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Abstract: For people with mental illnesses, stigma represents a barrier to social participation. Health
professionals, including students, often hold stigma toward such individuals, Further, people with a
mental illness often have self-stigma. This study aimed to both develop and examine the effectiveness
of a new program based on co-production with dialogue for reducing stigma among both health
science students and people with mental illnesses. This was a quasi-experimental study, with a pre-
and post-test design and no control group. The sample comprised 28 university students majoring in
occupational therapy and 20 community-dwelling people with mental illnesses. The Co-Production
with Dialogue Program for Reducing Stigma (CPD-RS) was administered to this sample. Link’s
Devaluation Discrimination Scale (DDS) was used to assess whether the program reduced stigma.
Compared to their preintervention scores, the students’ postintervention DDS scores significantly
decreased, persisting for at least one month, but those of people with mental illnesses showed no
significant change. Both the students and the people with mental illnesses evaluated the program as
“positive” through a questionnaire administered two months after the intervention. These results
suggest that the CPD-RS reduces health science students’ stigma toward people with mental illnesses
and fosters mutual understanding between the two groups.

Keywords: stigma reduction; co-production with dialogue; health science students; people with

mental illnesses

1. Introduction

The Greeks created the term “stigma” to describe “bodily signs designed to expose
something unusual and bad about the moral status of the signifier” [1]. Ample research has
examined the psychological aspects of stigma, including its definitions, conceptualizations,
dimensions, and processes [2—4]. When applied to mental illness, stigma refers to social
judgment, degradation, or devaluation of individuals because they exhibit symptoms of
mental illness or have been labeled as having a mental illness [3]. Stigma has the following
three key components: (1) knowledge-related issues (ignorance), (2) attitudinal issues
(prejudice), and (3) behavioral issues (discrimination) [4]. These issues can precipitate
social exclusion; thus, stigma may make it difficult for people with a mental illness to have
productive and fulfilling lives [5,6]. There are two types of mental illness stigma, namely
public stigma and self-stigma. Public stigma refers to the general public’s discriminatory
response to people with mental illnesses. Self-stigma is the internalization of public stigma
regarding mental illness [3].

Medical practitioners hold varying attitudes toward people with mental illnesses [7].
Some studies have reported that mental health professionals’ attitudes toward people with
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mental illnesses are similar to—and occasionally more negative than—those of the general
public; this is contrary to the common assumption that such professionals, as a result
of their knowledge of mental illness and daily contact with people experiencing mental
illness, have more favorable attitudes toward such people [8,9]. It has also been reported
that university students majoring in health science often hold stigmatized views of people
with mental illnesses, suggesting that the current curricula for healthcare providers do not
positively influence students in this regard [10,11].

Several interventions have been employed to tackle stigma toward psychiatric illness,
including education through lectures and case sessions, and the use of contact-based in-
terventions that involved either direct or filmed contact [12,13]. Education is the most
commonly implemented stigma-reduction approach and is mostly applied based on etio-
logical models of psychiatric illness [14]. Conceptualizing mental disorders biologically
can represent patients as being physiologically different from people without diagnosed
mental disorders, and as being governed by genetic or neurochemical abnormalities in-
stead of their own human agency; such perceptions can engender negative social attitudes
and dehumanization [15,16]. Notably, biogenetic causal beliefs and diagnostic labeling
are positively related to prejudiced views among the public, as well as fear and a desire
for distance among the victims of such stigma [17]. The video approach is effective in
improving attitudes toward people with mental illnesses and knowledge about mental
illness [18,19], but its effects on actual behavior have not been fully confirmed [19]. The
contents of the videos affect the effectiveness of stigma reduction [19,20]. Contact had
a relatively stable effect on students’ attitudes and intended behavior that was stronger
than the effect of short video interventions [21]. Contact and educational interventions
have small-to-moderate immediate effects on stigma reduction [22]. To drastically reduce
stigma, a new program is needed that emphasizes potential recovery from mental illness,
as well as multiple types of social contact [23,24], collaborative working, the building of
partnerships and networks, and the involvement with people with lived experiences of
mental illness [25,26].

People with mental illnesses often internalize stereotypes about mental illness, a ten-
dency known as self-stigma, which can cause them to experience a loss of self-esteem
and self-efficacy [27]. Specifically, higher levels of internalized stigma are associated with
lower levels of hope, empowerment, self-esteem, self-efficacy, quality of life, and social
support [28]. Furthermore, among outpatients, loneliness, low social support, perceived
stigma, experience of stigma, and anticipated stigma reportedly contribute to higher self-
stigma [29]. Thus, reducing self-stigma is imperative; consequently, there is a need for
strategies and interventions that empower people with mental illnesses to pursue their
life goals [27]. Various interventions have been developed to help reduce self-stigma,
including measures based on increasing the understanding of mental illness, providing
psychoeducation, and applying cognitive behavioral therapy [30]. Corrigan et al. [27]
recommended developing educational programs that teach basic social and coping skills
required for personal competence in society. Such programs would allow people to demon-
strate their capabilities in critical social situations, thereby increasing their self-esteem and
self-perceived value in the community and subsequently reducing self-stigma.

“Co-production” means the establishment of a partnership between healthcare profes-
sionals and patients and the mobilization of patient resources to achieve “value co-creation”
between them [31]. Meanwhile, dialogue is a therapeutic process that allows all participants
to interactively develop the understanding of an issue [32]. We believe that by combining
co-production and dialogue in a new stigma-reduction program for both health science
students and people with a mental illness, co-production of value will occur, which is
not possible in conventional stigma-reduction programs, and that mutual understanding
will be deepened. This should reduce participants” stigma toward mental illness and the
self-stigma of people with mental illnesses.

In this study, the Co-Production with Dialogue Program for Reducing Stigma (CPD-RS)
was developed. This program targeted both university students majoring in health science
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and community-dwelling people with mental illnesses, aiming to reduce stigma toward
people with mental illnesses among the former group and self-stigma among the latter
group. The program aimed to encourage students and people with mental illnesses to
recognize each other as dignified individuals who have similar life problems and use
similar coping strategies. This study specifically aimed to test the effectiveness of the
program in reducing stigma among both students and people with mental illnesses.

2. Methods
2.1. Design and Setting

This study featured a quasi-experimental pre- and post-test design and did not include
a comparison group. It was conducted at Aino University, Japan, from October 2019 to
January 2020.

2.2. Participants

The participants were university students majoring in health science and community-
dwelling people with a mental illness. The students participating in this study were
second-year students who attended a series of lectures on basic psychiatry and occupational
therapy, but only had limited contact with people with mental illnesses. We did not recruit
first-year students because their present level of education was regarded as similar to that of
the general public. Third- and fourth-year students were excluded from this study because
they had contact with patients with mental illnesses during their preclinical practice.

A class of 40 students is the general size in an occupational therapy department in
Japanese universities. We recruited 40 students from a second-year occupational therapy
class. Before enrolling in this study, the students received fifteen lectures (90 min per
lecture) on the basic knowledge of psychiatry (psychiatric illness, symptoms, etiology, and
psychiatric treatments) as basic subjects for occupational therapy. From baseline to one
month after intervention, students did not have psychiatry lectures; instead, they had
general medicine lectures on internal medicine, orthopedics, neurosurgery, etc. With an
estimated participation rate of 80-90% among students, the number of students would
result in three—four participants per group. In general, the optimal number of group
members is three—eight for group work [33].

Thus, we aimed to recruit 20 people with mental illnesses living in the community,
to ensure that two people with mental illnesses would be placed in each group. We cre-
ated flyers for participation in the CPD-RS in collaboration with an institute of Support
for Continuous Employment (Type B service) and a psychiatric clinic and asked the staff
at each facility to post these flyers to solicit participation. The people with mental ill-
nesses had diagnoses of either schizophrenia, schizotypal and delusional disorders (F2), or
mood (affective) disorders (F3) per the International Classification of Diseases (ICD-10);
at the time of the study, all of them were receiving Support for Continuous Employment
(Type B services) or engaging in a psychiatric daycare treatment program associated with
a psychiatric clinic. Interviews were conducted to confirm that the participants had no
communication-related difficulties and understood the study’s purpose. The participants
in this study were health science students and people with mental illnesses known to the
examiner; therefore, the possible risk of examiner—subject bias cannot be denied.

2.3. Intervention

We designed and implemented the CPD-RS with the aim of promoting mutual under-
standing between the people with mental illnesses and the students through co-production
with dialogue; we also aimed to reduce the students’ stigma toward people with mental ill-
nesses and the self-stigma of the people with mental illnesses. The program was conducted
face-to-face in a conference room at the university. We explained the program outline and
schedule to both students and people with mental illnesses. In the CPD-RS, the students
and the people with mental illnesses worked in groups to create posters concerning a spe-
cific theme. Figure 1 presents an overview of the CPD-RS. The themes for the co-production
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with dialogue were as follows: (1) coping with daily life and personal problems, (2) prob-
lems encountered in interpersonal relationships and means of dealing with them, and
(3) how to have fun in daily life. The first author (E.N.) and coauthors (T.H. and M.T.),
each of whom have over 10 years of experience in medical and/or rehabilitation practice
and/or education, determined the themes using the principles of recovery-oriented mental
health practice [34] and the recovery conceptual framework for personal recovery [35,36]
as base material. The appropriateness of these themes was confirmed by two health science
education professionals who were not involved in this study.

Student

Student Person with mental illness

Field of
Dialogue

B 4

Co-Production

Person with mental illness Student
Figure 1. Co-Production with Dialogue Program for Reducing Stigma.

Note. Group members: university students (3 students) and people with a mental
illness (2 people). Group members implemented co-production with dialogue and created
posters. The themes for co-production with dialogue were as follows:

1.  Coping with daily life and personal problems.
2. Problems encountered in interpersonal relationships and means of dealing with them.
3. How to have fun in daily life.

For each of the three themes, the students and the people with mental illnesses wrote
their opinions on sticky notes and created posters while engaging in co-production with
dialogue. The three principles of co-production with dialogue were: (1) listen to the other
person until the end, (2) speak from your own experience, and (3) do not criticize others’
opinions. In the poster-production phase, which was based on co-production, participants
considered the experiences and opinions they had written on the sticky notes and sought
to identify similar opinions as well as the relationships between their opinions and those of
the other members. In the co-production with dialogue process, the students and the people
with mental illnesses shared their life experiences and tips on interpersonal relationships
and life problems. Co-production with dialogue was conducted for 90 min. Two weeks
later, each group presented their posters to the other groups. After the presentation, the
group members reflected on the posters and their presentations. These group presentations
were conducted over a 90 min period.
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2.4. Data Collection

The participants” demographic data (age, gender, diagnosis) were obtained through
a questionnaire. The Devaluation Discrimination Scale (DDS), which is a 12-item self-
administered questionnaire developed by Link [37], was used to assess the students’ stigma-
related perceptions of mental illness and the self-stigma of the people with a mental illness.
Participants were also administered a postintervention questionnaire that aimed to assess
their experience of participating in the program. To ensure that participants’ responses were
anonymous, identification numbers were used for all questionnaires, rather than names.

The DDS assesses the extent to which an individual believes that most people will
devalue or discriminate against a patient with mental illness [37]. Respondents indicate the
extent to which they agree or disagree with statements regarding most people devaluing
current or former psychiatric patients by considering them failures, less intelligent than
others, or individuals whose opinions need not be taken seriously [2]. Moreover, the scale
includes items that assess perceived discrimination by most people in jobs, friendships,
and romantic relationships [2]. Respondents are initially presented with a description of
the scale; thereafter, they report their level of agreement with the 12 statements concerning
devaluation and discrimination against people with mental illnesses [2]. Responses are
provided on a four-point scale (Japanese version; 1 = “strongly disagree,” 2 = “slightly
disagree,” 3 = “slightly agree,” and 4 = “strongly agree”) [38]. Some statements in the
questionnaire are reverse-scored (R). The scale can be administered to both the general
public and people with mental illnesses [2]. Although self-stigma has been measured in
various ways in the literature (e.g., Link et al. and Livingstone et al. [2,28], in this study,
we have utilized the DDS in accordance with the study by Link et al.) [37]. The Japanese
version of the DDS is, reportedly, reliable and valid (Cronbach’s « = 0.85, 8 = 0.85) [38].
The DDS scores of people with mental illnesses in the present study were similar to the
mean scores of people with mental illnesses in a Japanese study by Shimotsu et al. [38].
The DDS was administered to the participants on the following four occasions: one month
before the intervention (“baseline”; October 2019), immediately before the intervention
(“pre-intervention”; November 2019), immediately after the intervention (“post-intervention”;
December 2019), and one month after the intervention (“one month after intervention”;
January 2020).

To assess participants” program-participation experience, a postintervention question-
naire was administered. This questionnaire contained six items (focusing on enjoyment
of the program, the level of self-expression and mutual interaction in the program, simi-
larities among participants’ life experiences and tips, influences of one’s own experiences,
influences of others’ experiences, and willingness to tell others about one’s experience
of the program) that were answered using a five-point Likert scale (1 = “very negative,”
5 = “very positive”), and also contained an open-ended question (“How did you feel about
participating in the program?”).

2.5. Statistical Analysis

Statistical tests were performed by comparing the total DDS scores at four time points
(October 2019, November 2019, December 2019, and January 2020). The Shapiro-Wilk
test was used to examine whether the acquired data were normally distributed. The
comparisons of the four sets of DDS scores, from October to January, were conducted by
applying a repeated-measures analysis of variance (ANOVA). Tukey’s multiple comparison
test was performed when cases of significant differences emerged through this comparison.
Nonparametric tests were performed if the data were not normally distributed. Bonferroni
corrections were performed for the results of multiple comparisons and for comparisons
of DDS sub-items. For the postintervention questionnaire, the medians and interquartile
ranges were calculated for each item (except for the open-ended question). IBM SPSS
Statistics for Windows, version 26 (IBM Corp., Armonk, NY, USA) was used to perform
statistical analyses. The free text provided in the responses to the open-ended question
was summarized.
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2.6. Ethics and Consent

This study was conducted in accordance with the stipulations of the Declaration of
Helsinki. Approval was obtained from the Research Ethics Committee of Aino University
(approval No. 2018-21). Individuals who expressed a wish to participate were informed
that participation was voluntary and that they could cancel their participation at any time.
The research commenced after written consent was obtained from all participants.

3. Results
3.1. Participants

A total of 48 people participated in the CPD-RS—28 students and 20 community-
dwelling people with a mental illness. Based on the ICD-10 classification, among the
participants with a mental illness, 9 had a diagnosis of F2 and 11 had a diagnosis of F3.
Participants” demographic characteristics are shown in Table 1. All participants were
randomly assigned to 10 groups. Each group comprised three students and two people
with a mental illness, except for one group, which comprised four students and two people
with a mental illness. None of the students or people with mental illnesses dropped out of
the program.

Table 1. Characteristics of the CPD-RS participants.

Students

Variables (= 28) People with a Mental Illness (1 = 20)
Sex
Male (%) 11 (39%) 13 (65%)
Female (%) 17 (61%) 7 (35%)
Age, years @ 20.23 (1.26) 52.25 (9.78)
Diagnosis
F2 NA 9
F3 NA 11

@ Age is represented as: mean (standard deviation).

3.2. Multiple Comparisons from Baseline to One Month after Intervention

The DDS scores at baseline, preintervention, postintervention, and one month after the
CPD-RS intervention were compared; all 28 participating students and all 20 people with
a mental illness responded to the DDS at each of the four time points. The Shapiro-Wilk
test showed that, for all DDS scores, both those of the students and those of the people
with mental illnesses, the data were normally distributed; thus, parametric statistics were
applied (Table 2).

Table 2. Total DDS scores of students and people with mental illnesses across four time points.

Total DDS Scores 2

One Month p-Value b,

Baseline Preintervention Postintervention after
Intervention
S(;ufezrg)s 2904 (629) 3021 (6.57) 2643 (629) 2696 (5.37) 0.00014 *
People with
a mental
illness 31.70 (5.52) 31.40 (6.12) 30.05 (7.20) 31.0 (7.03) 0.61
(n =20)

DDS: Devaluation Discrimination Scale. ? Total DDS scores are represented as mean (standard deviation).
b p-values were calculated through a repeated-measures analysis of variance (* p < 0.05).

In students, a repeated-measures ANOVA of DDS scores at the four time points
revealed a significant difference (p = 0.00014, effect size, n? = 0.06; Table 2). Tukey’s multiple
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comparison test was performed for the four time points in students, and Bonferroni’s
correction was applied to the results of these multiple comparisons (Table 3). As a result,
the acceptable level of significance was set at 0.0125. No significant difference was found
in students” DDS scores between baseline and preintervention (Table 3). We observed
a tendency to decrease between baseline and postintervention (mean difference —2.61,
p = 0.025), and between baseline and one month after intervention (mean difference —2.07,
p = 0.108). In DDS scores between pre- and postintervention, there was a significant
difference (p = 0.0004; effect size, A = —0.55), and likewise between preintervention and
one month after intervention (p = 0.003; effect size, A = —0.54). There was no significant
difference in total DDS students’ scores between postintervention and one month after
intervention (Table 3). The DDS score of students at baseline was similar to that in a previous
report [38]. For the DDS subitems, comparisons were conducted between the pre- and
postintervention scores and between the preintervention and one month postintervention
scores; this was performed using Wilcoxon’s signed-rank test. Bonferroni’s correction was
applied to the results. Consequently, the acceptable level of significance was set at 0.00416.
The results for the comparison between the pre- and postintervention scores showed that
scores for two items reduced significantly after the intervention, namely Question 5: “Most
people feel that entering a mental hospital is a sign of personal failure” (p = 0.003; effect
size, r = 0.56) and Question 6: “Most people would not hire a former mental patient to take
care of their children, even if he or she has been well for some time” (p = 0.0013, r = 0.61;
Table 4). There were no significant changes among the other subitems.

Table 3. Multiple comparisons of the students’ total DDS scores across the four time points (1 = 28).

95% Confidence Intervals
Mean

: i for Differences a
Period Comparison Difference p Value
Lower Upper
Preintervention 1.18 —3.55 1.19 0.563
Baseli Postintervention —2.61 0.24 4.98 0.025
aseline
One month after 2,07 —0.30 4.44 0.108
intervention
Postintervention —-3.79 1.42 6.16 0.0004 *
Preintervention Or'le monthoafter _305 0.88 562 0.003 *
intervention
Postintervention 1€ month after 0.54 291 1.83 0.934

intervention

2 p-values were calculated using Tukey’s multiple comparison test (p < 0.05). * The Bonferroni method was used,
and the p-values were adjusted to 0.0125.

Table 4. Comparison of students’ DDS subitem scores between pre- and postintervention periods (1 = 28).

DDS Item Preintervention®  Postintervention p-Value b

5. Most people feel that entering a
mental hospital is a sign of 2 (2-3) 2 (1-2.8) 0.003 *
personal failure.

6. Most people would not hire a
former mental patient to take care
of their children, even if he or she

has been well for some time.

3(2-3) 2 (1.3-3) 0.0013 *

2 DDS subitem values are presented as median (interquartile range). ® Comparisons were conducted using
Wilcoxon’s signed-rank test. * The Bonferroni method was used, and the p-values were adjusted to 0.00416.
These two subitems were scored in the questionnaire as follows: 1 = “strongly disagree,” 2 = “slightly disagree,”
3 = “slightly agree,” 4 = “strongly agree”.

In contrast, we could not observe any significant differences in the DDS total scores of
people with mental illnesses across the four time points (Table 2). The DDS scores of people
with mental illnesses at baseline were similar to those in a previous report [38], suggesting
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that the people with mental illnesses who participated in this study did not show bias and
that there was no ceiling or floor effect.

3.3. Participants’ Evaluation of the Intervention Program

Opverall, 16 students and 20 people with a mental illness responded to the postinterven-
tion questionnaire. Mutual cooperation was indirectly measured by using the questionnaire.
The total scores (presented as median [interquartile range]) for all six items were 4 (4-5) for
the students and 3.5 (3—4.5) for the people with a mental illness (Table 5).

Table 5. Participants’ evaluations of the CPD-RS.

Students People with a Mental Illness

Questionnaire (1 = 16) (1 = 20)
1. Did you enjoy participating in this activity? 4 (4-5) 4(3-5)
2. Did you have sufficient time to talk about your 4 (3.8-5) 3.5 (3-4.3)

own experiences?

3. Did you find that your responses and methods
of coping with life problems are similar to those 4 (4-5) 3.5(34.3)
of many other group members?

4. Did you feel that your experiences were

helpful to other people? 4(34) 3(34)
5. Did you feel that the experiences of others
were helpful to you? 4.5 (4-5) 4 (3-4.5)
6. Would you like to share the experiences you 4 (4-5) 3(3-48)

had in this class with someone else?

All items 4 (4-5) 3.5 (3-4.5)

Values are represented as: median (interquartile range). The six items were scored using a five-point Likert scale
(1 =“very negative,” 2 = “negative,” 3 = “neither,” 4 = “positive,” 5 = “very positive”).

In the free-text responses to the open-ended question, both students and people with
mental illnesses stated that they enjoyed participating in the program together. Represen-
tative comments from the students are: “I was able to talk about life and life problems
with people with mental illnesses,” “I gained the understanding that students and the
people with mental illnesses experience similar problems,” “I was surprised that we had
many things in common, and that our problems were not so different,” and “The people
with mental illnesses had constructive opinions.” Meanwhile, representative comments
from the people with mental illnesses are: “I felt that both young and not-so-young people
experience the same problems with relationships,” “It was good to be able to talk with
students who are around my own age,” and “It was good to be able to talk with students
who are as old as my own children.”

4. Discussion

This study aimed to develop the CPD-RS to reduce stigma and examine its effective-
ness for both health science students and people with a mental illness. After engaging in
the CPD-RS program, the participating students’ total DDS scores showed a significant
decrease when compared to their preintervention scores, and this reduction effect was
sustained for at least one month. These results suggest that the CPD-RS is effective for
reducing students’ stigma toward people with mental illnesses.

During the two months prior to the intervention, the students received lectures on
psychiatric disorders and biogenetic epidemiology. However, these lecturers did not induce
a significant reduction in the students’ total DDS scores. This is similar to previous studies
indicating that providing biogenetic explanations for mental disorders is unlikely to reduce
stigma [39]. Moreover, holding biogenetic causal beliefs concerning mental disorders is
associated with a greater likelihood of stigma-based perceptions and/or negative attitudes
toward mental illness [40]. Combined with previous reports, our results suggest that pro-
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viding knowledge of psychiatric disorders and biogenetic explanations of these disorders
is insufficient for stigma reduction.

The CPD-RS intervention caused a decrease in students’ total DDS scores. This
program comprised co-production with dialogue. The cause of the students’ reduced DDS
scores may be associated with the program’s characteristics. On investigating the students’
DDS subitem scores, we found significant postintervention reductions in scores for two
items: “Most people feel that entering a mental hospital is a sign of personal failure” and
“Most people would not hire a former mental patient to take care of their children, even if
he or she has been well for some time.” These results suggest that the interventions can
foster students’ respect for the dignity of people with mental illnesses and belief in their
recovery. The CPD-RS comprises more than just contact with people with mental illnesses.
It is an intervention program that establishes partnerships through co-production [31], and
it allows all participants to interactively learn about skills and tips for solving problems
in their lives through dialogue [25]. The students” experiences in this program may have
caused them to feel closer to people with mental illnesses. Knaak et al. [25] mentioned
that stigma-reduction programs should emphasize the possibility of recovery from mental
illness and that such programs should be “person-centered” and feature multiple forms of
social contact. The CPD-RS met these requirements, resulting in its observed effectiveness.

Mehta et al. [41] reported—after conducting a systematic review of interventions for
reducing mental health-related stigma and discrimination—that the maintenance effect
of attitudinal and behavioral changes toward people with mental disorders is marginal.
However, in the present study, the students” total DDS scores were not only reduced at the
postintervention time point but also at one month after the intervention. This suggests that
the stigma-reduction effect of the CPD-RS persists for at least one month.

For the people with a mental illness who participated in this study, there was no
significant change in total DDS scores after the intervention, suggesting that the CPD-RS
does not improve self-stigma. Various studies have presented recommendations regarding
requisites for improving self-stigma; for example, Dubreucq et al. [29] suggested that such
programs should be recovery-oriented, while Diaz-Mandado and Perianez [42] suggested
that mutual cooperation between participants is needed to foster the understanding of each
person’s strengths, needs, and goals. The CPD-RS is recovery-oriented and promotes mu-
tual cooperation; however, to reduce self-stigma in people with mental illnesses, extending
the duration and increasing the frequency of this intervention may be necessary. Moreover,
ensuring the program structure such that the participants can provide positive feedback to
others is important.

In the questionnaire concerning their experiences of participating in the CPD-RS,
which was administered two months after the intervention, the students and the people
with mental illnesses reported that they enjoyed the CPD-RS and felt that it facilitated
self-expression and interaction. They also stated that they were able to find commonalties
between themselves and the other members with respect to approaches for solving life prob-
lems. Moreover, they stated that they would like to share their experiences of participating
in this program with others. These findings suggest that the intervention helped remove
the division between “us” and “them”—an outcome noted as important by Knaak et al. [25].
Finally, none of the students or the people with mental illnesses who participated in the
CPD-RS withdrew from the program due to perceived burden, invasiveness, or stress; this,
along with the above results, suggests that the intervention program is feasible, useful,
and safe.

There are several limitations to this study. First, since the research method was quasi-
experimental, with a pre- and post-test design, a control group could not be established.
Second, the number of participants was small. Third, the participants were health science
students and people with mental illnesses known to the examiner, so there is a possible risk
of examiner—subject bias. Fourth, considering that the response rate for the postintervention
questionnaire was only 57% for students, because the collection coincided with the end of
the semester and the following vacation period, we cannot rule out the possibility that the
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questionnaire results were influenced by subject selection bias. Fifth, as the stigma-reducing
effect of the intervention was only followed up to one month after the intervention, further
research is needed to evaluate the maintenance effect beyond one month. Therefore, a
longitudinal study design featuring a higher number of participants and a control group
will be needed in the future; in this study, it will also be necessary to prevent the risk of
examiner—subject biases by incorporating blinding in the study design. Last, the general
public also tends to exhibit a strong stigma against people with mental illnesses; thus, in
future research, expanding the target population will be necessary to determine whether the
CPD-RS is effective in a general context. The concept of internalized stigma has attracted
attention toward the self-stigma of people with mental illnesses [28]. In addition to the
perceived stigma, as assessed by the DDS, further studies must focus on internalized stigma.

5. Conclusions

The CPD-RS—an intervention method based on co-production with dialogue—reduces
students’ stigma toward people with a mental illness, with the effect lasting at least one
month after the intervention and fostering mutual understanding between these groups.
The results also suggest that the CPD-RS can be implemented safely.

Author Contributions: E.N. designed and conducted the study, was involved in data interpretation,
and drafted the manuscript. M.T. assisted with the implementation of the study. T.H. provided
guidance throughout all stages of the study and supervised E.N. and M.T. All authors were involved
with writing and editing the manuscript. All authors have read and agreed to the published version
of the manuscript.

Funding: This work was supported by JSPS KAKENHI Grant Numbers JP22K02080, JP19K11298.

Institutional Review Board Statement: This study was conducted in accordance with the stipula-
tions of the Declaration of Helsinki. Approval was obtained from the Research Ethics Committee of
Aino University (approval No. 2018-21, 21 February 2018).

Informed Consent Statement: Written informed consent was obtained from all subjects involved in
the study.

Data Availability Statement: The datasets used and/or analyzed during the current study are
available from the corresponding author on reasonable request.

Acknowledgments: The authors wish to acknowledge the students and the people with mental
illnesses for their participation in the study. The authors thank the staff of NPO Subaru and Hoshino
Clinic for their cooperation. We also thank our colleagues at Aino University, Bukkyo University,
and Kobe University, for the helpful discussions. Finally, we thank Yusuke Umeoka for designing
the figure.

Conflicts of Interest: The authors declare no conflict of interest.

References

1.  Goffman, E. Stigma: Notes on the Management of Spoiled Identity; Touchstone: New York, NY, USA, 1986.

2. Link, B.G,; Yang, L.H.; Phelan, ].C.; Collins, P.Y. Measuring Mental Illness Stigma. Schizophr. Bull. 2004, 30, 511-541. [CrossRef]
[PubMed]

3. Abdullah, T.; Brown, T.L. Mental illness stigma and ethnocultural beliefs, values, and norms: An integrative review. Clin. Psychol.
Rev. 2011, 31, 934-948. [CrossRef] [PubMed]

4. Thornicroft, G. Shunned: Discrimination against People with Mental Illness; Oxford University Press: Oxford, UK, 2006.

5. Oliveira, A.M.; Machado, D.; Fonseca, ].B.; Palha, F.; Moreira, P.S.; Sousa, N.; Cerqueira, J.J.; Morgado, P. Stigmatizing attitudes
toward patients with psychiatric disorders among medical students and professionals. Front. Psychiatry 2020, 11, 326. [CrossRef]

6.  Sartorius, N. Stigma and mental health. Lancet 2007, 370, 810-811. [CrossRef]

7. Gray, AJ]. Stigma in psychiatry. J. R. Soc. Med. 2002, 95, 72-76. [CrossRef] [PubMed]

8. Schulze, B. Stigma and mental health professionals: A review of the evidence on an intricate relationship. Int. Rev. Psychiatry
2007, 19, 137-155. [CrossRef] [PubMed]

9.  Steiger, S.; Sowislo, J.E; Moeller, J.; Lieb, R.; Lang, U.E.; Huber, C.G. Personality, self-esteem, familiarity, and mental health

stigmatization: A cross-sectional vignette-based study. Sci. Rep. 2022, 12, 10347. [CrossRef]


http://doi.org/10.1093/oxfordjournals.schbul.a007098
http://www.ncbi.nlm.nih.gov/pubmed/15631243
http://doi.org/10.1016/j.cpr.2011.05.003
http://www.ncbi.nlm.nih.gov/pubmed/21683671
http://doi.org/10.3389/fpsyt.2020.00326
http://doi.org/10.1016/S0140-6736(07)61245-8
http://doi.org/10.1177/014107680209500205
http://www.ncbi.nlm.nih.gov/pubmed/11823548
http://doi.org/10.1080/09540260701278929
http://www.ncbi.nlm.nih.gov/pubmed/17464792
http://doi.org/10.1038/s41598-022-14017-z

Int. |. Environ. Res. Public Health 2022, 19, 14333 11 of 12

10.

11.

12.

13.

14.

15.

16.

17.

18.

19.

20.

21.

22.

23.

24.

25.

26.

27.

28.

29.

30.

31.

32.

33.

34.

35.

36.

37.

Ay, P; Save, D.; Fidanoglu, O. Does stigma concerning mental disorders differ through medical education? A survey among medical
students in Istanbul. Soc. Psychiatry Psychiatr. Epidemiol. 2006, 41, 63—67. [CrossRef]

Sherwood, D.A. Healthcare curriculum influences on stigma towards mental illness: Core psychiatry course impact on pharmacy,
nursing and social work student attitudes. Curr. Pharm. Teach. Learn. 2019, 11, 198-203. [CrossRef]

Maranzan, K.A. Interprofessional education in mental health: An opportunity to reduce mental illness stigma. |. Interprof. Care
2016, 30, 370-377. [CrossRef]

Heim, E.; Henderson, C.; Kohrt, B.A.; Koschorke, M.; Milenova, M.; Thornicroft, G. Reducing mental health-related stigma among
medical and nursing students in low- and middle-income countries: A systematic review. Epidemiol. Psychiatr. Sci. 2019, 29, e28.
[CrossRef]

Wagqas, A.; Malik, S.; Fida, A.; Abbas, N.; Mian, N.; Miryala, S.; Amray, A.N.; Shah, Z.; Naveed, S. Interventions to reduce stigma
related to mental illnesses in educational institutes: A systematic review. Psychiatr. Q. 2020, 91, 887-903. [CrossRef] [PubMed]
Lebowitz, M.S.; Ahn, W.-K. Effects of biological explanations for mental disorders on clinicians” empathy. Proc. Natl. Acad. Sci.
USA 2014, 111, 17786-17790. [CrossRef] [PubMed]

Pavon, G.; Vaes, ]. Bio-genetic vs. psycho-environmental conceptions of schizophrenia and their role in perceiving patients in
human terms. Psychosis 2017, 9, 245-253. [CrossRef]

Read, J.; Haslam, N.; Sayce, L.; Davies, E. Prejudice and schizophrenia: A review of the mental illness is an illness like any other
approach. Act. Psychiatr. Scand. 2006, 114, 303-318. [CrossRef]

Janougkova, M.; Tuskova, E.; Weissova, A.; Trancik, P.; Pasz, J.; Evans-Lacko, S.; Winkler, P. Can video interventions be used to
effectively destigmatize mental illness among young people? A systematic review. Eur. Psychiatry 2017, 41, 1-9. [CrossRef]
Yamaguchi, S.; Ojio, Y.; Ando, S.; Bernick, P; Ohta, K.; Watanabe, K.; Thornicroft, G.; Shiozawa, T.; Koike, S. Long-term effects of
filmed social contact or internet-based self-study on mental health-related stigma: A 2-year follow-up of a randomised controlled
trial. Soc. Psychiatry Psychiatr. Epidemiol. 2019, 54, 33—42. [CrossRef]

Tergesen, C.L.; Gurung, D.; Dhungana, S.; Risal, A.; Basel, P.; Tamrakar, D.; Amatya, A.; Park, L.P; Kohrt, B.A. Impact of service
user video presentations on explicit and implicit stigma toward mental illness among medical students in Nepal: A randomized
controlled trial. Int. |. Environ. Res. Public Health 2021, 18, 2143. [CrossRef]

Winkler, P; Janouskova, M.; KoZeny, J.; Pasz, J.; Mlad4, K.; Weissova, A.; Tuskova, E.; Evans-Lacko, S. Short video interventions
to reduce mental health stigma: A multi-centre randomised controlled trial in nursing high schools. Soc. Psychiatry Psychiatr.
Epidemiol. 2017, 52, 1549-1557. [CrossRef]

Morgan, A.].; Reavley, N.J.; Ross, A.; Too, L.S.; Jorm, A.F. Interventions to reduce stigma towards people with severe mental
illness: Systematic review and meta-analysis. J. Psychiatr. Res. 2018, 103, 120-133. [CrossRef]

Knaak, S.; Modgill, G.; Patten, S.B. Key ingredients of anti-stigma programs for health care providers: A data synthesis of
evaluative studies. Can. J. Psychiatry 2014, 59, 19-26. [CrossRef] [PubMed]

Lien, Y.-Y;; Lin, H.-S.; Lien, Y.-J.; Tsai, C.-H.; Wu, T.-T.; Li, H.; Tu, Y.-K. Challenging Mental Illness Stigma in Healthcare
Professionals and Students: A Systematic Review and Network Meta-Analysis. Psychol. Health 2021, 36, 669—-684. [CrossRef]
[PubMed]

Knaak, S.; Patten, S. A Grounded theory model for reducing stigma in health professionals in Canada. Act. Psychiatr. Scand. 2016,
134, 53-62. [CrossRef] [PubMed]

Ma, H.-I; Hsieh, C.-E. An Anti-stigma course for occupational therapy students in Taiwan: Development and pilot testing. Int. J.
Environ. Res. Public Health 2020, 17, 5599. [CrossRef]

Corrigan, PW.; Larson, J.E.; Riisch, N. Self-stigma and the “why try” effect: Impact on life goals and evidence-based practices.
World Psychiatry 2009, 8, 75-81. [CrossRef]

Livingston, J.D.; Boyd, J.E. Correlates and consequences of internalized stigma for people living with mental illness: A systematic
review and meta-analysis. Soc. Sci. Med. 2010, 71, 2150-2161. [CrossRef]

Dubreucq, J.; Plasse, J.; Franck, N. Self-stigma in serious mental illness: A systematic review of frequency, correlates, and
consequences. Schizophr. Bull. 2021, 47, 1261-1287. [CrossRef]

Alonso, M.; Guillén, A.L; Mun6z, M. Interventions to reduce internalized stigma in individuals with mental illness: A systematic
review. Span. J. Psychol. 2019, 22, E27. [CrossRef]

Palumbo, R. Contextualizing Co-production of health care: A systematic literature review. Int. J. Public Sect. Manag. 2016, 29,
72-90. [CrossRef]

Seikkula, J. Becoming dialogical: Psychotherapy or a way of life? Aust. N. Z. J. Fam. Ther. 2011, 32, 179-193. [CrossRef]
Wheelan, S.A. Group size, group development, and group productivity. Small Gr. Res. 2009, 40, 247-262. [CrossRef]

World Health Organization. Recovery Practices for Mental Health and Well-Being: WHO QualityRights Specialized Training: Course
Guide; World Health Organization: Geneva, Switzerland, 2019.

Leamy, M,; Bird, V.; Le, B.C.; Williams, J.; Slade, M. Conceptual framework for personal recovery in mental health: Systematic
review and narrative synthesis. Br. |. Psychiatry 2011, 199, 445-452. [CrossRef] [PubMed]

Piat, M.; Seida, K.; Sabetti, J. Understanding everyday life and mental health recovery through CHIME. Ment. Health Soc. Incl.
2017, 21, 271-279. [CrossRef]

Link, B.G. Understanding Labeling effects in the area of mental disorders: An assessment of the effects of expectations of rejection.
Am. Sociol. Rev. 1987, 52,96-112. [CrossRef]


http://doi.org/10.1007/s00127-005-0994-y
http://doi.org/10.1016/j.cptl.2018.11.001
http://doi.org/10.3109/13561820.2016.1146878
http://doi.org/10.1017/S2045796019000167
http://doi.org/10.1007/s11126-020-09751-4
http://www.ncbi.nlm.nih.gov/pubmed/32372401
http://doi.org/10.1073/pnas.1414058111
http://www.ncbi.nlm.nih.gov/pubmed/25453068
http://doi.org/10.1080/17522439.2017.1311359
http://doi.org/10.1111/j.1600-0447.2006.00824.x
http://doi.org/10.1016/j.eurpsy.2016.09.008
http://doi.org/10.1007/s00127-018-1609-8
http://doi.org/10.3390/ijerph18042143
http://doi.org/10.1007/s00127-017-1449-y
http://doi.org/10.1016/j.jpsychires.2018.05.017
http://doi.org/10.1177/070674371405901S06
http://www.ncbi.nlm.nih.gov/pubmed/25565698
http://doi.org/10.1080/08870446.2020.1828413
http://www.ncbi.nlm.nih.gov/pubmed/33017193
http://doi.org/10.1111/acps.12612
http://www.ncbi.nlm.nih.gov/pubmed/27426646
http://doi.org/10.3390/ijerph17155599
http://doi.org/10.1002/j.2051-5545.2009.tb00218.x
http://doi.org/10.1016/j.socscimed.2010.09.030
http://doi.org/10.1093/schbul/sbaa181
http://doi.org/10.1017/sjp.2019.9
http://doi.org/10.1108/IJPSM-07-2015-0125
http://doi.org/10.1375/anft.32.3.179
http://doi.org/10.1177/1046496408328703
http://doi.org/10.1192/bjp.bp.110.083733
http://www.ncbi.nlm.nih.gov/pubmed/22130746
http://doi.org/10.1108/MHSI-08-2017-0034
http://doi.org/10.2307/2095395

Int. |. Environ. Res. Public Health 2022, 19, 14333 12 of 12

38.

39.

40.

41.

42.

Shimotsu, S.; Sakamoto, S.; Horikawa, N.; Sakanno, Y. Reliability and validity of the Link’s Devaluation and Discrimination Scale.
Jpn. J. Psychiatr. Treat. 2006, 21, 521-528.

Kvaale, E.P; Gottdiener, W.H.; Haslam, N. Biogenetic explanations and stigma: A meta-analytic review of associations among
laypeople. Soc. Sci. Med. 2013, 96, 95-103. [CrossRef]

Larkings, J.S.; Brown, PM. Do biogenetic causal beliefs reduce mental illness stigma in people with mental illness and in mental
health professionals? A systematic review. Int. . Ment. Health Nurs. 2018, 27, 928-941. [CrossRef]

Mehta, N.; Clement, S.; Marcus, E.; Stona, A.C.; Bezborodovs, N.; Evans-Lacko, S.; Palacios, J.; Docherty, M.; Barley, E.; Rose,
D.; et al. Evidence for effective interventions to reduce mental health-related stigma and discrimination in the medium and long
term: Systematic review. Br. J. Psychiatry 2015, 207, 377-384. [CrossRef]

Diaz-Mandado, O.; Perianez, ].A. An effective psychological intervention in reducing internalized stigma and improving recovery
outcomes in people with severe mental illness. Psychiatry Res. 2021, 295, 113635. [CrossRef]


http://doi.org/10.1016/j.socscimed.2013.07.017
http://doi.org/10.1111/inm.12390
http://doi.org/10.1192/bjp.bp.114.151944
http://doi.org/10.1016/j.psychres.2020.113635

	375718b0-cbd8-42be-8e1e-9f15b4540b1b.pdf
	Introduction 
	Methods 
	Design and Setting 
	Participants 
	Intervention 
	Data Collection 
	Statistical Analysis 
	Ethics and Consent 

	Results 
	Participants 
	Multiple Comparisons from Baseline to One Month after Intervention 
	Participants’ Evaluation of the Intervention Program 

	Discussion 
	Conclusions 
	References


