themes
 
Resource allocation
 
Insufficient staffing and expertise

The research by Koenig (22) and Fiddick et al. (23) highlights the influence of actual and perceived resource insufficiency on implicit bias. Koenig's study indicates that in contexts where individuals face poor resource allocation or experienced perceived competition for limited resources, their implicit biases toward ethnic groups tend to increase. This is explained by the heightened need to protect limited resources, prompting individuals to resort to cognitive shortcuts like biases and stereotyping in their decision-making to manage prioritization. Fiddick et al. (23) investigate the preservation of existing dominant ideologies underpinning social and economic norms, suggesting that dominant hegemonies prevail under resource pressures. In the context of mental health care, Fiddick et al.'s (23) findings suggest that excessive caseloads and insufficient on-site resources can lead to referral decisions prioritizing physical needs and overlooking more complex and nuanced psychological and emotional patient presentations, thereby marginalizing those that do not easily fit within pre- determined schemas.




Organizational procedures
 
Poor access to training and development

The impact of training and professional development on implicit bias is a multifaceted theme explored within the literature. A study conducted by Merino et al. (16) suggests that when healthcare professionals receive unambiguous training on implicit bias, it has been evidenced to reduce biased attitudes and behaviors, particularly in interactions with marginalized patient populations. Such training equips individuals with the knowledge, awareness, and tools needed to recognize and challenge their biases, thereby fostering a more equitable and patient-centered approach to care. Koenig's (22) study additionally reveals age-related differences, indicating that physicians under 50 years old are more inclined to recommend counseling or psychotherapy than those over 50 suggesting that in the absence of targeted training or interventions aimed at mitigating biases, individuals, particularly those in earlier stages of professional development, may inadvertently resort to stereotypes and biases as providing normative shortcuts in their decision-making processes.



Dependence on informal systems

According to Fiddick et al.'s (23) research, dependence on informal systems means that practitioner decisions regarding referrals to psychological therapy are not effectively guided by formal, evidence-based criteria or patient preferences and needs. While formal systems exist to facilitate decision-making, external pressures from sources like family members and professionals outside the healthcare team can significantly sway patient prioritization. For example, a patient that has their family heavily involved in their care may sway the practitioner to carry out a referral to appease the family, though it may not be guided by formal policy or directly based on patient preferences and needs.

This introduces an element of subjective bias based on relations with the wider context, meaning that some patients are referred because the wider environment is supportive of the referral prioritization.



Reduced clinical governance

Reduced clinical governance, as highlighted by Merino et al. (16), poses significant challenges in healthcare. They state that one of the major problems associated with reduced clinical governance being incomplete assessments or misdiagnoses, gaps in the assessment process, leading to incomplete or inaccurate evaluations of patients' conditions. This can result in patients not receiving the appropriate care or interventions they need, exacerbated by implicit biases affecting decision-making.

When there is a lack of accountability and oversight due to clinical governance failures, Merino et al. (16) suggest that care becomes less organized, which can result in inappropriate referrals.




Clinical role
 
Role ambiguity

White et al. (24) identifies how ambiguous roles within healthcare systems may reinforce unconscious biases, as practitioners are left without clear responsibilities or frameworks for challenging ingrained cultural norms. For example, White (ibid) highlights that there is an existing attitude that psychological comorbidities are a normal part of aging rather than something that can be treated; lack of awareness of roles within the referral process allows clinicians to lean on this attitude and may lead them to more easily overlook older adults in need of psychological therapies.




Excessive clinical autonomy

Merino et al.'s (16) observation that mental health services are particularly susceptible to implicit bias due to the reliance on single professionals for referral decisions raises several issues. In these settings, these professionals often function as the sole “gatekeeper” who determines which patients can access mental health services. This focus of decision-making power in one individual can create a fertile ground for implicit biases to become standard practice and influence referral choices without sufficient “checks”.

Likewise, Koekkoek et al.'s (25) research in the Netherlands highlighted the challenges that practitioners face when dealing with complex patient presentations within a system marked by excessive clinical autonomy. When practitioners were regularly tasked with making referral decisions for patients with nuanced or complex conditions, they often struggle with receiving the right support and clarity regarding referral criteria. This ambiguity was seen to exacerbate the impact of implicit biases, as practitioners resorted to normative judgments or stereotypes in the absence of clear guidelines that could provide a framework for working with differences to the norm.




Decision making
 
Preferred patient characteristics

Desai et al.'s (26) study explores how practitioners exhibit implicit preferences for what they consider “ideal” patients, primarily driven by bureaucratic demands for efficiency. These “ideal” patients are categorized as those who are “verbal, admit a problem or illness, accept services, are proactive and individually oriented” (p. 5).

Desai et al.'s (26) study shifts the focus to implicit organizational bias within mental health treatment culture and norms. Further to this, they shed light on how these biases embedded within the system can act as barriers to engaging with diversity, favoring an idealized patient stereotype.



Social stigma

White et al. (24) and Koenig (22) suggested that clinicians frequently encounter patients who are resistant to engaging therapeutic interventions, primarily because they do not want to be identified as “ill” due to persistent stigma surrounding mental illness. In the context of acute care settings, these clinicians often colluded with patients' expectations that therapies would not be effective. Similarly, White et al. (24) and Koenig (22) observed that stigma associated with mental illness influenced healthcare professionals' referral decisions, often prioritizing patients who demonstrated a willingness to acknowledge their mental health needs. This suggests a need for interventions aimed at supporting patients who may avoid therapy due to stigma.




The ideal patient
 
Patient compliance

Koekkoek et al. (25) states that healthcare professionals might develop professional pessimism when patients are labeled as “difficult” due to their non-cooperative behavior. The theme “patient compliance” reveals how mental health professionals may harbor implicit biases that lead them to disproportionately view certain patients as less likely to adhere to therapy recommendations. Koekkoek et al.'s (25) qualitative examination of the care experiences of non-psychotic long- term presentations perceived as “difficult” provides insights into how implicit biases becomes relationally enacted through healthcare professionals' perceptions, attitudes, and interactions with these patients. This theme is associated with patients being identified as challenging or not fitting normative expectations, resulting in disparities in care. These biases can stem from various factors, including demographics, clinical presentation, or past encounters with similar patients. These biases, in turn, can significantly impact referral decisions, potentially resulting in unequal access to psychological therapy services among different patient groups.

A study conducted by Fanning et al. (27) in Ireland, focusing on referrals for group Cognitive Behavioral Therapy (CBT) for first-episode psychosis (FEP), sheds light on this issue. The study analyzed patient characteristics among attendees and non- attendees of therapy sessions. The findings revealed that decisions not to refer patients were primarily influenced by perceptions of the patient's level of insight.

Interestingly, there was an assumption that a psychotic patient with impaired insight might not benefit from CBT, despite it being a recommended treatment option by NICE since 2011. Furthermore, Fiddick et al. (23) emphasized the importance of patient stability as a key factor in referral decisions, as it was seen as an indicator of the patient's readiness to engage in therapy. Additionally, the study noted that past patient experiences significantly influenced current practitioner referrals, with previous refusals making practitioners hesitant to recommend therapy again.



Patient initiative

The theme of “patient initiative” in the context of referrals to psychological therapy highlights the significant role of patients' proactive involvement and explicit requests for therapy in shaping healthcare professionals' referral decisions. According to Fiddick et al. (23), when patients take the initiative to request additional support for their mental health issues, it can influence healthcare practitioners' implicit biases and referral choices.

Practitioners in this context often consider a patient's request for a specific therapy as a positive sign of their willingness to engage in treatment and their potential to benefit from it. Patients' views and preferences regarding therapy play a crucial role in referral decisions. However, this preference for proactive patients can sometimes result in the de-prioritization of other patients who may be less vocal or unaware of their treatment options. Many patients in psychiatry may feel a lack of confidence in treatment, have the resources and capacity to be informed about best options or the social capital to be able to advocate for their needs.



Psychological insight

Fiddick et al. (23) emphasized the pivotal role of patient insight in guiding practitioner referrals, encapsulating the significance of service users' awareness of their need for psychological therapy and their willingness to initiate this change. In other words, if the patient can make sense of causative factors, narratives and diagnostic criteria, the patient is deemed as being more suitable for psychological treatment, excluding patients who are unable to make sense of their illness, who may in fact be in more need of psychological help.




Recommendations

In response to this review, we presented the findings and consulted key NHS stakeholders about useful recommendations, considering available evidence, including reviewing existing guidelines available (28, 45).

This study employed a comprehensive strategy to generate recommendations by integrating findings from the thematic literature review with primary data collected from practitioner interviews. The insights from the thematic review formed the foundation upon which practitioner reflections could be contrasted and contextualized, setting the stage for a deeper exploration of bias in mental health services.

To build on these findings, 13 semi-structured interviews were conducted with healthcare practitioners, including psychiatric consultants, occupational therapists, nurses and psychological therapists at a London acute psychiatric service. Due to logistical limitations, a convenience sampling approach was employed over a single day, with efforts made to include representatives from each clinical staffing group to capture a wide range of perspectives. This method ensured that recommendations would reflect diverse referrer experiences within the acute psychiatric setting. Practitioner insights were analyzed using a latent inductive thematic approach, following Braun and Clarke's (18) guidelines. By focusing on latent themes, this approach allowed the study to go beyond surface-level patterns and describe into underlying beliefs, systemic challenges, and implicit factors contributing to referral biases.

The synthesis of themes from both the literature review and the interviews formed a foundation for developing targeted recommendations. By triangulating published literature with firsthand practitioner experiences, the study was able to identify alignments and gaps between theoretical and practical understandings of referral biases, enhancing the applicability of the recommendations for acute psychiatric settings. These insights were refined iteratively, incorporating feedback to ensure their relevance and practicality for clinical implementation. Through this staged process, the study produced recommendations that were both evidence-informed and attuned to the realities of clinical practice, offering a significant contribution to addressing bias in mental health referrals at both systemic and operational levels.

This process produced sixteen recommendations to reduce bias in referral processes to psychological therapies in community contexts in mental health services.


Increase awareness and training on implicit bias

Empirical studies [e.g., (16, 29)] suggest that targeted training on implicit bias can reduce its impact on healthcare decisions. Regular, evidence- based training programs should equip healthcare professionals with tools to recognize and address unconscious biases, fostering equitable referral practices. This training has the potential to improve professionals' self-awareness and increase their understanding of the possible biases that could impact their referral decisions (29–31).



Implement standardized referral procedures

Adopting structured referral pathways, underpinned by evidence-based criteria (23, 26), can help mitigate the influence of subjective judgment. Standardized protocols should prioritize patient needs and preferences while reducing reliance on practitioner discretion. The criteria should be established on evidence-based guidelines and factor in the individual needs, preferences, and characteristics of patients, rather than relying on normative cultural judgments (28, 29).



Foster collaborative decision-making

Collaborative approaches to care planning, including shared decision-making frameworks (28), ensure that patients' preferences and values are integral to referral decisions. Engaging multidisciplinary teams in these processes can further reduce individual bias and enhance transparency. Engage patients in the referral process by seeking their preferences and understanding their treatment aims (30, 31).



Monitor and evaluate referral practices

Regular audits of referral practices, including demographic analyses, can uncover trends indicative of implicit bias. For example, disparities related to race, socioeconomic status, or gender (16, 22) should inform targeted interventions and quality improvement measures. This involves scrutinizing demographic information to detect possible predispositions based on factors such as race, gender, socioeconomic status, or other pertinent factors (28, 31).



Promote cultural awareness and diversity

Evidence from Desai et al. (26) highlights the need for cultural competence in addressing barriers to care. Promoting diversity in healthcare teams and creating culturally responsive therapeutic environments can improve engagement and reduce biases in referrals. This includes creating environments that are welcoming and inclusive and respect and value diversity (29, 31).



Implement quality improvement (QI) initiatives

Introducing QI initiatives, such as feedback loops and outcome monitoring (27), can help identify implicit biases in real-time. Iterative evaluations of referral outcomes should drive continuous improvements in equity and patient-cantered care. To tackle biases in the referral process, it is advisable to introduce quality improvement initiatives such as regular audits, feedback mechanisms, and performance evaluations that assess and address the prevalent issues (28, 30).



Engage in continuous reflection and self-assessment

Regular reflective practices, such as debriefings and supervision (24), are essential for healthcare professionals to recognize and address personal biases. Creating safe spaces for such practices can enhance self-awareness and professional accountability. This may involve periodic discussions, debriefings, or supervision sessions to cultivate safe environments for professionals to assess their decision-making processes and challenge their biases (29, 31).



Support research, evidence-based interventions, and more inclusive models of psychological therapies

Future research should focus on evaluating interventions to address implicit bias and developing inclusive therapy models (4, 7). This includes investigating the effectiveness of relational and culturally tailored therapies for underserved populations. This encompasses an investigation into the efficacy of interventions that target implicit bias, as well as identifying optimal methods for enhancing the impartiality and equity of referrals to psychological treatments (28, 29).



Enhance data collection and usage

Comprehensive demographic data collection, as advocated by Green et al. (32), can illuminate patterns of bias in referrals. Standardizing data collection across healthcare systems ensures a robust evidence base for bias mitigation strategies. This data should include comprehensive information on race, ethnicity, gender, socioeconomic status, and other relevant factors. Analyzing this data can help identify patterns of bias and inform targeted interventions (43).



Implement bias mitigation tools

Utilize tools and frameworks specifically designed to reduce bias in clinical decision- making. These can include decision aids that highlight evidence-based guidelines and reduce reliance on subjective judgment. Tools like checklists and algorithms can help standardize referral processes and minimize the influence of personal biases (32).



Foster a culture of accountability

Embedding accountability mechanisms, such as periodic reviews of organizational policies (33), can reinforce commitments to equity. Leadership involvement is crucial in driving systemic changes and maintaining focus on bias reduction. This can involve setting specific goals for bias reduction, regularly reviewing progress, and holding staff accountable for their actions. Leadership commitment to diversity and inclusion is crucial in fostering an environment where bias mitigation is prioritized (33).



Engage with community stakeholders

Collaborations with community organizations can help refine referral pathways to relational therapies by addressing barriers specific to underserved populations. Williams and Mohammed (34) demonstrate the importance of community input in designing culturally relevant mental health services. By engaging community stakeholders, referral criteria can be adapted to better align with the lived experiences and needs of marginalized groups, ensuring that relational therapies such as psychodynamic, interpersonal, and arts-based therapies are accessible and resonate with diverse populations.



Provide tailored resources to support referral accessibility

Relational psychological therapies often require a deeper understanding of patient needs, particularly for those from underrepresented groups. Betancourt et al. (35) advocate for creating referral resources that are culturally sensitive and accessible. For instance, providing educational materials about relational therapies in multiple languages and formats can empower patients and referrers with knowledge about available options.

Ensuring accessibility for individuals with disabilities and adapting materials for varying levels of health literacy can further reduce barriers to appropriate referrals.



Develop anti-bias policies

Establish clear anti-bias policies that outline expectations for staff behavior and decision-making. These policies should be supported by training and resources to help staff adhere to them. Regularly reviewing and updating these policies ensures they remain effective and relevant (36). Regularly updating these policies based on evidence ensures they remain effective in promoting equitable access to relational therapies.



Integrate diversity in the workforce

Diversity among healthcare teams involved in referral decisions can reduce the likelihood of bias in access to relational therapies. Hunt et al. (37) argue that diverse teams bring varied perspectives, which are particularly valuable when deciding on nuanced treatments like relational psychological therapies. Recruitment efforts should aim to ensure that healthcare professionals involved in referrals reflect the diversity of the patient population, which can improve trust and communication. For example, training and mentoring programs for underrepresented clinicians in mental health can foster a more inclusive decision-making culture.



Implement peer review and feedback mechanisms

Structured peer review mechanisms can help address bias in referrals to relational therapies by fostering critical reflection and shared learning. Schön (44) demonstrates the efficacy of peer feedback in improving clinical decision-making. Regular case reviews that focus on the appropriateness and equity of referrals can help practitioners identify and challenge implicit biases. For example, interdisciplinary discussions about the suitability of relational therapies for patients from diverse backgrounds can refine referral practices and promote fairer allocation of resources.

By aligning these recommendations with referral processes, healthcare systems can address implicit bias and promote equitable access to relational psychological therapies. These strategies ensure that referrals are informed by patient needs and the empirical evidence supporting the efficacy of relational approaches for diverse populations.





Discussion

The findings of this review provide crucial insights into the complex nature of implicit bias within mental health care, exploring the influences of various individual and organizational factors on implicit bias. Organizational systems may perpetuate implicit biases by relying on ambiguous referral criteria, as noted by Desai et al. (26), which prioritize efficiency over equitable access to care. Addressing these systemic flaws requires implementing standardized, evidence-based protocols.

Coupled with the often-isolated nature of healthcare work and disparities in training, this can foster an environment characterized by low accountability and transparency, making it challenging to identify and rectify implicit biases in service delivery.

Analyzing the individual processes reveals that patient and practitioner characteristics can significantly shape decision-making biases. This study highlights the disproportionate weight given to patient engagement and perceived insight, often privileging patients deemed “compliant” or “proactive” (23). Such biases can systematically disadvantage individuals who may lack the resources or confidence to advocate for their needs. Additionally, practitioners may sometimes identify certain patient groups as less than ideal, especially those in vulnerable states displaying signs of perceived non-compliance, difficulty, or aggressiveness.

The recommendations developed in this study have the potential to extend beyond mental health referral systems and impact broader aspects of patient care within physical health settings. For instance, patients admitted with conditions such as delirium secondary to infection or other physical causes may not always be recognized as candidates for specialized care, especially where there are pre-existing mental health diagnoses. From our study, there are indications that these patients can be perceived as “difficult” or “unlikely to engage,” leading to an oversight of their complex needs and potential benefits from comprehensive, multi-disciplinary support.

Addressing biases in referral pathways is essential for ensuring timely and appropriate care, particularly for patients with intersecting vulnerabilities, thereby improving holistic outcomes (14, 32).

The findings from this review suggest potential applications for addressing implicit biases in other areas of healthcare decision-making. For example, studies such as Koenig (22) have shown that biases regarding patient demographics or mental health histories can influence the allocation of resources and prioritization in physical health treatments, which may impact overall care quality.

For example, biases may influence the level of urgency, or the resources allocated to patients with mental health histories, potentially reducing the quality of care they receive for physical ailments. Integrating recommendations from this research may foster a more inclusive approach to patient assessment, encouraging healthcare practitioners to evaluate physical health needs independently of mental health backgrounds. This shift could lead to improved patient outcomes by ensuring that decisions around referrals to physical health services, like geriatrics or neurology, are driven by clear clinical indicators rather than influenced by assumptions about service engagement based on implicit biases about their mental health concerns.

Further research is needed to determine the applicability of these findings to diverse healthcare settings and patient populations. By investigating how biases in referrals manifest in various clinical contexts, future studies could provide a clearer understanding of how to implement these recommendations across specialties. This line of inquiry would support the development of training, policies, and protocols that systematically address bias, ultimately enhancing the equity and effectiveness of healthcare delivery across the spectrum of patient care. While there has been much development in the field of psychotherapies since 2007, including the introduction of digital assisted therapies and a vast increase in the number of trained psychotherapists in the UK through the Improving Access to Psychological Therapies (IAPT) NHS scheme, our findings remain relevant. The NHS aims to expand IAPT so that 1.9 million people are seen annually, though this figure accounts for just a quarter of those suffering from depression or anxiety—if demand for services and access to psychotherapies exceeds the supply, referral decisions ultimately remain at the practitioner's discretion, keeping the system flawed and susceptible to implicit bias (38).

The identified meta-theme of the ideal patient describes how implicit biases can impact healthcare professionals' perceptions and interactions with patients who don't conform to normative standards. It is arguable that a culture has developed where a lack of clear roles and systems to support collaborative work, can result in practitioners feeling compelled to align themselves with an image of the “perfect” or “ideal” patient. This alignment can reflect their own professional values and expectations, which can, in turn, impact their decisions regarding patient referrals and treatment. The complex position of being idealized as a carer, has been explored by Smith et al. (39) and deserves attention as a major contributing factor. Smith et al. [(39), p. 11] critique the code of ethics for nursing stating,

	“Moreover, the expectations outlined in Section 25.1 reinforce a neoliberalized and individualist approach to the provision of nursing care; nursing is mobilized as a unidirectional commodity in service of institutional aims, foregoing any reciprocities that may exist between care-receiver and nurse care-giver.”

In other words, situated cultural nuances may be overshadowed by a highly individualistic and overly commodified form of care. Therefore, whilst we have interpreted and represented the themes present in existing literature according to clearly defined areas of inquiry, there may be a socio-political background to the problem that requires further investigation.


Limitations

While the thematic review provides valuable insights, it is important to acknowledge its limitations. Firstly, the inclusion criteria for this study may have introduced selection bias, as studies published in languages other than English or outside the specified time frame were excluded. This could potentially limit the generalisability of the findings, and some of the more nuanced cultural perceptions of healthcare bias may have been inadvertently omitted by not including papers written in other languages.

The decision to include papers from Western settings outside the UK, such as the US, was made as there were very few papers that observed the referral decision-making process from within an inpatient psychiatric context in the UK. We felt it important to explore referring behaviors from Western countries because attitudes and stigmas toward mental health, which we have found in our review heavily influence decision making, would more closely reflect UK contexts (42).

Despite this, there are organizational and logistical differences between the mental health services across nations which means that determinants for referral may vary; for example, White et al. (24) referred to the significant impact of an inpatients ability to afford treatment on the overall decision to refer a patient onto counseling services.

This would not be widely applicable in the NHS context as most service users will be referred onto publicly funded programs.

The review's reliance on published literature introduces the potential for publication bias, as unpublished or non-English studies that may offer critical insights into implicit bias were excluded. The omission of unpublished studies could affect the comprehensiveness of the review and potentially overlook relevant findings.

The thematic review also focused specifically on implicit bias when referring patients to psychological treatments. While this provides valuable insights into this specific context, it does not address other aspects of implicit bias within mental health care, such as diagnosis, general treatment decisions, or therapeutic relationships, all of which play a complex and integral role in referrals to psychological therapies. However, the study does highlight some key themes and provides directions for future research, policy development, and practice improvement in addressing and mitigating implicit biases.

Expanding the review to encompass a broader range of healthcare environments in future studies could provide a more comprehensive understanding of implicit biases across the healthcare spectrum and offer insights into comparable healthcare contexts.

It is important to recognize that, while these recommendations are grounded in research, their effectiveness may vary in practice and could uncover additional challenges during implementation. For example, the true impact of implicit bias training on healthcare practitioner behavior has been debated in the literature, especially when such training is implemented alone without support from broader organizational changes (40). Evidence suggests that, without complementary measures—such as policy reforms, ongoing institutional support, and a culture shift—implicit bias training may have limited long-term effects on clinical decision-making (40).

To maximize the impact of these recommendations, a multi-faceted approach that combines individual training with systemic changes may be necessary. This could involve integrating bias awareness programmes with practical strategies, such as regular assessments, interdisciplinary collaboration, and continuous professional development. Such an approach would support healthcare practitioners in consistently recognizing and addressing biases across various patient care contexts, thereby fostering a more inclusive and equitable healthcare environment.

Further research into how individual bias training and organizational changes interact will be crucial to refine and validate some of the recommendations. Evaluating the outcomes of these combined approaches could provide valuable insights into creating a healthcare culture that actively supports equitable patient care across both mental and physical health contexts.




Conclusion

In conclusion, this review underscores the pressing need for further research, policy changes, and proactive efforts in addressing implicit bias within mental health care. The identified research gaps and limitations emphasize the importance of expanding the body of knowledge in this area. Future research should aim to employ advanced methodologies, explore the intersectionality of bias, and rigorously assess the effectiveness of interventions designed to mitigate implicit bias.

On a policy level, there is a clear imperative for the implementation of measures that directly address implicit bias, promote diversity that allows for appropriate challenges of cultural and organizational norms, to ensure equitable access to mental health psychological therapies. According to the recommendations presented, these policies should be rooted in culturally and evidence informed practices and continuously evaluated to ensure their effectiveness and impact.

Additionally, healthcare professionals must play an active role in addressing and mitigating implicit bias. This includes receiving comprehensive training on recognizing and addressing bias, as well as fostering a culture of accountability and self-reflexivity within their practice. By doing so, healthcare professionals can contribute significantly to creating more inclusive and equitable mental health care environments.
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Background: Gendered racial microaggressions adversely impact Black college women’s mental health, but less is known about rural Black women’s mental health.
Objective: Examine the association between gendered racism, depression, and psychological distress.
Methods: This cross-sectional study included 200 rural Black women from the Southeastern United States. Gendered racism was assessed using the Gendered Racial Microaggressions scale (GRMS). Linear regression was used to assess GRM subscales, depression (PHQ-9) and psychological distress (K6) as outcomes.
Results: Of the 200, 21.5% reported depression and 31% reported moderate psychological distress. Depression increased with increasing stress appraisal of gendered racism, p = 0.002.
Conclusion: Gendered racial microaggressions impact the mental health of rural Black women.
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Introduction

Despite improvements, Black women in the United States (U.S.) continue to suffer from persistent health disparities. Compared to other women in the U.S., Black women experience excess mortality including shorter life expectancies, higher rates of maternal mortality, cardiovascular disease, and obesity (1). The persistent health disparities reflect the structural inequities Black women face and contribute to their mental health (1–3).

Approximately 18% of U.S. adults have been diagnosed with depression (4). Depression is a major risk factor for suicide and serves as both an individual and community health burden (5). As the leading cause of mental illness and disability, depression is twice as likely to occur in women than in men (6). While there are racial disparities in depressive disorder (6, 7), national depression rates specific to Black women are unclear. National data are reported separately based on race (White Americans and Black Americans) or gender (men and women). Thus, national depression rates in Black women are not ascertainable due to the structural mechanisms of data collection (1). Importantly, one recent study found that depression rates significantly worsened in Black Americans compared to their White counterparts after COVID-19 (7).

Despite its severity, depression is poorly recognized and undertreated due in part to the varying presentation of depressive symptoms (8). There are several hundred possible combinations of symptoms that meet criteria for depression, with depressed mood as the most common presentation. However, in Black women, common depressive symptoms include somatic symptoms, irritability, and present with comorbidities. The differences in the presentation of symptoms further complicate clinical diagnosis and may result in underdiagnosis for Black women (8).

Additionally, past research suggests that stigma leaves Black women, particularly in rural settings, unwilling to discuss mental health issues (9, 10). However, a recent health assessment (11) using a community-based participatory approach found that rural Black women were willing to provide information about mental health, citing it as a significant concern. This suggests that community attitudes toward mental health may be shifting (11).


Black women’s mental health

Mental health is influenced by social and structural factors. According to the CDC, social determinants that increase the likelihood of poor mental health include experiencing interpersonal and institutional discrimination, and lack of access to education, housing, healthcare, employment, and economic opportunities (12). Other risk factors include adverse childhood experiences and other types of interpersonal violence and social isolation (12). Despite experiencing multiple risk factors and being overburdened with social inequities, mental health often goes under-reported in Black Americans (13, 14). A review of the literature revealed that underdiagnosis in Black women impacts prevalence rates (8, 14).

The mental health of Black women is also complicated by structural determinants of health, such as gendered racism (2). Gendered racism is defined as the complex oppression experienced by women of color based on the simultaneity of racism and sexism (15). Gendered racism often manifests as microaggressions. Gendered racial microaggressions (GRM) are subtle and daily verbal, behavioral, and environmental expressions of oppression based on the intersection of one’s race and gender (16). GRM has been related to a myriad of adverse mental health outcomes, including psychological distress and depression (16–21).

Though the mental health impact of experiencing GRM is clear, much of the extant literature is based on college samples and those with higher incomes (16–20). There is a dearth of literature on the relationship between GRM and the mental health of rural Black women in the Southeastern U.S. The purpose of this study is to explore the relationships between gendered racial microaggressions (GRM) and mental health within a rural community sample of Black women.



Theoretical frameworks

To understand GRM, we draw from two theoretical frameworks, intersectionality and racial microaggressions. Intersectionality theory (22, 23) has been applied to public health equity research (24, 25). Intersectionality posits that women of color experience multiple, inseparable identities based on race and gender/sex that are tied to multiple marginalizations, such as racism and sexism. An intersectional approach uncovers the health outcomes of women of color made invisible by single-lens metrics that focus on race or gender. Rather, an intersectional lens to health understands that race and gender are inseparable, socially constructed through norms and policies, and vary based on other social identities (e.g., social class, ability, age, immigration history) (25). Thus, gendered racism provides a more complete view of Black women’s experiences of discrimination as it accounts for their gender and race, Gendered racism may be experienced as microaggressions (16). Racial microaggressions theory (26) suggests that subtle forms of oppression are normalized and stem from the idea that racism is normalized, woven into the fabric of American society, and may appear ordinary (15). Identity-based microaggressions include intentional and unintentional insults, putdowns, invalidations, slights, and offensive behaviors as well as through environmental policies and ideologies that cumulatively harm mental health (25).

Depression is severe yet underdiagnosed in Black women. Depressive symptoms often manifest differently in this population due to the influence of social and structural determinants of mental health (33). Absent research that specifically focuses on rural Black women and risk factors such as GRM, prevalence rates will remain unknown. This study aims to determine the prevalence of depression and psychological distress among Black women in rural Alabama and explore the relationship between depression and GRM while controlling for sociodemographic characteristics among Black women in rural Alabama. We also sought to explore the relationship between psychological distress and GRM while controlling for sociodemographic characteristics among Black women in rural Alabama.




Methods


Procedures

As part of a parent community-based participatory research (CBPR) study (11), community health surveys were administered in five rural Alabama communities. The purpose of the CBPR study was to assess health concerns among residents. The study was implemented in partnership with the Alabama Conference of Black Mayors. Community member representatives, selected by their respective mayors because of their knowledge and engagement in their communities, facilitated the data collection process. Convenience sampling was used to recruit participants through a variety of community events. Paper and pencil surveys were distributed at community events organized by the mayors of each community. The events included health fairs, vaccine clinics, and community education meetings. Surveys were also administered via canvassing the community to obtain a representative sample. Each representative completed an orientation process consisting of human subjects research training. Results of the parent study suggested a high prevalence of mental health concerns among residents. In consequence, an additional data-collection phase was added to further identify the mental health concerns of Black women. The University of Alabama’s institutional review board approved this study, protocol #21-03-4465.



Setting and participants

Enrolled participants (n = 206) were self-identified Black women living in rural Alabama communities, aged 18 and older. Verbal consent was obtained from all participants before the study commencement.



Eligibility criteria and analytic sample

Inclusion criteria involved self-identification of Black race, female gender, residence in a rural Alabama community among adults over the age of 18. Participants with completed surveys containing non-missing values for depression and psychological distress were eligible for study inclusion. Surveys with missing depression and psychological distress (n = 6) scores were excluded from the analyses. The final analytic sample included 200 participants.



Instruments

The Gendered Racial Microaggressions Scale (GRMS) is a 26-item multidimensional validated scale that assesses the lifetime frequency and stress appraisal of gendered racial microaggressions (16). A sample item includes: “Someone accused me of being angry when I was speaking in a calm manner.” The GRMS frequency composite is scored using a 6-level response scale, ranging from 0 to 5 where 0 = “never,” 1 = “less than once a year,” 2 = “a few times a year,” 3 = “about once a month,” 4 = “a few times a month,” and 5 = “once a week or more.” The GRMS stress appraisal composite is scored using a 6-level response scale, ranging from 0 to 5 where 0 = “this has never happened to me,” 1 = “not at all stressful,” 2 = “slightly stressful,” 3 = “moderately stressful,” 4 = “very stressful,” and 5 = “extremely stressful.” For each composite, total scores are found by averaging the 26 items; this generates a scoring scale with a range of 0 to 5. GRMS consists of four subscales specific to Black women: beauty assumptions and sexual objectification, silenced and marginalized, Strong Black Woman, and Angry Black Woman. The GRMS frequency (α = 0.95) and stress appraisal (α = 0.97) composites had good internal consistency for this sample (16).



Outcomes

The Patient Health Questionnaire (PHQ-9) assesses the severity of self-reported depressive symptoms over the past two weeks (27). We used eight of the nine questions, known as PHQ-8. The ninth item was deleted as it asks about suicidal attempts and ideation. Although DSM-IV criteria assess suicidal ideation, this item was deemed inappropriate for nonclinical research that lacks the ability to conduct an appropriate intervention (28). A sample item reads, “Over the past two weeks, how often have you been bothered by the following problems? Little interest or pleasure in doing things.” Response categories for each item are based on a 4-point Likert scale where 0 = “not at all,” 1 = “several days,” 2 = “more than half the days,” and 3 = “nearly every day.” Total scores are found by summing the eight items. For scores ≥10, the PHQ-8 has high sensitivity and specificity for depression (27). In this study, scores ≥10 indicate current depression. The PHQ-8 had good internal consistency for this sample (α = 0.91). Higher scores indicate increased depression severity.

The Kessler 6 (K6) is a six-item validated scale that measures non-specific psychological distress (PD) during the past 30 days (29). A sample survey question is, “During the past 30 days, about how often did you feel nervous?” Item responses are based on a 5-point Likert scale from 0 to 4 where 0 = “none of the time” and 5 = “all of the time” (21). Total scores are found by summing the scores from all six questions. Psychological distress scores range from 0 to 24 with scores from 0 to 4 classified as none or low mental distress, scores from 5 to 12 indicating moderate mental distress, and scores ≥13 indicating serious mental distress, possibly warranting further assessment (30). The K6 had good internal consistency for this sample (α = 0.86).



Independent variables

The following sociodemographic characteristics were considered as independent variables in this study: age, education, income, and relationship status. For analysis purposes, we operationalized these variables as follows: age (continuous), education (some high school (reference); high school diploma or GED; some college or college degree), income [≤ $2,999 (reference); $25,000 to $49,999; ≥ $50,000], relationship status [married; not married (reference)]. GRMS frequency and stress appraisal composite scores were also included as covariates.



Statistical analysis

Descriptive statistics were used to summarize characteristics of the cohort using means and standard deviations for continuous variables and frequencies and percentages for categorical characteristics. We used linear regression to independently examine the association between depression and psychological distress outcomes, GRMS frequency, and stress appraisal composite scores while controlling for age, education, income, and relationship status. We did not impute missing data. Participants missing values for outcome measures were excluded from the analyses. The significance level for comparisons was set at p ≤ 0.05. JMP Pro 18 was used for all analyses.




Results


Cohort summary

Participants (N = 200) were Black females and were, on average, 56.6 years (SD = 16.1). The majority (26.3%, n = 45) had completed high school, 21% reported earning a college degree, and 96.7% identified as non-Hispanic. Over half of the sample (51.2%) earned an income of less than $24,999. The relationship status reported by most participants (31.5%) was married; see Table 1.



TABLE 1 Summary statistics of study cohort.
[image: A table detailing demographic and psychological characteristics of a sample size of 200. Key statistics include age with a mean of 56.6 years, ethnicity predominantly non-Hispanic, varying education levels with some high school and high school diplomas most common, and a range of incomes, with a significant portion earning $15,000 to $24,999. Relationship statuses include married and never married as majority. Psychological distress has a mean of 4.5, depression at 6.0, and the Gendered Racial Microaggressions Scale shows stress appraisal and frequency means of 1.3. Several categories have missing data entries.]



Depression and psychological distress

In this sample, the mean depression score was 6.0 (SD = 6.3, Range: 0–24) with 43 (21.5%) reporting depression (PHQ-8 ≥ 10). For psychological distress, 13 (6.5%) reported serious (K6 ≥ 13), 62 (31%) reported moderate (K6: 5–12), and 125 (62.5%) reported none to low mental distress, with a mean of 4.5 (SD = 4.7, Range: 0–24), Table 1. The GRMS composite subscale of stress appraisal was positively correlated with depression, r (127) = 0.27, p = 0.002, but not with frequency (p = 0.237). As stress appraisal increases, depression increases. Neither GRMS frequency nor stress appraisal was significantly correlated with PD, all p > 0.05; see Table 2.



TABLE 2 Correlations of composite GRMS stress appraisal and frequency, depression, and psychological distress.
[image: Table showing correlations between variables: GRMS frequency, depression, and psychological distress. GRMS frequency correlates with depression at 0.09 and with psychological distress at 0.08 (n=179). GRMS stress appraisal correlates with depression at 0.27 (significant at 0.01 level) and with psychological distress at -0.05 (n=127). GRMS stress appraisal correlates with GRMS frequency at 0.75 (significant at 0.01 level, n=121).]

GRMS frequency and stress appraisal were assessed in different models per outcome as they were highly correlated. Due to multicollinearity, income was not included in the regression models. The final regression models best explain the variation in depression, psychological distress, GRM, and demographic characteristics. Missingness among GRMS frequency and stress appraisal composite scores was evaluated in this sample. Neither were associated with model covariates nor outcomes, all p ≥ 0.05.




Analysis results


Depression

Depression was significantly associated with GRMS stress appraisal, [F (1, 125) = 10.1, R2 = 0.074, p = 0.002]. For every unit increase in stress appraisal, depression scores increased by 1.2 units; see Table 3. Models containing GRMS frequency and other covariates were not statistically significant, p > 0.05.



TABLE 3 Linear regression analysis of GRMS stress appraisal and depression.
[image: A table showing regression analysis results. The independent variable "Intercept" has a Beta of 4.5, a 95% confidence interval of 3.1 to 6.1, and a p-value of less than 0.0001. "GRMS stress appraisal" has a Beta of 1.2, a 95% confidence interval of 0.5 to 2.0, and a p-value of 0.002. Footnote clarifies CI as confidence interval with R squared equal to 0.074 and N equal to 127.]



Psychological distress

Psychological distress was significantly associated with education, but not with GRMS stress appraisal (p = 0.9212), [F (3, 104) = 2.7, R2 = 0.072, p = 0.0483]. Compared to those who completed some high school, participants with some college or a college degree saw a decrease of 3.5 units in psychological distress scores, and participants with a high school diploma or GED saw a decrease of 1.5 units; see Table 4. In a separate model, psychological distress was significantly associated with education, but not with GRMS frequency, age (p = 0.0779), or relationship status (p = 0.4055), [F (5, 136) = 2.5, R2 = 0.084, p = 0.0331]. Compared to those who completed some high school, participants with some college or a college degree saw a decrease of 3 units in psychological distress scores, and participants with a high school diploma or GED saw a decrease of 1.1 units; see Table 5.



TABLE 4 Linear regression analysis of GRMS stress appraisal, sociodemographic characteristics, and psychological distress.
[image: Table displaying regression analysis results for different variables. "Intercept" has a beta of 7.0 (CI: 4.4 to 9.6, p-value < 0.0001). "GRMS stress appraisal" has a beta of 0.04 (CI: -0.7 to 0.8, p-value 0.9212). For education levels, "High school diploma or GED" has a beta of -1.5 (CI: -4.35 to 1.4, p-value 0.3167), and "Some college or college degree" has a beta of -3.5 (CI: -6.1 to -0.8, p-value 0.0103). CI indicates confidence interval, with R squared equals 0.072, and N equals 108.]



TABLE 5 Linear regression analysis of GRMS frequency, sociodemographic characteristics, and psychological distress.
[image: Table showing regression analysis. Independent variables include Intercept, GRMS frequency, and education levels. Beta coefficients and confidence intervals are listed: Intercept 8.8 (CI 5.3, 12.4), GRMS frequency 0.2 (CI -0.5, 0.9), high school diploma or GED -1.1 (CI -3.5, 1.4), some college or degree -3.0 (CI -6.1, -0.8). P-values are provided. Confidence interval denoted as CI. Adjustments for age and relationship status noted. R-squared is 0.084, sample size is 142.]




Discussion

To explore whether GRM impacts rural Black women’s mental health, we first examined the rates of self-reported depression and psychological distress. In this sample, approximately 21.5% reported depression and approximately 38% reported moderate or serious psychological distress. While depression rates in this sample are similar to the average in the state of Alabama (24%) in 2020, the current findings add nuance to state and national-level data on depression. National and state prevalence tends to vary by age and race (5). Typically, younger adults (21.5%) have higher rates than older adults (14.2%), and White adults (21.9%) have higher rates than Black adults (16.2%) (5). Given this sample’s older average age of 56 years and race, one might expect lower depression rates as suggested by national trends. However, our findings suggest that older, Black women’s rate of depression is higher than expected.

In addition to depression, PD was also prevalent in this sample, with 31% indicating moderate PD. Moderate PD has been deemed clinically meaningful because it optimally identifies individuals needing mental health treatment. Further, those in the moderate category are at risk for substance use, sedentary behavior, and obesity further underscoring the link between mental and physical health (30).

Current findings suggest that GRM is associated with depression. The stressfulness of GRM accounted for 7.4% of the variance in depression. While GRM was not associated with psychological distress, our results indicate that rural Black women who have completed some college or have obtained a college degree have lower mental distress than those who completed some high school. Substantial evidence has been presented on education as a social determinant of health (1, 12) and our research supports the buffering impact of increased education on mental distress. These findings add to the growing body of literature that supports GRM’s association with adverse mental health outcomes (16–21, 31).

This study must be viewed in light of some limitations that could be addressed in future research. First, participant data was captured at a single point in time using a cross-sectional study design. Therefore, we were not able to assess how the relationship between GRM and mental health outcomes changes over time. Second, convenience sampling was used to enroll participants, resulting in sampling bias. Thus, our results may not be generalizable to Black women residing in non-rural counties or outside the state of Alabama. Third, our survey utilized self-report instruments, increasing the potential for response bias. Consequently, participant responses may not accurately reflect mental health dispositions. Finally, we did not ask participants about their personal experiences of gendered racism and their effect on overall well-being. Future studies should employ longitudinal designs with a qualitative component to track participant metrics in a comprehensive manner. Including participant narratives will help close the gap in our understanding of the complex relationship between mental health and experiences of gendered racial microaggressions in this population. In addition, simple random sampling methods and objective metrics for mental health outcomes may also be employed to enhance the generalizability of study results. Despite the limitations of our study, our findings add to the mental health literature on the structural inequities rural Black women face that may harm their mental health.



Conclusion

According to the CDC, 18.4% of US adults reported having ever been diagnosed with depression. Furthermore, Alabama ranks in the top 10 states with the highest prevalence of depression (5). The prevalence rates of depression and psychological distress in this sample of rural Black women emphasize the importance of not only allocating resources to the areas of greatest need (5) but to do so using an intersectional approach to mental health interventions (32) to account for the inequities associated with gendered racism. While national data reports stratify mental health prevalence rates by age, ethnicity, gender, etc., the mental health prevalence of the intersection of these groups, such as Black women, is not presented with these results. This gap in the national data collection mechanism warrants the need for exploratory studies that aim to capture and describe the mental health of specific subgroups while considering how the social and structural determinants of health influence the well-being of the population. Results from such studies will help inform culturally sensitive interventions designed to impact these populations in a meaningful way.
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Background

Stigma related to mental health conditions has a negative impact on both the nursing staff and their patients. Most of the current research on stigma explores the impact of single factors on stigma and does not explore the relationship between knowledge, social distance and stigma among clinical nurses.





Methods

A convenience sampling method was used to conduct a questionnaire survey among 628 nurses from five hospitals in Liaoning Province in March 2021 and June 2021 using a combination of online and offline methods. To study the negative attitudes toward patients with mental illness among clinical nurses and to analyze the relationship between mental ill health stigma, social distancing, and mental health knowledge among nurses. The questionnaire includes Sociodemographic data, Scale for Assessing the Stigma of Mental Illness in Nursing (score range: 20~100, the higher the score, the less stigma attached to mental ill health), Mental Illness Social Distance Scale (score range: 6~30, the higher the score, the greater the social distance) and Mental Health and Mental Health Knowledge Questionnaire (score range: 0~25, the higher the score, the higher the knowledge level).





Results

The nurses’ mental ill health stigma score was 58.96 ± 9.38 points, the mean scores of psychiatric and general nurses were 58.86 ± 9.33 and 59.41 ± 9.58 points, respectively. Willingness to become a psychiatric nurse is a factor influencing the stigma of mental illness. The stigma of mental ill health, social distance and mental health knowledge of nurses are positively correlated (P<0.01). The mediation analysis demonstrated that mental health stigma significantly mediated the relationship between mental health knowledge and social distance (a= 0.599, P<0.001; b= -0.194, P<0.001). After accounting for stigma, the direct effect of mental health knowledge on social distance was no longer significant (c’=-0.007, P=0.078), highlighting the central role of stigma in this relationship.





Conclusions

Nurses mental ill health stigma is moderate and is the main mediating effect between mental health knowledge and social distancing. The pivotal role of mental health knowledge in shaping nurses’ attitudes and behaviors pertaining to social distancing in the context of mental illness. By combating stigma and enhancing mental health literacy among healthcare practitioners, we can foster environments that promote inclusive and compassionate care practices, thereby ameliorating patient outcomes and redressing disparities in mental health treatment.
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1 Introduction

Approximately 1 in every 8 people globally, or 970 million individuals, live with a mental ill health, a number that has increased due to greater awareness and improved mental ill health diagnostics (1). According to WMH surveys in 29 countries, it is estimated that approximately one in two people will suffer from at least one mental disorder by the age of 75 (2). The growing number of people with a mental health condition also imposes a significant burden on the economy, projected to rise to $6 trillion per year by 2030 (3). The Global Burden of Disease study highlights that mental ill health have been a significant contributor to the global burden of disease over the past 30 years (4). Low-and middle-income countries account for about three-quarters of the global burden of mental ill health. As a middle-income country, disability-adjusted life years (DALY) due to mental, neurological and substance use disorders in China account for about 15% to 20% of the global total, ranking first in the world (5). Such figures underscore the urgent need for targeted interventions to address the growing public health and socio-economic challenges posed by mental ill health.

The global ramifications of mental health disorders are particularly evident in China, where the convergence of a substantial population and an increasing prevalence of mental health issues poses significant public health and socio-economic challenges. Mental health represents a critical public health concern in China, characterized by a substantial patient population and considerable socio-economic burdens. Studies have indicated that in 2018, around 150 million people in China were affected by various mental ill health, with an incidence rate of approximately 17.5% (6). In 2021, the number of registered people with a severe mental ill health rose to 6.6 million (7). As of 2023, the China Mental Health Survey shows that the lifetime prevalence of mental ill health in China is about 16.6% (8), which means that about 230 million people will suffer from mental ill health in their lifetime. This growing burden places tremendous pressure on healthcare systems, particularly on nurses, who play a frontline role in providing care to people with a mental health condition. However, nursing stigma toward mental ill health remains a significant barrier to effective care. Thornicroft has stated, “In no country, society, or culture do people with a mental health condition receive the same acceptance and recognition as others” (9). The specific manifestations of mental ill health (10) often lead to these individuals being stigmatized as “different.” Nurses may also harbor discriminatory attitudes toward these patients, perceiving them as incompetent, unpredictable, destructive, and violent (11, 12). This discrimination can lead to a decline in care quality, hindering patient recovery and therapeutic outcomes. For clinical nurses, such stigma can negatively impact their professional identity and social interactions (13), posing significant barriers to their involvement in psychiatric nursing (14) and hindering the discipline’s development (15).

Stigmatization affects patients by diminishing their empowerment, social inclusion, quality of life, willingness to seek help, and compliance with treatment (16). It exacerbates clinical symptoms, disrupts treatment, and damages job prospects and social relationships, leading to social isolation and involuntary medical behaviors, imposing heavy physical and mental burdens on patients and their families (17). Goffman (18), a key figure in stigma research, defined stigma as a socially constructed phenomenon where societal norms discredit an individual’s identity. He highlighted its dynamic nature and how stigmatized individuals manage their “spoiled identity.” The most widely accepted perspective today, proposed by Rusch et al. (19) conceptualizes stigma as involving stereotype (cognitive level), prejudice (emotional level), and discrimination (behavioral level). Stigma is socially constructed and manifests as exclusion, blame, or demeaning behaviors due to expected adverse social judgments (20). This social construction affects intellectual, emotional, and behavioral dimensions. Numerous studies have explored the link between knowledge and mental illness stigma, with desired social distance being a key behavioral response indicator. This measure reflects the degree of closeness or distancing that individuals hypothesize or desire in relation to others, serving as a proxy for group attitudes and social behaviors (21). When individuals endorse negative stereotypes about mental ill health, they exhibit prejudice and negative emotional reactions, leading to discrimination and exclusion of the stigmatized group, impacting social interactions. This phenomenon has been observed in China, where mental ill health has historically faced cultural and moral stigma (22). Studies indicate that people maintain greater social distance from stigmatized groups and seldom engage with them, aggravating public stigmatization (23, 24). When stigmatized individuals are aware of societal stigma, it increases social distance, forming a vicious cycle (25). This issue is also present among medical staff, as mental health workers often maintain significant social distance from patients and reject them (26).

Most existing studies focus on public discrimination against people with a mental health condition, with few addressing exclusionary behaviors and social distancing among nurses. According to the “Knowledge-Attitude-Practice model,” knowledge is crucial in reducing in-group bias against out-group members (27). Knowledge is also pivotal in combating mental health-related stigma (28, 29). Improving public mental health literacy can reduce stigmatizing attitudes (30). A systematic review of 515 studies identified knowledge as a key factor in reducing out-group bias (31). However, some studies reveal that while nurses possess good knowledge of mental ill health, their attitudes remain negative (32).

Currently, most stigma studies focus on people with mental health condition or their families, with limited research on nurses stigmatization. Qualitative studies suggest that stigma among nurses stems from attitudinal knowledge and behavior (33). However, quantitative research supporting these findings remains limited, and existing studies have yet to fully explore the nuanced relationship between knowledge, behavior, and stigma. This study aims to examine the correlation among mental health knowledge, social distance, and stigma among nurses, with the goals to (1) investigate the current state of mental ill health stigma among nurses and analyze its influencing factors, and (2) explore the mediating effects of stigma on the relationship between mental health knowledge and social distancing among clinical nurses.




2 Materials and methods



2.1 Sample

In order to capture different perspectives in the nursing industry and effectively collect data from different levels and regions, this study used convenience sampling to select nurses who volunteered to participate in this study from five hospitals in Jinzhou and Dalian, Liaoning Province. 1) Affiliated Hospital of Jinzhou Medical University; 2) Jinzhou Kangning Hospital; 3) Wafangdian Central Hospital; 4) Wafangdian city women and Children’s Hospital and 5) Wafangdian city fourth hospital between March 2021 and June 2021. A total of 657 questionnaires were distributed, all of which were recovered. Among them, 628 were deemed valid, resulting in an effective recovery rate of 95.59%.




2.2 Inclusion and exclusion criteria

Inclusion criteria: 1) possess a nursing qualification certificate 2) volunteers for the study.

Exclusion criteria: 1) currently on vacation 2) Non-clinical frontline work.




2.3 Data collection

This study used an online and offline method to collect data. Before distributing the questionnaire, the purpose and significance of the questionnaire were explained to the nurses, and the precautions for filling in the questionnaire were informed. After obtaining the consent of the nurses, the questionnaires were distributed to the nurses on site, and the nurses completed the questionnaires independently. The time for filling in the questionnaire was 5 to 10 minutes. After the questionnaires were completed, they were collected on the spot to check whether there were any omissions or errors. The nurses confirmed and modified them in time to ensure the integrity and quality of the questionnaires. The scales selected in this study have good reliability and validity, which can ensure the accuracy of the measurement. The researcher herself was responsible for the distribution and collection of the questionnaires, ensuring that the questionnaires were filled in within the specified time and independence during the filling process. In the process of collecting the questionnaires, the integrity of the questionnaires was checked, and the missing options were communicated and checked with the research subjects in time to ensure the integrity of the questionnaires. After the questionnaires were collected, the quality of the questionnaires was checked, and the questionnaires with a completion rate of less than 80% were deleted to ensure the scientific nature of the research. When entering the data, two people checked, and if there were any differences, the original data was found in time for verification to ensure the accuracy of the data.




2.4 Instruments



2.4.1 Sociodemographic questionnaire

The sociodemographic questionnaire included items on sex, age, education level, monthly income, level of interaction with mental health patients, exposure to mental health education, and willingness to specialize in psychiatric nursing.




2.4.2 Scale for assessing the stigma of mental illness in nursing

The Scale for Assessing the Stigma of Mental Illness in Nursing (SASMIN) was developed in 2020 by Spanish scholar Dr. Meritxell based on the Peplau psychodynamic nursing model (34). A total of 20 items in 3 dimensions are scored on a 5-point Likert scale: 1 is completely disagree, and 5 is completely agree. They included Violence/Dangerousness (8 items), Disability (5 items), Irresponsibility and Lack of Competence (7 items). Items 2, 3, 5, 10, 13 and 15 are scored directly, and the rest are scored in reverse. The higher the score, the less stigma attached to mental ill health. The intragroup correlation coefficient was 0.906, and the Cronbach’s α coefficient was 0.825. In 2021, the Chinese version of the Scale for Assessing the Stigma of Mental Illness in Nursing was developed by myself and my research team (35), and its reliability and validity were tested. The results showed that the ICC value of the total table was 0.760, the retest reliability was 0.839, and the Cronbach’s α was 0.863, indicating good reliability and validity. In this study, the Cronbach’s α coefficient of this scale was 0.856, and the retest reliability was 0.884, indicating good reliability and validity.




2.4.3 Mental health and mental health knowledge questionnaire

The Mental Health and Mental Health Knowledge Questionnaire is one of the questionnaires on the investigation and evaluation of mental health work issued by the China Health and Family Planning Commission (former General Office of the Ministry of Health) in 2010 (36). The content of the questionnaire is basic knowledge of mental health. The higher the total score is, the better the mental health knowledge. According to the National Mental Health Work Plan (2015–2020) (37), the awareness rate of mental health knowledge of the urban general population should reach 70%, that of the rural population should reach 50% and that of school students should reach 80% in 2020.The questionnaire aligns with national mental health education goals.




2.4.4 Social distance scale

American scholar Link (38) compiled a Social Distance Scale for mental illness, which was used to evaluate the degree of public rejection of people with a mental health condition. The theory is that the more biased people are against a social group, the less willing they are to associate with members of that group. The single-dimension, six-item scale includes living in the same community as a mentally ill person, being a neighbor of a mentally ill person, working with a mentally ill person, communicating with a mentally ill person on a daily basis, being a friend of a mentally ill person, and being a spouse of a mentally ill person. The Likert 5-point scoring method is adopted, and the answer of each item is the degree (out of 5) of willingness of the respondent, namely, “very willing, willing, neutral, unwilling, very unwilling”, recorded as 1 to 5 points, respectively. The cumulative score of the 6 items is the total social distance score, and the higher the score is, the greater the social distance between the individual and the external group. In this study, the intragroup correlation coefficient of this scale was 0.901, and the Cronbach’s α coefficient was 0.883, showing good reliability and validity.





2.5 Statistical methods

Epidata Entry Mac version 13.0 was used for data entry and data documentation, SPSS for Mac version 26.0 was used for statistical analysis, and Sociodemographic data and stigma assessment scores, social distance scores, and mental health knowledge scores were statistically analyzed using the mean, standard deviation, frequency and component ratio. The Z-score was used to standardize and classify the stigma scores to explain the variability within the sample. T-test was used for comparison between two groups, one-way ANOVA was used for comparison of multiple groups, and multiple linear regression was used for analysis of influencing factors. Pearson’s two-tailed test was used to analyze the relationship between social distance from mental ill health, mental health and mental health knowledge among clinical nurses. To explore the mediating effect of social distance between mental health knowledge and stigma of mental ill health, the process bootstrap method was used, with a=0.05 as the test criterion.




2.6 Ethical considerations

Ethical approval will be obtained from the Institutional Review Board (IRB) or relevant ethics committee prior to data collection. Informed consent will be obtained from all participants, and steps will be taken to ensure the confidentiality and anonymity of their responses. Participants will be informed of their right to withdraw from the study at any time without consequences.





3 Result



3.1 The sociodemographic questionnaire on the stigma of mental ill health in nurses

The study involved 628 nurses, consisting of 589 females (93.79%) and 39 males (7.21%). Regarding age distribution, young adults aged 20 to 39 comprised 77.1%, those aged 40 to 49 comprised 20.4%, and those aged 50 or older made up only 2.5%. The univariate analysis results indicate that, among sociodemographic factors, the willingness to become a psychiatric nurse is a significant factor influencing nurses’ stigma toward mental illness (P<0.0001). Further details can be found in Table 1.

Table 1 | Sociodemographic information of the research subjects (n=628).


[image: A table displays survey data with categories including sex, age, family mental illness history, desire to be a psychiatric nurse, education level, job role, mental illness course participation, contact with mentally ill individuals, household income, awareness of stigma, and current psychiatric nurse status. It includes numbers, percentages, and statistical values for P and F/t, indicating significance levels for each category.]



3.2 Current status of mental ill health stigma among nurses

The Scale for Assessing the Stigma of Mental Illness in Nursing yielded total scores of 58.96 ± 9.38 points for nurses, 58.86 ± 9.33 points for general nurses, and 59.41 ± 9.58 points for psychiatric nurses. Specifically, the scores for violence and danger were 22.68 ± 5.71 points, for ability deficiency were 14.64 ± 3.54 points, and for irresponsibility and lack of ability were 21.64 ± 3.83 points (refer to Table 2 for specifics). To evaluate nurses’ levels of mental ill health stigma, the total stigma score for each subject was converted to a Z score. Stigma levels were categorized into four tiers: no stigma, mild stigma, moderate stigma, and severe stigma. With an average Z value of 0 and a general range of -3 to 3, a Z score below -1.5 indicated severe stigma, -1.5 to 0 indicated moderate stigma, 0 to 1.5 indicated mild stigma, and above 1.5 indicated no stigma. The analysis revealed that out of the sample, 69 cases (10.99%) exhibited no stigma, 281 cases (43.47%) showed mild stigma, 248 cases (39.49%) had moderate stigma, and 38 cases (6.05%) displayed severe stigma (refer to Table 3 for detailed breakdown).

Table 2 | Mental illness stigma scores of nursing staff.


[image: Table showing different scores for various items comparing general and psychiatric nurses. The total score averages 58.96. Specific scores for Violence/Dangerousness, Disability, and Irresponsibility vary slightly between general and psychiatric groups. Both categories generally have similar averages across the measures.]
Table 3 | Mental illness stigma Z scores of nursing staff.


[image: Table displaying stigma levels among nurses with corresponding Z scores. Four stigma categories: severe, moderate, mild, and none. Total cases: 628; severe: 38 (6.05%), moderate: 248 (39.49%), mild: 281 (43.47%), none: 69 (10.99%). General nurses: severe: 30 (5.86%), moderate: 209 (40.82%), mild: 241 (47.07%), none: 32 (6.25%). Psychiatric nurses: severe: 11 (9.48%), moderate: 44 (37.93%), mild: 55 (47.41%), none: 6 (5.17%).]



3.3 Correlation of mental ill health stigma, social distancing and mental health knowledge among nurses

According to Pearson correlation analysis, the mental ill health stigma score of the nursing staff was negatively correlated with social distance (P<0.0001), negatively correlated with mental health knowledge (P<0.0001), and positively correlated with social distance and mental health knowledge (P<0.01). That is, the degree of mental illness stigma of nursing staff is positively correlated with social distance, and the degree of mental illness stigma is negatively correlated with mental health knowledge. All three are correlated; therefore, this information can be used to analyze the mediating effect. For detailed statistics, please refer to Table 4.

Table 4 | Correlation of mental illness stigma, social distancing and mental health knowledge among caregivers.


[image: Correlation table showing relationships between social distance, mental health literacy, and stigma of mental illness in nursing, including aspects like stigma, violence/dangerousness, disability, and irresponsibility. Significant correlations at the 0.01 level are marked with asterisks.]



3.4 The mediating effect of the degree of mental ill health stigma among nurses on social distance and mental health knowledge questionnaire

Structural equation modeling (SEM) was used to test complex relationships between multiple variables simultaneously, including direct and indirect effects. Utilizing the theoretical framework of Knowledge-Attitude-Practice Model, a structural equation modeling was constructed, where mental health knowledge served as the independent variable (X), social distance from mental ill health as the dependent variable (Y), and stigma of mental ill health among nurses as the mediating variable (M), while controlling for sex, age, and education level. The findings revealed significant paths: a=0.599 ((P<0.0001)), b=-0.194 ((P<0.0001)), and c’=-0.007 (P=0.078). These results underscore the pivotal role of stigma as the primary mediating factor. Moreover, they indicate that mental health knowledge influences social distance from mental ill health predominantly through the mediation of mental ill health stigma. For comprehensive statistics, please refer to Tables 5, 6.

Table 5 | Model test of nursing staff stigma mediation.


[image: A regression analysis table with two dependent variables: Stigma and Social Distance. For Stigma, the constant shows a beta of 52.960 with R-squared of 0.060. The predictor Knowledge has a beta of 0.599. For Social Distance, the constant has a beta of 32.494. Stigma has a beta of -0.007, while Knowledge has a beta of -0.194. The table includes standard errors, t-values, lower and upper confidence intervals, F-values, and p-values. All p-values, except for Stigma under Social Distance, are significant at 0.000.]
Table 6 | Analysis of the mediating effect of mental illness stigma among nursing staff.


[image: Table showing routes linking knowledge to social distance with mediation factors like stigma, violence/dangerousness, disability, and irresponsibility. Columns list coefficients (a, b, c', a*b), BootSE, confidence intervals (LLCI, ULCI), and R-squared values. Each route displays specific numerical values for these indicators.]




4 Discussion



4.1 Level of mental health knowledge and stigma among clinical nurses

The findings of this study offer valuable insights into the dynamic interrelationships among mental health knowledge, stigma, and social distance within the cohort of clinical nurses in Liaoning, China. This research underscores the pivotal role that mental health knowledge plays in influencing nurses’ attitudes and behaviors toward individuals with mental illnesses. Importantly, the mediating effect of stigma on the relationship between knowledge and social distance highlights the intricate challenges involved in addressing mental health care disparities in clinical practice. By examining these factors within the nursing profession, the study contributes to an expanding body of evidence that underscores the significance of targeted educational interventions and stigma-reduction strategies. These strategies are essential for enhancing mental health care delivery and promoting a more inclusive clinical environment.

Regarding stigma among clinical nurses, findings from this study indicated an average stigma rating of 58.96 ± 9.38 among nursing staff, with 45.54% (286 cases) from the total sample exhibiting moderate to severe stigma. These results align with those of numerous previous studies (39), indicating a prevalent stigmatized attitude among nursing staff toward individuals with mental illness. Surveys of nursing students (40, 41) revealed similarly negative attitudes toward mental illness. Notably, these attitudes were observed to be more negative in comparison to those documented in a stigma survey involving 192 caregivers, as reported by Jin Xinxia (42). This discrepancy may be attributed to variations in the timing of measurement, given that Jin Xinxia’s study focused on clinical nurses at an earlier stage in their careers. Previous research has indicated that age serves as an independent factor influencing the stigma associated with mental illness among nursing professionals, with younger individuals exhibiting more positive attitudes (43, 44).

Subsequent analyses identified variations in attitudes toward mental illness across different demographic groups. The willingness of nurses to pursue a career in psychiatric nursing can significantly influence the prevalence of mental illness stigma among nursing professionals. Nurses who express a readiness to specialize in psychiatric nursing tend to exhibit lower levels of stigma, a finding corroborated by numerous studies. These studies suggest that an interest in psychiatric nursing is often linked to more positive attitudes and reduced stigma toward mental illness. For example, a study examining the stigmatizing attitudes of nurses and nurse managers toward mental illness found that those who actively supported and assisted patients with mental health conditions exhibited lower levels of stigma (45). This suggests that nurses inclined toward psychiatric nursing roles may have a greater capacity for understanding and empathizing with individuals experiencing mental illness, thereby reducing stigma. Moreover, another study investigated the impact of psychiatric nursing courses on students’ perceptions of mental illness and the field of psychiatric nursing. The results indicated that exposure to psychiatric nursing education significantly reduced negative beliefs about mental illness while fostering more positive attitudes toward psychiatric nursing as a profession (46). These findings highlight the crucial role of education in shaping nurses’ attitudes toward mental health, emphasizing the need for targeted training programs to reduce stigma and enhance mental health care. The results of this study showed that individuals who were willing to become psychiatric nurses usually showed lower stigmatization of mental illness, which may be related to their interest in psychiatric nursing and professional education background. This pathway of action is consistent with the hypothesis of this study. Therefore, further strengthening mental health education and professional training, especially targeted courses and practice opportunities for clinical nurses, may be an effective strategy to reduce stigma, improve nursing quality, and enhance patient outcomes.

Notably, psychiatric nurses demonstrate lower levels of mental health stigma compared to their non-psychiatric counterparts (47). This observation is consistent with the results of this study, although there was no statistically significant difference in the level of stigma between general nurses and psychiatric nurses. These results imply that professional background and roles may play a crucial role in shaping mental illness stigma. The frequent exposure of psychiatric nurses to mental illness cases in their professional environment may contribute to this reduced stigma. Existing quantitative research (48) and qualitative studies (49) support the “contact hypothesis.” However, contradictory evidence exists, such as studies indicating that family caregivers may display high levels of mental stigmatization despite their close interactions with patients. This phenomenon could be attributed to the substantial emotional, psychological, and social stress experienced by family caregivers in their caregiving roles, although the specific mechanisms warrant further investigation.

The results of this study underscore the persistent high degree of mental ill health stigma among nurses, emphasizing the urgency to address, adapt, and ameliorate these stigmatizing attitudes to enhance nursing care quality.




4.2 The mediating effect of stigma in the relationship between mental health knowledge and social distancing behavior

The results of this cross-sectional investigation illuminate the complex interplay between mental health knowledge and social distancing behaviors within the realm of clinical nursing, placing particular emphasis on the intervening role of stigma associated with mental ill health. Employing mediation model analysis and Pearson correlation, our study unveiled a significant correlation between the degree of mental ill health stigma among nurses and both their mental health knowledge and social distancing behaviors. Notably, diminished levels of stigma among clinical nurses were found to correspond with heightened mental health knowledge and closer interpersonal proximity. These findings are in consonance with prior research (50), which echoes the theoretical framework linking knowledge acquisition to belief formation and consequent behavioral change, underlining the critical importance of promoting health literacy to cultivate affirmative attitudes and conduct (51). The theoretical model of Knowledge-Attitude-Practice Model (KAP) (52) is one of the models for changing human health-related behaviors, used to understand and analyze the behavior change process. It divides the change in human behaviors into three continuous processes: acquiring knowledge, generating beliefs and changing behaviors. Knowledge is the foundation, belief is the driving force, and behavior change is the goal. Through learning of knowledge, people acquire health knowledge and skills, form health beliefs and attitudes, and finally promote the creation of healthy behaviors (53). The model provides a structured approach to analyze the interaction among the three and identify gaps in education and intervention needs.

However, studies have also hinted at a discrepancy, indicating that despite possessing extensive mental health knowledge, nurses may still harbor negative attitudes toward mental ill health—a phenomenon observed across various healthcare professions (32, 54). In recent years, mental ill health has gradually received attention from society. Mental health knowledge is now disseminated through multiple channels that provide basic psychological knowledge, but does not go deep enough to encourage society to readily accept people with a mental health condition.

Furthermore, our investigation underscores the nuanced role of stigma in mediating the relationship between mental health knowledge and social distancing behaviors among nurses. While mental health literacy serves as a cornerstone for fostering empathy and comprehension toward people with a mental health condition (55), the presence of stigma may impede the translation of this knowledge into supportive actions. Our findings underscore stigma’s function as a barrier, obstructing nurses’ full engagement in social distancing practices when tending to people with a mental health conditions. This underscores the imperative of addressing stigma within healthcare settings to cultivate environments conducive to equitable and compassionate care provision.

The implications of our findings for nursing practice are profound. Recognizing the influence of mental health knowledge on social distancing behaviors, healthcare institutions can institute targeted educational interventions (56) aimed at augmenting nurses’ comprehension of mental health issues and mitigating stigma. Equipping nurses with training programs (57) focused on fostering empathy, cultural sensitivity, and effective communication skills (58) can empower them to navigate intricate patient interactions with confidence and professionalism, ultimately elevating the caliber of care dispensed.




4.3 Intervention on improving mental health literacy and reduce stigma among clinical nurses

It’s crucial to stress the significance of providing insights into interventions aimed at enhancing mental health literacy and reducing stigma among clinical nurses. This discussion delves into potential avenues for intervention:

Firstly, implementing targeted education (59) and training programs (60) tailored to the specific needs of clinical nurses can significantly bolster their mental health literacy. These programs should encompass various aspects of mental health, including common disorders, symptoms, treatment modalities, and communication strategies. Utilizing methods such as case studies (61), direct patient interaction (62), role-playing exercises, and interactive workshops (63) can foster active learning and skill development among nurses.

Moreover, developing evidence-based practice guidelines specific to mental health care can furnish clinical nurses with clear protocols and best practices for assessing, managing, and supporting individuals with mental health concerns. It’s imperative to regularly update these guidelines to reflect advances in research and clinical practice, ensuring nurses have access to the most current information and recommendations.

Encouraging interdisciplinary collaboration between clinical nurses and mental health professionals is another pivotal strategy (64). Facilitating regular meetings, case consultations, and joint training sessions can promote knowledge sharing, skill exchange, and mutual support, enabling nurses to learn from experts in the field and access specialized resources and expertise (65).

Establishing peer support networks within healthcare organizations can provide clinical nurses with a safe and supportive space to discuss challenges, share experiences, and seek guidance related to mental health care (66). These networks can help reduce feelings of isolation, normalize discussions around mental health, and foster a culture of empathy and understanding among nurses.

Launching targeted anti-stigma campaigns aimed at raising awareness, challenging stereotypes, and promoting positive attitudes toward mental ill health can effectively combat stigma among clinical nurses. Leveraging various mediums such as posters, seminars, social media (67), and workshops can disseminate accurate information, challenge misconceptions, and encourage empathy and compassion toward individuals with mental health conditions.

Creating a supportive organizational culture that prioritizes mental health awareness and inclusivity necessitates strong leadership commitment (68). Hospital administrators and nursing leaders should actively champion initiatives to improve mental health literacy and reduce stigma, allocating resources (69), providing training opportunities, and acknowledging efforts to promote positive change within the organization.

Regularly evaluating the effectiveness of interventions to improve mental health literacy and reduce stigma among clinical nurses is crucial for identifying areas of improvement and refining strategies over time (70). Collecting feedback from nurses, monitoring key performance indicators, and conducting periodic assessments can help gauge the impact of interventions and inform future initiatives.

Furthermore, it’s noteworthy that while more knowledge about mental ill health doesn’t necessarily equate to increased stigma, studies have indicated a desire for more education and experiences related to mental ill health among participants (71). Therefore, broadening the scope and depth of mental health knowledge among nurses and teaching effective patient interaction strategies may help mitigate stigma. Additionally, nurses should be equipped with appropriate coping strategies for their mental health, as the well-being of healthcare professionals can significantly impact staff and patient safety.





5 Conclusion

This study highlights the intricate interplay between mental health knowledge, stigma, and social distance among clinical nurses in China. The findings reveal that stigma serves as a mediating factor influencing the relationship between knowledge and social distance. Nurses with higher levels of mental health knowledge exhibited lower stigma and greater willingness to engage with people with a mental health condition, underscoring the critical role of education in shaping attitudes and behaviors. From a theoretical perspective, this research enriches the understanding of stigma dynamics within the nursing profession by integrating the Knowledge-Attitude-Practice (KAP) model. Practically, the findings emphasize the urgent need for targeted educational interventions to address stigma and improve mental health literacy among nurses.




6 Limitations and prospects

Despite these contributions, the study has limitations. The use of a convenience sample from a single region may limit the generalizability of the findings. Additionally, the cross-sectional design restricts causal inferences, necessitating longitudinal studies to further explore the causal pathways between knowledge, stigma, and social distance.

Future research should expand the scope to include diverse cultural and geographical contexts and investigate the effectiveness of stigma-reduction interventions in clinical settings. By addressing these challenges, future studies can provide more comprehensive insights into fostering stigma-free environments in healthcare and enhancing the professional development of nurses in mental health care.
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Introduction

The COVID-19 pandemic has led to significant global disruption, resulting in increased stigma and discrimination towards certain communities and populations affected by the virus. Given that psychiatrists play a crucial role in both preventing and treating the complications associated with disease-related stigma, this study aims to examine their attitude towards the stigma associated with COVID-19.





Methods

This research utilized a cross-sectional survey design to evaluate psychiatrists' attitudes towards COVID-19 stigma. We used a 15-item researcher-made questionnaire with scores ranging from 15 to 75. The questionnaire was distributed to 131 psychiatrists in Tehran (capital city of Iran) from April 9, 2023 to May 26, 2023, with responses collected voluntarily. Data were analyzed with descriptive statistics, independent t-tests, and one-way ANOVA to evaluate stigma attitudes across demographic variables using SPSS software (version 25).





Results

The Cronbach's alpha for the COVID-19 Stigma Attitude Scale for Psychiatrists (CSASP) was determined to be 0.861, indicating strong reliability. Moreover, all questions achieved acceptable corrected item-total correlation values above 0.2. It was revealed that the highest and lowest recorded scores were 68 and 25, respectively (average 51.16 ± 8.83). Also 19 individuals (14.5%) exhibited a weak attitude, 41 individuals (31.3%) displayed a rather weak attitude, 54 individuals (41.2%) showed a rather strong attitude, and 17 individuals (13%) demonstrated a strong attitude toward the presence of COVID-19 stigma. Furthermore, 96 individuals (73.3%) recognized stigma surrounding COVID-19 at the onset of the pandemic; of these, 11 (11.5%) disagreed with the idea of current stigma, while 18 (18.7%) had no opinion. Thus, 67 participants (69.8%) still believe such a stigma exists. Finally, 83 respondents (63.3%) acknowledged stigma related to AIDS and leprosy, with 53 (63.8%) of them also believing in the stigma surrounding COVID-19.





Conclusion

The findings highlighted various attitudes towards the ongoing stigma associated with COVID-19, with most psychiatrists recognizing its persistence throughout the pandemic. The research also points to the interconnectedness of stigma across different diseases, emphasizing common societal factors like fear, misinformation, and cultural biases. This underscores the crucial role psychiatrists play in addressing stigma and its effects on society.
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1 Introduction

At the end of 2019, a new infectious disease, known as Coronavirus Disease 2019 (COVID-19), emerged as the most significant public health concern (1). On March 11, 2020, the World Health Organization (WHO) officially classified COVID-19 as a global pandemic. The pathogen demonstrated a rapid and extensive transmission, impacting millions globally. The estimated case fatality rate during this period was approximately 5.7%, highlighting the severe public health implications of the outbreak (2). As there is no approved vaccine or treatment for COVID-19, efforts to combat the disease have concentrated on preventing its spread. These efforts involved political decisions to implement social distancing measures together with public health education aimed at raising individual awareness about the disease and how to protect oneself (3). A survey of the general public in China examined the psychological effects of the COVID-19 outbreak's early phase. The results showed that 53.8% of the respondents experienced a moderate to severe psychological impact, 16.5% reported moderate to severe depressive symptoms, 28.8% faced moderate to severe anxiety, and 8.1% experienced moderate to severe stress. These mental health burdens were not only caused by the virus itself, but were also worsened by fears related to stigma, including social rejection, discrimination, and the belief that those infected were responsible for spreading the disease (4). The term "stigma" originally refers to a mark used to identify Greek slaves and distinguish them from free individuals. Over time, this association led "stigma" to signify a characteristic that is deeply discrediting. Interestingly, in Persian, the word "stigma" denotes a symbol inscribed on commercial documents (5). Stigma is a phenomenon that involves labeling, stereotyping, isolation, loss of status, and discrimination. Asymmetric relationships can worsen these components (6). The fear and embarrassment linked to stigmas often discourage patients from seeking help, which may explain why even their loved ones, sometimes, advise them to stop treatment to avoid being labeled. These stigmas can further lead to personal and family problems, and even cause the patients to neglect their illness. As a result, their condition may progress into a chronic disease (7). Stigmatizing behaviors, whether intentional or unintentional, are directed toward individuals perceived as different due to their gender, race, sexual orientation, illness, or other characteristics. Such behaviors can profoundly affect both public and individual health, resulting in emotional disorders, heightened stress, delays in accessing appropriate healthcare, and the premature discontinuation of medical treatments (8). Stigma arises from a combination of ignorance, prejudice, and discriminatory behavior toward a particular phenomenon. It involves a lack of understanding about the subject, negative attitudes, and biases that may, ultimately, lead to actions rooted in discrimination and misguided perceptions (9–12). Social stigma related to the Coronavirus Disease, known as COVID-19 stigma, imposes a burden on individuals socially, economically, and mentally (13). Previous research has underscored the significant influence of fear, hesitancy, and health literacy on public attitudes toward COVID-19 vaccination. A study conducted by Siewchaisakul et al. (2022) examined the relationship between vaccine literacy, fear, and hesitancy among village health volunteers in Thailand. The findings revealed that while vaccine literacy had a minimal impact on vaccine acceptance, fear and hesitancy notably diminished the willingness to receive the vaccine. The study highlighted that efforts to reduce misinformation and address psychological barriers were more effective than merely increasing knowledge. These results are consistent with broader research on COVID-19 stigma, indicating that fear and uncertainty often fuel stigmatizing attitudes (14). Public perceptions regarding COVID-19 prevention and vaccination significantly influence health outcomes, particularly among vulnerable populations. A study conducted by Wungrath et al. (2021) examined the knowledge, attitudes, practices, and vaccine acceptance among elderly individuals in Chiang Mai, Thailand. The results indicated that while awareness of COVID-19 transmission and prevention was high, vaccine hesitancy was still a concern, largely stemming from fears about potential side effects. Impressively, 100% of respondents expressed willingness to accept the vaccine if its efficacy were 80% or higher, underscoring the critical role of public trust and evidence-based health communication in shaping vaccine perceptions. These findings highlight the necessity for targeted public health strategies to combat fear, misinformation, and hesitancy, which are essential in addressing stigma-related perceptions of COVID-19 (15). Providing a vaccine, targeted treatment, or evidence-based care immediately following an outbreak poses significant challenges, as demonstrated by past experiences with emerging infections like Ebola hemorrhagic fever, severe acute respiratory syndrome, and Middle East Respiratory Syndrome. As a result, an outbreak of a pandemic infectious disease can evoke considerable fear and anxiety regarding the spread of infections (16–20). In early 2020, a social stigma emerged worldwide due to the COVID-19 pandemic (17). Social stigma can harm individuals together with their families, friends, and communities. The behavioral manifestation of stigma is discrimination, which can lead to community rejection and reduced opportunities for treatment and disease control (21). Healthcare professionals in 173 countries have encountered instances of bullying as a result of the stigma associated with COVID-19 (22). Four weeks into the COVID-19 pandemic's peak, 34.8% of the Chinese respondents experienced stigma or discrimination from people in other countries (23). In China, where COVID-19 first spread and later affected the world, it was found that there is a positive correlation between the stigma associated with COVID-19 directed at patients or their families and the symptoms of depression and financial stress (24). During the ongoing COVID-19 pandemic, various forms of stigma have directed towards afflicted individuals throughout the world, particularly of Asian descent, those with recent travel histories, and healthcare professionals. Notably, a singular incident of discrimination against a person with apparent Asian features occurred in Egypt, though it was met with widespread disapproval from the society, including the government officials (25). The stigma surrounding certain attributes affects not only the afflicted individuals (e.g., with COVID-19), but also those connected to them, including family members, service providers, and community members. This phenomenon, known as courtesy stigma, refers to the perceived and experienced stigma that associates from the general public (26). During the COVID-19 outbreak, Hubei Province was the hardest-hit region in China, with approximately 65,000 confirmed cases and around 3,000 deaths. The people of Hubei experienced both courtesy stigma and affiliate stigma due to their geographic association with the virus (27). The COVID-19 pandemic has heightened existing stereotypes against various groups. Before the national lockdown, a state of emergency was declared in Italy, yet daily life persisted. During this period, attitudes toward the Chinese community soured, their restaurants went largely empty, and many parents hesitated to send their children to schools with Chinese classmates (28). A study involving 260 healthcare workers (HCWs) in southern Italy examined the impact of stigma, job demands, and self-esteem on the frontline health providers for COVID-19 patients. The findings revealed that stigma greatly affected their outcomes and influenced compliance and management strategies related to pandemic risks (29). The high mortality rate of COVID-19 leads experts to consider it life-threatening and traumatic. They also believe that healthcare professionals and stigmatized groups are more likely to develop post-traumatic stress disorder (30). A study assessed the mental health of 894 HCWs in Iran during the COVID-19 pandemic and revealed a significant link between stigma perception and PTSD scores, including intrusion, avoidance, and hyper-vigilance. Stigma was notably higher among females, frontline HCWs, physicians, and medical residents, indicating their heightened psychological stress during this time (31). An investigation on the stigma faced by hospitalized COVID-19 patients in Lahore (Pakistan) using a modified HIV stigma scale and open-ended questions showed a widespread stigma, particularly regarding public attitudes and disclosure among the 140 interviewed patients. Key themes identified included social stigma and rejection, humiliating behavior from others, breaches of confidentiality, loss of trust and respect, and the impact of a COVID-19 diagnosis on their businesses (32). A study in Colombia investigated the association between stigmatization and fear of COVID-19 among 1,687 adults aged 18-76 years. The findings indicated that 34.1% of the participants reported high fear of COVID-19. It is worth noting that the general population exhibited significantly higher levels of stigma towards COVID-19 compared to HCWs. Additionally, there was a correlation between high fear of COVID-19 and stigma in 63.6% of the evaluated answers (33). A study in Russia assessed psychological distress and stigmatization among HCWs during the COVID-19 pandemic. It involved an online survey of 1,800 Russian-speaking healthcare professionals. The findings indicated that direct contact with COVID-19 increased stress levels, particularly among the younger and highly qualified specialists. Stigmatization was notably prevalent among the nurses and paramedical staff, though it was not directly linked to infection risk (34). The study in Tehran developed a questionnaire to assess COVID-19 stigma in the general population. Out of the 1,637 recruited citizens, 1,064 participated in interviews. The results indicated low levels of stigma, possibly due to social desirability, the widespread nature of the virus, or socio-cultural factors (35). A cross-sectional study in Delhi evaluated the prevalence of social stigma among frontline HCWs in the Department of Anesthesia and Critical Care during the COVID-19 pandemic. The findings revealed that over half of these workers experienced severe stigma, particularly related to public attitudes (36).

As mentioned, stigma negatively affects patients and their families and serves as a barrier to controlling the pandemic (37). Hence, understanding stigma and developing effective strategies to reduce it is highly important in every community, including the Iranian population (38). Stigma is a nuanced social phenomenon characterized by labeling, stereotyping, and discrimination, which ultimately leads to social isolation and a loss of status for those affected. In the context of COVID-19, stigma has been exacerbated by fear, misinformation, and public anxiety, resulting in negative attitudes toward individuals who are infected as well as healthcare workers. Within the realm of medical professionals, psychiatrists play a vital role in recognizing and addressing the psychological distress associated with stigma. Consequently, understanding their perspectives is essential for enhancing stigma reduction strategies in mental health care. While stigma has been extensively studied in various infectious diseases, such as Ebola and MERS, existing research has predominantly focused on its effects on the general population and frontline healthcare workers. Unfortunately, less attention has been given to psychiatrists, despite their essential role in addressing stigma-related psychological distress. As mental health specialists, psychiatrists not only engage with patients facing stigma but also play a significant role in shaping public health policies and strategies aimed at stigma reduction. Understanding their perspectives is crucial for enhancing stigma management within healthcare settings. This study seeks to address this oversight by examining psychiatrists’ attitudes toward COVID-19 stigma, a viewpoint that has been largely neglected in previous research. On the other hand, considering the pivotal role that psychiatrists play in preventing and addressing mental health complications linked to disease-related stigma, we have to first evaluate their attitudes toward the stigma potentially associated with COVID-19. As attitude encompasses beliefs, emotions, and behavioral intentions toward individuals or events (39), it is particularly essential to understand whether psychiatrists attitude toward the existence of such stigma and its related complications. This study attempts to investigate psychiatrists' perspectives on the stigma surrounding COVID-19, which could guide the development of effective interventions. The findings will aid mental health professionals in determining whether to create preventive and therapeutic strategies aimed at mitigating the psychological impact resulting from this stigma.




2 Materials and methods



2.1 Setting and procedure

This study was a cross-sectional survey using a researcher-made questionnaire to collect data from psychiatrists practicing in Tehran. The present research utilized a multistep approach to develop, validate, and assess the reliability of COVID-19 Stigma Attitude Scale for Psychiatrists (CSASP) designed to measure psychiatrists' attitude toward the stigma associated with COVID-19. The research was conducted in Tehran City (Iran) between April 9, 2023 and May 26, 2023.




2.2 Questionnaire content, validity and reliability

We established an initial pool of related and relevant items through an extensive literature search utilizing PubMed and Google Scholar. At that time, our review revealed no existing Persian or English questionnaires specifically addressing COVID-19-related stigma. Consequently, we incorporated evidence regarding the stigma associated with SARS and HIV/AIDS into our search, extracting items from the SARS- and HIV/AIDS-related questionnaires to expand our pool. To conduct this study, we developed a custom questionnaire to assess the stigma associated with COVID-19. The original questionnaire consisted of 21 questions, each utilizing a five-point Likert scale that ranged from 5 to 1 (strongly agree, agree, no opinion, disagree, strongly disagree). In the initial phase, the questionnaire was shared with 10 psychiatrists, who are specialists in the area. They were requested to provide their feedback on the relevance, clarity and comprehension, simplicity, and the essential nature of each item. They were further asked to evaluate each item using a four-point ordinal rating scale to assess relevance (1 = not relevant, 2 = somewhat relevant, 3 = quite relevant with minor revisions, and 4 = highly relevant); clarity and comprehension (1 = not clear and understandable, 2 = somewhat clear and understandable, 3 = quite clear and understandable with minor revisions, and 4 = very clear and understandable); and simplicity (1 = not simple, 2 = somewhat simple, 3 = quite simple with minor revisions, and 4 = very simple). Additionally, they rated each item on a three-point scale to gauge essentiality (1 = not beneficial and not essential, 2 = beneficial but not essential, and 3 = beneficial and essential).

In continuation, the content validity index (CVI) was determined using the relevancy measure. Specifically, the item content validity index (I-CVI) for each item was calculated by dividing the number of experts, who rated the item as highly relevant by the total number of experts. An item was deemed relevant if the I-CVI was 0.78 or higher. The I-CVI values range from 0 to 1; values closer to 1 indicate greater relevance. The overall content validity of the questionnaire tool, referred to as the scale content validity index (S-CVI), was evaluated as the average of I-CVIs. The questionnaire was considered valid if the S-CVI met or exceeded 0.90 (40–42). We utilized the essentiality measure to calculate the item content validity ratio (I-CVR) using Lawshe’s formula as follows:
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Where, E represents the number of panelists, who rated the item as “beneficial and essential, and N denotes the total number of panelists. The I-CVR values range from 0.1 to 1, with values closer to 1 indicating that the item is deemed more essential. An I-CVR of at least 0.78 is necessary to classify an item as essential. If the value falls between 0.70 and 0.78, the item requires revision, and for values below 0.70, the item should be eliminated (41). To determine the Item Face Validity Index (I-FVI) for each item, ten raters were asked to independently evaluate each item based on the criteria of clarity, comprehension, and simplicity. The I-FVI for each item was calculated by dividing the number of raters, who assigned a clarity, comprehension, and simplicity rating of 3 or 4 by the total number of raters for that item. An item is considered clear, understandable, and simple if the I-FVI value is equal to or greater than 0.78. The Scale Face Validity Index (S-FVI) is established by averaging the I-FVI scores across all items in the scale. To validate the FV of the questionnaires, at least 83% of the experts must express their approval (43). In this study, the statistical population consisted of all psychiatrists in Tehran City in 2023. Among the 817 psychiatrists in the city, the sample size was determined according to the differences between the two sexes using G POWER software. With an effect size of 0.5, which is classified as medium to large, and a study power (1 – β) of 0.8 at a significance level of α = 0.05, the calculated sample size amounted to 64 individuals in each group. This means that the sample included 64 women and 64 men. For the purposes of this study, attitudes were measured quantitatively. Overall, 131 psychiatrists from Tehran were randomly selected from April 9 to May 26, 2023, with a roughly equal distribution of genders (retrieval rate:87.3%). A non-probability convenience sampling technique was used to recruit psychiatrists in Tehran. The survey was conducted both online and in print format, distributed in psychiatric hospitals and clinics. The participants voluntarily responded to the researcher-made questionnaire designed to gather demographic information, including age, gender, marital status, work history, workplace setting, and experiences related to treating or consulting patients with COVID-19. The psychiatrists involved in validating the questionnaire were excluded from the final study sample to avoid response bias. The collected data were analyzed confidentially. To ensure the confidentiality of participants, all data collection procedures followed ethical guidelines. Before participating, respondents were informed that their answers would remain anonymous and confidential, and that no personal identifiers (such as names, contact details, or IP addresses) would be collected. To evaluate the internal consistency of the questionnaire, we computed Cronbach’s alpha based on the responses of all the 131 participants. Additionally, we calculated the corrected item-total score correlation coefficient, and the Cronbach’s alpha value was determined for each item if it was removed from the analysis. An item-total correlation value exceeding 0.2 was deemed a good indicator of discrimination (44). A Cronbach’s alpha value greater than 0.6 was deemed acceptable for confirming internal consistency (45, 46). The experts assessed both the content and face validity of the questionnaire. Almost all items achieved I-CVI, I-CVR, and I-FVI values >0.78, with the exception of six questions that fell short of the necessary standards for content validity and were, subsequently, removed from the questionnaire. As a result, the total number of questions in the questionnaire was reduced to 15. So the distributed questionnaire consisted of 15 questions, scoring from 15 to 75 points, with higher scores indicating a greater level of attitudes towards the existence of COVID-19 stigma. As a measure of the questionnaire's effectiveness, the S-CVI and S-FVI values were recorded at 0.90 and 92.6%, respectively. To assess the reliability of the 15-question questionnaire, Cronbach's alpha was computed using the SPSS software (ver. 25). An alpha value above 0.7 is considered acceptable, while a value above 0.8 is deemed appropriate. The Cronbach's alpha obtained for the 15-question questionnaire was 0.861, indicating it falls within the appropriate range. Additionally, the corrected item-total correlation was calculated for all questions, and all the values were found to be equal to or above 0.2 (in the acceptable range), and thus, confirming that all questions can be utilized.




2.3 Attitude of psychiatrists towards the presence of stigma about COVID-19

To analyze psychiatrists' attitudes toward COVID-19 stigma, we first calculated the average attitude score. Based on the distribution of scores, attitudes were categorized using standard deviation (SD) thresholds as follows: Weak Attitude (≤ -1 SD), Rather Weak Attitude (Between -1 SD and Mean), Rather Strong Attitude (Between Mean and +1 SD), Strong Attitude (≥ +1 SD). To evaluate the normality of our data, we analyzed the Skewness and Kurtosis values. The findings indicated a Skewness of -0.708, which falls within the acceptable range of -1 to +1, signifying minimal asymmetry in the data distribution. The Kurtosis value was 0.305, also within the acceptable range of -1 to +1, suggesting that there are no significant deviations concerning the distribution's peakness or flatness. Given that our sample size exceeds 30, the Central Limit Theorem suggests that the sampling distribution approaches normality. Therefore, we proceeded with parametric tests (t-test and ANOVA) for group comparisons. Descriptive statistics (mean, standard deviation, and frequency distribution) were used to summarize the responses. Independent sample t-tests and one-way ANOVA were applied to examine differences in stigma perceptions based on demographic variables.





3 Results



3.1 Demographic characteristics of the participants

The demographic characteristics of the psychiatrists in the study are summarized in Table 1. Overall, 67 participants (51.1%) were female and 64 participants (48.9%) were male. The average age of the subjects was 46.65 ± 9.6 years. A total of 37 participants (28.2%) were identified as unmarried, and the average work experience the surveyed participants was 14.51 ± 9.05 years. In terms of workplace setting, 58 individuals (44.3%) were employed in hospitals or clinics, 35 individuals (26.7%) worked in private offices, and 38 individuals (29%) practiced in both environments. Furthermore, 70 individuals (53.4%) were engaged in the treatment or counseling of patients with COVID-19.

Table 1 | Sociodemographic and occupational characteristics of the psychiatrists.


[image: Table displaying participant demographics from a study with 131 individuals. Gender: 64 males (48.9%), 67 females (51.1%). Average age: 46.65 years (SD 9.6). Marital status: 94 married (71.8%), 37 unmarried (28.2%). Average work experience: 14.51 years (SD 9.05). Workplace settings: 58 in hospitals (44.3%), 35 in private offices (26.7%), 38 in both environments (29%). COVID-19 counseling involvement: 70 engaged (53.4%), 61 not engaged (46.6%). M represents mean; SD represents standard deviation.]



3.2 Attitude of psychiatrists towards the presence of stigma about COVID-19

The average score of psychiatrists’ attitude towards COVID-19 stigma in Tehran was found to be 51.16 ± 8.83. The highest score was 68 and the lowest was recorded as 25. The results revealed that 19 individuals (14.5%) exhibited a weak attitude, 41 individuals (31.3%) displayed a rather weak attitude, 54 individuals (41.2%) showed a rather strong attitude, and 17 individuals (13%) demonstrated a strong attitude toward the presence of COVID-19 stigma (Table 2).

Table 2 | Attitude of psychiatrists towards the presence of stigma about COVID-19.


[image: Table showing prevalence of attitudes among participants. Weak attitude: 19 participants (14.5%), rather weak attitude: 41 participants (31.3%), rather strong attitude: 54 participants (41.2%), strong attitude: 17 participants (13%). Average score is 51.16 ± 8.83.]
In this study, there was no significant difference in attitude toward COVID-19-associated stigma according to age, gender, marital status, work experience, workplace, treatment, or non-treatment of people with COVID-19 (Table 3).

Table 3 | Relationship between demographic variables and psychiatrists' attitude towards the stigma associated with COVID-19.
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Upon examining the survey responses, it was found that 96 individuals (73.3%) agreed with the existence of stigma surrounding COVID-19 at the onset of the pandemic. Out of these 96 individuals, 11 individuals (11.5%) disagreed with the presence of this stigma currently, 18 individuals (18.7%) declared that they have no opinion on the matter, and the rest (67 individuals, 69.8%) still maintained their belief in the existence of stigma surrounding COVID-19.

In the present study, the psychiatrists' attitudes towards two other medical disorders (AIDS and leprosy) were also investigated. The results showed that a total of 83 respondents (63.3%) agreed on the presence of stigma related to AIDS and leprosy. Moreover, 53 (63.8%) of these 83 respondents confirmed their belief in the presence of stigma associated with COVID-19.





4 Discussion

We designed a 15-question Persian questionnaire regarding the psychiatrists’ attitude towards COVID-19-assiciated stigma in Tehran City and its validity and reliability were confirmed. The findings of this study revealed that the average attitude score of psychiatrists toward COVID-19 stigma in Tehran was 51.16 ± 8.83, with scores ranging from 25 to 68. Based on standard deviation classifications, 19 psychiatrists (14.5%) exhibited a weak attitude, 41 (31.3%) displayed a rather weak attitude, 54 (41.2%) demonstrated a rather strong attitude, and 17 (13%) showed a strong attitude toward the presence of COVID-19 stigma. Additionally, among the 131 psychiatrists surveyed, 69.8% acknowledged the existence of COVID-19 stigma, while 11.5% believed that stigma had diminished, and 18.7% remained neutral. When comparing attitudes toward stigma in other infectious diseases, 83 participants recognized stigma associated with AIDS and leprosy, with 53 of them also perceiving stigma toward COVID-19. These findings offer valuable insights into the varying perceptions of stigma among psychiatrists, which can be further contextualized by comparing them with the findings from other relevant studies. They further reveal the persistent perceptions of stigma, which carry several critical implications. Moreover, the research results indicate that psychiatrists, who are mental health specialists, recognize the existence of not only COVID-19-associted stigma but also for other historically stigmatized conditions like AIDS and leprosy. This highlights their awareness of stigma as both a psychological and societal issue. The acknowledgment of stigma by psychiatrists shows that they are in a unique position to address its consequences such as patients avoiding care, developing anxiety, or experiencing social isolation. This places psychiatrists at the forefront of anti-stigma efforts. It is worth noting that 69.8% of the participants maintained their belief in the ongoing stigma associated with COVID-19, suggesting that stigma remains an unresolved issue even as public health measures evolve. Such stigma can worsen mental health outcomes, delay treatment-seeking behavior, and undermine trust in healthcare systems. Individuals who face stigma may refrain from seeking medical care due to concerns about social exclusion, resulting in delays in diagnosis and treatment. This phenomenon has been observed during previous pandemics, where stigma led to underreporting of symptoms and non-compliance with health guidelines, thereby increasing transmission rates of the disease. Furthermore, stigma undermines trust in healthcare institutions. Misinformation, combined with fear-driven narratives, can foster distrust in medical advice and vaccine hesitancy, ultimately diminishing public adherence to preventive measures (47, 48). This erosion of trust can have long-term ramifications, as individuals may become hesitant to engage with healthcare services even after the pandemic, exacerbating existing health disparities. Persistence of stigma allows healthcare policymakers to implement targeted anti-stigma campaigns and educational programs aimed at reducing its impact. The overlap in stigma perceptions for AIDS, leprosy and COVID-19 (with 53 out of 83 respondents indicating shared views) underscores common societal drivers like fear of contagion, misinformation, and historical biases. By understanding that stigma dynamics are similar across the mentioned infectious diseases, this study provides a foundation for cross-disease stigma-reduction strategies, which may be more sustainable and effective than those focused on a single disease. Our findings showed no significant differences in the psychiatrists’ stigma attitudes based on age, gender, marital status, work experience, or workplace, suggesting that stigma is a universal issue among psychiatrists, cutting across demographic boundaries. Interventions aimed at reducing stigma should, therefore, focus on system-wide education rather than targeting specific subgroups. Accordingly, since psychiatrists play a crucial role in mental health care, especially during pandemics when stigma can exacerbate anxiety, depression and trauma, the present research emphasizes the importance of involving them in anti-stigma education and advocacy. Furthermore, by equipping psychiatrists to identify and address stigma, healthcare systems can better support patients and communities.

Faghankhani et al. examined the levels of stigma within the non-infected general population in Tehran City. Utilizing a validated stigma scale, they found that 86.8% of the participants exhibited low levels of stigma, while 13.2% displayed moderate stigma, with no participants reporting severe stigma. In contrast, our findings revealed that a higher proportion of the participants (psychiatrists) exhibited strong or rather strong stigma-related attitudes, totaling 54.2% combined. Only 14.5% of them demonstrated weaker attitudes toward stigma. This discrepancy underscores significant differences between healthcare professionals and the general population. Although psychiatrists, due to their specialized knowledge, may have a better understanding of the psychological effects of stigma, they remain susceptible to its influence. Conversely, as suggested by Faghankhani et al., the general population may report lower levels of stigma as a result of widespread exposure to COVID-19 in large cities like Tehran, which may have contributed to the normalization of the pandemic experience. Additionally, social desirability bias could affect response patterns, leading individuals to provide socially acceptable answers to mitigate the risk of judgment (35).

In Jain et al.’s study at a tertiary care hospital in Delhi, 56.6% of the frontline HCWs reported experiencing severe stigma, which is significantly higher than the 13% of psychiatrists who expressed strong stigma-related attitudes in the present research. Jain et al. found that the highest levels of stigma were associated with concerns regarding public perception. Additionally, factors such as age (particularly those over 30), male gender, and lower educational attainment were linked to increased stigma levels. In contrast, our study revealed a wider distribution of attitudes among psychiatrists, with 41.2% showing rather strong stigma-related attitudes and 14.5% exhibiting weak attitudes. This may be attributed to the psychiatrists' professional training in mental health, which equips them with better-coping strategies and a deeper understanding of the psychological effects of stigma. Jain et al. specifically focused on frontline HCWs, including anesthetists, ICU staff, and nurses, who faced direct exposure to COVID-19 patients, leading to greater stigma due to fears of infection and public discrimination. In comparison, psychiatrists may have faced less societal scrutiny due to their more indirect involvement. Moreover, public awareness campaigns and increased familiarity with COVID-19 in Tehran may have contributed to a reduction in intensely stigmatizing attitudes, unlike the elevated stigma levels reported by frontline HCWs in Delhi (36).

Sawaguchi et al. examined COVID-19-associated stigma within the general population in Japan using an adapted version of the Cancer Stigma Scale. They identified five key factors contributing to COVID-19 stigma: Avoidance, Personal responsibility, Severity, Policy opposition, and Awkwardness. Notably, their findings revealed that COVID-19 stigma scores were higher among the participants aged 70 and older, particularly in the Avoidance and Awkwardness subscales. In contrast, the present research psychiatrists, a younger and more educated group, demonstrated that stigma was influenced more by their professional experiences rather than age-related fears. Unlike Sawaguchi et al.'s population-based sample, the awareness of stigma among psychiatrists may be shaped by their professional background and expertise in mental health, resulting in a more varied range of attitudes. Additionally, their study indicated that heightened societal fears about infection and its repercussions contributed to Severity being identified as the most significant stigma factor. Although Tehran’s psychiatrists encounter lower societal stigma, their perception of stigma may still be increased by patient experiences and broader dynamics within the healthcare system (13).

When comparing the findings of Duan et al. conducted in Hubei Province (China) with ours, notable differences in COVID-19 stigma perception become apparent. Duan et al. categorized the participants into three stigma profiles using Latent Profile Analysis: a) Denier (35.98%), which reflects low levels of perceived courtesy and affiliate stigma; b) Confused Moderate (48.13%), indicating moderate levels of stigma; and c) Perceiver (15.89%), representing high levels of perceived stigma. While 15.89% of the participants in Hubei experienced high stigma levels ("Perceiver"), only 13% of the psychiatrists in Tehran reported strong stigma-related attitudes; however, 41.2% of Tehran psychiatrists expressed rather strong attitudes, suggesting a broader moderate sensitivity to stigma comparable to the Confused Moderate group (48.13%) in the Hubei study. Given that psychiatrists are highly educated professionals trained in mental health, this may contribute to a heightened sensitivity toward stigma. In contrast, Duan et al. identified education and perceived threats as risk factors for high stigma perception within the general population of Hubei. The study highlighted how geographic associations with COVID-19 contributed to courtesy stigma, with terms like "Wuhan virus" exacerbating rejection and exclusion. Psychiatrists in Tehran, however, may encounter less region-specific stigma, with a greater emphasis on the psychological impact of the pandemic and societal attitudes. Duan et al. found that the “Perceiver” group participants were more likely to view COVID-19 as severe and threatening, a perception that aligns with stigma drivers on a global scale. In our study, although direct perceptions of severity were not measured, the pronounced attitudes among psychiatrists suggest an increased awareness of the consequences of stigma within the healthcare system. Media exposure and engagement were significant predictors of stigma in the Hubei study. Conversely, the psychiatrists in our Tehran study might have experienced stigma more through professional exposure rather than media influences, leading to more nuanced yet pronounced attitudes (27).

In comparison to Ramaci et al.’ study in southern Italy with ours, several distinguished similarities and differences emerge. In addition to measuring psychological demands and self-esteem, Ramaci et al. assessed the effect of stigma on 273 HCWs in terms of discrimination, fear, and burnout. As a key finding, they found that “stigma discrimination” had a mean of 1.57 ± 0.72, and “stigma fear had a mean of 2.88 ± 0.89. Furthermore, higher levels of “burnout” were reported among the female HCWs and those with long-term contracts. The study identified stigma as a significant predictor of burnout (β = 0.317, p = 0.001) and fatigue (β = 0.248, p = 0.001). While Ramaci et al. concentrated on burnout and psychological strain, our study emphasized the prevalence of stigma perceptions within a specialized group of healthcare professionals (i.e. psychiatrists). Although Ramaci et al. highlighted stigma as a contributor to burnout and fatigue among a group of frontline HCWs, our findings indicated that stigma is also present among psychiatrists, albeit at lower levels compared to global frontline HCWs. Psychiatrists may experience stigma indirectly, mainly through secondary exposure to the psychological consequences observed in their patients (29).

The findings of Chew et al.’s longitudinal study of residents in training across various specialties in Singapore offer valuable insights into stigma levels among healthcare professionals in two unique contexts. They assessed stigma among HCWs using the Healthcare Workers Stigma Scale (HWSS). The research involved 274 residents at the baseline and 221 residents at a three-month follow-up. At baseline, the mean total score of HWSS was 22.5 with a standard deviation of 6.84, while the follow-up score showed a slight decrease to a mean of 20.8 with a standard deviation of 6.92. Particularly noteworthy was the decrease in scores related to the Disclosure Concerns subscale from 6.27 ± 2.29 to 5.80 ± 2.37, as well as a decline in public attitudes from 6.61 ± 2.28 to 5.95 ± 2.26. These findings suggest a positive trend in reducing stigma among the residents over the three-month period. Chew et al. noted an initial presence of stigma among the residents, which was decreased over time, likely due to nationwide awareness campaigns and public support for HCWs in Singapore. In agreement with our findings, the specialized knowledge of psychiatrists regarding mental health may heighten their sensitivity to the psychological impact of stigma. Additionally, Chew et al. found that perceived stigma was correlated with higher levels of traumatic stress and avoidance coping mechanisms, factors that could similarly influence the stigma attitudes of psychiatrists in Tehran (49).

When comparing our results with a similar research conducted by Zandifar et al. in Iran, which focused on HCWs, we can identify both significant similarities and differences. Zandifar et al. examined the prevalence of stigma and post-traumatic stress symptoms (PTSSs) among HCWs exposed to COVID-19 patients across nine hospitals in Alborz Province, Iran. The findings indicated that stigma was notably more prevalent among female HCWs (p = 0.01), frontline HCWs (p = 0.006), and physicians (p < 0.04), orderly.

The correlation analysis revealed a strong association between stigma and PTSS scores (coefficient: 0.83). In contrast, 13% of the psychiatrists in our study reported strong stigma attitudes, with 41.2% displaying rather strong attitudes. While Zandifar et al.’s study indicated elevated stigma among frontline HCWs, the specific categorization of this stigma as strong or moderate was not explicitly provided, making direct numerical comparisons difficult. The higher levels of PTSS reported by frontline HCWs in Zandifar et al.’ study are likely attributable to their direct exposure to COVID-19 patients, which intensifies both psychological stress and perceptions of stigma. Conversely, the psychiatrists in our study, though not frontline HCWs, may indirectly encounter stigma through their professional experiences and by observing the mental health impacts on their patients. Zandifar et al. highlighted a significant relationship between stigma and PTSS, underscoring the psychological toll that stigma inflicts. Although our study did not measure PTSS, the relatively high percentage of “rather strong” stigma attitudes (41.2%) suggests a considerable sensitivity to the effects of stigma within healthcare systems and the broader society (31).

Our findings were compared with those of Imran et al.’s study, which investigated the stigma experienced by hospitalized COVID-19 patients in Lahore (Pakistan). This comparison offers valuable insights into how stigma manifests among healthcare professionals in Tehran and quarantined COVID-19 patients in Lahore. Imran et al. (2020) examined stigma among 114 COVID-19 patients in a tertiary care hospital using a modified HIV stigma scale. The results gave the following mean scores: concerns about public attitudes (7.43 ± 1.43), disclosure concerns (6.89 ± 1.45), personalized stigma (6.82 ± 1.28), and negative self-image (6.72 ± 1.34). Moreover, their study highlighted widespread stigma, with patients reporting social rejection, breaches of confidentiality, and humiliating behavior. In contrast, our study found that 54.2% of the psychiatrists reported strong or rather strong stigma attitudes, reflecting their professional awareness and societal perceptions of stigma. In Imran et al.'s study, social rejection was a primary theme, where the patients faced humiliation, ostracization, and loss of respect due to their COVID-19 diagnosis. The psychiatrists in our study reported stigma at an attitudinal level under the influence of their professional roles and understanding of the mental health consequences of stigma.

The Pakistani COVID-19 patients expressed heightened concerns about disclosure, with a mean score of 6.89 ± 1.45, and many of them feared being labeled as “contagious” or “dirty.” Although we did not directly measure disclosure concerns among the psychiatrists, it is likely that they similarly perceive stigma due to their roles in counseling stigmatized patients. The stigma experienced by patients in Imran et al.'s study reflects cultural and societal reactions to infectious diseases in Pakistan, where families faced labeling and social rejection. In contrast, psychiatrists may view stigma through a professional lens, which could increase their sensitivity to the issue while reducing their personal experiences of rejection. Both studies highlight the impact of public attitudes on stigma. Furthermore, the Pakistani participants reported experiences of verbal abuse, breaches of confidentiality, and economic impacts such as business losses resulting from community labeling. These findings underscore the societal barriers to addressing stigma in low- and middle-income countries (LMICs) (32).

Cassiani-Miranda et al.'s study examined the stigma associated with COVID-19 among 1,687 adults in Colombia, focusing on both the general population and HCWs. Their findings provide crucial insights into the nature of stigma across different demographics. The study revealed that 42.3% of the general population and 35.4% of HCWs believed that foreigners posed a higher risk of transmitting COVID-19. Additionally, 56.1% of the general population and 48.1% of HCWs attributed the virus's spread to irresponsible behavior. Notably, 12.4% of the general population and 5.8% of HCWs felt that they should be isolated because of their contact with COVID-19 patients. While the Colombian study highlighted stigma particularly linked to fears surrounding foreigners and healthcare professionals, the findings from Tehran reflect a more nuanced awareness of professional stigma rather than direct stigmatization. In Colombia, the fear of foreigners emerged as a significant factor driving stigma (42.3%), whereas Tehran psychiatrists exhibited stigma attitudes shaped more by their professional knowledge and societal perceptions. This contrast underscores how cultural and social contexts can influence the expression of stigma. Furthermore, in Colombia, 12.4% of the general population believed that HCWs should be isolated due to their exposure to COVID-19 patients, which aligns with findings in other regions where HCWs were seen as potential disease carriers. Although Tehran psychiatrists are not frontline HCWs, they likely possess a heightened awareness of stigma-related impacts through their professional lens. Moreover, Cassiani-Miranda et al. found that 56.1% of the general population attributed COVID-19 infections to irresponsible behavior, reflecting a stigma rooted in moral judgments. Our study, while not explicitly addressing these attributions, observed significant stigma attitudes among psychiatrists, which may be influenced by similar societal biases (33).

Our findings were analyzed in conjunction with the findings of Baldassarre et al., who conducted a comprehensive examination of stigma and discrimination (SAD) due to the COVID-19 pandemic on a global scale. They emphasized that stigma surrounding SARS-CoV-2 is influenced by several interconnected factors, including a lack of knowledge, fear of infection, and societal biases. While they did not provide explicit quantification of stigma prevalence, they noted that frontline HCWs globally faced more severe stigma due to their visible roles in the pandemic response. In contrast, in our study, 54.2% of the psychiatrists reported strong and rather strong attitudes toward stigma. This highlights an increased sensitivity to the impact of stigma by psychiatrists. In other words, though psychiatrists are not directly involved in frontline treatment, they often address the psychological effects of stigma among their patients. This distinction underscores the different nature of stigma exposure, which contributes to the variance in findings. Baldassarre et al. pointed out that stigma often emerges from knowledge gaps and fear-driven behaviors, particularly during pandemics. However, the psychiatrists in our study exhibited a heightened awareness of the psychological toll of stigma, which may account for the significant proportion of them (41.2%) expressing rather strong attitudes (19).

This study evaluated psychiatrists' attitudes toward COVID-19 stigma in Tehran and found no significant differences based on age, gender, marital status, work experience, workplace, or involvement in treating COVID-19 patients. Research findings from various other regions worldwide (e.g. Pakistan) suggest that being male is independently associated with higher stigma scores. For instance, Jain et al. found that male HCWs had higher stigma levels across all subscales, including personalized stigma and public attitudes (36). In contrast, our study revealed no significant differences between male and female psychiatrists, signifying that professional training may equalize their perceptions of stigma. Several studies have shown that younger age groups (under 30) are more likely to report stigma-related concerns like negative self-image and worries about disclosure. For example, frontline HCWs under 30 reported a higher fear of stigma compared to older participants (36). However, our study found that age had no impact on stigma attitudes, potentially due to the psychiatrists' shared awareness of mental health implications across different age groups. Marital status and work experience have been identified as contributing factors in some studies (e.g. Zandifar et al.), where married HCWs exhibited greater PTSSs linked to stigma (31). Similarly, frontline HCWs with fewer years of experience reported higher stigma levels in some regions (36). Nevertheless, our study did not find any significant correlation in this regard, highlighting the uniformity of psychiatrists’ attitudes, regardless of marital status or professional experience. Multiple studies emphasize that frontline HCWs in hospitals or ICUs experienced significantly higher stigma compared to those working in non-treatment environments (29, 36). For instance, Baldassarre et al. reported that HCWs in direct patient contact perceived greater stigma due to the fear of contagion (19). In contrast, the psychiatrists in our study, (whether involved in treatment or not) showed no significant differences in their attitudes toward stigma. This finding may reflect the indirect role of psychiatrists in pandemic care that considerably protects them from personal experiences of stigma.

This study found that 96 individuals initially acknowledged the existence of stigma surrounding COVID-19 at the onset of the pandemic. Of these, 67 individuals (69.8%) continued to believe in the presence of stigma, while 11 individuals (11.5%) disagreed with its persistence, and 18 individuals (18.7%) expressed neutrality. These findings highlight a changing perception of stigma over time. Comparisons with other studies revealed important trends and differences in the persistence, reduction, and ambivalence of stigma. For instance, Imran et al. reported that stigma continued to affect COVID-19 patients in quarantine due to social rejection and labeling, despite the passage of time (32). Similarly, Zandifar et al. found that HCWs continued to experience stigma long after the initial surge of cases, primarily driven by fears of infection and professional exposure (31). The 69.8% of participants in our study, who still believe in the existence of stigma, closely align with these findings, indicating that stigma is resilient and not easily eliminated without targeted interventions. Additionally, Baldassarre et al. reported gradual reductions in stigma as knowledge and public awareness about COVID-19 increased. However, stigma reduction was more significant in populations that had robust public health campaigns (19). In our study, 11.5% of the participants disagreed with the current presence of stigma, reflecting a small but measurable decline. This aligns with a global trend of stigma reduction among individuals who gained confidence in the management and prevention strategies of the pandemic. The finding that 18.7% of the participants expressed no opinion results from the studies that identified neutral or uncertain attitudes toward COVID-19 stigma. For example, Cassiani-Miranda et al. found that a subset of the general population remained unsure about stigma's impact, likely due to indirect exposure to stigma or limited understanding of its psychological consequences (33). Chew et al. also reported that some healthcare trainees displayed ambivalence toward stigma as they struggled to reconcile their personal fears with professional responsibilities (49). In the present study, the neutral responses may reflect conflicting experiences or a lack of direct exposure to stigma, resulting in ambivalence. The persistence of stigma among 69.8% of the participants aligns with the global findings that stigma often becomes entrenched due to fear of contagion and misinformation. Historical parallels can be drawn with prior pandemics such as HIV and SARS, where societal rejection of individuals associated with the disease was prevalent (e.g. Imran et al.) (32). The 11.5% reduction in stigma perception observed in our study may be attributed to increased public education and awareness campaigns, widespread vaccination programs that reduced fear of the virus, and shifts in societal narratives that normalized the pandemic’s impact, as seen in Baldassarre et al.’s findings (19). As mentioned, in the present research, 18.7% of the participants provided neutral responses; One possible explanation lies in the principle of clinical impartiality, where psychiatrists may emphasize an objective, evidence-based approach instead of articulating strong opinions on socially sensitive matters. This neutrality may arise from a commitment to maintaining professional boundaries and avoiding biases that could impact patient care. It has been suggested that upholding neutrality in psychiatric practice can help reduce bias and foster patient-centered care. Additionally, some psychiatrists may view stigma as a societal issue rather than a clinical one, causing hesitation in addressing its presence and impact. Another possible explanation lies in the uncertainty surrounding the long-term trajectory of COVID-19 stigma. As stigma evolves in response to public perception, media influence, and government policies, some psychiatrists may perceive it as neither entirely persistent nor wholly resolved. This leads them to adopt a more neutral stance. The present study found that 83 respondents acknowledged the existence of stigma related to AIDS and leprosy, with 53 of them also expressing their belief in the stigma associated with COVID-19. This result provides an opportunity to examine stigma as a recurring theme across infectious or chronic diseases as highlighted in the literature. Stigma toward HIV/AIDS has historically been one of the most enduring and well-documented forms of disease-related stigma, stemming from societal fears, moral judgments, and misinformation. Herek et al. emphasized that individuals living with HIV/AIDS often experience social isolation and discrimination due to unfounded moral biases (50). Logie et al. noted similarities between the stigma surrounding AIDS and COVID-19, particularly due to the role of fear and misinformation in fostering the rejection of affected individuals (51). In our study, 53 respondents recognized stigma across all the three diseases (i.e. COVID-19, AIDS, and leprosy), implying that stigma may be driven by similar societal dynamics, regardless of the specific characteristics of the diseases. The overlap observed in our findings, where 53 individuals acknowledged stigma across these three diseases, suggests shared underlying factors, which include fear of contagion that is common to COVID-19, HIV/AIDS, and leprosy. Misinformation and lack of education that have been documented as significant contributors to stigma across pandemics. Historical and cultural biases regarding the stigmas associated with AIDS and leprosy, may also influence the perceptions of COVID-19-associated stigma.

The stigma surrounding infectious diseases, including COVID-19, is significantly shaped by cultural norms and societal values, which in turn influence perceptions and behaviors towards those affected. In collectivist societies, such as those found in East Asia and the Middle East, there is a strong focus on community cohesion and social harmony. Consequently, diseases are often viewed as threats to the collective well-being, resulting in social ostracism and discrimination against infected individuals. For example, during the COVID-19 pandemic, many people in certain communities experienced verbal and physical harassment due to fears and misconceptions regarding the transmission of the virus (52). In contrast, individualistic cultures, such as those common in Western Europe and North America, tend to emphasize personal responsibility and autonomy. In these contexts, stigma can manifest through blame and moral judgments directed at individuals who contract the disease, often linking illness to personal shortcomings or irresponsible behavior. This viewpoint can result in discrimination and social distancing, serving not only as a health precaution but also as a means of social exclusion. Historical contexts significantly influence the formation of stigma. For instance, in India, conditions such as leprosy have historically been linked to ideas of divine punishment and impurity, resulting in the enduring stigmatization of those affected. Research indicates that individuals with leprosy and HIV/AIDS in Southern India face considerable restrictions on social participation due to stigma, which adversely impacts their quality of life and mental health (53). Comprehending cultural nuances is vital for creating effective stigma-reduction interventions. In collectivist societies, strategies that involve community leaders and foster collective empathy tend to be more impactful, whereas in individualistic cultures, the focus on personal education and confronting moralistic judgments may be more critical. Acknowledging the cultural foundations of stigma enables the development of tailored public health approaches that align with the values and beliefs of specific populations, ultimately enhancing their effectiveness.

The attitudes of psychiatrists towards COVID-19 stigma can be understood through established psychological theories. Goffman’s Stigma Theory (1963) characterizes stigma as a “spoiled identity” that results in social devaluation, which can affect psychiatrists’ perceptions of individuals who are stigmatized (54). Labeling Theory suggests that societal labels shape self-identity and behavior, potentially explaining why some psychiatrists may be hesitant to take a strong position against COVID-19 stigma. Social Identity Theory indicates that psychiatrists, as members of the medical community, may experience cognitive dissonance when stigma conflicts with their professional roles, leading to neutral or ambivalent attitudes. Additionally, Attribution Theory posits that psychiatrists’ perceptions are influenced by whether they attribute COVID-19 infections to personal irresponsibility or external factors, which in turn affects the intensity of the stigma. Understanding these theoretical frameworks is crucial for developing effective strategies to reduce stigma within psychiatric practice and healthcare environments (55).



4.1 Limitation

This study offers valuable insights into the attitudes of psychiatrists in Tehran regarding COVID-19 stigma, as well as their perceptions of stigma associated with other medical conditions like AIDS and leprosy. However, several limitations should be acknowledged. The sample consisted of a limited number of psychiatrists (131), which may not fully represent the broader psychiatric community in Tehran or across Iran as a whole. A larger and more diverse sample could provide a more comprehensive understanding of stigma attitudes in this regard. Additionally, the study utilized a cross-sectional design by capturing attitudes at a single point in time. This method does not permit an analysis of changes in stigma perceptions over time or the influence of evolving public health policies and pandemic dynamics. Although psychiatrists are uniquely positioned to understand stigma, their attitudes may differ substantially from those of other HCWs or the general population. Future research could benefit from comparisons of stigma perceptions across various medical specialties and community groups. The study relied on self-reported survey responses, which are prone to biases such as social desirability bias; thus, the participants may have underreported or overreported their attitudes toward stigma based on perceived expectations or personal beliefs. While the study identified the persistence and overlap of stigma across different diseases, it did not investigate the specific cultural, societal, or institutional factors that drive these attitudes. Qualitative approaches could yield deeper insights into these underlying mechanisms. Furthermore, as the study was conducted in Tehran, its findings may not be generalizable to psychiatrists or HCWs in other regions of Iran or other parts of the world, where cultural and healthcare system differences may significantly impact stigma perceptions.




4.2 Suggestions for future studies

Based on the findings and limitations of the study, several directions for future research are proposed to enhance the understanding of stigma dynamics in healthcare settings and beyond. Future research should adopt longitudinal designs to investigate how attitudes toward COVID-19 stigma evolve, particularly as the pandemic progresses or recedes. This approach can reveal trends in the persistence or reduction of stigma, and also the effectiveness of interventions. Expanding the scope to include a broader range of healthcare professionals, including nurses, general practitioners, and frontline HCWs, as well as the general population can provide a more comprehensive perspective on stigma perceptions and their variation across different demographic and occupational groups. Incorporating qualitative components like interviews or focus groups can help uncover the cultural, societal, and institutional factors that influence stigma attitudes. This deeper exploration will complement quantitative findings and offer practical insights for addressing stigma. Conducting similar studies in diverse districts of Iran or in other countries will help identify cultural and systemic differences in stigma perceptions. Comparative studies could further highlight universal versus context-specific drivers of stigma. Finally, investigating how stigma impacts the mental health, job performance, and interpersonal relationships of HCWs can provide a more comprehensive understanding of its consequences and enlighten the development of targeted support systems.





5 Conclusion

The present study offers valuable insights into the attitudes of psychiatrists in Tehran regarding the stigma associated with COVID-19 and other infectious diseases such as AIDS and leprosy. The findings revealed a variety of attitudes, with the majority of psychiatrists acknowledging the persistence of stigma even as the pandemic evolved. Crucially, the research highlights the interconnected dynamics of stigma across different diseases, and emphasizes common societal factors like fear, misinformation, and cultural biases. Moreover, perceptions of stigma were not significantly influenced by demographic factors, including age, gender, marital status, or years of work experience. This suggests that stigma is a pervasive issue among psychiatrists, and so underscores the necessity for comprehensive educational interventions instead of targeted approaches. By exploring psychiatrists’ attitudes, the study puts an emphasis their vital role in combating stigma and its repercussions. As mental health professionals, psychiatrists are uniquely equipped to lead initiatives aimed at reducing stigma through public education, advocacy, and therapeutic interventions. Overall, the research findings suggest that recognition of stigma is crucial for cultivating a more inclusive healthcare system, enhancing mental health outcomes, and alleviating the societal consequences of pandemics.
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Background

Several instruments have been developed to measure stigma associated with mental disorders. The Reported and Intended Behaviour Scale (RIBS) is one of the validated questionnaires to assess the presence of stigma and discrimination against people with mental illness in the general population. It consists of eight items, divided into two subscales that measure reported and intended stigmatizing behaviours. This study aimed to translate and validate the RIBS in Persian.





Methods

We translated the RIBS questionnaire from English into Persian (RIBS-P) and back-translated it into English. Thereafter, ten psychiatrists evaluated its face validity. Between 2020 and 2021, 384 Persian-speaking adults (aged 18–60) residing in various cities across Iran, with internet access, participated in the study. Exploratory factor analyses were performed to determine the construct validity. The reliability of the questionnaire was assessed using internal consistency (Cronbach’s alpha coefficient) and test-retest methods.





Results

Most of the participants were 28-37 (53.9%), female (64.6%), married (51.6%), unemployed (67.7%) and educated (100%). The total Cronbach’s alpha coefficient for the RIBS-P questionnaire was high (0.732) and The test-retest results showed no significant difference. Factor analysis was used for construct validity and resulted in the extraction of one factor, the mean, standard deviation, and Cronbach’s alpha coefficient for the extracted factor were 3.25, 1.02 and 0.807. The items with the highest correlation with the extracted factor from the exploratory analysis were identified (>0.6). Age (0.00000010701), working status (0.00000010833), and education (0.00000010329) had a significant relationship with stigmatisation behaviour.





Conclusion

The findings indicate that the Persian version of the RIBS is valid and reliable for assessing stigmatizing behaviours among Iranians.





Keywords: behaviour, stigma, mental health, psychometric, Persian




1 Introduction

Mental illness is one of the most common health problems in the world (1, 2). Although there are several treatments for psychiatric disorders, there is still a gap between getting sick and asking for help (3). Stigma seems to be one of the barriers to this gap (4, 5). Stigma was expressed as a universal term that includes ignorance, prejudice and discrimination (6). There are several types of mental health-related stigma, including self-stigma, public stigma, professional stigma and institutional stigma. (7–12). The stigma generally results from irrational generalizations, ignorance and fear of those who are different from others (13–15). Hayward and Bright investigated the root causes of stigma toward patients with mental illness and mentioned four public perceptions: 1) Fear of dangerousness, 2) Poor prognosis of mental illness, 3) Attribution of responsibility, and 4) Disruption of social interaction (16). People avoid psychiatric patients in public because they believe that they are dangerous, rare, untreatable, unpredictable and they are responsible for their condition. (17). These discriminatory behaviours cause a gap between the general public and mentally ill patients and create barriers to social interactions, access to help and overall well-being for these patients. By avoiding discriminatory behaviours, the general public can play an important role in the rehabilitation of patients with mental disorders through positive programs in social media, campaigns, and education. In this regard, international organizations such as the World Health Organization (WHO) and the United Nations (UN) strongly recommend systematic and multifaceted interventions to tackle stigma against people with mental illness (18, 19).

Various instruments have been developed to assess specific components of stigma, including the Discrimination and Stigma Scale (DISC) (20), the Inventory of Subjective Stigma Experiences (ISE) (21), and the Consumer Experiences of Stigma Questionnaire (CESQ) (22). In Iran many stigma-related scales were validated to evaluate the dimensions of stigma: OMSHC questionnaire (23), Social distance items(SDI), Perceived dangerousness of mental patient items(PDMPI) (24), Community attitudes towards the mentally ill (CAMI) (25), Stigma of Suicide Scale (SOSS) (26).

The Reported and Intended Behaviour Scale (RIBS) is a valid questionnaire for analysing the existence of reported and intended stigmatizing behaviours against people with mental illness and this scale measures public stigma towards mentally ill patients. RIBS has been used in several local and national studies on stigma, particularly in the UK (27). Considering that the RIBS is a short and easy scale for assessing public behaviour against mentally ill patients and it can estimate stigmatizing behaviour in future (27) and due to the lack of scales for measuring discriminatory behaviours in present and estimating this behaviour in future in Iran, the main purpose of this study was to develop a Persian version of the RIBS questionnaire and to evaluate its validity and reliability. This study could provide a valid and reliable tool to evaluate the reported and intended stigmatizing behaviour among Persian language societies. Such an evaluation might lead to future programs aimed at reducing the public stigma against patients suffering from mental disorders.




2 Material and methods



2.1 Participants

We developed an online questionnaire and used convenience/accidental sampling to recruit. A total of 384 Persian-speaking adults (aged 18–60 years) residing in various cities across Iran, with internet access, participated in the study between 2020 and 2021. Exclusion criteria included low literacy levels and unwillingness to sign the consent form.




2.2 Ethical considerations

The study was reviewed and approved by the Ethical Committee of Mashhad University of Medical Sciences (Ethical code: IR.MAMS.MEDICAL.REC.1399.570). The participants provided their written informed consent to participate in this study.




2.3 Reported and Intended Behaviour Scale (RIBS)

This tool was developed by Dr (28) to assess stigma-related behaviour in the general public. The RIBS questionnaire compromises two subscales and a total of eight items. The first subscale, consisting of four items, focuses on reported behaviours (in present or past experiences) in the areas of living, working, living nearby, or having a relationship with a person who has a mental health problem. Each item scores 1 for “Yes” and 0 for “No” or “I do not know”; higher scores indicate more engagement with people with mental health disorders in the past or present. The second subscale, consisting of four items, evaluates the intention to interact with individuals who have mental health problems in the same areas of living, working, living nearby, or having a relationship with a person who has a mental health problem in the future. Participants score items in the second subscale on a 5-point Likert scale ranging from “Strongly Agree” to “Strongly Disagree”. The minimum score is 1 and the maximum is 5; higher scores indicate more stigmatised behaviour towards patients suffering from mental illnesses (29; Garcia et al., 2017).




2.4 Translation process and study design

First, permission to translate the questionnaire into Persian was obtained through emails from Dr. Sara Evans-Lacko. The RIBS questionnaire was translated into Persian (RIBS-P) by an expert fluent in both Persian and English. The Persian version was then back-translated into English by two psychiatrists with expertise in the English language, and the two English versions were compared for consistency. To evaluate the validity of the test, face validity was employed. The translated scale was reviewed by 10 psychiatrists, who provided feedback on whether each question of the scale was “simple”, “clear” and “relevant “by questions like: “Is the statement clear?”; “Do you think it could be rewritten more clearly?” and “Did you find it difficult to choose a suitable response for the statement? Necessary corrections were made based on their input.

Once the final version was prepared, the questionnaire, along with the filling instructions, was made available to participants via email and other social network platforms. All the participants were assigned the written formed consent with a questionnaire and send it picture to us. Finally, after receiving all the questionnaires, the validation process was conducted.




2.5 Reliability/validity and statistical methods

The validity of the RIBS-P was assessed by face validity and construct validity methods. Exploratory factor analysis was conducted to evaluate construct validity. The reliability of the questionnaire was determined through internal consistency (using Cronbach’s alpha coefficient) and test-retest methods. To apply the test-retest method, 30 participants completed the questionnaire two weeks apart. Data analysis was performed using SPSS 17 and Amos 16 software.





3 Results



3.1 Demographic characteristics

Most participants were 28 to 37 years old (53.9%), 64.6% participants were female and 35.4% were male. Additionally, 51.6% were married and 48.4% were single. A majority (67.7%) of the participants were unemployed. Most participants had a high level of education: (9.2%) had a Diploma, (7.2%) had an Associate degree, (26.8%) had a Bachelor’s degree and (37.2%) had a Doctoral degree (Table 1).

Table 1 | Participant characteristics.


[image: Table displaying characteristics across different categories with p-values. Age groups, gender, marital status, working status, and education levels are listed with numbers, percentages, means, and standard deviations. Notable p-values are for age (0.033), working status (0.031), and education (0.026).]



3.2 RIBS-P response frequencies

Table 2 shows the distribution of scores for RIBS-P items in the “reported behaviours” and “intended behaviours” subscales. Responses to the “reported behaviours” subscale indicate moderate contact with individuals with mental illness, ranging from 42.7% to 53.4%. In the “intended behaviours” subscale, most participants strongly disagreed with the statements, with 55.5% unwillingness to live with, 43.8% unwilling to work with, and 44.8% unwilling to live near someone with a mental health problem. Interestingly, 33.1% of responses to the item “willingness to continue a relationship with a friend who developed mental health problems” shifted towards agreement.

Table 2 | Response frequencies (N = 384).


[image: Table showing survey results on attitudes towards people with mental health problems. The top four rows reflect current or past experiences: living with, working with, having a neighbor or close friend with a mental health issue. Percentages indicate respondents' answers: Yes, No, or Don't know. The bottom rows focus on future willingness for similar situations, with responses ranging from Strongly agree to Strongly disagree, including Don't know. Percentages and actual numbers are provided for each response category.]



3.3 Validity assessment

The results demonstrated that the Kaiser-Mayer-Olkin (KMO) index was 0.778 (>0.6), indicating that the data were adequate for factor analysis. Additionally, the significance level of Bartlett’s test of sphericity was less than 5%, suggesting that exploratory factor analysis is appropriate for finding factors and that the data correlation matrix in the community is not zero (Table 3). Principal component analysis was conducted using the Varimax rotation method. Several experimental rotations were performed to explain the most appropriate factors. Ultimately, based on the slope of the Scree plot diagram, one factor with an Eigenvalue higher than 1 was identified. A single factor was accepted, explaining 65.526% of the total variance, because of the structure validity analysis (Table 4 and Figure 1). The results of repeated exploratory analysis showed that the common values of the research variables (questions) were higher than 0.5 indicating optimal values (Table 5). The mean, standard deviation, and Cronbach’s alpha coefficient for the extracted factor were 3.25, 1.02 and 0.807, respectively (Table 6). According to Table 7, the items with the highest correlation with the extracted factor from the exploratory analysis were identified (>0.6).

Table 3 | KMO and Bartlett’s tests.


[image: Kaiser-Meyer-Olkin Measure of Sampling Adequacy shows a value of 0.778. Bartlett's Test of Sphericity displays an approximate chi-square of 596.790 with 6 degrees of freedom and a significance level of 0.000.]
Table 4 | Total variance explained.


[image: Table displaying data for a single component: Component 1 has a total of 2.621, with a percentage of variance at 65.526, and a cumulative variance percentage also at 65.526.]
[image: Scree plot showing eigenvalues decreasing across four component numbers. The first component has an eigenvalue slightly above 2.5, the second about 0.8, the third approximately 0.5, and the fourth slightly above 0.3.]
Figure 1 | Domain slope diagram of test variables.

Table 5 | Component matrix.


[image: Table showing two columns: "Items" and "Component". Item 5 has a component of 0.663, Item 6 is 0.773, Item 7 is 0.731, and Item 8 is 0.534.]
Table 6 | Mean, standard deviation and Cronbach’s α coefficient of factor derived from exploratory analysis.


[image: Table displaying statistics for Item 1: Mean is 3.25, Standard deviation is 1.02, Cronbach's alpha coefficient is 0.807.]
Table 7 | Questions regarding each factor derived from exploratory analysis.


[image: Table with two columns. Column one labeled "Variable (question)" includes "Item1", "Item2", "Item3", and "Item4". Column two labeled "Extractive shared values" includes "0.827", "0.879", "0.855", and "0.659" respectively.]



3.4 Reliability assessment

The reliability of the questionnaire was assessed using internal consistency (measured by Cronbach’s alpha coefficient) and the test-retest. The test-retest results showed no significant difference, confirming the reliability of the RIBS-P scale. The reliability of the RIBS-P scale was estimated to be 0.732 according to Cronbach’s alpha coefficient (Table 8).

Table 8 | Reliability of the RIBS.


[image: Table displaying RIBS (Reported and Intended Behavior Scale) items with respective item means, standard deviations, and internal consistency (Cronbach's alpha) for test and retest. Items assess willingness to live, work, or maintain relationships with individuals with mental health problems. Internal consistency values range from 0.732 to 0.813.]




4 Discussion

The present study was designed to evaluate the validity and reliability of the Persian version of the Reported and Intended Behaviour Scale (RIBS-P). Ten psychiatrists evaluated the face validity of the translated questionnaire, and all items of scale were accepted in RIBS-P without any modification. A sample of 384 adults completed it. After that, exploratory factor analyses were performed to determine the construct validity. The reliability of the questionnaire was assessed using internal consistency (Cronbach’s alpha coefficient) and test-retest methods.

The results of this study demonstrated a significant relationship between stigmatizing behaviours towards patients with mental illnesses with occupational status, age, and education (Table 9). In the Japanese version of RIBS, there was just a weak correlation between age and stigmatizing behaviours and more contact with mentally ill patients in the elderly could explain this correlation (29), In the Brazilian version of RIBS there was a high socioeconomic status with less intended stigmatisation behaviours (30). previous research has shown that the belief that mental health problems are a sign of weakness decreases with age, but the belief that mental health problems make a person dangerous and unpredictable increases with ageing (31). It has been demonstrated that early adolescents generally report more positive intended behaviours towards patients with mental illnesses (Mansfield, Humphrey and Patalay, 2020). The results of our study on the relationship between age and stigmatizing behaviours are consistent with other studies, as mentioned. In this study, education and employment were significantly associated with stigmatised behaviours. To explain this significance, we can mention the three dimensions of stigma: knowledge, behaviour, and attitude. Individuals with higher education or those who are employed tend to have greater knowledge about mental disorders. This increased knowledge may contribute to reducing stigmatised attitudes and behaviours among them (6, 32)

Table 9 | Relationship between Stigma and demographic variables.


[image: Table displaying statistical analysis results with five variables: Age shows r equals 0.425 and P-Value less than 0.0001; Gender t equals 0.130 and P-Value 0.710; Marital status t equals 0.241 and P-Value 0.080; Working status t equals 2.534 and P-Value less than 0.0001; Education F equals 3.302 and P-Value less than 0.0001.]
According to the results, Our sample of the Iranian population had a higher level of contact with people with mental disorders (42.7%-53.4%) compared to those in the United Kingdom (17.7%-32.5%), Italy (14.77%-27.07%), Japan (14.7%-39.7%) and the Czech Republic (12.7%-15.3%) (29; Winkler et al., 2015; 33). On the other hand, the Iranian population was less inclined to make contact with patients with mental illnesses in the future (slightly disagree + strongly disagree: 26%-70.1%) compared to the British population (agree + strongly agree: 55.9%-81.9%) (Winkler et al., 2015). This notable difference between the two items of the questionnaire in the Iranian population despite the British population can be attributed to the lack of structured programs to raise knowledge about mental disorders. This insufficient knowledge may lead to negative attitudes and beliefs, causing individuals to perceive those with mental health conditions as unsuitable for living, working, or forming friendships in the future. This observation strongly highlights the need for anti-stigma programs and campaigns (34–36). In contrast to other items, most of our participants (55.2%) were inclined to continue a relationship with a friend who developed a mental health problem in the future, which is consistent with the results of a study in Japan (29). Cultural similarity in Eastern countries and their collective and family-oriented lifestyles could explain this result and could act as a protective factor (37)

The Cronbach’s alpha coefficient for the reliability of the questionnaire was high (0.73). No significant differences were observed between test-retest results, confirming the reliability of the RIBS-P questionnaire. The internal consistency of the second RIBS-P subscale was high and satisfactory, exceeding the minimum threshold of 0.7 (α = 0.807) (38). In the study by Pingani et al. evaluating the validity and reliability of the Italian version of the RIBS questionnaire, the internal consistency of the second subscale was 0.83 (33). Similarly, Yamaguchi et al. (29) reported an internal consistency of 0.83 for the Japanese version of the questionnaire. The results of our study were consistent with these studies.

Our results indicated that the Kaiser-Meyer-Olkin (KMO) Sampling Adequacy Index was 0.778, exceeding the minimum threshold of 0.6, which suggests that the sample size was sufficient for factor analysis (39). Additionally, the significance level of Bartlett’s test of sphericity was less than 5% (40).

To determine the construct validity of the questionnaire, exploratory factor analysis was conducted. This analysis led to the extraction of a single factor, which accounted for 65.52% of the total variance of the test variables. The Cronbach’s alpha coefficient for the extraction factor was 0.807, indicating high reliability (>0.7). Each item demonstrated a strong correlation with the extracted factor, with a value exceeding 0.6.

So far, few studies have evaluated the validity and reliability of various versions of the RIBS questionnaire. Yamaguchi et al. and Pingani et al, employed confirmatory factor analysis to assess validity, with results indicating a good model fit (χ2 = 41.001, df = 19, P = 0.002 and χ2 = 23.60, df = 19, p = 0.21 respectively) (29, 33).

One limitation of the present study was the lack of control over the participants’ place of residence. Cultural differences between urban and rural areas could contribute to variations in attitudes and stigmatizing behaviour and we recommend future studies to address this gap. Additionally, the study could not objectively verify whether participants had a mental illness, which was intended as an exclusion criterion. This limitation may introduce biases in responses when completing the online questionnaire. Another limitation of our study was the predominance of highly educated participants, In future research, it is recommended to select a more varied sample population. In this study we didn’t assess criterion validity for the RIBS questionnaire and including such comparisons would strengthen the validity of the scale for future studies.




5 Conclusion

In this study, we tested the psychometric properties of the Persian version of the RIBS questionnaire. The results showed good internal consistency and reasonable test-retest reliability, consistent with findings from other studies. The construct validity assessment, including both exploratory factor analysis, was also found to be appropriate. Therefore, we consider the RIBS-P to be an appropriate and psychometrically robust scale for assessing stigmatizing attitudes and behaviours towards patients with mental health problems in Iranian society.
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Introduction: Mental health stigma remains a significant public health concern, particularly due to its complex relationship with suicide risk. While the two phenomena appear to be closely connected, inconsistencies in stigma measurement and a lack of standardized instruments complicate efforts to fully understand its role in suicide occurrence and prevention.
Methods: We analyzed stigma measures from the 2022 and 2023 Eurobarometer surveys, alongside suicide rates and socio-economic indicators for 27 European Union countries. Correlational analyses and hierarchical linear regression models were employed to assess the relationships between stigma-associated variables and national suicide rates.
Results: Our analysis revealed a notable decline in suicide rates between 2010 and 2019, with only four countries reporting increases. We found multiple negative associations between suicide rates and stigma measures, notably for the belief that disclosing a mental health condition would negatively impact one's career. Hierarchical linear regression models supported this item as a significant predictor of lower suicide rates.
Discussion: The findings underscore the need for more systematic, theory-driven approaches to stigma assessment, as inconsistencies in survey items and temporal mismatches between stigma and suicide data hinder efforts to draw conclusive inferences. By employing robust measurement tools and systematic surveillance of mental health attitudes on a multinational scale, future research can better illuminate the complex interplay between stigma and suicidal behavior, ultimately enhancing our efforts toward suicide prevention.
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1 Introduction

Suicidal behavior is a complex and pervasive issue, inflicting dire consequences on those most intimately involved with it, and presenting a major concern to global public health. According to most recent reports of the World Health Organization, the annual global death toll of suicide in 2019 was over 700,000, with suicide attempts greatly exceeding this number. In the same year, suicide was the fourth leading cause of death among 15–29-year-olds globally (1).

The widespread occurrence of suicide is inextricably linked to the issue of stigmatization, which continues to shape public perceptions of mental health and suicide prevention (2). Stigma is a multifaceted concept describing negative attitudes and behaviors toward a specific group (3), which manifests on a societal, interpersonal, and individual level. While multiple conceptual frameworks of stigmatization have been proposed, most distinguish between public and self-stigma. Public stigma encompasses societal beliefs and reactions to individuals perceived to have a stigmatized condition, whereas self-stigma occurs when individuals who belong to a stigmatized group apply and internalize negative perceptions held by the public (4, 5).

In relation to those affected by mental health conditions, stigmatization often includes perceiving these individuals as dangerous, weak, or responsible for their own condition, and is frequently related to feelings of fear, anger and pity (6). When these notions are perceived or internalized by stigmatized individuals, they pose a significant risk factor for suicide, as they may result in profound distress, diminish self-esteem, and obstruct efforts to seek help (2). In addition to stigmatization of mental illness itself, suicide stigma tends to label suicide attempt survivors as cowardly, selfish, or failures, while those grieving a loved one's suicide are often perceived as guilty, broken, or pitiable, which is related to greater distress and increased suicidality among both groups (7). While suicide stigma and mental illness stigma are closely related, suicide survivors seem to experience additional, suicide-specific stigmatization, such as being labeled as selfish or immoral (7, 8). The present work focuses specifically on public stigmatizing attitudes toward mental illness in general, rather than stigma associated with suicide, and investigates how these societal attitudes relate to national suicide rates across European countries.

There is considerable variability in the levels of suicide and mental illness stigma across different countries and regions (9). This diversity likely arises from a complex interplay of many factors, among them cultural attitudes, socio-economic conditions and religious beliefs. Notably, differing public views toward suicide and mental health issues may contribute significantly to this inter- and cross-national variability in suicide rates. One of the first works examining this relationship compared two neighboring regions in Europe, and found higher levels of self-stigma, shame and aversion to help seeking in Flanders, a region with a significantly higher suicide rate as compared to its neighboring region of Holland (10). These conclusions pointed to the potential role of stigmatization in explaining the differences in suicide rates across various countries and cultures. In 2015, Schomerus et al. expanded on these findings by comparing levels of stigmatization and suicidal behavior across 25 European countries (11). They combined country-level data on social acceptance from a Flash Eurobarometer survey with suicide rates and socio-economic indicators. Public stigma was quantified based on a survey item asking respondents whether they would feel uncomfortable talking to someone with a significant mental health problem. A higher level of social acceptance, indicated by fewer people expressing discomfort, was linked to lower age-standardized national suicide rates, even after controlling for socio-economic factors. This study highlighted the significant variation in stigma and its association with suicidal tendencies among different populations.

Since 2010, considerable efforts have been made to reduce stigma through public health campaigns and policy changes aimed at improving mental health outcomes and reducing suicide rates (12). This raises the question of whether the rates of stigmatization and suicidal behavior have indeed been altered in light of these efforts. In this work, we aim to assess the relationship between suicide rates and mental illness stigma a decade after the initial formal investigations into their interconnection. By examining most recent available data and trends, we hope to provide insights into the current state of this relationship, which we believe to be highly relevant both for assessing our efforts thus far as well as informing future strategies to combat stigma and further reduce the incidence of suicidal behavior.



2 Materials and methods


2.1 Stigma prevalence

To extract stigma-related measures, we reviewed data from two Eurobarometer surveys reporting on mental health. All sections and items from the two reports were screened. As the reports covered a wide range of health-related topics, only those items that were deemed to reflect the presence or perception of stigmatization were selected for inclusion in the analysis. This resulted in three sets of survey items used to assess stigma prevalence. The first two sets were collected from the Mental Health Eurobarometer survey conducted in June 2023 (13). Data was collected between 14 and 21 June 2023 on a population of European Union citizens aged 15 and over (n = 26,501). The collection process was carried out online by means of Computer-Assisted Web Interviewing (CAWI). As an indicator of stigma, we focused on Section 4 of the survey, which assessed perceptions about people with mental health issues. Specifically, we focused on items Q12 and Q13, both of which consisted of several questions.

The Q12 set of questions contained three sub-items (termed Q12_1, Q12_2 and Q12_3). Q12_1 asked participants the following: “Do you think that mental health patients are judged differently than other patients by society in general?” Items Q12_2 and Q12_3 posed an identical question, but asked whether participants believe mental health patients are judged differently by medical professionals or by people in educational or professional settings, respectively. Participants could respond with (1) Yes, (2) No, or (3) Don't know. For each of the items, the level of perceived stigmatization was computed as the proportion of participants who responded with “Yes,” indicating that mental health patients are judged differently than other patients. A higher proportion of “Yes” responses was thus taken as an indication of higher levels of perceived stigmatization of mental health patients.

The Q13 set of items asked participants “To what extent do you agree or disagree with the following statements about people with mental health issues in [YOUR COUNTRY]?” Six statements were presented, corresponding to items Q13_1 through Q13_6: (1) People with mental health issues receive the same level of care as those with a physical condition, (2) Mental health promotion is as important as physical health promotion, (3) People with mental health issues are perceived as less capable and contributing less to society, (4) People with mental health issues are seen as less sociable, (5) People with mental health issues get less opportunities at work, in finding housing, in social activities etc., (6) Mental health issues are perceived as not curable. Participants could respond with (1) Totally agree, (2) Tend to agree, (3) Tend to disagree, (4) Totally disagree, or (5) Don't know. The level of perceived stigmatization was computed as the combined proportion of participants who responded with “Totally agree” and “Tend to agree,” yielding 6 scores of stigmatization.

A third set of measures of mental health stigmatization was taken from the Flash Eurobarometer “OSH Pulse—Occupational safety and health in post-pandemic workplaces” (14). Survey responses were collected between 25 April and 23 May 2022 via Computer-Assisted Telephone Interviewing (CATI). The target population were employed European Union citizens aged 16 and over (n = 25,683). The contacted telephone numbers were obtained through Random Digit Dialing (RDD) methods.

Following item screening, Section 3 of the report was chosen as it focused on mental health. Specifically, items from Subsection 3.1 (item E2_1 and E2_2) were included, as they addressed the perceived negative implications of discussing mental health issues within the workplace. In item E2_1, participants were asked whether they agree or disagree with the following statement: “Disclosing a mental health condition would have a negative impact on my career.” In item E2_2, they were asked for their level of agreement with the statement “I would feel comfortable speaking to my manager or supervisor about my mental health.” Participants could reply with (1) Strongly agree, (2) Agree, (3) Disagree, (4) Strongly disagree, or (5) Don't know. Cumulative percentages of “Strongly agree” and “Agree” responses were computed for each item and used as a proxy score of mental health stigmatization.

In both Eurobarometer datasets, we included data from all 27 EU member states: Austria, Belgium, Bulgaria, Croatia, Republic of Cyprus, Czech Republic, Denmark, Estonia, Finland, France, Germany, Greece, Hungary, Ireland, Italy, Latvia, Lithuania, Luxembourg, Malta, Netherlands, Poland, Portugal, Romania, Slovakia, Slovenia, Spain, and Sweden.



2.2 Suicide rates

Age-standardized suicide rates per 100,000 inhabitants were obtained from multiple sources to account for data availability limitations and provide a comprehensive analysis. As country-wide stigmatization data were only assessed in large international surveys conducted by the European Commission in 2010 and 2023, this constrained our analyses of the stigma-suicide relationship. Notably, suicide rate data for 2023 were unavailable at the time of this study, necessitating the use of estimates from earlier years to approximate this relationship. A multi-dataset approach was undertaken to examine the stigma-suicide association as accurately as possible given these data availability limitations.

Data for 2010 and 2019 were collected from the World Health Organization (WHO) Global Health Estimates (1). The WHO 2019 dataset was chosen as it aligns most closely with the dataset used by Schomerus et al. (11).

To incorporate more recent information, suicide rate estimates for 2021 were additionally sourced from Eurostat (15). Lastly, in an additional effort to supplement these datasets, we manually collected most recent available suicide rate information from the national statistics offices of each EU country. This process yielded estimates for 14 EU countries for 2023 and 7 countries for 2022. These data represent the most recent available figures at the time of the study.



2.3 Socio-economic indicators

As macroeconomic factors such as Gross Domestic Product (GDP) and levels of unemployment have been linked to suicide rates (16–18), we collected information on three socio-economic indicators for each of the countries included in the analysis. Specifically, we extracted data on GDP per capita, unemployment rates, and GINI coefficients of income inequality. Data were gathered for the year 2019, 2021, and 2023 from the nama_10_pc, tessi190, and tipsun20 online datasets provided by Eurostat (19–21).



2.4 Statistical analysis

We conducted a systematic series of analyses to evaluate the relationship between suicide rates and stigmatization, employing data from three distinct datasets: the 2019 dataset (WHO suicide rates and socioeconomic indicators from 2019), the 2021 dataset (Eurostat suicide rates and socioeconomic indicators from 2021), and the 2022/23 dataset (manually gathered suicide rates from 2022/23 and socioeconomic indicators from 2023). Each dataset was analyzed individually to ensure consistency and account for variations in data availability. The analyses included pairwise correlations, focused correlation plots, and hierarchical linear regression modeling to identify predictors of suicide rates. All analyses were conducted using R software (22).


2.4.1 Cross-year comparison of WHO suicide estimates

Changes in suicide rates over time were assessed using a paired t-test comparing suicide mortality in 2010 and 2019. A Pearson correlation analysis was conducted to assess the consistency of suicide rates across countries, evaluating whether higher rates in 2010 were associated with higher rates in 2021. Given the differences in data collection methodologies, we did not extend this comparison to Eurostat or manually collected suicide data for 2021 and 2022/23, as these datasets are not directly comparable with WHO estimates.



2.4.2 Correlation analysis

Pairwise Pearson correlations were first computed within each dataset to explore potential interrelationships among socio-economic indicators, stigma measures, and suicide rates. These correlations were exploratory and did not directly inform linear model construction. To specifically examine associations with suicide, correlations of each stigma measure and socio-economic indicator with suicide rates were calculated for the 2019, 2021, and 2022/23 dataset. Within each dataset, the absolute values of these correlations were ranked in descending order and used to guide the construction of regression models based on their strength of association with suicide rates.



2.4.3 Regression modeling

Based on the correlations with suicide rates, hierarchical linear regression models were constructed for each dataset to examine predictors of suicide rates. Initially, the variable most strongly correlated with suicide rates was used as a single predictor. Subsequent variables were added stepwise to the model, in order of descending correlation strength. Analysis of variance (ANOVA) was used to evaluate whether the inclusion of additional predictors significantly improved model fit. In each dataset, this stepwise process was repeated with the four variables which showed the highest absolute correlation values.





3 Results

To assess trends over time, we first examined changes in suicide rates between 2010 and 2019 across the European Union. According to WHO data, the rate of suicide has decreased from 2010 to 2019 in all but four EU Member States: Sweden, Netherlands, Spain, and Greece reported higher rates of suicide as opposed to those recorded in 2010 (Figure 1). A paired t-test confirmed a significant overall decrease in suicide rates between 2010 and 2019 (t = −4.75, df = 26, p < 0.001), with a mean reduction of 2.36 (95% CI [1.34–3.38]) suicides per 100,000 inhabitants. Additionally, correlation analysis revealed a strong positive correlation between suicide rates in 2010 and 2019 (r = 0.93, t = 13.14, df = 25, p < 0.001, 95% CI [0.86–0.97].


[image: Two maps showing suicide rates across European Union countries in 2010 and 2019. Shades of blue represent varying suicide rates, with darker shades indicating higher rates. There are changes in the shading between the two maps, reflecting shifts in suicide rates over time. A color scale below the maps ranges from yellow (lower rates) to dark blue (higher rates).]
FIGURE 1
 Age-standardized suicide rates in EU Member States in 2010 (left panel) and 2019 (right panel), according to WHO Global Health Estimates. The color bar represents the age-standardized suicide rate per 100,000 inhabitants.


Next, correlations between suicide rates and stigma measures and socio-economic factors were computed separately for each dataset. For the 2019 dataset, the most strongly correlated variables were E2_1 (“Disclosing a mental health condition would have a negative impact on my career,” r −0.58), Q13_4 (“People with mental health issues are seen as less sociable,” r = −0.46), Q12_1 (“Do you think that mental health patients are judged differently than other patients by society in general?” r = −0.42), and Unemployment rate (r = −0.36). In the 2021 dataset, the strongest correlations were observed for E2_1 (r = −0.52), Q13_4 (r = −0.36), Q12_1 (r = −0.29), and Unemployment rate (r = −0.29), mirroring the results obtained in the 2019 dataset. Within the 2022/23 dataset, the variable most strongly associated with suicide rates was GDP23 (r = −0.41), followed by stigma-related variables Q13_2 (“Mental health promotion is as important as physical health promotion,” r = 0.38) and Q13_5 (“People with mental health issues get less opportunities at work, in finding housing, in social activities etc.,” r = 0.30), as well as E2_1 (r = −0.30). The ranked correlation values for each dataset are visualized in Figure 2. These results informed the selection of variables for subsequent regression modeling.


[image: Three scatter plots compare datasets from 2019, 2021, and 2022/23, showing the absolute correlation of different variables. Each plot displays a decreasing trend from left to right with distinct colors: aqua for 2019, blue for 2021, and purple for 2022/23.]
FIGURE 2
 Correlations of stigma measures and socio-economic indicators with suicide rates across datasets. Absolute correlation values are plotted. (A) 2019 dataset with WHO suicide estimates. (B) 2021 dataset with suicide rates collected from Eurostat. (C) 2022/23 dataset with manually collected suicide rates.


Based on the correlation findings, we proceeded with hierarchical linear regression analyses for each dataset to examine the predictive value of stigma measures and socio-economic factors on suicide rates. The analysis of the 2019 dataset revealed a significant negative association between the stigma measure E2_1 and suicide rates (b = −0.201, p = 0.002). In the second model, which included both E2_1 and Q13_4, E2_1 remained significant (b = −0.162, p = 0.018), while Q13_4 did not demonstrate a statistically significant relationship (p = 0.220). The ANOVA comparison between Model 1 and Model 2 indicated no significant improvement in model fit (F = 1.588, p = 0.220). In the third model, which added Q12_1, E2_1 continued to be significant (b = −0.151, p = 0.044), but the ANOVA comparison with Model 2 showed no significant enhancement (F = 0.148, p = 0.704). The final model incorporated unemployment rates as a socio-economic factor; however, this addition did not result in a statistically significant improvement in model fit compared to Model 3 (F = 0.203, p = 0.657). E2_1 was no longer a significant predictor in the fourth model (b = −0.134, p = 0.116) (Table 1).


TABLE 1 Hierarchical linear regression models predicting 2019 suicide rates in EU member states.

[image: Statistical table displaying regression results for four models. Independent variables include intercept, E2_1, Q13_4, Q12_1, and unemployment. Each model shows coefficient (b), standard error (SE), t-value (t), and p-value (p). Significant values are bolded, indicating statistical significance at p < 0.05. Definitions for E2_1, Q13_4, and Q12_1 refer to perceptions of mental health conditions.]

The examination of the 2021 dataset revealed a significant negative relationship between the stigma measure E2_1 and suicide rates (b = −0.192, p = 0.006). Upon inclusion of Q13_4 in the second model, E2_1 retained its significance (b = −0.166, p = 0.034), while Q13_4 did not demonstrate a statistically significant association (p = 0.484). The ANOVA comparison between Model 1 and Model 2 indicated no significant improvement in model fit (F = 0.507, p = 0.484). When Q12_1 was added in the third model, E2_1 remained significant (b = −0.172, p = 0.048); however, the ANOVA results showed no significant enhancement from Model 2 to Model 3 (F = 0.027, p = 0.870). The final model incorporated unemployment rates, but this did not lead to a significant improvement in overall model fit in ANOVA (F = 0.206, p = 0.654), As with the 2019 dataset, the predictive value of E2_1 diminished in Model 4, but remained marginally significant (b = −0.156, p = 0.098) (Table 2).


TABLE 2 Hierarchical linear regression models predicting 2021 suicide rates in EU member states.

[image: Statistical table displaying regression analysis results across four models. Each model includes coefficients (b), standard errors (SE), t-values (t), and p-values (p) for independent variables: Intercept, E2_1, Q13_4, Q12_1, and Unemployment. Significant p-values are highlighted in bold, with statistical significance set at less than 0.05. Descriptions for E2_1, Q13_4, Q12_1, and Unemployment relate to perceptions of mental health impacts and unemployment rates.]

In the 2022/23 dataset, Model 1 identified a negative association between GDP and suicide rates (b = −0.00005), which approached statistical significance (p = 0.067). In the second model, which included both GDP and Q13_2, GDP remained marginally significant (b = −0.00005, p = 0.069), while Q13_2 showed a positive marginally significant relationship (b = 0.548, p = 0.091). The ANOVA comparison revealed a marginally significant improvement in model fit (F = 3.191, p = 0.091) for Model 2. In Model 3, GDP remained marginally significant (b = −0.00006, p = 0.087) whereas the added Q13_5 variable and the Q13_2 variable did not reach statistical significance (p = 0.728 and p = 0.113, respectively). The ANOVA comparison with Model 2 indicated no significant enhancement (F = 0.125, p = 0.729). In the fourth model, which included E2_1 along with GDP, Q13_2, and Q13_5, none of the predictors were statistically significant (GDP b = −0.00004, p = 0.277; Q13_2 b = 0.321, p = 0.463; Q13_5 b = 0.161, p = 0.556; E2_1 b = −0.121, p = 0.214), with an overall ANOVA comparison showing no significant improvement in model fit (F = 1.672, p = 0.214) (Table 3).


TABLE 3 Hierarchical linear regression models predicting 2022/23 suicide rates in EU member states.

[image: A regression analysis table with models 1 to 4 includes independent variables like GDP (2023), Q13_2, Q13_5, and E2_1. Each cell shows coefficients (b), standard errors (SE), t-values (t), and p-values (p). Significant results are bolded. Annotations explain Q13_2 and E2_1 as agreement rates on mental health issues' workplace impacts.]



4 Discussion

This study aimed to investigate the relationship between mental health stigma and suicide rates across EU Member States, expanding on prior work by Schomerus et al. (11). Our results indicate a significant overall decrease in suicide rates across the European Union between 2010 and 2019, with only four countries (Sweden, Netherlands, Spain, and Greece) reporting higher rates in 2019 compared to 2010. This general downward trend is encouraging and may reflect the effectiveness of suicide prevention strategies implemented during this period (12). However, the strong positive correlation between suicide rates in 2010 and 2019 suggests that countries with historically higher suicide rates tend to maintain relatively higher rates over time, highlighting the persistent nature of this public health challenge.

Correlation analysis revealed consistent associations between certain measures and suicide rates across the 2019 and 2021 datasets, with E2_1, Q13_4, Q12_1, and unemployment rates producing highest absolute correlation values. Due to methodological limitations in the 2022/23 dataset, including missing data points and variability of sources, we refrain from drawing definitive conclusions based on this time-point. A more accurate assessment of these relationships may be conducted once cross-national suicide data for 2023 are curated and made public, which would allow us to observe whether the trends observed in 2019 and 2021 persist, which seems likely given the high correlation between suicide rates over time.

Notably, the perceived career impact of disclosing mental health conditions (E2_1) emerged as a significant predictor of suicide rates in 2019 and 2021, even when controlling for other stigma-related variables. While E2_1 lost significance when unemployment was included in the model, ANOVA comparisons in both datasets indicated that neither the addition of unemployment nor other stigma variables significantly improved model fit. Interestingly, this association was negative, indicating that in countries where more people agreed that disclosing a mental health condition would have a negative impact on their career, lower suicide rates were reported. The unexpected finding that higher levels of perceived stigmatization correlate with lower suicide rates may initially seem paradoxical. However, there are several potential explanations for this relationship that warrant exploration.

One possibility is the role of awareness and precautionary behavior. It is conceivable that higher perceived stigma leads to greater vigilance among individuals with mental health issues. This increased awareness might prompt them to seek alternative coping mechanisms or engage in more intensive support networks as a way to mitigate the impact of potential discrimination. Supporting this idea, a recent study found that increased suicide stigma was correlated with an increased willingness to seek help from family and friends, and lower odds of experiencing current suicidality (7). While this study focused on suicide stigma rather than mental health stigma, its findings support the notion that stigma may drive individuals to seek support resources, consistent with the patterns observed in our results. In addition, societal awareness of stigmatization may lead to positive outcomes, such as improved peer support and community-based initiatives that ultimately contribute to reducing suicide risk. Indeed, Batterham et al. (23) found that higher exposure to suicide was related to higher levels of suicide literacy, and was not related to stigmatizing attitudes.

While awareness and precautionary behavior likely mediate the relationship between stigma and suicide, a crucial challenge in disentangling this connection lies in appropriate definition and accurate measurement of stigmatization. It has long been established that stigma is a complex multi-dimensional construct, which has historically suffered from a lack of clear definition and operationalization (24, 25). Highlighting the extent of this issue, an extensive review by Fox et. al has classified over 400 distinct measures of stigma used within scientific literature in the past decade, almost two thirds of which were created uniquely for the purposes of their respective research projects, and were not psychometrically validated (6).

Of note, since the publication of the Eurobarometer survey in 2010, no other international data have been collected using an identical measure of stigmatization, thus disabling a direct comparison of our results with the original work of Schomerus et al. (11). The 2010 Eurobarometer survey used a more generalized measure of social acceptance—whether respondents would feel comfortable talking to someone with a significant mental health problem (26). In contrast, the surveys published in 2022 and 2023 utilized more specific stigma indicators, such as perceptions about social judgment (Q12_1), perceived sociability (Q13_4), and career implications (E2_1) (13, 14).

To address this complexity of stigma definition and measurement, the Mental Illness Stigma Framework (MISF) has been developed to provide a theoretical basis for organizing research on the mechanisms through which individuals experience mental illness stigma (6). The framework differentiates between mechanisms pertaining to the perspective of the stigmatizer (stereotypes, prejudice, and discrimination), and those concerning the perspective of the stigmatized (experienced, anticipated, and internalized stigma). A third construct, termed perceived stigma, pertains to perceptions of societal beliefs, feelings, and behaviors toward people with mental illness, and can be shared both by those with and without mental illness. When applying the MISF framework to the items relevant to the current article, we can see that the 2010 stigma measure was most likely capturing the perspective of the stigmatizer (by assessing the level of prejudice), whereas the items from the Mental Health Eurobarometer were capturing perceived stigma. Importantly, the E2_1 measure seems to tap into a form of internalized stigma, which represents the application of negative stereotypes and prejudice to the self (6).

As pointed out by the authors of the MISF, it is relevant not to conflate the various stigma mechanisms, as they may be differentially related to outcomes of interest. For example, an extensive meta-analysis revealed that internalized stigma was a significant predictor of help-seeking, while perceived, experienced, and anticipated stigma showed no significant correlation (27). Similarly, a study by Mojtabai (28) found different stigmatizing beliefs to be differentially associated with individuals' willingness to seek help for a mental health condition. Specifically, viewing the those afflicted with mental health issues as dangerous or unlikely to recover correlated with increased help-seeking, while perceiving them as unpredictable or responsible for their condition was associated with reduced willingness to seek professional help. These differences highlight the complex nature of stigma, and the need to carefully select and evaluate specific measures of stigmatization when relating them to suicidal behavior.


4.1 Limitations

Several limitations of this study should be noted. First, the reliance on self-reported data for stigma measures may introduce bias, as respondents may underreport stigmatizing attitudes due to social desirability. Additionally, the fact that stigmatization is not measured systematically on an international scale limits our ability to reliably contrast our findings with those found by Schomerus et al. (11). Our chosen stigma indicators were a small segment of larger surveys assessing both mental and physical health. While we screened all items and included those evaluated to be indices of stigmatization, the nature of the datasets did not allow for an objective categorization of items assessing stigma, which may have limited the scope of our conclusions. To monitor both the changes in stigmatizing attitudes as well as their potential relation to national suicide rates, metrics of mental health stigmatization should be included in future iterations of both European and global public health surveys. Within this, careful attention should be given to the specific mechanisms of stigma that are being captured, allowing for a more structured delineation of the complex relationship between stigma and suicide. Finally, while reports indicate that between 60% and 98% of all suicide cases are linked to psychiatric disorders (29–31), there are cases in which suicide may not be attributable to mental illness. Due to the nature of the datasets used, the present study could not differentiate between cases related or unrelated to mental health conditions. It may be beneficial for future work to explore the relationship between stigma and suicide rates with a more nuanced understanding of the causes behind suicides, including non-mental illness-related factors.




5 Conclusion

Both suicidal behavior and the stigma surrounding mental health continue to be pressing issues in today's society. Despite decreasing rates of suicide and a rise in stigma prevention efforts, the persistence of these issues highlights the need for continued attention and intervention. This article highlights the multifaceted nature of the relationship between stigma and suicide rates, considering potential protective factors arising from perceived stigmatization. Whereas some associations have been demonstrated for the impact of perceived and internalized stigma on the risk of suicidal behavior (32–35), public stigma seems to exhibit an even more complex interaction with suicide rates. While the findings challenge some of the conventional wisdom by showing negative correlations between stigma and suicide rates, they also underscore the need for more nuanced and longitudinal research approaches. Future research should delve deeper into these dynamics, taking into account cultural, policy, and individual factors that modulate the apparent protective effect of stigma awareness on suicide outcomes. The present work adds to the body of literature calling for a comprehensive and systematical assessment of different facets of stigma on a societal level, given the gravity of outcomes related to the experience of stigmatization.
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Background

Stigma associated with high-risk human papillomavirus (HR-HPV) infection presents a significant barrier to both the uptake of cancer screening and the completion of follow-up care after a positive screening result. Identifying the factors that contribute to this stigma is essential for healthcare professionals to design targeted interventions aimed at reducing stigma and improving patient engagement across the continuum of care.





Objectives

This exploratory study aimed of this study is to explore the current situation of stigma in HR-HPV patients and its influencing factors.





Method

A cross-sectional study was performed from May to October 2023. Two hundred female patients with HR-HPV infection were recruited from the Department of Gynecology at the General Hospital of Northern. Demographic parameters, disease-related variables, psychosocial factors, psychological resilience, and rumination data were obtained by self-reported questionnaires.





Results

Of the 200 patients, 37 (18.5%) indicated a low degree of stigma, 152 (76.0%) indicated a moderate level, and 11 (5.5%) indicated a high level. Stigma scores exhibited a positive correlation with rumination scores and a negative correlation with psychological resilience scores. Monthly personal income, recurring infections, psychological resilience, and rumination were recognized as independent variables affecting stigma. This exploratory study revealed that psychological resilience and rumination collectively explained 23.4% of the variance in stigma.





Conclusion

Personal monthly income, recurring infections, psychological resilience, and rumination were influential factors contributing to stigma in HR-HPV patients. Subsequent research should prioritize the development and integration of interventions aimed at eliminating stigma.
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1 Introduction

The prevalence of human papillomavirus (HPV) infection among Chinese women varies by region, with estimates ranging from 9.6% to 23.6% (1). High-risk HPV (HR-HPV) infections can endure and are strongly associated with the development of several malignancies, including cervical, anal, vaginal, vulvar, penile, and oropharyngeal cancers. Receiving a diagnosis of HR-HPV may have a significant psychological effect on women. Abnormal cytology results are often linked to feelings of sadness, anxiety, trouble sleeping, changes in sexual behavior, and delusional thoughts. Furthermore, women with HR-HPV frequently experience anxiety around the disclosure of their diagnosis, which may threaten their emotional relationship with their partners (2). These results underscore the imperative of attending to the mental health needs of women diagnosed with HR-HPV.

Stigma, which is when people have negative thoughts and feelings about certain health problems, can make it much harder for people to agree to cancer screening and follow-up treatment after a positive diagnosis. This issue is particularly salient in the context of HR-HPV, as the stigma surrounding the condition often stems from its sexual transmission and preventability. Studies conducted in low- and middle-income countries demonstrate that HPV is frequently linked to conceptions of promiscuity, prostitution, and infidelity, resulting in anxieties of blame, social ostracism, and relationship strain (3). Consequently, stigma around HPV has been correlated with reduced vaccine acceptability and delayed participation in cancer screening, notwithstanding the availability of these service.

Psychological resilience, a fundamental concept in positive psychology, is characterized as the capacity to maintain one’s dedication to life objectives and existential purposes notwithstanding challenges (4). People who are more resilient are more flexible, which helps them deal with stressors better and improves their mental and physical health (5). Following an HR-HPV diagnosis, patients with high psychological resilience are more likely to display positive emotions and an optimistic outlook, allowing them to adjust more rapidly and mitigate the emotional distress associated with the infection (6). Emerging evidence supports a link between psychological resilience and reduced stigma (5, 7–9); however, the nature of this relationship in patients with HR-HPV remains unclear. Rumination, by contrast, refers to repetitive, prolonged, and intrusive negative thoughts focused on the self, emotions, personal concerns, and distressing experiences (10). It tends to intensify and prolong negative emotional states such as sadness, anger, anxiety, and depression. Previous studies have shown that rumination plays a significant role in the development of self-stigma among individuals engaged in hazardous drinking (11). To date, however, the potential effect of rumination on stigma in patients with HR-HPV has not been investigated.

Identifying the factors that influence stigma can help healthcare professionals develop targeted strategies to reduce stigma among patients with HR-HPV infection. However, limited research has examined these influencing factors within the context of Chinese culture. Therefore, this study aimed to investigate the current status of stigma and examine the effects of demographic characteristics, disease-related variables, psychosocial factors, psychological resilience, and rumination on stigma in patients with HR-HPV.




2 Material and methodology



2.1 Study design and participants

A cross-sectional survey was conducted from May to October 2023 to recruit female outpatients diagnosed with HR-HPV at the Department of Gynecology, General Hospital of Northern Theater Command, Shenyang, Liaoning Province, China. Participants were selected through convenience sampling. HPV DNA testing was performed using a genotyping kit capable of detecting 23 HPV types through PCR-reverse dot blot analysis. This assay identifies 17 high-risk types (HPV 16, 18, 31, 33, 35, 39, 45, 51, 52, 53, 56, 58, 59, 66, 68, 73, and 82) and six low-risk types (HPV 6, 11, 42, 43, 81, and 83). A positive result for high-risk HPV indicates the presence of at least one of the 17 high-risk genotypes in the DNA sample.

Inclusion criteria for participants were (1): aged >18 years old, with a history of sexual activity (2), patients with no abnormalities in cervical liquid-based cytology, colposcopy, and pathological examination results. The exclusion criteria included (1) pregnancy (2), suffering from immune and metabolic diseases (3); suffering from psychiatric disorders or serious somatic disease (4), having suffered a major traumatic event in the past 6 months.




2.2 Ethics consideration

This study does not involve human harm or distress. The study was approved by the ethics committee of the General Hospital of Northern Theater Command (approval no. ethical review -Y-2023–111). The informed consent form signed by all patients before enrollment.




2.3 Measurement

The level of stigma was assessed using the Chinese version of the Social Impact Scale (SIS) (12, 13). The SIS consists of 24 items across four dimensions: social rejection (9 items), financial insecurity (3 items), internalized shame (5 items), and social isolation (7 items). Each item is rated on a 4-point Likert scale ranging from 1 (“strongly disagree”) to 4 (“strongly agree”), yielding total scores from 24 to 96, with higher scores indicating greater stigma. Stigma levels were divided into low (1.00–1.99), moderate (2.00–2.99), and high (3.00–4.00) based on the average item score. The Cronbach’s alpha coefficient for the SIS in this study was 0.928, which means that the internal consistency was quite high.

The Chinese version of the Connor-Davidson Resilience Scale (CD-RISC) was employed to assess psychological resilience. The CD-RISC, developed in 2003, evaluates traits such as adaptation and stress resilience in both clinical and general populations. The Chinese version has undergone rigors cross-cultural adaptation and validation, confirming its suitability for Chinese populations (14–16). This validated instrument has demonstrated substantial reliability in cross-cultural research and is widely employed in mental health studies. The CD-RISC consists of 25 items evaluated on a 5-point Likert scale, from 0 (“not at all true”) to 4 (“almost always true”). Higher scores indicate greater psychological resilience. The study determined that the Cronbach’s alpha coefficient for the CD-RISC was 0.968, signifying outstanding internal consistency.

The Chinese Event-Related Rumination Inventory (C-ERRI) is a validated psychological tool designed to assess rumination tendencies following traumatic or stressful events in Chinese individuals. The C-ERRI, created through careful cross-cultural adaptation, has two parts: intrusive rumination and deliberate rumination. Each subscale consists of 10 items rated on a 4-point Likert scale, from 1 (“never”) to 4 (“often”), to measure how often ruminative thoughts occurred in the past month. The inventory demonstrates strong psychometric properties, including sufficient internal consistency and test-retest reliability, with its bifactorial structure confirmed using confirmatory factor analysis. The overall score can be anywhere from 20 to 80, and higher values suggest more rumination (17). The Cronbach’s alpha coefficient for the C-ERRI in this study was 0.920.




2.4 Study size

According to Riley’s sample size calculation method (18), the required sample size should be 5 to 10 times the number of variables, resulting in a range of 110 to 219 participants. To ensure adequate statistical power, we set a confidence level of 95% and an acceptable margin of error of 5%. Based on these parameters, the minimum required sample size was determined to be 200. The present study included 200 patients with HR-HPV, thereby meeting the calculated sample size requirements.




2.5 Statistical analysis

Data analysis was conducted using SPSS version 22.0. The Kolmogorov–Smirnov test was applied to assess the normality of the data distribution. Measurement data were expressed as mean ± standard deviation (M±SD). Group comparisons were performed using analysis of variance (t/F test). Pearson correlation analysis was conducted to examine relationships among SIS, CD-RISC, and C-ERRI scores. Hierarchical regression analysis was used to identify factors influencing stigma, with age and marital status included as covariates (αenter = 0.05, αremove = 0.10). Multicollinearity among predictor variables was assessed using the Variance Inflation Factor (VIF), where a VIF value greater than 10 indicated severe multicollinearity, warranting corrective actions such as removing or combining correlated variables. A significance level of P < 0.05 was set for all analyses.





3 Results



3.1 Study sample characteristics

During the study period, approximately 287 female patients with HR-HPV infection were eligible, of whom 200 agreed to participate, resulting in a participation rate of about 67%. None of the patients were infected with human immunodeficiency virus (HIV). Table 1 presents the detailed demographic characteristics of the 200 female patients. The mean age was 39.60 ± 9.87 years. Among them, 61.50% had a single HPV infection, while 38.50% had multiple infections. The majority were first-time infections, accounting for 83.00%, with recurrent infections comprising 17.00%.


Table 1 | Participants’ characteristics (n = 200).
	Variables
	n
	%



	Age (Year)


	 18-29
	28
	14.00


	 30-44
	116
	58.00


	 45-59
	33
	16.50


	 ≥60
	23
	11.50


	Nationality


	 Han
	169
	84.50


	 Other
	31
	15.50


	Marital status


	 Married
	162
	81.00


	 Unmarried
	38
	19.00


	Education background


	 Primary or below
	32
	16.00


	 Junior/Senior high school
	46
	23.00


	 College degree or above
	122
	61.00


	Religious belief


	 Yes
	17
	8.50


	 No
	183
	91.50


	Employment


	 Employed
	151
	75.50


	 Unemployed
	49
	24.50


	Hospital payment


	 Medical insurance
	156
	78.00


	 Self payment
	44
	22.00


	Personal monthly income


	 ≤3000 RMB
	33
	16.50


	 3001~4999 RMB
	61
	30.50


	 ≥5000 RMB
	106
	53.00


	Live alone


	 Yes
	41
	20.50


	 No
	159
	79.50


	Habitation


	 Urban
	166
	83.00


	 Countryside
	34
	17.00


	Procreation


	 Yes
	151
	75.50


	 No
	49
	24.50


	Duration of HPV infection (T)


	 1 month ≤ T ≤ 3 months
	56
	28.00


	 3 months <T ≤ 1 year
	67
	33.50


	 T > 1 year
	77
	38.50


	Type of HPV infection


	 Single infection
	123
	61.50


	 Mixed infection
	77
	38.50


	Recurrent infection


	 Yes
	34
	17.00


	 No
	166
	83.00










3.2 The current status and univariate analysis of stigma in patients with HR-HPV

The dimensions of SIS were ranked from lowest to highest based on average item scores as follows: financial insecurity, social rejection, social isolation, and internalized shame. Among the 200 patients, 37 (18.5%) exhibited a low level of stigma, 152 (76.0%) a moderate level, and 11 (5.5%) a high level of stigma (Table 2; Figure 1). Table 3 presents the distribution of stigma scores among patients with HR-HPV. Significant differences were found in stigma scores across different levels of personal monthly income (P < 0.05). Additionally, patients with recurrent infections had higher stigma scores compared to those without recurrent infections (P < 0.05).


Table 2 | The SIS scores of 200 patients with HR-HPV.
	Variables
	Total average score (M±SD)
	Item average score (M±SD)
	low level of stigma (n, %)
	moderate level of stigma (n, %)
	high level of stigma (n, %)



	Social rejection
	19.76 ± 4.01
	2.19 ± 0.53
	53 (26.50)
	135 (67.50)
	12 (6.00)


	Financial insecurity
	5.85 ± 2.01
	1.95 ± 0.67
	134 (67.00)
	56 (28.00)
	10 (5.00)


	Internalized shame
	12.33 ± 3.70
	2.47 ± 0.84
	54 (27.00)
	109 (54.50)
	37 (18.50)


	Social isolation
	16.29 ± 3.20
	2.31 ± 0.50
	30 (15.00)
	151 (75.50)
	19 (9.50)


	Total score
	53.26 ± 10.07
	2.23 ± 0.39
	37 (18.50)
	152 (76.00)
	11 (5.50)







[image: Pie chart showing levels of stigma. Moderate level is orange at seventy-six percent, low level is blue at eighteen point five percent, and high level is gray at five point five percent.]
Figure 1 | The levels of stigma in 200 patients with HR-HPV.


Table 3 | Distribution of stigma scores with different demographic characteristics (n = 200).
	Variables
	The SIS scores (M±SD)
	F/t
	P



	Age (Year)
	
	2.037
	0.110


	 18-29
	51.96 ± 12.02
	 
	 


	 30-44
	54.74 ± 10.96
	 
	 


	 45-59
	53.70 ± 11.73
	 
	 


	 ≥60
	52.00 ± 12.17
	 
	 


	Nationality
	
	1.021
	0.308


	 Han
	53.22 ± 11.27
	 
	 


	 Other
	55.68 ± 12.50
	 
	 


	Marital status
	
	0.757
	0.449


	 Married
	53.80 ± 11.80
	 
	 


	 Unmarried
	52.39 ± 9.96
	 
	 


	Education background
	
	2.086
	0.127


	 Primary or below
	56.14 ± 12.20
	 
	 


	 Junior/Senior high school
	55.09 ± 13.70
	 
	 


	 College degree or above
	52.32 ± 10.19
	 
	 


	Religious belief
	
	1.665
	0.097


	 Yes
	58.06 ± 9.69
	 
	 


	 No
	53.01 ± 11.55
	 
	 


	Employment
	
	0.986
	0.326


	 Employed
	53.03 ± 11.00
	 
	 


	 Unemployed
	55.04 ± 12.82
	 
	 


	Hospital payment
	
	0.506
	0.613


	 Medical insurance
	53.03 ± 11.50
	 
	 


	 Self payment
	54.02 ± 11.49
	 
	 


	Personal monthly income
	
	5.378
	0.005


	 ≤3000 RMB
	59.45 ± 12.37
	 
	 


	 3001~4999 RMB
	52.44 ± 11.55
	 
	 


	 ≥5000 RMB
	52.44 ± 10.65
	 
	 


	Live alone
	
	0.159
	0.873


	 Yes
	53.00 ± 12.62
	 
	 


	 No
	53.35 ± 11.19
	 
	 


	Habitation
	
	0.523
	0.601


	 Urban
	53.07 ± 11.45
	 
	 


	 Countryside
	54.21 ± 11.61
	 
	 


	Procreation
	
	0.747
	0.456


	 Yes
	52.98 ± 11.65
	 
	 


	 No
	54.35 ± 11.00
	 
	 


	Duration of HPV infection (T)
	
	0.114
	0.892


	 1 month ≤ T ≤ 3 months
	52.73 ± 12.41
	 
	 


	 3 months < T ≤ 1 year
	54.03 ± 11.58
	 
	 


	 T > 1 year
	53.13 ± 10.77
	 
	 


	Type of HPV infection
	
	1.213
	0.226


	 Single infection
	52.15 ± 11.57
	 
	 


	 Mixed infection
	54.14 ± 11.12
	 
	 


	Recurrent infection
	
	2.120
	0.035


	 Yes
	56.53 ± 12.02
	 
	 


	 No
	51.79 ± 11.12
	 
	 










3.3 The correlations between stigma, psychological resilience and rumination

The mean C-ERRI score of the 200 patients with HR-HPV was 20.80 ± 10.01. The mean CD-RISC score for these patients was 58.99 ± 16.77, which was significantly lower than that of the Chinese general population (65.40 ± 13.90, P < 0.05) (4). The total SIS score was positively correlated with the C-ERRI score (r = 0.634, P < 0.001) and negatively correlated with the CD-RISC score (r = -0.586, P < 0.001).




3.4 Multivariate stratified linear regression analysis of stigma in patients with HR-HPV

The VIF values for all independent variables in our hierarchical regression analysis were below 10, indicating no multicollinearity concerns. Table 4 presents the results of multivariate hierarchical linear regression analysis exploring factors influencing stigma, with the total SIS score as the dependent variable. In Model 1, personal monthly income and recurrent infection status were included as independent variables. Model 2 further incorporated CD-RISC and C-ERRI scores, which showed statistically significant correlations. Psychological resilience and rumination together explained 23.4% of the variance in stigma (P < 0.05) (Table 5). Rumination had a positive effect on stigma (β = 0.355, P < 0.001), whereas psychological resilience had a negative effect (β = -0.097, P = 0.037).


Table 4 | Multivariate stratified linear regression analysis of stigma in patients with HR-HPV.
	Variables
	B
	SE
	β
	t
	P



	Model 1


	 Constant
	46.974
	1.748
	–
	26.865
	<0.001


	 Personal monthly income
	-2.38
	1.068
	-0.156
	-2.228
	0.027


	 Nonrecurrent infection
	5.146
	2.131
	0.169
	2.414
	0.017


	Model 2


	 Constant
	43.898
	3.362
	–
	13.059
	<0.001


	 Personal monthly income
	-1.018
	0.968
	-0.067
	-1.052
	0.294


	 Nonrecurrent
	2.639
	1.876
	0.087
	1.407
	0.161


	 Psychological resilience
	0.355
	0.054
	0.434
	6.599
	<0.001


	 Rumination
	-0.097
	0.046
	-0.142
	-2.105
	0.037








Table 5 | Summary results of the hierarchical regression analysis model.
	Model
	R
	R2
	Adjusted R2
	F
	P



	1
	0.249
	0.062
	0.052
	6.475
	0.002


	2
	0.548
	0.300
	0.286
	33.260
	0.001











4 Discussion

Few previous studies have examined the factors influencing stigma in patients with HR-HPV. In this study, we investigated the current status of stigma among HR-HPV patients and identified its influencing factors. Our findings indicate that patients experience varying levels of stigma, with moderate stigma being the most common. Specifically, personal monthly income, recurrent infection, psychological resilience, and rumination were found to be significant factors affecting stigma.

Stigma was originally defined as a social process that categorizes individuals with perceived physical or moral flaws as possessing a “tainted identity,” distinguishing them from those considered “normal” (19). This process can be divided into self-stigmatization and social stigmatization, which interact to create barriers for individuals seeking help (20). Among patients with HPV, stigma arises primarily because the infection is sexually transmitted and preventable (21). Previous studies suggest that HPV-related stigma contributes to low HPV vaccine uptake, even when resources are available (22). Moreover, stigma in patients with HR-HPV acts as a barrier to cancer screening and hinders completion of the continuum of care after a positive screening result (23). In our study, stigma was assessed using SIS, which has demonstrated good reliability across different populations (24). In the present study, 37 patients (18.5%) exhibited low levels of stigma, 152 (76.0%) moderate levels, and 11 (5.5%) high levels. These findings underscore the importance of identifying factors influencing stigma in patients with HR-HPV.

In the present study, multivariate stratified linear regression analysis revealed that personal monthly income, recurrent infection, psychological resilience, and rumination were significant factors influencing stigma. Numerous previous studies have identified economic income as an important factor affecting stigma (25–27). Individuals with higher income levels generally have greater social resources, enabling them to better overcome adversity and experience lower levels of depression and anxiety (4). Conversely, families with low monthly income face more challenges in managing the process of seeking HPV treatment, which may lead to higher affiliate stigma and difficulties in coping (28). Notably, lower income levels have also been negatively associated with awareness of the HPV vaccine (29). Our study found that patients with recurrent HPV infection had higher stigma scores compared to those without recurrence, possibly due to the economic burden and negative emotions associated with repeated infection (30). Given the recurrent nature of HR-HPV infection, accurate and timely screening is essential for effective control. Furthermore, targeted interventions addressing stigma in recurrent patients warrant increased attention.

Psychological resilience refers to the ability to maintain one’s orientation toward existential purpose despite facing adversities and stressful events (4). There is a close relationship between psychological resilience and stigma. Individuals with high psychological resilience tend to accept their disease with a positive attitude, actively confront negative emotions, and experience lower levels of stigma (31). In contrast, those with low resilience often respond to difficulties through avoidance, which can exacerbate the burden of disease and increase stigma (31, 32). Our study confirmed that psychological resilience negatively impacts stigma. Supporting this, previous research has shown that resilience influences the quality of life and depressive symptoms in diabetes patients through stigma (32). Rumination is a form of perseverative thinking characterized by repetitive and unproductive focus on distressing events (33). It intensifies and prolongs negative emotional states such as anxiety and depression (34). Among individuals living with sexually transmitted diseases, rumination can have debilitating effects, especially when combined with stress (35). Rumination and self-stigma may be closely linked, as both involve negative patterns of thinking. However, research on the relationship between rumination and stigma in patients with HR-HPV remains scarce. Our study found that rumination positively influences stigma.

Psychological resilience and rumination independently accounted for 23.4% of the variance in stigma. Our exploratory findings suggest that enhancing psychological resilience and reducing rumination could be effective strategies to mitigate stigma among HR-HPV patients. However, further research is needed to confirm these associations. Interventions such as resilience training—particularly those incorporating mindfulness and cognitive-behavioral techniques—may strengthen resilience (36). For rumination, cognitive behavioral therapy, mindfulness-based interventions, and attentional shifting have demonstrated efficacy in alleviating symptoms (10, 37, 38).

While our study identified personal monthly income, recurrent infection, psychological resilience, and rumination as key factors influencing stigma among HR-HPV patients, it is crucial to consider the potential impact of cultural factors. Traditional Chinese values such as modesty, collectivism, and the emphasis on family honor may shape patients’ perceptions and coping strategies regarding their HR-HPV diagnosis. These cultural norms can contribute to reluctance in disclosing their status, fear of social rejection, and internalized shame, thereby intensifying stigma. Additionally, the stigma surrounding sexually transmitted infections like HR-HPV may be aggravated by cultural beliefs that associate such infections with moral judgments (3). In some societies, HR-HPV is associated with promiscuity or moral deficiencies, hence exacerbating stigmatization (39). Future research should explore the distinct cultural influences on stigma among HR-HPV patients in China and analyze how these cultural factors interact with the socio-demographic and psychological variables revealed in this study.




5 Clinical practice implications

(1) Enhanced Screening and Follow-Up Programs : ① Personalized Screening Strategies : Because repeated illnesses and a person’s monthly income have a big impact on stigma, healthcare practitioners should tailor their screening and follow-up plans to each patient’s financial situation and history of infections. This may include more frequent screenings and specialized mental health help for people with limited incomes or chronic conditions. ② Resilience Training Programs : Add techniques that help people with HR-HPV be more resilient to their regular care. Mindfulness-based stress reduction, cognitive-behavioral therapy, or group sessions designed to enhance coping methods and foster positive psychological adaptability may constitute effective approaches (40). Psychosocial Support Services : ① Offer counselling and psychotherapy that is easy to receive and not too expensive, and that specifically deals with the mental health problems that come with an HR-HPV diagnosis, such as rumination and stigma. These services must be culturally appropriate and available to patients of all income levels. ② Peer Support Groups : Encourage the establishment of peer support groups for patients to share experiences, exchange coping skills, and offer mutual emotional support. This community-oriented strategy helps mitigate feelings of isolation and reduce stigma (2). Patient Education and Awareness : ① Formulate and execute educational programs that encompass both the medical aspects of HR-HPV and its psychological and social implications. These initiatives should emphasize the significance of early detection, accessible treatment alternatives, and efficient stigma management. ② Media Campaigns : Utilize media venues to enhance public knowledge on HR-HPV, highlighting its treatability and the essential importance of screening. Such campaigns can aid in dispelling misconceptions and diminishing societal stigma associated with the virus.




6 Limitation of the study

This study has several limitations. First, the use of a convenience sampling method may have introduced selection bias, limiting the generalizability of our findings to the broader population of HR-HPV patients. Although this approach allowed for efficient recruitment, it may have excluded patients with more severe symptoms or those from different socioeconomic backgrounds. Future studies should consider employing random sampling or other more representative techniques to minimize bias and improve external validity. Second, due to the exploratory nature of this study and the lack of precise effect size estimates in this context, an a priori power analysis was not conducted; future research should incorporate power calculations based on preliminary data or existing literature. Third, the cross-sectional design prevents any causal inferences regarding the associations observed, and longitudinal studies are needed to elucidate causal relationships. Additionally, unmeasured confounding factors such as family history of cancer, social support networks, and previous healthcare experiences may have influenced patients’ stigma perceptions and psychological resilience, and should be accounted for in future research. Fourth, this study did not evaluate negative emotions, which may mediate the impact of stigma, warranting further investigation. Fifth, data were collected via self-report, a method susceptible to subjectivity and potential bias. Sixth, the sample was geographically limited to Liaoning Province, China, which may restrict the applicability of findings; future studies should include more diverse, multi-regional samples. Finally, only female patients were included, excluding males despite evidence that stigma may vary by gender (41); future research should explore these gender differences.




7 Conclusion

This study indicates that HR-HPV patients recruited from a tertiary hospital in northeastern China experience varying levels of stigma, with moderate stigma being the most common. Personal monthly income, recurrent infection, psychological resilience, and rumination were identified as significant factors influencing stigma in this population. While these findings offer important insights, future research should incorporate more diverse samples across multiple regions and healthcare settings to enhance the generalizability of the results. Moreover, longitudinal studies are warranted to elucidate the causal relationships between these factors and stigma.
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Introduction: Knowledge about the causes of mental illness is a crucial component of mental health literacy. Poor understanding of the etiology of mental illness can lead to stigmatizing behaviors and hinder access to appropriate help. The current cross-sectional study examined the general population’s causal beliefs about seven mental illnesses and explored the factor structure of the revised causal beliefs scale.
Methods: Four thousand one hundred ninety-five respondents were randomly assigned a vignette and were asked questions on their recognition of the mental illness depicted, causal beliefs, and prior experience related to the mental illness (similar problems, had a mental health-related job or family and friends with similar problems). Exploratory and confirmatory factor analyses were used to examine the factor structure of the causal beliefs scale. Multivariable linear regression was used to examine its predictors.
Results: Factor analyses revealed a four-factor structure of causal beliefs: physical, psychosocial, personality, and biogenetic. Causal beliefs differed across the vignettes. Compared to schizophrenia, biogenetic beliefs were less likely to be endorsed for all mental illnesses except dementia, while personality beliefs were more likely to be endorsed for depression with suicidality. Compared to respondents who did not recognize the mental illness, those with correct recognition were more likely to endorse biogenetic and psychosocial beliefs, and less likely to endorse physical and personality beliefs.
Discussion: Factor structure of the original causal beliefs scale was found to be valid in the Singapore population. Individuals who correctly recognized the mental illness appeared to comprehend its etiology well. However, some misconceptions about the etiology of mental illness persist, particularly with regards to relating obsessive-compulsive disorder to physical factors (e.g., virus) and depression with suicidality to personality flaws. As future awareness campaigns continue to address the gaps in literacy levels, careful promotion of certain causal beliefs is crucial to avoid conveying unintended messages.
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1 Introduction

Personal beliefs about the causes of mental illness are an important component of mental health literacy (MHL) (1). These beliefs shape individuals’ attitudes and behaviors toward people with mental illness and help-seeking beliefs (2–4). As such, the lack of awareness or poor understanding of the etiology of mental illness can result in undesirable outcomes such as public stigma and social distancing (5, 6) and become a barrier to accessing appropriate help (7).

Research on causal beliefs have explored many forms of explanations for mental illness and a number of measures have been developed to evaluate them (8). In contrast to professionals working in the mental health field, general populations tend to endorse psychosocial causes over biogenetic causes, though biological explanations are increasingly endorsed by the public as shown in more recent studies (4), especially for schizophrenia (9–11). Other causal beliefs include personal attributes and supernatural causes (7, 11, 12). According to sociocultural research, different cultures can share similar beliefs on the etiology of mental illness. For instance, a systematic review of 36 studies found that stress due to socio-environmental factors was consistently perceived as the top cause for depression across Western and non-Western cultures (13). In contrast, beliefs originating from traditional and supernatural ideas vary across cultures and are more commonly found in Asian and African cultures (13, 14), particularly for psychotic disorders (15). These beliefs are seemingly independent of the country of residence, as seen from ethnic groups of South Asian descent in the United Kingdom having more beliefs in supernatural causes for psychosis than the White British (16).

Social contact theory suggests that causal beliefs are formed and influenced by experiences and personal contact with people with mental health conditions (17). For instance, Pullen et al. (18) studied the effects of social network and found that individuals who knew family members or friends with mental health problems were more likely to recognize the symptoms experienced by the vignette character as a mental illness. In the study, the likelihood of attributing mental illness to biogenetic causes and less to poor character increased with the number of known family members and friends with mental health problems. Other studies mostly focused on schizophrenia and found that views on the etiology of the illness can vary among groups of different backgrounds and contact history (15, 19). In these studies, patients generally endorsed a mix of biological and psychological causes, whereas relatives endorsed psychosocial causes only. Similar to patients, mental health professionals endorsed both types of causes but showed stronger inclination toward biological causes, due to their academic training and experiences gained from direct contact with patients (20).

Singapore is a multi-ethnic city state in Southeast Asia with a resident population of 4.18 million, comprising 74.0% Chinese, 13.5% Malay, 9.0% Indian, and 3.4% other ethnic groups (21). In 2015, a nationwide study was conducted to establish MHL levels among the general population. Five common mental disorders in Singapore – depression, schizophrenia, obsessive-compulsive disorder (OCD), alcohol abuse and dementia – were selected for investigation. These mental health conditions were depicted in the form of vignettes and the overall correct recognition of the conditions was 43.7% (22). A three-factor structure underlying the population’s beliefs about the causes of mental illness was found, with 97.7% of respondents endorsing psychosocial causes, 83.5% endorsing personality causes, and 37.0% endorsing physical causes (23).

The present study is the second nationwide study that reviews the current MHL landscape in Singapore. To enable tracking and comparisons of MHL in the general population, the five mental health conditions in the 2015 study were retained. Prevalence data from the latest population-level epidemiological surveys in Singapore (i.e., Singapore Mental Health Study 2016 and Well-being of the Singapore Elderly 2023) revealed that these conditions remained as the most common mental disorders in Singapore, with lifetime prevalence of 6.3% for depression, 2.3% for schizophrenia (and other psychotic disorders), 3.6% for OCD, 4.1% for alcohol abuse and 8.8% for dementia (24–26). Two other mental health conditions – suicidality and gambling disorder – that were added as vignettes in the current study showed lifetime prevalence of 7.8% and 2.7%, respectively (27, 28). The high treatment gap in the general population (78.6%) is also a growing concern for public health (29), with lack of knowledge commonly cited as a contributing factor. Between the first and the current study, a number of mental health campaigns and initiatives were implemented to raise the public’s awareness on the symptoms and etiology of mental illness. Most notably, the second phase of the nationwide movement ‘Beyond the Label’ by the National Council of Social Services launched in 2022 continues to improve public mental health knowledge and address mental health stigma through fostering partnerships with agencies and organizations as well as greater community engagement such as public education campaigns, peer support skills training, and mental wellness workshops for companies and schools. Mindline.sg, Singapore’s national digital platform for mental health and a first-stop touchpoint for the public, was also initiated in 2020 with features including a service wayfinding tool, self-help resources, online forums and chatbot that provide information, support and access to professional help. With these ongoing efforts to raise awareness, public beliefs about the causes of mental illness are expected to improve, with endorsement of psychosocial causes to remain high but a reduction in physical and personality beliefs in particular. Evaluating MHL on a population level periodically is therefore crucial to assess whether public knowledge about mental illness have improved and to identify gaps to address misinformation and misconception, and improve understanding. This study aimed to: (i) report the public’s causal beliefs of seven mental illnesses, (ii) review the factor structure of the revised causal beliefs scale, and (iii) examine the correlates of causal beliefs in the Singapore general population.



2 Methods


2.1 Participants and procedures

Data were taken from the Mind Matters 2022–2023 study conducted between September 2022 and February 2024 in Singapore. This second nationwide study on MHL replicates the methodology of first study in 2015 (22). The study population included Singapore Citizens and Permanent Residents aged 18–65 years living in Singapore at the time of the survey. A disproportionate stratified sampling design was used for the study, with 12 strata defined by age group (18–34, 35–49, and 50–65) and ethnicity (Chinese, Malay, Indian, and Other ethnic groups). 50–65 age group, Malay and Indian ethnicity were oversampled to ensure adequate sample size for subgroup analysis. The sample was derived using the sample frame from a national administrative database in Singapore that maintains data on age, gender, ethnicity and residential addresses of all residents. Sample size calculations were based on the overall prevalence of correct recognition of mental disorders in Singapore as determined in the first study (22). Factoring in an estimate of 10% missing data, a sample size of 590 respondents per vignette was estimated, resulting in a total target sample size of 4,130 respondents for the study.

Face-to-face interviews were administered by trained lay interviewers in English, Chinese, Malay or Tamil. Respondents were given monetary compensation of SGD$40 as a token of appreciation for their time and effort. Written informed consent was obtained from all respondents and from parents/guardians of respondents aged 18–20 years. Ethics approval was obtained from the institutional ethics committee, the National Healthcare Group Domain Specific Review Board (No. 2021/00695).



2.2 Measures

The study used a vignette approach whereby respondents were randomly assigned and presented one out of seven vignettes depicting a fictional character with a specific mental illness. The name of the character (denoted as XX in this paper) was matched to the respondent’s gender and ethnicity to facilitate identification with the character (e.g., “Mr Tan” was shown to Chinese male respondents, “Siti” for Malay female respondents, and “Devi” for Indian female respondents). Vignettes used in this study included the five vignettes (on depression, schizophrenia, OCD, alcohol abuse and dementia) from the previous study (22) and two newly developed vignettes (one on depression with suicidality and the other on gambling disorder).


2.2.1 Recognition of mental illness in vignette

Respondents were asked an open-ended question on what they thought the character was suffering from and were probed to name the condition causing the symptoms where necessary. Responses were coded as “correct recognition” if respondents were able to correctly label the specific condition, “mislabeled/unspecified mental illness” if respondents answered other mental illness or gave a general response of mental illness/disorder, or “did not recognize” if respondents mentioned responses such as stress, insomnia and sadness or did not think the symptoms were a problem to the character. The coding process followed the same structure from the first study where each vignette is coded by two team members independently and discrepancies were subsequently discussed as a team with the senior researchers until a consensus was reached (22).



2.2.2 Causal beliefs about mental illness

Respondents were asked about the likelihood of 12 items being the cause of the problem described in the vignette on a 5-point Likert scale (very likely, likely, depends, unlikely, and very unlikely). The first study included nine out of the 10 items from the causal beliefs scale developed by Reavley and Jorm (11) and one other item on supernatural causes (‘How likely is it that these sorts of problems are caused by spirit possession, supernatural causes or black magic?’). The current study included the full 10 items from the causal beliefs scale, the one item on supernatural causes, and one new item (‘How likely is it that these sorts of problems are a punishment, retribution or karma for some previous wrongdoing or bad deeds by the person or the person’s family?’).



2.2.3 Prior experience with mental illness

Individuals’ experiences with the mental illness illustrated in the vignette were assessed using three yes/no questions: “Have you ever had problems similar to XX’s?,” “Have you ever had a job that involved providing treatment or mental health services to a person with a problem like XX?,” and “Has anyone in your family or close circle of friends ever had problems similar to XX’s?”.



2.2.4 Sociodemographic variables

Sociodemographic information about age, gender, ethnicity, marital status, highest education level, employment status, and monthly income were collected.




2.3 Data analysis

All estimates were weighted to adjust for oversampling and post-stratified for age and ethnicity distributions between the survey sample and the Singapore resident population in the year 2024. Sociodemographic data and linear regression were performed on STATA S/E Version 15.0 (30), while factor analyses were performed on Mplus (Version 8.0) (31). Sample weights were included in all analyses.

As new items were added to the set of causal beliefs questions, exploratory factor analysis (EFA) and confirmatory factor analysis (CFA) to analyze the factor structure of the revised scale were conducted. The sample was first randomly split into two equal proportions. In line with the original authors of the casual beliefs scale (11), maximum likelihood with robust standard errors (MLR) was used for the estimator and geomin oblique rotation was used to allow for correlation between factors. Missing data were handled using full information maximum likelihood (FIML). EFA was performed on one sample to identify the number of factors and factor loadings. The following criteria were used to determine the number of factors to be included: visualization and inspection of scree plot, eigenvalues>1, and factor loadings>0.30 (32). Thereafter, CFA was performed on the remaining sample to confirm the factor structure identified in the EFA. Criteria for the model fit indices include: RMSEA < 0.05, TLI/CFI > 0.90, SRMR < 0.05, and χ2 statistic (33). Cronbach’s alpha was calculated to measure the internal consistency.

Responses to each item on the causal beliefs scale were first dichotomized to distinguish respondents who endorse the item (1 = very likely or likely) and respondents who do not endorse the item (0 = depends, unlikely, or very unlikely). Missing values were addressed using listwise deletion method. A total score for each factor as determined by the factor analyses was then created by summing the scores of the relevant items. These total scores were subsequently used in the computation of weighted mean and standard deviation (SD) and in the regression analyses. Proportion of causal beliefs endorsed by vignette (n and weighted percentage) were generated separately. Multivariable linear regression analyses were conducted on the overall sample to examine the associations between the dependent variables which include the factors of causal beliefs (as established from the factor analyses) with the independent variables which include sociodemographic variables, type of vignette, recognition of mental illness and prior experience with mental illness. Variance inflation factor (VIF) was also performed, where VIF values for all independent variables were below 5, suggesting little to no multicollinearity between the variables.




3 Results

Eight thousand one hundred individuals were invited to participate in the study and a total of 4,195 out of 6,739 eligible individuals completed the interview (response rate = 62.3%). The sample had a mean age of 43.2 years (SD = 13.5) and comprised 48.8% males. The characteristics of the study sample can be found in Supplementary Table 1.


3.1 Factor analyses

EFA indicated a four- or five-factor model as potential solutions. The five-factor model accounted for 71.7% of variance. Table 1 lists the 12 causal beliefs items. Items CS1 and CS2 loaded on the first factor. CS3, CS4, CS5 and CS6 loaded on the second factor. CS10 and CS11 loaded on the third factor. CS7 and CS8 loaded on the fourth factor. CS9 and CS12 loaded on the fifth factor. Factor loadings for all items were above 0.3. Visual scree plot was generated and factors above the point of inflection were retained (i.e., 4 factors) with eigenvalues>1. However, as the eigenvalue was less than 1 for the fifth factor, CS9 and CS12 were removed. EFA was rerun with the remaining ten items and the final four-factor model matched the original scale, namely – physical, psychosocial, personality and biogenetic causes (11) (Table 1). CFA was performed on the remaining half of the sample to confirm the factor structure. The four-factor model accounted for 64.2% of variance and provided acceptable fit to the data (RMSEA = 0.031, TLI = 0.933, CFI = 0.957, SRMR = 0.031, and χ2(df) = 1410.12(45)). Overall internal reliability was 0.74.


TABLE 1 Exploratory factor analysis (EFA) factor loadings of causal beliefs scale.


	Item
	Factor 1
 physical
	Factor 2
 psychosocial
	Factor 3
 personality
	Factor 4
 biogenetic

 

 	CS1: Could a virus or other infection, be a reason for these sorts of problems? 	0.74 	0.04 	0.13 	0.14


 	CS2: Could an allergy or reaction be a cause for these sorts of problems? 	0.66 	0.01 	0.15 	0.14


 	CS3: Could everyday problems such as stress, family arguments, difficulties at work or financial difficulties be a cause (for these sorts of problems)? 	−0.02 	0.57 	0.19 	0.05


 	CS4: Could the recent death of a close friend or relative be a reason for these sorts of problems? 	0.02 	0.77 	0.15 	0.14


 	CS5: Could some recent traumatic event such as a severe traffic accident be a cause for these sorts of problems? 	0.08 	0.64 	0.12 	0.22


 	CS6: Could childhood problems such as being badly treated or abused, losing one or both parents when young or coming from a broken home be a reason (for these sorts of problems)? 	0.02 	0.50 	0.23 	0.15


 	CS7: How likely is it that these sorts of problems are inherited or genetic or run in the family? 	0.10 	0.09 	0.13 	0.42


 	CS8: How likely is it that these sorts of problems are caused by a chemical imbalance in the brain? 	0.12 	0.15 	0.13 	0.65


 	CS9: How likely is it that these sorts of problems are caused by spirit possession, supernatural causes or black magic? 	Removed


 	CS10: Is being a nervous person likely to be a reason (for these sorts of problems)? 	0.17 	0.18 	0.66 	0.26


 	CS11: Could having a weak character be a cause (for these sorts of problems)? 	0.13 	0.14 	0.73 	0.11


 	CS12: How likely is it that these sort of problems are a punishment, retribution or karma for some previous wrongdoing or bad deeds by the person/his family? 	Removed





Values > 0.3 are highlighted in bold.
 



3.2 Descriptive statistics of the causal beliefs scale

Total scores for physical, personality, and biogenetic causes ranged from 0 to 2, while psychosocial causes ranged from 0 to 4, with higher scores indicating stronger endorsement of the type of causal belief. Across the seven mental illness vignettes, the weighted mean (SD) of causal belief factors were 0.28 (0.60), 3.11 (1.21), 0.89 (0.85), and 0.93 (0.81) for physical, psychosocial, personality, and biogenetic causes. Taking endorsement of belief as indicated by a total score≥1, psychosocial causes were most endorsed by respondents (94.4%), followed by biogenetic causes (62.6%), personality causes (57.2%) and physical causes (20.6%) (Table 2).


TABLE 2 Weighted proportion of endorsed causal beliefs.


	
	Total score



	0
	1
	2
	3
	4



	n
	%
	n
	%
	n
	%
	n
	%
	n
	%

 

 	Physical causes


 	Depression 	429 	70.77 	96 	16.56 	75 	12.56 	– 	– 	– 	–


 	Schizophrenia 	481 	80.87 	78 	13.53 	42 	5.54 	– 	– 	– 	–


 	OCD 	369 	61.06 	122 	20.46 	108 	17.94 	– 	– 	– 	–


 	Alcohol abuse 	530 	88.82 	48 	7.09 	19 	3.98 	– 	– 	– 	–


 	Dementia 	489 	81.34 	82 	13.80 	27 	4.80 	– 	– 	– 	–


 	Depression with suicidality 	487 	81.64 	62 	11.89 	47 	5.97 	– 	– 	– 	–


 	Gambling disorder 	533 	90.19 	42 	5.68 	20 	4.13 	– 	– 	– 	–


 	Psychosocial causes


 	Depression 	10 	0.88 	17 	2.46 	42 	7.42 	117 	21.11 	415 	67.73


 	Schizophrenia 	11 	1.69 	20 	3.39 	55 	8.04 	101 	15.62 	411 	71.03


 	OCD 	75 	10.18 	95 	15.90 	99 	14.68 	105 	17.36 	223 	41.70


 	Alcohol abuse 	20 	3.86 	33 	3.62 	70 	11.21 	149 	23.59 	325 	57.60


 	Dementia 	54 	10.34 	65 	11.65 	73 	13.50 	142 	22.71 	262 	41.24


 	Depression with suicidality 	13 	1.06 	22 	4.28 	42 	6.87 	109 	17.94 	411 	69.80


 	Gambling disorder 	47 	9.47 	93 	14.08 	124 	23.22 	133 	20.04 	195 	32.60


 	Personality causes


 	Depression 	243 	38.15 	131 	21.96 	227 	39.84 	– 	– 	– 	–


 	Schizophrenia 	262 	39.60 	147 	27.11 	192 	32.83 	– 	– 	– 	–


 	OCD 	230 	39.85 	187 	33.55 	182 	26.52 	– 	– 	– 	–


 	Alcohol abuse 	279 	44.06 	159 	23.98 	160 	31.89 	– 	– 	– 	–


 	Dementia 	322 	53.15 	119 	22.34 	156 	24.40 	– 	– 	– 	–


 	Depression with suicidality 	210 	37.34 	138 	17.54 	248 	44.16 	– 	– 	– 	–


 	Gambling disorder 	267 	45.42 	206 	35.31 	120 	18.69 	– 	– 	– 	–


 	Biogenetic causes


 	Depression 	218 	36.24 	204 	30.52 	175 	32.97 	– 	– 	– 	–


 	Schizophrenia 	172 	27.13 	233 	37.47 	188 	33.21 	– 	– 	– 	–


 	OCD 	185 	33.53 	217 	35.29 	187 	29.10 	– 	– 	– 	–


 	Alcohol abuse 	278 	47.50 	197 	29.14 	115 	22.03 	– 	– 	– 	–


 	Dementia 	138 	22.90 	209 	32.44 	245 	43.57 	– 	– 	– 	–


 	Depression with suicidality 	224 	35.57 	208 	34.21 	158 	28.57 	– 	– 	– 	–


 	Gambling disorder 	282 	48.32 	226 	38.88 	76 	10.50 	– 	– 	– 	–





n and % are weighted. OCD, Obsessive-compulsive disorder.
 



3.3 Regression analyses

Table 3 shows the results of the multivariable linear regression analyses. Significant associations were found between the causal beliefs with age, gender, marital status, highest education level, monthly income, vignette type, recognition of condition, and experiences with mental illness.


TABLE 3 Multivariable linear regression for factors of causal beliefs.


	
	Physical (n = 4,107)
	Psychosocial (n = 4,099)
	Personality (n = 4,105)
	Biogenetic (n = 4,057)



	β
	95% CI
	p
	β
	95% CI
	p
	β
	95% CI
	p
	β
	95% CI
	p

 

 	Age


 	18–34 (ref) 	 	 	 	 	 	 	 	 	 	 	 	 	 	 	 	


 	35–49 	0.01 	−0.06 	0.08 	0.799 	−0.21 	−0.34 	−0.07 	0.003 	0.11 	0.00 	0.22 	0.044 	0.00 	−0.10 	0.09 	0.954


 	50–67 	0.06 	−0.02 	0.14 	0.124 	−0.26 	−0.41 	−0.11 	0.001 	0.17 	0.06 	0.29 	0.004 	−0.01 	−0.11 	0.10 	0.863


 	Gender


 	Female (ref) 	 	 	 	 	 	 	 	 	 	 	 	 	 	 	 	


 	Male 	−0.02 	−0.07 	0.03 	0.439 	−0.15 	−0.25 	−0.04 	0.005 	−0.01 	−0.09 	0.07 	0.813 	−0.10 	−0.17 	−0.03 	0.006


 	Ethnicity


 	Chinese (ref) 	 	 	 	 	 	 	 	 	 	 	 	 	 	 	 	


 	Malay 	0.02 	−0.03 	0.07 	0.438 	0.05 	−0.05 	0.15 	0.304 	−0.02 	−0.09 	0.05 	0.618 	0.01 	−0.06 	0.08 	0.832


 	Indian 	−0.01 	−0.06 	0.03 	0.529 	−0.08 	−0.17 	0.01 	0.097 	−0.06 	−0.13 	0.01 	0.097 	−0.02 	−0.08 	0.05 	0.587


 	Others 	−0.05 	−0.11 	0.02 	0.171 	0.00 	−0.13 	0.13 	0.991 	−0.07 	−0.17 	0.03 	0.159 	0.04 	−0.05 	0.14 	0.368


 	Marital status


 	Currently Married (ref) 	 	 	 	 	 	 	 	 	 	 	 	 	 	 	 	


 	Never Married 	−0.04 	−0.10 	0.03 	0.264 	0.07 	−0.05 	0.20 	0.256 	−0.12 	−0.23 	−0.02 	0.017 	0.01 	−0.08 	0.10 	0.764


 	Separated/Widowed/Divorced 	0.04 	−0.09 	0.17 	0.518 	−0.03 	−0.26 	0.21 	0.822 	−0.01 	−0.16 	0.15 	0.919 	−0.02 	−0.17 	0.13 	0.811


 	Highest education level


 	University (ref) 	 	 	 	 	 	 	 	 	 	 	 	 	 	 	 	


 	Primary and below 	0.26 	0.10 	0.41 	0.001 	−0.04 	−0.31 	0.22 	0.763 	0.01 	−0.18 	0.20 	0.893 	0.01 	−0.18 	0.20 	0.912


 	Secondary 	−0.01 	−0.10 	0.07 	0.778 	0.02 	−0.14 	0.19 	0.790 	0.01 	−0.11 	0.13 	0.893 	−0.16 	−0.27 	−0.04 	0.007


 	Pre-university 	−0.03 	−0.09 	0.04 	0.389 	0.03 	−0.10 	0.16 	0.691 	0.01 	−0.09 	0.11 	0.827 	−0.15 	−0.24 	−0.06 	0.002


 	Employment status


 	Currently working (ref) 	 	 	 	 	 	 	 	 	 	 	 	 	 	 	 	


 	Unemployed 	−0.05 	−0.18 	0.07 	0.407 	−0.08 	−0.37 	0.21 	0.592 	0.07 	−0.13 	0.27 	0.509 	0.19 	0.00 	0.38 	0.050


 	Economically inactive 	−0.07 	−0.17 	0.03 	0.181 	−0.02 	−0.19 	0.16 	0.844 	−0.13 	−0.26 	0.00 	0.057 	0.03 	−0.09 	0.16 	0.593


 	Monthly income (SGD)


 	$10,000 and above (ref)


 	Below $2000 	0.13 	0.01 	0.26 	0.037 	−0.22 	−0.47 	0.03 	0.079 	0.06 	−0.12 	0.25 	0.521 	−0.16 	−0.33 	0.02 	0.077


 	$2000–3,999 	0.10 	−0.01 	0.20 	0.086 	−0.14 	−0.37 	0.09 	0.234 	0.02 	−0.14 	0.19 	0.779 	−0.10 	−0.25 	0.06 	0.215


 	$4000–5,999 	0.04 	−0.06 	0.15 	0.405 	−0.10 	−0.32 	0.13 	0.396 	0.00 	−0.16 	0.17 	0.982 	−0.07 	−0.22 	0.09 	0.403


 	$6000–9,999 	0.05 	−0.05 	0.16 	0.339 	−0.02 	−0.25 	0.22 	0.880 	−0.04 	−0.21 	0.13 	0.614 	−0.07 	−0.23 	0.08 	0.346


 	Vignette


 	Schizophrenia (ref) 	 	 	 	 	 	 	 	 	 	 	 	 	 	 	 	


 	Depression 	0.18 	0.07 	0.29 	0.002 	−0.02 	−0.19 	0.15 	0.811 	0.14 	−0.01 	0.30 	0.065 	−0.20 	−0.34 	−0.06 	0.006


 	OCD 	0.36 	0.24 	0.47 	0.000 	−0.91 	−1.12 	−0.70 	0.000 	0.01 	−0.13 	0.15 	0.849 	−0.15 	−0.28 	−0.01 	0.033


 	Alcohol abuse 	−0.05 	−0.14 	0.04 	0.313 	−0.24 	−0.41 	−0.06 	0.009 	0.03 	−0.12 	0.19 	0.657 	−0.36 	−0.50 	−0.23 	0.000


 	Dementia 	0.04 	−0.05 	0.14 	0.382 	−0.81 	−1.02 	−0.59 	0.000 	−0.12 	−0.27 	0.03 	0.110 	0.05 	−0.09 	0.19 	0.490


 	Depression with suicidality 	0.02 	−0.08 	0.11 	0.748 	−0.05 	−0.23 	0.13 	0.577 	0.24 	0.09 	0.40 	0.002 	−0.22 	−0.36 	−0.08 	0.002


 	Gambling disorder 	−0.05 	−0.15 	0.05 	0.319 	−1.01 	−1.22 	−0.80 	0.000 	−0.10 	−0.24 	0.05 	0.194 	−0.50 	−0.63 	−0.37 	0.000


 	Recognition of mental illness


 	Did not recognize (ref) 	 	 	 	 	 	 	 	 	 	 	 	 	 	 	 	


 	Mislabeled/unspecified mental illness 	0.00 	−0.11 	0.10 	0.931 	0.27 	0.11 	0.43 	0.001 	0.04 	−0.11 	0.18 	0.598 	−0.05 	−0.19 	0.09 	0.489


 	Correct recognition 	−0.09 	−0.16 	−0.02 	0.016 	0.18 	0.05 	0.30 	0.008 	−0.13 	−0.23 	−0.04 	0.006 	0.10 	0.01 	0.19 	0.030


 	Have you ever had problems similar to XX?


 	No (ref) 	 	 	 	 	 	 	 	 	 	 	 	 	 	 	 	


 	Yes 	0.09 	0.00 	0.18 	0.048 	0.13 	−0.01 	0.27 	0.061 	0.03 	−0.08 	0.15 	0.570 	0.10 	−0.01 	0.21 	0.083


 	Have you ever had a job that involved providing treatment or mental health services to a person with a problem like XX?


 	No (ref) 	 	 	 	 	 	 	 	 	 	 	 	 	 	 	 	


 	Yes 	0.03 	−0.09 	0.15 	0.612 	−0.23 	−0.45 	0.00 	0.048 	−0.05 	−0.21 	0.11 	0.528 	0.17 	0.04 	0.30 	0.011


 	Has anyone in your family or close circle of friends ever had problems similar to XX?


 	No (ref) 	 	 	 	 	 	 	 	 	 	 	 	 	 	 	 	


 	Yes 	0.01 	−0.06 	0.07 	0.846 	−0.08 	−0.21 	0.05 	0.227 	0.06 	−0.03 	0.15 	0.196 	0.18 	0.10 	0.26 	0.000





Unadjusted R2 values ranged from 0.059–0.153. OCD, Obsessive-compulsive disorder. Ref, reference group. XX, vignette character. p < 0.05 are highlighted in bold.
 


3.3.1 Sociodemographic differences

Respondents with primary education and below (β = 0.26) and those with monthly income below $2000 (β = 0.13) were more likely to endorse physical causes as compared to those with university education and those with monthly income of $10,000 and above. Older respondents were less likely to endorse psychosocial causes (35–49: β = −0.21; 50–67: β = −0.26) but were more likely to endorse personality causes (35–49: β = 0.11; 50–67: β = 0.17) as compared to those aged 18–34 years. Respondents who were never married (β = −0.12) were less likely to endorse personality causes as compared to those currently married. Males were less likely to endorse psychosocial (β = −0.15) and biogenetic causes (β = −0.10). Those with secondary education (β = −0.16) and pre-university education (β = −0.15) were less likely to endorse biogenetic causes as compared to those with university education.



3.3.2 Vignette type

Compared to those who received the schizophrenia vignette, respondents who received the depression (β = 0.18) or OCD (β = 0.36) vignette were more likely to endorse physical causes. Respondents who received the OCD (β = −0.91), alcohol abuse (β = −0.24), dementia (β = −0.81), or gambling disorder (β = −1.01) vignette were less likely to endorse psychosocial causes. Only respondents who received the depression with suicidality (β = 0.24) vignette were more likely to endorse personality causes. Respondents who received the depression (β = −0.20), OCD (β = −0.15), alcohol abuse (β = −0.36), depression with suicidality (β = −0.22), or gambling disorder (β = −0.50) vignette were less likely to endorse biogenetic causes as compared to those who received the schizophrenia vignette.



3.3.3 Recognition of condition

Compared to those who did not recognize the condition in the vignette, respondents with correct recognition were less likely to endorse physical causes (β = −0.09) and personality causes (β = −0.13), but more likely to endorse psychosocial causes (β = 0.18) and biogenetic causes (β = 0.10). Those who mislabeled/did not specify the condition (β = 0.27) were more likely to endorse psychosocial causes.



3.3.4 Experience with mental illness

Respondents who had problems similar to the vignette character were more likely to endorse physical causes (β = 0.09). Respondents who had a job that involved providing treatment or mental health services to a person similar to the vignette character were less likely to endorse psychosocial causes (β = −0.23) and more likely to endorse biogenetic causes (β = 0.17). Those with family members or close friends with problems similar to the vignette character were more likely to endorse biogenetic causes (β = 0.18).





4 Discussion

This study examined the causal beliefs of mental illness among the Singapore general population. A four-factor structure of the causal beliefs scale was derived and validated and several key predictors were found.

Unlike the first study in 2015, factor analyses in the current study revealed biogenetic causes as a causal belief factor. The change in factor structure could be due to the increase in the number of items relating to biogenetic causes whereby two items were used instead. However, the fifth factor relating to supernatural causes did not meet the criteria despite the addition of a second item. While supernatural causes are not part of the original causal beliefs scale, an item was first included in the 2015 study due to its cultural relevance in Asian populations. For instance, supernatural causes were endorsed by 53% of psychiatric patients in Malaysia (34), while a number of participants believed that mental illness is caused by God’s punishment for past sin (21.3%) and witchcraft (27.2%) even though they were from urban areas in India (35). Despite so, supernatural causes were not established as a factor in the 2015 study to which the authors attributed it to the use of a single item to represent supernatural beliefs (23). Supernatural beliefs remain very much culturally relevant in the present context, considering that traditional treatment (e.g., traditional Chinese medicine practitioner, Ayurvedic- or Jamu-based treatment) and religious advisors (e.g., priest, pastor, or Ustadz) are perceived as helpful interventions for individuals with a mental illness in Singapore (36). As such, another item on supernatural causes was added in the current study with the aim to strengthen its reliability and validity as a factor. A plausible reason why increasing the number of items on supernatural causes did not improve its factor loading in the current study could be that the new item relating to ‘punishment, retribution or karma’ was more relevant to concepts of divine beings and religious beliefs, while the item ‘spirit possession, supernatural causes or black magic’ relates more to paranormal origins (12). A qualitative study in Indonesia explored alternative causal beliefs and outlined three different but related themes involving demonic possession and supernatural forces, sins committed by self or family members, and witchcraft or black magic (37). Apart from the possibility that the items do not represent supernatural causes as a construct adequately, the different ethnicities and religions in Singapore might have also contributed to nuance differences in the interpretation of these statements, and thus the factor could not be established. Given that help-seeking behaviors depend on the type of causal belief (2, 12, 38), it would be beneficial for future studies to include more items related to supernatural causes or consider these two types of beliefs separately.

People’s perceptions of mental illness etiology depended on the type of condition depicted in the vignette that was randomly allocated to them. Schizophrenia was used as the comparison group in the analyses due to considerable evidence on its causal beliefs that acknowledged the condition’s genetic predisposition and psychosocial risk factors (9, 11, 18). Indeed, compared to schizophrenia, biogenetic causes were less likely to be endorsed for all other mental illnesses except dementia, and psychosocial causes were less likely to be endorsed for all other mental illnesses except depression and depression with suicidality. Dementia is a common neurodegenerative condition afflicting one in 11 older adults in Singapore (26). The public’s understanding of dementia has also greatly improved consequent to many public education initiatives, and hence there is a strong awareness of the underlying biological causes of dementia among the general population. As for depression, respondents showed an overwhelming inclination for psychosocial causes with endorsement rates as high as 98.7% and 98.9% for depression and depression with suicidality respectively (where total scores ≥ 1). This trend is reflected in the literature as well, where social and psychological factors such as normal up and downs of life, upbringing, stressful life events, and cognition were more commonly cited as causes of depression (13, 39).

Interestingly, physical factors were positively associated with depression and OCD. A plausible explanation for perceiving a virus or an allergy reaction as causes for OCD could be due to the recent COVID-19 pandemic which normalized frequent handwashing and sanitization of environment (40). Thus, respondents might have viewed the OCD symptoms and anxiety over contamination depicted in the vignette to be caused by physical factors like viruses. On the other hand, the association between physical factors and depression could be due to the presentation of somatic symptoms such as fatigue, lack of appetite and sleep problems in the vignette. It is not uncommon for people to misinterpret such somatic symptoms of depression to stem from physical causes and therefore to first seek medical help (4, 41). In addition, while no associations were found between personality beliefs and most mental illnesses, the positive association with depression with suicidality is concerning. It suggests that suicidality is perceived to be caused by character and personality flaws, which signals the presence of stigma and could prevent individuals with suicidality from seeking help in fear of being perceived as weak (5, 6). Taken altogether, these findings showed that the public is aware of the role of biogenetic and psychosocial factors in the etiology of mental illness, however, certain aspects still require attention and should be prioritized.

In line with the literature, recognition was linked to better understanding of the etiology of mental illness. These respondents endorsed more of biogenetic and psychosocial beliefs and less of physical and personality beliefs (2). Experience with mental illness was a significant predictor of causal beliefs too, especially for biogenetic beliefs. Respondents who had a mental health-related profession were more likely to endorse biogenetic causes and less of psychosocial causes (15, 19, 20), while those with family members or close friends with mental illness were more likely to endorse biogenetic causes (18). The latter finding differed from studies that only looked at schizophrenia (19), which is likely due to the analysis being based on the consolidated responses across all mental illness vignettes. However, unlike other studies, it is less clear why respondents who had ever experienced similar problems were more likely to endorse physical causes. A potential reason, according to anecdotal accounts, is that patients may misinterpret psychiatrists’ explanations of what mental illness is. Explanations such as mental illness is a “brain disorder” or is a result of “imbalances in brain chemistry” could have led patients to view mental illness as something similar to physical illness, and thus respondents who identified as having experienced similar problems could also have attributed the causes of mental illness to physical factors instead. On the other hand, self-identification as having a mental illness is linked to better mental health knowledge and help-seeking intentions, but somatization tendencies and stigma can impede recognition and help-seeking behaviors among those currently untreated (3, 42). Somatization tendencies refer to when individuals tend to experience and present their psychopathology or underlying psychological distress through somatic concerns like headaches, nausea, and chest pains which are not linked to any physical health conditions. Such situations are common among those with mood and anxiety-related disorders and are also observed in Asian populations more often than non-Western cultures due to reasons not limiting to lack of mental health awareness, cultural norms, fear of being labeled as “mentally ill” or being ostracized (41, 43, 44). It is therefore possible that respondents who reported having similar problems as the vignette character were unwilling to acknowledge their symptoms as psychiatric-related or needed a socially acceptable reason to seek medical help (41, 43), though a qualitative inquiry is needed to verify this claim. Regardless, this finding also implied that people struggling with mental health problems may first approach general practitioners or family physicians for their condition and as such, support should be given to primary care providers to help them detect and refer patients that require psychiatric help.

Several sociodemographic variables were also significantly associated with causal beliefs. Older age was associated with higher endorsement of personality causes and lower endorsement of psychosocial causes. This finding could be a result of lower mental health literacy which is commonly observed among older adults (4, 14). Older individuals could also be less open to new information due to preconceived notions that are perpetuated by stigma toward persons with mental illness (45). Additionally, although studies suggest that men were more likely to endorse personality causes than women (18), this was not seen in the present study. Instead, male respondents were found to be less likely to endorse psychosocial (4) and biogenetic causes (11). Lower education qualifications and income are often associated with less mental health knowledge too (4), which would explain why these respondents viewed mental illness as caused by physical factors. On the contrary, those with university education were more likely to endorse biogenetic causes, possibly due to the emphasis on scientific explanations in tertiary institutions that is in accordance with the medical field perspectives.

The strengths of this study comprise the inclusion of a large and representative sample of the general population that was derived from a national administrative database and the use of robust methodology that was replicated from the previous study which enables comparison with earlier findings and other studies with similar methodological approach. The use of the split-sample EFA/CFA validation analytical method also allow the sample to be randomly split into two groups before performing factor analysis and thus reducing bias associated with over-fitting and ensuring better generalizability of the results to the general population. However, some limitations should be considered such as the cross-sectional nature of the study whereby causality cannot be determined. Also, as this paper focused on the factor structure and predictors of causal beliefs, it is therefore unclear whether endorsing specific beliefs lead to better social outcomes such as lowered stigmatizing attitudes and increased help-seeking behaviors. Lastly, causal beliefs are multifactorial in nature, and individuals can endorse more than one type of explanation for each mental illness (13, 14, 20). As such, future studies may consider studying profiles of causal beliefs to better understand its link to outcomes of social inclusion and stigma.


4.1 Implications

The etiology of mental illness is often addressed in many MHL campaigns in Singapore. Because causal beliefs are intricately related to stigma and help-seeking (5, 6, 38), impacting the public’s views on the causes of mental illness can influence their attitudes toward persons with mental illness and toward seeking appropriate treatment. Phrasing of campaign messages, therefore, have a significant ripple effect and to achieve the desired results, the existing MHL landscape must be taken into account. In this study, the majority of the Singapore general population were found to endorse psychosocial causes of mental illness, with about two-thirds also endorsing biogenetic and personality causes.

While it is beyond the scope of the current paper to establish direct links between causal beliefs, stigma and help-seeking, the literature has offered some insights. Information on the causes of mental illness given to the public should continue to be scientifically accurate but biogenetic-related explanations should not be overstated (46). This is because extensive research on biogenetic beliefs in recent years have revealed mixed effects on stigma. The medicalization of mental illness put forward the notion that mental illness can be explained by biological and genetic factors and medical interventions are possible. As such, the introduction of biogenetic concepts was particularly effective in improving people’s understanding and attitudes in the nineteenth century where information on mental illness was limited and treatment centered around exorcism, imprisonment in mental asylums and execution (47). This perspective reduces blame towards the individual and increases uptake of professional help (10, 47, 48), particularly among Asian countries (48). Yet at the same time, biological explanations promote genetic essentialism and prognostic pessimism whereby mental illness is viewed as permanent and determined from birth, and that treatability and recovery is unlikely (46, 48). Such beliefs also create the impression that persons with mental illness inherently lack individual control and thus they are often perceived as dangerous and unpredictable. As a result, they may be avoided and become socially distanced from others (5, 6, 46, 47). Furthermore, biogenetic explanations can have varying influence across different mental illness, with studies reporting people having less tolerant attitudes toward individuals with depression and schizophrenia as compared to those with alcohol dependence (46, 49). To minimize unintended consequences, campaign messages should instead emphasize the possibilities of recovery and treatability of mental illness alongside biogenetic explanations and adjust the level of emphasis according to the specific condition (47, 50). Conversely, although psychosocial beliefs are associated with lower stigma (38, 46), informal sources of help (e.g., family, friends) become the first choice to seek help from (2, 39). The drawbacks of informal help include dismissive reactions that trivialize the person’s struggles or provision of inaccurate information. However, these effects may be negated by improving MHL levels among the general public as these informal sources can become a gateway to professional help through appropriate referral (2, 38). Reducing the relatively high endorsement rates of personality beliefs should also be a key target for campaigns in Singapore. Holding personality beliefs is strongly associated with stigma perceptions of ‘weak-not-sick’ and dangerousness (5) and such views in turn diminish help-seeking intentions (3). Campaign messages highlighting how mental illness is common and focusing on seeing the person beyond the diagnosis can be further complemented with contact-based interventions which would better increase people’s understanding of persons with mental illness and engender more positive attitudes toward mental illness (17, 50, 51).




5 Conclusion

The general population in Singapore perceive mental illness to be largely caused by psychosocial reasons. Biogenetic and personality factors were also frequently recognized as possible causes. As campaigns continue to address gaps in MHL levels, the relatively high endorsement of biogenetic and personality causes raises some concerns. Given their strong associations with stigma and help-seeking, careful promotion on the etiology of mental illness is warranted to avoid conveying unintended messages. Relevant agencies and organizations can build on the findings of this study on the public’s causal beliefs to better curate their campaigns and outreach initiatives.



Data availability statement

The data supporting the findings of this study are available from the corresponding author, YT, upon reasonable request.



Ethics statement

The studies involving humans were approved by National Healthcare Group Domain Specific Review Board. The studies were conducted in accordance with the local legislation and institutional requirements. The participants provided their written informed consent to participate in this study.



Author contributions

YT: Writing – review & editing, Writing – original draft, Investigation. ET: Writing – review & editing, Formal analysis. SShah: Project administration, Methodology, Conceptualization, Writing – review & editing, Investigation, Supervision. SG: Writing – review & editing, Investigation. BZ: Investigation, Writing – review & editing. BW: Writing – review & editing, Data curation. WO: Investigation, Writing – review & editing. SShaf: Investigation, Conceptualization, Methodology, Writing – review & editing. EA: Formal analysis, Writing – review & editing. PP: Writing – review & editing, Conceptualization, Methodology. GS: Conceptualization, Writing – review & editing, Methodology. SC: Conceptualization, Methodology, Writing – review & editing, Funding acquisition, Supervision. MS: Project administration, Conceptualization, Writing – review & editing, Funding acquisition, Methodology, Supervision.



Funding

The author(s) declare that financial support was received for the research and/or publication of this article. This work was supported by the National Medical Research Council (NMRC) Health Services Research Grant and Tote Board Singapore under the Strategic Initiative for Mental Health. The funding bodies of the study had no role in study design; the collection, analysis, and interpretation of data; the writing of the report; and the decision to submit the manuscript for publication.



Acknowledgments

The authors would like to thank the study respondents for their time and effort in participating in this study.



Conflict of interest

The authors declare that the research was conducted in the absence of any commercial or financial relationships that could be construed as a potential conflict of interest.



Generative AI statement

The authors declare that no Gen AI was used in the creation of this manuscript.



Publisher’s note

All claims expressed in this article are solely those of the authors and do not necessarily represent those of their affiliated organizations, or those of the publisher, the editors and the reviewers. Any product that may be evaluated in this article, or claim that may be made by its manufacturer, is not guaranteed or endorsed by the publisher.



Supplementary material

The Supplementary material for this article can be found online at: https://www.frontiersin.org/articles/10.3389/fpubh.2025.1612820/full#supplementary-material




References
	 1. Jorm, AF. Why we need the concept of “mental health literacy”. Health Commun. (2015) 30:7423. doi: 10.1080/10410236.2015.1037423 
	 2. Altweck, L, Marshall, TC, Ferenczi, N, and Lefringhausen, K. Mental health literacy: a cross-cultural approach to knowledge and beliefs about depression, schizophrenia and generalized anxiety disorder. Front Psychol. (2015) 6:1272. doi: 10.3389/fpsyg.2015.01272 
	 3. Stolzenburg, S, Freitag, S, Evans-Lacko, S, Speerforck, S, Schmidt, S, and Schomerus, G. Individuals with currently untreated mental illness: causal beliefs and readiness to seek help. Epidemiol Psychiatr Sci. (2019) 28:446–57. doi: 10.1017/S2045796017000828 
	 4. Furnham, A, and Swami, V. Mental health literacy: a review of what it is and why it matters. Int Perspect Psychol. (2018) 7:240–57. doi: 10.1037/ipp0000094 
	 5. Yoshioka, K, Reavley, NJ, Rossetto, A, and Nakane, Y. Associations between beliefs about the causes of mental disorders and stigmatizing attitudes: results of a mental health literacy and stigma survey of the Japanese public. Int J Ment Health. (2016) 45:4810. doi: 10.1080/00207411.2016.1204810
	 6. Reavley, NJ, and Jorm, AF. Associations between beliefs about the causes of mental disorders and stigmatising attitudes: results of a national survey of the Australian public. Aust N Z J Psychiatry. (2014) 48:764–71. doi: 10.1177/0004867414528054 
	 7. Ahuvia, IL, Sotomayor, I, Kwong, K, Lam, FW, Mirza, A, and Schleider, JL. Causal beliefs about mental illness: a scoping review. Soc Sci Med. (2024) 345:116670. doi: 10.1016/j.socscimed.2024.116670 
	 8. Wei, Y, McGrath, PJ, Hayden, J, and Kutcher, S. Mental health literacy measures evaluating knowledge, attitudes and help-seeking: a scoping review. BMC Psychiatry. (2015) 15:291. doi: 10.1186/s12888-015-0681-9 
	 9. Angermeyer, MC, Grausgruber, A, Hackl, E, Moosbrugger, R, and Prandner, D. Evolution of public beliefs about schizophrenia and attitudes towards those afflicted in Austria over two decades. Soc Psychiatry Psychiatr Epidemiol. (2021) 56:1427–35. doi: 10.1007/s00127-020-01963-0 
	 10. Schomerus, G, Schwahn, C, Holzinger, A, Corrigan, PW, Grabe, HJ, Carta, MG , et al. Evolution of public attitudes about mental illness: a systematic review and meta-analysis. Acta Psychiatr Scand. (2012) 125:440–52. doi: 10.1111/j.1600-0447.2012.01826.x 
	 11. Reavley, NJ, and Jorm, AF. The Australian public’s beliefs about the causes of schizophrenia: associated factors and change over 16 years. Psychiatry Res. (2014) 220:16. doi: 10.1016/j.psychres.2014.07.016 
	 12. Choudhry, FR, Mani, V, Ming, LC, and Khan, TM. Beliefs and perception about mental health issues: a meta-synthesis. Neuropsychiatr Dis Treat. (2016) 12:2807–18. doi: 10.2147/NDT.S111543 
	 13. Hagmayer, Y, and Engelmann, N. Causal beliefs about depression in different cultural groups-what do cognitive psychological theories of causal learning and reasoning predict? Front Psychol. (2014) 5:1303. doi: 10.3389/fpsyg.2014.01303 
	 14. Munawar, K, Mukhtar, F, Choudhry, FR, and Ng, ALO. Mental health literacy: a systematic review of knowledge and beliefs about mental disorders in Malaysia. Asia Pac Psychiatry. (2022) 14:2475. doi: 10.1111/appy.12475 
	 15. Oren, RR, Roe, D, Hasson-Ohayon, I, Roth, S, Thomas, EC, and Zisman-Ilani, Y. Beliefs about the causes of psychosis among persons with psychosis and mental health professionals: a scoping review. Psychiatr Serv. (2021) 72:460. doi: 10.1176/APPI.PS.202000460 
	 16. Mirza, A, Birtel, MD, Pyle, M, and Morrison, AP. Cultural differences in psychosis: the role of causal beliefs and stigma in white British and south Asians. J Cross-Cult Psychol. (2019) 50:168. doi: 10.1177/0022022118820168
	 17. Corrigan, PW, River, PL, Lundin, RK, Penn, DL, Uphoff-Wasowski, K, Campion, J , et al. Three strategies for changing attributions about severe mental illness. Schizophr Bull. (2001) 27:6865. doi: 10.1093/oxfordjournals.schbul.a006865
	 18. Pullen, E, Ekl, EA, Felix, E, Turner, C, Perry, BL, and Pescosolido, BA. Labeling, causal attributions, and social network ties to people with mental illness. Soc Sci Med. (2022) 293:114646. doi: 10.1016/j.socscimed.2021.114646 
	 19. Mannarini, S, Rossi, A, and Munari, C. How do education and experience with mental illness interact with causal beliefs, eligible treatments and stigmatising attitudes towards schizophrenia? A comparison between mental health professionals, psychology students, relatives and patients. BMC Psychiatry. (2020) 20:167. doi: 10.1186/s12888-020-02580-6 
	 20. Tarakita, N, Yoshida, K, Sugawara, N, Kubo, K, Furukori, H, Fujii, A , et al. Differences in etiological beliefs about schizophrenia among patients, family, and medical staff. Neuropsychiatr Dis Treat. (2019) 15:137–42. doi: 10.2147/NDT.S185483 
	 21. Singapore Department of Statistics. Population trends, (2024). Singapore. (2024). 4 p. Available online at: https://www.singstat.gov.sg/publications/population/population-trends (accessed October 20, 2024)
	 22. Chong, SA, Abdin, E, Picco, L, Pang, S, Jeyagurunathan, A, Vaingankar, JA , et al. Recognition of mental disorders among a multiracial population in Southeast Asia. BMC Psychiatry. (2016) 16:121. doi: 10.1186/s12888-016-0837-2 
	 23. Pang, S, Subramaniam, M, Lee, SP, Lau, YW, Abdin, E, Chua, BY , et al. The Singaporean public beliefs about the causes of mental illness: results from a multi-ethnic population-based study. Epidemiol Psychiatr Sci. (2018) 27:403–12. doi: 10.1017/S2045796017000105 
	 24. Subramaniam, M, Abdin, E, Vaingankar, JA, Shafie, S, Chua, BY, Sambasivam, R , et al. Tracking the mental health of a nation: prevalence and correlates of mental disorders in the second Singapore mental health study. Epidemiol Psychiatr Sci. (2020) 29:e29. doi: 10.1017/S2045796019000179 
	 25. Subramaniam, M, Abdin, E, Vaingankar, JA, Sambasivam, R, Zhang, YJ, Shafie, S , et al. Lifetime prevalence and correlates of schizophrenia and other psychotic disorders in Singapore. Front Psych. (2021) 12:674. doi: 10.3389/fpsyt.2021.650674 
	 26. Subramaniam, M, Abdin, E, Asharani, PV, Roystonn, K, Devi, F, Peizhi, W , et al. Prevalence of dementia in Singapore: changes across a decade. Alzheimers Dement. (2025) 21:4485. doi: 10.1002/alz.14485 
	 27. Kudva, KG, Abdin, E, Vaingankar, JA, Chua, BY, Shafie, S, Verma, SK , et al. The relationship between suicidality and socio-demographic variables, physical disorders, and psychiatric disorders: results from the Singapore mental health study 2016. Int J Environ Res Public Health. (2021) 18:4365. doi: 10.3390/ijerph18084365 
	 28. Subramaniam, M, Abdin, E, Vaingankar, JA, Wong, KE, and Chong, SA. Comorbid physical and mental illnesses among pathological gamblers: results from a population based study in Singapore. Psychiatry Res. (2015) 227:198–205. doi: 10.1016/j.psychres.2015.03.033 
	 29. Subramaniam, M, Abdin, E, Vaingankar, JA, Shafie, S, Chua, HC, Tan, WM , et al. Minding the treatment gap: results of the Singapore mental health study. Soc Psychiatry Psychiatr Epidemiol. (2020) 55:1415–24. doi: 10.1007/s00127-019-01748-0 
	 30. StataCorp. Stata 19 user’s guide. StataCorp. 2025. Stata Statistical Software: Release 19. College Station, TX: StataCorp LLC. (2025).
	 31. Muthén, LK, and Muthén, BO. Mplus user’s guide. 8th ed. Los Angeles, CA: Muthén & Muthén (2017).
	 32. Fabrigar, LR, MacCallum, RC, Wegener, DT, and Strahan, EJ. Evaluating the use of exploratory factor analysis in psychological research. Psychol Methods. (1999) 4:272. doi: 10.1037/1082-989X.4.3.272
	 33. Hu, LT, and Bentler, PM. Cutoff criteria for fit indexes in covariance structure analysis: conventional criteria versus new alternatives. Struct Equ Modeling. (1999) 6:118. doi: 10.1080/10705519909540118
	 34. Razali, SM, Khan, UA, and Hasanah, CI. Belief in supernatural causes of mental illness among Malay patients: impact on treatment. Acta Psychiatr Scand. (1996) 94:229–33. doi: 10.1111/j.1600-0447.1996.tb09854.x 
	 35. Kishore, J, Gupta, A, Jiloha, RC, and Bantman, P. Myths, beliefs and perceptions about mental disorders and health-seeking behavior in Delhi, India. Indian J Psychiatry. (2011) 53:324–9. doi: 10.4103/0019-5545.91906 
	 36. Picco, L, Abdin, E, Chong, SA, Pang, S, Vaingankar, JA, Sagayadevan, V , et al. Beliefs about help seeking for mental disorders: findings from a mental health literacy study in Singapore. Psychiatr Serv. (2016) 67:1246–53. doi: 10.1176/appi.ps.201500442 
	 37. Subu, MA, Holmes, D, Arumugam, A, Al-Yateem, N, Maria Dias, J, Rahman, SA , et al. Traditional, religious, and cultural perspectives on mental illness: a qualitative study on causal beliefs and treatment use. Int J Qual Stud Health Wellbeing. (2022) 17:3090. doi: 10.1080/17482631.2022.2123090 
	 38. Colman, L, Delaruelle, K, Luypaert, C, Verniest, R, and Bracke, P. Burdens in mental health recovery: causal beliefs and their relation to stigma and help seeking recommendations. Int J Soc Psychiatry. (2021) 67:992–1004. doi: 10.1177/0020764020973249 
	 39. Singh, S, Zaki, RA, and Farid, NDN. A systematic review of depression literacy: knowledge, help-seeking and stigmatising attitudes among adolescents. J Adolesc. (2019) 74:154–72. doi: 10.1016/j.adolescence.2019.06.004 
	 40. Silva, RM, Shavitt, RG, and Costa, DL. Obsessive-compulsive disorder during the COVID-19 pandemic. Braz J Psychiatry. (2021) 43:1189. doi: 10.1590/1516-4446-2020-1189 
	 41. Kirmayer, LJ, Nutt, Lecrubier, Lepine, and Davidson,. Cultural variations in the clinical presentation of depression and anxiety: implications for diagnosis and treatment. J Clin Psychiatry. (2001) 62:22–8.
	 42. Schomerus, G, Stolzenburg, S, Freitag, S, Speerforck, S, Janowitz, D, Evans-Lacko, S , et al. Stigma as a barrier to recognizing personal mental illness and seeking help: a prospective study among untreated persons with mental illness. Eur Arch Psychiatry Clin Neurosci. (2019) 269:469–79. doi: 10.1007/s00406-018-0896-0 
	 43. Jatchavala, C, and Sidi, H. Somatization in South East Asia In: SK Chaturvedi, S Grover, S Nagendrappa, B Vajawat, and D Bhugra, editors. Somatization across cultures. New York, United States of America: Oxford University Press (2025). 197–215.
	 44. Zhou, X, Min, S, Sun, J, Kim, SJ, Ahn, JS, Peng, Y , et al. Extending a structural model of somatization to south Koreans: cultural values, somatization tendency, and the presentation of depressive symptoms. J Affect Disord. (2015) 176:151–4. doi: 10.1016/j.jad.2015.01.040 
	 45. Farrer, L, Leach, L, Griffiths, KM, Christensen, H, and Jorm, AF. Age differences in mental health literacy. BMC Public Health. (2008) 8:125. doi: 10.1186/1471-2458-8-125 
	 46. Schomerus, G, Matschinger, H, and Angermeyer, MC. Causal beliefs of the public and social acceptance of persons with mental illness: a comparative analysis of schizophrenia, depression and alcohol dependence. Psychol Med. (2014) 44:303–14. doi: 10.1017/S003329171300072X 
	 47. Lebowitz, MS, and Appelbaum, PS. Biomedical explanations of psychopathology and their implications for attitudes and beliefs about mental disorders. Annu Rev Clin Psychol. (2019) 15:555–77. doi: 10.1146/annurev-clinpsy-050718-095416 
	 48. Baek, CH, Kim, HJ, Park, HY, Seo, HY, Yoo, H, and Park, JE. Influence of biogenetic explanations of mental disorders on stigma and help-seeking behavior: a systematic review and Meta-analysis. J Korean Med Sci. (2023) 38:e25. doi: 10.3346/jkms.2023.38.e25 
	 49. Speerforck, S, Schomerus, G, Pruess, S, and Angermeyer, MC. Different biogenetic causal explanations and attitudes towards persons with major depression, schizophrenia and alcohol dependence: is the concept of a chemical imbalance beneficial? J Affect Disord. (2014) 168:224–8. doi: 10.1016/j.jad.2014.06.013 
	 50. Clement, S, Jarrett, M, Henderson, C, and Thornicroft, G. Messages to use in population-level campaigns to reduce mental health-related stigma: consensus development study. Epidemiol Psichiatr Soc. (2010) 19:72–9. doi: 10.1017/s1121189x00001627 
	 51. Morgan, AJ, Reavley, NJ, Ross, A, Too, LS, and Jorm, AF. Interventions to reduce stigma towards people with severe mental illness: systematic review and meta-analysis. J Psychiatr Res. (2018) 103:120–33. doi: 10.1016/j.jpsychires.2018.05.017 


Copyright
 © 2025 Tan, Tay, Shahwan, Gunasekaran, Lim, Tan, Ong, Shafie, Abdin, Poh, Schomerus, Chong and Subramaniam. This is an open-access article distributed under the terms of the Creative Commons Attribution License (CC BY). The use, distribution or reproduction in other forums is permitted, provided the original author(s) and the copyright owner(s) are credited and that the original publication in this journal is cited, in accordance with accepted academic practice. No use, distribution or reproduction is permitted which does not comply with these terms.



[image: Frontiers in Psychiatry promotional graphic on a purple background. Highlights innovation in psychiatry to improve patient outcomes. Features an outline of a head with a colorful brain scan, contact information for Frontiers, and a prompt to discover the latest research topics.]


OPS/images/fpsyt.2025.1478690/table5.jpg
95% confidence

interval
LLCI ULCI

Constant 52960 1013 52262 50970 54950 0.060 10216 0.000
Stigma t

Knowledge 0599 0,095 6342 0414 0785 0.000

Constant 32494 1046 31075 30441 34548 0.169 63321 0.000
Social
>oc Stigma -0.007 0.043 -0.161 -0.092 0078 0872
distance

Knowledge -0.194 0.018 -10.868 -0.229 -0.159 0.000





OPS/images/fpsyt.2025.1478690/table6.jpg
Confidence

a*b interval
ULCI
Knowledge—stigma—social distance 0616  -0.188 00313 -0.116 0.031 0.116 0.074
Knowledge— violence/dangerousness—social distance 0.017 = -0351 -0.079 = -0.006 0018 -0.042 0.028
Knowledge—disability—social distance 0.148 | 0299 0041 = -0.044 0.017 -0.080 -0.015

Knowledge—irresponsibility and lack of competence—social distance 0.450  -0.225 -0.017 = -0.102 0.025 -0.154 -0.057

0.194

0.137

0.102

0.124





OPS/images/fpsyt.2025.1553197/crossmark.jpg
©

2

i

|





OPS/images/fpsyt.2025.1553197/M1.jpg





OPS/images/fpsyt.2025.1478690/table1.jpg
Item N (%) P F/t
Sex 0.992 -0.010
Male 39 (6.20)
Female 589 (93.80)
Age 0.555 2.547
20~ 219 (34.90)
30~ 265 (42.20)
40~ 128 (20.40)
>50 16 (2.50)
Family member with a mental illness 0.765 0.300
Yes 28 (4.50)
No 600 (95.50)
Would like to be a psychiatric nurse 0.0001 3.822
Yes 176 (28.00)
No 452 (72.00)
Level of education 0.263 1.331
Technical secondary school 56 (8.90)
Junior College 95 (15.10)
Undergraduate 452 (72.00)
Postgraduate 25 (4.00)
Current job 0.055 2.342
Nurse 139 (22.20)
Nurse practitioner 243 (38.70)
Nurse in charge 196 (31.20)
Deputy Chief nurse 49 (7.80)
Chief nurse 1 (0.20)
Taken courses related to mental illness 0.662 0.438
Yes 313 (49.80)
No 315 (50.20)
Degree of contact with the mentally ill 0.697 - 0.389
No Contact 189 (30.10)
Occasionally 316 (50.30)
Now and then 19 (3.00)
Frequent 103 (16.40)
Monthly household income (yuan) 0.212 1.557
<3000 60 (9.60)
3000~ 437 (69.60)
>5000 131 (20.90)
Have you ever heard of stigma 0.274 -1.096
Yes 191 (30.40)
No 437 (69.60)
Are you a psychiatric nurse 0.564 0.577
Yes 116 (18.47)
No 512 (81.53)






OPS/images/fpsyt.2025.1478690/table2.jpg
Score (x+s)

Scoring range

General nursers
(n=512)

Psychiatric nursers
(n=116)

Total score
Violence/Dangerousness
Disability

Trresponsibility and Lack
of Competence

58.96+9.38

22.68+5.71

14.64+3.54

21.64+3.83

20~100

8~40

5~25

7~35

58.86+9.33

22744593

14.60+3.53

21.62+3.73

59.4149.58

22.40+4.65

15.26%3.55

21.76+4.27





OPS/images/fpsyt.2025.1478690/table3.jpg
Total cases
(n=628)

Scoring

Z score (%)

ge General nursers
(n=512)

Psychiatric nursers
(n=116)

Severe stigma
Moderate stigma
Mild stigma

No stigma

38 (6.05)
248 (39.49)
281 (43.47)

69 (10.99)

<15

-1.5~0

0~1.5

>15

30 (5.86)

209 (40.82)
241 (47.07)

32 (6.25)

11 (9.48)
44 (37.93)
55 (47.41)

6(5.17)





OPS/images/fpsyt.2025.1478690/table4.jpg
Social distance -0.410*

Mental health literacy 0.246%*

**At level 0.01 (two-tailed), the correlation was significant.

Stigma of Mental Illness in Nursing

Violence/ Disability
Dangerousness

-0.299** -0.262**

0.285** 0.173**

Irresponsibility
and Lack
of Competence

-0.316*

0.116

Social distance





OPS/images/fpubh-13-1525165/fpubh-13-1525165-t005.jpg
Independent val Beta

Intercept 88

GRMS frequency 02

Education (ref = Some high school)

High school diploma or GED -1 -35,14 0.3900
Some college or college degree -30 -6.1,-0.8 0.0050

‘Cl, confidence interval. R* = 0084, N = 142. Model adjusted for age (p = 0.0779) and relationship status (p = 0.4055).





OPS/images/fpsyt.2025.1478690/crossmark.jpg
©

2

i

|





OPS/images/fpubh-13-1612820/crossmark.jpg
©

2

i

|





OPS/images/fpsyt.2025.1613755/fpsyt-16-1613755-g001.jpg
18.50%

E |ow level of stigma

moderate level of stigma

= high level of stigma





OPS/images/fpsyt.2025.1613755/crossmark.jpg
©

2

i

|





OPS/images/fpubh-12-1434389/fpubh-12-1434389-t001.jpg
North Macedonia
Kosovo

Albania

Sex

Male

Female
Religion
Muslim

Catholic
Orthodox
Atheist

Agnostic
Sexual orientation
Heterosexual
Homosexual
Bisexual
Preferred not to answer
Ethnicity
Albanian
Marital status
Single

Ina relationship
Engaged

Married

Field of study

Medicine

Social sciences
Education and languages
Economics

Law

Computer science
Computer Engincering
Arts

Level of education
Undergraduates

MA students
Residence

Urban

Rural

Economic status
Average

Middle

Low

Employment status
Unemployed

Employed

20

2

20

2

37

a1

47

60

54

50

a4

333%
33.3%

333%

38.3%

61.7%

68.3%

117%

67%

33%

100%

78.3%

67%

17%

134%

100%

90.0%

33%

33%

33%

28.33%

28.33%

13.33%

8.33%

667%

5.0%

667%

333%

83.3%

167%

68.3%

317%

80.0%

183%

17%

733%

26.7%





OPS/images/fpubh-12-1446606/crossmark.jpg
©

2

i

|





OPS/images/fpubh-12-1446606/fpubh-12-1446606-t001.jpg
Theme Sub theme

Navigating mental healthcare in
primary healthcare facilities

Challenges and barriers in mental

healthare delivery

Recommendation for enhancing mental

healtheare services

Approaches for comprehensive capacity

building training and module

Overview of primary healthcare
responsibilities

Experience and understanding of

mental health

“Treatment, management, and referral

process

Mental healtheare resources and
facilities at the primary level

Screening and diagnosing challenges

‘Treatment and management

challenges
Resources and facilties challenges

Implementation of training program

and infrastructure development

Community engagement and mental

health promotion
Professional support and collaboration

Continued training and retraining

approaches

Suggestion for t

iing mode/type
Approaches for standardized content
and protocols in module

Retraining, follow-up and broader

outreach





OPS/images/fpsyt.2024.1440917/table2.jpg
FPN Non-

(N=46)  FPN (N=58)

BTMI- MR 4417 59.10

embarrassment subscale
Statistics =~ U=951.00, z=-2.64, p’=0.01

BTMI-dangerousness Mean 2441 + 4.54 24.86 + 7.47

Statistics | F(102)=8.88, t= -0.36, p®= 0.72

BTMI-social disfunction Mean 30.89 + 846 | 26.64 £9.81

and incurability
Statistics =~ F(102)= 1.541, t=2.33 pb=0.022

BTMI- total Mean 56.37 5347 + 16.44
+11.63

Statistics | F(102)=6.07, t=1.05, p°=0.30
NAFPPS-social distance Mean 11.50 9.84

Statistics | F(102)=1.34, t=2.67, p°=0.01

NAFPPS- willingness to Mean 27.30 19.12
provide care )

Statistics |~ F(102)=4.76, t=8.66, p® <.0001

NAFPPS- feeling threatened Mean 62.11 44.88
Rank

Statistics = U=892.00, z=-2.91, p 2<.0001

NAFPPS-trust Mean 21.96 17.78

Statistics | F(102)=7.83, t=4.60, p°<.0001
NAFPPS-total score Mean 77.67 61.62
Statistics | F(102)=7.17, t=6.88, p °<.0001

PTCS- moral/personal aspects =~ Mean 20.85 24.84

Statistics | F(102)=0.32, t=-4.35, p °-0.007

PTCS- social network Mean 49.32 55.03
Rank

Statistics =~ U=1187.50, Z=-0.97,p *=0.33

“Mann Whitney U.

®Independent Sample T-test, NAFPPS; Nurse’s Attitude Towards Forensic Psychiatric
Patients Scale, BTMI; Beliefs Toward Mental Illness Scale, PTCS; Perception Towards
Criminals Scale.





OPS/images/fpsyt.2024.1440917/table3.jpg
1. Age
2. Number of siblings

3. Number of Children

4. Education status (years)

5. Weekly hours of work

6. Working duration at the current unit
7. Total working duration as a nurse

8. PTCS-Pers/Moral

9. PTCS-Social network

10. PTCS-Total

11. BTMI-Dangerouness
12.BTMI-Embarrasment

13. BTMI-Social Dysfunction
and Incurability

14. BTMI-total
15NAFPPS-Social Distance

16. NAFPPS-Willingness to
Provide care

17. NAFPPS-Trust
18. NAFPPS-Feeling Threatened

19.NAFPPS-Total

14

657

05

-05

91+

-25

-03

8

-10

12

-08

-27

-16

9

-12

04

2

00

-08

06

05

-05

03

a2z

30°

15

19

-03

a2

-20

-00

-08

o1

-17

16

s

1

22

05

a4

-19

-16

a

14

-05

0

20

04

-08

02

-01

02

15

-1

-20

09

09

12

16

2

12

13
-16 1
a4 -20
32 26
29 02
00 21
03 09
-16 14
-14 14
-1 06
03 11
04 o1
09 07
02 13

“Correlation is significant at the 0,05 level (2-tailed) ** Correlation is significant at the 0.01 level (2-tiled).

Statistically significant relationships are highlighted in bold.

28

07

iz

-10

08

-1

09

20

02

2

79

07

19

31

3

-40%

-16

35"

-33

T4

07

13

05

02

03

25

-15

-5

10

02

2

25

2

-3

03

28
-3

-35

1n

16

A

667

-35°

-2

-16
-8

-30°

31

38

_agn

2

19

a7

43

13

9%

-49%

01

-30°
e

53

14

-56%

09

a1t
-60%

57

a4

a1t

a2

60

16

29
32

61

17

a8

74

18

78

19





OPS/images/fpsyt.2024.1440917/table4.jpg
1. Age
2. Number of siblings

3. Number of Children

4. Education status (years)

5. Weekly hours of work

6. Working duration at the current unit
7. Total working duration as a nurse

8. PTCS-Pers/Moral

9. PTCS-Social network

10. PTCS-Total

11.BTMI-Dangerouness
12.BTMI-Embarrasment

13. BTMI-Social Dysfunction
and Incurability

14RYH[Ototal
15NAFPPS-Social Distance

16. NAFPPS-Willingness to
Provide care

17. NAFPPS-Trust
18. NAFPPS-Feeling Threatened

19.NAFPPS-Total

“Correlation is significant at the 0,05 level (2-tailed) ** Correlation is significant at the 0.01 level (2-tiled).
Statistically significant relationships are highlighted in bold.

510

3

-25

06

a7

96+

09

-03

06

29°

-05

16

2

417

06

23

-15

12

39

-09

07

kL

K

-01

-16

05

18

01

16

-26

-14

-2

32

23

07

17

19

07

-01

14

03

09

a1

-05

-28*

-00

-05

04

07

06

a3

n

a3

07

04

00

19

16

20

-4

-18

08

13

03

-07

-16

-18

-12

53
00 -10
a1 -05
05 -08
03 2
09 -15
09 09
1 a5
02 -16
-03 05
15 -2
23 13
-15 -13

74

95+

23

31

2

2

-21

-40™

28"

46

a5

25

29

-2

-34m

12

g

357

10

a7

12

26
26"

24

-38%
22
-44v

43

1n

10

66+
85t

-8

e
33
-30°

e

2

32

-03

-03

-06

01

-01

13

94

310

-30°
22
-30°

-35m

14

Lap

-39
-29%
-3

-41m

a8

37

E

16

&7
a5

86™

17

54

a4

18

72

19





OPS/images/fpubh-12-1434389/crossmark.jpg
(®) Check for updates






OPS/images/fpsyt.2025.1553002/table3.jpg
Kaiser-Meyer-Olkin Measure of

Sampling Adequacy

Bartlett Test Approx. Chi-Square 596.790
of Sphericity

Df 6

Sig. 0.000






OPS/images/fpsyt.2024.1425301/table4.jpg
Total OMS-HC scale
Factor “Attitudes towards disclosure and seeking help”
Factor “Attitudes towards people with mental illness”

Factor “Healthcare professionals' attitudes towards social distance”

Total OMS-HC scale
Factor “Attitudes towards disclosure and seeking help”
Factor “Attitudes towards people with mental illness”

Factor “Healthcare professionals' attitudes towards social distance”

n=292.

Personal history of
mental illness

M SD
2227 573
8.95 3.07
626 238
7.06 275

Relative or close
friend with a
mental illness

M SD
21.74 545
8.39 2.88
6.42 241
6.93 250

No personal history
of mental illness t(290)

M SD
2212 525 023
816 2.67 229
671 2.53 147
725 242 062

No relative or close
friend with a

mental illness t(290)
M sD
22.89 ‘ 5.28 177
851 2.79 035
678 2.59 122
7.60 2.56 219

p

0.409
0.011
0.072

0.267

0.039
0.365
0.116

0.015

Cohen's d

-0.03
-0.28
0.18

0.08

Cohen's d

0.21
042
0.15

0.26





OPS/images/fpsyt.2025.1553002/table4.jpg
Component | Total % of The cumulative
Variance  variance %






OPS/images/fpsyt.2024.1440917/crossmark.jpg
©

2

i

|





OPS/images/fpsyt.2025.1553002/table5.jpg
Component

Item 5 0.663
Item 6 0.773
Ttem 7 0.731
Item 8 0.534






OPS/images/fpsyt.2024.1440917/table1.jpg
Features Statistical

analysis
Age (years) (M + SD) 35.46 36.28 U:1248.00, Z:-
+7.16 +8.78 0.56,
p ™:0.57
Gender (% Female) 56.5% 56.9% &=
0.00, p*=0.97
Marital status (married %) 76.1% 72.4% "
0.18, p“=0.91
Having a first-degree relative 30.4% 24.1% "
receiving psychiatric treatment 0.52, pk=0.47
(yes %)
Having a schizophrenia patient ina = 10.9% 5.2% =
first-degree relative and/or any 1.17, pk=0.28

relative (yes %)

Psychiatric treatment history 13% 24.1% =

(yes %) 2.03, p*=0.15
Having sufficient knowledge about 43.5% 0%

legal aspects of forensic psychiatry

(yes%)

Having motivation about working - 12.06%

in forensic psychiatry settings- for
non- FPNs- yes%

Weekly working hours (M + SD) 46.98 50.79 U:985.50, Z:-
+5.53 +9.18 2.35, p™™:0.02
Working years in the current clinic 1.92 4.18 U:841.000, Z:-
(M + SD) +0.85 +3.64 3278,
P™:0.00
Total working years in nursing (M 12.62 14 +£9.52 U:1242.00, Z:-
+ SD) + 816 0.602,
p™™:0.55

™ Mann Whitney U; M, Mean; SD, Standard Deviation; n, number of cases; %, percentage; p,
p value; “Chi Square.





OPS/images/fpsyt.2025.1553002/crossmark.jpg
©

2

i

|





OPS/images/fpsyt.2025.1553002/fpsyt-16-1553002-g001.jpg
Eigenvalue

3.0

25

20

1.8

1.0

05

0.0

Scree Plot

Component Number

NS





OPS/images/fpsyt.2025.1553002/table1.jpg
Characteristic P-value

Age, years ‘ N (%) Mean (std) 0.033
<18 27 (7.0) 278 (.56)
18-27 91 (23.7) 3.09 (.57)
28-37 207 (53.9) 3.74 (51)
38-47 47 (122) 2.82 (61)
48< 12 (3.1) 2.86 (.64)

Gender | 0.370
Male 136 (35.4) 7 2.80
Female 248 (64.6) 2.84

Marital status ’ 0.986
Married 198 (51.6) | 2.82 (.59)
Single 186 (48.4) 2.83 (.59)

Working status ‘ 0.031
Full-time 124 (32.3) 3.19 (.54)
Not working 260 (67.7) 7 2.80 (.62)

Education | 0.026
Diploma 37 (92) 278 (.56)
Associate degree 28 (72) | 3.09 (.57)
Bachelor’s degree 103 (26.8) 274 (51)
Master’s degree 73 (19) a6 (61)
Doctoral Degree 143 (372) 2.86 (.64)






OPS/images/fpsyt.2025.1553002/table2.jpg
RIBS item s n (%) n (%) Don't know n (%)
Are you currently living with, or have 185 (48.2) 176 (45.8) 23 (6.0)
you ever

lived with, someone with a mental
health problem?

Are you currently working with, or 164 (42.7) 179 (46.6) 41(10.7)
have you ever

worked with, someone with a mental

health problem?

Do you currently have, or have you 185 (48.2) 176 (45.8) 23 (6.0)
ever had, a

neighbour with a mental

health problem?

Do you currently have, or have you 205 (53.4) 152 (39.6) 27 (7.0)
ever had, a
a close friend with a mental

health problem?

Strongly Slightly Neither agree Disagree Strongly Don't know
agree n (%)  agree n (%)  nor disagree n (%) slightly n (%)  disagree n (%)  n (%)

In the future, I would be 7 (1.8) 19 (4.9) 76 (19.8) 56 (14.6) 213 (55.5) 13 (34)
willing to live with someone
with a mental health problem

In the future, T would be 17 (4.4) 42 (10.9) 97 (25.3) 54 (14.1) 168 (43.8) 6(1.6)
willing to work with someone
with a mental health problem

In the future, I would be willing to live 15 (3.9) 31(8.1) 89 (23.2) 56 (14.6) 172 (44.8) 21 (5.5)
nearby to someone with a mental
health problem

In the future, T would be 85 (22.1) 127 (33.1) 57 (14.8) 33 (8.6) 67 (17.4) 15 (3.9)
willing to continue a

relationship with a friend who

developed a mental health

problem





OPS/images/fpsyt.2025.1553197/table1.jpg
Gender N (%)
Age (years) (M + SD) 46.65 + 9.6
Marital status N (%)

Work experience (years) (M +SD) 1451 + 9.05

Hosptal o lncs 58143%)
Private afces 35 267%)
Both environments 380

Treatment or counseling of patients with COVID-19 N (%)
Engaged 70 534%)
Not engaged 61 (166%)

M,

D, Standard Devistion.





OPS/images/fpsyt.2025.1553197/table2.jpg
Variable Participants N
Prevalence

Weak attitude 19 (145%)

Rather wesk attitade o)

Rather strong st staam)

Stong attiade 17.03%)

Average score SL162 883





OPS/images/fpsyt.2025.1553197/table3.jpg
Variable  Average score (Mean +SD) P
Gender*

Male 50202959
0223
Female 52082752
Marital status*
Married Erpe
ot
Unmarried 5029+ 961
Workplace setting**
Hospitals 50962857
or dlinies
Prvaeoices | 52542974 0520
Both 50214802
environments

Treatment or counselling of patients with COVID-19*

Engaged 50972870
o756
Not engaged 51394905
Age (years)**
Agesy S0322875
Beagesds 50852720
0367
eAgsst 2862895
Age>st 50312955
Work experience (years)**
WE$7 50294913
FWESIS 52002716
0796
BWES20 5203294
WE>20 50572962

SD, Standard Deviston: W.E, Work Experence: “Independents sample T-text; “One.
\way ANOVA.





OPS/xhtml/Nav.xhtml


Contents



		Cover


		Community series in mental-health-related stigma and discrimination: prevention, role, and management strategies, volume III


		Editorial: Community series in mental-health-related stigma and discrimination: prevention, role, and management strategies, volume III

		Conflict of interest


		Generative AI statement


		References







		The attitudes of nonpsychiatric nurses towards mental disorders in China

		Background


		Methods


		Results


		Conclusions


		1 Introduction


		2 Methods

		2.1 Participants


		2.2 Study design and data collection


		2.3 Measurement

		2.3.1 General information questionnaire


		2.3.2 Community Attitudes towards the Mentally Ill







		2.4 Data analysis







		3 Results

		3.1 Characteristics of participants and their attitudes towards patients with mental disorders


		3.2 Associations between factors and attitudes towards patients with mental disorders among nonpsychiatric nurses


		3.3 Relationship between CAMI subscale scores and two types of psychiatric nursing education among nonpsychiatric nurses







		4 Discussion


		5 Strengths and limitations of the study


		6 Conclusion


		Data availability statement


		Ethics statement


		Author contributions


		Funding


		Acknowledgments


		Conflict of interest


		References







		Prevalence of stigma towards mental illness among Portuguese healthcare professionals: a descriptive and comparative study

		Background


		Methods


		Results


		Conclusion


		Background


		Material and methods

		Study design


		Participants


		Instruments


		Procedures


		Statistical data analysis







		Results


		Discussion

		Limitations







		Conclusion


		Data availability statement


		Ethics statement


		Author contributions


		Funding


		Acknowledgments


		Conflict of interest 


		References







		Stigmatization of patients with mental disorders: a comparative study of nurses in forensic psychiatry and inpatient settings

		Background


		Aim


		Method


		Results


		Conclusions


		1 Introduction


		2 Materials and methods

		2.1 Settings and subjects


		2.2 Assessment instruments


		2.3 Statistical analysis







		3 Results

		3.1 Difference analysis


		3.2 Correlation analysis


		3.3 Stigmatization related factors







		4 Discussion

		4.1 Limitations and suggestions for future studies







		5 Conclusions


		Data availability statement


		Ethics statement


		Author contributions


		Funding


		Conflict of interest


		References







		Mental health awareness, stigma, and help-seeking attitudes among Albanian university students in the Western Balkans: a qualitative study

		1 Introduction


		2 Materials and methods

		2.1 Study design


		2.2 Sample criteria and outreach


		2.3 Study setting


		2.4 Participant characteristics


		2.5 Data analysis







		3 Results

		3.1 Individual level: students’ mental health awareness


		3.2 Interpersonal level: the role of families and friends in mental health support


		3.3 Organizational level: university support and mental health infrastructure


		3.4 Community level: engagement and resources in addressing mental health concerns


		3.5 Societal level: legislations and socioeconomic and cultural factors influencing mental health attitudes







		4 Discussion

		4.1 Limitations and future research directions







		5 Conclusion


		Data availability statement


		Ethics statement


		Author contributions


		Funding


		Acknowledgments


		Conflict of interest


		Publisher’s note


		References







		Perceptions of primary healthcare providers for screening and management of mental health disorders in India: a qualitative study

		Introduction


		Study area and participants


		Interview guide


		Data analysis


		Results

		Theme 1: navigating mental healthcare in primary health centres

		Overview of primary healthcare responsibilities


		Experience and understanding of mental health


		Treatment, management, and referral process


		Mental healthcare resources and facilities at primary level







		Theme 2: challenges and barriers in mental healthcare delivery

		Screening and diagnosing challenges


		Treatment and management challenges


		Resources and facilities challenges







		Theme 3: recommendations for enhancing mental healthcare services

		Implementation training program and infrastructure development


		Community engagement and mental health promotion


		Professional support and collaboration


		Continued training and retraining approaches







		Theme 4: approaches for comprehensive capacity building training and module

		Suggestion for training mode/type


		Approaches for standardized content and protocols in module


		Retraining, follow-up and broader outreach












		Discussion


		Conclusion


		Data availability statement


		Ethics statement


		Author contributions


		Funding


		Conflict of interest


		Publisher’s note


		Supplementary material


		References







		Knowledge, attitudes, and practices among medical students toward depression management: a cross-sectional study in China

		Introduction


		Methods

		Study design and participants


		Questionnaire


		Statistical analysis







		Results


		Discussion


		Conclusion


		Data availability statement


		Ethics statement


		Author contributions


		Funding


		Conflict of interest


		Publisher’s note


		Footnotes


		References







		Perspectives of psychiatric nurses on the stigmatization of mental healthcare in Ghana: a qualitative study

		Introduction


		Methods

		Study design


		Study setting and participant


		Sampling and data collection


		Data analysis







		Results

		Interest in psychiatric nursing


		Social stigma toward mental health nurses


		Inter-provider stigma


		Structural stigma and mental healthcare


		Effects of stigma on infrastructure and service provision


		Effects of stigma on human resources







		Discussion


		Conclusion

		Limitations/challenges







		Data availability statement


		Ethics statement


		Author contributions


		Funding


		Acknowledgments


		Conflict of interest


		Publisher’s note


		References







		Volunteering across contexts: comparing attitudes toward volunteering with prisoners and people with mental illness

		Introduction


		Methodology

		Study design


		Data collection


		Sample characterization


		Thematic analysis







		Results

		Motivations and volunteer characteristics

		Solidarity and willingness to help


		Influence of contact with other volunteers


		Flexibility and neutrality of the volunteer


		Volunteer commitment







		Necessary patience of the volunteer VS necessary maintaining some distance

		Anyone can be a volunteer VS specific capabilities for being a volunteer







		Role of the volunteer

		Combatting social isolation


		Promoting self-esteem


		Supporting with social reintegration


		Monitoring mental health changes VS discretion and avoidance of legal discussions







		Volunteering relationship and its impact

		Uncertainties and apprehensions in the initial interactions


		Close and empathetic relationship between volunteers and those supported


		Greater receptivity toward volunteers compared to others







		Personal growth of the volunteer

		Relativization of volunteers’ problems


		Learning about mental illness VS familiarization with the prison environment







		Challenges faced by volunteers

		Observing significant results of volunteer support







		Deconstructing stigma and raising awareness in society


		Difficulties in dealing with people with mental illness VS confrontation with the prison environment as violent


		Shame and abandonment of people with mental illness VS focus on the crime committed by the inmate


		Relationships between themes







		Discussion

		Key findings and comparison with other literature


		Strengths and limitations


		Implications of the results for practice and future research







		Conclusion


		Data availability statement


		Ethics statement


		Author contributions


		Funding


		Conflict of interest


		Publisher’s note


		Supplementary material


		References







		The survey of the status of self-stigma of depression and its relationship with demographic factors in Gonabad, Iran

		Introduction


		Methods


		Results


		Conclusion


		Introduction


		Method

		Sample size


		Sampling method


		Data collection tools


		Statistical analysis







		Results


		Discussion


		Conclusion


		Data availability statement


		Ethics statement


		Author contributions


		Funding


		Acknowledgments


		Conflict of interest


		Supplementary material


		Abbreviations


		References







		Corrigendum: The survey of the status of self-stigma of depression and its relationship with demographic factors in Gonabad, Iran


		Stigma and psychological health in psoriasis patients based on the dual-factor model of mental health: the chain mediating roles of social appearance anxiety and alexithymia

		Background


		Method


		Results


		Conclusion


		1 Introduction


		2 Materials and methods

		2.1 Participants


		2.2 Procedures


		2.3 Measure

		2.3.1 General information questionnaire


		2.3.2 Psoriasis patients’ stigma experience questionnaire


		2.3.3 Social appearance anxiety scale


		2.3.4 Toronto alexithymia scale


		2.3.5 General health questionnaire


		2.3.6 Life satisfaction scale







		2.4 Data analysis


		2.5 Ethical principles







		3 Results

		3.1 Common method bias


		3.2 Baseline data


		3.3 Stigma, social appearance anxiety, alexithymia, and psychological health levels in psoriasis patients


		3.4 Analysis of psychological health in psoriasis patients


		3.5 Correlation analysis of stigma, social appearance anxiety, alexithymia, and psychological health


		3.6 Impact of stigma on psychological health in psoriasis patients - chain mediation effect test







		4 Discussion

		4.1 Current status analysis of stigma, social appearance anxiety, alexithymia, and psychological health in psoriasis patients


		4.2 Analysis of the chain mediation effect of social appearance anxiety and alexithymia on the relationship between stigma and psychological health in psoriasis patients







		Data availability statement


		Ethics statement


		Author contributions


		Funding


		Acknowledgments


		Conflict of interest


		Supplementary material


		References







		Stigma and fear during the COVID-19 pandemic: a qualitative study on the perceptions of healthcare workers in Canada and Singapore

		1 Introduction


		2 Methods

		2.1 Setting


		2.2 Study design


		2.3 Participant recruitment


		2.4 Data collection


		2.5 Research team and reflexivity


		2.6 Data analysis and interpretation







		3 Results

		3.1 Demographics


		3.2 Patient fears of contracting COVID-19 coupled with mistrust of the health system were perceived to impact health behaviors

		3.2.1 HCPs reported discrimination and stigmatization of population subsets by both patients and providers


		3.2.2 HCPs feared spreading COVID-19 to family, peers, patients which impacted their behaviors


		3.2.3 Secondary stigmatization due to occupation












		4 Discussion


		5 Conclusion


		Data availability statement


		Ethics statement


		Author contributions


		Funding


		Acknowledgments


		Conflict of interest


		Publisher's note


		Supplementary material


		Abbreviations


		References







		Stigmatization of people with mental illness – a matter of milieu-specific worldviews? Results from a population-based survey in Germany

		Background


		Methods


		Results


		Conclusion


		1 Introduction


		2 Materials and methods

		2.1 Study design and sample


		2.2 Vignettes


		2.3 Stereotypes


		2.4 Desire for social distance


		2.5 Milieu groups


		2.6 Analyses







		3 Results

		3.1 Descriptive results from the assessment of stereotypes


		3.2 One-way ANOVA test results for the SDS scale







		4 Discussion

		4.1 Conclusion


		4.2 Strengths and limitations







		Data availability statement


		Ethics statement


		Author contributions


		Funding


		Acknowledgments


		Conflict of interest


		Supplementary material


		References







		Implicit bias in referrals to relational psychological therapies: review and recommendations for mental health services

		Introduction


		Background


		Methods

		Reporting


		Thematic analysis







		Results

		Themes

		Resource allocation

		Insufficient staffing and expertise







		Organizational procedures

		Poor access to training and development


		Dependence on informal systems


		Reduced clinical governance












		Clinical role

		Role ambiguity


		Excessive clinical autonomy







		Decision making

		Preferred patient characteristics


		Social stigma







		The ideal patient

		Patient compliance


		Patient initiative


		Psychological insight







		Recommendations

		Increase awareness and training on implicit bias


		Implement standardized referral procedures


		Foster collaborative decision-making


		Monitor and evaluate referral practices


		Promote cultural awareness and diversity


		Implement quality improvement (QI) initiatives


		Engage in continuous reflection and self-assessment


		Support research, evidence-based interventions, and more inclusive models of psychological therapies


		Enhance data collection and usage


		Implement bias mitigation tools


		Foster a culture of accountability


		Engage with community stakeholders


		Provide tailored resources to support referral accessibility


		Develop anti-bias policies


		Integrate diversity in the workforce


		Implement peer review and feedback mechanisms












		Discussion

		Limitations







		Conclusion


		Data availability statement


		Author contributions


		Funding


		Acknowledgments


		Conflict of interest


		Publisher's note


		References







		Exploring gendered racism and the mental health of rural Black women

		Introduction

		Black women’s mental health


		Theoretical frameworks







		Methods

		Procedures


		Setting and participants


		Eligibility criteria and analytic sample


		Instruments


		Outcomes


		Independent variables


		Statistical analysis







		Results

		Cohort summary


		Depression and psychological distress







		Analysis results

		Depression


		Psychological distress







		Discussion


		Conclusion


		Data availability statement


		Ethics statement


		Author contributions


		Funding


		Conflict of interest


		Generative AI statement


		Publisher’s note


		Author disclaimer


		References







		Exploring the interplay of mental health knowledge, stigma, and social distance among clinical nurses: a study in Liaoning, China

		Background


		Methods


		Results


		Conclusions


		1 Introduction


		2 Materials and methods

		2.1 Sample


		2.2 Inclusion and exclusion criteria


		2.3 Data collection


		2.4 Instruments

		2.4.1 Sociodemographic questionnaire


		2.4.2 Scale for assessing the stigma of mental illness in nursing


		2.4.3 Mental health and mental health knowledge questionnaire


		2.4.4 Social distance scale







		2.5 Statistical methods


		2.6 Ethical considerations







		3 Result

		3.1 The sociodemographic questionnaire on the stigma of mental ill health in nurses


		3.2 Current status of mental ill health stigma among nurses


		3.3 Correlation of mental ill health stigma, social distancing and mental health knowledge among nurses


		3.4 The mediating effect of the degree of mental ill health stigma among nurses on social distance and mental health knowledge questionnaire







		4 Discussion

		4.1 Level of mental health knowledge and stigma among clinical nurses


		4.2 The mediating effect of stigma in the relationship between mental health knowledge and social distancing behavior


		4.3 Intervention on improving mental health literacy and reduce stigma among clinical nurses







		5 Conclusion


		6 Limitations and prospects


		Data availability statement


		Ethics statement


		Author contributions


		Funding


		Acknowledgments


		Conflict of interest


		References







		Investigating the attitude of psychiatrists towards the presence of stigma about COVID-19

		Introduction


		Methods


		Results


		Conclusion


		1 Introduction


		2 Materials and methods

		2.1 Setting and procedure


		2.2 Questionnaire content, validity and reliability


		2.3 Attitude of psychiatrists towards the presence of stigma about COVID-19







		3 Results

		3.1 Demographic characteristics of the participants


		3.2 Attitude of psychiatrists towards the presence of stigma about COVID-19







		4 Discussion

		4.1 Limitation


		4.2 Suggestions for future studies







		5 Conclusion


		Data availability statement


		Ethics statement


		Author contributions


		Funding


		Conflict of interest


		Generative AI statement


		References







		Evaluation of the reliability and validity of the Persian version of the Reported and Intended Behaviour Scale, a mental health stigma-related behaviour measure

		Background


		Methods


		Results


		Conclusion


		1 Introduction


		2 Material and methods

		2.1 Participants


		2.2 Ethical considerations


		2.3 Reported and Intended Behaviour Scale (RIBS)


		2.4 Translation process and study design


		2.5 Reliability/validity and statistical methods







		3 Results

		3.1 Demographic characteristics


		3.2 RIBS-P response frequencies


		3.3 Validity assessment


		3.4 Reliability assessment







		4 Discussion


		5 Conclusion


		Data availability statement


		Ethics statement


		Author contributions


		Funding


		Acknowledgments


		Conflict of interest


		Generative AI statement


		References







		Public mental health stigma and suicide rates across Europe

		1 Introduction


		2 Materials and methods

		2.1 Stigma prevalence


		2.2 Suicide rates


		2.3 Socio-economic indicators


		2.4 Statistical analysis

		2.4.1 Cross-year comparison of WHO suicide estimates


		2.4.2 Correlation analysis


		2.4.3 Regression modeling












		3 Results


		4 Discussion

		4.1 Limitations







		5 Conclusion


		Data availability statement


		Author contributions


		Funding


		Conflict of interest


		Generative AI statement


		Publisher's note


		References







		Stigma and its influencing factors in female patients with high-risk HPV infection: a cross-sectional study

		Objectives


		Method


		Results


		Conclusion


		1 Introduction


		2 Material and methodology


		2.2 Ethics consideration


		2.3 Measurement


		2.4 Study size


		2.5 Statistical analysis


		3 Results


		3.2 The current status and univariate analysis of stigma in patients with HR-HPV


		3.3 The correlations between stigma, psychological resilience and rumination


		3.4 Multivariate stratified linear regression analysis of stigma in patients with HR-HPV


		4 Discussion


		5 Clinical practice implications


		6 Limitation of the study


		7 Conclusion


		Data availability statement


		Ethics statement


		Author contributions


		Funding


		Conflict of interest


		Generative AI statement


		References







		Factor structure and predictors of causal beliefs about seven mental illnesses among the Singapore general population

		1 Introduction


		2 Methods

		2.1 Participants and procedures


		2.2 Measures

		2.2.1 Recognition of mental illness in vignette


		2.2.2 Causal beliefs about mental illness


		2.2.3 Prior experience with mental illness


		2.2.4 Sociodemographic variables







		2.3 Data analysis







		3 Results

		3.1 Factor analyses


		3.2 Descriptive statistics of the causal beliefs scale


		3.3 Regression analyses

		3.3.1 Sociodemographic differences


		3.3.2 Vignette type


		3.3.3 Recognition of condition


		3.3.4 Experience with mental illness












		4 Discussion

		4.1 Implications







		5 Conclusion


		Data availability statement


		Ethics statement


		Author contributions


		Funding


		Acknowledgments


		Conflict of interest


		Generative AI statement


		Publisher’s note


		Supplementary material


		References













OPS/images/fpsyt.2024.1420632/table2.jpg
Authoritarianism Benevolence SR CMHI
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Variables

Clinical practice ‘

without PCP ref. ref. ref. ref.

with PCP 0.04 (-0.03 ~ 0.10) -0.09 (-0.17 ~ 0.003)* 0.01 (-0.06 ~ 0.08) -0.09 (-0.17 ~ -0.01)*
Identity |
Nurses ref. ref. ref. ref. 1
Nursing interns -0.01 (-0.07 ~ 0.06) -0.01 (-0.09 ~ 0.08) 0.01 (-0.06 ~ 0.08) 0.21 (-0.06 ~ 0.11)

Age (year) 0.001 (-0.01 ~ 0.01) -0.002 (-0.008 ~ 0.005) -0.003 (-0.01 ~ 0.003) 0.001 (-0.01 ~ 0.01)

Education level ‘
Junior college and below ref. ref. ref. ref.
Bachelor’s degree and above 0.15 (0.10 ~ 0.21)*** -0.09 (-0.16 ~ -0.02)* 0.12 (0.06 ~ 0.18)*** -0.05 (-0.12 ~ 0.02)

Marital status ‘

Married ref. ref. ref. ref.
Unmarried 0.03 (-0.05 ~ 0.10) -0.04 (-0.13 ~ 0.05) 0.07 (-0.01 ~ 0.16) -0.09 (-0.18 ~ 0.003)
Divorced or widowed -0.21 (-0.46 ~ 0.03) 0.04 (-0.28 ~ 0.35) -0.30 (-0.57 ~ -0.02)* 0.39 (0.08 ~ 0.71)*

Long-term residence

Rural area ref. ref. ref. ref.
Town 007 (0.01 ~ 0.13)* 0.13 (-0.21 ~ -0.06)** 004 (-0.02 ~ -0.11) 0.10 (-0.17 ~ -0.03)**
Urban area 008 (0.02 ~ 0.14)* 011 (-0.19 ~ -0.04)* 0.08 (0.01 ~ 0.14)* 012 (-0.19 ~ -0.04)**

Personal care experience
No ref. ref. ref. ref.

Yes 0.10 (0.05 ~ 0.15)*** -0.12 (-0.19 ~ -0.06)*** 0.12 (0.06 ~ 0.18)*** -0.12 (-0.19 ~ -0.06)**

PCP, psychiatric clinical practice; SR, social restrictiveness; CMHI, community mental health ideology; *p<0.05, **p<0.01, ***p<0.001.
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with PCP 0.16 (0.13 ~ 0.20)*** -0.18 (-0.23 ~ -0.13)*** 0.05 (0.003 ~ 0.09)* ‘ -0.14 (-0.19 ~ -0.09)***
Model 2 without PCP ref ref. ref. ‘ ref
with PCP 0.04 (-0.02 ~ 0.10) -0.08 (-0.16 ~ -0.01)* 0.01 (-0.06 ~ 0.07) ‘ 20.10 (-0.18 ~ -0.03)**
Model 3 without PCP ref. ref, ref. ‘ ref.
with PCP 0.04 (-0.03 ~ 0.10) -0.09 (-0.17 ~ -0.003)* 0.01 (-0.06 ~ 0.08) 0.09 (-0.17 ~ -0.01)*

PCP, psychiatric clinical practice. SR, social restrictiveness; CMHI, community mental health ideology; Model 1, unadjusted linear regression model. Model 2, adjusts for age, education level,
marital status and long-term residence. Model 3, model 2 with additional adjustment for identity and personal care experience. *p<0.05, **p<0.01, ***p<0.001.
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Variable without PCP

OR (95%Cl)

N (%)
Identity
Nurses 603 (45.5%) 39 (6.2%) 564 (81.0%) ref.
Nursing interns 721 (54.5%) 589 (93.8%) 132 (19.0%) 0.02 (0.01 ~ 0.02)***
Age (year)
16-25 843 (63.7%) 623 (99.2%) 220 (31.6%) ref.
26-35 346 (26.1%) 4(0.6%) 342 (49.1%) 242.12 (89.28 ~ 656.58)"**
36-55 135 (10.2%) 1(02%) 134 (19.3%) 37946 (52.75 ~ 2729.90)***
Gender 7
Male 106 (8.0%) 57 (9.1%) 49 (7.0%) ref.
Female 1218 (92.0%) 571 (90.9%) 647 (93.0%) 132 (0.89 ~ 1.96)

Education level
Junior college and below 739 (55.8%) 549 (86.6%) 190 (26.6%) ref.
Bachelor’s degree and above 585 (44.2%) 79 (11.9%) 506 (65.2%) 1851 (13.86 ~ 24.71)**

Marital status

Married 400 (30.2%) 2 (0.3%) 398 (57.2%) ref.
Unmarried 916 (69.2%) 626 (99.7%) 290 (41.7%) 0.002 (0.001 ~ 0.01)**
Divorced or widowed 8 (0.6%) 0 (0%) 8 (1.1%) NA

Only child

The only child 519 (39.2%) 230 (36.6%) 289 (41.5%) ref.

Not the only child 805 (60.8%) 398 (63.4%) 407 (58.5%) 0.81 (0.65 ~ 1.02)

Long-term residence

Rural area 344 (26.0%) 302 (48.1%) 42 (6.0%) ref.
Town 255 (19.3%) 178 (28.3%) 77 (11.1%) 301 (205 ~ 4.73)%*
Urban area 725 (54.7%) 148 (23.6%) 577 (82.9%) 28.03 (19.37 ~ 40.58)**

Personal care experience

No 1095 (82.7%) 538 (85.7%) 557 (80.0%) ref.

Yes 229 (17.3%) 90 (14.3%) 139 (20.0%) 149 (112 ~ 2.00)**
Authoritarianism (Mean + SD) 278 +0.33 295+ 038 357 (2.60 ~ 4.91)%*
Benevolence (Mean + SD) 1.95 + 0.48 177 + 043 043 (0.34 ~ 0.54)*
SR (Mean + SD) 276 +0.39 2.80 + 0.41 1.34 (1.02 ~ 1.76)*

CMHI (Mean + SD) 219 £ 041 2,05 + 0.49 051 (0.40 ~ 0.65)*

PCP, psychiatric clinical practice; SR, social restrictiveness; CMHI, community mental health ideology; NA, not available. *p<0.05, **p<0.01, ***p<0.001. Reference group is without PCP.
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Mean

Total OMS-HC scale 2217 5.41
Factor “Attitudes towards disclosure and seeking help” 8.43 2.84
Factor “Attitudes towards people with mental illness” 6.55 248
Factor “Healthcare professionals' attitudes towards 7.18 254

social distance”

n=292.

Skewness
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Mental Other
health healthcare ANOVA
professionals professionals

M SD M SD M SD Fratio df p N2

General
Practitioners

Total OMS-HC scale 2037 ‘ 537 | 2397 ‘ 503 2415 471 | 1963 2 <0001 ‘ 0.12
Factor “Attitudes towards disclosure and seeking help” 7.34 ‘ 2.55 9.76 ‘ 2.50 9.56 273 27.68 2 <0.001 ‘ 0.16
Factor “Attitudes towards people with mental illness” 637 ‘ 267 6.42 ‘ 2.08 6.85 229 124 2 0.292 ‘ 0.05

Factor “Healthcare professionals' attitudes towards

6.66
social distance”

254 7.79 229 7.73 247 6.90

N

0.001 0.01

n=292.
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Agreement with the weal

Agreement with the danger:

sness statement

participation-oriented 41.7% participation-oriented 50.9%
disappointed 37.8% disappointed 34.6%
performance oriented 31.6% conservatives 33.5%
conservatives 26.8% performance-oriented 31.1%
market sceptics 25.6% individualists 29.6%
committed citizenship 21.5% market sceptics 24.1%
individualists 21.3% committed citizenship 22.5%
social market optimists 19.8% cosmopolitan intellectuals 21.2%
cosmopolitan intellectuals 17.2% social market optimists 19.0%
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Contrast

(e)

cosmopolitan committed 0.39 (0.10; 0.67) <0.001
intellectuals citizenship
market sceptics 0.47 (0.17; 0.77) <0.001
participation- 0.80 (0.38; 1.21) <0.001
oriented
disappointed 0.81 (0.53; 1.09) <0.001
conservatives 0.75 (0.45; 1.05) <0.001
individualists 0.66 (0.40; 0.93) <0.001
performance 0.78 (0.44; 1.13) <0.001
oriented
committed citizenship disappointed 0.42 (0.14; 0.70) <0.001
conservatives 0.36 (0.07; 0.66) <0.01
individualists 0.28 (0.01; 0.54) <0.001
performance -0.40 <0.01
oriented (-0.75; -0.05)
social market optimists disappointed 0.55 (0.25; 0.84) <0.001
conservatives 0.49 (0.17; 0.80) <0.001
performance -0.52 <0.001
oriented (-0.88; -0.16)
participation- 0.54 (0.11; 0.96) <0.01
oriented
individualists -0.42 <0.001
(-0.68; -0.12)
disappointed market sceptics 0.34 (0.04; 0.63) <0.01
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Sociodemographic data n=292

mean = 42.77 years; SD = 10.26

Age min= 23; max= 75
Gender
Female 241 (82.10%)
Male 51 (17.50%)

Professional groups

General Practitioners

33 (11.30%)

Psychiatrists

35 (12.00%)

Psychologists

62 (21.20%)

Mental Health Nurses

Occupational Therapists specializing
in Mental Health

46 (15.80%)

8 (2.70%)

Other healthcare professionals

Years of professional experience

108 (37.00%)

mean = 17.82 years; SD =10.26
min=0; max=44

Previous history of mental illness

Yes

No

102 (34.90%)

109 (65.10%)

Direct relative or close friend with mental illness

Yes

182 (62.30%)

No

n=292.

110 (37.70%)
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Contrast

()

cosmopolitan market sceptics 0.50 (0.18; 0.82) <0.001

intellectuals
participation- 0.62 (0.18; 1.06) <0.001
oriented
disappointed 0.36 (0.05; 0.67) <0.05
conservatives 0.65 (0.34; 0.96) <0.001
individualists 0.33 (0.04; 0.65) <0.05

committed citizenship disappointed 0.30 (0.01; 0.58) <0.05
conservatives 0.59 (0.31; 0.87) <0.001
market sceptics 0.44 (0.14; 0.73) <0.001
participation- 0.56 (0.14; 0.98) <0.01
oriented

social market optimists conservatives 0.56 (0.26; 0.87) <0.001
participation- 0.53 (0.10; 0.97) <0.01
oriented

conservatives performance 0.41 (0.07; 0.75) <0.01
oriented
individualists 0.33 (0.06; 0.60) <0.01
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Singapore

(n=28)
Gender*
Man 4(17.39%) 11 (39.28%)
Woman 19 (82.61%) 17 (60.71%)
Age
18-24 1(4.35%) 0(0.00%)
25-34 6(26.08%) 12 (42.86%)
35-44 8 (34.78%) 8 (28.57%)
45-54 4(17.39%) 4(14.28%)
55-64 2 (8.70%) 3(10.71%)
65-74 2(8.70%) 1 (3.57%)
54 0(0.00%) 0(0.00%)
Race/Ethnicity
East Asian Chinese
7(30.43%) 16 (57.14%)
South/Southeast Malay
Asian 4(14.28%)
4(17.39%)
White/Caucasian- Indian
European 7 (25.00%)
3 (13.04%)
White/Caucasian- Other
North American 1(3.57%)
6(26.08%)
Multi-ethnic
3 (13.04%)
Education
Up to 12th grade 0(0.00%) 3(10.71%)
Graduated high school or equivalent 0(0.00%) 1(3.57%)
College 3(13.04%) 3(10.71%)
University degree 9(39.13%) 11 (39.28%)
Post-graduate degree 9(39.13%) 10 (35.71%)
Did not respond 7(30.43%)
Field
Program and patient facing supports 6(26.09%) N/A
Nursing 5(21.74%) 8 (28.57%)
allied health professionals 5(21.74%) 11 (39.28%)
Physicians 4(17.40%) 9 (32.14%)
Preferred not to respond 3 (13.04%) N/A
Province
British Columbia 1(4.35%) N/A;
Singapore is a
city-state
Alberta 1(4.35%)
Manitoba 2(8.70%)
Ontario 18 (78.26%)
Quebec 1(4.35%)
Region
Large urban population center, with a 19 (82.61%) N/A
population of 100,000 or more
Medium population center, with a 2 (8.70%)
population between 30,000 and 99,999
Small population center, with a 1(4.35%)
population between 1,000 and 29,99
Rural area, with a population <1,000 1(4.35%)
Employment status
Full time 14 (60.87%) 26 (92.86%)
Temporary full time 2 (8.70%) 2(7.14%)
Part time 5(21.74%)
Did not answer 7 (30.43%)

*Participants in our sample identified as men or women, though we were inclusive of all
genders and allowed participants to self identify.
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Independent val Beta

Intercept 70

GRMS stress appraisal 004

Education (ref = Some high school)

High school diploma or GED -15 -435,14 03167
Some college or college degree -35 -6.1,-0.8 00103

‘CI, confidence interval. R? = 0.072, N = 108,
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Characteristic N =200

Age, Mean (SD) 566 (16.1)
Missing 2
Ethnicity, N (%)

Hispanic 60(33)
Non-Hispanic 1760 (96.7)
Missing 18
Education, N (%)

Some high school 380(222)
High school diploma or GED 45.0(263)
Some college 440(257)
Associate’s degree 190(11.1)
Bachelor's degree 80(4.7)
Graduate degree 17.0(99)
Missing 2

Income, N (%)

$15,000 orless 410(256)
515,000 t0 $24,999 410(256)
525,000 t0 §34,999 260(163)
$35,000 t0 $49,999 300 (18.8)
550,000 t0 §74,999 100(6.3)
575,000 10 $99,999 30(19)

$100,000 t0 $149,999 60(38)

$150,000 t0 $199,999 20013)

$200,000 or over 1.0 (0.6)

Missing 0

Relationship status, N (%)

Married 57.0(31.5)
Never married 520 (28.7)
Widowed 400(221)
Divorced 240(13.3)
Separated 8.0 (4.4)
Missing 19

Psychological distress, Mean (SD) 45(4.7)
Depression, Mean (SD) 6.0(6.3)

Gendered Racial Microaggressions Scale, Mean (SD)

Stress appraisal 13(1.4)
Missing 73
Frequency 13012)

Missing 21
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Variables Depressiol Psychological distress

GRMS frequency 0.09(n=179) 0.08 (n=179)
GRMS stress appraisal 0.27%% (n=127) ~0.05 (n=127) 0.75% (n = 121)

“4p <001 *p <005,
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Independent variable Beta 95% CI* p-value
Intercept 45 31,61 <0.0001
GRMS stress appraisal 12 05,20 0002

‘CI, confidence interval. R? = 0.074, N = 127.
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Patient/population

Intervention

Comparison

Outcome

Adult acute psychiatric inpatients transitioning to
community mental health services.

Referral or lack of referral to relational
psychological therapies, such as psychodynamic,
interpersonal, or arts therapies.

No referral to relational psychological therapies.

Identification and analysis of implicit bias factors
influencing referral decision-making processes,
particularly in the allocation of relational
therapies.
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Psychological therapies Implicit bias Community mental REELES
health care
Psycholog* AND | Bias® AND | Psych* AND | Referral®
Art therap* Music therap* Prejudice stereotyp* Mental* Transit* Discharge
Psychotherap* Relational therap* Profiling Discriminat* Implicit bias Mental disorders
Family therap* Dramatherap® Social discrimination Secondary care
Dance movement therap* ‘Community mental health services
Psychotherap* Prejudice
Healthcare disparities

Provider bias decision making

* Was used to include alternative forms of words, plurals etc.
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Inclusion Exclu

Mention/focus within the adult
inpatient care psychiatric setting and
referral into the community

Focus exclusively on primary
care setting

Mention/focus of potential sources
or facilitators of implicit bias in the
clinical decision-making process

No mention of the referral decision-
making process or care planning

Papers published from 2002 onwards

Non-psychiatry or non-psychology
related papers

Articles not written in English

Western perspective

No access to full text articles

No mention of a relational
psychological therapy
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References Data Contribution to Identified bias Primary impact of Context/ Care Country
collected themes bias population pathway

Boswell etal. (46) Patient- provider Qualitative analysis Highlighted biases related to Bias favoring verbal, proactive | Poor patient- provider match; | Adults in Community mental | USA
interaction data, of referral practices patient characteristics (e.g., patients; aversion to unsystematic referrals. community mental health
referral patterns verbal, compliant patients). non-compliant patients. health centers.

Desai etal. (26) Interviews with Thematic analysis Explored cultural stereotypes Cultural stereotypes about Barriers to access for these Latinx and Asian Community mental USA
Latinx and Asian as barriers to accessing Latinx and Asian groups as groups. adults and their health
adults and therapy. “Jess likely to benefit from providers.
providers therapy.”

Fanning et al. (27) Attendance records Comparative Identified educational and Bias against patients with Barriers to completing group Adults with first- Inpatient Ireland
for group CBT quantitative and insight biases influencing limited insight or education. CBT. episode psychosis.
sessions qualitative analysis | referral success for group

CBT.

Fiddick et al. (23) Referral decision Mixed- methods: Showed prioritization of Preference for patients with Inadequate referrals for CMHT and Community mental | UK
data, clinical thematic and physical health needs over straightforward presentations psychological therapy. secondary care health
records statistical analyses complex psychological or physical needs over patients.

presentations. complex psychological cases.

Koekkoek etal. (25) | Case study reviews, Mixed- methods: Identified professional Bias shaped by professional Increased discharge without Adults with severe Inpatient and Netherlands
practitioner qualitative and pessimism and role ambiguity | pessimism and assumptions adequate care. non- psychotic Community mental
interviews narrative analysis in severe mental illness cases. about chronicity in severe illnesses. health

mental illness.

Koenig (22) Physician referral Quantitative survey Revealed biases based on age Physician bias based on Under- treatment of older, Adults aged 50+ in Inpatient and USA
decisions, patient and statistical and race impacting treatment patient age and race racially diverse patients. inpatient/community | Community mental
demographics modeling and referral likelihood. influencing referral settings. health

likelihood.

Merino etal. (16) Clinical screening Qualitative Highlighted biases in clinical | Bias against marginalized Misdiagnose s; high Marginalized adult | Inpatientand USA
and diagnosis data, thematic analysis judgment toward populations, including healthcare costs. patients. Community mental
practitioner surveys marginalized populations. veterans and homeless health

individuals, affecting clinical
judgments.

White etal. (24) Health professional Mixed- methods: Linked stigma around mental Stereotypes around older Suboptimal therapeutic Older adults. Inpatient and Australia
attitudes, older surveys and health in older adults to adults being “resistant” to outcomes. Community mental
adult treatment outcome analysis reduced therapeutic therapy due to stigma. health

outcomes

engagement and suboptimal
outcomes.
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Variables

18-27 432 40.2

28-37 243 22.6
Age group

38-47 201 18.7

>47 199 18.5

Male 532 49.5
Sex

Female 543 50.5

Good 229 213
Economic status Medium 711 66.1

Weak 135 12.6

Self-employed 162 151

Employed 301 28

Retired 60 5.6
Occupation Housewife 122 11.3

labor 29 27

i it

University 380 353

students

Unemployed 21 2

Diploma and

low d 401 373
Education level ow degree

Academic degree 674 62.7

Married 638 593
Marital status Single 412 383

Divorce 25 23

Yes 796 74
Get information related to mental illness

No 279 26

Internet 495 46

Friends

and 76 7.1

acquaintances

Newsp.apers/ 28 26

magazines

Sources of obtaining health information Radio, television

105 9.7
and satellite
Book 75 7
Physician/
Health 250 233
care providers
1 do not know 46 43
Psychologist,
syc f) ogls / 59 7
Psychiatrist
Internet 297 36.1
|
Physician/
Health 78 9.5
care providers
f obtaining inf ti lated
Sources o .o ning information relate Book 55 8
to mental illness
Friends
and 46 5.6
acquaintances
Radio, tel.evmon 4 53
and satellite
All items 211 25.6
Yes 185 17.2
Did you refer to psychologist?
No 890 82.8
Yes 173 16.1
Have you ever had mental disorder?
No 901 83.9
Yes 185 172
Did your family refer to psychologist? No 710 66

1 don’t know 180 16.7
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SSD

Mean (SD)
Variables
i = f-
_Social b ale el pvae S P-value Shame P-value  SSD
inadequacy seeking inhibition Blame
3 Yes 986 (276) 1107 (3.60) 1034 (247) 1131 (389) 4259 (939)
et ‘“f":l"frl"“f'l“‘d 0.006 0001 <0001 0228 0621
‘mental fliness No 933 (260) 1189 (353) 941 (274) 1163 (3.64) 4227 (9.11)
Internet 986 (264) 1137 (356) 1006 (251) 1151 (383) 4282 (935)
Friends and acquaintances 925 (277) 1101 (331) 960 (249) 1147 (336) 4134 (7.95)
Newspapers/ magazines 982 (277) 1203 (428) 967 (285) 1003 (405) 4157 969)
Sourees b pbaining Radio, television and satellite 956 (284) 0.456 1148 (3.62) 0012 972 (2.68) 0052 1145 (3.94) 059 4222 (990) 0739
health information **
Book 9.42 (252) 1069 (338) 1022 (3.14) 1113 (356) 4148 (829)
Physician/ Health care providers 980 (290) 1090 (3.63) 1051 (252) 1140 (399) 1262 (986)
1do not know 941 (256) 1289 (373) 10 207) 1113 (372) 14343 (803)
2 x 4179
Psychologist/Psychiatrist 981 (294) 1033 (399) 1086 (261) 1077 (442) (079
Internet 1002 (283) 1121 (350) 10,14 (249) 1151 (367) 4288 9.19)
. z 1556
Physician/ Health care providers 1032 (2:89) 1212 (410) 1067 (281) 1243 (419)
Sources of obtaining (11.66)
formation X « X
information FRted10 | ook 951 (292) 0310 1091 (315) 052 sy ! nses M pasean | 0%
mental illness’
Friends and acquaintances 965 (264) 1154 (356) 10 271) 1228 (367) 4347 (7.94)
3872
Radio, teevision and satellte 925 (240) 1044 (378) 995 (3.06) 9.06 (426) G018)
Allitems 984 (262) 1088 (3.49) 1023 (238) 1106 (370) 4202 (868)
. Yes 1005 (272) 1169 (377) 1032 (273) 1035 (405) 14343 988)
b & i 0.068 0093 0201 0878 0140
psychologist? No 965 (272) 1120 (3.56) 1005 (2:54) 1140 (378) 42.32 (9.19)
Yes 998 (279) 12 (3.85) 1026 (272) 1191 (401) 14416 (991)
:'V:]":' 2 h:d 071 0001 0378 0052 0011
ental disordert No 967 271) 1114 (353) 10,07 (2.55) 1130 (3.78) 4219 (9.17)
Yes 1018 (2.64) 11.65 (4.03) 1052 (261) 1178 (4.10) 4415 (9.72)
Did your family referto | g, 970 (272) 0010 1104 (353) 0.009 1018253 <0001 12(8) 016 421602) 0031
a psychologist?**
1 don't know 932 279) 1185 (331) 936 (262) 1167 (3.47) 4221 (892)

* Independents sample T-test, ** One-way ANOVA.
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Correlations

Variables el RLLCal
inadequacy seeking inhibition

Pearson Correlation 1 -.010 113 -.004 015 .046
Age Sig. (2-tailed) 751 .000 889 619 133

N 1,075 1,075 1,075 1,075 1,075 1,075

Pearson Correlation -.010 1 397 229 430 .686
Social inadequacy Sig. (2-tailed) 751 .000 .000 .000 .000

N 1,075 1,075 1,075 1,075 1,075 1,075

Pearson Correlation 113 397 | 208 601 .808
Help-seeking inhibition Sig. (2-tailed) .000 .000 000 .000 .000

N 1,075 1,075 1,075 1,075 1,075 1,075

Pearson Correlation -.004 229 208 1 231 .520
Self-Blame Sig. (2-tailed) .889 .000 .000 .000 .000

N 1,075 1,075 1,075 1,075 1,075 1,075

Pearson Correlation 015 430 601 231 1 833
Shame Sig. (2-tailed) 619 .000 .000 000 .000

N 1,075 1,075 1,075 1,075 1,075 1,075

Pearson Correlation .046 686 .808 .520 833 1
SSD Sig. (2-tailed) 133 .000 .000 .000 .000

N 1,075 1,075 1,075 1,075 1,075 1,075
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Self-Blame Sig. (2-tailed) .889 .000 .000 .000 .000
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Pearson Correlation 015 430 601 231 1 833
Shame Sig. (2-tailed) 619 .000 .000 000 .000
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Pearson Correlation .046 686 .808 .520 833 1
SSD Sig. (2-tailed) 133 .000 .000 .000 .000
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disagree
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T 1128 (3.60)
feekingutinibition I would think I should
132 (123) 360 (33.5) 264 (24.6) 256 (238) 63 (59)
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T would think I only had
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1 would think I should be 51 (47) 186 (17.3) 269 (25) 484 (45) 85 (7.9)
able to cope with things.
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Social appearance anxiety Alexithymia General health

B t p B

Stigma -0.648 -15.086* -0.214 -3.269* -0.082 -1.371
Social

; 0303 4636 0.274 4522
appearance anxiety
Alexithymia 0.383 7.576**
R’ 0.419 0221 0.376
F 227.583 44,611 62.860

**Correlation is significant at the 0.01 level (2-tailed); *Correlation is significant at the 0.05 level (2-tailed).
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upper-bound

Stigma—ssocial appearance anxiety—psychological health(negative)
Stigma—alexithymia—psychological health(negative)

Stigma—social appearance anxiety—alexithymia— psychological
health(negative)

Total indirect effects
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-0.007 18.16%

-0.031

-0.026

-0.015

-0.012

-0.041

-0.009

-0.002

-0.003
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**Correlation is significant at the 0.01 level (2-tailed); *Correlation is significant at the 0.05 level (2-tailed).
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Stigma—alexithymia— psychological Health(positive)
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Total indirect effects
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Health (negative) Health (positive) Anxiety
Psychological 1
Health (negative)
Psychological -0.577* 1
Health (positive)
Alexithymia 0.538** -0.444** 1
Stigma -0.432% 0.379** -0.431%* 1
Social Appearance 0.496** -0.373** 0.441 -0.648** 1
Anxiety

**Correlation is significant at the 0.01 level (2-tailed).
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Independent

variables

(Intercept) 19.852 3.005 6.414 <0.001 24.487 7.225 3.389 0.002 23.480 9.572 2453 0.022 24281 9.900 2453 0.023
E2_1 —0.192 0.064 —3.008 0.006 —0.166 0.074 —2.254 0.034 —0.172 0.082 —2.091 0.048 —0.156 0.091 -1719 0.100
Q134 —0.086 0.121 -0.712 0484 —0.093 0.131 0714 0.483 —0.084 0135 —0.622 0.540
Q2.1 0.022 0.135 0.165 0.870 0.005 0142 0.037 0971
Unemployment —0.133 0292 —0.454 0.654

E2_1: “Disclosing a mental health condition would have a negative impact on my career.” (rate of agreement), Q13_4: “People with mental health issues are scen as less sociable.” (rate of agreement), Q12_1: “Do you think that mental health patients are judged
differently than other patients by society in general?” (rate of agreement), Unemployment: number of unemployed persons in 2021 as a percentage of the labor force. Values marked in bold represent statistically significant results (p < 0.05).
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Independent Model 1 Model 2 Model 3 Model 4

variables

SE t SE
(Intercept) 19.076 2743 6.954 <0.001 26.196 6267 4.180 <0.001 28224 8.281 3.408 0.002 28.391 8.436 3365 0.003
E2_1 —0.201 0,056 —3.560 0.002 —0.162 0.064 —2532 0.018 —0.151 0.071 -2.128 0.044 —0.134 0.082 —1.638 0.116
Q3.4 —0.133 0.105 —1260 0.220 —0.119 0.113 —1.053 0303 —0.116 0.115 —1.004 0326
Q2.1 —0.045 0.117 —0.384 0704 —0.052 0.120 —0.434 0.668
Unemployment —0.104 0231 —0.451 0.657

E2_1: “Disclosing a mental health condition would have a negative impact on my career.” (rate of agreement), Q13_4: “People with mental health issues are scen as less sociable.” (rate of agreement), Q12_1: “Do you think that mental health patients are judged
differently than other patients by society in general?” (rate of agreement), Unemployment: number of unemployed persons in 2019 as a percentage of the labor force. Values marked in bold represent statistically significant results (p < 0.05).
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Variable t F r P-Value
Age - - 0.425 <0.0001
Gender 0.130 - - 0.710
Marital status 0.241 - - 0.080
Working status 2,534 - - <0.0001
Education - 3.302 - <0.0001






OPS/images/fpsyt.2025.1553002/table8.jpg
RIBS items

Are you currently
living with, or have
you ever lived with,
someone with a

mental
health problem?

Are you currently
working with, or have
you ever worked with,
someone with a
mental

health problem?

Do you currently
have, or have you ever
had, a neighbour with
a mental

health problem?

Do you currently
have, or have you ever
had, a close friend
with a mental

health problem?

Test

Internal

Consistency
(Cronbach's
o) N=384

0.757

Retest

Internal
Consistency
(Cronbach'’s
o) N=384

0.761

In the future, I would
be willing to live with
someone with a
mental health problem

2.72 (1.08)

In the future, I would
be willing to work

with someone with a
mental health problem

3.13 (1.25)

In the future, I would
be willing to live
nearby to someone
with a mental

health problem

In the future, I would
be willing to continue
a relationship with a

friend who developed

a mental
health problem

2.95 (1:25)

4.22 (1.51)

0.807

0.813

Total

0.732

0.755
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Variable (question) Extractive shared values

Item1 0.827
Item2 0.879
Item3 0.855

Item4 0.659
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Goodness-of-fit Ideal standards Measurement

indices value

1-3 excellent, 3-5

CMIN/DE good 3750
RMSEA <0.08 good 0,066
IR >0 good 0910
TLL 0.8 good 0901
CFl 0.8 good 0910

CMIN/DF, Chi-square ft statistics/degree of freedom; RMSEA, root mean square error of
approximation; IFL, incremental ix index; TLI Tucker-Lewis index; CFI, comparative fix
index
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Strongly agree

N (%)

Neutral
N (%)

Disagree
N (%)

Strongly disagree

AL Depression often has a concealed onset; timely diagnosis and early intervention are crucial for

the prognosis of the condition.

A2. Depression tends to recur, and its high recurrence rate impacts the quality of lfe for individuals

with depression. Therefore, it requires special attention during diagnosis and treatment.
A3, The progression of depression may lead to suicide attempts or deaths, resulting in severe
consequences. Therefore, it should be taken seriously.

Ad.In your academic and personal life, you have a strong interest in acquiring knowledge about the

diagnosis and treatment of depression through books, courses, literature, and online resources.

A5. You acknowledge that different treatment approaches can have a significant impact on the
prognosis of depression patients; hence, the competence of healthcare professionals plays a crucial
role.

A6. You believe that there is a gap between medical students and clinical practitioners, leading to
limited practical understanding of depression-related diagnosis and treatment methods.

A7. The diagnosis of depression is complex and multidimensional. Therefore, medical students
should approach it from a professional perspective and tailor their in-depth learning based on their
specific field of study. For instance, nursing students should focus on disease management,
pharmacy students on appropriate medication and adverse reactions, and dlinical psychology

students on relevant assessment tools and diagnostic criteria.
A8. When confronted with depressive feclings stemming from stress in work or academic settings,
itis essential to address them actively and seck timely counseling.

A9, You believe that if diagnosed with depression, it is the right course of action not to conceal it
and to seek help from your surroundings promptly; while actively engaging in treatment.

A10. You hold the view that saciety should provide greater tolerance and support to individuals

suffering from depression.
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Sometimes Occasionally

N (%) N (%)

P1 How often do
you study depression-
related knowledge
through books and
66 (10.44) 63(9.97) 189 (2991) 211(33.39) 103 (16.30)
literature (e.g, common
symptoms, diagnostic
and treatment

methods)?

Very
consistent
N (%)

Somewhat Neutral Somewhat Very

consistent N (%) N (%) Inconsistent N (%) inconsistent N (%)

P2. Are
‘you consciously
participating in
depression-related
88(1392) 156 (24.68) 255 (40.35) 90 (1424) 3 (6.80)
elective courses or
training (e.g.,
lectures or clinical

internships)?

P3. Are

you consciously
studying depression
assessment scales,
such as the SDS
scale, PHQ9 scale,
and staying updated

102 (16.14) 165 (226.11) 225 (35.60) 94 (14.87) 46(7.28)

with the latest
‘guidelines or expert

consensus?

P4. Do you pay
more attention to
the depressive
113 (17.88) 236 (37.34) 197 (31.17) 63(9.97) 23(3.64)
tendencies or states
of people around
you?
P5.Do
‘you consciously use
various mental
assessment scales in
109 (17.25) 194 (30.70) 205 (32.44) 89 (14.08) 35(5.54)
daily life to assess
your own or others’
depressive

tendencies?

P6. When
you notice that

classmates or family

members around

you have certain

depressive

tendencies, do

You use your 117 (1851) 272 (43.04) 173(27.37) 42(6.65) 28(4.43)
acquired

professional

knowledge to

provide

psychological

counseling for

them?

Counselors/
Schools paying  Positive Seek support
Maintaina Widespread . N
Cultivate a positive increased content and confidein  Engage in reading or
regular exercise | mental health
outlook on life attention to promotionon | family and ‘meditation practices
regimen education
students' mental | online media | friends

well-being

P7.Effective

Preventive

Measures for

Depression which 572(90.51) 552(87.34) 549(86.87) 431(68.20) 416(65.82) 470(74.37) 356(56.33)
you would

 (Multiple

Selections)

<o

‘Think he/she

Cannot Want to offer s just
Want to stay away Feel indifferent,  Feel pitybut  Think hefshe is
understand, feel  help to the best secking Other
from him/her detached powerless joking
confused of my ability attention
from others

P8, If you hear that

your classmates

around you are

suffering from 42(6.65) 60(9.49) 551(87.18) 16(7.28) 188(29.75) 31(491) 33(5.22) 25(3.96)
depression, how

would you react?

(Multiple choices)
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Knowledge Practices
Knowledge 1
Auitudes 0.412 (P <0.001) 1

Practices 0273 (P<0001) | 0.403 (P <0.001) 1
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Hypothesis Estimate P

Attitude Knowledge 0725 <0.001
Practice Attitude 0.509 <0.001
Practice Knowledge 0370 0.001






OPS/images/fpubh-12-1429943/crossmark.jpg
©

2

i

|





OPS/images/fpubh-12-1429943/fpubh-12-1429943-g001.jpg
AT
A2

A10






OPS/images/fpubh-12-1429943/fpubh-12-1429943-t001.jpg
Total
Gender
Male
Female
Age (years)
Only child
Yes
No
Residence
Rural
Urban

Per capita income
(CNY)

<2,000
2,000-5,000
5,000-10,000
10,000-20,000
20,000

University type
General university

Double first-class

university

Current academic level
College diploma
Bachelor’s degree
Master's degree
Doctoral degree

Father’s education level

Junior high school or

below

High school or

vocational school

College or bachelor’s

degree

Master's degree or

above
Mother’s education level

Junior high school or

below

High school or

vocational school

College or bachelor's
degree

Master’s degree or

above
Grade

Freshman

Sophomore

Junior

Senior

Fifth year or above
Specialty

Pharmaceutical

sciences
Nursing sciences

Medical laboratory

sciences

Clinical m

(general)
Public health

management

Medical technology

or related specialties
Recent semester GPA
ranking

Top 25%

26-50%

51-75%

Top 75%

Not assessed yet

Family members
currently in the medical

profession
Yes

No

632

249 (39.40)
383 (60.60)

20174180

175 (27.69)

457 (72.31)

411(65.03)

221(34.97)

100 (15.82)
264 (41.77)
180 (28.48)
68 (10.76)
20(3.16)

627 (99.21)
5(0.79)

4(0.63)
596 (94.30)
28(4.43)

4(0.63)

371(58.70)

164 (25.95)

88(13.92)

9(1.42)

431(68.20)

137 (21.68)

55 (8.70)

9(1.42)

237 (37.50)
192(30.38)
129 (20.41)
22(3.48)

52(8.23)

65(10.28)

1(0.16)
2(032)

57(9.02)

2(032)

505 (79.91)

130 (20.57)
189 (29.91)
132(20.89)
55(8.70)

126 (19.94)

111(17.56)

521 (82.44)

Knowledge

Mean +SD

1055336

10.06+3.69

10.87+3.09

1089325

10.43£3.40

1043346

1079316
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K1: Major depressive disorder is the most common psychiatric disorder, with depression being its shorthand. 46(7.28)

K2: Clinical manifestations of depression are diverse, encompassing emotional, physical, and cognitive dimensions. 523 (82.75)

K3: Difficulties in concentration, memory impairment, and decreased information processing speed may all manifestin individuals with

depression as cognitive symptoms. 536 (84.81)
Kd: Cognitive symptoms in depression typically arise only during acute episodes. 185(29.27)

K5: Physical symptoms during depressive episodes can involve various organ systems, commaonly presenting as carly awakening,

reduced appetite, and weight loss. 551 (81.49)
Ke: Comorbid anxiety disorders often accompany depression in patients, necessitating careful differentiatios I practice. 547 (86.55)
K7: In the treatment of depression, the ultimate goal is the restoration of a patient’s social functioning and quality of life 467 (73.89)

K8: In clinical practice, it is essential to discern whether depression in a patient is a secondary condition caused by substances or
medications. 515 (81.49)

K9: The diagnosis of depression in patients should encompass a comprehensive assessment, including a medical history evaluation,

psychiatric examination, assessment using relevant scales, neuroimaging for structural, functional, and metabolic changes, and so forth. 534 (84.49)

K10: Combination therapy with antidepressant medica

s the preferred approach for the treatment of depression, regardless of

disease severity, with monotherapy not being considered. 178 (28.16)

KI1: A comprehensive assessment of cognitive functioning in individuals with depression requires both subjective and objective

cognitive measurements or the use of comprehensive test tools. 552 (87.34)
K12: Common guidelines for depression can be referenced, such as those provided by NICE, APA, WESPB, among others. 476/(75.32)
K13: The treatment of depression should adhere to a personalized medication approach, tilored to the individual patient’

circumstances. 557 (88.13)
K14: Commonly used medications for the treatment of depression include tricyclic antidepressants and selective serotonin reuptake

inhibitors, among others. 471(74.53)

K15: Antidepressant medications should ideally be used as monotherapy, with combination therapy considered only in cases of

treatment-resistant depression to enhance efficacy. 532 (84.18)
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(Intercept) 14.146 1.367 10.348 <0.001 | —35559 | 27855 -1277 0218 —35.991 28.584 —1259 0225 —22.604 29.886 ~0.756 0.460
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Q135 —0.071 0.201 —0.353 0729 0.161 0.267 0.602 0.556
E2_1 —0.121 0.093 —1.293 0214

GDP, gross domestic product per capita, Q13_2: “Mental health promotion s as important as physical health promotion.” (rate of agreement), Q13_5: “People with mental health issues get less opportunities at work, in finding housing, in social activities etc.” (rate of

agreement), E2_1: “Disclosing a mental health condition would have a negative impact on my career.” (rate of agreement). Values marked in bold represent statistically significant results (p < 0.05).
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