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SUMMARY
Background: There are higher levels of psychological distress in healthcare professionals and students compared to the general
population. Yet, despite the availability of effective treatment, many in this group continue to suffer in silence. Fear of exposure to
stigmatization has been identified to be a major barrier to accessing and using mental health services.
King’s College London Undergraduate Psychiatry Society (KCL PsychSoc) organized an event entitled, 'What does bipolar
disorder even mean? Psychological distress: How can we challenge the stigma?'. Healthcare professionals who themselves
recovered from psychological problems and a mental health advocate with first-hand experience of psychological distress were
invited to deliver talks followed by an interactive question and answer session.
Design: We conducted a single-arm pre-post comparison study. People who attended the KCL Psych Soc event were recruited to
participate. Validated stigma scales on knowledge (Mental Health Knowledge Schedule (MAKS), attitudes (Community Attitudes
towards the Mentally Ill) and behavior (Reported and Intended Behavior Scale (RIBS)) were administered on participants before and
immediately after exposure to the event.
Results: 44/44 of the participants recruited completed the study (100% response rate). There were statistically significant
changes in the respondents’ scores for all 3 stigma scales (p value MAKS <0.0001, p value CAMI<0.0001, p value RIBS=0.0011).
Discussion: As far as the authors are aware, this is the first study to date of an anti-stigma intervention comprised of healthcare
professionals with first-hand experience of psychological distress. The KCL PsychSoc event was associated with statistically
significant changes in the respondents' scores in all three of the stigma scales. More robust research in this area is needed before
scaling up similar anti-stigma initiatives.
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* * * * *
The mental health of medical students
There is a growing body of evidence that supports
the notion that ‘the medical school experience’ may
have adverse effects on the mental health of students
(Dyrbye 2006, Dyrbye 2008, Dyrbye 2010, Dunn 2008,
Hankir 2013, Hankir 2014, Hope 2014). A multiinstitutional study on over 2,000 medical students in the
US showed a high prevalence of emotional exhaustion
and burn out in this group (Dyrbye 2010). The results of
a recent survey conducted by Student BMJ on more
than 1,000 medical students enrolled in UK universities

revealed heightened levels of mental health problems
with approximately 30% of respondents reporting that
they had experienced or received treatment for a mental
health condition and 15% reporting that they had
contemplated suicide at some point during their studies.
(http://www.bmj.com/company/wp-content/uploads/
2014/07/student-bmj-survey.pdf)
Globally, a systematic review and meta-analysis conducted by Rotenstein and colleagues at Harvard University on the prevalence of depression, depressive symptoms, and suicidal ideation among medical students
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revealed a preponderance of psychological distress in
this group. The review, which analyzed data from over
200 studies in 43 countries, showed that 27.2% of the
122,356 medical student participants reported depressive symptoms and approximately 11% reported
suicidal ideation (Rotenstein 2016).
The stress and strain of preparing for assessments,
the relatively protracted duration of the course, clinical
placements, personal life events and financial difficulty
are some of the myriad factors that have been identified
to have a negative impact on the psychological
wellbeing of medical students (Dyrbye 2016).
The General Medical Council (GMC) in the UK
stated that medical schools report that one of the
trickiest situations they face is when a medical student
is struggling with the course due to mental health issues.
(http://www.medschools.ac.uk/Publications/Documents/
Mental-Health-Guidance.pdf)
Compounding the problem even further is that many
medical students with psychological problems feel under
supported. (http://www.bmj.com/company/wp-content/
uploads/2014/07/student-bmj-survey.pdf)
On a personal level, psychological distress can contribute to substance and alcohol abuse, strained relationships and attrition from the course. On a professional
level, studies suggest that student distress contributes to
cynicism and subsequently may affect students' care of
patients (including reductions in empathy (Thomas
2007)), relationship with faculty, and ultimately the
culture of the medical profession (Dyrbye 2005).
Developing well-being programs and scaling up
initiatives that promote resilience and that encourage
care seeking in medical students with psychological
problems is therefore of paramount importance.

The mental health of doctors
With regards to the mental health of doctors, several epidemiological studies have revealed that psychological problems in this population have reached
epidemic levels (West 2016). Beezhold and colleagues, under the auspices of the European Psychiatry
Association (EPA), conducted the largest study on
burnout in psychiatry trainees to date. The EPA survey
showed that 36.7% or respondents (726/1,980) experienced severe burnout (Jovanoviü 2016). Mata and
colleagues at Harvard University conducted a systematic review and meta-analysis on the mental health of
resident physicians. The review revealed that the
overall pooled prevalence of depression or depressive
symptoms in this group was 28.8% (4,969/17,560
physician participants) - greater than in the general
population (Mata 2015).
Patient expectation, ‘breaking sad news’ and regularly witnessing human suffering and distress are some
of the ‘service user factors’ that contribute to mental ill
health in physicians. ‘Occupational factors’ such as an
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increasing caseload, feeling undervalued and long
working hours are also known to have a negative impact
on the mental health of doctors (Brooks 2014).
A recent study showed that many doctors have perfectionist traits that can lead to maladaptive selfcriticism when a negative outcome arises. Other ‘individual factors’ such as self-doubt, feeling an excessive
sense of responsibility and experiencing guilt for
events outside a clinician’s control also contribute and
collude to psychological distress in doctors (FirthCozens 2006).
Psychological distress can undermine doctors' professional development and compromise patient safety,
contributing to a variety of personal and professional
consequences such as instigating marital disharmony and
arresting career progression respectively (Dyrbye 2016).
Mata outlines three broad approaches to supporting
doctors: reactive - having counsellors available if needed;
proactive - having events to promote wellbeing; and
systemic - attempting to change the prevailing culture
(Mata 2015).

Sources of Stigma
Mental health stigma in healthcare professionals
and students is a global problem. In the UK, the 2008
Stigma Shout Survey of almost 4,000 people using
mental health services and carers revealed that healthcare professionals are a common source of stigma
reported by people with mental illness.
(http://www.time-to-change.org.uk/news/stigma-shoutsurvey-shows-real-impact-stigma-and-discriminationpeoples-lives)
Winkler and colleagues administered the Community Attitudes towards the Mentally Ill (CAMI) stigma
scale on 1,200 medical doctors in Czechoslovakia which
also revealed elevated levels of mental health stigma in
this group (Winkler 2016).
In relation to healthcare students and stigma, a cross
sectional study conducted on 200 participants matriculated in medical schools in Bangladesh revealed
elevated rates of stigmatizing attitudes towards both the
mentally ill and psychiatry as a profession (Giasuddin
2016). A study conducted on 760 medical students
enrolled in medical schools in the UK also showed that
many respondents demonstrated stigmatizing views
towards mental health problems (Korszun 2012).

The stigma attached to mental illness
in medical students and doctors
Despite the availability of effective treatment, many
medical students and doctors with psychological problems continue to suffer in silence. Fear of exposure to
stigmatization is a crucial factor to secrecy and
symptom concealment (Hankir 2013). A study conducted in the US identified stigma to be a barrier to the use
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of mental health services by 30% of medical students
with depressive symptoms (Givens 2002). A crosssectional study on Australian medical students with selfreported psychological problems also revealed that
stigma was a major barrier to accessing and using
mental services (Ryan 2017).
With regards to healthcare professionals and selfstigma, a qualitative study utilizing in-depth semistructured interviews on 19 doctors who had been
absent from work for over 6 months with physical or
mental health problems, drug or alcohol problems,
General Medical Council involvement or any
combination of these revealed that self-stigmatization
represented a major obstacle to returning to work
(Henderson 2012).

Challenging mental health stigma
The three main ways to challenge public stigma are
through protest, education and contact (Mehta 2015).
Corrigan and colleagues conducted a meta-analysis and
systematic review on 13 randomized controlled trials
challenging public stigma and concluded that the most
effective way of reducing public stigma in adults was
through social contact (Corrigan 2012). Corrigan argues
that service-users are “experts by experience” and
should therefore play a leading role in reducing stigma.
He adds that healthcare professionals with first-hand
experience of mental illness could play a powerful and
special role in reducing stigma (Corrigan 2002).
However, despite this, there are no studies to date on
anti-stigma interventions comprised of healthcare
professionals with first-hand experience of psychological distress.
A recent survey conducted on medical students
enrolled in medical schools in the UK revealed that
196/219 respondents (90%) agreed or strongly agreed
that they would prefer a talk on the mental health of
medical students to be delivered by a doctor with firsthand experience of psychological problems than from a
lecturer who hasn’t had these experiences (Hankir 2014).
Another way of challenging public stigma is through
the power of motion picture. Janouskova and colleagues
conducted a systematic review on the effectiveness of
video interventions at reducing stigmatizing views
among young people between 13 and 25 years. The
results of the review, which analysed data from 23
studies, revealed that video was found to be more
effective than other anti-stigma interventions, such as
classical face-to-face educational sessions or simulation
of hallucinations. Interestingly, the results of two
studies included in the review revealed that social
contact delivered via video achieved a similar destigmatization effect to that delivered via a live
intervention. The authors conclude that their findings
suggest that video is a promising de-stigmatization tool
among young people; however, more studies in this area
are needed (Janouskouva 2017).

King’s College London Psychiatry Soceity
King’s College London Psychiatry Society (‘KCL
PsychSoc’) was founded in 2005 and is the oldest
university psychiatry society in the UK. KCL Psych Soc
was established to promote psychiatry as a career to
medical students, to support those students who wished
to consider psychiatry as a career, to raise the profile of
mental health issues amongst all student health
professionals and to break down the stigma attached to
mental illness. The Society is supported by the Institute
of Psychiatry, Psychology & Neuroscience and there is
no membership fee.
KCL Psych Soc works closely with the Department
of Undergraduate Psychiatry at South London &
Maudsley NHS Trust and IoPPN to improve the quality
of the psychiatry attachments for students.
The Society hosts a series of lectures that are lively
and controversial, often featuring eminent speakers,
including Professors Simon Baron Cohen, Murray, and
Sir Simon Wessely. Most events are open to all,
particularly students & staff of King's College London,
the IoPPN and South London and Maudsley NHS Trust.

King’s College London Psychiatry Society
‘What does bipolar disorder even mean?
Psychological distress: How can we challenge
the stigma?’ A KCL Psych Soc event
On the 12th April 2017 KCL Psych Soc hosted an
event entitled, ‘What does bipolar disorder even mean?
Psychological distress: How can we challenge the
stigma?’ The aim of the event was, ‘to challenge the
stigma and misunderstanding around conditions like
bipolar disorder’ (see figure 1).
The event comprised of three talks from individuals
who each have first-hand experience of bipolar disorder:
Professor Jamie Hacker Hughes, former President of the
British Psychological Association, Dr Ahmed Hankir, a
Core Trainee in Psychiatry at Leeds and York Partnership NHS Foundation Trust and Ms Christine Daniel,
mental health advocate. Each speaker spoke honestly,
openly and proudly about their experiences with
oscillations in mood and this was followed by a panel
discussion and a question and answer session with the
audience.

METHOD
Study design
This pilot project was a single-arm, pre-post comparison study (O1 X O2). We administered validated stigma
scales before and after the participants were exposed to
the intervention. We then measured if there were any statistically significant changes in stigma variables (knowledge, attitudes and behaviour). We hand distributed
paper questionnaires to increase response rates.
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Figure 1. Flyer used as promotional material to publicize event

Participants
People who attended the KCL Psych Soc event were
recruited to participate in the study. KCL Psych Soc
publicized the event by producing promotional material
and posting it on their social media accounts (including
Facebook and Twitter). Attending the event, as well as
participation in the study, was voluntary. The participants were informed about anonymity, and each participant had a unique personal code that did not reveal
any identifying information. No monetary compensation was offered although free refreshments were
provided. Verbal informed consent was obtained from
participants. Ethical approval for the study was obtained
from the Carrick Institute for Graduate Studies, an
Institutional Review Board registered with the National
Institute of Health that has a track record for global
educational, research and clinical trials.

Stigma scales
Three validated scales were administered to measure mental health-related knowledge, attitudes and
behaviour.
Mental Illness Knowledge Scale (MAKS)
MAKS has been designed to measure mental healthrelated knowledge among the general public and
evaluate anti-stigma interventions (Evans-Lacko et al.
2010). It comprised six items (1-6) on stigma-related
mental health knowledge areas and six items (7-12) on
the classification of various conditions as mental
illness. Participants were asked to indicate whether
they agreed or disagreed with the items on a five-point
Likert scale.
Reported and Intended Behaviour Scales (RIBS)
RIBS has been designed to measure mental healthrelated behavioural discrimination among the general
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public and document behavioural trends (Evans-Lacko
et al. 2011). It comprised four items (1-4) which assess
the prevalence of behaviour and four items (5-8) which
on intended behaviour in the same contexts. Participants
were asked to indicate whether they agreed or disagreed
with items 5-8 on a five-point Likert scale.
Community Attitudes to the Mentally Ill (CAMI).
CAMI has been designed to measure mental healthrelated attitudes among the general public. The following three items were used:
 One of the main causes of mental illness is a lack of
self-discipline and will-power;
 There is something about people with mental illness
that makes it easy to tell them from normal people;
 It is frightening to think of people with mental
problems living in residential neighbourhoods.
Participants were asked to indicate whether they
agreed or disagreed with the three statements on a fivepoint Likert scale.
In addition to this, participants were asked to
complete a short form requesting demographic data,
evaluate the intervention using free-text comments and
indicate whether they agreed or disagreed with the
following statement on a five-point Likert scale “I feel
inspired to raise awareness of the importance of mental
health and to take action to challenge stigma.”

Statistical analysis
Descriptive statistics were performed on the data
obtained. The total scores for the MAKS, RIBS and
CAMI were calculated with higher scores representing
less stigmatising responses. A paired sample t-test was
conducted to compare pre-intervention and post-intervention scores. Results were considered significant at
p0.05.
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Figure 2. Pre-post scores for RIBS, MAKS, CAMI and ITTA (RIBS- Reported and Intended Behavior Scales,
MAKS- Mental Health Knowledge Schedule, CAMI- Community Attitudes to the Mentally Ill, ITTA- Inspired to
Take Action to challenge mental health stigma)

RESULTS
Although 111 participants expressed an interest in
attending the event on social media, only 44 attended
(39%). However, 44/44 (100%) of the participants who
attended the event completed the validated stigma scales
before and after exposure to the program.
The mean pre-RIBS score was 18 (Std. Dev. 2.55,
95% Conf. Interval 17.22–18.76) and the mean postRIBS score was 19.18 (Std. Dev. 1.39, 95% Conf.
Interval 18.76–19.60). There was a statistically significant difference in the pre-RIBS score compared to the
post-RIBS score (p=0.0011) (see figure 2).
The mean pre-MAKS score was 20.82 (Std. Dev.
2.86, 95% Conf. Interval 19.95–21.69) and the mean
post-MAKS score was 22.66 (Std. Dev. 1.88, 95%
Conf. Interval 22.09–23.23). There was a statistically
significant difference in the pre-MAKS score compared
to the post-MAKS score (p<0.0001) (see figure 2).
The mean pre-CAMI score was 13.30 (Std. Dev
1.56, 95% Conf. Interval 12.82–13.77) and the mean
post-CAMI score was 14.09 (Std. Dev 1.24, 95% Conf.
Interval 13.72–14.47). There was A statistically significant difference in the pre-CAMI score compared to the
post-CAMI score (p<0.0001) (see figure 2).
The mean pre-ITTA score was 4.09 (Std. Dev 0.83,
95% Conf. Interval 3.84–4.34) and the mean post-ITTA
score was 4.55 (Std. Dev 0.66, 95% Conf. Interval
4.34–4.75). There was a statistically significant difference in the pre-ITTA score compared to the post-ITTA
score (p<0.0001) (see figure 2).

DISCUSSION
The King’s College London Psychiatry Society event,
‘What does bipolar disorder even mean? Psychological
distress: How can we challenge the stigma?’ was
associated with statistically significant changes in the

respondents’ scores in all three of the stigma scales
(Mental Health Knowledge Schedule, Reported and
Intended Behaviour Scale and Community Attitudes
towards the Mentally Ill) as well as in the score of the
‘Inspired to Take Action’ statement. We hypothesize
that the range of life experiences that the speakers shared was a crucial factor that contributed to the efficacy
of the event. The fact that the speakers were all experts
by experience and were enthusiastic about challenging
the stigma attached to psychological problems is hypothesized to also be a key factor.
Previous research on anti-stigma training that
‘harnessed’ the power of contact between ‘experts by
experience’ and medical students also yielded statistically significant changes in stigma variables. However,
the positive changes were only short-term and there was
little evidence for its persistent effect. The authors of
this study suggested that medical students receive
‘booster sessions’ to facilitate the sustained reduction in
stigma (Friedrich 2013).
Studies have revealed that doctors are a source of
‘diagnostic overshadowing’, a phenomenon whereby a
clinician misattributes a patient’s physical symptoms for
their mental illness (Druss 2000). There are ‘bespoke’
psychometric stigma scales developed specifically for
healthcare students that incorporate the elements of
diagnostic overshadowing (Mental Illness: Clinicians’
Attitudes (MICA) Scale) (Kassam 2010). Although the
main aims of the KCL Psych Soc event were to
challenge the stigma attached to psychological problems
in healthcare professionals and students and to
challenge healthcare professionals and students who
might be a source of mental health stigma, we suspected
that a sizeable proportion of people who would attend
the event would not be from this background. We
decided to administer validated stigma scales that have a
broader inclusion criterion in anticipation of this. As it
turned out, 23% of the respondents in this sample were
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from non-healthcare backgrounds. In future studies,
participants could be recruited by purposive sampling to
explore if anti-stigma events targeted at healthcare professionals and students could challenge the phenomenon
of ‘diagnostic overshadowing’.
The main limitations of our study were the small
sample size and the lack of long-term follow-up. Also,
the participants who attended the event were ‘selfselecting’ i.e. they may already have had an interest in
mental health and therefore potentially relatively lower
levels of stigma compared to people who didn’t attend
the event (hence there was a selection bias). A larger
sample size, a comparison group and a longitudinal
design might help to control for such confounding
factors. Due to the limitations of our study, our results
are not representative or generalizable but do provide
provisional support for future more robust research.

CONCLUSION
Mental illness can have profoundly deleterious effects
on the lives of those who suffer from them, their families,
friends and those who care for them. Healthcare
professionals and students are also vulnerable to
developing psychological problems. Mental health stigma
is a major barrier to accessing and using mental health
services and is an important factor that contributes to the
morbidity and mortality associated with mental illness,
particularly in healthcare professionals and students.
If we are serious about improving the mental health
and psychological well-being of healthcare professionals and students we must develop innovative ways
to combat the stigma that is attached to psychological
problems in this group. Policy makers must allocate
more resources to support and evaluate initiatives that
challenge mental health stigma from grassroots level to
governmental level.
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