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Can stigmatizing attitudes be prevented in psychology students?
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Abstract

Background: Stigmatizing attitudes have been found among psychology students in many

studies, and they are becoming more common with time.

Aims: This study examines whether participation in clinical psychology lessons
reduces levels of stigmatization in a population of psychology students and whether

it leads to any change in stigmatization.

Method: The study is a pre/post evaluation of the effectiveness of clinical psychology
lessons (63 hours of lectures) as a tool to fight stigma. The presence of stigmatizing
attitudes was detected using the Italian version of the Attribution Questionnaire-27 (AQ-
27-1). Stigmatization was described before and after the lessons with structured equation
modeling (SEM).

Results: Of a total of 387 students contacted, 302 (78.04%) agreed to be involved in the
study, but only 266 (68.73%) completed the questionnaires at both t0 and t1. A
statistically significant reduction was seen in all six scales and the total score on the AQ-
27-1. The models defined by the SEM (pre- and post-intervention) showed excellent
model fit indices and described different dynamics of the phenomenon of stigma.

Conclusions: A cycle of clinical psychology lessons can be a useful tool for reducing

stigmatizing attitudes in a population of students seeking a psychology degree.
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Introduction

Erving Goffman classically defined stigma as a mark or attribute that changes the
bearer “from a whole and usual person to a tainted, discounted one” (Goffman,
1963; Corrigan et al., 2003). Stigma relating to mental health stigma downgrades
someone who directly or indirectly encounters mental illness from a full individual to a
discredited person, to be isolated and marginalized from the rest of the community
(Byrne, 2000; Pingani et al., 2016a). The literature on mental health (Evans-Lacko et
al., 2016) notes six main types of stigma: public stigma, structural stigma, self-

stigma, felt or perceived stigma, experienced stigma, and label avoidance.

Awareness of the presence of stigmatizing attitudes in mental health care professionals
has been increasing in recent years. For a long time, this group was considered to be
immune to these cognitive, emotional, and behavioral modalities toward people with
psychiatric disorders (Lauber et al., 2004). However, recent studies have shown that there
is little, if any, distinction between public and professional beliefs regarding mental
illness (Bannatyne & Stapleton, 2017; Bannatyne & Stapleton, 2015; Jorm, 2000):
stigmatization of people with mental illness is as much present in health care
professionals as in the general population (Janouskova et al., 2017; Mittal et al., 2014;
Saridi et al., 2017; Winkler et al., 2016).

In a recent work, Pranckeviciene and colleagues (Pranckeviciene et al., 2018) found that
stigma among healthcare professionals may be a barrier to the success of the therapeutic—
rehabilitative path for patients and a source of burnout for the professionals themselves.
It has also been shown how this stigma can be passed on from health professionals acting
as instructors to their students in degree programs or in health training courses (Brown et
al., 2015; Pranckeviciene et al., 2018).

Several studies have examined stigmatizing attitudes in university students who hope to
become health professionals (Pingani et al., 2013; Pingani et al., 2015; Pingani et al.,
2016a). Medical students believe that persons with mental illness are unpredictable
(Magliano, et al., 2013), dangerous, and incurable (Schenner et al., 2011); social
work students express a desire to maintain social distance from people with mental
illness (Covarrubias & Han, 2011); medical and nursing undergraduate students
report having insufficient information on mental disorders (Llerena et al., 2002);



and Italian students in the health disciplines show lower levels of discrimination with
increasing age (Destrebecq et al., 2018; Pingani et al., 2016a).

This review of the literature indicates a real need to take action through appropriate
anti-stigma strategies in populations like those of students in the health disciplines,
for two different reasons (Evan-Lacko et al., 2016): it is easier to correct stereotypes
associated with mental illness at younger ages, and the adoption of stigma and
stigmatizing behavior in the exercise of their professions should be prevented as

early as possible.

The presence of stigmatizing attitudes in psychology students has been found in many
studies, and it is increasing with time. For example, Lyndon and colleagues (Lyndon et
al., 2016) determined that psychology students who believe that personality traits are
unchangeable are more likely to stigmatize individuals with mental disorders and desire
more social distance from them. The same study showed that being close to a person with
a psychiatric disorder is a predictor of reduced social distance.

Pranckeviciene et al. (2018) reported that social distance is also influenced by year of
study of the student. In that study, master’s and doctoral students exhibited significantly
lower social distance than bachelor’s students. In the same study, being familiar with
people with mental illness and having visited a psychologist for personal reasons were

found to be associated with a reduction of social distance.

The literature also contains evaluations of the efficacy of anti-stigma interventions on
students in psychology departments. Petkari, in a quali-quantitative study (Petkari, 2017),
assessed the effectiveness of a 10-week intervention that combined movies and related
discussions. The results showed improvement in some relational attitudes related to
stigma (compassion and proximity) and a high level of appreciation of the didactic

activity on the part of the students.

The present study investigated whether participation in clinical psychology lessons could
reduce levels of stigma in a population of students in the second year of their degree in
psychology and whether participation in these lessons would lead to a change in the

expression of stigma (Pingani et al., 2016b).



Method

Sample

All students in the second year of the 3-year degree course in psychology in the academic
years 2016/2017 (168) and 2017/2018 (219) at the University of Parma were invited to
participate in the study.

Intervention

An email was sent to the students 15 days before the start of the clinical psychology
lessons (t0), which contained a link to access an online questionnaire (the link was
deactivated at the beginning of the lessons). A week after the end of the lessons (t1), the
same link was again sent to each student so that he or she could to fill out the same online
questionnaire. The link was active for the following 15 days. The clinical psychology
lessons occur during the second year of the 3-year degree course; the module consists
of 63 hours of lectures and was conducted, for both academic years of the study, by
the same professor, who was aware of this study
(http://personale.unimore.it/rubrica/insegnamenti/c.franceschini).

Online questionnaire

The online questionnaire consisted of two parts: a survey form to collect
sociodemographic information (age, sex, marital status, work occupation, frequency of
lessons, daily time spent reading newspapers, previous participation in events on stigma
in mental health, and having relatives with psychological distress) and the Italian version
of the Attribution Questionnaire 27 (AQ-27-1) (Pingani et al., 2016a; Pingani et al., 2012).
The AQ-27-1 is a 27-item self-administered questionnaire validated in the Italian
language by Pingani and colleagues (Pingani et al., 2012) for use with the general
population, and it provides a means of measuring public stigma. The original
guestionnaire was developed and validated by Corrigan and colleagues (Corrigan et
al., 2000; Corrigan et al., 2002), combining two theoretical constructs: attribution
theory (if the patient is considered responsible for his/her disorder, then people may
be angry with him/her and will refrain from providing assistance; if, instead, the
patient is considered a victim of the disorder, then he/she will evoke feelings of pity

and readiness to help) (Corrigan et al. 2000; Pingani et al., 2012) and the theory of


http://personale.unimore.it/rubrica/insegnamenti/c.franceschini

dangerousness (those who perceive psychiatric patients as dangerous will fear and
avoid them) (Paterson & Neufeld, 1987; Corrigan et al., 2002).

Respondents were asked to rate their level of agreement with 27 statements about
“Harry,” a 30-year-old single man with schizophrenia, on a Likert scale from 1 (not at
all) to 9 (very much). The AQ-27-1 includes nine subscales, each assessing a typical
stereotype about people with mental illness: responsibility, pity, anger,
dangerousness, fear, help, coercion, segregation, and avoidance. Higher scores
indicate greater stigmatization toward Harry (in the Italian version, the subscales
for help and avoidance are reverse scored). The AQ-27-1 demonstrated an
acceptable internal consistency, with a Cronbach’s alpha value of 0.82 for the total

scale (Pingani et al., 2012).

Statistical analysis

The interval variables were described using means and standard deviations (SDs), and the
categorical and ordinal variables were described using frequencies and percentages. The
homogeneity test between the two subpopulations was performed by an independent-
samples t-test for interval variables, and a chi-square test was used for the categorical
variables. The pre/post analysis was performed using a paired-sample t-test (Machin &
Campbell, 2005). Structured equation modeling (SEM) was performed to assess whether
stigmatization changed after the intervention. Model fit was assessed using the following
indices: ¥ (p > 0,05), the goodness of fit index (GFI > 0.90), the root mean square error
of approximation (RMSEA < 0.05), the adjusted goodness of fit index (AGFI > 0.90),
and the comparative fit index (CFI > 0.90) (Kline, 2005).

Results

Sample

Of the total of 387 students contacted, 302 (78.04%) agreed to be involved in the study,
but only 266 (68.73%) completed the questionnaires at both tO and tl1. The
sociodemographic characteristics of the sample are described in Table 1. The mean age
of the total sample was 21.93 (SD + 5.34) years, and 83.08% of respondents were female.
Most students attended classroom lessons, and 46.24% were also employed. One student

in four (N = 68; 25.56%) had participated in events on the topic of stigma in mental health,



and 53 (19.92%) had a first- or second-degree relative with a psychiatric disorder. The
two subpopulations were not homogeneous for sex status: the undergraduate sample for
academic year 2017/2018 had more female students (N = 114; 89.06%) than the previous
academic year (N = 107; 77.54%).

Intervention

The pre/post analysis showed that, for three subscales (help, anger, and coercion), there
was a reduction in the average score (which is an index of a reduction in the levels of
stigma), but the change was not statistically significant (Table 2). The other six subscales
(personal responsibility, pity, segregation, dangerousness, fear, avoidance) and the total
score featured a statistically significant reduction in stigma levels. The segregation

subscale showed the greatest improvement (t = 21.98; df = 265; p < 0.001).

Study of changes in the stigma process after the intervention

The analysis, performed using SEM for the responsibility model at time t0, led to the
definition of the model represented in Figure 1. Thinking that a person is responsible
for his/her own mental illness (personal responsibility) is associated with an increase
in the emotional state of anger (anger) in the general population, which triggers a
double behavior: on one hand, there is a desire to provide support to people with
mental illness (help) and, on the other hand, a desire to confine and contain them
(segregation). Segregation is associated with an increase in the levels of pity and a
consideration of the use of coercive tools (mandatory health treatments, mechanical
restraints, restrictions on personal liberties, and forced drug delivery) in treatment
for mental health (coercion). The model fit parameters obtained were all extremely
positive: ¥ =11.12, df = 10, p = 0.348; GFI = 0.986; AGFI = 0.971; CFI =0.994; RMSEA
= 0.021. The model obtained at time t1 is described in Figure 2. The results indicate that
stigma has its own genesis in two behaviors: coercion and wanting to help people with a
psychiatric disorder. The presence of both elements is associated with the need to lock up
people with mental illness in a secure and isolated setting (segregation), which, in turn,
together with the subscale help, is associated with increased anger. Finally, feelings of
anger towards those using mental health services is associated with an increase in pity
(considering people with mental disabilities as unable to take control of their lives) and

an awareness of how the responsibility for inconvenience is to be attributed to people that



are affected. The model fit parameters obtained were also in this case extremely positive:
¥?=11.149, df = 9, p = 0.348; GFI = 0.986; AGFI = 0.967; CFI = 0.984; RMSEA = 0.03.
The danger appraisal model at t0 and t1 is described in Figures 3 and 4. The two models
obtained through SEM were identical: the stereotype of the danger that people with
psychological distress pose leading to avoidance behaviors and fear. The indices obtained
at t0 (*> = 0.097, df = 1, p = 0.755; GFI = 0.999; AGFI = 0.999; CFI = 0.999; RMSEA =
0.001) and t1 (y° = 1.091, df = 1, p = 0.296; GFI = 0.997; AGFI = 0.984; CFI = 0.999;
RMSEA = 0.019) were extremely positive.

Discussion

Before discussing the results, it is necessary to consider the limits of the present study.
The two subpopulations did not perfectly overlap (the proportions for sex and having
first- and second-degree relatives with psychological distress were different); the sample
was recruited in a wide time window of 2 years; the questionnaire used (AQ-27-1),
although validated in Italian, was defined based on theoretical constructs from the social
context of the United States, where many characteristics, for example mental health law,
differ from those of the Italian context; the SEM calculated for a sample of 266 students
produced models that must be used with extreme caution; and it is not possible to
determine whether any reduction of stigmatizing attitudes observed was temporary or
could be expected to persist over time.

This study investigated whether a cycle of clinical psychology lessons could be an
instrument for reducing stigmatizing attitudes. The data showed a reduction in the total
average score on the t AQ-27-1 and all its subscales, and the reduction was not statistically
significant for only three of them (help, anger, and coercion). In an interesting recent
study, Mannarini and colleagues (Mannarini et al., 2017) explored how stigmatizing
attitudes could be associated with the theoretical framework used for training students in
psychology. We can only hypothesize that the biopsychosocial model used in our case,
in contrast to a more strictly biological-reductionist model, may have assisted students to
become aware of negative stereotypes, attitudes, or behaviors. In addition, there is
evidence (Pranckeviciene et al., 2018) that the desire for social distance between
psychologists and patients increases with increasing years. It can be assumed that the

young age of the students, their enthusiasm, and their desire to pursue a professional



career in the context of mental health is an effective stimulus toward the reduction of
stigmatizing attitudes.

The models obtained for the second purpose of our study appeared to indicate a change
in the stigma process between initial and final evaluation. The initial model (t0) had some
similarities with that proposed by Corrigan et al. (2002) under the heading of attribution
theory (association between personal responsibility, anger, and segregation), but it also
showed marked differences. Initially, students may think that mental illness is a
consequence of actions and behaviors adopted by the person affected, and this generates
an emotional state of anger, with two consequences. They feel prompted to help the
mentally ill, presumably considering them the cause of their own illness but incapable of
dealing with it, and they consider it useful to isolate them in appropriate structures, using
detention methods. The image that emerges is of patients being unable to be protagonists
in their recovery paths or to understand how to cooperate to follow a therapeutic or
rehabilitative path.

There were some differences between the models obtained at t0 and t1 compared to the
original model of the theory of dangerousness (Edwards & Endler, 1989; Paterson &
Neufeld, 1987), where those who perceive psychiatric patients as dangerous fear and
subsequently avoid them. Our data suggest instead that the emotional (fear) and
behavioral (avoidance) aspects are both a direct consequence of stereotypes associated
with the danger posed by people with mental illness. This model also contrasts with two
previous studies conducted in Italy by our research group but is consistent with
other publications (Corrigan et al., 2000; Corrigan et al., 2002; Mufioz et al., 2015),
both regarding the general population (Pingani et al., 2012) and a population of
students of the Faculty of Medicine and Surgery (Pingani et al., 2016a), where the
original model of danger appraisal has been confirmed by statistical analysis. We
can only hypothesize that, in this case, this is a rational response to the fear of people with
psychological distress. If a person is considered dangerous, then, rationally, it must be

necessary to remove him/her from the community.

Conclusions

Despite the limitations of this study, and thanks to previous work on this topic
(Corrigan et al., 2000; Corrigan et al., 2002; Mufoz et al., 2015), we can conclude
that a cycle of clinical psychology lessons may be a useful tool for reducing

stigmatizing attitudes in a population of students seeking a psychology degree.



Despite the finding of statistically significant improvements in stigmatization, it is
not possible to say whether such change will be consolidated or tend to disappear
over time. Moreover, the differences highlighted in the theoretical models linked to the
stigma process may assume different trends in the different populations in which they are
applied. These points reflect the need already presented in the literature: to have greater
effects, it is necessary to concentrate anti-stigma events in specific populations
(Gronholm et al., 2017).
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Table 1. Sociodemographic characteristics of the sample and verification of the homogeneity between the two subpopulations

Mean (SD) Homogeneity of the
Total sample Academic Year Academic Year tWo sugb o uylations
P 2016/2017 2017/2018 pop
Age 21.93 (5.34) 22.03 (5.75) 21.82 (+4.88) t= 0'83:; gfg 264;
. . . t=1.29; df = 262;
Time spent every day reading newspapers (in minutes) 20.76 (£41.55) 23.91 (£52.99) 17.31 (£23.09) b= 0.20
N (%) .
- - Homogeneity of the
Academic Year Academic Year .
Total sample 2016/2017 2017/2018 two subpopulations
Sex Male 45 (16.92%) 31 (22.46%) 14 (10.94%) X2 =6.28; df = 1;
Female 221 (83.08%) 107 (77.54%) 114 (89.06%) p=0.01
Yes. in the classroom 171 (64.29%) 90 (65.22%) 81 (63.28%)
Did you follow more than 80% Yes. online live 43 (16.17%) 23 (16.67%) 23 (17.97%) X2 =4.16; df = 3;
of the lessons? Yes. online not live 26 (9.77%) 16 (11.59%) 16 (12.50%) p=0.25
No 26 (9.77%) 9 (6.52%) 17 (13.28%)
Unmarried 259 (97.37%) 136 123 _ e~
Marital status Married 5 (1.88%) 2 3 X2= 2':43’2%;_ %
Separated/ Divorced 2 (0.75%) 0 2 p=c
In addition to studying. do you Yes 123 (46.24%) 60 (43.48%) 63 (49.22%) X2=10.88;df=1;
also have a job occupation? No 143 (53.76%) 78 (56.52%) 65 (50.78%) p=035
Have you participated in events Yes 68 (25.56%) 31 (22.46%) 37 (28.91%)
(seminars. conferences. lectures) X2=1.45;df=1;
on the topic of stigma in mental p=0.23
health? No 198 (74.44%) 107 (77.54%) 91 (71.09%)
Did/do you have a first- or Yes 53 (19.92%) 34 (24.64%) 19 (14.84%) X2 =3.99: df = 1:
second-degree relative with a 2005




Table 2. Scores obtained before and after the intervention and verification of its effectiveness

AQ-27_1 TO mean (DS) T1 mean (DS) Paired sample t-test

Total score 85.49 (+22.76) 79.12 (+20.73) t=15.64; df = 265; p < 0.001
Personal responsibility 6.62 (£2.73) 6.26 (+2.64) t=2.23; df =265; p =0.03
Pity 14.86 (+5.42) 13.58 (+5.28) t=14.56; df = 265; p < 0.001

Help 7.55 (+3.96) 7.14 (+4.01) t=1.73; df = 265; p = 0.09
Anger 5.82 (+2.81) 5.69 (+2.54) t=0.76; df = 265; p = 0.45
Coercion 14.05 (+4.32) 13.85 (+4.07) t=0.87; df = 265; p = 0.39
Segregation 11.42 (x3.78) 6.45 (£3.49) t=21.98; df =265; p < 0.001
Dangerousness 8.18 (+3.90) 7.09 (£3.52) t=5.01; df =265; p <0.001
Fear 8.05 (+4.44) 6.87 (+3.99) t=4.7; df = 265; p < 0.001
Avoidance 13.44 (+5.25) 12.18 (¢5.11) t=4.24; df = 265; p < 0.001




Figure 1. Personal responsibility model at t0 (*p < 0,001)
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Figure 2. Personal responsibility model at t1 (*p < 0,001)
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Figure 3. Danger appraisal model at tO (*p < 0,001)
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Figure 4. Danger appraisal model at t1 (*p < 0,001)
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