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The impact of how knowledge can effect attitude change is important in order to understand the
consequences for stigma. The relationship between increasing subject knowledge of mental health
and attitude change was explored. The sample comprised 39 students (18 male and 21 female)
from a university in the West Midlands. Participants’ level of knowledge and stigma were recorded
through pre- and post-tests using the Mental Health Knowledge Schedule (MAKS), Community
Attitudes toward the Mentally I1l (CAMI) and the Opinions about Mental Illness (OMI) scale.
Information about mental illness was provided between conditions followed by a distractor task.
Responses were calculated and combined to give an overall score. A sign test with continuity cor-
rection was used to see whether there was a difference in attitudes. The pre- and post-test condi-
tions were scored. Results demonstrate a statistically significant median decrease in stigma in the
post-test condition (p = 0.03). Therefore, this research provides support for the success of provid-
ing knowledge and information about mental illness in order to reduce stigma.
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Minderung des Stigmas bei mentalen Problemen: Der Zusammenhang zwischen Wissen und
einer Anderung der Einstellung: Es ist wichtig zu verstehen, wie sich Wissen auf eine Anderung
der Einstellung auswirken kann, um die Folgen in Bezug auf das Stigma absehen zu kénnen. Es
wurde der Zusammenhang zwischen dem zunehmenden Wissen des/der Betroffenen iiber mentale
Gesundheit und einer Anderung der Einstellung gesucht. Die Stichprobe bestand aus 39 Studenten
(18 ménnlichen und 21 weiblichen) einer Universitit in den West Midlands. Der Kenntnisstand
und das Ausmaf des Stigmas der Teilnehmer wurden jeweils vor und nach der Anwendung der
Mental Health Knowledge Schedule (MAKS) sowie der Skalen Attitudes toward the Mentally 111
(CAMI) und Opinions about Mental Illness (OMI) festgehalten. Informationen iiber psychische
Erkrankungen wurden unter Krankheitsbedingungen mitgeteilt, darauf folgte eine Ablenkungsauf-
gabe. Die Antworten wurden berechnet und kombiniert, um einen Gesamtwert zu erhalten. Es
wurde ein Zeichentest mit Kontinuitétskorrektur angewendet, um festzustellen, ob Unterschiede
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hinsichtlich der Einstellung bestanden. Die Bedingungen vor und nach der Befragung wurden
bewertet. Die Ergebnisse zeigen eine statistisch signifikante Verringerung des Medians fiir das
Stigma nach dem Test (p = 0.03). Somit belegt diese Studie den Nutzen der Vermittlung von Wis-
sen bei der Minderung des Stigmas.

Schliisselbegriffe: psychische Gesundheit, Stigma, Wissen, Studenten, Einstellungen

1. Background
1.1. What is Stigma?

GOFFMAN (1963) was the first to propose the foundation of stigma, which provided the
discipline of psychology with a basis of its nature and the consequences of engaging
in this type of behaviour. As time progressed, the psychological repercussions of
stigma were investigated, leading to a conclusion that suggests stigma:
* [s a source of negative psychological distress (MAJOR & O’BRIEN 2005; QUINN
& CHAUDOIR 2009).
* Has social and political consequences for those who are subject to it (DovIDO et
al. 2000).
* Has a potentially detrimental effect on individuals (WAHL 1999).

Stigma is characterised as an experience or activity composed of rejection or
disparagement that is formed by a judgment about a person or group with a particular
difficulty (WEISs & RAMAKRISHNA 2006). Stigma is the consequence of loading nega-
tive connotations onto a particular situation or quality an individual may possess.
Therefore, when the term stigma is used, it is referring to the negative attitudes an
individual has towards an object or person (PETTY et al. 1997).

MAJoR and O’BRIEN (2005) suggested that stigma is an evolutionary adaptation.
Primarily it allows humans to circumvent negative aspects of group living, which
empowers them to ostracise individuals who the group believe to possess certain
negative characteristics. Psychological theory has proposed that stigma serves as a
function to human behaviour indicating that individuals embrace certain attitudes for
particular purposes (PERLOFF 2003). This has been demonstrated throughout research
suggesting that stigma serves as an expressive or evaluative function in order to com-
municate emotions towards a group or an individual (HOSSEINZADEH & HOSSAIN
2011). Evidence suggests this occurs as part of an evolutionary adaptation, which
argues that stigma serves as a protective factor within natural selection.

1.1.1. Stigma and Mental Health: A problem

Research has indicated that stigma represents an enduring behaviour and MARTIN,
LANG and OLAFSDOTTIR (2008) highlight particular concerns about the application of
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stigma to specific groups. They conclude that individuals who suffer from mental
health difficulties are the most likely group to experience stigmatising attitudes from
others. Indeed, Crisp, GELDER, MELTZER and ROwWLANDS (2000) discovered prevalent
beliefs amongst the general public including the following:
* That people who suffer from mental illnesses are dangerous
* That mental health difficulties are self-inflicted
* That individuals with mental health difficulties are difficult to communicate with.
This is reinforced and represented regularly in the media with popular television
shows portraying 74 cases of mental health utilising derogatory terms, e.g. ‘psycho’
and ‘basket case’ (‘Soaps and dramas’ 2008).
However, this piece of research is relatively outdated and the portrayal of men-
tal health in the media may have changed over the last six years, although there is a
lack of evidence to support this. Nevertheless, the majority of media negatively por-
trays an incorrect view of mental health, illness and disorders. Individuals who are
subject to this media collect a variety of incorrect knowledge and information, which
has an impact on the stigma they form. This is evident when examining the evolution
of stigma.
LaMm and colleagues (2010) discovered that stigma fundamentally evolves from
a culture’s pre-determined beliefs. Members of the public commonly acquire these
misrepresented views from the media. The press is deemed highly responsible for
many distorted beliefs surrounding mental health (Crisp et al. 2000). Broadcasting
agencies are paramount in shaping opinions and beliefs (BAUN 2009) and they often
depict substantial inaccuracies about illnesses (INELAND et al. 2008). Within this
research, it is evident that the overall portrayal of mental health is negative within
the media. Nevertheless, contemporary research has discovered that these mediums
are making progress in portraying mental illness in a more positive manner.
GOULDEN and colleagues (2011) discovered that between 1992 and 2008 there was
a substantial decrease in negative articles on mental health within local newspapers.
GOULDEN and colleagues (2011) reported an increase in newspaper stories outlining
and describing psychiatric disorders and the treatment of mental illness (WHITLEY
& BERRY 2013). There is evidence to suggest that the true reality of mental illness
is not being portrayed in the 21* century. Research has established that 40% of the
portrayals of mental health within the media remain negative (WHITLEY & BERRY
2013). Despite this, Substance Abuse and Mental Health Services Administration
(SAMHSA), has recently praised the film-making industry of accurately and posi-
tively representing mental illness and disorders. Most recently The Perks of Being
a Wallflower was commended for its sensitive approach to depression, suicide and
anxiety (PACKARD 2005).
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1.1.2. The Impact of Stigma on those with Severe and Enduring Mental Illness
(SMI)

Negative attitudes towards mental health have a succession of serious and enduring
consequences on diagnosed individuals, which can resonate throughout all aspects of
life (MILEVA et al. 2013). This is reflected within statistics, which demonstrate that
individuals who experience stigma are at a greater risk of completing suicide than
those who are not (PompILI et al. 2003). Therefore, it is reasonably evident that nega-
tive attitudes towards mental health have a profound impact on life and well-being.
With reference to the overall impact stigma has on an individual diagnosed with a
mental health problem, CorRrY (2008) reported that nine out of ten individuals who
had experienced mental health stigma abstained from partaking in certain activities,
e.g. shopping. Other research has suggested that 55% of patients, who had recently
been discharged from a psychiatric hospital, felt that they were viewed differently as
a consequence of negative stigma (BJORKMAN et al. 2007). It is evident that stigma-
tised attitudes do have a major impact on an individual’s life and well-being.

1.1.3. Knowledge and its Effect on Decreasing Stigma

DUKSTERHUIS AARTS, BARGH and VAN KNIPPENBERG (2000) discovered that there is a
strong link between memory and stereotyping behaviours, therefore, it has been sug-
gested that an inability to retain or recall information may lead to stereotypes being
formed. For that reason, the information an individual perceives about mental health
may have an impact on stigma. HOGBERG, MAGNUSSON, LUTZEN and EWALDS-KUST
(2012) reported that educated individuals exhibited an increased level of positive atti-
tudes towards mental illness, consequently, these individuals possessed fewer stigmas.
Further evidence suggests that a lack of understanding in a subject area is likely to
induce negative attitudes (GRIFFITH et al. 2010). When providing an educational inter-
vention strategy explicitly targeting this, participants' knowledge increased, which led
to positive attitudes being developed (GUSTAFFSON & BORGLIN 2013).

Fundamentally, research has concentrated primarily on the formation of stigma
being due to a lack of knowledge an individual possesses. The World Health Organ-
ization (2013) explicitly stated that negative attitudes are generated due to a lack of
subject knowledge. On reflection, there is potential to suggest an individual, who has
limited knowledge about mental illness, may acquire negative attitudes relating to
this subject.

Concerning the knowledge that is required to eradicate stigma, it has been sug-
gested that declarative knowledge is the most appropriate (ANDERSON 1976). This type
of knowledge is important when forming stigmatised attitudes as it suggests that what
an individual sees and hears, they deem to be true. Therefore, this suggests that any
positive information about mental health will be substantial enough to obtain a posi-
tive view of mental health and illness. This is relevant when exploring the media’s
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influence on mental health stigma. However, as previously discussed, the media pre-
dominantly display mental illness and treatment inaccurately. This inexactitude leads
to individuals’ believing incorrect information, which further enhances stigma.

Despite the research suggesting that knowledge is a key component within the
formation of stigmatised attitudes, the motivation of those who engage in stigmatis-
ing behaviour should be taken into consideration. A moderately educated individual
working as a bus driver may not have the same level of mental health knowledge as
an individual who works as a receptionist for a psychiatric hospital (FABREGA 1991).
It is clear that the motivations of these individuals described above will differ.

This has an effect on the theory of determinism, which argues that an individual
has a choice of whether or not to establish a stigmatised view of mental health. There
is potential to suggest that individuals are choosing to engage in stigmatising behav-
iour, despite understanding its consequences. This is supported by research conducted
by Crisp and colleagues (2000) who proposed that negative beliefs about mental
health are held by a large number of people, regardless of the mental health know-
ledge they possess. This is a problem when researching mental health stigma, as atti-
tudes can only be manipulated to a certain extent, and it is the individual’s personal
responsibility to ultimately decide whether they express those attitudes or not. As
demonstrated, the issue of determinism will be a crucial factor to consider throughout
this research.

In regard to the levels of knowledge the general population possess about men-
tal health, MAHTO and colleagues (2009) reported that the student demographic were
the most uninformed about mental health. COvARRUBIAS and MEEKYUNG (2011), sug-
gest stigmatised mental health views (e.g. dangerousness and mental health defining
an individual’s identity) in social work students resulted in an increase desire for
social distance and restrictions (e.g. social contact), whilst CHANDRA and MINKOVITZ
(20006) report an early onset of stigma in adolescents alongside gender differences.
Males demonstrated less mental health knowledge and experience and a higher men-
tal health stigma than females. Additionally, CHANDRA and MINKOVITZ (2007) argue
mental health stigma arises in adolescence when young people experience unsatis-
factory personal experiences with mental health services, and have poor mental
health knowledge. This is likely therefore to transcend through adolescence and into
student populations. Importantly, O’DRrisCOLL and colleagues (2012) argue that few
studies have explored the way in which children and adolescents are regarded by
their peers, despite the wide reporting of mental health problems in children and ado-
lescents. They suggest that little is known about the nature of stigmatisation by peers,
and no published research has focussed on implicit attitudes and as such stigma is not
well understood. Their research concludes that children and adolescents demonstrate
stigmatising responses to peers with common mental health problems and the extent
of stigmatisation depends on the type of mental health problem.

Taken together, previous research demonstrates that children, adolescents and
young adults (comprising the target population group in the current study) all hold
stigmatised attitudes towards mental health and that mental health problems are
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highly prevalent within this demographic. Previous research e.g. CHANDRA and
MinkoviTz (2006), and O’DriscoLL and colleagues (2012) would suggest that stig-
matised attitudes are exacerbated in young males, and that this is likely to be further
impacted by poor experience of mental health services, family attitudes and lack of
knowledge about mental health. Importantly, when considering metal health prob-
lems and stigmatised attitudes these are not treated homogeneously but are instead
disaggregated by problem type.

Students, however, are not the only group who lack mental health knowledge.
WEBB, JACOBS-LAWSON and WADDELL (2009) proposed that older adults also held
stigmatising attitudes, more specifically those related to the responsibility of mental
health. The most prevalent belief about mental health among older adults was that
individuals are accountable for their mental illness. Furthermore, SADIK, BRADLEY,
AL-HASOON and JENKINS (2010) reported that in developing countries, although the
aetiology of mental illness was understood, it was demonstrated that understanding
the nature of mental illness is less prevalent, consequently resulting in negative atti-
tudes and stigma. Nevertheless, individuals who are required to have a large amount
of mental health knowledge such as general practitioners, continued to demonstrate
negative stigma towards diagnosed patients (HANSSON et al. 2013).

An explanation as to why those who lack subject knowledge have a greater and
more general stigmatising attitude towards mental health may be because they have
more contact with media platforms. In 2010, The Telegraph newspaper reported that
young people spend 7 hours and 38 minutes in contact with the media, specifically
the Internet (KHAN 2010). In comparison, adults spend 1.5 hours a day on the Internet
(CHALABI 2013). MAHTO and colleagues (2009) suggested that the student population
were the most appropriate group to educate about mental health, due to the influence
of adolescents today on future generations (SAWYER et al. 2000).

Secondly, more contemporary research also indicates that students are restricted
in regard to mental health awareness within education, which in turn has a definite
impact upon the individual’s knowledge (WATSON et al. 2004). Consequently, as the
trend in research suggests, this lack of knowledge creates a greater negative percep-
tion on mental health, which leads to further stigma (BOWERS et al. 2013).

1.1.4. Overview

Throughout the research, there has been sufficient evidence to suggest that a lower
level of knowledge leads to a stigmatised attitude toward mental health. Taking this
into consideration, this study will aim to explore whether lower levels of knowledge
do have a profound impact on mental health stigma. Consequently, this study predicts
that as students’ levels of knowledge about mental health increase, there will be a
large decrease in the level of stigmatisation. Therefore, by providing students with
knowledge about mental health and illness, it will consequently change their attitudes
towards mental health.
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By researching this particular area of interest, the study will aim to provide
more information for individuals who work within the area of mental health and
supply them with a better understanding of how stigmas are acquired in relation to
knowledge, specifically with reference to students. This particular population has
been restricted within their exposure to mental health education, and, considering
the resources available, a considerable amount of students are unable to recognise
symptoms of severe and enduring mental illness (REAVLEY et al. 2012). In addition,
the onset of mental illness is prevalent in those aged 24 and under, the majority of
which are students in higher education (REAVLEY & JORM 2010). Consequently, the
aforementioned reasons produce a sound motive for research, which aims to impli-
citly educate the participants into adopting a more positive attitude towards mental
health.

This study aims to research students’ attitudes towards mental illness through
the use of The Attitudes to Mental Illness (2011) questionnaire, which was utilised
for this study. This is a well-validated questionnaire, which is routinely used within
clinical practice.

2. Method
2.1. Design

The study employed a pre-test/post-test quasi-experimental design with knowledge
as the independent variable (IV) and level of stigma as the dependent variable
(DV). Stigma was measured using the Attitudes to Severe Mental Illness (ASMI)
scale, which incorporates the Mental Health Knowledge Schedule (MAKS), Com-
munity Attitudes toward the Mentally 111 (CAMI) and the Opinions about Mental
Illness scale (OMI). All 39 participants took part in both the pre- and post-test con-
ditions.

2.2. Participants

A total of 52 participants were initially recruited, however, only 39 individuals (18
males and 21 females) completed the questionnaire in full. Participants comprised of
undergraduate psychology students aged 16 to 34 (92.3% aged 16 to 24 and 7.7%
aged 24 to 35) from a university located in the West Midlands.

The sample size was estimated by conducting a priori analysis using G* Power
software (ERDFELDER et al. 1996). This preliminary consideration of the sample took
into account the direction of the hypothesis, the proposed significance and power
levels. It was established that for a one-tailed hypothesis with a significance level
of a = 0.05 and a power level of 0.95, this study required a minimum of 28 partici-
pants, which was obtained.
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2.3. Materials

The questionnaire includes three sections: demographics, the Mental Health Know-
ledge Schedule (MAKS), the Community Attitudes toward the Mentally 111 (CAMI)
and the Opinions about Mental Illness Scale (OMI).

Participants’ levels of knowledge were assessed by the Mental Health Know-
ledge Schedule (MAKS), which consists of 12 items (a = 0.65) including stigma-
related knowledge (employment, help seeking, recognition, support, treatment and
recovery) as well as the diagnostic criteria for severe and enduring mental illness
(Appendix F).

Attitudes towards severe and enduring mental illness were assessed using the
Community Attitudes toward the Mentally I11 (CAMI) and Opinions about Mental
Illness Scale (OMI), a validated tool used for research in the UK and Canada (EvANS-
Lacko et al. 2013). This scale consists of 26 items (o = 0.87), measuring attitudes
towards social debarment, compassion and understanding of support and treatment
within the community (Appendix G). An overall knowledge and stigma score for
each participant was collated for these sections of the questionnaire. Both the know-
ledge and attitude components were scored so that a higher score on each represented
greater knowledge and lower negative attitudes.

An excerpt about the classification and diagnosis of mental disorders and illness
entitled Mental Health Problems (Mind 2011) was also provided to participants. A
distractor task similar to the Brown-Peterson technique was utilised in the form of a
clock face (Appendix I). This method was utilised in order to study the effects of
knowledge on stigma over a short period of time and to prevent high levels of attri-
tion (SIMKINS-BULLOCK et al. 1994).

2.4. Procedure

The independent variable of knowledge was manipulated by providing participants
with an extract describing some of the most commonly diagnosed mental illnesses as
well as their treatment processes, which was acquired from Mind (2011). To counter-
act memorisation of this material, a distractor task following the pattern of the
Brown-Peterson distractor paradigm was utilised (JOHNSON et al. 1998). For this
study, participants were required to count backwards in threes, anti-clockwise from
midnight, ending at 3 o’clock whilst observing the static clock face.

Once these sections were completed, the participants were asked to repeat the
MAKS and CAMI section of the questionnaire again, in order to establish a post-test
measure.
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3. Results

39 participants took part in this study to understand whether increasing knowledge
about mental health has an impact on attitudes towards mental illness. Data are me-
dians unless otherwise declared.

The participants’ level of knowledge reduced in the post-test condition (Mdn =
5.28) compared to the pre-test condition (Mdn = 9.43) with a median difference of 4.13.
At the same time, the level of stigma in the pre-test condition (Mdn = 12) reduced com-
pared to the post-test condition (Mdn = 14) with a median difference of 2.

Out of the 39 participants who took part in the study, an increase in stigma
levels were seen in 24 participants. There were 12 participants whose levels of stigma
did not improve and 3 whose did not change.

A sign test with continuity correction was utilised to compare the differences
between stigma levels pre- and post-test. The analysis reported a statistically signifi-
cant median decrease in stigma in the post-test condition, z = 1.83, p = 0.03, suggest-
ing that subsequent to the study, participants had lower levels of stigma compared to
the pre-test condition. This leads to the hypothesis — as students’ levels of knowledge
about mental health increase, there will be a large decrease in the level of stigma-
tisation — being accepted.

4. Discussion

Primarily, this study has given evidence in accordance with literature surrounding
severe and enduring mental illness, demonstrating that mental health stigma is prom-
inent within the student population (EISENBERG et al. 2009). This piece of research is
distinctive to previous literature as it combines the construct of knowledge, which
was not previously investigated. As a result, this study has provided an opportunity
to understand how stigma can be eradicated, by recognising what information and
knowledge individuals need to be provided with in order for stigma to be eliminated.
The research findings are also paramount to students themselves, with previous
research suggesting severe and enduring mental illness is not often recognised by stu-
dents (REAVLEY et al. 2012), this study highlights a prominent feature within mental
health education; providing knowledge to young people. This is particularly import-
ant with reference to the media influences young individuals are often subjected to
(‘Soaps and dramas’ 2008; Crisp et al. 2000; INELAND et al. 2008), which increases
the importance for accurate and frequent mental health education in order for nega-
tive attitudes to be counteracted.

This study further supports and strengthens existing research on the impact of
knowledge on stigmatised attitudes, which suggest that stigma develops due to a lack
of knowledge (PINE 2012; The World Health Organization 2013). In particular, the
study can deduce the pattern of attitudes students possess about mental illness. The
majority of individuals who took part in this study expressed a negative and stigma-
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tised attitude towards severe and enduring mental illness in the pre-test condition.
This is contradictory in reference to the suggestions HOGBERG, MAGNUSSON, LUTZEN
and EwALDS-KUST (2012) made about those who are in education, who demonstrate
more positive attitudes towards those with severe and enduring mental illness. How-
ever, this confirms MAHTO and colleagues’ (2009) suggestion that students are the
most misinformed population when it comes to mental health knowledge. Although
this research does not provide a comparison to the general population, it can be pro-
posed from the results that attitudes towards mental health consist of negative beliefs
(BJORKMAN et al. 2007; WHITLEY & BERRY 2013).

Despite the encouraging conclusions this research has produced, an element of
the study is open to question. Primarily, how the level of knowledge reduced in the
post-test compared to the pre-test. This suggests that individuals did not gain any
knowledge due to reading the information from Mind (2011). Firstly, due to the
lengthy and repetitive questionnaire provided to participants, this may have con-
tributed to cognitive fatigue (MACMAHON et al. 2014), consequently individuals may
have randomly selected their answers, resulting in a lower knowledge score being
calculated.

In addition, the length of time an individual was exposed to and the type of
information about mental health should be considered. Within this study, participants
were in contact with the excerpt from Mind (2011) for an unlimited period of time,
which was not measured or recorded. Consequently, the research cannot draw con-
clusions as to whether some participants changed their level of knowledge because
they read and digested the given knowledge more than other participants. Similarly,
conclusions cannot be drawn that all participants read the knowledge given; some
may have skipped this section without reading the information. Therefore, this study
cannot accurately suggest that knowledge was a factor in changing and decreasing
attitudes towards mental health.

Further, a level of knowledge reduction in the post- compared to pre-test con-
dition could be accounted for by a partial failure to attend to information since some
individuals may read ‘mental health’ and reduce their level of attention as they
believe they already have all of the information required to make a decision/perceive
themselves to be in a pre-existing position of knowledge. A subsequent study could
focus entirely on this to replicate and disaggregate this result. An eye tracking study
for example would lend itself well to measuring attention duration and a pupilo-
meter could measure cognitive load as an indicator of processing. As the study
population were students, stigma is relatively prominent within this population (e.g.
CHANDRA & MINKOVITZ 2006; 2007) despite the age group being high risk for men-
tal health problems. Attending to, and assimilating, new information regarding men-
tal health may place the individual at odds with their pre-existing beliefs and as such
lead to a state of cognitive dissonance. One way of reducing potential dissonance is
via explicit attention failure or through implicit processing of information but with-
out demonstrating explicit acquisition of knowledge. Both are worthy of future
exploration.
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An alternative explanation is that the medium used to reduce stigma should
have been varied. Research by NGUYEN, CHEN and O’REILLY (2012) suggests face-
to-face (direct) contact between pharmacy students and individuals with a mental
health problem vs. film contact (indirect method) between the same populations, was
significantly more successful in reducing mental health stigma. Future studies could
focus on varying levels of direct and indirect contact to find a suitable medium for
use with heterogeneous rather than specialist student populations.

Furthermore, a question raised within this research is the difficulty of how to
accurately measure stigmatising attitudes within psychological research. This
research utilised the Community Attitudes toward the Mentally Il (CAMI) and Opin-
ions about Mental Illness Scale (OMI). Both of these scales were used within previ-
ous research, therefore the validity of each scale could be assumed (EvANS-LACKO et
al. 2013). Concerns were raised about the internal consistency of the Mental Health
Knowledge Schedule, which received a Cronbach’s alpha of 0.65, which is relatively
low. However, KLINE (1999) suggested that differing alphas might be more appropri-
ate depending on the type of questions being assessed for reliability. For research
addressing psychological constructs, such as mental health and illness, the Cron-
bach’s alpha may measure below 0.7, which is acceptable as psychological constructs
are diverse. As a result, the MAKS was still utilised within this study, despite its
apparent low alpha level.

Nevertheless, the importance of this type of research being conducted is para-
mount, especially when the impact of stigma on individuals with severe and enduring
mental illness has been profoundly documented (POMPILI et al. 2003; BJIORKMAN et
al. 2007; Corry 2008). This research has provided a basic foundation for further
research to investigate the consequences of mental health education on students. One
element has been demonstrated within the research by examining the way informa-
tion about severe and enduring mental illness is disseminated. This study relied on
participants reading and digesting information individually, although this study
would have benefited from a combination and comparison of teaching the informa-
tion to students, which could be an area for future research.

Furthermore, it could be expected that students in tertiary education, who have
a high level of education and therefore knowledge, would have lower levels of
stigma. This notion is an area, which should be further addressed within the research,
to identify the specific types of knowledge that contribute to the reduction in stigma.
This would further positively impact the development of mental health education
within schools and higher education institutions.

However, in regard to the knowledge necessary for the education of mental
health, the type of knowledge, which individuals require in preventing stigma has
been evaluated throughout this study. A number of questions in the MAKS, CAMI
and OMI scales have been subject to individual experience. Originally, ANDERSON
(1976) proposed that declarative knowledge was crucial in regard to stigma, how-
ever, this study has discovered that there may be other types of knowledge
involved.
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When information is received, which in this case was through an excerpt from
Mind (2011), individuals can relate to it, which translates to personal knowledge that
they can identify with or empirical knowledge, which they may have seen and/or
experienced. As a result, the knowledge they are provided with combines with their
already existing experiences, some which may be conflicting. As a result, the strength
of the information they are given depends upon the source it is derived from. There-
fore, this study has ascertained that when mental health education is provided, exist-
ing experiences should be accounted for and the source of the information must be
influential otherwise stigma will not be successfully eradicated.

On reflection, the study could have adapted the way in which the knowledge
section was provided to participants. Previous research suggested that the most
effective time frame in which information is learnt and memorised is over a 9-week
period (GRIFFITH et al. 2010). This study expected participants to complete the ques-
tionnaire and acquire knowledge of mental health in less than 20 minutes. By exam-
ining the time frame in which participants undertook the study, it is evident that a
majority of the individuals completed the questionnaire at a fast pace and may not
have provided accurate and true answers.

This has an important influence on the stigma scores derived from participants
as it could be suggested that if participants had accurately digested the information
on severe and enduring mental illness, stigma scores could have been reduced further.

However, research that instructs participants to learn knowledge over certain
intervals of time is in possession of its own limitations. Firstly, there is the potential
for high levels of attrition (GUSTAFFSON & BORGLIN 2013). This study eliminated
selective attrition by including a distractor task, similar to the Brown-Peterson tech-
nique, rather than providing the questionnaire to participants at another point in time
e.g. after a week. By eliminating attrition, this study can establish higher levels of
validity. Secondly, it may not be appropriate for participants to be involved in a
group-learning environment due to the possibility that they will communicate with
one another. As a result of this, participant’s responses within the research may be
influenced, therefore, to avoid this, individual sessions may be more appropriate.

The research has demonstrated that it is possible to change attitudes that are
related to mental health stigma in particular by modifying negative beliefs about
mental illness and treatment. The research provides a basis for strategies that can be
implemented to reduce mental health stigma. Educational programs for schools, uni-
versities and work places could be introduced in order to educate individuals on men-
tal illness diagnosis and treatment. The research conducted provides a basis for this
by presenting evidence in order for development and progress to be made on poten-
tial campaigns aimed at reducing stigma.

Previous research has given evidence to suggest that in order to successfully
decrease levels of stigma, a change in behaviour is also required (HAWKE et al.
2013). This study was not concerned with whether the behavioural aspects of an
individual had changed. Therefore, they were not included within the research. Pre-
vious studies conducted into behaviour change suggested that it is a complex
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process that requires more than the alteration of attitudes towards mental illness
(ROLLNICK et al. 2005).

Research into the area of mental health stigma is regarded highly in the current
psychological climate. This is due to the recognition that mental illness prevalence
has increased within the student population (Younis 2014). Furthermore, charities
such as Time to Change have recently launched several campaigns, which target the
issue of mental health stigma within the general public. Most commonly known is
the ‘Time to Talk, Time to Change’ action, which encourages individuals with mental
illness to speak openly to family and friends about their experiences with mental
health. Through doing this, the charity is actively adapting the way in which people
view mental health. Because this research contributed to the understanding of stig-
matised attitudes, this will further support these campaigns, by providing them add-
itional and worthy factors to consider.

Overall, this research has contributed to the comprehensive understanding of
mental illness stigma in relation to knowledge being a factor that can influence and
bring about change. In addition, this study demonstrates the implications of this type
of research not only for further advances in psychological research but for schools,
universities and in the workplace that may implement strategies to reduce mental
health stigma. In this instance, it has been suggested that knowledge plays a vital role
in aiding this process.

References

ANDERSON, J.R. (1976) Language, memory and thought. Hillsdale, NJ: Erlbaum.

Baun, K. (2009) Stigma Matters: The Media's Impact on Public Perceptions of Mental Illness;
retrieved 04 April 2017 from www.ontario.cmha.ca/wp-content/files/2012/07/olm_stigma_
matters_200902.pdf; Ottawa Life Magazine (February), 31-33.

BiorkMAN, T., B. SVENSSON & B. LUNDBERG (2007) ‘Experiences of Stigma among People with
Severe Mental Illness: Reliability, Acceptability and Construct Validity of Two Stigma
Scales Measuring Devaluation/Discrimination and Rejection Experiences’, Nordic Journal
of Psychiatry 61, 332-38 (DOI: 10.1080/08039480701642961).

CHALABI, M. (2013) ‘Do we Spend More Time Online That Watching the TV?’, retrieved 04 April
2017 from http://www.theguardian.com/politics/reality-check/2013/oct/08/spend-more-time-
online-or-watching-tv-internet; The Guardian (8 Oct 2013) np.

CHANDRA, A. & C.S. MINKOVITZ (2006) ‘Stigma Starts Early: Gender Differences in Teen Will-
ingness to Use Mental Health Services’, Journal of Adolescent Health 38, 754.¢1-754.¢8
(DOI: 10.1016/j.jadohealth.2005.08.011).

CHANDRA, A. & C.S. MINKOVITZ (2007) ‘Factors that Influence Mental Health Stigma among 8%
Grade Adolescents’, Journal of Youth and Adolescence 36, 763—74.

CORRY, P. (2008) ‘Stigma Shout: Service User and Carer Experiences of Stigma and Discrimin-
ation’, Time to Change, retrieved 3 Feb 2014, from http://www.time-to-change.org.uk/files/
Stigma%?20Shout.pdf.

COVARRUBIAS, 1. & H. MEEKYUNG (2011) ‘Mental Health Stigma about Serious Mental Illness
among MSW Students: Social Contact and Attitude’, Social Work 56, 317-25.

Crisp, A.H., M.G. GELDER, H.LMELTZER & O.J. ROwLANDS (2000) ‘Stigmatisation of People with
Mental Illness’, The British Journal of Psychiatry 177, 47 (DOI: 10.1192/bjp.177.1.4).

EJMH 12:1, June 2017



38 L. SIMMONS, T. JONES & E. BRADLEY

DUKSTERHUIS, A., A. AARTS, J.A. BARGH & A. VAN KNIPPENBERG (2000) ‘On the Relationship
between Associate Strength and Automatic Behaviour’, Journal of Experimental Social
Psychology 36, 531-44 (DOI: 10.1006/jesp.2000.1427).

Dovipo, J.F., B. MAJOR & J. CROCKER (2000) ‘Stigma: Introduction and Overview’ in T.F.
HEATHERTON, R.E. KLECK. & M.R. HEBL, eds., The Social Psychology of Stigma (New York:
Guildford).

EISENBERG, D., M.F. DOwNS, E. GOLBERSTEIN & K. ZIVIN (2009) ‘Stigma and Help Seeking for
Mental Health among College Students’, Medical Care Research and Review 66, 522-41
(DOI: 10.1177/1077558709335173).

ERDFELDER, E., F. FAUL & A. BUCHNER (1996) ‘GPOWER: A general Power Analysis Program’,
Behavior Research Methods, Instruments, & Computers 28, 1-11.

EvANs-LACKO, S., C. HENDERSON & G. THORNICROFT (2013) ‘Public Knowledge, Attitudes, and
Behaviour Regarding People with Mental Illness in England 2009-2012°, The British Jour-
nal of Psychiatry 55, 51-57 (DOI: 10.1192/bjp.bp.112.112979).

FABREGA, H. (1991) ‘Psychiatric Stigma in Non-Western Societies’, Comprehensive Psychiatry
32, 534-51.

GoFFMAN, E. (1963) Stigma: Notes on the Management of Spoiled Identity (Englewood Cliffs, NJ:
Prentice Hall).

GOULDEN, R., E. CORKER, S. EVANS-LACKO, D. ROSE, G. THORNICROFT & C. HENDERSON (2011)
‘Newspaper Coverage of Mental Illness in the UK: 1992-2008°, BMC Public Health 11,
796-804 (DOI: 10.1186/1471-2458-11-796).

GRIFFITH, J.D., C.L. HART & M. BRICKEL (2010) ‘Using Vignettes to Change Knowledge and Atti-
tudes about Rape’, College Student Journal 44, 515-27.

GUSTAFSSON, M. & G. BORGLIN (2013) ‘Can a Theory-Based Educational Intervention Change
Nurses” Knowledge and Attitudes Concerning Cancer Pain Management? A Quasi-Experi-
mental Design’, BMC Health Services Research 13, 328-39 (DOI: 10.1186/1472-6963-13-
328).

HANssoN, L., H. JORMFELDT, P. SVEDBERG & B. SVENSSON (2013) ‘Mental Health Professionals’
Attitudes towards People with Mental Illness: Do they Differ from Attitudes Held by People
with Mental Illness?’ International Journal of Social Psychiatry 59, 48-54 (DOI:
10.1177/0020764011423176).

HAWKE, L.D., S.D. PARIKH & E.E. MICHALAK (2013) ‘Stigma and Bipolar Disorder: A Review of
the Literature’, Journal of Affective Disorders 150, 181-91 (DOI: 10.1016/j.jad.2013.
05.030).

HOGBERG, T., A. MAGNUSSON, K. LUTZEN & B. EwALDS-KUST (2012) ‘Swedish Attitudes towards
Persons with Mental Illness’, Nordic Journal of Psychiatry 66, 86-96. (DOI: 10.3109/
08039488.2011.596947).

HoSSEINZADEH, H. & S.Z. HossAIN (2011) ‘Functional Analysis of HIV/AIDS Stigma: Consen-
sus or Divergence’, Health, Education and Behaviour 38, 584-95 (DOI: 10.1177/
1090198110386180).

INELAND, L., L. JACOBSSON, R.E. SALANDER & P. SJOLANDER (2008) ‘Attitudes towards Mental
Disorders and Psychiatric Treatment Changes over Time in a Swedish Population’, Nordic
Journal of Psychiatry 62, 192-97 (DOI: 10.1080/08039480801962855).

Jonnson, S.K., J. DELuca, B.J. DiaMOND & B.H. NATELSON (1998) ‘Memory Dysfunction in
Fatiguing Illnesses: Examining Interference and Distraction in Short-Term Memory’, Cog-
nitive Neuropsychiatry 3, 269-85.

KHAN, U. (2010) Children Spend 7 Hours 38 Minutes a Day Online’, retrieved 4 Apr 2017 from
http://www.telegraph.co.uk/technology/news/7118354/Children-spend-7-hours-38-mins-a-
day-online.html; The Telegraph (1 Feb 2010) np.

EJMH 12:1, June 2017



REDUCING MENTAL HEALTH STIGMA 39

Lam, C.S., HW.H. TsANG, P W. CorrIGAN, Y. LEE, B. ANGELL, K. SHI, S. JIN & J.E: LARSON
(2010) “Chinese Lay Theories and Mental Illness Stigma: Implications for Research and
Practices’, Journal of Rehabilitation 76, 35—40.

MACMAHON, C., L. SCHUCKER, N. HAGEMANN & B. STRAUSS (2014) ‘Cognitive Fatigue Effects on
Physical Performance during Running’, Journal of Sport and Exercise Psychology 36, 375—
81 (DOI: 10.1123/jsep.2013-0249).

MamnTto, R.K., P.K. VERMA, A.N. VERMA, A.R. SINGH, S. CHAUDHURY & K. SHANTNA (2009) ‘Stu-
dents’ Perception about Mental Illness’, Industrial Psychiatry Journal 18, 92-96 (DOI:
10.4103/0972-6748.62267).

MAIJOR, B. & L.T. O’BRrIEN (2005) “The Social Psychology of Stigma’, Annual Review of Psychol-
ogy 56, 393-421.

MARTIN, J.K., A. LANG & M.A. OLAFSDOTTIR (2008) Rethinking Theoretical Approaches to
Stigma: A Framework Integrating Normative Influences of Stigma (FINIS)’, Social Science
and Medicine 67, 431-40 (DOI: 10.1016/j.socscimed.2008.03.018).

MiLEVA, V.R., G.H. VAZQUEZ & R. MILEV (2013) ‘Effects, Experiences, and Impact on Patients
with Bipolar Disorder’, Journal of Neuropsychiatric Disease and Treatment 9, 31-40 (DOI:
10.2147/NDT.S38560).

Mind (2011) Understanding mental health problems, retrieved 7 Feb 2014, from http://www.
mind.org.uk/information-support/.

NGUYEN, E., T.F. CHEN & C.L. O’REILLY (2012) ‘Evaluating the Impact of Direct and Indirect Con-
tact on the Mental Health Stigma of Pharmacy Students’, Social Psychiatry and Psychiatric
Epidemiology 47, 1087-98.

O’DriscoLL, C., C. HEARY, E. HENNESSY & L. MCKEAGUE (2012) ‘Explicit and Implicit Stigma
towards Peers with Mental Health Problems in Childhood and Adolescence’, Journal of
Child Psychology and Psychiatry 53, 1054—62.

PACKARD, E. (2005) ‘Voice awards Honor Positive Portrayals of Mental Disorders’, Monitor on
Psychology 36, 17-18.

PERLOFF, R. (2003) The Dynamics of Persuasion. Communication and Attitudes in the 21*' Century
(3" ed. Mahwah, NJ: Lawrence Erlbaum).

PETTY, R.E., D.T. WEGENER & L.R. FABRIGAR (1997) ‘Attitudes and Attitude Change’, Annual
Review of Psychology 48, 609—47 (DOI: 10.1146/annurev.psych.48.1.609).

PINE, D. (2012) ‘Stigma Caused by a Lack of Information’, DNA Learning Center, retrieved 4
Feb 2014, from www.dnalc.org/view/2297-Stigma-Caused-by-a-Lack-of-Information.
html.

PowmpiLl, M., I. MANCINELLI & R. TATARELLI (2003) ‘Stigma as a Cause of Suicide’, British Journal
of Psychiatry 183, 173—74 (DOI:10.1192/bjp.183.2.173-a).

QuinN, D.M. & S.R. CHAUDOIR (2009) Living with a Concealable Stigmatized Identity: The
Impact of Anticipated Stigma, Centrality, Salience and Cultural Stigma on Psychological
Distress and Health’, Journal of Personality and Social Psychology 97, 634-51 (DOI:
10.1037/a0015815).

REAVLEY, N.J. & A.F. JorMm (2010) ‘Prevention and Early Intervention to Improve Mental Health
in Higher Education Students: A Review’, Early Intervention in Psychiatry 4, 132—42 (DOI:
10.1111/5.1751-7893.2010.00167.x).

REAVLEY, N.J., T.V. MCCANN & A.F. JorM (2012) ‘Mental Health Literacy in Higher Education
Students’, Early Intervention in Psychiatry 6, 45-52 (DOI: 10.1111/j.1751-7893.2011.
00314.x).

RoLLNICK, S., C.C. BUTLER, J. MCCAMBRIDGE, P. KINNERSLEY, G. ELWwYN & K. REsNicow (2005)
‘Consultations about Changing Behaviour’, British Medical Journal: Clinical Research 331,
961-63 (DOI:10.1136/bmj.331.7522.961).

EJMH 12:1, June 2017



40 L. SIMMONS, T. JONES & E. BRADLEY

SADIK, S., M. BRADLEY, S. AL-HASOoON & R. JENKINS (2010) Public Perception of Mental Health
in Iraq’, International Journal of Mental Health Systems 4, 26-37 (DOI: 10.1186/1752-
4458-4-26).

SAWYER, B.G., J. HUBBARD & L. RICE-SPEARMAN (2006) ‘Introducing Clinical Laboratory Science:
CLS Students Help Shape the Future’, Clinical Laboratory Science: Journal of the American
Society for Medical Technology 19, 206—13.

SIMKINS-BULLOCK, J., G. BROWN, M. GREIFFENSTEIN, G. MALIK & J. MCGILLICUDDY (1994)
‘Neuropsychological Correlates of Short-Term Memory Distractor Tasks among Patients
with Surgical Repair of Anterior Communicating Artery Aneurysms’, Neuropsychology 8,
246-54.

‘Soaps and dramas’ (2008) Time to Change, retrieved 3 Feb 2014, from www.time-to-change.
org.uk/media-centre/media-advisory-service/soaps-dramas#research.

WaHL, O.F. (1999) ‘Mental Health Consumer’s Experience of Stigma’, Schizophrenia Bulletin 25,
467-78.

WartsoN, A.C., E. OTEY, A.L. WESTBROOK, A. L. GARDNER, T.A. LAMB, P.W. CORRIGAN & W.S.
FENTON (2004) ‘Changing Middle Schoolers’ Attitudes about Mental Illness through Educa-
tion’, Schizophrenia Bulletin 30, 563-72.

WEBB, A.K., J.M. JacoBs-LawsoN & E.L. WADDELL (2009) ‘Older Adults’ Perception of Men-
tally Il Older Adults’, Aging and Mental Health 13, 838-46 (DOI: 10.1080/
13607860903046586).

WEIss, M. & J. RAMAKRISHNA (2006) ‘Stigma Interventions and Research for International Health’,
The Lancet 367, 367-536 (DOI: 10.1016/S0140-6736(06)68189-0).

WHITLEY, R. & S. BERRY (2013) ‘Trends in Newspaper Coverage of Mental Illness in Canada:
2005-2010’, Canadian Journal of Psychiatry 58, 107—12.

World Health Organization (2013) ‘Stigma: A Major Barrier to Suicide Prevention’, International
Association for Suicide Prevention, retrieved 3 April 2014 from http://iasp.info/ wspd/pdf/
2013/2013_wspd_brochure.pdf.

Younis, J. (2014) ‘Mind Matters: The Mental Health Taboo at Universities’, retrieved 4 April 2017
from http://www.theguardian.com/education/2014/mar/3 1/mind-taboo-mental-health-uni-
versity, The Guardian (31 Mar 2014) np.

EJMH 12:1, June 2017



