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Abstract

Research Aim
The primary purpose of this Saudi-based study is to identify the stigma surrounding mental health
problems, as well as to identify the existing and latent views of mental health professionals
holding a stigma towards people living with mental health problems in Riyadh, Saudi Arabia.
It will focus on mental health experts involved in health care in Riyadh, Saudi Arabia.

Methods

A methodological strategy was devised, via the use of a mixed-method approach, which uses
quantitative (phase 1) and qualitative (phase 2) data collection approaches and analytical
techniques. In Phase 1 (50 participants), two tools were used to assess stigma; the Emotional
Reaction on People with mental health problems Scale, and the Attitude Scale. In Phase 2 (5
participants), a one-hour focus group discussion was the method of data collection. The
reliability of the two scales for Phase 1 evaluated by measuring internal consistency using
SPSS. In Phase 2, Nvivo, version 10 was used for an analysis of the data. The group discussion
was thematically analyzed.
Principal Findings

The findings confirm that many mental health care providers hold a professional stigma against
those with mental health problems of varying degrees. And how the existence and extent of
these views might impact on the services provided by mental health professionals and the
recovery of people with mental health problems. Phase 1 findings indicate factors that lead to
professional stigma, wherein ‘exclusion’, ‘rejection and caution’ and ‘risk and fear’ lead to
high levels of professional stigma against people with mental health problems. Phase 2
findings, fit into four main themes influence the issue of professional stigma in mental health
services: ‘experiences of professional stigma’; ‘causes of professional stigma’; ‘impact of
professional stigma on mental health services’ and ‘recommended minimizing stigma’. The
findings of the present study point to the significant convergent between emotional reactions
with negative attitudes exhibited regarding people with mental health problems. It was also
found that interactions with individuals with mental health concerns contributed to an increase
in incidences of stigma by professional mental health staff. Also, it has been shown that
insufficient knowledge and undesirable perceptions of people with mental health problems

remain apparent, both in Saudi Arabian society and in the mental health profession.
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Conclusion

It is necessary to focus on reducing professional stigma against people with mental health
problems. This can be accomplished through appropriate practices, mental health training,
education, and research, as well as professional and social awareness through the media in
S.A.; publicize ethical guidelines for mental health care professionals; enhance the provision
of mental health practitioners in mental health care services; enact legislation by the Ministry
of Health in S.A.

Keywords: Stigma, mental health problems, and mental health professional perspective,

Saudi Arabia.



CHAPTER 1: THE RESEARCH CONTEXT: SAUDI ARABIA AND THE
IMPACT OF STIGMA ON MENTAL HEALTH PROVISION

Overview

Firstly, this chapter will provide an overall review of mental health problems. Secondly, it
will partially consider the pervasive views held in relation to stigma regarding mental health
problems. It will also offer an overview of the Kingdom of Saudi Arabia (KSA) and how it
maintains its global status. Alongside this, an explanation will be offered as to why religion is
highly relevant in understanding the structure and function within the country, in conjunction
with the Saudi Arabian cultural context, which will be presented to provide insight as to how
this might impact on improving the quality of mental health care in the country. This is then
followed by a section, which presents a comprehensive overview of the Saudi Arabian health
system. The state’s mental health care system will be described, as well as the impact of cultural
and religious aspects on the issue of mental health. Moreover, further detail will be outlined
relating to the mental health care services in Saudi Arabia by illustrating the way in which they
have expanded because of advancements.

In addition, an overall review of these services will illustrate the issues regarding the
country’s mental health research agenda. An explanation will be advanced regarding how
stigma functions in the Arabian Gulf countries, as well as in the UK and a global context. This
will then be followed by the impact of mental health stigma on people with mental health
problems. It will also offer an overview of the professional aspects of stigmatization and the
stigmatization in Saudi Arabia that is demonstrated towards people with mental health
problems. Thereafter, an introduction to the fundamental problems associated with personal
and professional development will be provided on the topic of stigma. Research studies are if
identify the level of stigma by examining both the theory and concepts surrounding it and
amongst professionals. The chapter will also include an outline of the various types of stigma,
their definitions, and an explanation of the different concepts. Furthermore, it will provide an
overview of the underlying meanings of the different categories of stigma. Overall, an outline
of the value of the study will be presented through the chapter and the challenges associated
with conducting this research. This will then be followed by a discussion of the requirement to
carry out work on this topic, as well as the research statement. Finally, the study’s main aim,

specific objectives, and research questions will be proposed. Hence, this chapter formulates the



rationale for this study, as well as its context, so that the reader can be fully aware of this field

of research.

Introductions and Problem Identification

Good health is not merely an absence of physical ailments but is a physical, mental and
social state of well-being (World Health Organization [WHO], 2001, p. 7). Thus, health as a
concept is not simply a physical state but is also a positive set of mental and social resources
that contribute to better quality of life (WHO, 2003). Such a definition reframes mental health
as “a sense of positive well-being”, rather than simply as a state without mental health problems
(Rickwood, Deane, & Wilson, 2007, p. 35). As with physical health, mental health and mental
health problems are both the result of complex interactions between psychological, social and
biological factors (WHO, 2003). Likewise, as with physical illness, mental health problems
vary widely in terms of symptoms and severity from person to person (Carulla ef al., 2011).
Indeed, mental health problems can emerge at any time in an individual’s life, and due to the
complexity of mental health problems, everyone’s experience will be different (WHO, 2003).
Moreover, mental health does not stand in opposition to mental health problems; instead, there
is a continuum of mental well-being, as every person moves along at different degrees (Keyes
et al., 2008). In general, “mental health problems as a term refers to a wide range of psychiatric
disorders that affect a person’s thoughts, feelings and behaviours” (Grzywacz & Bass, 2003,
p. 248).

Due to the Diagnostic and Statistical Manual of Mental Disorders, Fifth Edition (DSM-5)
from 2013, neurotic disorders have been replaced with the overarching term “neurosis”.
Neurosis is defined as a form of mental disorder, which causes distress without interfering with
the sufferer’s sense of reality, as common neuroses come in the form of depression, anxiety,
eating disorders and phobias. Yet, at the other end of the spectrum is psychosis, which in
psychiatric terms describes a mental state that disrupts the sufferer’s sense of reality.

This relationship with reality is the key difference between neurosis and psychosis.
Psychosis can manifest as hallucinations, delusions, disorganised thinking and personality
changes, which will often be physically manifested through bizarre behaviours. Often these
will significantly impair the sufferer’s ability to continue with daily life. However, psychotic
reactions can be short lived, and are often related to or triggered by stress. Additionally, the
third form of mental illness is personality disorders. This covers many behavioural disorders,

which differ from neurosis and psychosis in that they are long term and persistent thought



patterns and behaviours that derive from a disordered view of the world and the self-image.
Because of the distorted ways in which sufferers perceive themselves and others, they often
struggle with social conventions. Furthermore, the data from the WHO (2003), mental health
problems are responsible for almost 50% of disease burden in teenagers and young adults
across the world (Patton ef al., 2009). It was shown that mental health problems were the most
common ailment for young individuals, and were the cause of 45% of total global morbidity
(Patton et al., 2009). Additionally, people with mental health problems or behavioural disorders
affect more than 450 million people, while one in four people living with mental health
problems suffers from one or more such disorders during their lifetime (WHO, 2001). As such,
mental health is a global issue of extreme importance (Larkings & Brown, 2012).

Around the world, individuals with mental health problems are increasingly experiencing
stigma. Fundamentally, this can be created through attitudes demonstrated by mental health
professionals and society toward people with mental health problems (Alonso et al., 2009;
Thornicroft et al., 2009). Specifically, due to Stain et al. (2012) research project based in the
UK (2012) found that 87% of people experiencing mental health problems were also suffering
the effects of stigma. Such problems ranged from major depression, schizophrenia, and bipolar
disorder to substance abuse and related ailments. Psychiatric epidemiologic research is limited
in Arab countries, although there has been evidence of mental health problems in these regions
to the same degree as in any other developed nation (Karam et al., 2006). When trying to
comprehend these statistics, family structure, social context, socioeconomic status, the role of
religion, and other belief systems must be considered (Karam et al., 2006). Most Arab nations
do not have fundamental and accurate epidemiological psychiatric data, possibly due to the
wide range of mental health problems occurring in various cultures and the fact there are a
limited number of valid and reliable research instruments translated into Arabic and tested
accordingly. Of concern is the prevalence of these attitudes among professional mental health
workers, which are also embedded in Saudi Arabian culture and the community in the KSA.
Typical stereotypes applied to people with mental health problems by the public is that they
are dangerous, unpredictable, hopeless, or that their problems are their own responsibility
(Brohan et al., 2013). This discrimination can take tangible form wherein people are not
selected for jobs, or are barred from other societal or learning situations, due to Schomerus et
al. (2011) and Brohan et al. (2013). Such negative stereotypes may also have effects in a
medical sense, where practitioners are more inclined to consider the diagnosis and not the
patient, under-emphasise recovery, or inadequately refer them on to additional experts for

treatment (Klin & Lemish, 2008).



The research was undertaken in 14 countries throughout Europe also saw that the people
with mental health problems could also apply such discrimination themselves in a form of self-
stigma (Brohan, Elgie, Sartorius, Thornicroft, & GAMIAN-Europe Study Group, 2010). In
these cases, those with mental health problems start to agree with the stereotypes of the general
population, i.e. that they are hopeless, undeserving, dangerous, and that responsibility for their
mental health problems lies with them (Brohan et al., 2010). Possible side-effects of this self-
stigma, according to Corrigan and Rao (2012), can include low self-esteem, humiliation, and
lead to them being unable to reach their aims. It can also mean that they believe there is no
point in trying to seek help or recovery; the so-called ‘why try’ effect. Indeed, those
experiencing self-stigma may also attempt to conceal or reject their problems by evading
professional help to negate the effects of discrimination experienced by those labelled as
having mental health problems (Brohan et al., 2013). There is an additional form of stigma that
appears in social, professional and organisational policies and practices, which for Wahl and
Aroesty (2010) can provide an even greater hurdle for those with mental health problems, as
these affect the chances people have for attaining assistance. Furthermore, Schomerus et al
(2011) found that there is an unequal amount of attention paid to mental health provision, a
discrepancy in mental health research funding, and that the previous application of mental
health backgrounds in law (e.g. for those seeking custody may put off those with mental health
problems from approaching care professionals).

In addition, research undertaken by Wahl and Aroesty (2010) and Corrigan and Rao (2012)
found that understanding, culture, and professional and social networks affect the relation of
stigma and care opportunities. One instance of this can be seen when stigmas and
discrimination are informed more by myths concerning mental health, or its management
(Corrigan & Rao, 2012). Due to Corrigan and Rao (2012), cultural factors may also affect what
activities are deemed transgressed, and how well those behaving in manners unlike the
prevailing norm are treated and understood. A person’s social networks, such as family, friends
or colleagues also may impact on how likely a person is to seek help, as these groups may
either support professional help or reinforce stigmatisation (Corrigan & Rao, 2012). As
understanding, culture, professional and social elements all affect a person’s choice whether to
seek treatment, many governmental approaches have attempted to improve the understanding
of mental health to negate the effect of discriminatory stereotypes (Wahl & Aroesty, 2010). In
fact, considering such cultural and professional barriers and by incorporating positive care
relationships into mental health treatment can positively affect people’s decision to seek care,

as it lowers the effects of stigma commonly held by mental health professionals in mental



health care institutions to the people with mental health problems (Wahl & Aroesty, 2010;
Brohan et al., 2013). It is true that stigma has existed throughout history, and is based on social
science concepts, which cover a broad range of meanings, and has been described by experts
from many different backgrounds (Link, Yang, Phelan, & Collins, 2004). Goffman outlined
stigma as “a sign of disgrace or discredit, which sets a person apart from others” (Goffman,
1963, p.248). Nevertheless, the precise definition of stigma has not yet been established, and
there is no single agreed meaning (Link ef al., 2004). Additionally, the global consensus is
increasing regarding individuals with mental problems experiencing stigma (Alonso et al.,
2009; Thornicroft et al., 2009).

Angermeyer and Matschinger (2005) argue that the German and American public appears
to stigmatise mental health problems more now than in the past. Meanwhile, Wahlbeck and
Aromaa (2011) observe that the stigmatisation of people with mental health problems is
widespread in Finland. Stigma can have a severe impact on people with mental health
problems, diminishing their self-esteem (Yang et al., 2007), and may lead to the onset of
depression or exacerbation of this (Corrigan & Miller, 2004). Additionally, stigma can result
in social isolation, a decrease in quality of life by restricting access to work opportunities,
housing and other essential needs (Chou, Mak, Chung, Chan, & Ho, 1996). In short, stigma
can give rise to a cycle of social deprivation and bestows a chronic nature of the illness (Lee,
Lee, Chiu, & Kleinman, 2005). Consequently, excluding people with mental health problems
from social life can also lead to the social isolation of their families (Corrigan & Miller, 2004;
Kokanovic, Petersen, & Klimidis, 2006).

It is important to recognise that people not only have the symptoms of mental health
problems to cope with but also the negative attributions from stigma (Angermeyer &
Matschinger, 2003). Due to the negative effects, it can have a person’s life, professional and
social stigma may further exacerbate mental health problems. This may result in people feeling
inferior or unequal (Goffman, 1963; Crocker, 1999), which can make mental health
professional’s roles in their careers even more challenging (Wahl & Aroesty, 2010). It may
restrict access to medical care (Qureshi, Al-Habeeb, & Koenig, 2013). It is important to
understand the exists to which mental health professionals are influenced by holding such
views when relating to people with mental health problems (Chou et al., 1996). Specifically,
the mental health professionals in Saudi Arabia are also members of the public who are also
influenced by the pervading culture and may have internalised some of these stigmatising
views in regards to those people with mental health problems. In this study, the nature of, and

opportunities associated with, phenomenon research on stigma are explored.



It explores the existing and latent views of mental health professionals holding a stigma
towards people living with mental health problems in Riyadh, Saudi Arabia. The purpose of
phenomenon research is to identify, describe and report phenomena as a foundation for later
theoretical conceptualization and the development of future research (Barnard, 1968). This
study will examine the application of the concept of stigma; will focus on professionals who
hold prejudicial or discriminatory attitudes towards people with mental health problems.
Overall, stigma is defined as a cultural and professional phenomenon that manifests at both a
structural and individual level. Due to the Diagnostic and Statistical Manual of Mental
Disorders [DSM-5], mentally ill health is a concept used without precision, and this has led to
real barriers and stigmas that need to be challenged to redefine the professional approach to
mental health problems. The stigma on mental health problems applies to psychotic, neurotic,
and personality disorders, regardless of the level and degree of mental health problems.

The phenomena of stigma in this study aim to focus and explore these phenomena from the
foundations in the KSA, and whether there is a professional stigma or not. All forms of mental
health problems and diagnoses, individuals and ages of people with mental health problems
will be identified in this study. Subsequently, through the analysis, the professional stigma
experienced by participants in the study will be explored, and how various causes influence the
stigma. Particularly, this study will explore whether individuals hold a stigma regarding people
with mental health problems or not.

In this study, the focus will be on these phenomena to assess and explore whether there is a
professional stigma in Saudi Arabia, which will lead to answering the research questions and
objectives. Finally, if evidence is found for the phenomena of a stigma and particularly of a
professional stigma present in Saudi Arabia, I will be recommending at the end of the thesis
for future research to be more focused on and concerned with stigma for specific psychotic,

neurotic or personality disorders.

Pervasive views of stigma in mental health problems

The stigma surrounding mental health problems is described by Martin, Pescosolido,
Olafsdottir, and McLeod (2007, p. 50) as “[fundamentally] a social phenomenon rooted in
social relationships and shaped by the culture and structure of society”, it is considered that
mental health stigma is present in both Western (Fabrega, 1991; Angermeyer, Beck, Dietrich,
& Holzinger, 2004) and Eastern cultural settings (Chou & Mark, 1998).



A review of attitudes towards people with mental health problems in Western cultures
during the period from the 1960s to the 1980s was conducted by Gureje, Lasebikan, Ephraim-
Oluwanuga, Olley and Kola (2005), while Fabrega (1991) compared attitudes and stigma of
mental health problems in Western and non-Western cultures. Besides, public perceptions
towards people with mental health problems in various countries have constituted the focus of
a sufficient number of studies (Tsang, Tam, Chan, & Cheung, 2003; Angermeyer et al., 2004;
Morgan et al., 2007; Yang et al., 2007). These studies have investigated a range of variables,
including, age, sex, a level of education, knowledge of the mental disorder, as well as exposure
to mental health problems. These variables provide a framework that can be used to gain an
understanding of the cultural variety of mental health professionals and negative attitudes in
Saudi Arabia. Moreover, as research participants were selected from different contexts, such
as individuals with mental health problems, careers, relatives, migrants and the general public,
the studies also addressed cross-cultural differences in the attitudes of professionals such as
general practitioners, psychiatrists, psychologists, occupational therapists, nurses, resident
doctors and social workers (Lai, Hong, & Chee, 2001).

In all historical periods and many cultures, individuals living with mental health problems
have often been perceived negatively by those in the wider society (Fabrega, 1991). The
findings of early research revealed that the public made no distinction between milder and more
complex manifestations of mental health problems (Angermeyer et al., 2004). Consequently,
people living with mental health problems were often indiscriminately labelled as aggressive
and troubled, with many people being afraid and suspicious of them (Gureje et al., 2005).

In order, to determine how severe, the stigma attached to people with mental health
problems is, researchers have employed three approaches. The first approach involves referring
to case history that defined the traits exhibited by people with mental health problems
(Alexander & Link, 2003). The second approach entails the use of a social distancing scale to
determine the level of avoidance of people living with mental health problems (Lauber, Nordt,
Braunschweig, & Rossler, 2006). The third approach is concerned with labelling, in other
words, a diagnosis of mental health problems being given by a professional, inferred by contact
with a mental health service, or, more rarely, applied by the subjects themselves or by society

based on symptom identification (Link et al., 2004).



A review of Saudi Arabia and its status in the world

The official name for Saudi Arabia is the ‘Kingdom of Saudi Arabia (KSA).” In the ranking
of Arab nations, it is the second largest, coming second only to the North African nation of
Algeria. In addition, it is made up of a significant proportion of the Arabian Peninsula regions
(Memish, Zumla, Al-Hakeem, Al-Rabeeah, & Stephens, 2013). The separate regions of Saudi
Arabia are ruled by a governor (also known as an Ameer- Prince). These regions are presided
over as distinct and individual areas, which are referred to as ‘governors.” The word ‘Ameer’
can be dated back to the earliest origins of Islam. It appears many times throughout historical
artefacts relating to the history of the religion and the provincial rule of the Arab nations. There
are thirteen separate regions in total, and they are as follows: Al-Riyadh, Al-Jouf, Al-Baha,
Makkah Al-Mukarramah, Al-Madinah Al-Munawarah, Aseer, Najran, Eastern Region, Halil,
Northern Boundaries, Al-Qassim, and Jazan, Tabuk.

The specific regions examined in this study have customs and histories that are. What the
regions do have in common, however, is their orientation towards a traditional way of life. Al-
Twaijry, Brierley and Gwilliam (2003) highlight how, over the past three centuries, these
regions have developed themselves using very limited resources, and therefore, their culture is
based thoroughly on antiquity. Saudi Arabia built numerous relationships with countries, such
as Egypt, Syria and Iraq, and was not restricted by their distance from civilisation.

Due to Al-Twaijry et al. (2003), ancient Arabia was, in fact, a plethora of complex cultures
and societies. It must also be considered, however, how cultures can differ within a country -
as they do in Saudi Arabia. For example, even though the culture in the United Kingdom differs
from the culture in Saudi Arabia, the cultures of Riyadh and Jeddah (two Saudi Arabian cities)
are also different too (Al-Zahrani & Kaplowitz, 1993). Cultures are responsible for the way in
which people attempt to define or refine conflict, and a difference in culture can lead to a
difference in general life. Cultures, thus, are often accountable for conflict within human
relationships. Kent and Wahass (1996) explain how cultural differences are more likely to
become apparent when they are different to our own, encouraging us to label such behavior as
“unusual” or “strange”. This concept may partially explain the variation in attitudes held by
professionals towards mental health issues across the region, as no two cultures or beliefs are

the same.



Population

The population of Saudi Arabia currently stands at approximately 20.5 million native
citizens. This figure is not inclusive of the 9 million additional immigrants and foreign
nationals. Therefore, in total, the population is thought to be close to 30 million people. As a
proportion of 29,018,626, 24% resides in the capital city of Riyadh, which is the biggest city
in Saudi Arabia (Alagaili ef al., 2014). The country is a very multinational part of the world,
as it is home to large populations of Indian, Indonesian and Filipino migrants. The most
significant proportion of the migrant population of Saudi Arabia, however, is made up of
people from neighbouring Arab nations, such as Egypt, Jordan, Syria, and Lebanon. Indeed,
this movement of people has existed for centuries, and there are many examples of shared
culture between Saudi Arabia and these regions. The basic figures for these migrant
populations are as follows: 90% are Arab migrant, and 10% are Afro-Asian migrants
(Anderson, 2014). Initially, the emergence of Saudi Arabia as a cultural, social, and political
force started in the early 20th century (1901-1930), at a time when more than half of the
population was made up of migratory Bedouin or nomad groups (Ramayah, May, & Omar,
2008). Nonetheless, Saudi Arabia would not develop into a fully-fledged international partner
until the 1930s. During this period, vast amounts of oil were uncovered within the borders of
the country.

The discovery launched an unprecedented phase of socio-economic evolution and wealth.
It also resulted in the migratory Bedouin and nomad populations being persuaded to settle in
new industrial towns and settlements. These new towns, villages, and hamlets experienced a
remarkable level of expansion, as more and more of the population sought work there. The
movements of labourers from the internal rural regions to the settlements were significant.
Eventually, migrants from the neighbouring African, Arab, and Asian nations also began to
seek employment in Saudi Arabia.

To summarise, social and industrial developments have been the driving forces behind the
rapid transformation of Saudi Arabia. The country was among the least urbanised on the planet
in the fifties, but it is now among the most economically developed. In 1992, the overall
proportion of the Saudi Arabian population residing in industrial settlements stood at 77% (Al-
Ahmadi, See, Heppenstall, & Hogg, 2009). Over the years, the industrial development of Saudi
Arabia has not been the only form of evolution. As the number of specialist professions has
increased, so too has the quality of health care. In addition, the service industry has improved

significantly, as has the concern for individual happiness and wellbeing.
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The state has provided consistent support for educational resources and the enhancement
of vocational and higher education provisions. Thus, Saudi Arabia now offers completely free
education and medical care at all levels across the region, although it is in no part funded by

taxation on citizens (Albejaidi, 2010).

The religious and cultural background in Saudi Arabia

As one of the most prevalent religions in the world, Islam has always been at the forefront
of social and cultural developments in Saudi Arabia. The region can claim host to its birth and
continued evolution, with the area known as the ‘Land of the Two Holy Mosques’ believed to
be its place of origin. The Masjid - el Nabwi Mosque, in Medina, and the Masjid-al-Haram
mosque, in Makah, are the two holiest structures within the Islamic religion. Therefore, around
two million devout Muslims travel to the KSA every year for the religious pilgrimages of
Umrah and more than five million Muslims travel to the KSA for Haj every year. These sites
represent two of the five pillars of Islam (Bowen, 2014). The work of Littlewood and Yousuf
(2000) states that the Islamic Kingdom of Saudi Arabia is primarily made up of Muslims living
in the towns and cities. However, a small proportion is still thought to consist of migratory
groups. In fact, the makeup of the Islamic population has changed significantly over the last
four decades, especially in line with economic developments. From 1970 to 1991, the
distribution of rural to urban settlements moved from 49% to 78%. Likewise, it is important to
note that the socioeconomic characteristics of Saudi Arabia have been similarly influenced by
the distribution and evolution of Islamic beliefs. Nowadays, Saudi culture is clearly influenced
by the teachings of the Muslim faith.

The legal system (sharia law) is founded upon doctrines from the Qur’an and a series of
prophetic standards originally offered by the Prophet Muhammad (Peace Be Upon Him)
(MPBUH) (Abdul Salam, 2013). A range of additional factors (i.e. health, education, culture,
media, the spread of wealth, etc.) has also greatly influenced the distinct characteristics of Saudi
Arabia (Al-Shahri, 2002). One of the most important Islamic teachings (and one which informs
much of the social and cultural makeup of Saudi Arabia) is the belief that illness is a result of
sin. The Islamic faith considers sickness to be both a punishment and a method of atonement
for immorality (Al-Shahri, 2002). This means that it is not uncommon for medical help to be
refused, as it conflicts with the judgment of Allah. In Muslim communities, people are
encouraged to perceive illness as a deserved state. This does not mean that the Islamic faith has

no interest in self-care.
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However, as healthy eating, frequent exercise, abstinence from alcohol and tobacco, the
breastfeeding of infants, and the maintenance of strict personal hygiene are all encouraged
(Rassool, 2000). Overall, the lessons and teachings of Islam provide a constant foundation and
background for these practices. Meanwhile, in some of the more rural regions of Saudi Arabia,
more ancient forms of medicine are practised; for example, cauterising, herbal remedies, and

cupping (Al-Shahri, 2002).

The health care service in Saudi Arabia

The work of Al-Yousuf, Akerele and Al-Mazrou (2002) investigated the Saudi health care
sector. It focused on the importance of examining all areas of the sector, with the goal of
improving the provision of medical resources and health-based education. Health care systems
differ not only across different nations but also within them too. In Saudi Arabia, it is essential
that the state can cater for and adapts to fit a range of different objectives and populations. It is
becoming increasingly clear that the health of the Saudi population has been notably influenced
by the accelerated socio-economic changes of the last thirty years. What is more, the morbidity
and mortality figures have started to appear much more optimistic and demonstrate a definite
improvement in the general quality of life (Al-Yousuf et al., 2002). In 2014, the government
in Saudi Arabia unveiled details in relation to its national spending. The plans stated that
medical care and education would continue to be the top priorities for the country. They
accounted for around 37% of the overall spending budget. Thus, the government established
(using this money) thirty-four new hospitals and medical care buildings. It also invested in the
long-term development of an additional 132 hospitals and five ‘medical cities’; these medical

cities are currently being built (Memish et al., 2013).

Mental health care provisions in Saudi Arabia

Due to Pinto, Hickman, Logsdon and Burant (2012), there have been vast improvements in
the awareness and treatment of mental health conditions in Saudi Arabia, over the last two
decades. This development has been primarily concentrated over the past twenty years. At
present, the mental health care system is making significant progress when it comes to
providing for the needs of citizens. This is not to say that the work is over because there is still
a lot of development, which needs to happen if medical care is to be provided to the whole

country (inclusive of expatriates).
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There is still a need for sophisticated medical training resources in Saudi healthcare
structures and centres of learning, especially in the form of psychiatry provisions and research
that are designed to modernise and streamline the wider health care sector (Pinto et al., 2012).
Now, there are plans to homogenise, universalise, streamline, and extend mental health care
provisions right across the nation. They consider everything from infant and teenage services
to medical care for senior patients, addiction counselling, regular consultations, and even
forensic psychiatry. Within Saudi Arabia, there are some remarkable opportunities for
methodical investigation into the diagnosis, assessment, treatment, and care of mental and
emotional conditions. Yet, as psychological disciplines progress and develop rapidly in that
part of the world, it becomes harder to disregard the towering impact of culture, relationships,
and faith on the awareness, identification, treatment, and care of mental health problems in
Saudi Arabia today (Littlewood & Yousef, 2000; Pinto et al., 2012).

Over the last six years, the General Administration of Mental Health and Social Services
department of the Ministry of Health has attempted to enhance the provision of mental health
care service to the citizens of Saudi Arabia (Qureshi et al., 2013). As part of this objective,
many of significant health care achievements have been fulfilled. For example, the delivery of
inpatient mental health care reinforced and assisted by an improved and government endorsed
the Mental Health Act. Unfortunately, mental health care provisions at the local level are not
quite as advanced and still have some way to go before they can meet the quality of resources
in other developed economies. Furthermore, a large and expertly trained mental health
workforce are still necessary (across all aspects of the health care system), to fulfil the demands

of an increasingly complex Saudi population (Pinto et al., 2012).

Religion and Culture as factors in mental health issues in Saudi Arabia
Considering the significance and influence of social and religious factors on the native Saudi
population and the enormous number of migrants and expatriates (almost a third of the
population) in the country (Abdul Salam, 2013), mental health should be considered following
its diverse cultural makeup. In other words, medical care must be provided in a way, which
treats a range of different religious beliefs with the same level of respect. The population of
Saudi Arabia is extremely varied and diverse, with citizens from all over the globe currently
residing and working there. The three primary social influences, however, are the Islamic

religion, Islamic culture and heritage, and the Bedouin culture. For 5,000 years, Arab traders
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have formed merchant routes and channels, which stretch all the way across two regions around
the Mediterranean Sea, the Persian Gulf, South Asia, and Africa.

For a lot of Arab citizens, the ancient Bedouin customs of desert cultivation, basic fishing,
artisanship, migratory tracing, and creative culture continue to be imperative and significant.
For some, regional and kin-based groups and identities are also still revered. Ever since the 7th
century, the significance of the Islamic faith has contributed to almost every part of work,
family, leisure, community, and society. In Saudi Arabia, Sharia law governs the population; a
legal system based on teachings from the Qur’an. Moreover, for Muslims, Ramadan is the
holiest period of the year. During this time, there can be no consumption of food or drink, no
smoking, and no sexual actions from sunrise (Sahoor) to sunset (Iftar) — Ramadan lasts for one
month. The Hajj pilgrimage to Mecca also occurs once a year, during the Zu-1Hajja Arabic
period, when millions of Muslims across the globe join in observing religious rites and
customs. For Muslims, prayer is something which happens every single day at sunrise, midday,
mid-afternoon, sunset, and just after sunset. During these times, all activities must be put on
hold and all businesses temporarily closed.

The prayers are accompanied by a call for prayer from every place of worship — all Muslims
are expected to stop, pray, and listen to the call. For men, it is necessary to attend the mosque
every Friday to pray and observe the teachings of the Imam (also known as khutba). In Saudi
Arabia, regular prayer and observation of the Holy Qur’an is an essential part of maintaining
mental health and caring for mental conditions. Hence, it is not unusual that so many Saudis
would also come to believe that the Qur’an is the best cure for physical ailments too. Crucially,
and in comparison, to ancient Arabic wisdom, the modern Islamic faith does not consider all
mental health problems as being a consequence of supernatural forces. In fact, at least one
eminent Muslim academic, Ibn Sina, challenged the idea that malevolent spirits were to blame
for mental health problems (Al-Krenawi & Graham, 2000). Indeed, at present, Islamic law
works to safeguard people with mental conditions. While the responsibility is thought to belong
to the family, if they are unable to provide protection, an award may be elected to hold and
protect the possessions of persons with mental health problems. If an individual suffers from
serious and recurring or permanent psychotic illness, they are not expected to carry out the five
daily prayers or observe the customs of Ramadan (Dols, 2007). It is interesting to note that the
‘not guilty due to insanity’ plea existed in Islamic communities long before any western nation
decided to incorporate it as a legal judgment. If you are ‘insane,” you are not held responsible

for your actions, even if they are in breach of the law (Wahass & Kent, 1997).
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Furthermore, the Islamic faith and sharia law also include a few important social rules. For
example, females must conceal the whole of their face and body with a unique covering (called
an Abaya) while outside the home. This is an obligatory offering of modesty and humility.
Also, females are not permitted to drive, talk with males outside the home (excepting husbands,
brothers, and another male family member), or get involved with more social interactions than
are needed to maintain a functional life. In fact, only females who are married or taking part in
a formal education course can visibly socialise. Within academic institutions, females and
males are entirely segregated during seminars, workshops, conferences, lectures, and meetings.
If a respectful family chaperone (mother, father, husband, brother) is present, a female can
speak with a male psychologist, counsellor, mental health worker, or another doctor. However,
all forms of physical touching are forbidden, including a handshake. The diagnosis and
treatment of mental health problems are, unsurprisingly, very much influenced by these rigid
social rules and customs. Therefore, it is essential that mental health care professionals take

them into consideration when attempting to treat patients (Ratner & El-Badwi, 2011).

The development of mental health care services in Saudi Arabia

The number of mental health centres in Saudi Arabia has doubled almost ten times during
the last three decades. At present, the country is home to 21 dedicated psychiatric hospitals.
This number includes three special buildings called Al-Amal hospitals, which are situated in
Jeddah, Dammam, and Riyadh and are designed to treat patients with addictions and mental
health problems. A fourth Al-Amal building was recently completed with a fifty-bed capacity
at Al-Qassim Psychiatric Rehabilitation Centre in Buraidah. After 2012, the number of
dedicated psychiatric departments for children and teenagers also increased considerably. Over
the last five to ten years, the amount of psychiatric ‘beds’ in psychiatric centres across Saudi
Arabia has remained stable, with a count of around 3,000 (12 per 100,000 citizens) (Qureshii
etal., 2013).

Since deinstitutionalization has not yet happened in Saudi Arabia, the current amount of
psychiatric beds is still significantly smaller than it should be for a country of this size. Many
mental health professionals have continued to rise sharply. In 1983, there were, remarkably,
just three psychiatrists for the whole population (Al-Krenawin & Graham, 2000). In 1997,
however, the figure had doubled around ten times. By 2006, there were 205 mental health
professionals for a population of 23 million (0.9 per 100,000 citizens) (Qureshi et al., 2013).



15

Then, in 2010, there were more than 700 psychiatrists (3.0 per 100,000 citizens), including
eight dedicated to outpatient services and 263 employed by specialist mental health centres
(Qureshi et al., 2013). Some mental health professionals, social workers, and general nurses
employed in the mental health sector has steadily risen too. The statistics presented by the
Saudi National Mental Health Survey (SNMHS) Koenig et al. (2014) state that there are
currently around 1980 nurses employed in outpatient facilities and 1176 in dedicated mental
health centres (Qureshi et al., 2013). There are also 515 psychologists, social workers, and
occupational therapists employed at outpatient facilities and 611 in dedicated mental health
centres. Crucially, most nurses who work with people with mental health problems do not begin
their training with specialist psychiatry qualifications. Additionally, much of psychologists and
social workers do not hold post-graduate degrees (Qureshi et al., 2013). Besides, a few
undergraduate and post-graduate training courses in psychology and counselling are now taken
at learning institutions across Saudi Arabia. These courses are available at the following
locations; the University of Tabuk, King Khaled University in Abha, King Saud University in
Riyadh, the University of Dammam in the Eastern Province, the and Princess Noura Bent
Abdurrahman University in Riyadh. Also, a total of thirteen (out of 21) Saudi Arabian medical
schools now provide post-graduate training for combined health disciplines like nursing,
psychology, social work, and counselling. While mental care provisions continue to improve,
a significant proportion of the carefully designed for individuals with mental health problems
is still handled by family members.

In Saudi Arabia, a family is a sacred unit, and the process of protecting that unit is a
religious duty. The children in a family are not permitted to leave the parental home until they
are married and older relatives are usually cared for within the same environment too. It is
unusual for elderly family members to be sent to nursing homes or external care facilities.
Thus, family units in Saudi Arabia are very large, with many different people residing together.
This can mean that mental health care becomes limited; with so many people to provide for,
families often decide to keep health issues under wraps for fear of the social stigma or being
perceived as unable to care for the family unit.

Within Arabic communities, people with mental conditions are frequently stigmatised,
mocked, derided, and disregarded. This is because, for a very long time, mental health problems
were linked with evil forces, the evil eye, malevolent magic, violence, addiction, suicide, and
sin (Pridmore & Pasha, 2004). The guilt and potential embarrassment of having mentally ill
family members often cause people to ignore the issues and refuse to address them all together,

especially with expatriates (Farooqi, 2006). In addition, the Muslim faith bestows special
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favours for people who can take care of ill relatives, whether they are suffering from physical
or mental ailments (Qureshii ez al., 2013). The Islamic teachings of the Qur’an and the Hadiths
believe that Muslims have a responsibility to protect the sick. Consequently, family units in
Saudi Arabia go to great lengths to independently care for their relatives. Nonetheless, these

beliefs may be dissolving gradually.

Improvements in mental health care services in Saudi Arabia

In 1978, Saudi Arabia created to establish primary health care (PHC) centres across the
nation, in a bid to enhance the identification and treatment of medical issues within tight-knit
communities (AI-Osimy, 1994). The objective was to encourage Saudi citizens to seek medical
care in these centres, as many people did not at the time. To increase the quality of diagnosis
and treatment methods for mental health problems, in 2000, the WHO advised affiliated nations
to rebrand primary health care centres as the earliest point of contact for individuals with mental
health problems (Pridmore & Pasha, 2004). In circumstances where primary health care
professionals were underqualified to deal with certain cases, the advice was to defer to the
expertise of psychiatrists in general hospitals (secondary tier). If these psychiatrists were also
unable to handle the cases, the patients would be moved to dedicated psychiatric centres or
teaching (university) hospitals (third tier) (Farooqi, 2006). As most people tend to consult their
local doctor first, whether they have physical or mental health problems and because a great
many physical and mental health problems are closely related, the WHO considered this
structure to be the most valuable approach to diagnosis and treatment (Pridmore & Pasha,
2004).

For Saudi Arabia, adhering to these WHO guidelines has been a big success, and the new
health care structure continues to work efficiently and effectively (Qureshi et al., 2013). Itis a
reasonably productive approach, which has the power to care for a growing population, with
ever more complex mental health requirements. It is also possible for people with mental health
issues in Saudi Arabia seek mental health care assistance more directly at specialist mental
health care centres and hospitals. Plus, there are also some individuals who look for support
with the help of the emergency services, regular hospitals, or mental health care centres without
a previous referral. Lastly, there is a private mental health care sector in the country, which
treats patients in return for a charge. This is different to the public provisions, which are all

free to use and funded by the state (Qureshi et al., 2013).
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As well as independent private mental health care clinics, there are an additional 125 private
general hospitals — most of these buildings are directly connected to, or geographically close
to, mental health care clinics (Mobaraki & Soderfeldt, 2010; Okasha, Karam, & Okasha, 2012).
Regarding social stigma surrounding mental health problems and this direct access to private
care, wealthy families often choose to work with private health care centres and fund the
treatment by themselves (Almazeedi & Alsuwaidan, 2014). These private clinics provide
psychotherapy, psychotropic medications, and different forms of addiction counselling, speech
therapy, and rehabilitation services for adults, teenagers, and infants. Shortly after Saudi Arabia
embraced the WHO endorsed the structure of primary, secondary, and tertiary tier care, many
of its academics started to investigate the referral data and attributes of individuals sent to
specialist mental health care hospitals. One of these investigations discovered that around
three-quarters of referrals forwarded to the Buraidah Mental Health Hospital could be traced
back to a primary health care centre and the rest were associated with public hospitals (Qureshi,
Al-Habeeb, Al-Ghamdy, Magzoub, & Schmidt, 2001). The referrals from public hospitals (as
opposed to PHC centres) were always more likely to relate to psychotic illnesses (20% and
10%, respectively), mood dysfunctions (28% and 23%, respectively), and psychosomatic
conditions (7% and 2%, respectively). On the other hand, the referrals from primary health care
centres (as opposed to public hospitals) have been always more likely to describe somatic
symptoms (35% and 23%, respectively) and neurological symptoms (8% and 4%, respectively)
(Qureshi et al., 2013). Nonetheless, mental health provisions in Saudi Arabia have consistently
improved and increased in scope over the decades.

In 2006, the nation created a fully established mental health act and a range of specially
designed resources for people with addictions, rehabilitation requirements, and sophisticated
infant and adolescent problems. For the first time, a high level of mental health care could be
sought at public hospitals and clinics. Perhaps the most significant development came in the
form of the 2007 Saudi Arabian Social and Mental Health Atlas (SAMHA). This scheme aims
to systematically define, describe, and recommend solutions for the diverse mental health
requirements of the Saudi population (Qureshi ef al., 2013). Therefore, to guarantee that its
objectives were fulfilled, the decision was made to carry out a comprehensive four-year ‘follow
up’ investigation (Albejaidi, 2010); this investigation has now been conducted. One of the most
prominent aims of SAMHA has been to construct a suitable schedule for the development of
mental health care provisions designed to boost the number of mental health care professionals,

enhance the integrity of medical resources, extend provisions for people with addictions, create
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more training and awareness, carry out research which informs new medical interventions, and
launch new quality measures.

The SAMHA scheme hopes to expand the scope and range of services on offer for people
who present with mental health issues and increase the quality of mental health infrastructures
across the whole of Saudi Arabia. In fact, a primary objective has been to boost the number of
psychiatric beds for the population, so that the figures reflect the global average of 16 beds per
100,000 citizens. Despite this, the figure stayed constant at 12 beds per 100,000 citizens for
five years (from 2005-2010). Additionally, one of the more long-term objectives was the
creation of a procedural guidebook for all mental health hospitals in the country. This
guidebook was completed in 2012 and it offers insights into a broad selection of treatments,
reporting methods, and integrity of care measures (Qureshi et al., 2013).

Moreover, the Mental Health Act (MHA) created by the Saudi Arabian government, in
2012, has since afforded the support and endorsement of the legal system to many of these
developments. At present, all mental health hospitals in the country are run in accordance with
the 2012 MHA standards and guidelines. The General Administration is currently integrating
these standards within the Mental Health and Social Services (GAMHSS) at the Ministry of
Health (MOH) in Riyadh. Whilst the size of the MOH budget has grown every year; there
continues to be no independent source of funding for GAMHSS. Nonetheless, developments
are currently underway in this area too — there are now distinct and separate sources of funding
for two of the biggest mental health sectors: Developmental and Behavioural Disorders in
Children and the Saudi Society for the Care of Psychiatric Patients and Families. However,
significant enhancements still need to be made within the Saudi health care sector, especially
in the form of regulation and mental health care ethics and standards. It is also important for
the government to continue its support of educational resources that relate to the eradication of

professional and social stigmas and the maintenance of personal health and wellbeing.

Developments in mental health research in Saudi Arabia

The health care system in Saudi Arabia needs more in-depth research, particularly if
individuals with mental health problems are to be diagnosed and treated as efficiently as
possible (Zaini et al., 2011; Qureshi et al., 2013). It is essential that health care professionals
understand the complex demographic, cultural, social, and behavioural variables, which can

raise or lower the chance of people with mental health problems.
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They must also be willing to make compromises, whilst always trying to prescribe
treatments, which suit the unique religious, and lifestyle based needs of Saudi Arabian citizens
(Qureshi et al., 2013). These treatments may incorporate forms of psychotherapy, psychotropic
medications, different kinds of biological therapy, and even very new or alternative remedies.
Likewise, a great deal more research is also required when it comes to the skills of mental
health professionals. Hence, the number of psychiatrists, psychologists, social workers, nurses,
and counsellors should be continuously monitored, as should the level and quality of training
which they are given. Subsequently, this form of research is vital in directing the development
and funding of training courses that are designed to allow health care workers to cater for the
complex needs of an expanding population. The good news stems from the fact that mental
health research in Saudi Arabia has been afforded more focus over the last thirty years. Whilst
it was barely present in any form before 1975, several extremely important health care
investigations have been conducted during the past decade. For example, a review of mental
health studies published between 1987-2002 (and focusing on the Arab world) discovered that,
of five key nations (Egypt, Saudi Arabia, Kuwait, Lebanon, and the United Arab Emirates),
many studies released in Saudi Arabia were the second highest of that group (Qureshi ef al.,
2013). In fact, it was beaten only by Kuwait (Afifi, 2005). In recent years, academics have also
discovered that several mental health studies published each year, in Saudi Arabia, rose from
a mere zero to just one, between 1966 and 1985. Yet, in the years between 1996 and 2006, the
number had risen to eighteen. This figure meant that it ranked only second to Egypt, among
the other 21 Arab nations (Jaalouk, Okasha, Salamoun, & Karam, 2012). For Saudi academics
and researchers, the subject of treatment resistant depression has been a prominent area of
investigation (Qureshi et al., 2013; Zaini et al., 2011). It is still the case, though, that Saudi
Arabia struggles to compete with Western nations, particularly when it comes to the
psychological and behavioural sciences.

Many of studies published in the USA and Great Britain, over the course of just a decade
(1992-2001) numbered just under 60,000. If you contrast this with the 299 studies published in
Saudi Arabia, over the course of a four-decade timeframe (1966-20006), it is clearly exhibited
how far behind the nation still is in comparison to Western superpowers (Qureshi et al., 2013).
Therefore, whilst a great deal of development has taken place, there is still a huge amount of
work, which needs to be carried out within the Saudi Arabian mental health sector.
Nevertheless, there are many reasons to look at the Saudi health care system with great hope.
In 2009, a national competency model was created for Saudi medical schools, which reinforced

the value of reliable research and dedicated a whole chapter to relationships between doctors
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and comprehensive scientific investigations (Zaini et al., 2011). The model made it clear that
comprehensive research conducted by medical institutions will continue to be a big part of
progression within the Saudi health care system. The initiative has been seized by several of
these institutions. For instance, the King Abdulaziz City for Science and Technology has
established a venture, which focuses on the quality of health care research in Saudi Arabia. It
has requested that the King Faisal Specialist Hospital and Research Centre in Riyadh begin to
form research objectives, which consider a more national perspective (a national board)
(Qureshi et al., 2013; Koenig et al., 2014).

The objective of the board is to assess and set suitable research targets and goals for the
whole nation. It has highlighted the following key subjects for further research; genetics, non-
communicable diseases, cell therapy, communicable diseases, disability, and environmental
health. The significance of mental health research is made clear for two of these subjects:
neurodegenerative disease and disability (Qureshi et al., 2013; Koenig et al., 2014). In recent
years, research isn’t carried out into the influence and development of mental health stigmas
within Saudi Arabia. Yet, such research is of fundamental importance, as it influences which
types of treatments are offered and how they are administered to patients. It is necessary to
understand the reasons why a person may refuse professional help to determine how best to
provide it. Moreover, it is important to understand how the existence of professional stigma

plays a role in the quality of mental health care provided to people with mental health problems.

Stigma aspect in the Arabian Gulf

As the views and opinions of health professionals can affect the information and services,
they offer to patients and the public, outlining these views regarding mental health is necessary.
What is more, anti-stigma campaigns are often initiated and managed by the professionals
themselves who hold-stigmatising views toward people with mental health problems, which
can increase the performance and efficiency of health services. The WHO (2001) embarked on
an international campaign to reduce the stigma surrounding mental health problems, to promote
social inclusion and end discrimination. Qureshi et al. (2013) and Ciftci, Jones and Corrigan
(2013) warned that in Qatar, a lack of awareness on the part of health professionals regarding
their stigma could have an adverse impact on the efficiency of the anti-stigma campaigns. As
previously mentioned, research has only recently begun to address the issue of the stigma of

mental health professionals (Schulze & Angermeyer, 2003; Lauber & Rossle, 2007).
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Mental health problems have become a common occurrence throughout the world,
consuming a substantial part of many healthcare budgets, and thus, putting a strain on
economies (Haque, 2005; Almazeedi & Alsuwaidan, 2014). Despite this, the fear of social
stigmatisation means that many individuals living with mental health problems are not
receiving the proper treatment they need (Coverdale, Nairn, & Claasen, 2002). In some
cultures, a diagnosis of mental health problems has broad negative implications. One such
culture is that of Kuwait, where many individuals choose not to seek help at the Psychological
Medicine Hospital (the national institute for mental health), due to the stigma attached to their
mental health problems (Thornicroft, Rose, & Kassam, 2007).

Instead, individuals with mental problems, seek help at local primary care clinics, which are
more socially accepted. However, primary care doctors do not have the necessary expertise,
and therefore, often cannot offer appropriate psychiatric treatment. What is more, whilst they
can make referrals to mental health institutions, many patients refuse to go there (Almazeedi
& Alsuwaidan, 2014). Attitudinal surveys have found that people living with mental health
problems would prefer not to go to a psychiatrist, but would rather go to other health care
specialists for their treatment and care, to avoid the stigmatising attitudes that are presented
through the interaction with mental health professionals (Corbiere, Samson, Villotti, &
Pelletier, 2012). A possible solution to this problem is to incorporate mental health care into

general health services, as has been proposed by the WHO (2001).

Stigma aspect in the UK and a global context

Due to Ciftci, Jones and Corrigan (2013), the stigma often shown toward people with mental
health problems is a global phenomenon and is not confined to one single country. Alonso et
al. (2009) write that there appear to be lots of difference in how different countries perceive
mental health problems and that less developed countries seem to stigmatise more generally.
Also, Corrigan and Watson (2002) recognised that the actual experiences of those people with
mental health problems experiencing professional stigma must be considered. Stigma and
prejudice remain the primary sources of human rights abuse that is so frequently encountered
in some outmoded psychiatric institutions and social care homes (Mansell, 2005). Such abuse
takes various forms; even outside psychiatric institutions, as community-based care, which is
implemented in many Western European countries, can lead to individuals with mental health

problems, feeling excluded from society (Schomerus & Angermeyer, 2008).
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Public policy-makers may also be reluctant to allocate funding to mental health due to the
same stigma, as the provision of mental health care does not figure prominently in the process
of allocation of health system budgets (Schomerus, Matschinger, & Angermeyer, 2006).
Indeed, external perceptions are also affected by the personal status of the individual living
with mental health problems, for example; stigma tends to increase the lower socioeconomic
position of individuals with mental health problems (Read & Law, 1999). As noted previously,
research by Stain et al. (2012) in Australia, on stigma and discrimination, found that 87% of
people with mental health problems had experienced stigma and discrimination, while 71%
had been put off doing certain actions because of stigma, and even more 73% stated that the
fear of stigma and discrimination deterred them from certain actions. Furthermore, people with
mental health problems note that stigma and discrimination have repercussions in every area
of their lives, such as work, socialising, learning, taking a role in their community, or even just
mentioning their mental health problems to others. 53% of those caring for people with mental
health problems state that they also feel put off from certain activities due to stigma and
discrimination, while 43% stated that they feel deterred by the fear of these factors (Stain et
al., 2012).

Stigma, and the anxiety of stigma may prevent people taking steps towards treatment for
mental health problems (Morgan, Burns, Fitzpatrick, Pinfold, & Priebe, 2007). Furthermore,
the findings of research in the UK were that two-thirds of people with mental health problems
reside on their own, which is quadruple that of the general population (Collier & McQuarrie,
2014). They also found that, per the Oslo Social Support Scale, over half of those with mental
health problems are deprived of social contact in contrast with only 6% of the general populace,
as people with mental health problems tend to meet their friends less than those without these
problems [averaging one to three social encounters with friends per week, contrasting with four
to six for the common population] (Collier & McQuarrie, 2014). In addition, according to
Psarra et al. (2008) research conducted in Greece has shown that many of the police officers
thought that those people living with mental health problems were more dangerous than those
of sound mental state. Additionally, Psarra suggests almost half of the police officers thought
that people with mental health problems should be on constant medication and two-thirds
thought permanent hospitalisation was suitable.

Furthermore, it was widely believed that mental health problems made individuals
incapable of work, as well as incapable of getting married and raising a family (Psarra et al.,
2008). The highest proportion of people with mental health problems being processed by the

criminal justice system is attributable to a multiplicity of factors. Significant influences
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contributing to this imbalance are indigent; sub-standard residential accommodation; the
psychological and emotional effects of mental health problems; the latter possibly impacting
on individuals’ behavioural patterns, thereby, triggering the unleashing of criminal justice
processes. “Criminalisation” is the word that has been coined to explain the existence of a
disproportionate number of mental health patients passing through the criminal justice system
(Padela et al., 2012). More widely, the stigmatisation of people with mental health problems
with the criminal justice system is largely the consequence of the limited availability of suitable
medical therapies and social networking resources for mental health problems (Hartford,
Carey, & Mendonca, 2007). In addition, people with mental health problems can sometimes
have negative dealings with law enforcement agencies, which can push them deeper into a life
of crime and the judicial system.

However, incarceration can cause significant exacerbation of a person with mental health
conditions and cause their well-being to deteriorate (Strauss et al., 2005). This can intensify
their sense of detachment from society and hinder their return to their community (Padela et
al., 2012). The professionally held stigma towards people with mental health problems can
prevent them from receiving adequate care and treatment while they are incarcerated, whilst
prisons may lack the appropriate resources to facilitate care for people with mental health
problems (Strauss ef al., 2005).

The stigma and prejudice that people with mental health problems are exposed to in prison
may be greater than any such treatment they had previously experienced. Hence, when dealing
with people with mental health problems who are caught up in the criminal justice system,
mental health professionals should ensure they are provided with the entire medical and social
services they require (Strauss et al., 2005; Padela et al., 2012). On the other hand, there are,
generally increased incidences of mental health problems among the Irish sector of the UK
population, with a level of incidence that exceeds that of other migrant communities (Karlsen,
Nazroo, McKenzie, Bhui, & Weich, 2005). The Commission for Racial Equality (CFRE) also
notes a high incidence of suicide that is especially concentrated among male Irish travellers
(Law, 2012). In common with other minorities, mental health problems may be cause actively
linked to discrimination, unemployment, poor housing and homelessness (Hogg & Holland,
2010). Another determinant may be Jorm’s (2000) observation that Irish people tend to
experience difficulties in securing primary care treatment. The reasons given for these
difficulties are particularly problematic and due to the pejorative stereotyping of Irish people

as being alcohol-dependent, culturally misunderstood and linguistically misunderstood.
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From the research by Hogg and Holland (2010), the National Institute for Mental Health in
England considered the matter of discrimination within mental health services and its
elimination, with the aim of concentrating health organisations efforts towards providing
services that are characterised by cultural and ethnic flexibility and non-discriminatory
practice. The research findings, presented in a final report, identified a need for a mental health
workforce that can provide services to a diverse populace, and one that is capable of expansion
both within the public sector and voluntary organisations to enable the effective treatment and
care of people with mental health problems (Hogg & Holland, 2010). Mental health problems
are generally prevalent in societies and cultures of all kinds and all locations. Mental
dislocation, emotional disturbance, feelings of anger or unhappiness may all be conceptualised
as mental health problems, and are commonly felt by all people from time to time (Hogg &
Holland, 2010).

The term culture, “race and ethnicity are frequently used interchangeably by the public and
by mental health care professionals alike, so that some clarity may be achieved in terms of
culture”, which is the definition offered by Taylor ef al. (2010, p. 348). It may be useful that
this definition describes culture as stemming from the beliefs, values, behavioural and lifestyle
norms, and the knowledge endowed through learning and communication that informs the
coherent and consensual activities and thoughts of a community. In the UK, the Department of
Health has facilitated a growing sensitivity to the religious and cultural beliefs of people with
mental health problems and their families, and have taken care to ensure that relevant
procedures are established that apply at all levels and within all functions throughout the NHS
and its ancillary community-based services (Department of Health, 1996).

The Department of Health (1996) explicitly assures the preservation of patients’ dignity
and privacy and respect for their culture and religion in all places always, and administrative
measures are emplaced to ensure that these elements of the NHS mission are met. In response
to increasing ethnic and religious diversity within the UK, NHS trusts have implemented staff
education program and procedures to be followed in respect of according with the various
cultural sensibilities and requirements of their clientele, particularly in relation to their
treatment and care. Comprehensive guidance in respect of patients’ beliefs and religious needs,
published in 1996, not only offered prescriptive advice to NHS staff but also presented
examples from real-life practice scenarios and provided references to other sources of
information (Department of Health, 1996). In addition to this, in Western cultures, such as that
of the UK, culture is a primary determinant of societal norms and heresies. Culture, however,

like health, is conceptualised differently per its contextual locus. Hogg and Holland (2010)
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offer some elucidation in this regard, denoting norms as being the artefacts emerging from
accepting and consensual beliefs and values. Meanwhile, the Department of Health in the UK
initiated cultural changes in the health care context by requiring NHS trusts to meet the
stipulations set out in the Patients’ Charter in respect of personal dignity, privacy and
sensitivity to cultural mores and religious belief (Department of Health, 1996). In 2009 the
Department of Health published further guidance for the NHS in relation to matters of belief
and religion, so that the NHS may meet the general legislative provisions enacted in this regard;
this also extends to advice on associated issues that fall outside the remit of the NHS
(Department of Health, 1996). Even though recent years have seen a plethora of research into
and guidance concerning culture and religious belief in relation to NHS patients and the care
they receive, the mechanisms by which implementation is to be achieved remain lacking. The
United Kingdom Central Council for Nursing and Health Visiting (UKCC), 1992 Code of
Professional Practice, prescribed the ways in which nurses and health visitors were to engage
with the public in their professional capacities (Hogg & Holland, 2010). Particularly, the
prescriptions included respecting and recognising the dignity and individuality of patients and
other concerned people, whilst attending to the care that everyone requires without
discrimination based on ethnic origin, religious belief, personal attributes, the state of mental

health or other issues (Hogg & Holland, 2010).

The Impact of mental health stigma on people with mental health problems

Mental health problems are a greatly stigmatised issue worldwide. Thornicroft et al. (2009)
found that stigma could have an adverse impact on the lives and well-being of people who
experience mental health problems. Many articles have shown that there is the stigma, as well
as negative attitudes towards people living with mental health problems (Schulze &
Angermeyer, 2003; Chang & Horrocks, 2006). Indeed, many reports indicate that
stigmatisation can have significant psychological or emotional effects on people living with
mental health problems and their relatives (Veltman, Cameron, & Stewart, 2002; Seloilwe,
2006). Schizophrenia, mood disorders, and obsessive-compulsive disorders (OCD) were the
problems most commonly related to different families’ concepts of stigma (Seloilwe, 2006).
As stated above, the harmful effects of mental health stigma can be varied and extensive, often
with serious consequences.

According to Watson, Corrigan and Ottati (2004) the criminalisation of people with mental

health problems occurs when the individual is dealt with by the criminal justice system instead
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of the mental health service; for example, research consistently shows that a person with a
mental health problem is more likely to be arrested for a minor criminal offence than those who
present without (Padela, Killawi, Forman, DeMonner, & Heisler, 2012). Due to Druss,
Bradford, Rosenheck, Radford, and Krumholz (2001) people with mental health problems
often do not receive sufficient preventative or diagnostic care or high-quality medical
treatment, as mental health services have not had the same level of financial support as the
physical health services. Likewise, Lai et al. (2001) argued that the mental health problems are
more stigmatised than those of the body.

In addition, Corrigan et al. (2000) observed that the same applies to individuals with
anorexia or bulimia. Consequently, this shows that mental health issues appear to be ‘ranked’,
and that people with these issues are stigmatised more than people with physical diseases.
Moreover, some studies discovered that some members of the general population consider that
individuals living with mental health problems should be treated with alternative medicines
and therapy, rather than with the standard methods available in the health care system (Lauber,

Nordt, & Wulf, 2005).

Professional aspects of Stigmatisation

It has been argued that health care experts, acting in accordance with prejudicial regulations
and guidelines regularly subject people with mental health problems to stigmatisation from
their institutions (Thornicroft et al., 2009). Such prejudicial approaches, exemplified by
condescending treatments and shielding practices, can acerbate their lack of acceptance in
society (Corrigan, Larson, & Kuwabara, 2007). People with mental health problems can require
a unique medical approach and the majority are often separated from general patients (Dziak
& Fox, 1999).

Moreover, there is a perception that people with mental health problems are challenged by
everyday tasks and self-care, as well as behaving childishly and requiring assistance to make
routine decisions (Corrigan, 2000). It has been argued that the entire mental health care
program vigorously inhibits people with mental health care problems from appreciating their
own personal qualities (Crocker, 1999). Additionally, people with mental health problems who
are regularly readmitted to mental health care often become reclusive and withdrawn from their

family and friends (Corrigan, 2000).
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Others have suggested that individuals from minority groups routinely experience more
stigmatisation, and have more chance of being unwillingly admitted under the Mental Health
Institution to receive mental health care services (Kuoppala, Lamminpdd, & Husman, 2008).

The level of prejudice is also thought to be influenced by gender (Hinkelman & Granello,
2003), sexual preference (King et al., 2003), and the degree of physical impairment (Schulze
& Angermeyer, 2003). However, it is interesting to note that, whilst mental health patients are
seen to be at higher risk of physical ailments, many of these conditions are often analysed by
healthcare experts (Phelan, Link, Stueve, & Pescosolido, 2000). In addition, Corrigan, Watson
and Barr’s (2006) systematic review included 57 research studies of stigma reduction. All the
measures that were used in this research involved some form of a psychometric element. The
results of the systematic review indicated: 79% of the research studies of people with mental
health problems investigated perceived social stigma, 46% investigated the experiences of
professional stigma, and 33% investigated self-stigma. The findings of the research show
stigma usually restrict the work and housing opportunities for individuals with mental health
problems, whilst also showing disruptive effects upon their social relationships and
diminishing their self-esteem. Additional effects related to health, such as social isolation,
discrimination, and prejudice, also accompany mental health problems (Lee et al., 2005).
Nonetheless, Doody and Doody (2015) have argued that these negative outcomes can be
prevented with simple modifications to everyday life, better health care provisions, and

improved clinical approaches.

Overview of stigma in Saudi Arabia towards people with mental health

problems.

This study will consider mental health professionals’ stigma and their perceptions of people
with mental health problems. While there are socio-cultural influences on a person, which are
then re-enacted within their professional role, this will encompass relevant social, self-view,
media, mental health care services, family and religious factors, all of which may lead to stigma
amongst professionals.

The issues and theories of mental health professionals holding stigmatising beliefs and the
factors behind it will be further explored in the literature review. The phenomenon of
professional stigma exhibited toward people with mental health problems is clear in Saudi
Arabia society, and as such, the impact of stigma towards people with mental health problems

may cause a delay in providing mental health care services (Alshareef, 2014), due to the lack
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of mental health awareness in Saudi Arabian society (Ratner & El-Badwi, 2011). Moreover,
this study is context-specific, as it relates only to Saudi Arabia, a country with its culture and
beliefs which may be exemplified by its professional mental health workers, causing them to
contribute to the creation of professional stigma against people with mental health problems.
Such professionals are products of their environment and are influenced by the cultural, social
and moral norms prevalent in the Saudi Arabian society in which they were raised and live.
The prevalence of professional stigma towards people with mental health problems is possibly
attributable to a form of cultural conditioning, which health care workers have been subjected
to as part of their upbringing. For example, in Saudi Arabia, on Monday the 8th of April 2014,
there was a news report published in the Al-Riyadh newspaper - the first newspaper in Saudi
Arabia, identifying the lack of quality in mental health hospital, in Saudi Arabia providing
psychiatric care. The committee for the Centre of King Abdullah in the KSA has committed to
fighting corruption (NAZAHAA), and consequently, this hospital is under inspection. Please
see the page link in Riyadh newspaper in Arabic and English languages due to (Alshareef,
2014).

The report makes clear the extent of people living with mental health problems, and how
stigma held by professional mental health teams and workers at the hospitals has led to a
shortage of medical resources, a lack of rehabilitation and therapeutic activities and has resulted
in a poor therapeutic environment. In Saudi Arabia, where the system of mental health services
has long suffered from several deficiencies in infrastructure, logistics, and a lack of
epidemiological data (Alshareef, 2014).

I attribute my interest in this area to personal encounters with those people living with
mental health problems that attend clinics, see experts, and have experienced the provision of
stigmatised care. [ spent some time working at In-patient and community health centres, and |
experienced the kind of stigma described above on a regular basis. I also experienced its
negative impact on both patients and wider society, and this drove my ambition to get involved
with this research. To begin with, my attitudes towards mental health problems were very
narrow. As my awareness and insight into stigmatization developed, I decided to enrol on the
first-degree course in community mental health nursing. During my studies, it was easy to see
that the stigma was not a simple subject, but a far-reaching and extensive problem. The more
research I conducted, the more complex it became. I quickly noticed the complete deficit of
insight into the reasons behind professionally held stigma. As I went on to study for an MSc, I
continued to investigate stigma regarding people with mental health problems because of lack

of awareness and cultural unfamiliarity, as well as a heavy reliance on a positive approached
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to research. It was the latter that prompted me to include a focus group discussion within this
PhD study. This will also be the first study in KSA of psychiatric and mental health nurses
using this technique in the field of psychiatry. The following section introduces the main topics

and ideas of this study, which will be discussed and considered later in greater detail.

Personal and Professional Development regarding interest in stigma

As a nursing professional from the Kingdom of Saudi Arabia (KSA), and for the last seven
years having worked as a lecturer at the University of King Saud University (College of
Nursing), my interest in this topic has grown. My master’s degree was completed at King Saud
University, Riyadh in 2011, entitled ‘psychiatric and mental health nursing’. I was a member
of the community and psychiatric/ mental health nursing course team, which sits in the ‘College
of Nursing’ in Saudi Arabia. This course is a pre-requisite for registration as a nurse in Saudi
Arabia. When [ worked as a team member, I accompanied the students in their practical
rotations in hospitals providing psychiatric treatment; primary health care centres and on
outpatient clinic visits. | appreciated how important these visits were, for students to gain
experience of the societal, cultural and other factors influencing health.

Even though Saudi Arabian universities do not offer the opportunity for nurses to graduate
in the field of mental health without completing a master’s degree or post-graduate ‘diploma’
in mental health, all nurses that were taught at the University had a bachelor degree in general
nursing, which included certain specific mental health nursing courses. Those who graduated
from the nursing college as a general nurse could work in hospitals with people with mental
health problems in the “in/out patient department” as registered nurses. Usually, when nurses
start working in hospitals, they work across all hospital departments in the first year, including
the mental health department and are thus exposed to more training and experiences (Almalki
etal., 2011).

From my experience, I know that mental health nursing covers all aspects of health within
a community and provide solutions and preventable measures regarding health and social
issues. In this research study, I will be closely looking at the existence and impact of mental
health professionals’ stigma towards people with mental health problems in Saudi Arabia. The
aim of this study to identify the stigma surrounding mental health problems, as well as to
identify the existing and latent views of mental health professionals holding a stigma towards

people living with mental health problems in Riyadh, Saudi Arabia. I chose this topic because
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the professional attitudes of the mental health team can have an immense influence on

improving the mental health care of people with mental health problems.

Thesis structure

The remainder of this chapter will consist of an exploration of the level of Stigma theory,
and principles associated with stigma studies, particularly of professionals who uphold
stigmatising views towards people with mental health problems. The aim is to clearly define
these attitudes of professionals, in terms of both historical development and the current effect
on those with mental health problems and wider communities. In chapter two, the literature
review is designed to identify issues, which may have an impact on levels of stigma; for
example, social components, self-stigma, professional stigma, media, family, religion, barriers
to help-seeking, barriers to work opportunities. The results from this section will be used as
further justification for the methodologies employed within this study. In regards to the section
of the methodology, it will show an investigation into the cultural and social foundations on
which the study rests, and introduce the reasons behind the decision to work within a
conceptual framework of professional stigma. It will also outline the study design, information
strategies, statistical evaluations, and any moral and ethical issues. It will provide an in-depth
insight into the value of the methodologies chosen, and the importance of sourcing relevant
academic literature on the subject. What is more, the chapter will include information
associated with carrying out the study, which will be undertaken throughout both the pilot and
actual execution phases. It seeks to clearly explain why the study has been carried out in the
manner that it has.

The fourth chapter will provide an in-depth presentation of the study findings, demonstrated
in different formats. Subsequently, the fifth and sixth chapters include an evaluation of these
outcomes, in accordance with the overall study field of professional stigma. In addition, this
section will feature a synthesis of the findings, a conclusion, the potential limitations of the
study, and provide advice for further studies. These things, however, can only be provided once
the value of the study has been made clear, and personal considerations on its use are outlined.
This introductory section is designed to explain precisely why this research is so valuable, and
why it is essential for both mental health care professionals to contribute to the development
of the mental health care services they provide and for people with mental health problems

with feedback on the standard of mental health care they receive.
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Level of Stigma: Theory & Epistemology
According to Goffman (1963), Corrigan (2004; 2007, p. 39) and Ahmedani (2011, p. 4),

isolating the constructs that underlie the concept of stigma helps researchers to investigate the
main categories of stigma. Such categories include: a) social stigma, b) self-stigma (See Table
1.1). It is essential to note that these categories do not exist within a scale structure; no one is
ranked above another; they simply exist alongside each other. To broaden our understanding
of stigma in general, each of these categories is required to be further explained. Social stigma
stems from how members of a community perceive the people with mental health problems.
This category tends to coincide with self-stigma, which refers to the self-internalisation of how
one perceives their mental health problems. Indeed, people’s attitudes towards their mental
health problems are often reflective of how other people perceive it to be. In this study,
professional stigma refers to how the professional mental health care providers view
individuals with such disorders and illnesses (mental health problems). Even though these
professional individuals form part of the public, and could, therefore, contribute to social
stigma, their role as health care professionals keeps them separate, due to their more thorough
understanding of and involvement with those who have mental health problems. It is possible
for people with mental health problems to become aware of stigma in one of two ways. The
first is via a journey of self-awareness (Goffman, 1963). Hence, they reach a place where they
can conduct their actions with existing stigmas and clearly define the differences. It has been
suggested that patients expect to be neglected by the community, as most had already seen how
the public treats people with mental health problems, even before they were diagnosed (Link
et al.,2004).

For these people, this kind of self-awareness makes the thought of being stereotyped all the
more frightening, due to the fact that they can see how different their actions are to the widely
held beliefs in regards to mental health problems (Corrigan, 2004); the second is through
awareness of the responses of the general public (Goffman, 1963; Corrigan, 2004). For people
with mental health problems, it can often feel like people do not want to communicate with
them, and many describe feelings of shyness, shame, regret, and self-loathing as a key
component of their self and social stigma (Crocker, 1999; Corrigan, 2004). In addition, Stuart
(2005) points out that the professional stigma demonstrated towards people living with mental
health problems not only directly affects them through the way others interact with them, but

also influences their lives indirectly, in terms of prejudice and discrimination.
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Table 1.1 Components of Public and Self Stigma

Public-stigma Self-stigma
Stereotype: Negative belief about a group, Stereotype: Negative belief about the self, such as
such as incompetence, character weakness, incompetence,  character  weakness, and
and dangerousness. dangerousness.
Prejudice: Agreement with belief and/or Prejudice: Agreement with belief, a negative
negative emotional reaction such as anger emotional reaction such as low self-esteem or
or fear. low self-efficacy.
Discrimination: Behavioural response to Discrimination:  Behavioural  response

prejudice, such as: avoidance of work and

housing opportunities, withholding help. housing opportunities, does not seek help.

Definition and Concept of Stigma

The term ‘stigma’ derives from ancient Greek descent, about the physical markings that
were attributed to individuals who disobeyed or acted against authority, such as criminals or
slaves (Goffman, 1963). In addition, much research has explained how widespread stigma
manifests within our society, by focusing on conceptualisations of stigma. However, research
has not solely concentrated on the people with mental health problems, or on individuals with
drug addictions; it has also been applied to different races, sexual orientations and genders
(Goffman, 1963; Crocker, 1999). With regards to the initial proposal by Goffman (1963,
p.248), stigma is defined as “a collection of negative attitudes or as stereotypes towards
individuals whose characteristics are different from one’s own, or that differ from society’s
norms”. In addition, Goffman outlined stigma as ““a sign of disgrace or discredit, which sets a
person apart from others” (Goffman, 1963, p. 248).

In fact, in relation to mental health problems, stigma has been found to have a particularly
negative influence on people living with mental health problems; thus, playing an important
role in the subject matter of stigma (Dudley, 2000). In addition, the term ‘stigma’ can be
described as “the circumstances of the mental health patient who is excluded from complete
social inclusion” (Goffman, 1963, p. 248). Corrigan (2000) created a framework to explain the

dichotomy between public stigma and self-stigma.

prejudice, such as: fails to pursue work and
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Each of these categories further explains how stigma is classified and recognises three
primary elements of cognitive, emotional and behavioural influence: 1) stereotypes, also
known as cognitive knowledge structures, 2) prejudices, which are the emotional results of
stereotypes, and 3) discrimination, which are the behavioural results of prejudice. Therefore,
these elements and their integral components are interlinked. Existing models, which are
applied to explain the stigmatisation of those who have mental health problems, utilise certain
cognitive, emotional and behavioural constructs to provide cultural support. For example,
Crocker (1999, p.102) noted, ““stigmatised individuals possess (or are believed to possess) some
attribute or characteristic, that conveys a social identity that is devalued in a particular social
context”. Conflict based on race occurs when individuals are subjected to racism. Racism may
be defined as the agglomeration of prejudice (attitude) and discrimination (behaviour) that is
ethnically or racially located (Silton, Flannelly, Milstein, & Vaaler, 2011); while it may be
either individual or institutional (Silton et al., 2011).

As discussed, there are many other contexts, in which stigma is a prominent and relevant,
such as about different races or sexual orientation. Additionally, explaining the underlying
concepts and constructs of stigma can help to explain how particular negative attitudes develop.
Corrigan (2007, p.31) isolated six main dimensions of stigmas:

Conceivability — refers to how overt a characteristic or symptom is to others.

Course — refers to the duration of the feature, whether it is temporary or permanent.
Disruptiveness — refers to how significantly the function affects the individual and their
lifestyle.

Aesthetics — refers to the initial reaction to the feature, such as one of disgust.

Origin — refers to the cause of the feature, about whether it was avoidable or not.

Peril — refers to the threat or danger of the feature, about avoidable or not.

Operational Definitions

Self-stigma: The loss of self-esteem and self-efficacy that occurs when people internalise
the public stigma as feelings of shame, guilt, and wish for secrecy and concealment.

Social stigma: The phenomenon of the major social groups endorsing stereotypes about,
and acting against a stigmatised group, such as people with mental health problems.

Professional stigma: The climate of prejudice and discrimination that surrounds mental

health patients by professional mental health team views and opinions.
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Statement of the Research significance and Research Questions

Significance of the study

It is important to understand the extent to which mental health professionals are influenced
by holding such views when relating to people with mental health problems (Chou et al., 1996).
Additionally, research concerning the issue of stigma among mental health professionals
towards people with mental health problems is in its nascence (Schulze & Angermeyer, 2003;
Lauber & Rossle, 2007). Due to Nordt et al. (2006), although no research to date has
incorporated the views of mental health professional counsellors. In addition, regarding
Corrigan et al. (2014), there has been much research regarding stigmatize, which has been on
an international scale. Undoubtedly, there are many individuals whose professions include
interacting with people with mental health problems, particularly in the role of providing
treatment, such as psychiatrists and psychiatric/mental health nurses, social workers and
psychological researchers.

Many individuals in the wider community may also work with people with mental health
problems as well. Even though these individuals interact with people with mental health
problems, and Corrigan et al. (2006) describe how, with respect to individual circumstances,
various emotional and behavioral responses arise in individuals to whom achievements or
failings are attributed. Furthermore, it is true that stigma has been described by experts from
many different backgrounds (Link et al., 2004). For example, such individuals could apply
their own personal experiences or upbringings to their work, which are reflected in how they
perceive and behave towards people with mental health problems (Acker & Lawrence, 2009).
As described by Corrigan (2004, p.614), perceptions about mental health among the public are
reflected in the wide range of perceptions of stigma displayed by mental health professionals,
and are therefore frequently noted.

They are all likely to adopt different approaches towards their interactions, based upon their
respective training, regulations, job descriptions, legislative constraints, or personal
preferences. Holmesland, Seikkula, Nilsen, Hopfenbeck, and Arnkil (2010) explained how this
creates the issue of professional identity, which can hinder the progress of cooperation and
interdisciplinary action. Furthermore, as psychological disciplines progress and develop
rapidly in that part of the world, it becomes harder to disregard the towering impact of culture,
relationships, and faith on the awareness, identification, treatment, and care of mental health

problems in Saudi Arabia today (Littlewood & Yousef, 2000; Pinto et al., 2012).
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Internationally, there has been a surge in the research that has been conducted into mental
health problems, largely to remove the negative stigma that is often attached to people with
mental health problems (Penn & Martin, 1998; Corrigan & Watson, 2002; Aphroditi, 2010;
Parle, 2011). To reduce the stigma rate for people with mental health problems, it has been
argued that preventative measures should be applied to mental health care (Strauss et al., 2005).
These preventative measures include: therapy sessions, rehabilitation initiatives and creativity
programs, where people with mental health problems are encouraged to focus on their creative
abilities, although this may require changes in social and political policies (Strauss et al., 2005).

The Ministry of Health in the Saudi Arabian government has not passed legislation to deal
with discrimination suffered by people living with mental health problems or to reduce the
stigma held by professionals; nor has it adopted policies to raise awareness of people living
with mental health problems in Saudi Arabian communities. The failure of the government to
address mental health problems and to provide a higher quality of mental health care services
and professional mental health teams, as well as raise the standard of training for mental health
service practitioners, may be partly attributable to the unavailability of adequate empirical data
in Saudi Arabia in relation to professional views on stigma towards people with mental health
problems. Importantly, Corrigan, Watson and Miller (2006) stressed that the theories behind

mental health problems and the associated stigmas are of interest to researchers.

Aims and Objectives of Study
The aim of this study is to identify the stigma surrounding mental health problems, as well
as to identify the existing and latent views of mental health professionals holding a stigma

towards people living with mental health problems in Riyadh, Saudi Arabia.

Specific Objectives

The literature suggests that people living with mental health problems still experience high
levels of stigma, although there are many possible social and cultural reasons for this.
Internationally, much work is being undertaken in addressing ways in which such stigma and
its impact on individuals might be reduced (Corrigan, Druss, & Perlick, 2014). The potential
perspectives and views of professional stigma towards individuals with mental health problems
are currently an under-researched aspect of mental health care (Corrigan, 2007; 2014). This
research study seeks to examine professionals who may hold stigmatising views and beliefs

towards people with mental health problems and how the existence and extent of these views
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might impact on the services provided by mental health professionals and the recovery of
people with mental health problems. Therefore, the specific objectives of this study are as
follows:
1. To explore the possible social, cultural and educational factors in Saudi Arabia that
may lead to the mental health professional holding stigmatising views toward people
living with mental health problems.
2. To measure the extent of stigmatising attitudes and beliefs, that mental health
professionals demonstrate towards people living with mental health problems.
3. To investigate the impact of professionally held stigmatising views on the attitudes,
beliefs, and quality of mental health care planning and provision within the Saudi
Arabian mental health care services.
4. To develop recommendations for improving mental health services in Saudi Arabia
by identifying the important factors in promoting best practices and by providing
training, education and research to raise the quality of mental health services and reduce

the stigmatisation of people with mental health problems.

Research Questions

In developing the research aims and objectives, several related questions have also been
generated:

1. To what extent have mental health professionals personally experienced stigma in
relation to their work with people with mental health problems in Saudi Arabia?
2. What are the causes or factors in Saudi Arabia that may lead to mental health
professionals holding stigmatising views towards people living with mental health
problems?
3. How do mental health professional teams in Saudi Arabia influence issues of
professional stigma in mental health services?
4. Explore how Saudi Arabia's mental health care service has enhanced the level of
resources and standards of care available to mental health care users, and to what extent
can the provision of a mental health care service contribute to the diminishment of the

stigma that surrounds people living with such a problem?
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Conclusion

This chapter has outlined a desire to explore the stigma surrounding mental health problems,
as well as to identify the existing and latent views of mental health professionals holding a
stigma towards people living with mental health problems in Riyadh, Saudi Arabia.
International research studies have been drawn upon to promote an understanding of the cause,

mechanisms and implications of stigma, which will be discussed in the following chapter.
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CHAPTER 2: CURRENT LITERATURE CONCERNING STIGMA AND
MENTAL HEALTH PROBLEMS

Overview

This chapter 1s subdivided into two corresponding review sections. The literature review has
sought to explore existing studies on the issue of stigma towards people living with mental
health problems, as demonstrated by mental health professionals. Firstly, this chapter will
present an explanation of the search strategy used, as well as sources and criteria for selection.
It also includes a summary of data extraction table of the papers retained for review. This is
followed by a critical evaluation of the articles included forming an evidence base, using
critical appraisal tools (Health Care Practice, Research and Development Unit [HCPRDU])
(Long & Godfrey, 2004). Secondly, the main findings put forward in the studies will then be

explored, and, lastly, the contribution of the literature to the research will be discussed.

Comprehensive search strategy

Nursing research is defined by Polit and Beck (2008, p. 3) as “a systematic inquiry designed
to develop knowledge of issues of importance to the nursing profession, including but not
limited to, nursing practice, education, administration, and informatics”. Furthermore, the
literature review is designed to assist in the development of the study’s methodology
(Nieswiadomy, 2012, p. 71). The literature review was defined as “the identification and
analysis, or review of the literature and information related to what is intended to be studied”
(Kazdin, 2011, p. 480). To determine an integrative review and the quality, due to Whittemore
and Knafl (2005, p. 547) “integrative review has the potential to play a greater role in evidence-
based practice for nursing research”; the same assessment criteria were applied to all studies
through a comprehensive approach consisting of appraisal and quality ‘a critical evaluation’ of
evidentiary data.

Whittemore and Knafl (2005, p. 546) consider “integrative reviews to be detrimental to the
identification, analysis, and syncretisation of the results of any independent study; they are also
fundamental to establishing the foundations of subject knowledge”. Such a review has the
potential to influence the quality of care that patients receive positively. “The highest quality
of care is delivered in accordance with scientific recommendations, which is why the
integrative review has been identified as a unique tool in health care for synthesizing the
investigative results available on a given topic and for directing practice based on scientific

knowledge” (Gawronki & Bodenhausen, 2006, p. 692).
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“The integrative review method is the only approach that allows for the combination of
diverse methodologies and synthesis of the results, such as experimental and non-experimental
research” (Whittemore & Knafl, 2005, p. 553). Consequentially, “it is imperative to establish
an integrative review as a valid instrument of evidence-based practice, primarily in the current

provision of nursing” (Gawronki & Bodenhausen, 2006, p. 692).

Rationale

In fact, the literature has served to outline the factors, which have a greater or lesser impact
on the formation of stigma amongst professionals working in the field of mental health. It will
also be devised to investigate how it contributes towards stigma globally; how it relates to the
Saudi Arabian cultural context; and to demonstrate the efforts that have been made to improve
the quality of health care in the country. It is anticipated that this literature review will expand
existing knowledge, stimulate further research, and explore the possible existence of
stigmatisation demonstrated by mental health professionals towards people living with mental
health problems.

The analysis was performed using relevant aspects of the 27-item checklist devised by the
Preferred Reporting Items for Systematic Reviews and Meta-Analyses (PRISMA) organisation
(Moher, Liberati, Tetzlaff, & Altman, 2009: Appendix I), which advises systemic reviews and
meta-analyses of the optimum practice guidelines. The review utilised the PRISMA flow
diagram, which was established to ensure that the systematic reviews were presented as
accurately as possible. Moher ef al. (2009; 2015) formulated the PRISMA statement, which
enabled authors to assess the advantages and disadvantages of a health care intervention, in
accordance with the findings of the systematic review. In view of the way in which systematic
reviews are highly beneficial in the context of health care owing to the usefulness they offer
regarding the formulation of clinical guidelines and the acquisition of data that accounts for
knowledge gaps (Moher et al., 2015), they play a distinctive role in the context of health care
(Shamseer ef al., 2015). Shamseer et al. (2015), that highlights the extent to which systematic
reviews are comprehensive and trustworthy is largely determined by a priori planning and the
implementation of a methodical approach (namely, protocol).

It is notable that by extending the Preferred Items for Reporting Systematic Reviews and
Meta-analyses (PRISMA) framework, a reporting guideline for systematic review protocols
has been formulated (Panic et al., 2013; Shamseer et al., 2015). The author will closely draw
on this in the present report. As noted by Shamseer ef al. (2015, p. 5), the underlying intention
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of PRISMA is to facilitate and direct the formulation of systematic review protocols and meta-
analyses which evaluate the effectiveness of therapeutic mechanisms. It will be worthwhile to
define what we mean by protocol and, moreover, to underline that this paper conceives of the
definition in a broad sense; namely, “as constituting a form of plan, prepared prior to the
commencement of the systematic review, which provides an account of the basis and intention
of the review in combination with its methodological and analytical approach” (Khangura et
al., 2014, p. 20).

As reported by Shamseer ef al. (2015) and Tricco ef al. (2015), numerous factors feed into
the importance of a systematic review protocol, and these will be outlined in the following
paragraph. First, a systematic review protocol ensures that the researcher conducting the
systematic review engages in comprehensive planning; consequently, any relevant issues or
obstacles are forecasted. Second, the protocol facilitates the researcher’s clear documentation
of their intentions prior to the commencement of the process of the review; owing to this,
readers could consider the protocol in relation to the finished review (thereby allowing them to
determine whether selective reporting has taken place), to repeat the review methods if
necessary, and to evaluate the extent to which the planned methods were valid. Third, the
protocol is useful in enabling the researcher to bypass random and uninformed decision-making
regarding the inclusion criteria and the extraction of data. Fourth, protocols are valuable in
limiting the researcher’s duplication of processes and, in cases where it is relevant, improving
collaborative practice.

It is important to recognize that when researchers engage in selective reporting too directly
and potentially manufacture the significance of findings, this has serious implications for health
care decisions and policies. This is because the findings of the systematic review are what
informed such decisions and policies. As emphasised by Khangura et al. (2014) and Shamseer
et al. (2015), it is viable to regard a critical function of systematic review protocols as
pertaining to the part they play as a documentation of planned review methods, results, and
analyses that stakeholders can consider in relation to finished reviewing, thereby allowing them

to determine the degree to which unintentional and unrecorded alterations took place.
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Objectives

The literature review was undertaken to evaluate the existing data on mental health
professionals’ views toward people living with mental health problems. Due to Collins and
Fauser (2005), stigma has often not been afforded enough emphasis and is often a peripheral
concern for nursing and mental health professionals. However, this review has focused on the
areas of social work, psychology and psychiatric and mental health nursing. This paper will
aim to review the available literature regarding the existence of professional stigma towards
people with mental health problems in mental health care services. The question the review
will attempt to answer is: to identify the stigma surrounding mental health problems, as well
as to identify the existing and latent views of mental health professionals holding a stigma

towards people living with mental health problems in Riyadh, Saudi Arabia.

Methods
Eligibility Criteria

In this study, there are many of the articles that analyse the possible reasons why a mental
health stigma from professionals on people with mental health problems exists, which were
evaluated to ensure their eligibility for inclusion in this review. Research that aimed at
establishing the perceptions of professionals were central (Table 2.1). Regarding limited
research on this issue, a large scope was used during meta-analyses, using data from various
countries and demographics worldwide. This included non-experimental, qualitative, and
mixed method studies. The basis for inclusion of the diverse research types was defined in

conjunction with the setting, sample, study design and measures, and outcomes as defined by

the HCPRDU, Appendix II.



42

Table 2.1 Inclusion and Exclusion criteria for the Articles

Inclusion criteria

Exclusion criteria

Using a qualitative or quantitative approach as a
method of research.

Professional held stigma against people living
with mental health problems.

Drawn from the disciplines of psychiatry,
psychology, social worker, and mental health
nurse, and faculty of mental health nurse.
Written in English, the articles in medical or
nursing field published in the English language;
the main science articles analysed in this area are
published in the English language.

All articles must have been published between
1990 and 2016, and all articles must be original
research from the database, the rationale of this
requirement is to ensure that research is of high
quality, thereby ensuring that the articles are of a
high validity (Sun, Xu, & Feng, 2004).

The search terms used to describe the experience
of the study subjects included: “mental health
problem* and stigma*” along with “stigma*’,
“prejudice and stigma*”, “stereotype and
stigma*”, “mental health professional* and
stigma*” and “discrimination and stigma*”, and
for selecting research material were depression,
bipolar, paranoid, mania, personality disorder,
schizophrenia, and stigma of mental health
problems, mental health problems, mental
illness, and mental disorders, according to
Jackson and Heatherington (2006) and Crisp,
Gelder, Goddard and Meltzer (2005), the people
with mental health problems are most commonly
stigmatised are depression, bipolar disorder,
personality disorder and schizophrenia, so these

conditions were selected as search terms.

Articles duplicates.

Article published before 1990.

Articles not in the English language.

Articles not focusing on depression, bipolar,
paranoid, = mania, personality  disorder,
schizophrenia, and stigma of mental health
problems, mental health problems, mental
illness, and mental disorders.

Articles for non-available full texts, dissertations,
essays, and conference papers.

Articles not focusing on professionals held the
stigma toward people with mental health

problems.
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And only articles concerning the impact,
attitudes, views and observations of mental
health professionals are selected, this form of
research offers further insight into stigma and its
related factors and thus makes a valuable
contribution to the topic (Schulze &
Angermeyer, 2003).

Information Sources

In searching for data, many of electronic databases were utilised, including PsycINFO,

CINAHL and MEDLINE and Science Direct, British Humanities Index, British nursing index,

and Social Services Abstracts, Applies social science index and abstract (ASSIA), International

bibliography of social science (IBSS), EBSCO, PsycARTICLES Full Text, and grey literature.

Search strategy

The key search terms used were “mental illness”, ‘exclusion’ and ‘inclusion’. The search

terms used to describe the experience of the study subjects included: “mental health problem*

and stigma*” along with “stigma*”, “prejudice and stigma*”, “stereotype and stigma*”,

“mental health professional* and stigma*” and “discrimination and stigma*”. Please see the

full Search Strategy (Appendix III).
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Study Selection

The search of the electronic databases resulted in the identification of over 2700 different
articles, while 8 of them related to the inclusion criteria. The other papers did not match the
inclusion criteria. The search parameters applied by PRISMA were established to ensure the
professional stigma towards people living with mental health problems remained at the centre
of the study, following on from the PRISMA Flow Diagram (Moher et al., 2009). (See Figure
2.1: PRISMA flow diagram of search strategies’ process). This review was conducted in 2015
and all publications that adhered to the imposed search parameters were selected. All search

results were closely screened for eligibility based on the criteria described above.

Data Collection Process

Data extraction was completed with utilizing relevant aspects of the quality level of the
chosen study, evaluated in accordance with the scheme developed by (HCPRDU), which were
used when undertaking the critical appraisal - the quality of available literature is discussed
within four key areas, which are study setting, aims, sample, method, measure and results,
which are examined in turn below. The quality level of the chosen study was evaluated in
accordance with the scheme developed by (HCPRDU) by undertaking a critical appraisal of
experimental and non-experiential studies (Long & Godfrey, 2004, p. 181). Throughout the
development, the methodology has grown to include an evaluative tool to be employed in
research involving qualitative data collection and a quantitative research study, known as
‘mixed method’ studies [HCPRDU] (Long et al., 2002). Appraising either qualitative or
quantitative studies necessitate a level of judgment, and the goal is to use the tool to limit the
disparity between judgments and outlooks regarding a study's value and importance (Long et
al., 2002).

Through this process, integration techniques, which focus on accessibility and
communication teamwork, values and culture, and the dedication and enthusiasm for providing
integrated care, were used (Johnson ef al., 2001). In addition, by acknowledging the way in
which users share their requirements, finding evidence for inclusion in systematic reviews is
simplified. This review of the results of mental health care services for people with mental
health problems, allow the reader to understand the crucial components of a study and the
clinical weight (Long et al., 2002). Thus, there is substantial benefit contributed towards
sharing important messages regarding the study in a condensed representation. This piece has

explained the general procedure of the development of an evaluative tool used in the evaluation
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of studies and its benefit described. By examining this tool, a collection of informative aspects
and outcomes are presented to show the main study content. Hardy, Mur-Veemanu,
Steenbergen and Wistow (1999) propose that due thought must be paid to the political,
economic and social setting that influences wider issues of integration, legal considerations,
and sources of financing, as they represent important indicators of the effectiveness of

integrated service provision approaches.

Results
Findings from the Review of the Literature

Using international studies as a signpost towards Saudi Arabia

There were many of research studies undertaken that looked at mental health care
professionals who stigmatise people with mental health problems. A total of 8 papers identified
that particular present issues (See Appendix IV. Data extractions of Search Strategies studies).
The first is that studies have been focused on mental health professional held stigma toward
people living with different mental health problems, outside of Saudi Arabia. There was some
literature, which was not applicable to the context of Saudi Arabia due to cultural differences,

socio-demographic issues, and lifestyle.

Description of the Studies Retrieved

This review of the literature above has revealed significant evidence related to the
stereotype, prejudice and discrimination (stigma) of mental health care professionals towards
people with mental health problems. Furthermore, there is only limited evidence from other
Middle Eastern countries and no articles, until now, on S.A.

Sample: The samples included in these papers ideally have common properties as
established by the authors before data collected. This practice used in the current study as well,
in the form of inclusion criteria.

Methodology: quantitative, qualitative and mixed-method studies all needed to be granted
ethical approval from a recognised ethical committee, for example, a University or hospital,
which is a point discussed by Cohen et al. (2013), these papers tackle the problem of ethics
with participant consent forms, in conjunction with a related organisation's ethical approval.
The specific data collection tools used varied considerably. However, five (5) studies used

quantitative approaches during data collection procedures, two (2) studies used qualitative
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approaches during data collection procedures, and one (1) study used a mixed method approach
during data collection procedures.

All these studies conducted data collection via cross-sectional survey questionnaires in
quantitative studies and cross-sectional-interviews in qualitative and mixed method studies.

The aims of the quantitative, qualitative and mixed method measures mirrored the aims of
the study. Where also identified stigma-related enabling factors that facilitated professional
stigma in the study selected where the methodology was undertaken measuring the professional
perspective, social distance and attitude of mental health workers towards people with mental
health problems. Across the eight studies included in the review, summarising the
questionnaire results attempted to identify professional stigmas, which lead to a clear picture
of the prevalence stigmas found; stereotyping, prejudice, and discrimination. To measures,
stigmas were dominant throughout various interactions, including during diagnosis and
community views of stigma. The following section discusses the total of 8 papers that were

identified to present certain issues surrounding professional mental health stigma.

Appraisal and quality review of the studies included

Eker and Arkar (1991) examined the attitudes towards people with mental health problems
held by mental health nurses working in two general hospitals in the Turkish city of [zmir. The
research sample consisted of 91 psychiatric nurses, who were working with people living with
depression, anxiety, and paranoid schizophrenia. Within the data acquisition phase, the subjects
presented to participants included queries on levels of exposure to those with mental health
problems, especially regarding social contact with family members or acquaintances. In
addition, it was found that the responses demonstrate that psychiatric nurses aim to avoid
people with paranoid schizophrenia than people with anxiety or depression. Indeed, it can be
argued that at least based on first impressions, unless mental health professionals can engage
with those who are living with all mental health problems, the stigma surrounding some mental
health problems is unlikely to change through simple interaction alone, particularly with people
with the certain diagnosis.

Furthermore, the attitudes of mental health practitioners towards the people living with
mental health problems in schizophrenia, major depression and mania were explored by Kua,
Parker, Le and Jorm (2000), who explored the attitudes of Singaporean out-patient and in-
patient department mental health practitioners towards three vignette descriptions of people

with schizophrenia, major depression and mania. Conducted a survey of 42 out-patient
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department practitioners in professional mental health, 41 in-patient department practitioners
in professional mental health. The perceptions of the mental health professionals regarding
aspects of patient care and social distance. Mental health professionals from an in-patient
department expressed the greatest optimism about illness outcome following treatment, while
outpatient department practitioners in professional mental health expressed negativism by a
professional stigma towards people living with mental health problems. Consequently, the
findings revealed that many participants in out-patient departments argued that people with
depression were less likely to be stigmatised than those with schizophrenia or mania. These
results may be explained in terms of mental health practitioners in the in-patient department,
who typically receive referrals for people diagnosed with schizophrenia, major depression and
mania in Singapore, who most often observe successful medication treatments. Additionally,
mental health practitioners in the in-patient departments were also the most likely to observe
the complete recovery of patients suffering from schizophrenia, depression or mania,
regardless of the occurrence of relapse following treatment (Kua ef al., 2000). It can be argued
that individuals with schizophrenia, depression or mania were rated by a considerable number
of out-patient mental health practitioners use only achieving partial recovery. The lack of
consistency in treatment outcomes, as envisioned by mental health practitioners, could be
attributed to the possibility that each of them had observed patient recovery. Moreover, even
though many participants argued that people with depression were less likely to be stigmatised
than those with schizophrenia or mania, out-patient mental health practitioners represent a
higher proportion of professionals holding a stigma toward those people living with mental
health problems than mental health practitioners in in-patient departments.

In Asian countries, such as Malaysia, mental health care appears not to be a popular research
field (Crabtree, 2003). Crabtree applied an ethnographic approach that involved close
observation of everyday practices, an examination of hospital records, and interviews to gain
an understanding of workplace culture in Sarawak, East Malaysia, conducted a survey of 32
psychiatric nurses and 15 psychiatrists, to explore the issue of professionals holding stigma
towards people living with mental health problems. The perceptions of the mental health
professionals regarding aspects of patient care, and in scenarios where people lived with mental
health problems, were clearly reflected in their use of the term ‘asylum’ when referring to the
hospital. Furthermore, psychiatrists mentioned the likelihood of patients who are psychotic
becoming violent during assessment prior to hospitalisation, whereas mental health nurses were
more concerned with the possible dangers related to the monitoring of non-psychotic patients.

Due to these concerns, it might be argued that no trusting relationship appeared to be created
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by the health professionals and the patients. In this study, it appeared that no appropriate
measures were taken to address the violent behaviour of patients towards staff; the latter feeling
that their job did not offer them security against personal harm. In addition, it can be argued
that psychiatrists and mental health nurses are affected, both professionally and
psychologically, by the stigma attached to people with mental health problems. Additionally,
mental health professionals were shown to hold these views due to external perceptions of the
risk of ‘catching’” mental health issues in the manner of a contagious disease. Hence stigma was
the major obstacle, which hinders people living with mental health problems from integrating
into society and receiving the treatment course. This can lead participants to express doubts
about the rehabilitation of some people living with mental health problems.

A comparative analysis of the attitudes of hospital employees from several psychiatric
clinics at Ataturk University Hospital in the Turkish city of Erzurum was carried out by Aydin
Yigit, Inandi, and Kirpinar (2003). The 160 participants were chosen at random and included
40 academics, 40 psychiatrists, 40 psychiatric nurses and 40 hospital workers. Vignette
descriptions of schizophrenia and depression were used, and participants were asked about
preferred social distance, mental health problem identification, diagnosis, and hospital
admission. Positive attitudes, as reflected in reduced social distancing, were observed mostly
among hospital workers, even though they were less educated compared to the rest of the
participants. Consequently, the results suggest that this discrepancy led the authors to conclude
that an education within the mental health profession may exacerbate these negative attitudes
towards people with mental health problems. The results of that specific research also appear
to show that, overall, mental health professionals have a more pessimistic, and negative view
of the immediate and longer-term outlook for people living with mental health problems than
other types of hospital workers; a viewpoint associated with more frequent interaction between
mental health professionals and people living with mental health problems.

Likewise, in a Turkish study, Ucok, Polat, Sartorius, Erkoc and Atakli (2004) analysed the
attitudes psychiatrists had towards people with schizophrenia. The participants were asked to
complete a questionnaire that comprised 12 items related to the way they conveyed a diagnosis
to the patients and their family members, the way in which they discussed recovery aspects, as
well as their views on social contact with the patients; 60 psychiatrists took part in the study.
Due to the results, most participants, 95% named schizophrenia as the most serious mental
health problems from the perspective of the public, while 88% considered that the public used
the word ‘schizophrenia’ in a negative way. Additionally, 43% of participants admitted to

keeping patients in the dark about a diagnosis of schizophrenia and 41% decided due to case
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whether to inform the patients or not. In comparison to the diagnosis of depression, mania and
delusional disorder, the diagnosis of schizophrenia was withheld from patients more often. This
decision was justified by 33% of participants who argued that patients or their relatives did not
have knowledge of what schizophrenia entailed, and therefore, they did not inform them in
order not to determine them to stop the treatment. Moreover, only 33% of the participants
diagnosed schizophrenia officially, while 53% did so only with the approval of the patients or
their relatives, and 14% admitted that they had never made an official diagnosis of
schizophrenia. Additionally, almost half of the participants, 43% stated that they would not
make home visits, whilst 55% mentioned that contact with patients in a social context made
them feel awkward. These figures appear to indicate that individuals with mental health
problems may behave in an unconventional manner that causes them to be perceived with
stigma from the professionals in the mental health team. Similarly, the societal and professional
stigma against mental health problems is brought to the forefront and pressed to change through
the increasing use of the term ‘discrimination’. The impact of society’s and different
professional’s negative judgments of people living with mental health problems is enhanced
through the specific terminology used. Furthermore, those living with mental health problems
still encountering — and believe there to be — discrimination and stigma in the world around
them.

Liggins and Hatcher (2005) observed that mental health problems often attracted social and
professional stigma toward those people with mental health problems. The authors found this
to be the case in their observational study in a general hospital in Auckland, New Zealand, the
5 participants of mental health professionals were chosen with the purpose of investigating
how people with mental health problems and mental health professionals experienced stigma
based on a Liaison Psychiatry service. The audio-recorded interviews with participants from
general hospitals were analysed by applying a grounded theory technique. The different
perspectives on people with mental health problems were grouped into several categories
within stereotyping and labelling the people with mental health problems. Thus, “Relating
Mind to Matter” was a key category, which was connected to many of other categories,
including: "It's a Scary Business," "It's All Hopeless," "She's One of Them," "Expressions of
Relatedness," "You are Not Genuinely 11" and "Playing by the Roles." It was revealed that,
whether perceived or real, mental health problems in the context of a general hospital had
detrimental implications. Arguably, there were two main research interests being explored in
the previous study. Whilst the first interest concerns the stigma that some service users

experience from professional staff, the second research interest is the subsequent effect that
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this has on service users. There is much to be said about the power of the majority and
normality. It is important to keep in mind that people with mental health problems will
normally experience strong stigmatisation from the professional health teams. In general,
society finds it difficult to comply with others’ perceived normality. The subsequent effect of
this is that they feel less than equal in society and their life opportunities are restricted. The
“Relating Mind to Matter” category pointed to uneasiness in the relationship between patient
and health professionals, as well as to a lack of body-mind equilibrium. Studies conducted into
the behaviour of employees at psychiatric inpatient and outpatient centres in the Switzerland
were examined and compared with the behaviour of the public (Nordt, Rossler, & Lauber,
2006). Observed that mental health problems often attracted social and professional stigma.
Conducted a survey of 1073 mental health professionals’ (social workers, psychiatrists,
physiotherapists, mental health nurses, and psychologists), and 1737 public participants in 29
hospitals. The results showed that mental health professional staff encounters are often found
In more extreme cases, such as those with a recent onset acute illness, or those with chronic
illnesses that frequently present for help. Indeed, psychiatrists were shown to have
preconceived negative opinions of those with mental health problems more so than members
of the public or other mental health professionals such as psychologists. Nevertheless, it could
be considered that the negative attitudes of professional staff could be found in their daily
experiences of mental health.

Their views founded on these experiences, however, are likely to be biased because of this.
Mathews (2007) conducted a survey of 79 psychiatric nurses and 21 psychiatrists in Singapore
to explore the issue of professionals holding a stigma against people with mental health
problems. A proportion of 60% of the nurses stated that they were derided¢« humiliated, and
frustrated due to their line of work, while 30% mentioned that their own relatives attempted to
dissuade them from entering the field of psychiatry. Furthermore, 51% of psychiatric nurses
and 15 %of psychiatrists admitted that, if they had the choice again, they would avoid the
psychiatric profession and people with mental health problems. Due to these concerns, it can
be argued that participants stated that others stigmatised them through the community, who
believed that they would be negatively impacted by working with people living with mental
health problems. This reflected professional health workers’ perceptions of how the community

viewed people with mental health problem.



52

A summary of Evidence

Four Quantitative studies found evidence of professional stigma toward people with mental
health problems during the diagnostic process (Eker & Arkar, 1991; Kua et al., 2000; Aydin et
al., 2003; Ucok et al., 2004). In addition, two studies of quantitative and qualitative found
minimal evidence of the effect mental health professionals have on the stigmatization of people
with mental health problems by labelling people with mental health problems (Liggins &
Hatcher, 2005; Ucok et al., 2004). Moreover, only one qualitative study viewed stigma as an
indication of fear, insecurity, and doubt from people with mental health problems among
participants (Crabtree, 2003). Furthermore, five quantitative studies and one qualitative study
recorded the perceptions of mental health professionals involving aspects of patient care, social
distance, and interactions with those diagnosed with mental health problems (Eker & Arkar,
1991; Kua et al., 2000; Crabtree, 2003; Aydin ef al., 2003; Ucok et al., 2004). Finally, eight
studies (five quantitative, two qualitative, and one mix-method study) found evidence to
suggest that there is a negative and pessimistic pre-conception of stigma towards people with
mental health problems (Eker & Arkar, 1991; Kua et al., 2000; Crabtree, 2003: Aydin ef al.,
2003; Ucok et al., 2004; Liggins & Hatcher, 2005; Nordt et al., 2006; Mathews, 2007).

Discussion

This review of the literature above has revealed significant evidence related to the
stereotype, prejudice and discrimination (stigma) of mental health care professionals towards
people with mental health problems. Furthermore, there is only limited evidence from other
Middle Eastern countries and no articles, until now, on S.A. Across the eight studies included
in the review, summarising the methods, results attempted to identify professional stigmas,
which resulted in a clear picture of the prevalence stigmas were dominant throughout various
interactions, including during diagnosis, preview, pre-convention and perspective of stigma,
community views of stigma, labelling people with mental health problems, risk and fear.

Moreover, most of the literature recommends conducting continuing mental health
improvement among mental health care professionals with education and research to improve
mental health care professionals’ role in mental health care services concerning the active
prevention of stigma. These issues support the need to conduct this study, which will fill the
gap in the literature regarding mental health care provided and services for mental health care

professionals in the specific context of S.A.
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This will involve a survey and interactive focus group discussion to know the practicalities
of these aspects in the mental health professionals who demonstrated stigma. Some studies
identify how these factors also exert influence and cause stigma among professional mental
health workers toward people with mental health problems, which are discussed in the
following section. It is considered that being involved with literature will boost the thematic
data analysis by making the researcher more aware of minor details in the data (Tuckett, 2005).

These literature reviews are tied to this piece through a focus on specific elements of
professional stigma, and methodology while giving less attention to other areas that are
possibly relevant, for example, the review of studies involving numerous aspects, pinpointing
and appraising related material and making up information from different sources (Kitchenham
et al., 2006). When it comes to these contribution factors, it should be noted that these reviews
are usually peer-reviewed in the same way as research papers (Oxman & Guyatt, 1988). In
most cases, the use of feedback from reviewers has a significant benefit for the review of

professional stigma element (Pautasso, 2010).

Conclusion

A systematic review was performed on available, relevant literature on the topic of
professional stigmas towards those with diagnosed mental health problems. Some preliminary
evidence suggests that there is an extant stigma from professionals, demonstrated by prevalent
stereotypes, prejudice, and discrimination. These stigmas could contribute to other stigmas,
including, but not limited to, relationships and interactions, social aspects, fear, conceptions,
and labelling. However, any findings should be interpreted with care, as research suggests that
there is limited knowledge regarding a professional stigma towards people with mental health
problems in mental health care services regarding professional help and social attitudes. Thus,
a clearer understanding is required of any potential stigmas and their effects to further develop
research areas. Several studies identified how these elements exert influence and cause stigma
among mental health professionals towards individuals with mental health problems, which

discussed in the following section.
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What the literature tells us about stigma

Through the previous data critical appraisal with inclusion and exclusion criteria, applying
the “eligibility “PRISMA follow diagram in Figure 2.1, with Full-text articles excluded,
reasons (n = 62) found many studies reviewed different factors and aspects of stigma among
people with mental health problems. With more explanations and in-depth discussions of the
causes of stigma present a picture of how people live with mental health problems. The
following section will discuss shared themes identified in the included studies, which are: a
few factors have emerged in review literatures around what might influence the beliefs held by
professional mental health teams: social stigma, self-stigma, stigma held by professionals
toward people with mental health problems, diagnosis, barriers to help-seeking, barriers to
work opportunities, and the effect on families, additionally influenced by religion and media.
The importance of these factors is reinforced in other papers focusing on the factors that might

foster professional stigma (Schulze, 2007).

Factors leading to stigma amongst professionals

Social Stigma

Recently, Major and O'Brien (2005, p. 395) stated that the stigma that stems from mental
health problems could be defined as, “relationship- and context-specific and that it does not
reside in the person but in the social context”. Social stigma is the dimension that attracts the
most attention. Thornicroft, Brohan, Kassam, and Lewis-Holmes (2008), therefore, believe that
encounters with those who experience mental health problems are the best way to challenge
stigma and prevailing negative attitudes.

The general outlook of the population in the UK towards those with mental health problems
seems to be more positive, as they become less afraid of and more congenial to those with
mental health problems. Nevertheless, surveys polling the general population in England on
their attitudes to those with mental health problems found that one person in every eight would
not wish to reside next to someone with a history of mental health problems (Doherty, Moran,
& Kartalova-O’Doherty, 2008). In addition, research by Moffitt ef al. (2014) revealed that one
fifth of the population thinks those with a background of mental health problems should not
occupy public office - down 2% from 2009 - although 36% feel that those with mental health
problems may be more disposed to violence - up 7% from 2003. Furthermore, 57% feel that

those with mental health problems should be in psychiatric institutions (up 5% from 2009);



55

while 48% feel that they are not accountable for their behaviour (up 3% from 2009). 34% of
people disagree with the statement that people ‘have nothing to fear’ from those accessing
mental health services near to their home, but 84% believe those experiencing mental health
problems should not be forcefully removed from their local community. In addition, more
striking figures are that 74% of people believe that women who have been hospitalised for
mental health problems cannot be trusted to perform child-minding duties, while 66% disagree
with the idea that there should be a decrease in emphasis on shielding the general population
from those with mental health problems. Furthermore, 41% of people still believe that those
with mental health problems are as dangerous as people think them to be, while only 75%
believe they should have equal job opportunities compared with others, although this figure is
up by 9% since 2008. Additionally, only 15% think that mental health problems are the result
of low willpower or self-discipline, which is statistically down 3% from 2009. On the other
hand, the public in Eastern countries, such as in Egypt, Turkey, Syria, Palestine, and Lebanon,
appear to uphold the stigma toward people living with mental health problems (Ciftci et al.,
2013). Indeed, the background of culture, society and family setup can lead to different stigma
related to mental health problems. In the Arabic culture, the family is the key social unit in
relation to the impact on mental advancement, illness behaviour or patterns, and health
management for members of that family (Okasha, 2003). Furthermore, a typical Arab family
controls the lives of healthy individuals, as well as those living with mental health problems.
In most Arab countries, looking after people with mental health problems is primarily the
family’s duty (Okasha, 2003). Research findings indicate that stigma towards people with
mental health problems is prevalent among most people in the US (Corrigan et al., 2006), as
well as in other countries in Western Europe (Ng, 1997). What is more, it is not only nascent
people who have stigmatising attitudes towards people with mental health problems but also
knowledgeable professionals working in much of mental health areas (Keane, 1990). By
contrast, countries in Asia and Africa do not display such strong stigmatising attitudes toward
people with mental health problems (Ng, 1997). These disparate results clearly call for more
in-depth analyses of mental health problems concepts, experiences and attitudes across
cultures. In some cultures, mental health problems are viewed as an obstacle or retribution from
heaven, due to Rassool (2000). Despite the view that there are currently social changes
happening to outlooks and behaviour towards people with mental health problems, many Arab
families remain affected by stringent cultural beliefs and social norms. Most often, stigma due
to mental health problems can have a significant effect on a woman’s ability to find a partner

and get married.
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Thus, professional help is not always sought, even though mental health issues exist and can
get worse without assistance (Okasha, 2003). Families are concerned that women with mental
health problems (whether daughter, wife or sister) will bring ‘a stain’ upon their family name
(Okasha, 2003), and this represents a major reason why women have more stigma attached to
seeking a mental health professional’s help, compared to men, and why more men are signed
into the hospital (Dalky, 2012). There is often the social stigma attached to members of Arab
families who go into hospital for mental health problems and can lead to rejection, non-
marriage, or divorce (Dalky, 2012). In Great Britain, females are significant more likely 29%
to have received treatment for mental health problems than males 17% (Leslie & Cerin, 2008).

A study by Marrow and Luhrmann (2012), where the psychiatric care provided by mental
health professionals in America and India were considered, highlighted this well. The results
showed major similarities with diverse outcomes. In both cases, the importance placed on the
family and its acceptance within society, matched with ethical considerations, ease of
approaches to health care, and social acquiescence of care institutions, led American families
to simply throw their people with mental health problems out of the house or, if they were
lucky, send them to a care home, while Indian families concealed them at home and cared for
them personally.

Moreover, this is a factor that appears prevalent in Turkish care homes. Gary (2005) noted
that, whilst working in psychiatric services in Turkey, one family felt so ashamed to have
family members with mental health problems, it led them to refuse to bring the child outside
of their house, with the father blaming his partner for their child’s illness; this was not an
isolated incident. However, there was a more positive response from people in such instances
when they involved their extended families and spiritual leaders. Furthermore, discriminatory
behaviour can permeate public opinion regarding the treatment of individuals with people with
mental health problems (Gary, 2005). Hence, individuals living with mental health problems
can attract stigma due to behaviour that accompanies illness, such as anxiety and tension, or
impaired social skills (Socall & Holtgraves, 1992). What is more, individuals exhibiting
irregular or aberrant behaviour are typically more stigmatised than those who do not display

such behaviour (Corrigan & Penn, 1999).
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Self- Stigma

Crocker (1999) explained how individuals might internalise their perceptions and opinions
of their characteristics, often being influenced by the views of society, thus resulting in a self-
stigma. This continuous cycle links self-stigma with social stigma, which creates personal
feelings of guilt, inadequacy and embarrassment of one’s mental health problems (Corrigan,
2004). Consequently, reduced self-esteem, social isolation and anguish are the direct outcomes
of stigma. Additionally, a close correlation was found between stigma-related low self-esteem
and social inadequacy (Sirey et al, 2001). However, personal self-esteem is not always
affected by such stigma, if the individual has suitable coping mechanisms in place (Vogel,
Wade, & Haake, 2006). This can be seen in the study by Vauth, Kleim, Wirtz and Corrigan
(2007), which found that one’s susceptibility to depression when dealing with stress, was lesser
in participants with more complex personalities. This is supported by Vogel et al. (2006, p.325)
who stated, “Since people’s self-conceptions are closely connected to their psychological
states, stress that damages or threaten self-concepts are likely to lead to emotional problems”.
One paradox of self-stigma is that individuals can experience low self-esteem on the one hand,
and righteous anger on the other (Corrigan & Watson, 2002).

Therefore, models of self-stigma will also reflect the impact of social stigma on an
individual’s self-esteem, as well as the negative reactions of individuals to this. To explain this
paradox, a situational model is posited, which maintains that whether a person suffering from
mental health problems has a low self-esteem or feels righteous anger or is indifferent, all
depends on the context (Ahmedani, 2011). Other theories have advanced the understanding of
self-stigma. For instance, the modified labelling theory holds that the factors affecting
psychosocial well-being include the expectations of becoming stigmatised and being
stigmatised (Corrigan, 2004). Consequently, the primary factor resulting in the feeling of being
discriminated against is a person’s alarm that they may be labelled as something that society
does not think to be acceptable. A person’s emotions are likely to be evoked when stigmatised

against; this can result in feelings of anguish, loneliness and even rage (Corrigan et al., 2006).

Health Professional Stigma

As was noted in the previous section, there has not been an extensive amount of research on
the topic of stigma demonstrated by professionals of mental health care toward people with
mental health problems (Ahmedani, 2011). However, there is some recent literature that

suggests there is a growing trend of discrimination from mental health care workers towards
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people with mental health problems. For example, such individuals could apply their own
personal experiences or upbringings to their work, which are reflected in how they perceive
and behave towards people with mental health problems (Acker & Lawrence, 2009). Thus,
mental health professionals can personally influence their own behaviour and thoughts in terms
of stigma towards people living with mental health problems in a professional capacity.

Due to Ahmedani (2011) noted the way a person is raised will greatly determine their
prejudices and whether he or she goes on to be a social worker or to pursue some other
profession; furthermore, it is suggested that such a person may even develop these prejudices
through working with extreme cases of people with mental health problems, this can serve to
increase the stigma held by professionals attached to people with these issues. For example,
almost three-quarters of UK doctors 73% wouldn’t look for professional help for mental health
problems, with 33% citing the possible effect it might have on career prospects; 30% referring
to the effect on their professional standing; and 20% relating it to the stigma attached to those
with mental health problems (Hassan, Ahmed, White, & Galbraith, 2009). The likelihood that
social workers and health professionals may hold a stigmatising attitude against their patients,
particularly those who are confronted with significant barriers to treatment, appears to be low
(Lyons, Hopley, & Horrocks, 2009).

Ultimately, the way an individual response to a person with mental health problems is what
determines the existence or absence of stigma (Siebert, 2004). As stated by Wahl and Aroesty
(2010), there are many of the reasons why acquiring an understanding of how health
professionals perceive the person is significant. The negative attitude held by some mental
health professionals, and their associated behaviour towards people living with mental health
problems, can be portrayed as stigmatisation on the part of the mental health profession. Hence,
several studies have shown there is minimal difference between the behaviour of psychiatrists
and members of the public regarding these matters (Ruiz & Miller, 2004; Lauber ef al., 2006).
It has been suggested that it is common for health care experts to hold prejudiced opinions on
those with mental health problems, and to act on them after they find out that a patient is a part
of this category (Thornicroft et al., 2008).

It could be suggested that, if patients encounter stigma within their communications with
experts (who have a duty to be supportive, and sensitive), they are then at risk of experiencing
increased stigma from the general community, which does not have the same duty of care. The
actions of health care experts are very important because most literature points to the notion
that treating those people with mental health problems sensitively and listening to their

opinions plays a huge part in their prompt recovery (Lyons et al., 2009).
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Diagnosis

Individuals suffering from mental health problems often choose not to seek treatment, as
they are afraid of the ramifications of a diagnosis (Corrigan et al., 2006). Not only do Jackson
and Heatherington (2006) write that people with schizophrenia experience more stigma than
those diagnosed with depression, but individuals with mental health problems, particularly
schizophrenia, have access to a fewer work, housing, or socialising opportunities due to stigma
(Corrigan & Pen, 1999). In addition, researchers have shown how damaging labels of people
with mental health problems can be as, even in the absence of abnormal behaviour, they
undoubtedly lead to stigmatisation (Yang et al., 2007). The concept of label avoidance is
defined as the active evasion of mental health provisions, on the part of patients, not to get
labelled or stereotyped in a negative manner (Corrigan, 2011). Thus, to evade negative
stereotypes, people with mental health problems often decide not to seek the necessary mental
health care; this can lead to people with mental health problems not being diagnosed in a safe

and medically acceptable way (Erickson & Al-Timimi, 2001).

Barriers to Help-Seeking Behaviours

Awareness of the problems surrounding stigma associated with mental health problems is
crucial in the prevention, early diagnosis and effective treatment of mental health problems
(Angermeyer & Matschinger, 2003; Gostin & Gable, 2004). The stigma and discrimination
experienced by individuals who have mental health problems and their families are intense and
pervasive (Corrigan et al., 2000). The World Health Organization (2001, p. 12) emphasises the
negative effects of stigmatisation on family life, social networks and employment, which
creates “a vicious cycle of alienation and discrimination which can lead to social isolation,
inability to work, alcohol or drug abuse, homelessness, or excessive institutionalisation”.
People living with mental health problems are one of the most excluded groups in society often
suffering rejection, isolation and depression (Schomerus & Angermeyer, 2008). The issues of
stigma prevent many people from living normal lives and deter them from seeking help when
they need it, reducing the chances of recovery (Angermeyer & Matschinger, 2003). In fact,
the problem of stigma is felt very acutely across the entire mental health system (Gostin &
Gable, 2004).

This is particularly felt by patients of the services, who see stigma as an obstacle to their
requesting support in the first place (Schomerus & Angermeyer, 2008). In the USA, almost

two-thirds of individuals living with mental health problems avoid seeking treatment (Corrigan
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& Penn, 1999). It can be argued that one reason that individuals choose not to apply for
treatment is the socially- and professionally- held stigma associated with people who are
receiving such treatment (Cooper et al., 1997). In addition to this, another reason why
individuals avoid specialist care is poor knowledge of the symptoms of mental health problems

(Corrigan & Penn, 1999).

Barriers to Work Opportunities

Due to Angermeyer and Matschinger (2003), stigmatised individuals usually have access to
fewer work opportunities. In addition, due to World Health Organization (2001), a national
survey was carried out to investigate the obstacles to employment faced by individuals with
serious mental health problems. The results indicated that such individuals were the target of
discrimination and prejudice in the workplace, and thus they could not advance professionally
or personally. Furthermore, seven out of ten declared that awareness of their mental health
problems made others downgrade their competency. Due to the problems confronting them,
three out of four respondents admitted to keeping their mental health problems secret from
anyone not in their immediate family. For example, in New York City, three-quarters did not
disclose their psychiatric history in job applications (Wahl, 1999).

The experience of individuals with serious mental health problems who constituted the
focus of the survey is shared to a certain extent by individuals with less serious mental
problems, who are also apprehensive about making their problems known to people in the
workplace. For example, due to Wright, Gronfein and Owens (2000) and Kessler et al. (2001)
and the WHO (2001), African Americans in many societies make up less than 40% of those
people living with mental health problems overall, yet these individuals often experience
conflict with employers or landlords, and often become distant or hostile towards friends.
Another piece of research in London by Shepherd, Boardman and Slade (2008) also revealed
that employment levels for those with mental health problems are lower than for those with
other disabilities, despite being more desirous of having paid employment. Almost 90% of
people with mental health problems state they want employment, which contrasts with just
over half 52% of those with other disabilities. Additionally, only 21% of those with mental
health problems are employed versus 47% of those, not with mentally health problems.
Moreover, research in the UK by Clayton ef al. (2011) found that those with extensive mental
health conditions are even less likely to be employed and that this figure has dropped over the

last 40 years. Fewer than 40% of employers would entertain the idea of employing those with
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mental health problems or background of these, as opposed to 60% for those with physical
disabilities (Morgan et al., 2007).

Separately, a study by Adbowale et al. (2014) found that 59% of workers in the UK reported
that they would find it disagreeable to have to discuss their mental health problems with a
supervisor, with only 9% feeling comfortable with this, and only 24% feeling tolerably
comfortable about it. The primary reasons for their reticence were consequences for their
employment 26%, 19% citing the attitudes of co-workers, 18% that the supervisor might think
them ‘mad’ or a negative impact on job prospects, such as promotion 16%. The study by
Adbowale et al. (2014) also revealed that 92% of the UK population think that knowledge of
a person’s mental health problems could have a negative effect on job prospects. Those
believed to be impacted the most were: doctors 56%; members of the emergency services 54%;
while 48% named teachers. Meanwhile, only 21% thought that these circumstances would
affect the job of a Member of Parliament. In addition, due to Glenn and Coleman (2009) and
Adbowale et al. (2014), perhaps revealingly, 56% of the general population would be put off
hiring someone if they revealed a background of depression even if they were best suited to the
role. The reasons cited include potential unreliability 17%, the negative reaction of co-workers
or incapability of the staff member 15%, or that they might be found responsible if the person
was off work 10%. Moreover, as asserted by Ahmedani (2011), these individuals often neglect
their personal care and physical health. The cause of such trends is possibly related to the social
stereotypes associated with mental health problems and by challenging these stereotypes

(Kessler et al., 2001).

Families

Alongside individuals with mental health problems, their families can also suffer from
stigmatisation. Due to Angermeyer and Matschinger (2003), the negative attitudes held toward
people with mental health problems also affects their family, friends and the mental health care
professionals who must endure this stigma. Mental Health is one of the most pervasive
challenges to the development of effective and comprehensive health care in modern-day
society (Dinos, Stevens, Serfaty, Weich, & King, 2004). Dalky (2012) found that the average
Arab family unit believed that looking after a family member with mental health problems
could potentially bring about disgrace for their family name, as well as inspire fear,
embarrassment and another social stigma. In addition, it was found that loneliness; shame and

a feeling of seclusion were commonly found throughout Jordan and Morocco.
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It i1s important to note that culture and associated outlooks impact how family members
handle these situations and their capacity to look after family members with mental health
problems. When mental health problems are uncovered, there is a related stigma, which
impacts all family members. In particular, the stigma of being found to have mental health
problems impacts the person’s recovery through their hospital care system (Veltman et al.,
2002), as well as the quality of life for those with mental health problems and their families,
within their own communities (Shibre ez al., 2001; Ostman & Kjellin, 2002; Yang et al., 2007,
Dalky, 2012).

Furthermore, Goffman (1963, p. 248) has stated that this effect is “courtesy stigma” or
“stigma-by-association,” as it impacts all areas have that person’s life and all people somehow
related to them. For the families of people with mental health problems, courtesy stigma can
bring about anxiety, poor family esteem, humiliation, shame, seclusion, bitterness, doubt, and
hopelessness (Ostman & Kjellin, 2002; Veltman ef al., 2002). In addition, families are
sometimes held at fault for their members’ mental health problems and are chastised for
harbouring individuals who could be unstable or uncontrollable (Okasha, 2003; Corrigan et al.,
2006). Nonetheless, there are limited research papers that have investigated the outlooks of
families looking after people with mental health problems in Saudi Arabia. Whereas a
descriptive, epidemiologic study by Kadri, Manoudi, Berrada and Moussaoui (2004) was
conducted on Moroccan families and examined 100 family members of relatives living with
schizophrenia issue. It was shown that 86.7% of family members stated that their lives were
difficult, and 72% said they had psychological trauma and low quality of life (Kadri et al.,
2004). It was also shown that male relatives were inducted into hospital more often than
females (Dalky, 2012). The possibility of being rejected (in or out of marriage conditions) was
a key worry for families and a major reason why they attempted to hide female family
members’ mental health problems and not look for outside care (Dalky, 2012). In line with
other cultures, Moroccan families try to find assistance from spiritual or homoeopathic healers,
based on the idea that evil spirits were somehow bringing about the mental health problems.
Indeed, this idea is widespread in most of the Arab world (Okasha, 2003).

In addition, there have been minimal efforts in Arab nations to define the stigma of mental
health problems and there appear to be no research papers that investigate this phenomenon
and its effects on the people with mental health problems and those close to them. The stigma
associated with looking for health care and professional assistance is such that families avoid
the issue to lower the possibility of being disgraced (Franz et al., 2010) or seen as not being

respectable, which can mean they have cast aside (Chang & Horrocks, 2006).
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Many families examined felt disgrace and humiliation due to their members’ unsociable
actions (Chang & Horrocks, 2006); felt lonely in their position as careers, and described feeling
responsible for their relative’s mental ailments (Veltman et al., 2002). It was a rare occurrence
that families felt the positive sides of caring for their relatives, such as love, empathy and

undergoing personal development (Veltman ef al., 2002; Chang & Horrocks, 2006).

Religion

Many studies focus on the relationship between the cultural stigma and people with mental
health problems (Stolley & Koenig, 1997; Lopez, 2005; Padela ef al., 2012). A dissension has
arisen between the cultural and religious aspects of society in Saudi Arabia. As demonstrated
by the attitudes of certain Muslims with respect to people living with mental health problems,
the viewpoints of some members of Saudi Arabian society reveal the influence of Islam in
generating stigma. This stigma, however, cannot be attributed entirely to the influence of Islam,
but also arises from the upbringing and cultural environment in which members of Saudi
society are positioned. Cultural and religious beliefs can frequently be influential in relation to
the conceptualisation of mental health problems, and consequently inform attitudes towards
people with mental health problems (Hogg & Holland, 2010).

As well as being influential with respect to the extent to which individuals living with
mental health problems experience social stigma, beliefs about mental health problems can be
of influence in determining such individuals’ attitudes towards seeking help and complying
with prescribed remedial therapies and medication (Nieuwsma, Pepper, Maack, & Birgenheir,
2011). In consequence of this, it is important that personal and cultural attitudes to mental
health problems are fully understood if approaches to mental health care are to be beneficial
(Hogg & Holland, 2010). In the context of how health professionals treat people with mental
health problems, this study evaluates the degree to which the mental health care team are either
distinct from society or an integral part of it. Hence, given that Islam underpins all cultural,
legal, and religious aspects of its society, Saudi Arabia was selected as the country of interest
for the study. The Islamic faith, with its prevalent influence on the lives of Saudi citizens,
affects the associations that health care professionals have with the patients in their care. For
example, within Islam and Islamic cultures, the concept and belief in 'kader'—that is; fate—is
great (Nabolsi & Carson, 2011). Though ‘kadar’ can result in a fatalistic conviction in some
people, it may also constitute a useful, optimistic recognition and submission to the will of

Allah (God), as well as more transcendent and positively-oriented perspectives regarding
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convalescence (Nabolsi & Carson, 2011). For instance, the issue of people with mental health
problems is an opportunity to address or alleviate broken dialogue and reconnect with Allah
(God), as well as remedy an absence of belief with frequent praying and self-accountability
(Padela et al., 2012).

The historical spiritualistic leaders of the Islamic community, the Imams, are perceived to
be circumlocutory representatives of the will of God, as well as actors within convalescence
(Abu-Ras, Gheith, & Cournos, 2008). These men may also form a vital part in determining
familial and community opinions and attitudes regarding ailments and sickness (Padela et al.,
2012). Apart from people with mental health problems, other conditions attract stigma;
however, no physical condition elicits such strong attitudes as mental health problems
(Corrigan et al., 2000; Nabolsi & Carson, 2011). The reason for this attitude is that people
believe that those with mental health problems, unlike individuals with disabilities, have
control over their condition, and thus, they are to blame for its occurrence (Corrigan, 2000). In
addition, some people do not feel sorry for individuals with mental health problems in Islamic
countries, but instead, they are indignant deeming these individuals as not being worthy of help
(Nabolsi & Carson, 2011). Stigma engenders discriminatory behaviour, which can manifest as
a refusal to help, shunning, intimidation, or isolation in psychiatric institutions. Research
revealed that stigma stops people from helping individuals with mental health problems
(Martin, Pescosolido, & Tuch, 2000; Nabolsi & Carson, 2011). What is interesting is that in
the UK, the Department of Health has facilitated sensitivity to the religious and cultural beliefs
of people with mental health problems and their families, and have taken care to ensure that
relevant procedures are established that apply at all levels and within all functions throughout
the NHS and its ancillary community-based services (Department of Health, 1996; Hogg &
Holland, 2010).

Media

Pirkis and Francis (2012) note that the stigma experienced by people with mental health
problems results from many of different factors, including inappropriate information
(ignorance), attitudes (prejudice) and behaviour (discrimination). Hence, stigma can be defined
as an attitude, which is reflected in discriminatory behaviour. Consequently, the conclusion
reached by a range of studies is that the public derives most of their information on people with
mental health problems from the media (Coverdale et al., 2002). In New Zealand, stigma can

also arise from the media’s portrayal of individuals living with mental health problems.
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The representation of people with mental health problems in print media reveals
significantly high levels of negative portrayal, particularly in terms of danger to others 61.3%
and criminality 47.3%. By contrast, the proportion of positive representations, such as human
rights themes, leadership, and academic achievements, was much lower 27% (Coverdale et al.,
2002). Due to Parle (2011), however, findings suggest that public opinion of mental health
services differs from the experiences of those who have experienced them. In studies analysing
the subject, service users reported that they had encountered several stigmatising opinions and
actions across several elements of their lives. Several individuals in England thought they were
stigmatised from the moment that they had been diagnosed with mental illness, and
subsequently put this down to the media’s portrayal of their illness (Dinos et al., 2004). Read,
Haslam, Sayce, and Davies (2006) found that 77% of UK adults do not think that the media
sufficiently informs the population about mental health problems. Almost 40% of those reading
mainstream papers state that these are responsible for their ideas regarding a correlation
between violence and mental health, while one in six experiencing mental health problems
stated that the media had deterred them or others around them from approaching professionals
for treatment (Henderson & Thornicroft, 2009).

Additionally, in the UK, research by Irvine (2011) revealed that those with mental health
problems are often not consulted directly in regards to articles on mental health issues, with
one project on the subject only finding quotations in 6% of media pieces. Irvine also determined
that the most information about mental health came from the criminal justice domain, while
15% of articles referenced the risk of violence from those with mental health problems and
indicated that these levels were significant. It was evident that the greatest acceptance of mental
health was from people that had met someone with these issues, and that these people were less

inclined to trust the media and its portrayal of mental health and violence (Irvine, 2011).
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Conclusion

This chapter has provided an overview of some studies relevant to the proposed research
that are discussed above and clearly point to the stigma toward people living with mental health
problems with respect to the subjectivisms of professional experience of a mental health team.
Thus, the competence of health professionals to manage individuals living with mental health
problems should be assessed, not only in terms of their skills and training but also in terms of
other factors that may not be so apparent.

Therefore, this study has considered that nationality, religion, and cultural values are factors
affecting stigma towards people with mental health problems as well as the relationships
between health professionals and patients. In addition, this chapter has provided an overview
of the professional attitudes, opinions, and beliefs that influence and impact levels of stigma
throughout wider communities and toward people living with mental health problems. Stuart
(2005) points out that the professional stigma created towards people living with mental health
problems not only directly affects them through the way others interact with them but also
influences their lives indirectly, causing certain discrimination. These studies can be viewed as
a starting point for future research in this area in Saudi Arabia, as it was conducted in different
countries, where this study also took place. This study’s methodologies, which also include the
research design, study settings and participant recruitment, will be discussed in the following

chapter.
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CHAPTER 3: METHODOLOGY AND RESEARCH DESIGN

Overview

This chapter will discuss both the methodological and research approaches employed within
the present study. The discussion will begin by considering the research paradigms, and their
influence upon both the quantitative and qualitative methodologies used. It also delineates the
theoretical paradigms. This will be followed by a justification of the utilisation of the
‘phenomenological’ approach and its place within the research paradigms and methodologies.
Finally, the research processes used in the study will be reviewed, focusing on the application
of ‘phenomenology’ for data collection. Data analysis and a detailed discussion of the
components of the research processes are outlined, which include: research procedures, study
design, the sampling plan chosen with ethical considerations. Emphasis was placed on the
design of the scales, with the pilot study testing its reliability and validity. The following
processes were employed to facilitate mix-method data collection: recruitment of participants,
data collection tools, demographic data, rationale and strategies for analysing the data and data

protection issues.

Methodology and Design
Research paradigms and philosophy

Research paradigms and philosophies are significant influences upon research
methodologies. Indeed, it is important to explore them to select and use the appropriate research
design and data collection strategies. Due to Clark, Huddleston-Casas, Churchill, Green and
Garrett (2008, p. 1543), “a research paradigm is a perspective based on a set of shared
assumptions, values, concepts, and practices”. Furthermore, Clark et al. (2008) defined a
paradigm as the function of how the researcher considers the development and nature of
knowledge. Additionally, a research paradigm is a combination of two ideas that are related to
the nature of the world, as well as to the function of the research (Clark ef a/., 2008). Willis,
Jost and Nilakanta (2007, p. 110) explain that the term ‘research paradigm’ refers to an overall
perception regarding the intricacies of the real world. In research, interpretivism and positivism
represent the two main opposing paradigms in regards to the real world, which are used by
researchers to gather proof for their hypotheses (Clark ef al., 2008). In addition, both the
qualitative and the quantitative methodological approaches are said to be complimentary (Jack

& Raturi, 2006).
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The predominant focus of this study is the quantitative and qualitative frameworks, which
are both vital for the capture of data on the topic of professional stigma. This dual approach
means that perspectives on clinical insight and scientific investigation are covered (Guba &
Lincoln, 1994). Due to Bryman (2006), a mixed-method approach involves the combination of
quantitative and qualitative data being collected and analysed accordingly. This approach was
adopted, as the researcher believes that using the techniques and methods from both approaches
would most appropriately facilitate the investigation of my original research aims and
objectives. In addition, checks on scientific investigation should always be evaluated in terms
of their practicality and validity, because clinical models can be sensitive (Link et al., 2004;
Lucas, 2014). “Selecting the correct methodological techniques plays a crucial role in the
research, as the methodologies define the type of data collected, which in turn influences the
results and the interpretation of the nature of the research problem” (Johnson & Onwuegbuzie,
2004, p. 26).

There are different methods for obtaining data under quantitative and qualitative research.
Quantitative research involves an objective formal approach, with numerical data findings, and
the most common methods of data collection being questionnaire-based surveys, observation,
documentary methods, and experiments (Johnson & Onwuegbuzie, 2004). Notwithstanding,
the quantitative and qualitative models are differentiated by separate philosophies, and the
findings suggest that the data elicited by the qualitative approach involved more proximity
between subject and researcher mediated by observation and interviewing techniques, while
the quantitative researchers may have relied on more remote, indirect methods of arriving at
data (Morrow, 2007).

In a quantitative approach, quantitative methods involve the collection of impartial
measurable data through assessments, polls or questionnaires followed by its numerical or
statistical analysis, or the reanalysis of already obtainable data by computational techniques.
Quantitative research focuses on gathering statistical data and on examining its pattern across
groups of people or other variables, with the goal of exploring the specific phenomena and
understanding observed events and trends (Rubin & Babbie, 2016). In quantitative approaches,
the positivism paradigm necessarily implies a numerical paradigm (Jack & Raturi, 2006).
Positivism is predicated on the notion that societal actors respond to exogenous triggers and
motivators, and social phenomena must necessarily be observed and interpreted based on the
empirical enquiry by applying the deductive method (Johnson & Onwuegbuzie, 2004).
Positivism posits that reality is natural, objective, recordable and capable of being reduced to

testable propositions (Johnson & Onwuegbuzie, 2004).
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In this perspective, the purpose of an analytical enquiry is to understand events, and their
interrelatedness, so that societal law may be discerned and recorded and converted to tools for
forecasting future probabilities (Morrow, 2007). Positivism is a whole and indivisible reality,
which is apprehended and recorded through the filter of sensory perception (Jack & Raturi,
2006). Through this process, the observations recorded by social scientists were deemed
‘things’, equated to concrete phenomena, which separated the observer from the object the
subject of the observation, a technique which facilitates the preservation of impartiality
(Johnson & Onwuegbuzie, 2004) Likewise, quantitative researchers apply deductive reasoning
to observed phenomena, and through objectivity the researcher can substantiate causality of
events commensurate to the theory and produce predictive data related to the research study
objectives (Johnson & Onwuegbuzie, 2004).

In a qualitative approach, the interpretivism paradigm necessarily implies a non-numerical
narratives paradigm (Jack & Raturi, 2006). It is in direct opposition to positivism and provides
a tool for criticism of positivist ideology (Jack & Raturi, 2006). Exponents of interpretivism,
by contrast to positivists, do not adhere to the idea of one reality that is both real and recordable.
Instead, interpretivism believes in the existence of multiple realities, which may not only be
dissimilar but may change per time and location (McEvoy & Richards, 2003). To identify the
goal of research methodology from the interpretive perspective, one must go beyond the
interpretive approach by developing “explanations of why things happen in a specific way in
phenomena” (Jack & Raturi, 2006, p. 345). This is attributable to the fact that reality is a matter
of subjective experience and perception, which is also subjectively interpreted by such a
society. As a subjective interpretation, reality is nothing more than how people interpret it.
From the perspective of interpretivism, it is human beings who are best placed to interpret their
social world, since reality is a mere subjective projection, which colours how such human
beings perceive and interpret the social interactions taking place (Jack & Raturi, 2006).

Therefore, interpretivism emphasises that the aim of social studies is not to study supposed
inherent laws of society, but rather to understand the frameworks of meanings that members of
society use to understand the society in which they live. Qualitative research examines the
subject’s experiences of phenomena, and the role of the researcher in a qualitative study
highlights the collaborative process of knowledge production within the research field. The
qualitative researcher acknowledges their own position as part of the research, eliciting
knowledge of lived phenomena through experience and meaning making attributed by their

participants. Qualitative researchers seek to negate the limitations of experimenter bias through
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reporting the participant’s experience from their individual understanding (Bradley, Curry, &
Devers, 2007).

Relationship between paradigms and methodology

The mixed method approach, together with the qualitative and quantitative approaches, is a
key research methodology. Andrew and Halcomb (2009) believe “mixed method” is a third
major methodological approach, offering something other than entirely quantitative or
qualitative practices. Tashakkori and Creswell (2007, p. 303) have stated that mixed methods
are “research in which the investigator collects data and integrates the findings and draws
inferences using both qualitative and quantitative approaches or methods in a single study of
inquiry”. Mixed methods research combines elements of qualitative and quantitative research
approaches for the broad purpose of increasing the depth of understanding. The definition of
mixed methods, from the first issue of the Journal of Mixed Methods Research, is “research in
which the investigator collects and analyzes data, integrates the findings, and draws inferences
using both qualitative and quantitative approaches or methods in a single study or program of
inquiry” (Tashakkori & Creswell, 2007, p. 303). Mixed method research started in
anthropologist and sociologist circles from the 1960s, and in the next two decades,
“triangulation” started to be mentioned in methodology discussions (Morse, 1991).

Triangulation refers to the combination of methodologies used in a study of the same
phenomenon to reduce the level of inherent bias presented using a single method (Morse, 199;
Creswell, 2013). In addition, this allows for both the common elements and the differences to
be found, triangulated and theories created thus (Creswell, 2013). Wahab et al. (2012, p. 617)
state “that triangulation, under the context of social science, consists of two or more theories
or approaches in one research study of a specific phenomenon to help reach the desired
construct”. This way, research questions can be addressed, establishing trustworthiness and
wider applicability to the research (Wahab et al., 2012).

Another possible benefit of using mixed methods is that the research can gain credibility
since the qualitative approach offers detailed reasoning compared to a quantitative study
through the depth of meaning to numbers with the use of narrative and dialogue (Mackenzie &
Knipe, 2006). It has been mentioned already that 'paradigm' in this paper is used for the
philosophical aim or foundational theoretical framework and reason for the researcher to
undertake the study at hand. Data collection methods can be used in conjunction, and a

researcher most often falls in line, philosophically, with an existing paradigm, which is built
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from different aspects, and aim to create unique results (Wiersma, 2000). Due to Mackenzie
and Knipe (2006, p. 193), a "researcher's theoretical orientation has implications for every
decision made in the research process, including the choice of method”. This philosophical
debate "left educational research divided between two competing methods: the empirical
scientific tradition, and the naturalistic phenomenological mode" (Mackenzie & Knipe, 2006,
p. 205).

In modern times, research methodologies are more complicated from a design aspect and
can be more openly involve the necessary methods, with mixed-methods becoming more
widely used. The mixed-methods approach allows for numeric as well as text data to be
collected, and so the end database includes both quantitative and qualitative findings (Creswell,
2003, p. 20). Symonds and Gorard (2010, p. 121), stated that combined or mixed-methods
research are found to be a "key element in the improvement of social science, including
education research" (p.7) with research strengthened using a variety of methods. Symonds and
Gorard (2010) argues that mixed method research "requires a greater level of skill" (p. 7), "can
lead to less waste of potentially useful information" (p. 7), "creates researchers with an
increased ability to make appropriate criticisms of all types of research" (p. 7) and often has
greater impact, because figures can be very persuasive to policy-makers, while stories can be
recalled easily and repeated when trying to illustrate a point (p. 7). Numerous experts, such as
Creswell et al. (2003), and Thomas (2003) consider qualitative and quantitative approaches to
be mutually beneficial when selecting suitable investigation approaches. Paradigms, which are
largely in favour of mixed methods approaches, give an opportunity for the question to
establish the data collection and analysis methods used, gathering quantitative as well as

qualitative data and integrating the data at various parts of the inquiry (Creswell, 2003; 2013).

Philosophical underpinning for the mixed methods approach

Mixed methods research methodologies are growing in popularity for nursing research
aiming to increase understanding of nursing phenomena (Polit & Beck, 2008). In this regard,
the quantitative and qualitative paradigms represent different philosophical approaches to, and
views on, scientific investigation (Morrow, 2007). “A quantitative study is based on the
concepts of manipulation and control of phenomenon and the verification of results, using
empirical data gathered through the sense; conversely, qualitative research is concerned with
gaining insight and understanding into an individual’s perception of events” (Nieswiadomy et

al., 2012, p. 1959).
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In logical investigations into the phenomenology, Kafle (2013) points out that, in the context
of research, phenomenology describes the study of phenomena: their structure and meanings.
Methodologies of a phenomenological nature are especially efficacious in highlighting
people’s experiences, sentiments and viewpoints, and thus, bring into question extant
normative presumptions and commonly held opinions. They are primarily concerned with how
reality is viewed through the prism of experience or how it is altered in consciousness, as the
aim of the phenomenological researcher is to provide a vivid rendition of lived experience.
Dowling (2004) and Langdridge (2007, p. 4) refer to phenomenology as a branch of philosophy
that seeks to concentrate on individuals’ perceptions of the world and what they represent to

them; a focus on people's “lived experience".

Describing it as a qualitative method; Langdridge notes that “phenomenology focuses on
human consciousness”, as it relates to the meaning and the way meaning is mediated through
experience. Even though phenomenology can be defined as the philosophical study of the
structures of experience and consciousness, the movement’s thoughts have relevance beyond
philosophy and have made a valuable contribution to other academic fields: phenomenological
traditions can be found in the disciplines of psychology and psychiatry for example (Cohen,
Kahn, & Steeves, 2000). Indeed, within the nursing research field, phenomenology and
phenomenological practice are becoming increasingly common (Annells, 1996). Nevertheless,
nursing literature is starting to mirror concerns regarding researchers’ use of phenomenological
approaches, while simultaneously neglecting the philosophical foundations of phenomenology
itself (Cohen et al., 2000). When phenomenological research is augmented with an interpretive
element, it may then be employed as a foundation for practical theory, thereby allowing its
utilisation in education, substantiation or the questioning of existing activities or policies in the

future (Stanley & Wise, 2002).

Throughout this study, the idea that lies at the foundation of Heidegger’s philosophy, which
relates to interpretive phenomenology “Hermeneutic phenomenology”, shall be expounded and
assessed regarding the methodological understandings they facilitate in the process of being
employed for phenomenological research (Heidegger 1992, p. 15-16). Heidegger (1889-1976)
has reinvigorated the concept of phenomenology by shifting the emphasis away from
consciousness and essence to a new accent on its existential and hermeneutic (interpretive)
facets (Kafle, 2013). Moreover, other explanations of hermeneutic philosophy are provided by
Zahavi (1996, p. 245), and the emphasis on interpretation is based on the traditional

hermeneutic philosophy that unifies understanding by “language-critical thinking”, within



73

2 [13

“textual meaning,” “dialogue,” “preunderstanding,” and “tradition”; an approach that
determines that any objective experience involves some degree of interpretation. It is
significant that the methodological process chosen for development of the nursing field is
defendable, and that it is seen to be in line with the philosophical timbre of the research in
question, as well as the research aim (Annells, 1996; Dowling, 2004). Martin Heidegger claims
that human beings cannot be understood except as existing within the day-to-day physical
world in which we are empirically and pragmatically embedded (Heidegger 1988, p. 18).
Heidegger refers to this as ‘Dasein’ that is ‘Being-in-the-world’ (Tracy, 2010, p. 837-838;
Kafle, 2013). Heidegger’s view makes the key point that the relationship between people and
their environment is essentially active; he claims that we are not passive spectators of our
surroundings and that the environment is not merely a collection of objects surrounding us;
both these elements are defined by their relationship to each other, creating thus a web of
functionality (Heidegger 1988; Willis et al., 2007).

Furthermore, Heidegger (1992) argues that the way humans interpret experiences is affected
by five key elements, including how we exist as part of a social reality — ‘life world’; the objects
that are of value to us and how our ability to self-interpret allows us to realise that we physically
exist at specific points in time (Kafle, 2013). When conducting interpretive phenomenological
analysis, one begins by examining every transcript and identifying a specific unit of meaning,
while maintaining the autonomy or uniqueness of individual experiences. The next step is to
identify any correlations between the independent units of meaning that could potentially
characterise the experiences of the collective group (Willis et al., 2007, p. 100).

Willis et al. (2007, p. 110) noted, for a preliminary introduction to the method, that it is
necessary to identify a few steps. The first step in carrying out a phenomenological research
project is through “selecting the phenomenon that will represent the shared experience” (Tracy,
2010, p. 837). Following the process of choosing a suitable phenomenon, the researcher may
then proceed to the interview stage, and in this instance, this relates to the professional mental
health team. Due to Tracy, the researchers must produce appropriate questions for the group
they are interviewing (2010, p. 840). The following actions will ensure that the study
progresses: querying, expanding, developing and confronting answers, as these will result in
clearer output (Kapungwe et al., 2010). Finally, the data should be collected (Lester, Hannon
& Campbell, 2011). Further details appear in the section ‘Phase Two Data Collection’. “The
reliability of the research data will relate to the depth and quality of the researchers’

understanding of the participants’ experience” (Lester et al., 2011, p. 1058).
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In assessing the data, the researcher must seek to locate the “universal nature of an
experience” (Tong, Flemming, Mclnnes, Oliver, & Craig, 2012, p. 1). Data analysis includes
the highlighting of “significant statements, sentences, or quotes that provide an understanding
of how the participant experiences the phenomenon” (Tracy, 2010, p. 840). These steps will
enable the researcher to achieve “understanding of the participant’s experience” ( Tong ef al.,
2012, p. 1). It was previously explained how this study utilises a mixed-methodology design
approach as it was suggested that the methodological choice should be dependent upon the
nature of the real problem (Tracy, 2010). Using the techniques and methods from both
approaches would most appropriately facilitate the investigation of my original research aims
and objectives (Creswell, 2009).

Additionally, in this study, a mixed-methodology design was used to collect data regarding
mental health professional viewpoints, and these were evaluated using thematic analysis of
professional stigma. This permitted a more comprehensive and in-depth deliberation and
investigation of a certain phenomenon. Self-reports and a focus group discussion “consider
human, experience, preferences and tendencies, in which sentiments and views are connected
to services, ideas and products that are devised”, (Miles & Humberton, 2002, p. 27). The main
role of the researcher within the data collection is, due to Kitzinger (1995), to persuade and
motivate participating individuals to be more concerned and become included in the dialogue
taking place, thereby motivating them to speak about the subject matter in question.
Furthermore, the employment of a focus group within the qualitative approach increases
validity, as the concepts and the conversations with participants may be substantiated, verified
or disagreed with throughout the discussion stage under the interpretive paradigm (Webb &
Kevern, 2001). According to Ricoeur (1991, p. 105) “Hermeneutic phenomenology marked a
significant shift away from the ideas expressed by its earlier exponents”. Nelson (2000, p. 150)
stated, “Proceeding on the acceptability of innumerable interpretations of the phenomenology,
which preclude the reduction of this school of thought seeks to penetrate the subjective
experience and establish the real, objective nature of the things as sensed by the individual”.
At the core of Hermeneutic phenomenology is the “subjective experiences of individuals and
groups”, according to Willis et al. (2007, p. 104), while the term has been enlarged beyond the
boundaries of its original meaning and now includes “understanding human action in context”.
It seeks to expose the universe as experienced by individuals, as it is filtered through their own
narrative accounts (Collins, 1997, p. 375). Consequently, in this study, the hermeneutic model

is suggested for use to interpret the findings of the research (Wilson & Hutchinson, 1991).
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Similarly, hermeneutic phenomenology, which has been favoured by analysts in the context
of health research, is used as a way of discerning the meaning of lived experiences (Heidegger
1988). Moreover, hermeneutic phenomenology is more suitable to this research’s aim and
objectives of subjective experiences (Willis et al., 2007). In addition, the core of Hermeneutic
phenomenology is the interpretive and positivist paradigms in this research philosophy, which
is defined as the “subjective experiences of individuals and groups seeking to expose the
universe as experienced by individuals, as it is filtered through their own narrative accounts”
(Collins, 1997, p. 375; Kafle, 2013).

Moreover, a mix-method phenomenology is particularly suited to the exploration of
subjective views on any given issue. With this type of phenomenology, the subject - along with
their worldviews - are the primary focus. Mix-method approaches create a directory of “stigma
experiences” and these real-life experiences, which are both direct and second-hand accounts,
form the foundations of the data analysis (Schulze & Angermeyer, 2003). Furthermore, this
approach also explains how the participants perceive these stigmas and as Kelly, Jorm and
Wright (2007) further explain, it is necessary to document the differences in stigma perceptions
between participants in focus group discussion.

Consequently, this concept formed the foundation of the focus group topic, and thus, stigma
experiences were explored through those participants that were in the mental health profession.
“A focus group discussion is commonly used as a method of qualitative research in the
sociology of health and illness” (Lawton & Parker, 1999, p. 353). Moreover, focus group
discussions are preferred over individual interviews, as they offer the opportunity for in-depth
individual analysis without the pressure of face-to-face interaction, which some participants
may seem intimidating, and in turn feel unable to express their true feelings (Morgan et al.,
2007).

Morgan et al. (2007) report the purpose of a focus group is to allow the researcher to not
only obtain collective views, but also the deep-rooted experiences and beliefs that underpin
them. Focus group discussion also allow the researcher to obtain information from outside the
participants’ individual memories, with the additional participants often acting as triggers.
However, the increased number of participants can increase group complexity and challenge
the group dynamic, due to Kelly et al. (2007, p. 26), focus groups ““can also provide access to
social interactional dynamics that produce memories, ideologies, and practices among the

group members”.



76

This study offers the opportunity to individuals that experiencing stigma and discrimination
on a regular basis to take the role of experts in the field, with their first-hand knowledge and
expertise considered vital to the advancement of the theoretical discussion surrounding the
topic. In addition to relieving pressure, focus group offer numerous channels for
communication, which in turn provides participants with a comfortable environment in which
they can share experiences, ideas and beliefs with other individuals that have experienced
something similar in their lives (Schulze & Angermeyer, 2003; Morgan et al., 2007).
Furthermore, regarding Steward and Shamdasani (2014, p. 16), “the resulting atmosphere of
familiarity is beneficial in facilitating statements on difficult and unpleasant subjects such as
stigma”. Schulze and Angermeyer (2003) also state how group participation mitigates the
interaction between the researcher and the individual participants. Due to Madriz (2000, p.835),
“in this way, the dynamics within the group decrease the influence of the researcher over the
interview process, and hence, provide a more prominent role to the participants’ opinions”. In
addition, the focus group has an adverse effect on the dynamics of the setting, in a way in which
makes the participant's contributions interdependent (Madriz, 2000). Schulze and Angermeyer
(2003) agrees that this type of group setting is more “subdued” and is likely to incite feedback
that is truly representative of the participants.

Morgan et al. (2007) also refer to the focus group as “group interviews”, in which the
mediator will invite the participants to engage one another, and interact accordingly.
Nonetheless, the results obtained from the focus group are unlikely to be produced through
interview and observation, and instead are more likely to outline the participants’ subject
knowledge. Despite their obvious similarities to a more informal interview approach, the focus
group is more complex than a method of mass data collection. The focus group can be defined
as a ‘group discussion’ on a mutual topic with a view to fulfilling a research proposition (Kelly
et al., 2007, p. 26). Moreover, within the focus group, the discussion is guided, monitored and
recorded by the researcher (Kitzinger, 1995). When considering the research objective - namely
to outline real-life stigma experiences and ascertain the existence (and to what extent) of the
phenomena of professional stigma - a focus group was the most logical and effective approach.

Moreover, some of the selected studies utilised mixed research methods, producing minimal
significant results — providing mental health support to those in need at an early stage is
essential, especially those experiencing stigma, with a mix-method approach. For example, in
a literature review performed by Nordt ef al. (2006), mixed method research methods were
used including focus groups, semi-structured interviews, and self-reflection reports to

determine the concept of a stigma held towards people with mental health problems, which
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were measured on an attitude scale and social distance measurements. Moreover, several
studies applied a mixed methodology to determine the phenomena of stigma by those who
suffer from mental health problems, e.g. some studies have used mixed data collection methods
when exploring possible barriers experienced by those accessing mental health support (e.g.
Boyd et al., 2007; Barney et al., 2009). Another study carried out by Taskanen et al. (2011),
focused on mixed method studies for those that previously requested mental health aid and
experienced a stigma from mental health service professionals. Some recent studies have
attempted to analyse the relationship between self and social stigma of those with mental health
problems by using mix-method approach (e.g. Bathje & Prior, 2011; Masuda & Boone, 2011;
Belloch et al., 2009; Deen et al., 2011). However, these study groups are often a specific cohort
rather than people worldwide with social and self-stigma (Isaacs et al., 2010), which could
limit the findings to the groups involved. Studies that have used a mixed method approach have
made it apparent that, to understand the current stigmatic views of health professionals on those
with mental health problems, a more holistic approach is required. In this study necessitates a

variety of investigation methods.

Research Procedures

Research design

The outline of the data collection and data analysis sections of any research study are
determined within the research design. Due to Bryman (2006) a research design is valid if it is
developed to create evidence that applies to a group of factors concerning a research question.
To address the research questions, a methodological strategy was devised in this study using
the application of a few different methods.

In this study a two-phased approach was utilised by employing a mixed-method approach
to bring interpretive results together Miles and Huberman (2002) and Creswell (2009), and also
use this strategy design “concurrent triangulation mixed methods design” utilized to explore
the contradictory and comprehensiveness of the study findings (Miles & Huberman, 2002;
Creswell, 2009). “The mixed-method approach ensures that the quantitative and qualitative
methodological technique is concurrently assimilated within a single study” (Bryman, 2006, p.
113; Creswell, 2009). Consequently, the study shall capture the various processes within

organisational structures, communication, dialogues and reasoning (Miles & Huberman, 2002).
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Due to Tracy (2010) and Creswell (2013), a mixed-method design ensures that both the
qualitative and quantitative methodological approaches assist one another, thereby creating a
more comprehensive analysis regarding the research subject to answer the research questions
and achieve the research objectives. There are two mixed method designs put forward, which
are simultaneous and sequential. The sequencing type is an important decision for mixed
methods study design (Creswell, 2013). Simultaneous sequencing is the concurrent use of
qualitative and quantitative methods, and the resulting data is employed during the data
interpretation phase to facilitate each method's findings and establish a conclusion.

This research approach comprises the third main research paradigm, generating a different,
but relevant approach to that facilitated by the quantitative or qualitative methods (Creswell,
2013). Moreover, in this study, cross-sectional data was collected and used in concurrent mixed
methods designs to examine the participants in one direct (Creswell, 2013). Cross-sectional
survey not only provides a useful mechanism for evaluating relationships between variables
but also highlights differences between sub-groups (Baxter & Jack, 2008; Creswell, 2013).
This research shows the benefits of employing a mixed methods approach, due to the greater
level of detail in the end results. In this study, the qualitative data from the focus group
discussion (Phase Two) revealed some explanations for the quantitative data, which was
generated by a cross-sectional survey using self-report questionnaires (Phase One). Additional
to the employment of a survey and follow-up with a focus group discussion, this study could
assess the conceptual framework more comprehensively, as well as the cultural viewpoint of
the university establishment and Saudi Arabian hospitals.

Furthermore, due to Kitchenham ez al. (2009), a type of non-probabilistic sampling can be
used in studies that utilise a homogeneous convenience sample technique, which in this
instance relates to mental health professionals’ attitudes towards people with mental health
issues. Due to McEvoy and Richards (2003) and Creswell (2013), the qualitative research often
relies heavily on convenience samples. Moreover, Wiederman (1999), Creswell (2013) and
Landers and Behrend (2015) argued that the perspectives, opinions, experiences and attitudes
of individuals with regard to specific events and phenomena constitute valuable information
that can aid the interpretation of quantitative research. In addition, Small (2009) and Creswell
(2013), given that the aim of the in-depth qualitative research is to comprehend complex social
phenomena, the use of convenience samples in association with non-probability approaches in
such research is appropriate. However, the legitimacy of using only the most convenient
information to investigate phenomenon has been called into question. Specifically, Lucas

(2014) argued that such an approach could only be justified if certain assumptions regarding
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the uniformity of social phenomena are established. According to Etikan, Musa and Alkassim
(2016), qualitative research methods make use of non-probability sampling. This method does
not endeavour to produce data that can be prescribed a value of statistical inference. A
phenomenon may only appear once in a data set, and still, be considered a phenomenon.
“Convenience Sampling” (also known as “Haphazard Sampling” or “Accidental Sampling”) is
a type of non-probability or non-random sampling in which members of the target population
that meet a certain practical criterion are selected (Etikan, Musa, & Alkassim, 2016, p. 4). This
criterion ranges from personal conditions - such as availability and willingness to participate -
to circumstantial attributes - such as accessibility and geographic location [in relation to the
study] (Kim & Given, 2008). A structured approach is provided below, which identifies the

research design for this project (See Figure 3.1).

‘Phenomenological’ approach

Methodology
Mixed-Methods approach
Non-experimental research

(Phase One) Quantitative (Phase Two) Qualitative

Epistemology

Heidegger, “must understand being so that we may be able to be given over to the world that is"
(Heidegger 1988, p. 13).

Ontology

Heidegger, "philosophy is the theoretical conceptual interpretation of being, of being's structure and
its possibilities" (Heidegger 1999, p. 14).

Axiology

While ontology and epistemology are fields, which considers the nature of truth, axiology is the
consideration of values and ethics (Mingers, 2003).

Positivism paradigm Interpretivism paradigm
Objective Subjective

(Phase One) Quantitative (Phase Two) Qualitative
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“Middle — Rang theory”

Deductive Inductive

This study is to be managed by more focusing on the qualitative methodological approach
stemming from an interpretivism perspective

Mixed-Methods
Concurrent — (Triangulation Design)

(Creswell, 2013)

Interpretation

Techniques
(Cross-sectional data collected)
Convenience sample technique

(Non-probabilistic sampling)

Surveys; Self-Report Questionnaires Focus Group; a semi-structured open-ended
interview
(Num. =50) Quantitative (Num. =5) Qualitative
KSA — Riyadh
Setting
Mental health hospital

Public Hospital
University Hospital
Nursing College

Participants
Mental Health Professional

Data analysis approaches

Statistical analysis - SPSS; NVivol0.1
Parametric test "Thematic analysis "
" Independent t- test sample-
One-Way ANOVA"
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Results

Concurrent — Triangulation Design
“Comprehensive results”
(Creswell, 2013)

Figure 3.1 Map method of research design.

Data Collection
Setting

The study was set up to collect information in regards to mental health professionals’
attitudes towards people with mental health problems. The study was conducted in Riyadh city,
the capital city of the Kingdom of Saudi Arabia (KSA). The settings encompassed general
hospitals, offering inpatient and outpatient mental health services in Riyadh. These represented
major health care system sectors in the KSA, such as Mental health hospital, Public Hospital,
and University Hospital. Additionally, the nursing college was included to represent academia,
and this enabled the possibility to acquire greater knowledge of professional stigma, as it was
discovered that the academic nursing mental health department at the college was a significant
factor in inciting or reinforcing stigmatising attitudes in mental health professionals is the
prevailing attitudes of those who prepare them for practice.

From my own experience, | know that mental health nursing covers all aspects of health
within a community and provide solutions and preventable measures regarding health and
social issues. In this research study, I chose to include participants from the nursing faculty
because these individuals can have an immense influence on improving nursing mental health
care for those people with mental health problems. Also, the nurse faculty “As I’'m” has
experience in practical situations involving those with mental health problems. As outlined by
Nordt et al. (2006), however, this was not unexpected, with many members of the mental health
team having either previously worked as clinicians or worked in a dual role as both clinicians

and educators, holding similar educational backgrounds.
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Participants

Mental health care professionals working in the settings who provide mental health services
for Riyadh city formed the study population for this research. The following categories were
included: Psychiatrists, Clinical Psychologists, Clinical Social workers, Mental health nurses,

and Faculty of mental health nurses.

Criteria for selection of participants

e Inclusion criteria

Mental health professional (as defined).
Ability to speak Arabic and/or English.

e Exclusion criteria

Non-Mental health professional.
Non-Ability to speak Arabic and/or English.

Sample Size

The participants (n=50) were all members of the mental health professional team in Riyadh,
with 10 participants from each category as defined above. Of those 50 participants, (n=50)
were involved in the quantitative aspect of the study and (n=5) in the qualitative aspect, with
one participant from each category. A convenience sampling technique means that the
researcher can choose participants for an in-depth and appropriate exploration of the research
topic, using their unique characteristics (Taylor et al., 2014). In addition, this is a common
approach for cases involving a small group who are experts in a specific research topic
(Davidson-Hunt et al., 2012). Thus, the sample meets the demands of the research as it involves
people who examine a certain experience than those with no experience would (Taylor et al.,
2014).

This paper uses a convenience sampling technique to pinpoint individuals that met the
criteria of being a mental health professional (as defined) and speak Arabic and/or English.
“Convenience samples” are often referred to as “accidental samples” as many elements are
selected without reason, and are occasionally selected based on circumstance, for example, if

they are located close - both spatially and administratively - to the location of the data collection
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source (Etikan, Musa, & Alkassim, 2016). On the other hand, Keeney et al. (2006) stated that
criteria varied when it comes to selecting experts, and there are no guidelines as to sample size
in “Convenience samples”. In most cases, panels involve 15-30 subjects from the field, or 5—
10 from various categories (Linstone & Turoff, 1975; Davidson-Hunt et al., 2012).

Creswell (2013) believes that data collection involves the researcher's preparation and
gathering of data from the various sources involves, to make sure there is enough data for
appraisal. In addition, when it comes to mix-method research, the aim, resources and level of
complexity affect the number of participants involved. When the sample size is greater, then
superior results might be found (Linstone & Turoff, 1975). On the other hand, greater samples
bring about issues with regards to management and response rate (Davidson-Hunt ez al., 2012).
In addition, Taylor et al. (2014t) state that the population sample should be made up of experts
alone for that topic, while Hasson, Keeney, and McKenna (2000) state that experts are a
collected of informed people. Bernstein, Hadzilacos, and Goodman (1987) feels that experts
are specialists in their industry, or are individuals with certain subject knowledge (Davidson-

Hunt et al., 2012).

Sampling Procedure

After recruiting the participants with a mix-method approach for quantitative data collection
in Phase One and qualitative data collection in Phase Two, and once consent was agreed, the
researcher began recruiting study samples. The permission to collect both quantitative and
qualitative information from the samples of professional mental health team workers at the
Mental Health Hospital of Psychiatric and Mental Health in Riyadh, as well as data from the
Public Hospital and University Hospital, was obtained from the Chair of the Research Centre
and Head of the Mental Health department. However, disappointingly, the sample suffered
from a lack of specialisation in mental health nursing and social workers within the psychiatric
department in the Public hospital and University Hospital, while participants in the Mental
Health Hospital, were rejected to join the focus group discussion.

The permission to collect both quantitative and qualitative data from the sample from the
Faculty of Mental Health nurses at the University was obtained from the Dean of the College.
The participants were well enough to share their views and to undertake the focus group
discussion in the qualitative phase, in addition to quantitative questions from the participants.
When conducting a qualitative study in the focus group discussion at the University Hospital,

the inclusion of only one participant from each speciality was permitted. Any further additions
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of participants from outside the University Hospital were rejected, except for one participant
from a Nursing College. Furthermore, to preserve the confidentiality of information, each
participant was requested to not discuss the study in the workplace near to or with participants
from outside the hospital, aside from the university members. Further details surrounding the
recruitment of quantitative and qualitative participants will be discussed in the subsequent
sections. Furthermore, in this study 50 participants in the quantitative phase and 5 participants
in the qualitative phase were considered appropriate for the research to be easily managed in
the limited time available for data collection. Participation in this research was voluntary, and
there was no pressure on anyone to take part. Moreover, which was chosen due to the limited
numbers of professional mental health teams in the KSA, especially in the capital, Riyadh. Due
to the representative of the workforce of mental health professional in Saudi Arabia, the study
conducted by Qureshi et al. (2013, p. 35) “there is a mental health care workforce gap around
the world, although it is more obvious in low- and middle-income countries (LAMICs), and
Saudi Arabia is no exception”. The research sought to undertake an inclusionary approach to
the research participants, and the criteria are listed below. According to Ahmedani (2011), there
are 1.1 psychiatrists per hundred thousand of the population in the KSA, as well as 6.4 mental
health nurse, one psychologist and 2.4 social workers per hundred thousand. This is the lowest
rate of psychiatrists in the Arab world and there is an absence of professionals who specialise
in mental health. Saudi Arabia, Sudan and Libya were especially low in terms of the presence
of psychiatrists, whereas other nations had a higher number. Upon securing official permission,
the researcher commenced recruitment of the study samples.

Royster (2005) and Teddlie (2007) state that no guidelines exist for sample size in the mixed
method approach, but studies often involved 40—70 subjects for a quantitative and 5-15 for a
qualitative study (Suckley et al., 2012). For example, Taylor et al. (2014) used 22 experts from
different areas in their work, through the mixed methods, subjective experience of mental
health workers in different specialities was identified, in a continued effort to tackle stigma
from health care workers against people with mental health problems. Liggins and Hatcher
(2005) in New Zealand used 5 participants in a qualitative study of mental health workers to
identify the extent to which mental health professionals experienced stigma towards people
with mental health problems. There is a little reliable guidance on what sample size is needed
for a thematic analysis. In addition, Onwuegbuzie and Johnson (2006), Emmel (2013) and
Leech and Onwuegbuzi (2007) suggestions range from 4 to 400+ in mix-method depending on

the type of data collection and the size of the project.
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Data Collection Instruments

This study employed a mixed method approach, which uses quantitative (phase one) two
tools were used to assess stigma; the Emotional Reaction on People with mental health
problems Scale, and the Attitude Scale. Moreover, qualitative (phase two) data collection
approaches and analytical techniques, a focus group discussion was the method of data
collection. In addition, “the selection of data collection tools depends on whether the tool
achieves the objectives of the research, helps the researcher to solve problems, and supports
suspicions and hypotheses” (Newsome et al., 2008, p. 570). “Time and resource availability

have to be considered in the selection of tools” (Krishnaswamy et al., 2009, p. 2).

Research tools development

The research instruments were created and developed by the researcher and supervisors to
measure the key objectives of this study, as well as taking the Saudi Arabian culture into
consideration. Examples of how the instrument tools were detailed in Appendix V. Emotional
Reaction on people with mental health problems Scale, Appendix VI. Attitude Scale
Questionnaire — Short Form. The instrument included 29 items measuring the Emotional
Reaction on People with mental health problems Scale using a 5-point Likert scale, with the
response format ranging from ‘strongly agree to strongly disagree’. In addition, the Attitude
Scale Questionnaire-Short Form (AQ-SF) contains 27 items, based on a three-point Likert scale
containing the values ‘rarely’, ‘sometimes’, and ’frequently’. These tools used for individuals
that met the criteria of being a mental health professional (as defined) and speak Arabic and/or
English.

Jorm et al. (2005) also believe that peoples’ beliefs and attitudes in regards to mental health
problems are also likely to have an adverse effect on whether those individuals disclose their
symptoms and seek help for their problem. Having a sound knowledge and understanding of a
topic, and in the case, mental health can assist in the recognition, treatment and management
of mental health problems. Due to Angermeyer, Holzinger, and Matschinger (2009),
population-based studies have typically underestimated the relevance of attitudes and
emotional reactions as a contributing factor to mental health stigma.

Data from self-reported questionnaires still constitutes the major source of knowledge

surrounding this issue and focus on the mental health professionals’ emotional reactions and
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attitudes during an interpersonal interaction, on their "perception" of stigma towards people
with mental health problems.

Corrigan and Watson (2002) propose that stigma should be considered a multi-layered
phenomenon that incorporates undesirable attitudes, negative emotional reactions, and biased
actions. Therefore, for these reasons the researcher decided to identify the phenomena of
professional stigma by measuring the emotional reaction and attitude of mental health
professionals who demonstrated stigma towards people with mental health problems. As a
result, the researcher opted to identify the phenomena of professional stigma by measuring the
emotional reaction and attitude of mental health professionals, perceiving this to be
demonstrative of stigma towards people with mental health problems.

This study used a methodology developed by both the researcher and supervisors (in
English, and then translated to Arabic version, furthermore, the questioners made in both
languages in Arabic and English), which are following the requirements of this study and the
nature of the participants in Saudi society. Due to Nieswiadomy (2011, p. 168), “new
instruments could be created and generated from previous researcher’s perspective, however,
the information is usually provided freely and developers are typically pleased when other
researchers credit them through their creations”.

In this study, necessitates an Emotional Reaction on People with mental health problems
Scale in accordance to the AQ-29 as a 29-item scale, which measures emotional responses
towards people living with mental health problems. According to Thornicroft et al. (2008),
emotional reactions could potentially further anticipate discrimination and stereotypes.
According to Angermeyer and Matschinger (1996, p. 326) “to assess emotional reactions
towards people with mental health problems, most focus on aggressive emotions; pro-social
reactions; and feelings of anxiety”. Through these sources are derived from creating a
questionnaire of Emotional reaction on People with mental health problems scale, and how the
view on people with mental health problems is influenced by general opinion, an experience
of prejudice and the influence of the community.

This scale was utilised to measure the emotional reaction of mental health professionals
towards people with mental health problems. According to Thornicroft ef al. (2008) suggest
that emotional reactions can further stigmatise mental health and potentially lead to the
perpetuation of discrimination. Moreover, Corrigan (2004), provided an important to recognise
the public emotional reactions against people with mental illness. This scale was developed by
me in conjunction with my supervisor to reflect aspects of common Saudi culture and therefore

ensure relevance to the research objective.
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In addition, in this study, the Attitude Scale for mental health problem was modified in
relation to the AQ-27 in a 27-item, self-administered measure of stigma attitudes and beliefs
and a focus on prejudice towards people with mental health problems. This scale was utilised
to measure the attitude of mental health professionals towards people with mental health
problems. The scale was adapted by me in conjunction with my supervisors to reflect aspects
of common Saudi culture and therefore ensure relevance to the research objectives.

According to Corrigan et al. (2012, p. 614), “in addressing the attitude demonstrated
towards people with mental health problems, the focus should be on nine dimensions: Blame;
Anger; Pity; Help; Danger; Fear; Avoidance; Segregation; Coercion”. Attitude Scale is a valid
and reliable self-report scale that measures respondents’ attitude to mental health problems; it
was tested in several studies worldwide such as (Hahn, 2002; Pelzang, 2010; Salve et al., 2013;
Corrigan et al., 2012, p. 614; Poreddi et al, 2014). Hahn's (2002) questionnaire, which
investigated the attitude of professional nurses towards their patients with mental health
problems, was utilised to ensure the validity of the instrument further. The Attitude Scale for
Mental Illness used in Hahn’s study (2002, p. 3) yielded a Cronbach’s Alpha 0.87, indicating
high internal consistency between scale items. The Attitude Scale for Mental Illness is a

reliable scale to use in this study.

Translation of questionnaires

The aim was to adapt and progress an expedient measure for those conducting research, to
quantify the stigma held towards people with mental health problems, particularly, by those
providing the mental health care services. Moreover, the participants were provided with the
alternatives of completing their survey - questionnaires either in English or Arabic; their
endemic language. Through this method, the questions can be made more comprehensible and
straightforward. Therefore, to ensure the results had greater validity, a review phase was
implemented whereby a multidisciplinary committee reviewed the adjusted and translated
questionnaires following guidelines that were based on Beaton, Bombardier, Guillemin and
Ferraz (2000). The author and study-supervisors abide by strict criteria to ensure that the survey
study was adapted to the circumstances of Saudi Arabia, and coordinated the research aim and

objectives effectively.
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Methods

The research presented concerns into the phenomena of stigma among mental health
professionals in Saudi Arabia towards people with mental health problems. Meanwhile,
existing methodological foundations and guidelines that were based on Beaton et al. (2000)
were employed in adjusting the study tools towards the target language and culture, which also
presented six different stages required by this method.

Stage 1 (forward translation)

The methodology process required the questionnaires to be translated into Arabic in advance
from the base language of English. For this purpose, two native speakers of Arabic, who were
also proficient in English (bilingual speaking), were selected for the task and were also fully
briefed on the aims and tools measurements of the study.

Stage 2 (Synthesis of T1 and T2 into T1, 2)

The next phase involved gaining a consensus from all committee members on the finished
translated document, which was approved by a separate committee of experts supervising the
study.

Stage 3 (back translation)

This phase involved utilising two individuals who spoke English as their primary language to
retrospectively translate (or back-translate) the questionnaire responses. The English speakers
in question grew up in countries where English is the first language and had both been residents
in England for over two decades, while also speaking Arabic fluently. Additionally, neither of
these individuals had access to the original document containing the questions, as it was a
'blind' test, wherein each translated only the answers for the respondents assigned.

Stage 4 (Expert committee)

The expert panel committee, in this case, was made up of professional health workers, as well
as translation, linguistics and methodology specialists. The fourth stage involved the
development of the penultimate document, with the expert committee having approved the
translated forms and a separate comparative analysis of the pre- and post-translated documents.
Stage 5 (Face validity)

A test phase was then delivered using the penultimate document and was tested on twenty
participants (Pilot study Test Validity and reliability of the stigma scale). Every participant was
required not only to fill in the survey but also to assess each question in terms of its reasoning,
arrangement, display, directions and ratings for the response. This stage also involved the

compilation of an in-depth report from the accumulated feedback from the respondents,
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outlining issues with the format and potential modifications of the penultimate document from
findings of the validity test. Subsequently, the expert committee then reviewed this report.
Stage 6 (committee appraisal)

The validation tests and report generated in the previous stage were then developed by the

committee to create the finished version of the tools.

Pilot study - Test Validity and reliability of the stigma scale

A small-scale pilot study was undertaken to identify any potential issues with the
questionnaire. One of the main advantages of conducting a pilot study is that it can give the
warning about where the main research project could fail, or whether proposed questionnaires
are inappropriate or too complicated. A pilot study provides an opportunity to resolve possible
problems before implementing the full study (Clark et al., 2008). Due to Van-Teijlingen,
Rennie, Hundley and Graham (2001), a pilot study can be used to test the feasibility of the
study and test the mechanical issues of research instruments.

For this reason, I decided to conduct a small-scale pilot, specifically to evaluate the
questionnaire employed in the quantitative survey (English/Arabic version). The methods
identified by Sim and Wright (2005) and Westbrook et al. (2013), were employed to evaluate
the questionnaire. These methods included: testing the duration of the questionnaire, the
effectiveness of its layout and presentation, the administering process, the level of question
response, the difficulties of understanding questions, the sensitivity of the questions, and the
identification and resolution of any other unexpected procedural issues. Selecting a sample size
for pilot studies requires small samples, which may be appropriate for pilot-testing a data
management system or demonstrating the ability to execute a specific research protocol (Van-
Teijlingen et al., 2001). Westbrook et al. (2013) cite the indication in the extant literature to
the effect that a pilot study sample should be 10% of the sample projected for the larger parent
study. On the other hand, Hertzog (2008) warns that one may not be prescriptive or flexible on
the issue because different factors influence studies. When it comes to the number of
participants, this study included four participants from each discipline of the professional
mental health team: four mental health nurses, four psychiatrists, four clinical social workers,
four clinical psychologists, and four faculties of mental health nurses. A total of 20
professionals were employed throughout the data assessment. The pilot study participants were
excluded from the main study. It is often recommended to not include the pilot study in the
main study samples, and this is a widely-held view (Peat & Williams, 2002; Westbrook et al.,
2013).
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The sample population was composed of predominantly male and female members. In
general, the group was of Saudi Arabian origin (n=17) and the remainder of the group was
comprised of Egypt (n=1) and several single members from other nations, such as Jordan (n=1);
and Lebanon (n=1). The biggest group regarding age was those who were of 30-45 years-of-
age, and the Survey Monkey filter was employed for the surveys after their completion to
simplify and aid the assessment and analysis phase. Lastly, after receiving approval from the
hospital's administration, individuals were sent an email asking them to agree to be included in
the study. They were advised that completing the survey would likely take them around three-

quarters of an hour.

Table 3.1. Reliability analysis of Pilot Study

Cronbach's No of Items
Alpha Items Removed
First scale 715 29 With no items removed here
Second scale 727 27 With no items removed here

The pilot study found that the reliability of the two scales was assessed by measuring their
internal consistency and computing their Cronbach’s alpha coefficients. For the first scale of
Emotional Reaction on People with mental health problems, the reliability reached the
acceptable level of 0.715 (>0.7), for the second scale of an attitude scale, the reliability reached
the acceptable level of a reliability level of 0.727.

Validity, Reliability and Trustworthiness of the study

The consistency of validation and content across the various language forms of the
questionnaire is a key aim of cross-cultural re-working. The scale was made up of collections
of sentences designed to provoke specific stigmatisation responses. The use of multiple
sentences was deemed to be more accurate than single ones, as they provided much more
comprehensive and reliable outcomes (Boynton & Greenhalgh, 2004).

This is the case, because standalone sentences may mean something slightly different to
different people. If a collection of sentences is used — all clearly stating a similar or even

identical opinion — it is harder for users or participants to add bias or unwanted personal
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interpretations (Graneheim & Lundman, 2004). Hence, the perfect assessment of external
accuracy is to study a collection of topics or subjects. The correlations can be predicted to stand
at somewhere between 0.75 and 0.89 (Koehn & Lehman, 2008). Consequently, the legitimacy
of the stigma measures was evaluated via the use of the internal consistency technique — the
strategy is most commonly linked with the Cronbach Alpha coefficient. The technique offers
a legitimacy signifier in the shape of a correlation coefficient; and the internal consistency
technique 1s based upon the intricacies of scaling theory (Boynton & Greenhalgh, 2004).

Quantitative approaches were used in the collection of data; in distinguishing between
validity and reliability; “validity” concerns the accuracy with which a measurement instrument
measures the quantity, concept or effect being measured (Koehn & Lehman, 2008). In
particular, Sandelowski (2000) notes that a measurement that is valid is one that accurately
represents that being measured. “Reliability”, on the other hand, describes the stability and
consistency of the measurements obtained (Koehn & Lehman, 2008). In this study, a validated
standardised instrument that met the validity and reliability criteria was employed as the tool
to collect data. Indeed, in terms of this study, “content validity” refers to the degree by which
the validated standardised instrument (the instrument) and its associated components could
inclusively encompass the factors that are relevant in respect of the measurement being
undertaken (Grove, Gray, & Burns, 2014).

For the purposes of this study, the instrument is conceptualised as the emotional reaction on
people with mental health problems and attitudes scales with respect of people with mental
health problems. Cronbach’s alpha coefficient was used to appraise the consistency of the
instrument and to test its reliability concerning an emotional reaction and attitude scales. Due
to Angermeyer, Holzinger, and Matschinger (2009), population-based studies have typically
underestimated the importance of attitudes and emotional reactions as influential factors upon
mental health stigma. The instrument’s reliability coefficient is in proportion to its consistency
(Koehn & Lehman, 2008). Previous studies have indicated that a reliability coefficient with a
minimum value of 0.70 is required (Grove et al., 2014).

In the second phase of this study, qualitative approaches were used in the collection of data;
validity and reliability in respect of qualitative data are examined through trustworthiness,
which includes credibility, dependability, confirmability and transferability (Graneheim &
Lundman, 2004; Koehn & Lehman, 2008). Trustworthiness was established by reviewing a
multidisciplinary focus group of researchers with different perspectives (Faculty of mental

health nurse, Psychiatrist, Psychologist, Social Worker, and Mental health nurse).
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In respect to achieving reliability, the focus group discussions were administered and
transcribed by the researcher and supervisors throughout. The discussions were digitally
recorded, thereby facilitating authentic and accurate transcription, thereby further enhancing
trustworthiness (Patton ef al., 2002), endorsed by participants and elucidated in Table 3.2.
Issues of credibility concern the focus of the research; namely, the degree of confidence
exhibited on how well the data and processes of the analysis address the research objectives
(Koehn & Lehman, 2008).

Bitsch (2005) states that dependability refers to “the stability of findings over time” (p. 86).
Dependability is where participants appraise the findings, interpretation and recommendations
of the study to confirm that the data is in line with the data gathered from the study's sources
(Cohen et al., 2013; Tobin & Begley, 2004). Dependability comes because of an audit trail,
code-recode strategy, stepwise replication and peer examination (Chilisa & Preece, 2005;
Schwandt et al., 2007). Confirmability refers to “the degree to which the results of the inquiry
could be confirmed or corroborated by other researchers” (Baxter & Eyles, 1997, p. 505).
Moreover, confirmability is “concerned with establishing that data and interpretations of the
findings are not figments of the inquirer’s imagination but are clearly derived from the data”
(Tobin & Begley, 2004, p. 392). On the other hand, transferability refers to “the degree to
which the results of qualitative research can be transferred to other contexts or settings with
other respondents — it is the interpretive equivalent of generalizability” (Tobin & Begley, 2004,
p. 388). According to Bitsch (2005), the “researcher facilitates the transferability judgment by
a potential user through ‘thick description’ and purposeful sampling” (p. 85).

In addition, due to Miles and Huberman (2002), the degree to which research results apply
to other contexts or groups is known as the property of transferability. Hence, to enable other
researchers to assess the transferability of this study’s results by contrasting them with various
scenarios and identifying similarities of settings, the research methodology and procedures
have been presented in detail. Moreover, given that the discussion data generated sample
results, the views of this study’s participants can be said to be equivalent to the views of the
mental health group. Therefore, the present study meets the condition of transferability. In this
study, for reliability and validity of data analysis results in both the researchers and supervisors

accordingly.



93

Process of Data Collection in (Phase one and Phase two)

Phase one of Data Collection

Recruiting Participants

For the quantitative aspect, participants were selected from various study settings, according
to eligibility criteria. The first four categories of mental health professionals (excluding
academia) were selected from the various clinical sectors, ensuring representation of all
categories from all sectors. As for academia, the sample was equal across the Nursing College
at the University, and permission was obtained from chairs to perform quantitative data
collection. Due to the small number of mental health professionals in Saudi Arabia, the
hospitals requested that questionnaires were distributed between 10 to 30 participants,
producing a somewhat predictable response rate. 30 copies of the questionnaire were
distributed to each hospital and nursing college (120 questionnaires in total).

The final number of returned questionnaires was 50 a total participant involved in each
group participated from three hospitals and one nursing college (psychiatric 10, psychology
10, social worker 10, faculty of mental health nurse 10, Mental health nurse 10), which is
equivalent to a refuse rate of 58.3% and equivalent to a response rate of 41.7 % ([3.33%]; 4
respondents participated from Public Hospital, [20%]; 24 respondents participated from Mental
Hospital, [10%]; 12 respondents participated University Hospital, and [8.3%]; 10 respondents
participated Nursing college ).(See Appendix VII. Table 4.1: The Characteristics of the
participants in the study sample, Self -Report Questioners (n=50)). Additionally, as mentioned
above, the “Convenience samples” are often referred to as “accidental samples” as many
elements are selected without reason, and are occasionally selected based on circumstance, for
example, if they are located close - both spatially and administratively - to the location of the
data collection source (Etikan, Musa, & Alkassim, 2016). On the other hand, Keeney et al.
(20006) stated that criteria varied when it comes to selecting experts, and there are no guidelines
as to sample size in “Convenience samples”. The research sought to undertake an inclusionary
approach with the research participants and each professional category: Psychiatrists, Clinical
Psychologists, Clinical Social workers, Mental health nurses, and Faculty members of mental
health nurses had 10 participants. The sample size of participants came to a total of (n=50).
This sample group was equally divided into the five categories of mental health professionals.

No proportionate allocation was used, to increase statistical efficiency when comparing

various groups enrolled in different hospitals and nursing college in Riyadh. In this study,
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information was gathered over the course of two months. Following the completion of these
stages, the data collected from all investigations was assessed. This activity took approximately
30 minutes with each participant. After meeting the participants in the hospitals and nursing
college, the researcher asked for the participant’s consent to take part in the study, and if they
agreed, they would complete a consent form. The researcher then explained to the participants
the importance and objectives of the research and responded to any of their questions before
they began the questionnaires. The participants were given the questionnaire at their
department and the researcher would return there if they required any clarifications or simply

to collect the data.

Data collection tools
Two tools were used in the present study as Self—Reported Questionnaires.
Demographic questionnaire

The demographic questionnaire created by the researcher and research supervisors allowed
the acquisition of demographic data from the participants, including (Group of specialities,
Nationality, Gender, Qualification, Post-graduate qualification, Experience years, and Work
Setting). Details can be found in (Appendix VII. The characteristics of the participants in the
study sample of Self—Reported Questionnaires (n=50)).

The Emotional Reaction on People with mental health problems.

This stigma scale was used to measure an individual’s emotional reaction towards people
with mental health problems and consisted of 29 items. (See Appendix V). Each respondent
was prompted to state the degree in which he or she agreed or disagreed with the statements in
the Emotional Reaction on People with mental health problems Scale based on a five-point

Likert scale, ranging from 1 = strongly agree to 5 = strongly disagree.

Attitude Scale Questionnaire-Short Form (AQ-SF)

The stigma scale was used to assess the attitudes of mental health professionals in relation
to the stigmatisation of people with mental health problems and its corresponding effects and
consisted of 27 items each scored on a three -point on the Likert scale. (See Appendix VI).
Each respondent was prompted to state the degree in which he or she agreed or disagreed with
the statements in the Attitude Scale based on a three-point Likert scale containing the values

‘rarely’, ‘sometimes’, and ’frequently’.
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Data analysis

A total of 50 respondents participated in this study. Following the data collection stage, the
data entry and analysis was done by using SPSS (version 20) for Windows. Additionally,
quality control was undertaken at the stages of coding and data entry, as the University of
Salford provided the locked storage space for printed versions of the data documents following
data entry and data scrubbing. Data was presented using descriptive statistics in the form of
frequencies, percentages, means, and standard deviations for quantitative variables. Together
with this, confidence limits were computed at a 95% level of confidence (Martin & Sherington,
1997).

Descriptive statistics were used to guarantee validity through correct formatting the data
were entered and accounting for missing data. Descriptive statistics were employed, which also
allows for the further assessment of dependent variables in terms of their trends and degree of
normality. The final demographic query in the survey involved opinions in decision-making;
as such descriptive analysis was also carried out on this query. Multiple analyses were
conducted to determine the correlation between the independent variables “demographics”, and
dependent variables “emotional reaction scale and attitude scale”. Analytical methods based
on the covariance of a few variables were proven valid by these analysis methods, as they
incorporate consideration of dependent variables being impacted by covariates. It follows from
this method that a decision can be made on the employment of a multivariate analysis of
variance, depending on whether any predictive ability derived from dependent variables
emerged from covariates.

(ANOVA) To establish whether a disparity would be recognised between groups of the
independent variables, based on a linear combination of the dependent variables, the ANOVA
methodology was employed. Witherell and Beineke (2001) identified ANOVA as the method
of highest efficiency, which works to the highest standard when measuring data that represents
many different factors to be examined in different groups. To determine if independent samples
were derived from the same distribution, the parametric method of one-way ANOV A by ranks.

The one-way ANOVA serves to identify and compare any correlation between the mean
values of the sets of interest, which establishes whether any are significantly at variance with
any other. Additionally, this allows for the identification of any disparities between
independent variables within a linear combination of dependent variables, while a comparison

of a sample mean values was achieved via the independent samples t-test.
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Heeren and D’Agostino (1987) identified that the independent samples t-test might be
employed when dealing with measurement of the data were the variables mean values
examined between two groups. The independent samples t-test and One-way Analysis of
Variance (ANOVA) were employed to determine the differences among study groups, and
were used to address the research question: How do mental health professional teams in Saudi
Arabia influence issues of professional stigma in mental health services? These tools were also
used to address the research question: To what extent have mental health professionals
personally experienced stigma in relation to their work with people with mental health
problems in Saudi Arabia?

During the analysis, odds ratios with 95% confidence limits were calculated for risk factors.
Spearman rank correlation analysis was used for the assessment of the inter-relationships
among quantitative variables and utilised for ranked ones. Statistical significance was
considered at p-value <0.05. The determination of the relationship between two series of data
and the evaluation of its strength was undertaken based on Spearman's rank correlation
coefficient. This coefficient served as a statistical technique for research questions validation

(Morgan et al., 2007).

Data protection issues — Data security for a quantitative questionnaire

All data from the questionnaire was anonymised. The names and contact details of
participants were removed from the questionnaires and stored separately in a password-
protected computer at the University of Salford. Information was scanned and stored on the
secure F drive, and this was accessible from within Saudi Arabia. Once anonymised in this
manner, the hard copies of data were scanned onto the same University of Salford F drive and
used to enter data on to SPSS. Access was only for the researcher and the supervision team at

Salford, as it was not shared elsewhere.
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Phase two Data Collection

Recruiting participants (Focus group)

For the qualitative aspect of the study, participants were selected by the head of the mental
health department at the University Hospital and by the head of the department in the nursing
college, mainly because they were known to have relevant experience, which was particularly
applicable to the study. They were also selected based on the principle of maximum variation,
to provide a broad range of perspectives on the topic of mental health in the KSA.

The focus group was formed of mixed categories (all five categories) to elicit different
experiences and views. Simple discussion schedules with relevant generic areas were prepared
for the focus group, and the researcher acted as facilitator, after receiving special training for
this activity. Their opinions, attitudes, experiences and interests were ascertained regarding the
topic (Srinivasu et al., 2011). When all participants are collected at a given time and place, this
is known as ‘recruitment’ (Rabiee, 2004, p. 655). Such scenarios may be engineered in a variety
of ways. One particularly useful method is to make use of membership books. It may also arise
because of a personal connection to the group, as noted by Lindlof (2001).

Additionally, it must be determined whether the group to be examined is to be
homogeneous or heterogeneous (McLafferty, 2004). Familiarity between subjects is an
additional consideration to bear in mind, as they may influence each other, inadvertently or
otherwise. In this study, all participants were bound by professional codes of conduct and had
an appreciation of the rule that governs patient confidentiality. Participants were emailed
initially and telephoned a day in advance to confirm attendance. They were informed of the
length of time of the group discussion (one hour) as a volunteer because participants generally
become restless (Cizza et al., 2010). Notice often increases the chance of subjects attending
and being willing participants. The location for the focus group discussion was in the meeting
room at the University Hospital (See Appendix VIII).

For the qualitative section of the research, the sample size of participants was (n=5) who
were taken from the 50 who were already involved in the quantitative aspect of the study.
Appendix IX. The characteristics of the participants in the study sample of focus group
discussion (n=5). The major health care’s system sectors in the KSA were represented, such as
mental health hospital, Public Hospital, and University Hospital. Additionally, a Nursing

College was included to represent academia.



98

In addition, the focus group discussion was approached by the academic staff of mental
health nurse in the Nursing College and mental health professional team from University
Hospital, regarding the instructor I had received from the supervisor director of the mental
health department in University Hospital to start our focus group discussion. The provision of
only one participant for each speciality was agreed for a qualitative aspect of the study and
there were no further additions of participants from outside the hospital (from other hospitals;
except the participant from Nursing College) to participate in the focus group discussion. To
preserve the confidentiality of information, each participant in the workplace was told not to
discuss the study with participants from outside the hospital, except with university staff. This
activity took approximately one hour (focus group discussion) in a meeting room at the
University Hospital.

Following the completion of these stages, the data collected from all investigations was
assessed. The permission to collect qualitative information from the sample of professional
mental health team workers at Mental Health Hospital was obtained from the chairs of the
research centre. Furthermore, permission to collect qualitative information from the sample of
the professional mental health team at the Public Hospital was also obtained from the chairs of
the research centre. However, the sample suffered from a lack of specialisation in psychiatric

and mental health nursing and of social workers within the psychiatric department.

Data collection tools

Data was collected from the focus group discussion. Focus group methodology is considered
an effective technique for exploring people's views about issues and the reasons underlying
such views (Powell, Single, & Lloyd, 1996). It is superior to individual interviews, as it may
generate more diverse responses, as they encourage participants to speak out about sensitive
topics (Liamputtong & Ezzy, 2005). Specifically, the focus group is the main source of gaining
a view of an experience through the provision and supply of services (Powell et al., 1996).

The Qualitative form can be found in Appendix X. The main advantage of the focus group
method was the ability to mobilise participants to generate their own questions in their own
vocabulary and to respond to any comment on each other’s contributions on their own terms
(Liamputtong & Ezzy, 2005). Statements were challenged, extended, developed, undermined
and qualified in a way that generated rich and in-depth data (Kapungwe et al., 2010). This is

particularly pertinent for this study, as it deals with a complex and sensitive issue: stigma.
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Furthermore, a focus group can shed light on certain shared norms and understandings, as well

as discrepant and divergent views (Srinivasu ef al., 2011).

Process of data collection in focus group discussion

The researcher guided discussion and questions and ensuring opportunity for all participants
to express their views. The audio and video recording were employed. Time was allocated
towards the completion for clarifications to be made, which ensured comprehension from the
group. Thus, the accurate reflection of gathered information was better ensured.

A qualitative design was employed for the focus group discussion that was attended by
participants for a one-hour-long meeting in a chamber in the University Hospital (Psychiatric
department). Cooperation of the department was accepted to establish a formal group, as well
as to assure those individuals who were participating in the focus-group dialogue: five
participants through recruitment (n=3 females, and n=2 males). While considering the
availability of the individuals involved (both subjects and researcher) a set of data analysis was
undertaken utilising NVivo10.1 (Silver & Lewins, 2014).

All participants at the University Hospital were included, and discussion was carried out in
English. The first thematic trends that were created addressed many issues that pervaded within
the mental health care sector regarding stigmatisation, and this was inclusive of additional,
more comprehensive elements addressed as sub-aspects of this stigma. Deduction and
induction were both utilised and adhered to in the analysis of data. In the focus group with
mental health professionals, additional information was sought on how these individuals may
hold a stigma against people with mental health problems. Mental health professional
representing each of the different professional groups were included in the focus group.
Overall, the focus group addressed four issues to achieve the research questions: professional
stigmatisation experiences, the possible causes of stigmatisation, the impact of professional
stigma on mental health services and recommendation and suggestions of possible methods of
minimising stigma, particularly of professional stigma. To assist the focus group moderator, a
compilation of focus group guidelines was established (See Appendix X).

These guidelines contained keywords and probes, which could be used to refocus the
discussion if required. Once the group invitees had consented to participate and being recorded,
the group discussion began and took approximately one hour. The researcher, with the
assistance of supervising staff, subsequently undertook the role of critical peer-reviewed by

reviewing the thematic assessment and the emergent themes.
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Why audio - video recorded in focus group discussion

Participant privacy and the confidentiality of the process were of utmost importance, and
are a particularly sensitive issue in the case of video recordings (Al-Krenawi & Graham, 2000).
An excellent stereo recording and a satisfactory VGA (640X480 pixel) camera were used.
Using this device, information was recorded onto an SDHC card via QuickTime h.264. The
recordings were easily transferable and encrypted across computers because the video data did
not require any compression. It could also be more securely controlled by means of digital
security.

The focus group discussion was both tape and video recorded before undergoing audio
transcription. In addition, the tape recordings and the video recordings made potentially
inconclusive information more accessible, clear and allowed the researcher to confirm any
elements of ambiguity (Al-Krenawi & Graham, 2000). The researcher could perform a fully
comprehensive analysis by creating many categories and subsequently used these categories to
organise the stigma experiences (Schulze & Angermeyer, 2003). In the focus group discussion
containing five participants of different specialities, the video recording helped the researcher
to be able to analyse the indicated thematic code in detail as it related to each participant
interaction and intervention in the focus group discussion. The focus group was recorded in
both video and audio format, and the words were verbatim transcribed. Moreover, the
researcher used a tape-recording session with video and audio records, because they did not
want to miss any comments through the analysis transcript. Thus, they created a thematic code
related to each participant in the focus group discussion for the transcription process and
analysis to be more accurate (Al-Krenawi & Graham, 2000).

Analysis of this transcription was subsequently iterative in nature and was performed with
the help of the research supervisors. The research then examined the transcription multiple
time, analysing the reading of the words uttered and ensuring that there was a limited
adjustment to the structure of the analysis. Thematic analysis was then undertaken to establish
the information; identification and coding of the trends therein, with excerpts taken as 'unitary’
informational segments. In this study, group participants were invited to discuss professional

views and attitudes of stigmatisation towards people with mental health problems.
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Role of the researcher in focus group
Group discussion succeeded with the researcher helping to drive the progression of
discussion, as well as maintaining the organisation of the group and managing the closing of

the group discussion.

Beginning of the focus group
Participants were thanked on arrival, to generate good will. On arrival, participants were
steered towards their nametags and refreshments, and all consent forms were completed. It was
explained that the confidential nature of the data recorded and subjects were informed of the

maintained anonymity of their identities (See Appendix X).

Moderating the focus group

It 1s generally accepted that a researcher must be an expert in the subject of inquiry. In
particular, Baker and Hinton (1999) noted that if the researcher does possess specialist
knowledge in the relevant area, it is imperative that they do not impart any views to the
discussion group in this regard. If participants are unresponsive, t they should be prompted
using probing inquiries, to sharpen the focus of questions (Rafii et al., 2003). Subsequently,
questions were employed once introductory remarks were made and the aim of proceedings
was explained, to generate discussion amongst subjects. Following this, terminology was
introduced and clarified at necessary intervals and subjects were reminded of the value-free
nature of their responses, with the researcher assuring participants of their freedom to speak in
favour or opposition to their colleagues would be respected.

The inquiries that were posted were aimed to be general and open-ended at first until
subjects came to feel at ease; following which more pointed inquiries were introduced.
Towards the completion of the process, the proceedings were brought to a natural close by
offering a summation of the preceding events, confirming the contributions made to apply.
Lastly, the researcher delivered appropriate closing remarks and offered thanks to all
participants for their efforts, reiterating guarantees of confidentiality (Baker & Hinton, 1999)
(In Appendix X).
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Data analysis

The recorded focus group discussion was transcribed and analysed (Patton et al., 2009). The
objective was to build and expand, rather than test theory, which allowed for the discovery of
new insights and individual experience and enhanced understandings that are derived from the
coded categories, themes and patterns (Kapungwe et al., 2010). Consequently, in this study,
the hermeneutic model is suggested for use to interpret the findings of the research (Wilson &
Hutchinson, 1991). At the core of hermeneutic phenomenology is the “subjective experiences
of individuals and groups”, according to Willis et al. (2007, p. 104), while the term has enlarged
beyond the boundaries of its original meaning and now includes “understanding human action
in context”. It seeks to expose the universe as experienced by individuals, as it is filtered
through their own narrative accounts (Collins, 1997, p. 375).

Qualitative research provides a fascinating insight into the real experience of mental health
care professionals and patients who have experienced stigma, and although different to the
thematic analytical style of quantitative research, these methods can often complement each
other (Braun & Clarke, 2014). Phenomenological and hermeneutic approaches, including the
recently developed phenomenological analysis in a thematic analysis (Smith, 2015), are
becoming more widespread, due to their effectiveness in reflecting the experiential and
interpretative realities of test subjects (Braun & Clarke, 2014). Although common, thematic
analysis is only now garnering the same degree of recognition traditionally held by
methodologies such as grounded theory and phenomenological analysis.

A seminal article by Boyatzis (1998) based on “coding and theme development” shied away
from the shift to the phenomenological approach, as they believed that the analysis is
essentially a method for addressing and analysing patterns found in qualitative data. Following
the creation of the thematic analysis approach in the 1970’s (Merton, 1975), many variations
have been produced within the psychological field (e.g. Aronson, 1995; Boyatzis, 1998;
Attride-Stirling, 2001; Joffe & Yardley, 2004; Tuckett, 2005; Braun & Clarke, 2006). Several
authors reject thematic analysis as a phenomenological method (e.g. Guest et al., 201; Braun
& Clarke, 2014; Smith, 2015). However, the theoretical flexibility of thematic analysis can be
utilised and used as an analytical method, in place of a methodology, as per other qualitative
approaches.

For this research group, the methodology adopted was both positivism and interpretivism
with the realist proviso that the responses of the research group were accepted as truthful

expressions of their general opinions and incentives, as well as their reactions to the specific
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research experience (Kafle, 2013). What is more, for this study, the data record was played
both visually and audibly in the English language through the discussion. The collected
information was transcribed in detail, as every word was noted except for those that may have
encroached upon participant privacy rights, such as their names. Following this, the researcher
became acquainted with the information and trends by intently studying data, and applying
categorical labels and descriptions and trend codes. Upon participant’s information and
discussion, significant data excerpts were utilised to clarify a trend’s characteristics.

In the search for a pattern within the group discussion of their experiences of professional
stigma, all relevant paragraphs were assigned a code that was representative of the original
statement. Each code and sub-theme were effectively paraphrased and then served as a basis
for its category creation. The coding system remained fluid throughout the process and was
consistently changing to meet the demands of the research questions. Categories with similar
content and goals collaborated. At the beginning of the process, the transcripts were coded by
all team members - both the researcher and supervisors accordingly for ensuring the reliability
of thematic analysis. In assimilation with the argument outlined by Mackenzie and Knipe
(2006), coding is the most method for organising and presenting data before to further
investigation and analysis. Throughout this part of the research, the supervisors supervised all
discussions throughout the qualitative data analysis. It was during this process that the most
efficient coding practice was generated and, thus, all similar “professional stigma experience”
categories collaborated into a more generic classification. Additional perspectives were
obtained from health professionals and cultural background, which provided an alternative
viewpoint regarding the stigma of mental health.

Moreover, coding was applied to these transcripts, although it was done so deductively. In
conclusion, the research was documented in a detailed report. Regarding this study, Miguel,
Ryan, and Amaya-Amaya (2005) suggested that relevant literature was consulted to develop
data perceptions, assumptions, and accounts. Documenting a succinct, comprehensive, and
coherent report by formulating both data and personal understanding is crucial, and thus, results
were discussed considering the relational aspect of stigmatisation, which is one of the specific
research trends (Hoover & Koerber, 2011). Consequently, documented data was arranged as
follows: The first step listed and described the individual categories. Next, each category’s
documented evidence was described. Following that, research data was succinctly interpreted.
Lastly, analyses and personal perceptions, in accompaniment with details and evidence from

the relevant subject literature, were presented.
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Fereday and Muir-Cochrane (2006) explained that qualitative analytical process of thematic
analysis is a process that is utilised to classify, evaluate, and document various trends by
consistently reviewing the collected data. The trends located through this method were those
most significant within anonymised portrayal. The NVivo 10.1 program was then used to store
and manage the imported, transcribed interviews; and this application also allowed for the
development of an audit trail, which elucidated not only the research design but also the results
that occurred (Hoover & Koerber, 2011). As highlighted by Beckert (2007), interrelated
processes can be distinguished using action codes, allowing for contrast against static isolated
topics. This assessment intended to mirror the real story of these people, while noting the wider
societal context (inclusive of their connection to the interviewer) and how this affected their
experiences (Innes & Murphy, 2008); for example, many factors emerged regarding what may
influence the beliefs held by professional mental health teams, such as the social stigma,
diagnosis, religion, media, education, and families. A transcription of the group was then
thematically analysed (Braun & Clarke, 2006). This was completed with the assistance of the
NVivo program (Hoover & Koerber, 2011). The six steps of thematic analysis for qualitative
data adopted by Braun and Clarke (2006) can be found in Appendix XI. The analysis was
supported by the NVivo 10.1, which was used as a technique to support the qualitative data
analysis (Hoover & Koerber, 2011).

In the field of academic psychological research, a qualitative thematic analysis is widely
respected as a methodology, which is innately adaptable at both practical and theoretical levels
(Braun & Clarke, 2006). Research data examined in this way more readily reveals core themes
for further investigation, to fundamentally answer research questions. The main objective
of this analysis thematically focused: it was hoped that through the process of an insightful
analysis of data supplied by participants in relation to their reasons for taking part in the
research and their reactions and assessment of the experience, general themes would emerge
(Taylor et al., 2010). The NVivo 10.1 program provides a platform for academics to structure,
curate and code qualitative data to a sufficient degree (Graneheim & Lundman, 2004) (See an

example Figure 3.2 and Table 3.2).
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Table 3.2. "Examples" Documented qualitative data obtained from the focus group

discussion
Listingand  documented Interpreted Analyses
describing  evidence was
the described
individual
categories
Participant One argument Main Them Sup them
from the (Code- node) (Sup code- node)
participant.
Psychologist “Many attempts Causes of Religion One Saudi female participant

to  find  the professionally
reasons for held stigma
illness, in

religious or other

social beliefs,

and often reject

the idea  of

mental health

problems.”

psychologist member noted
that some people ignore and
refuse to countenance the
idea of mental health
problems, and view them
from the perspective of their
social and religious beliefs,
rather than trying to
understand the mental health
problems. As she stated
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Data protection issues — Data security for a qualitative questionnaire

It was not possible to fully anonymise data within the discussion, as the participants would
see each other and hear the discussion. However, there were guidelines for the group
discussion, which related to acknowledgement of differences of opinion and experience within
the group discussion, working as a team, and the need not disclose information outside the
discussion room. Privacy was a primary concern here, and the additionally sensitive nature of
video recording was recognised. The system employed AES-256-bit encryption, which stored
password-protected encrypted volumes on the relevant computer; the researcher held the
password only. Backup copies were made and encrypted volumes stored securely on DVD-R
discs at the University of Salford. Encrypted passages were to be opened only when the
thematic analysis was being carried out. Digital security ensured that risks of tampering and
unwelcome access were greatly reduced, as encryption serves as a form of protection even
where volumes are inserted into laptops (Al-Krenawi & Graham, 2000).

In addition, the research observed all the required legal standards in relation to the meeting
of Data Protection issues under the UK Data Protection Act 1998, while the data will be kept
for three years following PhD completion, to enable publication and post-doctoral research.
Subsequently, following the PhD completion, the anonymised data will be stored at the
University of Salford for this period (See Appendix X).

Ethical Considerations

Ethics in research have long been a matter of academic debate, although it is critical for
researchers to understand the basics of ethical issues and how these affect a research project
(Nelson, Lushkov, Pomerantz, & Weeks, 2006;). Due to Raiborn and Payne (1990, p. 883),
ethics can be described as “a system of value, principles or practices and a definition of right
and wrong”. McCabe and Rabil (2002) expanded this definition by claiming that ethics refers
to what is good and bad, right and wrong, just and unjust. Consequently, first, following the
approval from the University of Salford ethics panel, permission from the Ethics Committees
to allow this study to be conducted was gained from the administrations of Hospitals and
Nursing College in Saudi Arabia, where participants were recruited (See Appendix XII. and
XIII). Pertinent authorities approved the study protocol, and the study’s aim and procedures

were explained to all potential participants of the research.



107

The provision of participants from each speciality agreed for quantitative and qualitative
aspects of this study. These people also signed an informed consent form before participating
in the focus group and data collection instruments. Participants were informed of their right to
withdraw from the study at any time without giving any reason. This was written on the data
collection instruments for the quantitative part of the research, and was communicated
individually to those taking part in the qualitative section. The personal data of individuals
taking part in any academic research is protected, as it is subject to the requirements of
legislation, including the Data Protection Act (Redsell & Cheater, 2001), and the ethics code
of the British Psychological Society, which states that “participants in psychological research
have a right to expect that information they provide will be treated confidentially and, if
published, will not be identifiable as theirs” (Robson, 1993, p. 593). They were assured about
the confidentiality of any obtained information, and if published, it would not be identifiable
to a specific participant.

For the quantitative and qualitative parts, since anonymity is impossible, trustworthiness is
essential. The researcher’s phone number and all possible communication methods were
identified for the benefit of the participants to return at any time for any explanation. Moreover,
no harmful manoeuvres were performed or used, and no foreseen hazards were anticipated
from conducting the study, the information given in the participant information sheet can be
found in (Appendix XV). Following the approval from the administrations of Hospitals and
Nursing College for access to the hospitals and the nursing college where participants were
recruited. Following official approval regarding data collection, the researcher contacted the
head manager of the psychiatric and mental health department and the hospital and nursing
college’s research committee. Overall, it was not difficult to gather data from within the
department, as subjects willingly completed questionnaires (invitation letter for head manager

of the department, see Appendix XIV).

Informed consent

Participants who consented to take part in the study were afforded the time to read the
information given in the Participant Information Sheet (See Appendix XV). The researcher
was present during the consent process to answer any questions that the participant may have
had. Due to Westbrook et al. (2013), the best form of consent is “informed” consent. This
aspect was detailed at the beginning of the information sheet; it is essential that people who

participate in research fully understand exactly what the research involves for them and freely
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agree to participate in it (Steinemann et al., 2006); freely given informed consent is at the heart
of ethical research. Obtaining informed consent helped to ensure that participants were not
deceived or coerced into participating in the research, and so the offer was open and honest in
providing a clear explanation of the scope of consent being sought. To participate effectively
in informed consent processes, the researcher had the knowledge, expertise and capability to
provide sufficient information and could answer any questions raised by potential research
participants. Due to Wellington, Bathmaker, Hunt, McCulloch and Sikes (2005), some
participants may consent to involvement in the research without being fully aware of what their
involvement entails. There are various methods that researchers can use to obtain consent
(Steinemann et al., 2006; Shalowitz & Wendler, 2006), although for this study a written
document was chosen, which provided essential information for participants regarding the
study's aim, what their participation involved and what would happen after the study, with
reference to the use of their responses in publications (Participant Information Sheet and
Research Participant Consent Form, See Appendix XV. XVI).

In this study, all participants were bound by professional codes of conduct and had an
appreciation of the rule governing patient confidentiality (Steinemann et al., 2006).
Nevertheless, participants were reminded that they should not disclose information about
patients in any way, which could compromise patient confidentiality. The researcher carried
out the focus group, as outlined in the Participant Information Sheet (Appendix XV),
Qualitative Form (Appendix X) and by the Participants Invitation to focus group discussion
(Appendix VIII). Participants were informed in the qualitative form that there would be video
and audio recordings, although they could stop the audio and video recording at any time and
for any reason, if they felt uncomfortable. During the research, other ethical principles were
applied. For instance, during the qualitative aspect of the study, the participants were offered
the option of anonymity and advised of the security and privacy of the tape recordings, which
would be destroyed after they had been analysed. Participants were made to feel as comfortable
as possible during the discussion process, to be able to concentrate and feel confident enough
to answer the questions without inhibition. Additionally, a location was chosen that offered
privacy and a pleasant and relaxing atmosphere.

In addition, the participants in the focus group were asked not to discuss the past or current
patients and were only required to discuss their professional experiences while interacting with
people living with mental health problems. This ensured that the confidentiality and privacy of
those with mental health problems were protected. The researcher also informed the

participants that, if a breach of confidentiality occurred, the discussion would be ended
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immediately and it would be requested that the participants stopped talking and respected the
privacy of patients if they wished to continue participating in the focus group. The focus group

discussion could restart, once patient confidentiality was assured.

Conclusion

This chapter outlined the key principles and concepts of this study, and it provided sound
reasoning for the use of a mixed method approach. It clearly outlined the ways in which the
chosen approach suits the study. The researcher was responsible for establishing the criteria
whereby the mental health experts were recruited. The quantitative and qualitative studies were
both carried out in Riyadh city for reasons of legitimacy and fairness. Furthermore, the findings

and an evaluation of the outcomes are featured in the following chapters.
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CHAPTER 4: FINDINGS

Overview

In this chapter, the findings from the mixed methods research are outlined. Summaries of
the demographic features of the participants, for both the quantitative and qualitative studies,
are illustrated in Appendix VI and Appendix VIII. Participants were sourced from three
hospitals and one university in Riyadh city, Saudi Arabia. In this chapter, the investigations
and evaluation of the findings of the study will be presented in two parts. The first section will
outline the results of the quantitative data analysis (Phase One) with 50 participants, whilst the
subsequent section will outline the findings from the analysis of the qualitative data (Phase
Two) with 5 participants. The final section will outline the findings from the analysis of the
engagement result in the mixed method, and the frequencies of data score measures of five
focus group members that participated in (Phase two), with qualitative analysis in (Phase one)

of the quantitative analysis data.

Phase One (Quantitative) Data Analysis

In phase one, the sample group is expounded upon and the preparatory assessment
(including the description of instruments therein and reliabilities and desirability) is shown,
after which the findings of the research questions are presented. The data acquisition involved
the creation of two separate data sets; Dependent variables (The Emotional Reaction on People
with mental health problems scale and Attitude Scale Questionnaire-Short Form (AQ-SF));
Independent variables (Group of specialities, Nationality, Gender, Qualification, Post-graduate

qualification, Experience years, and Work Setting).

Demographic questionnaire

In addition to the completion of the previously stipulated questionnaires, the sample
population gave details regarding their demographics and filled in their questionnaires (See
Appendix VII. Table 4.1). This questionnaire gave the researcher the data required to complete
the study, including the data regarding the sample population’s details (including elements such
as their nation of birth; gender; grouping of specialists; qualifications owned and experience in
field) and aspects regarding their profession (level of degree; connection to their working

environment).
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Frequency Per cent
Group of specialities
Faculty of mental health nurse 10 20.0
Psychiatrist 10 20.0
Mental health nurse 10 20.0
Psychologist 10 20.0
Social worker 10 20.0
Nationality
Saudi 36 72.0
Non-Saudi 14 28.0
Gender
Male 23 46.0
Female 27 54.0
Qualification
Diploma 6 12.0
Bachelor 19 38.0
Master 14 28.0
Doctorate 11 22.0
Post-graduate qualification
No 25 50.0
Yes 25 50.0
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Experience years

<10 24 48.0

10+ 26 52.0
Setting

Nursing College 10 20.0

Mental health hospital 21 42.0

Public Hospital 3 6.0

University Hospital 16 32.0

Description of Respondents (Professionals)

After participants completed the demographic questionnaire, 50 participant responses were
included in the data analysis. This group included mental health workers (n=50), which
consisted of a faculty of mental health nurse 20%, (n=10); psychiatrists 20%, (n=10);
psychologists 20%, (n=10); and social workers 20%, (n=10); and mental health nurses 20%,
(n=10). Overall, most respondents described themselves as Saudi 72.0% (n= 36) with the
remainder of the participants identifying as non-Saudi 28.0% (n = 14). Furthermore, participant
gender was noted (male=46.0 %, n=23; female = 54.0%, n=27) with experience years (48.0%;
24<10; 52.0%; 26=10+, SD= 9.5+0.5). Moreover, most respondents’ qualifications were
shown as: Diploma (12.0%; n=6), Bachelor (38.0%, n=19), Master (28.0%, n=14), Doctorate
(22.0%, n=11), with Post-graduate qualification (50.0%, n=25), Non-Post-graduate
qualification (50.0%, n=25). The setting for the respondents was in the Nursing College
(20.0%, n=10); Mental health hospital (42.0%, n=21), Public Hospital (06.0%, n=3),
University Hospital (32.0%, n=16).
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Phase One (Quantitative) Data Analysis Results
Validity and Reliability of the Stigma Scale

Reliability of the stigma scale was calculated through use of the internal consistency method
(Average inter-item correlation), which is linked with the Cronbach Alpha coefficient.
Consequently, this produces a reliability measure known as a correlation coefficient. A key
foundation of the internal consistency technique is the scaling theory (Boynton & Greenhalgh,
2004). Initially, the scaling theory was developed to calculate the single factor - stigma. Thus,
the items are likely to have strong correlations, not only amongst themselves but also with the
factor stigma. The consequent relationship or correlation indicates that the scale items are
perhaps a valid measure of stigma. The Cronbach alpha score of 0.83 provides an
approximation of the fraction of the total variance, which cannot be attributed to error, and

thus, illustrates the reliability of the scale (Boynton & Greenhalgh, 2004).

Reliability Scale: Emotional Reaction on People with mental health problems
scale.

Table 4.2. Reliability Scale: Emotional reaction on people with mental health problems scale

N % Cronbach's Cronbach's Mean Variance Std. N of
Alpha Alpha Based Deviation  Items
on
Standardised
Items
Valid 50 100.0 .844 .846 77.28 226.573 15.052 29
Cases Excluded 0 0
Total 50 100.0

Reliability Statistics - Scale Statistics
Table 4.2. Shows reliability with a Cronbach Alpha score of .844.
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Reliability Scale: Attitude scale
Table 4.3. Reliability Scale. Attitude scale

N % Cronbach's Cronbach's Mean Variance Std. N of
Alpha Alpha Based Deviation  Items
on
Standardised
Items
Valid 50 100.0
Cases  Excluded ° 0 870 867 51240 91778 9.5801 27

Total 50 100.0

Reliability Statistics - Scale Statistics
Table 4.3. Shows reliability with a Cronbach Alpha score of .870

Therefore, along with examining how emotional reactions correlated with attitudes toward
people with mental health problems, one purpose of including this instrument in the study was
to examine the psychometric properties and provide empirical evidence of the internal
consistency of this measure. Indeed, this approach represents a significant correlation between
stigma score and coping mechanism on the emotional reaction scale, which provided a
Cronbach Alpha score of .844, and a significant correlation between stigma score and coping

mechanism on the attitude scale, with a Cronbach Alpha score of .870.
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Data Analysis and Findings (Emotional Reaction on People with mental

health problems scale)
The Frequency distribution of Emotional Reaction on People with mental health problems

Score€.

Table 4.4. Analytical results of the raw score frequency of emotional reaction on people with

mental health problems: Test Scale

Frequency Percent Valid Percent  Cumulative
Percent
46.00 1 2.0 2.0 2.0
49.00 1 2.0 2.0 4.0
51.00 1 2.0 2.0 6.0
53.00 1 2.0 2.0 8.0
58.00 1 2.0 2.0 10.0
59.00 1 2.0 2.0 12.0
61.00 3 6.0 6.0 18.0
62.00 1 2.0 2.0 20.0
63.00 1 2.0 2.0 22.0
66.00 1 2.0 2.0 24.0
Valid 67.00 1 2.0 2.0 26.0
68.00 2 4.0 4.0 30.0
70.00 1 2.0 2.0 32.0
71.00 3 6.0 6.0 38.0
72.00 1 2.0 2.0 40.0
73.00 1 2.0 2.0 42.0
74.00 2 4.0 4.0 46.0
76.00 3 6.0 6.0 52.0
79.00 1 2.0 2.0 54.0
80.00 1 2.0 2.0 56.0

81.00 1 2.0 2.0 58.0
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82.00 1 2.0 2.0 60.0
83.00 1 2.0 2.0 62.0
84.00 2 4.0 4.0 66.0
85.00 1 2.0 2.0 68.0
87.00 1 2.0 2.0 70.0
88.00 1 2.0 2.0 72.0
89.00 2 4.0 4.0 76.0
90.00 2 4.0 4.0 80.0
91.00 2 4.0 4.0 84.0
95.00 4 8.0 8.0 92.0
100.00 1 2.0 2.0 94.0
101.00 1 2.0 2.0 96.0
106.00 1 2.0 2.0 98.0
107.00 1 2.0 2.0 100.0

Total 50 100.0 100.0

Statistics
E-High Raw Score on
score=high emotional
stigma reaction
Valid 50 50
N
Missing 0 0

Mean 77.2800 93.32

Median 76.0000 93.50

Std. Deviation 15.05234 14.582
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In relation to the 29 items using the Five-Likert scale (agree, strongly agree, neutral,
disagree, strongly disagree), the theorising range of distribution is set at 29 to 145 facts scores.
The results are presented in Table 4.4 above, which shows that 46 facts scores are the lowest
stigma score. Meanwhile, 107 facts scores are the highest stigma score. Additionally, both the
Mean score (77.2800) and the Median score (76.0000) are similar in number, which indicates
a similarity between the highest and lowest levels of stigma toward people with mental health
problems in the Emotional Reaction scale. Finally, the participants show a professional stigma,
as demonstrated in the score results in the above Figure (See Figure 4.1) Meanwhile, it is
evident that all the participants hold a professional stigma towards people with mental health

problems of varying degrees.

Series]l e
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Highest stigma Lowest stigma

Figure 4.1 Raw score frequency on emotional reaction on people with mental health problems

Test Scale.
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This study focuses on the following research questions:

How do mental health professional teams in Saudi Arabia influence issues of professional
stigma in mental health services?
A large amount of variability exists amongst members of a professional mental health team.

Details of this can be found in Table 4.5. Below.

Table 4.5. Summaries relation between participants’ emotional Reaction on people with

mental health problems scale and participants’ characteristics

Attribution scores

(max=4)
N F p-value
Mean SD

Group
Faculty of mental 74.7000 9.40508 10 11.646 .000
health nurse
Psychiatrist 62.0000 14.77987 10
Mental health nurse 82.1000 11.52244 10
Psychology 73.4000 10.15655 10
Social worker 94.2000 7.95543 10
Total 77.2800 15.05234 50

Nationality

Saudi 77.1667 16.02409 36 1.687 200
Non-Saudi 77.5714 12.75035 14

Gender
Male 76.3478 16.38627 23 761 387

Female 78.0741 14.08471 27




119

Qualification
Diploma 78.1667 9.94820 6 1.396 256
Bachelor 81.2105 16.93641 19
Master 77.5000 16.14716 14
Doctorate 69.7273 10.62159 11
Total 77.2800 15.05234 50
Post-graduate qualification
No 80.4800 15.41136 25 .000 998
Yes 74.0800 14.27387 25
Experience years
<10 77.3750 15.97501 24 072 .789
10+ 77.1923 14.46657 26
Setting
Nursing College 74.7000 9.40508 10 1.805 .160
hMozgtii‘ilhealth 825238 16.60006 21
Public Hospital 66.3333 2.88675 3
University Hospital 74.0625 15.51115 16
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Relationship between Emotional Reaction on People with mental health

problems scale and profile of the participants

Data methods used to evaluate the data were the independent samples t-test and the One-
Way Analysis of Variance (One-Way ANOVA) as given in the Statistical Package for the
Emotional Reaction scale. The independent t-test and the One-Way ANOV A methods produce
a one-way analysis of variance for a quantitative dependent variable using an independent or
single factor variable. The results of the independent samples t-test and the One-Way ANOVA

variance are reviewed below considering the relevant research questions.

Group Statistics (Independent samples t-test)

The underpinning research question denotes that factors (i.e. nationality, gender, years of
experience and post qualification) relating to respondents would not significantly affect the
perception of the professional stigma toward people with mental health problems. When
evaluating this research question, data was evaluated using the independent samples t-test,
while statistical conclusions were set at an alpha level of 0.05 (See Table 4.5). Both the
demographic or control variable were evaluated to examine the connection between the
predictor and variables. This enables an evaluation of any initial configuration in the data prior
to performing further data evaluation. Consequently, the demographic variables did not
significantly account for any variance in the model. The variables included: nationality (¥
(1.687); p=. 200> 0.05), gender (F (.761); p=. 387>0.05), years of experience (F (.072); p=.
789 >0.05), post-qualification (F (.000); p=. 998 >0.05). Analysis of Between-Subjects Effects
was performed, which indicated no significance. Meanwhile, the other respondents showed no

significance, as the p-value is always greater than 0.05.

Group Statistics One-Way ANOVA

The research question states that various factors (i.e. group specialist, qualification and work
setting) of the respondents would show significant statistical differences between the
subcategories of five groups in sub-specialists. This would affect the perception of professional
stigma toward people with mental health problems. When evaluating this research question,
the data was tested using an analysis of One-Way ANOVA whilst statistical inferences were
determined at the alpha level of 0.05. The results can be found above. Indeed, when testing
these variables, ANOVA was used, which were performed to detect any differences between

the levels and category of each of the variables in the Emotional Reaction scale.
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The results are displayed in the tables above. A difference existed between the different
specialist groups and between the variables of the subspecialists (See Table 4.5); the results
show the relationship between the Emotional Reaction scale and the respondents within the
different specialist’s groups. Significant statistical differences exist between the five different
specialist groups [F' (11.646); p=. 000<0.05]. Meanwhile, in contrast to this, the respondents
showed no significance as the p-value was always greater than 0.05 (»p>0.05). The variables of
the other demographic variables were: qualifications (F (1.396); p=. 256>0.05) and work
setting (£ (1.805); p=. 160>0.05).

Principal Component Analysis.

When analysing the results of the dimension reduction factors, nine component factors
existed regarding the emotional reaction on people with mental health problems scale. The high
scores of each component affected the results with stigma analysis. Three main analysis results
of principal component factors were selected ‘Exclusion’,” Rejection’, and ‘Caution’. See

Table 4.6.

Table 4.6. Factor analysis dimension attribution to emotional reaction on people with

mental health problems scale

Numb Component Initial Eigenvalues Extraction Sums of Squared
Loadings
Total % Of Cumulative  Total % Of  Cumulati
Variance % Variance ve %
A Exclusion  6.885  23.743 23.743 6.885  23.743 23.743
1 The arguments of local employees against the establishment of mental health

services in the health care centre are well founded.

2 An individual should be admitted to hospital at the first sign of mental health
problems.

3 Individuals with a history of mental health problems should not be allowed to hold
a job associated with responsibilities.

4 Negative social factors are at the root of people with mental health problems.

5 No responsibilities should be assigned to the people with mental health problems.

6 Isolation of the people with mental health problems from society is necessary.
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7 Keeping the people with mental health problems locked away is the most appropriate
way to deal with them.

8 It is therapeutic for the people with mental health problems to be integrated into
healthcare, but disadvantageous to the other patients.

B Rejection 3.077 10.610 34.353 3.077 10.610 34.353

1 Individuals suffering from mental health issues are considered a burden on others.

2 Individuals with a history of mental illness should be prohibited from employment
in government positions.

3 Conversing with individuals with mental health problems is difficult.

C Caution 1.632 5.628 60.990 1.632 5.628 60.990

1 When dealing with people with mental health problems, it is necessary to bear in
mind that their behaviour can be unpredictable.

2 The people with mental health problems may seem to be normal, but one must
always remember that they are not.

3 People with mental health problems and individuals with mental health are two
different things.

Extract the factors

“Extract the factors is a principle component analysis” (Morales, Marti, Llopis, Campos, &
Sagrado, 1993, p. 109). This method evaluates the extent that factors account for any
dissimilarity. The aim is to pinpoint the linear combination of variables, which contribute to
the highest level of common variance. The factors in the principle component analysis indicate
connections between individual relationships. Indeed, the factor loadings in this study are the
correlations between the factors and their associated variables. The Eigenvalue is used to
determine cut-off factors using a worth. In similarity to regression, the Eigenvalue indicates
the “power” of each factor (Morales et al., 1993, p. 109). It is evident from the data evaluation
that three subscales exist: exclusion, rejection and caution. Due to Morales and his colleagues
indicated that every subsequent factor denotes an element of the outstanding variance until a
specific juncture is attained, known as an Eigenvalue of 1. When this occurs, it can be
determined that any factors are not applicable to the paradigm used. Any factors with an
Eigenvalue greater than 1 illustrate the number of factors required to depict the underpinning

dimensions of the data (Morales ef al., 1993, p. 109).
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Table 4.6 illustrates the principle components analysis. The first factor (Exclusion) is the
main contributor to the highest level of common variance (23.743), representing an Eigenvalue
of 6.885.

Correlation relationship between the existing factors and the profile of the
participants.

To indicate any differences between the factors scores and the type of response.

Table 4.7. Correlation relationship between the existing factors and profile of the

Cases

participants.
N % Cronbach's Cronbach's Mean Variance Std. N of
Alpha Alpha Based Deviation [tems
on
Standardised
Items
Valid 50 100.0
Excluded 0 0 872 874 4178 117.644  10.846 14
Total 50 100.0

Reliability Statistics - Scale Statistics
Table 4.7. Shows reliability with a Cronbach Alpha score of .872

Table 4.8. Summaries of relation between participants’ emotional reaction extract the factors

scale and participant’s characteristics.

Attribution scores
(max=4)

N p-value
Mean SD
Group
E:;ﬁit}; l(l);fsrénental 42 3000 5.83190 10 7.455 .000
Psychiatrist 30.2000 10.92195 10
Mental health nurse 42.5000 6.85160 10
Psychology 42.4000 10.30857 10
Social worker 51.5000 8.87255 10

Total 41.7800 10.84640 50
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Nationality
Saudi 42.0556 11.83203 36 2.417 127
Non-Saudi 41.0714 8.10948 14
Gender
Male 40.8696 12.32257 23 1.281 263
Female 42.5556 9.58498 27
Qualification
Diploma 40.3333 6.65332 6 792 504
Bachelor 43.9474 12.52763 19
Master 42.5714 11.70611 14
Doctorate 37.8182 8.08478 11
Total 41.7800 10.84640 50
Post-graduate qualification
No 43.0800 11.37585 25 .000 .669
Yes 40.4800 10.35664 25
Experience years

<10 42.2083 11.91630 24 1.221 275

10+ 41.3846 9.98029 26

Setting

Nursing College 42.3000 5.83190 10 1.923 139
Mental health 454286  11.74977 21
hospital
Public Hospital 36.0000 8.71780 3
University Hospital 37.7500 11.26351 16
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Both the demographic or control variable were analysed to evaluate the connection between
predictor and variables. This enabled the evaluation of any initial connection between the data
prior to performing further data evaluation. Extract factors were examined in the Emotional
Reaction scale. Data methods used to evaluate the data were the Independent samples t-test
and the One-Way Analysis of Variance (One-Way ANOVA) as given in the Statistical Package
for the Emotional Reaction scale. Moreover, the respondents showed a difference between the
variables of subspecialist groups. Table 4.8 shows the relationship between the Emotional
Reaction scales in the group to extract the Factors and the subspecialists group. A significant
statistical difference exists between the subspecialists of five groups with [F (7.455); p=.
000<0.05]. Meanwhile, the other respondents showed no significance as the p-value is always

greater than 0.05 (p >0.05).



Data Analysis and Findings (Attitude scale).

The Frequency Distribution of attitude scores

Table 4.9. Analytical results of the raw score frequency of the attitude scale

Frequency  Percent  Valid Percent Cumulative
Percent
27 1 2.0 2.0 2.0
36 1 2.0 2.0 4.0
38 2 4.0 4.0 8.0
40 1 2.0 2.0 10.0
41 1 2.0 2.0 12.0
42 2 4.0 4.0 16.0
43 1 2.0 2.0 18.0
44 4 8.0 8.0 26.0
46 5 10.0 10.0 36.0
47 2 4.0 4.0 40.0
48 1 2.0 2.0 42.0
49 2 4.0 4.0 46.0
Valid 50 1 2.0 2.0 48.0
51 2 4.0 4.0 52.0
52 2 4.0 4.0 56.0
53 5 10.0 10.0 66.0
54 1 2.0 2.0 68.0
56 1 2.0 2.0 70.0
57 3 6.0 6.0 76.0
58 1 2.0 2.0 78.0
59 3 6.0 6.0 84.0
61 1 2.0 2.0 86.0
62 2 4.0 4.0 90.0
66 2 4.0 4.0 94.0
67 1 2.0 2.0 96.0
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70 1 2.0 2.0 98.0
78 1 2.0 2.0 100.0
Total 50 100 100

Statistics
Valid 50
N
Missing 0
Mean 51.24
Median 51.00
Std. Deviation 9.580
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In relation to the 27 items using the three-Likert scale (rarely, sometimes, frequency), the

theorising range of distribution was set at 27 to 78 facts scores. The results are presented in

Table 4.9. The table shows that 27 facts scores are the lowest stigma score. Meanwhile, 78

facts scores are the highest stigma score. Both the Mean score (51.24) and the Median score

(51.00) are similar in number, indicating a similarity between the highest and lowest levels of

stigma toward people with mental health problems on the attitude scale. Finally, the

participants show a professional stigma, as demonstrated in the score results in the above

Figure (See Figure 4.2). Meanwhile, it is evident that all the participants hold a professional

stigma towards people with mental health problems of varying degrees.
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Figure 4.2 Raw score frequency of the attitude scale



This study focuses on the following research questions:
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To what extent have mental health professionals personally experienced stigma in relation to

their work with people with mental health problems in Saudi Arabia?

A large amount of variability exists amongst members of a professional mental health team.

Details of this can be found in Table 4.10. Below.

Table 4.10. Summaries relation between participants’ attitude scale and participants’

characteristics.

Attribution scores

(max=4) N F p-value
Mean SD

Group
E:;ﬁht};ls;fsr:ental 46.40 5797 10 6.187 .000
Psychiatrist 45.90 7.249 10
Mental health nurse 53.40 6.883 10
Psychology 49.30 10.001 10
Social worker 61.20 9.426 10
Total 51.24 9.580 50

Nationality

Saudi 51.44 10.112 36 319 575
Non-Saudi 50.71 8.380 14

Gender
Male 49.74 9.882 23 482 491
Female 52.52 9.308 27
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Qualification
Diploma 53.83 5.456 6 4.063 012
Bachelor 55.42 11.974 19
Master 50.00 5.602 14
Doctorate 44.18 6.462 11
Total 51.24 9.580 50
Post-graduate qualification
No 55.04 55.04 25 3.437 .070
Yes 47.44 47.44 25
Experience years

<10 52.29 9.800 24 487 489

10+ 50.27 9.460 26

Setting
Nursing College 46.40 5.797 10 2.786 .051
Mental health 54.71 11.163 21
hospital
Public Hospital 43.00 4.583 3
ersity Hosnital

University Hospita 5105 2 037 16

Relationship between Attitude scale and profile of the participants

Data methods used to evaluate the data were the Independent samples t-test and the One-

Way Analysis of Variance (One-Way ANOVA), as given in the Statistical Package for the

Attitude scale. The independent t-test and the One-Way ANOV A methods produce a one-way

analysis of variance for a quantitative dependent variable using an independent or single factor

variable. The results of the independent samples t-test and the One-Way ANOV A variance are

reviewed following the formation of the relevant research questions.
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Group Statistics (Independent samples t-test)

The underpinning research question denotes that factors (i.e. nationality, gender, years of
experience and post qualification) relating to respondents would not significantly affect the
perception of the professional stigma toward people with mental health problems. When
evaluating this research question, data was evaluated using the Independent samples t-test,
while statistical conclusions were set at an alpha level of 0.05 (See Table 4.10). Both the
demographic or control variable were evaluated to examine the connection between the
predictor and variables. This enables the evaluation of any initial configuration in the data prior
to performing further data evaluation. The demographic variables did not significantly account
for any variance in the model. The variables included: nationality (F (.319); p =. 575> 0.05),
gender (F (.482); p=. 491>0.05), years of experience (F (.487); p =. 489>0.05), post-
qualification (F (3.437); p =. 070>0.05). An analysis of Between-Subjects Effects was
performed and it indicated no significance, as the p-value was always greater than 0.05 (p

>0.05).

Group statistics One-away (ANOVA)

The research question states that various factors (i.e. group specialist, qualification and work
setting) of the respondents would show significant statistical differences between the
subcategories of five groups in sub-specialists. Consequently, this would affect the perception
of professional stigma toward people with mental health problems. When evaluating this
research question, the data was tested through use of analysis of One-Way ANOVA, whilst
statistical inferences were determined at the alpha level of 0.05. One-way ANOVA tests were
performed to detect any differences between the levels and category of each of the variables in
the attitude scale. The results can be found in Table 4.10.

A difference existed between the different specialist groups and between the variables of
the subspecialists. In Table 4.10. The results show the relationship between the Attitude scale
and the respondents within the different specialist’s groups. Significant statistical differences
exist between the five different specialist groups [F (6.187); p =. 000<0.05]. Meanwhile, in
contrast to this, the respondents showed no significance, as the p-value was always greater than
0.05 (p >0.05). The variables of the other demographic variables were: qualifications [F
(4.063); p =. 012>0.05] and work setting [F (2.786); p =. 051>0.05].
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Principal Component Analysis.

When analysing the results of the dimension reduction factors, four component factors
existed regarding attitude attribution test. The high scores of each component affected the
results with stigma analysis, while two main analysis results of principal component factors

were selected: ‘Risk’, and ‘Fear’. See Table 4.11.

Table 4.11. Factor analysis dimension attribution to attitude scale.

Numb Component Initial Eigenvalues Extraction Sums of Squared Loadings
Total % Of Variance = Cumulative % Total % Of Cumulative
Variance %
A Risk 6.595 24.425 24.425 24.425 6.595 24.425

When [ am around someone with mental health problems, worry that he or she might harm me physically.

2 I think a person with mental health problems poses a risk to his/her neighbours unless he/she is
hospitalised.

3 I think it would be best for people with mental health problems, and keep them away in a psychiatric
hospital.

4 A person with mental health problems can be isolated from his neighbours

5 How much do you agree that any person with mental health problems should be forced into treatment
with his/her doctor even if he does not want to?

6 If I oversaw person with mental health problems treatment, I would force him to live in a group home.

B Fear 4.815 17.832 42.257 42.257 4.815 17.832

I I would feel anxious or very uneasy in the presence of the person with mental health problems.

2 I don’t think that I can relax and be myself when I’m around someone with mental health problems.

3 People with mental health problems would terrify me.

4 How scared of people with mental health problems. Would you feel?

Extract the factors

It is evident from the data evaluation that two subscales exist: ‘Risk’ and ‘Fear’. In Table
4.11. Above illustrates the principle components analysis, the first factor (Risk) is the main
contributor to the highest level of common variance (24.425), which represents an

Eigenvalue of 6.595.
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Correlation relationship between the existing factors and profile of the
participants

To indicate any differences between the factors scores and the type of response.

Table 4.12. Correlation relationship between the existing factors and profile of the

participants.
N % Cronbach's Cronbach's Mean Variance Std. N of
Alpha Alpha Based Deviation  Items
on
Standardized
Items
Valid 50 100.0
Cases  Excluded © 0 866 864 1784 29.647 5.445 10
Total 50 100.0

Reliability Statistics - Scale Statistics

Table 4.12. Shows reliability with a Cronbach Alpha score of .866

Table 4.13. Summaries of relation between participants’ attitudes extract the factors scale

and participant’s characteristics.

Attribution scores
(max=4)

N p-value
Mean SD
Group
E:;EE}; l(l);fsr;nental 14.90 ) 846 10 6.223 .000
Psychiatrist 15.50 5.276 10
Mental health nurse 19.10 3.281 10
Psychology 17.40 4.274 10
Social worker 23.30 5.143 10

Total 18.04 5.107 50
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Nationality
Saudi 17.92 5.347 36 223 .639
Non-Saudi 18.36 4.601 14
Gender
Male 17.78 5.342 23 992 324
Female 18.26 4.989 27
Qualification
Diploma 19.67 2.422 6 3.596 .020
Bachelor 20.37 6.030 19
Master 16.36 3.388 14
Doctorate 15.27 4.496 11
Total 18.04 5.107 50
Post-graduate qualification
No 20.20 5.346 25 2.969 .091
Yes 15.88 3.866 25
Experience years
<10 18.08 4.934 24 827 368
10+ 18.00 5.359 26
Setting
Nursing College 14.90 2.846 10 3.076 .037
Mental health 19.90 6.016 21
hospital
Public Hospital 14.33 1.528 3
University Hospital 18.25 4.187 16
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Both the demographic or control variable were analysed to evaluate the connection between
predictor and variables. This enabled the evaluation of any initial connections between the data
prior to performing further data evaluation. Extract factors were examined in the attitude
attribution scale. Data methods used to evaluate the data were the Independent samples t-test
and the One-Way Analysis of Variance (One-Way ANOVA), as given in the Statistical
Package for the attitude scale. The respondents showed a difference between the variables of
subspecialist groups. Table 4.13. Shows the relationship between the attitude attribution scales
in the group to Extract the Factors and the subspecialists group.

A significant statistical difference exists between the subspecialists of five groups with [F
(6.223); p =. 000<0.05]. Meanwhile, the other respondents showed no significance, as the p-

value is always greater than 0.05.

Conclusion

The quantitative outcomes of this study have been explored in this chapter, along with an
evaluation of the study population and the preliminary analyses, as well as the methodology
and reliability of the work. These results demanded greater attention, and the study proceeded
by analysing and presenting the differences that existed between members of the professional
mental health team, where the level of revelation within the mental health team presented an
interesting find. In general, the survey showed that in Riyadh (KSA) the outlook of stigma
demonstrated by mental health professionals toward people with mental health problems
during the first two months of 2015, participants appeared to be more appreciative of stigma
regarding people with mental health problems by displayed indications a variety of results. A
variety of results are seen between the corresponding analysis, based on a five-point Likert
scale containing the values ‘strongly agree’ to ‘strongly disagree;’ in terms of perception of
stigma amongst mental health professionals; in emotional reaction scale and attitude scale;
based on a three-point Likert scale containing the values °‘rarely’, ‘sometimes’, and
“frequently’. Consequently, it is evident that all the participants demonstrated a professional
stigma towards people with mental health problems of varying degrees. Because of this study,
it is apparent that the extract factors influence and contribute to a higher level of professional
stigma regarding mental health problems in Saudi Arabia. The results and an appraisal of these

are included in the next section.
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Phase Two (Qualitative) Data Analysis

In Phase Two of the study, the sample group is questioned on the potential perspectives and
views of professional stigma towards individuals with mental health problems, and how they
are compatible or comparable to the conceptual framework. The findings are dependent on the
interpretation of perceptions and experiences, can embody multiple themes. This is

demonstrated by the findings of the research questions.

Demographic questionnaire

The questionnaire provided the researcher with additional data, such as the characteristic
nature of the participant population in Table 4.14; which includes considered variables that
might impact on the data: nationality; gender; age; marital status; religiosity; specialisation;
qualifications; previous experience; location of workplace; and social and financial level, as
well as personalised attributed, qualification level and connection to their place of work; all of
which could be considered as part of the Saudi Arabian environment. It is relevant that the sub-
specialist may have been of a different nationality; originated from a different background,
adhered to a different religion, was of a different gender, or simply [sic] had a different

perception, which impacted on the findings (See Appendix IX).

Table 4.14. The Characteristics of the participants in the study sample, Focus Group

Discussion (n=5).

Personal characteristics Participants
No.
Psychiatrist 1
Group of specific specialists
Psychology 1
Social worker 1
Mental health nurse 1
Faculty of mental health nurse 1
Saudi 3

Nationality
Non- Saudi 2
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Male 2
Gender

Female 3

Muslim 4
Religion

Non-Muslim 1

Married 4
Marital status

Non- Married 1

Diploma 1
Qualification Postgraduate 1

PhD 3

5-10 2
Years of  professional 26-30 1
experience 31-35 1

40+ 1

Low 0
Socio- economic status Middle 3

High 2

University Hospital 4
Setting of workplace

Nursing College 1

25-39 1
Age 40-59 3

60+
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Description of Respondents (Professionals)

After participants in focus group discussion completed the demographic questionnaire, there
were 5 participants whose responses were included in the data analysis, 60% (n=3) female, and
40% (n=2) male. This group (n=5), included faculty of mental health nurses 20%, (n=1);
psychiatrists 20%, (n=1); psychologists 20%, (n=1); social workers 20%, (n=1); and mental
health nurses 20%, (n=1). Most respondents described themselves as Saudi 60.0% (n= 3) with
the remainder of the participants identifying as non-Saudi 40.0% (n = 2). Other demographic
information includes marital status (married =80 %, n=4; non-married = 20%, n=1) with
experience years (<30 years=2, >30 years=3). Most respondents’ qualifications were with Post-
graduate qualification (80%, n=4), with Non-Post-graduate qualification (20%, n=I).
Additionally, the setting for the respondents was in the Nursing College (20.0%, n=1);
University Hospital (80%, n=4).

Phase Two (Qualitative) Data Analysis Results

Each statement was regarded as significant and has the possibility of being relevant to the
study objective. Every single relevant statement was coded within the NVivol0.1 program as
a free node from the start (a node without instruction or meaning). These major themes are
presented from the perspectives of the study participants. The four main thematic clusters
delineated from the analysis help to identify the phenomenological factors that underlie the
existence of a professional stigma towards people with mental health problems, and within
each theme, sub-themes were observed. During the focus group discussion, each participant
was afforded the time to gather their thoughts and reflect upon or imagine situations and
experiences in which they exhibited professional stigma towards people with mental health
problems. As mentioned in the literature review, data analysis includes the highlighting of what
Tracy (2010, p. 840) described as, “significant statements, sentences, or quotes that provide an
understanding of how the participant experiences the phenomenon”. Moreover, the analysis of
the five participants in the focus group discussion (Faculty of mental health nurse, Psychiatrist,
Psychology, Social worker, and Mental health nurse) revealed four main thematic clusters of

professional stigma experiences, as endorsed by participants and elucidated in Table 4.15.
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Table 4.15. Major themes and sub-themes of participant’s perspectives in focus group

discussion.

Themes

Sub-themes

Experiences of stigma held by professionals
(toward people with mental health problems)

Negative feelings
Positive attitudes
Diagnosis

Through the relationship and
interaction

Acceptance

Stigma experiences within marital
relationships

Causes of professionally held stigma

Experience
Media
Community
Racism
Religion
Labels

Impact of professional stigma on mental
health services

Deficiency
Immigration

Policy

Interventions recommended minimising stigma
in general, and professional stigma

Community

Education

Media

Mental health care services

Saudi government Support
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The thematic clusters were further analysed for common themes of experience among the
participants (See Appendix XVII). To summarise, relevant information to assist in the
interpretation of the qualitative data was obtained by carrying out the focus group, which
emphasised four key themes of importance for the mental health professionals’ team:

e Experiences of stigma held by professionals (toward people with mental health
problems).

e Causes of professionally held stigma.

e The impact of professional stigma on mental health services.

e Interventions recommended minimising stigma in general and professional
stigma.

The focus group offered possible suggestions of actions that could minimise stigma and
professional stigma. Suggestions included ways of improving support to mental health
professionals. Aspects concerning the impact of professional stigma on mental health services,
suggestions for improvements were also revealed during the qualitative data gathering focus
group discussion. It is important to note that the participants raised the cause of professionally
held stigma as an area of concern; this was, however, not exposed by the questionnaires. On
the following page, quotes can be found from the focus group concerning the main themes. In
qualitative data analysis, all participating members undertake some form of group discussion
and all participants identified intervention as a key contributor to stigma. Figure 4.3 highlights

how participants’ code numbers are formulated in qualitative data analysis.

4 )
Faculty of mental health nurse Psychiatrist
(Participant 1) (Participant 2)

f Social worker ]
l (Participant 5) J

Mental health nurse Psychology
(Participant 3) (Participant 4)
\. J/

Figure 4.3 Participants’ code numbers in qualitative data analysis
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The following themes are further explored in the discussion of the results

Theme 1: Experiences of stigma held by professionals (towards people with
mental health problems)

The first theme cluster includes the views of professional stigma when health care workers
are considered toward people with mental health problems, and where participants would
elaborate on their experiences and perceptions. The prominent perceptions were further
categorised as: negative feelings, positive attitudes, diagnosis, relationship and interactions,
acceptance, and stigma experiences within marital relationships (See Appendix XVIII).

Regarding the above, the participating group dialogue highlighted the following:

Negative feelings

One participant stated that he stigmatised people with mental health problems. Participant
2 described that he holds some negative feelings or attitudes towards people living with mental
health problems. The participant stated:

“It denotes the negative feelings and the prejudice that I feel towards the people with mental
health problems.”

At the same time, the participant would stigmatise other people that they had met based on
anger felt towards someone with mental health problems in their workplace. The participant
stated:

“That reason could become a source of anger, and would relate to my workplace and lead
me to hold a stigma towards people I have encountered socially who are like a patient.”

The participant noted the stigma that he held toward those people with mental health
problems, and alludes to the negative feelings therein, as well as whether he has it or not within

their interactions and dealings with people that have mental health problems.

Positive attitude

Three participants noted that throughout the dialogue of the focus group, the mental
healthcare professionals held low levels of stigma against people with mental health problems.
This could be due to mental health experts being considered as an important force within wider
society. It is believed, by the public too that it is the responsibility of mental health
professionals to bring about positive change within the issue of mental health, and eradicate

stigma.
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Participant 1 noted how she tried to cover her feelings of stigma regarding people who were
living with mental health problems and used her positive attitude as a way of getting rid of
negative feelings towards those people. The participant stated how she holds stigma toward
those people with mental health problems, and she attempts to remove these feelings to
establish a good therapeutic relationship with such people when dealing with them.
Consequently, this will not affect them negatively and will produce a positive therapeutic
relation with them. The participant stated:

“So, I always try to be positive in my attempts as a way of getting rid of negative feelings
towards the people with mental health problems, and improve my attitude when dealing with
them, we can work on ourselves to reduce our stigma, prejudice and discrimination toward
people living with mental health problems, as we can.”

Additionally, the participant review highlights the importance of how to cover or dispose of
the stigma that participants held toward those people with mental health problems, particularly
within mental health care institutions. Hence, in dealing with such individuals, health workers
can provide high-quality mental health care services and support those people with mental

health problems. The participant stated:

“That they must try to cover their feelings of stigmatisation, especially when in the
psychiatric clinic and trying to help people with mental health problems complete their
psychotherapy plans, and be supportive.”

In addition, Participant 5 finds that focusing on the work experience helped this mental
health worker to be more cooperative through the interaction with people living with mental
health problems, leading him to greater integration and cooperation with the patient through
the workplace. The participant stated:

“I think many professions now have their ‘normal’ manual workers working together with
people with mental health problems, and this integration might help such workers to get more
experience with people different to them.”

The participant noted, through cooperation, interaction and dealing with those people with
mental health problems, that mental health professionals experience this issue that leads them
to increase and promote the therapeutic relationships and mental health care plans in a positive
way. Consequently, this will result in a decrease in the stigma held it and demonstrated by
professional toward those people with mental health problems. Additionally, this will also help
to change preconceived ideas through dealing with people with mental health problems.

Participant 4 noted how to conduct oneself when dealing with people living with mental
health problems, and how to be tolerant and understand the patient situation and cases. The

participant stated:
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“I think when dealing with persons with personality disorders, acknowledgement and
understanding of their illness will help us to interact with them appropriately, but I don’t know.
As I'm a psychotherapist, I can understand the people have mental health problems and
tolerate them, and this is a key part of psychotherapy.”

The participant suggested how to provide therapeutic and mental health care plans to people
living with mental health problems, without holding a stigma against such people. In dealing
with these people, the provision of a good mental health care therapeutic plan for people with
mental health problems is required.

This includes: an understanding of the mental health issue from the beginning, the nature of
the mental health problems in question, and accepting those people with mental health
problems as a therapist are all required to provide a therapeutic care plan for them. Being a
mental health professional also involves trying to understand people with mental health
problems and mental conditions, and that this is an integral part of mental health care services.
In the same way, as they would speak to anybody else, they spoke without the feeling of
prejudice or stigmatisation.

The participant claimed not to feel any stigma towards people with mental health problems.
The participant’s experience has influenced her work with people who are with mental health
problems. The participant stated:

“I don’t feel any stigma or discrimination towards those people with mental health
problems...”

Here the participant appeared to believe in the therapeutic mental health care plan submitted
to those people with mental health problems, without carrying any sense of stigma towards
those people with mental health problems, which was true even during their dealings with them
both within the mental health care centre and out of the mental health centre.

The participants noted that a positive attitude demonstrated by mental health professionals
could help them to decrease the stigma they hold towards people with mental health problems.
Through such positive interactions and dealings with people with mental health problems, they
can control thought, perception, attitude and behaviour, and thus support the mental health care
services they provided to people with mental health problems. This is done through their

experienced environment by interacting with people with mental health problems.
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Diagnosis

Three members of the participant’s group stated that there was a stigma associated with the
severity of the diagnosis or the extent of the symptoms the patient was presenting with. The
participant 1 stated:

“This depends on the level of people with mental health problems, its diagnosis, and the
acceptance and endurance of the other party.”

The participant suggested that dealing with people with mental health problems will depend
on the type of case, the severity of their diagnosis, and then their ability to deal with such
individuals, or not when providing mental health care services in mental health centres, or even
in their personal lives outside mental health centre. Participant 4 stated:

“So, the level of stigma I hold towards people with mental health problems depends on
their diagnosis.”

Here are more statements from two participants in relation to how the diagnosis of people
with a borderline problem leads them to hold a stigma against them to the extent that they may
prefer not to deal or work with such people with a borderline personality disorder. Participant
4 stated:

“The feel if stigma I hold towards people with mental health problems depends on their
diagnosis. For example, I feel a stigma toward bipolar people, but less towards depressed
people. I don’t like to work with individuals with schizophrenia and with borderline
personalities at all.”

As is clear, a stigma exists regarding those people with mental health problems, particularly
in relation to those people with some specific types of diagnoses. The diagnosis of the situation
from the beginning may determine whether the mental health professional would like to deal
with them or not and to whether they will provide the mental health care for the person in
question or not. The participants noted here that they held the stigma toward people with mental
health problems in certain conditions, such as people with bipolar, schizophrenia, and people
with borderline personalities. She did not like the concept of dealing with them and would do
so as minimal as possible if possible, thereby causing a kind of fear or unwillingness to deal
with them and stay away from them. Participant 3 stated:

“I prefer to deal with psychiatric people, rather than borderline people, So, I cannot
tolerant to them, because of stigma I feel it towards those people with mental health problems
in general.”
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The participant here noted that she is unable to deal with any people that have a borderline
personality, and prefers to stay away from them and deal with other cases or individuals with
different diagnoses of mental health problems. As she stated above, she holds a stigma toward
those people with mental health problems, and she is not tolerant of them.

Regarding the participants in the focus group discussion, the participants suggested that the
diagnosis factor is one of the main causes that results in those mental health professionals’
experiences a professional stigma toward those people with mental health problems. Indeed,
experiences of stigma held by professionals towards people with mental health problems
particularly regarding what the participants have stated within this discussion, the diagnosis
plays a role to let the participants of mental health professionals to hold stigmas, depending on
the level of the case in question, the diagnosis of people with mental health issues. After
explanations from the participants, the main diagnosis such as people with borderline allows

the mental health professional to hold that stigma toward people with mental health problems.

Relationship and interaction

Three participants indicated that professional interaction and relationship might be unable
to develop with people with mental health problems so that they could not continue their
relationship outside of the mental health care service. The participant 2 stated:

’

“I don’t like to have any social life interactions with people with personality disorders.’

The participant noted here that he could not forge any relationship or interaction in his life
with people with mental health problems such as personality disorders, just like any other
person without any mental health issue.

Participant 4 noted that she prefers not to become involved in a relationship with people
with mental health problems. Participant stated:

“Negatively. That is why it’s better to stay away from people with mental health problems.
Really, I cannot tolerate them in my life.”

The participant here noted that she cannot tolerate any people with mental health problems
or with those personalities, regarding their feelings, and they assume a stereotype and
discrimination of stigma toward those people with mental health problems.

Moreover,

“. I'm trying to avoid having relationships with people with mental health problems, but
try to accept them when in the clinic, and emphasise the importance of providing good mental
health care services — that is what I do”
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The participant noted here that she could not deal with any people with mental health
problems outside the mental health care centre unless it is in the clinic. This is the case, as this
remains the fundamental element of her job, as she does not have to deal with them in another
place, especially in her social life because she cannot accept people with mental health
problems as normal people without mental health problems.

Likewise, Participant 1 preferred to avoid people who were living with mental health
problems as a means of protecting her personal life. Participant stated:

“Yet, sometimes the stigma can happen to me through interactions, So, I think it affects my
personal life when I interact deeply with a psychotic patient’s condition or a person with mental
health problems.”

This participant indicated that she felt stigma toward people with mental health problems,
particularly when she has a deep relation and interaction with people with mental health
problems. This could damage her life when she keeps dealing and forging deep relationships
with those people with mental health problems. This could be an issue about the contagion of
mental health problems, or fear of fusion with the patient.

The participants appeared to believe how their interactions and social relationships with
people living with mental health problems can negatively affect mental health professional’s
lives and their feelings.

Therefore, the mental health professional prefers to deal in professional relationships only
in relation to those people with mental health problems in mental health care centres. In doing
this they can provide mental health care services to those people with mental health problems,
as otherwise they would not be able to tolerate them in a more social lifestyle and would prefer
to keep them away. This is because they still hold a stigma toward such people, and think that
having a social relationship with people with mental health problems can damage their
lifestyles, thereby leading to increase feelings of stigma toward those people with mental health

problems.

Acceptance

Overall, three participants claimed to try and accept people with mental health problems,
and develop their own understanding of mental health problems. These participants claimed to
be professionally invested in their care and protection. Participant 1 stated:

“They should try to react with understanding and as much caution as possible.”
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The participant here noted that she could accept people with mental health problems
regarding the consideration and be cautious to reactions from people with mental health
problems, even if they may be hurtful toward her, which remains a possibility. On the other
hand, Participant 4 tried to accept those people with mental health problems by finding a reason
to tolerate them. As the participant stated:

)

“Often with a sense of shock and acceptance, many attempts to find the reasons for illness.’

It can be seen here that the participant appeared to believe in their acceptance of those people
with mental health problems, stating that it is not easy for anyone, and not easy for her.
Consequently, she was sometimes shocked initially when faced people with mental health
problems, before trying to find a reason to accept them.

Additionally, Participant 3 noted that she usually attempted to understand the condition of
the patient as a means of accepting them; as the participant stated:

’

“I Attempt to develop an understanding of the case, and be as acceptant as possible.’

The participants suggested that understanding people with mental health problems are not
easy for those working in mental health care teams, which is why they consider this as an issue
in their social lives. Besides, the importance of acceptance by those people with mental health

problems can be achieved through interacting with them in the community and clinic.

Stigma experiences within marital relationships

All participants noted in the focus group discussion that it is too difficult to try to accept
being married to someone with a mental health problem, or with a diagnosis of mental health
problems regarding participants, culture, family, and experience.

Participant 1 noted her opinion regarding the idea of being married to someone living with
mental health problems; as the participant stated:

“This depends on the level of mental health problems, its diagnosis, and the acceptance and
endurance of the other party.”

This participant indicated the acceptance of marrying someone with mental health problems,
and whether they, in the beginning, would consider the individual with mental health problems
to tolerate the responsibility. Indeed, this would link to questions, such: What is their case or a
diagnosis? Is such a person experiencing a dangerous case or severe level of mental health

issue?
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Participant 2 refused to countenance this idea, as the participant stated:

“.. Regarding my opinion, my answer is no, absolutely, not. Especially, for example,
regarding my daughter... Would not come to any harm and danger when she married a person
with mental health problems.”

Participant 2 also contributed in regards to the norms of Saudi Arabian culture; the daughter
cannot marry without the approval from her father. Hence, the participant provided the example
that he could stop his daughter from marrying someone with a mental health problem because
he perceived from his professional experience that people with mental health problems are not
qualified enough to have a family responsibility. Additionally, he assumed that his daughter
deserves a person without any mental health problems, and he wishes to know that his daughter
would not come to any harm when she married a person with mental health problems.

Nevertheless, Participant 4 provided another perspective on this matter, as she noted that it
is very difficult to accept this idea, especially in Saudi Arabian society. A relationship of this
description would not be accepted, although it should be made clear within the society, where
the person living with mental health problems and his family should admit to the fact while
concealing no aspect of the matter; as the participant stated:

’

“.. Very difficult in our society — but it should not be done in secret, or hidden...’

Additionally, Participant 5 appeared to be assertive in refusing this idea, particularly
regarding the Saudi Arabian culture, which will not accept the marriage of a person living with
mental health problem, as the participant stated:

“Absolutely, No! Regarding my opinion and that of the culture surrounding me, I think it
will not be easy.”

Moreover, Participant 3 considers this type of marriage relationship to be potentially
difficult regarding the diagnosis level, as the participant stated:

“The situation will certainly be made more complex, due to the diagnosis of the patient.”

The participant demonstrated that the issue of marital status with people with mental health
problem could be shown as difficult and mostly unacceptable, regarding the Saudi Arabian
culture. This also showed their own view and aspect toward those people with mental health
problems, who they viewed to be insufficient and unqualified to tolerate any responsibility
compared with other individuals without any signs of mental health problems. And dependency
on a degree or level of mental health status to accepted him/his to marital status for them or for

those relatives.
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The participants who happened to be married to someone with mental health problems
showed that it could be very difficult. Their culture and community pressures would mean that
those with mental health problems are not acceptable. The participants’ own communities and
culture can shape their own view and aspect of stereotype. Discrimination can be worse towards
those people with mental health problems compared to others without any signs of mental
health problems. In fact, the level of acceptance of mental health problems within marital
relationships would depend on the degree, level and diagnosis of the mental health of those
people affected. To accept your spouses’ condition and deal with it depends on their personal
view of their marital relationship, as well as their views of a marital relationship, within the

context of people within their culture and community.

Theme 2: Causes of professionally held stigma

The six most notable origins of stigma regarding those with mental health problems, as
ascertained from the focus group were: experience, media, community, racism, religion, and
labels. These were the elements of professional stigma and may indeed exacerbate the
professional stigma toward people with mental health problems (See Appendix XIX).
Regarding the above, the participating group dialogue highlighted that overall, healthcare
professionals were seen to have a negative attitude regarding those with mental health
problems. This is indicated in the findings demonstrated in the statements made by those

working in the healthcare field.

Experience

Four participants noted in the focus group discussion that these tendencies are generally
common in healthcare staff, and these individuals are generally not hopeful regarding the
treatment and the outcome of those suffering from these mental health problems. Such
viewpoints are likely to be connected to professional experience.

Participant 1 noticed how the background with the experience could lead one to hold a
stigma and negative attitude toward those people living with mental health problems. The
participant stated:

“Concepts, attitudes, behaviours and experiences can all bring about negative outlooks that
directly affect psychiatric patients or people with mental health problems.”
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Additionally, Participant 3 noted that the experience background pertaining to educational
level could influence the stigma held towards people with mental health problems, as the
participant stated:

“Due to past experiences and level of education.”

What is more, Participant 5 noted that the stigma of mental health problems depends on the
mental health team worker experience and his or her behaviour, as the participant stated:

“It depends on person knowledge, experience or the behaviour phenomenon they are
exhibiting.”

Moreover, Participant 2 noted that a mental health professional could hold a stigma toward
those people with mental health problems, in regards to the environment of the workplace, as
well as deal and interact with those people who are living with mental health problems, which
can lead to a stigma being held against them, as the participant stated:

“The stigma happens when working in an atmosphere with psychiatric patients, and during
the attention given when dealing with them.”

The participants here noted from the base of a negative background that the concept, the
work atmosphere and environmental interactions with mental health problems, as well as the
knowledge, and the level of education, could all lead mental health professionals to hold a

stigma and negative attitudes toward people living with mental health problems.

Media

Media coverage adds to the poor portrayal of mental health problems. Two participants
noted in the focus group discussion that the media remained the primary source of information
regarding mental health problems. This was true, even though most participants saw the
media's depiction of people with mental health problems as stereotypical.

Participant 4 noted that the media and society could have an influence on the mental health
professional holding a stigma on people with mental health problems, as the participant stated:

)

“Our stigma comes from our culture, our society and from our media in Saudi Arabia.’
Similarly,

“The media plays a big role in transferring the image of mental health problems, here in
Saudi society.”
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Moreover, Participant 5 noted that the community experience, in addition to the media,
could lead them to hold a stigma against people with mental health problems, as the participant
stated:

“The Saudi culture of a community, beliefs, listening to others, the experiences of others,
and the media lead us to hold stigma toward people with mental health problems.”

The participants appeared to analyse their experience from a negative perception regarding
people with mental health problems in Saudi Arabia, which also comes from the media.
Consequently, this can play a decisive role in strengthening the stigma toward people living
with mental health problems, as well as of mental health professionals’ endorsement for

holding such a stigma toward people with mental health problems.

Community

All the participants noted in the focus group discussion that the community plays a
significant role in creating stigma, especially in relation to how the professional mental health
team can be affected by the community and lead to professional stigma toward people with
mental health problems.

Participant 1 noted that the culture could lead to a stigma, and thus, those people who were
living with mental health problems could not be accepted, and that this would negatively affect
their lifestyle. Cultural influences caused those with mental health problems to be regarded as
dangerous, which can, in turn, lead to abuse within Saudi society. This participant stated:

“The stigma happens to me, out there in social situations or here at the clinic, and it happens

to others through their social life also in our society.”

“There is not enough of the strong external support needed to improve the image and
desirability of this specialisation negativity of their society.”

Also,

“Feelings of incompetence. This causes cluttered thinking, which means healthy people

RS2

cannot accept them as ‘normal’.

“People with a mental health problem in Saudi community are abusive and dangerous and
negativity of their society.”

In addition, Participant 2 noted that culture plays a role in leading people in Saudi Arabian
society to hold stigma regarding people with mental health problems, and there is little support
for people who are living with mental health problems, including in the workplace. As the

participant stated:
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1

“Society plays its part in stigma.’
“Also, our society does not attempt to do much for people with mental health problems.”
Likewise,

“There will be a difference in accepting people with mental health working, regarding the
place of work they might apply for, for example: in government work or in the private sector.”
In addition, Participant 4 suggested how, as a person from this culture, the social stigma
also leads her to hold a stigma against people with mental health problems. What is more, the

culture has a prevalent idea of stigma through the discrimination and prejudice against those
people with mental health problems. Thus, the social stigma will lead the people living with
mental health problems to try to hide those problems as a secret issue, without revealing them
to others. Indeed, the Saudi culture views those people with mental health problems as
inadequate personalities. The participant stated:

“The impact of the negative impressions from the community on me, especially among

people with mental health problems. I really cannot tolerate that.”

“I do not think so, especially because it is clear that the community holds stigma, with
prejudice and discrimination, towards people with mental health problems.”

Also,

“Fear in Saudi society, in general, is prevalent — especially when dealing with people with
mental health problems, with difficult cases.”
“They are trying to keep the issue secret and away from society.”

Additionally,

“It is clear that the community holds stigmatisation view on those people with mental health
problems.”

“Negative thinking, which has a negative impact and fosters inferiority of people with
mental health problem.”

Additionally, Participant 5 noticed how different cultures create different views toward
people with mental health problems. He also related to the level of their mental health situation
and diagnosis, and how individuals with mental health problems appear to others through that
culture and through the interactions, and relationships. Similarly, the participant noted that the
Saudi Arabian culture is the reason that leads the mental health professional to hold the stigma
toward the people with mental health problems, as the mental health professionals are a part of

that society and culture.
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This participant suggested that social stigma could lead one to hold a prejudice toward those
people with mental health problems, thereby negatively affecting their lives, as the Saudi
Arabian culture tends to be cautious of people with mental health problems. This individual
stated it:

“Still, I think that maybe there will be difference opinion coming from culture, regarding
the relative level of illness in the individual, their specific diagnosis and how the person
appears to others.”

“It is why our culture and our society are the main reasons individuals feel stigma towards
people with mental health problems, and especially from us toward our patients in the clinic.”

Also,
“And may affect a patient’s life in giving him a negative view towards others, as others will
be cautious of him, so our culture has a prejudice toward people with mental health problem.”

Meanwhile, Participant 3 noted that culture is the main reason to lead or hold the stigma
toward those people with mental health problems. In addition, the participant explained how
the stigma from the cultural influence also had an impact on her regarding the stigma on
people with mental health problems, as the participant stated:

“the community is the first reason and motivation us for the emergence of stigmas held

against people with mental health problems.”

“Personally, I can see that it comes from the community surrounding me and my
community’s negative opinion of mental health has impacted my outlook.”

In general, the participants noted that the Saudi Arabian community could lead the mental
health professionals holding a stigma toward people with a mental health issue. Regarding
those mental health professionals who are still a part of the Saudi Arabian community and who
are integrated into a Saudi culture, they experience negative impressions from the community
their attitudes, and these impacts and foster the inferiority of people with mental health

problems.

Racism

Participant 3 in the focus group discussion indicated that racism is structural in society and
can create barriers for those with mental health problems or behavioural disorders, as it was
stated:

“Some of the main causes of stigma toward people with mental health problems in Ethnicity
in our racism.”’
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Religion

Participants suggested in their responses that they had a shared sense of the origins of mental
health problems with the community: namely, those with mental health issues were “either
cursed or lacked religious conviction”. Due to the belief system that was connected to religion,
this was difficult to uphold, as there were several members of a family looking to religious and
traditional 'healers', rather than going to see certified medical professionals. Consequently, this
could result in procrastination in relation to looking for medical assistance, as shown in the
subsequent narration from three participants in the focus group discussion.

The participant 1, who was a member of the faculty of mental health nursing noted that
religion could have a negative influence regarding the stigma against those people living with
mental health problems, as the participant stated:

“Whichever specialist is responsible in their field of illness, it may relate to our religion in
negative thought... Such as either cursed or lacked religious conviction.”

Participant 4 noted that some people ignore and refuse to countenance the idea of mental
health problems, and view them from the perspective of their social and religious beliefs, rather
than trying to understand the mental health problems. This individual stated:

“Many attempts to find the reasons for illness, in religious or other social beliefs, and often
reject the idea of mental health problems.”

In addition, Participant 3, who was a member of mental health nursing, noted that stigma
could happen due to the religious background and influence of the interpretation, as well as the
occurrence of mental health problems; as the participant stated:

“And damage the background of religion.”

The participants in this instance noted how the incorrect religious concept and background
could lead to stigma by some people who ignore and refuse the idea of mental health problems
as a science and instead view them from the perspective of their social and religious beliefs.
Subsequently, this leads them to increasingly aggravate the problem and then to hold a stigma
toward those people with mental health problems as inferiors, and qualify these individuals as
other people without any mental health problems. Indeed, mental health professionals often
emphasise this point to the population who are from the Saudi Arabian culture, as they
generally believe that people with mental health issues need a religious therapist instead of a

medical therapeutic professional from mental health care.
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Labels

As previously stipulated in the literature review, the primary factor that results in the feeling
of being discriminated against is a person’s alarm that they may be labelled as something that
society does not deem to be acceptable. Regarding this opinion, the participating member
suggested that there was differentiation in the stigma endured by those with schizophrenia and
for those who have issues with their intellect. A key effect regarding the stigmatising reactions
stems from how the public perceive and name the issues presented.

In total, three participants suggested that many of terms (in slang language) are employed
and applied to persons with mental health problem, or toward the people have ‘unaccepted
behaviour’ within their communities in Saudi Arabian culture.

They were how one participant expounded upon the fact that the stigma, with relation to
those with schizophrenia remains significant for the cognitive, emotive and behaviour-related
elements of stigma.

Regarding this, Participant 5 stated that these individuals could be labelled:

“Crazy’, ‘psych people’, ‘negative person’, ‘schezo’.”

In addition, Participant 4 suggested that any person with different behaviours or attitudes
would lead her to create a label for that person, to describe that person as someone exhibiting
abnormal behaviour and mental health problems, as the participant stated:

“When I see any person who behaves strangely or with characteristics which diverge from
the norms and the attitude typical of Saudi culture, I will look at him as a crazy or a psycho
person.”

Moreover, Participant 1 also stated:

“‘Psycho’, ‘schezo’ or ‘crazy’.”

The participants noted that the labels of those people with mental health problems remain
in common use; forward people have a different or strange attitude, and characteristics than the

other, regarding stereotype toward those people with mental health problems.

Theme 3: Impact of professional stigma on mental health services

The participants suggested that there were those with mental health problems, due to views
of stigma, who endured two main consequences: the inability to attain treatment and assistance,

and that of poor mental healthcare services within the nation in question. This poor situation
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of healthcare may be due to the negative attitudes of those in the healthcare sector, as well as
the absence of healthcare allocation because of this in Saudi Arabia.

The three most notable origins of stigma regarding those with mental health problems, as
ascertained from the focus group, were: Insufficient information; deficiency, immigration, and
policy, which are elements of stigma and may indeed exacerbate the stigma toward people with
mental health problems (See Appendix XX). Regarding the above, the participating group
dialogue highlighted that the frequent thematic trend was seen in the findings of the study that
was of the lowly status that mental healthcare services were given, which was in contrast with

other elements of healthcare, with the latter generally being more important.

Deficiency

Three participants stated that the government did not fund any training for mental health
staff in the nursing faculty or any alternative healthcare professionals who dealt with people
with mental health problems, which resulted in the decline in numbers of staff for the role.

Participant 1 noted that the deficiency of the Saudi mental health services is evident,
particularly regarding the paucity of psychiatric and mental health nurses in Saudi Arabia. The
participant stated:

“I find the paucity of mental health care services in Saudi Arabia shocking - especially

concerning psychiatric nurses!”

“I can’t understand why there are no psychiatric or mental health nurse specialists in the
clinic and working with people with mental health problems.”

In addition, Participant 5 mentioned that there are deficiencies in mental health services in
Saudi Arabia and inadequate staff. As the participant stated:

’

“It is because the mental health services in Saudi Arabia are inadequate.’

Moreover, the participant 5 indicated that the issue of stigma prevents many people from
living normal lives and deters people from seeking help when they require it most. Likewise,
the negative attitudes regarding people with mental health problems also affect their family,
friends and the mental health care professionals who endure stigma by association with their
patients. As the participant stated:

“Not getting all that we hope for from the community support and commission of mental
health services in our country, unfortunately, that is what will lead me and for example, others
like a patient family and people surrounding them, to move negatively towards those people
with mental health problems.”
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Furthermore, two participants indicated that to be proactive for educational benefits, with
regards to mental healthcare, as well as for those that utilise the service, the political agenda
needs to be more galvanised to promote the inclusive of mental health.

Participant 1 stated:

’

“Due to the absence of an available education program.’

Moreover, Participant 3 stated:

“They may look to mental health care as good but still need to the helpful services. To
reduce the level of stigma.”

The participants noted the resulting decline in mental health care services in Saudi Arabia,
as well as the numbers of staff in the role. Indeed, there are no psychiatric or mental health
nurse specialists in the clinic that indicated that the issue of stigma prevents many people from
living normal lives and deters people from seeking help, even when they need it most.
Moreover, the negative attitudes’ regarding people with mental health problem also affect their
family, their friends and mental health care professionals who endure stigma through

association with their patients.

Immigration

For other interview subjects with mental health problems, retaining the information
concerning it can be deemed to be a deliberate means for the person who has the issue to protect
themselves and their family from stigma. All the active participants indicated this. Participant
1 stated:

“It is a sensitive issue, so they stay away from the negativity of their society — and seek out
the care of advanced psychiatric help, integrated outside of Saudi society.”

Additionally, Participant 4 indicated that those people with mental health problems seek
help with mental health therapy outside the country to keep this issue secret. The participant
stated:

“They are trying to keep the issue secret and away from society.”

As expounded upon above by the statements made, the main sensational elements for those
seeking mental healthcare is to look beyond Saudi Arabia to avoid any embarrassment from
within the home culture, lead to they stay away from the negativity of their society.

Furthermore, the low-level and scarcity of the healthcare services that are available in the
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country suggests that they have been given inadequate levels of investment and education
regarding their field.

As stated by Participant 4:

“Because the mental health services in some other countries are certainly much better than
the services available in Saudi Arabia.”

Participant 5 stated:

“Also, regarding my opinion and my perspective, it is because the mental health services in
Saudi Arabia are inadequate.”

Participant 3 indicated that it might be that the mental health services in Saudi Arabia are
good, but that the people who are living with mental health problems prefer to find help from
other countries, as they are afraid of the cultural views toward them. As the participant stated:

“Might be afraid of the impact that seeking help might have on their community.”

As expounded upon above by the statements made, the main galvanising element for those
seeking mental healthcare is to look beyond Saudi Arabia to avoid any embarrassment from
within their home, domestic culture that could lead to immigration to seek the mental health
care services from outside the country, which could even be true for the mental health

professionals.

Policy

Two participants expressed concern about the low levels of community-based healthcare
provision regarding mental healthcare, as well as the absence of and intersectional cooperative
effort to galvanise the healthcare sector in Saudi Arabia.

The participant 1 indicated that the Ministry of Health and Higher Education should work
to apply the policy of knowledge to reduce the stigma as much as possible throughout the
culture and enhance the mental health services. The participant stated:

“Moreover, the ministry of health and higher education should start working to disseminate
knowledge by policy to reduce the stigma of mental health problems among individuals in the
community and enhance the mental health care services, and to stimulate mental health
services between professional mental health care teams.”

In addition, Participant 4 suggested how the policy should be available to consider this issue

of stigma, as the participant stated:

“Policy and legislation procedure should be tolerant, but this needs balance, as not
everything can always be tolerated in these situations.”
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The participants noted that the policy and legislation could play a main role to prevent
stigma and improving the mental health care services, particularly the stigma when held by

Saudi community.

Theme 4: Interventions recommended minimizing stigma in general and
professional stigma in particular

Within this section, the findings taken from the feedback of the participants regarding their
thoughts on how to combat psychiatric mental health care stigma are presented. This subject
addresses the educational; media; and community; as well as healthcare provided to those with
mental health problems in mental health care services, and the Saudi Arabian government
support (See Appendix XXX). This demonstrates the results for recommendations from the
focus group discussion. The prominent perceptions were further categorised as community,
education, media, mental health services, and Saudi government support. Overall, the
participating group dialogue highlighted various aspects, as are detailed below. Participants
stated that, in assisting others (i.e. members of their family, or members of their community),
they need to be accepting of those that have mental health problems, and thus, this would help
in the reduction of stigma through developing and progressing media-based means to attain the
improvement of mental health care services within the country. To accept this, it needs to be
stipulated through the level of care that is provided and then allocated to professional health
care teams, as well as those people with mental health problems, to change the impacts of

stigma prevalent in the mental healthcare profession.

Community
Participant 1 indicated that the community needs to be more aware of people with mental
health issues by changing the attitudes and preconceptions towards them. In addition, the
participant noted that the community needs to be more interactive with and accepting of those
people with mental health problems, as well as in regards to the career development of mental
health professionals. Indeed, this individual stated:
“The society needs to develop their often-biased preconceptions of people with mental

health problems.”

“Society is heavily involved in working the cultural integration of individuals with a
community, and in the development of individuals who specialise in professionalism within a
mental health team.”
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Moreover, the participant 4 noted that the community and mental health care services need
to be improved and progressed through the contribution of mental health team professionals,
to improve the community awareness and mental health care services. The participant stated:

“Increase the value placed on the improvement and development of mental health care and
psychological therapy, through ourselves and through the community.”

Also,

“Try to introduce the mental health problem through positive images in our community and
society.”

Overall, the participants noted that community and mental healthcare services need to be
improved and progressed through the contribution of mental health team professionals, along

with an improvement in the community awareness and mental health care services.

Education

Participant 5 indicated an additional means of affecting the stigmatisations using
educational means by teaching those who work in the field, which may modify their existing
attitudes; hence, undertake societal education in practice. The participant stated:

“I think it will come with time, through mental health services’, and hard work and learning
of mental health workers, people with mental health issue, and community education.”

Furthermore, the participant 1 indicated that the development could be undertaken through
the health commission via an educational program of mental health aspects, as the participant
stated:

2

“Education programs, specialisation and fiscal stimuli.

In addition, Participant 3 suggested that the participants regarding the methods utilise
educational means and that the understanding of mental health problems was to try to reduce
the stigma within mental health professional teams. This may be divided into two groups: the
individuals that are to be targeted with education (i.e. family members with users of healthcare
services were indicated, and mental health workers), and the process of the education itself.
This participant stated:

“And educate the affected communities families and people with a mental health issue with
providing mental health care services programs for mental health workers.”

Participant 1 also noted that the means of education were different and more pertinent in
stopping and reversing the stigma within psychiatry. These means included: awareness

schemes (dialogue sessions at treatment centres); media campaigns through the community;
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and the portrayal in the media (both online and in the press). In addition, to encourage
professional mental healthcare schemes for education, the option would be provided to convert
professional staff to mental health care workers and educators. It was stated:

“Tutorials and educator. Still, the only things I can change in my own mind involve
increasing my familiarity with this approach and the language of people with mental health
problems, particularly through the media.”

It was indicated that those who facilitated the service required education regarding how they
could introduce such schemes across the whole of the nation of Saudi Arabia to better the
nation's health care.

Furthermore, Participant 1 indicated that the professional individuals were aware of the lack
of professionals, especially specialists, in the field to address the issue, which may facilitate
others to look for assistance, as the participant stated:

“In terms of psychiatric and mental health, psychiatric and mental nursing care is often
unexpected, but required.”

The participants recommended a decrease in the stigma demonstrated by the mental health
profession toward people with mental health problems, as an additional means of affecting
stigmatisations using educational means. Indeed, by teaching those who work in the field and
modifying their existing attitudes (i.e. to undertake social education in practice), while also
noting the means of education that were different and more pertinent in stopping and reversing
the stigma within psychiatry. In addition, the facilitation of education service required, through
how they could introduce such schemes across the whole of Saudi Arabia, to better the nation's
health care and decrease the stigma held by mental health professionals regarding those people

with mental health problems in the country.

Media

Three participants added the media, community and health care provision were all noted as
requiring the necessity of education to progress, which would improve and encourage them to
see the mental health problems more accurately and assist those with mental health problems
in their path to treatment, advocating their attendance at a clinic and dealing with them with
great respect. Participant 4 noted:

“It appears to me that the media needs to improve its views regarding those people with
mental health problems.”
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Furthermore, Participant 1 recommended that the media needs to have more support to
improve the educational way of mental health problems and mental health care services,
through the community. Indeed, the participant stated:

“The media centre is important in Saudi society and needs to gain support to improve the
education on and the image of psychiatric patients, people with mental health problems, and
mental health care services that are provided through community health care.”

Participant 3 noted that the media plays an important role in improving the attitude towards

people with mental health problems, as the participant stated:

“The media it certainly plays a big role in improving attitudes towards people with mental
health.”

Mental health care services

Four participants indicated that the professional members of mental healthcare teams who
were going through the same experiences were perceived to be a way of assisting those with
mental health problems to seek and find the help they need. Professional healthcare members
of such teams would permit the user of the service they provided to spread the word about their
treatment, even beyond the remit of the nation of Saudi Arabia. They would become more
educated regarding the required changes and alterations of the care that they deliver, inclusive
of the professional stigma within their discipline, and thus, encourage more people to seek out
and find help for their mental health problems.

Participant 4 stated:

“I think we need to improve our mental health services provided in our society and in
psychiatric clinics.”

“Cooperation is the most important, between the community and us as a professional in
mental health care services.”

Participant 1 recommended that:

“This confirms that psychiatric and mental health nursing care in Saudi Arabia needs to
develop and provide support with good ideas and images to reduce negative attitudes towards
people with mental health problems. Reducing stigma is key in getting care to people who need
mental health and integrated services.”

As the results of these study show recommendations made by participants concern the
importance of the consideration of the main issues in reducing the professional mental health

teams’. For example, the negative attitude towards people with mental health problems

throughout social life, as well as the importance of developing the mental health services and
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improving professional mental health teams, and can also assist in lowering discriminatory and
stigmatising beliefs.

Participant 3 noted:

“Try to merge the mental health care services for psychiatric patients, especially in the in-
patient section, with their communities.”

In addition, Participant 5 suggested that the mental health services, together with improving
professional mental health teams are necessary to advocate a high quality of mental health care
services to be delivered to people with mental health problems. Hence, this will help to reduce
the stigma that is demonstrated by mental health team professionals towards those people living
with mental health problems. This individual stated:

“That we must try to end our stigmatisation, especially when in the psychiatric clinic and
trying to help people with mental health problems complete their psychotherapy plans, and be
supportive through the mental health care services available in my country.”

The participants suggested that the mental health care in Saudi Arabia needs to develop and
provide support with good ideas and images to reduce negative attitudes regarding people with
mental health problems, particularly those demonstrated by mental health professionals.
Reducing stigma is vital in providing care to people who need mental health and integrated

services.

Saudi Government Support

As mentioned by the participating members of the focus group, the state of Saudi Arabian
mental health care services is presently much better than five years ago, because the mental
health care services in Saudi Arabia are starting to be aware that there is a problem by the
government. Indeed, they are attempting to support the mental health care services and to
accept people with mental health problems, together with mentally healthy people, which
indicates the potential to implement a fully supportive mental health care service in the future.
As indicated by Participant 5 who noted a variety of statements adhering to this point:

“. Services at this stage of development in Saudi Arabia, are seeking to improve their
performance and to improve their mental health care services, to provide better mental health

2

care...

“Development through the health commission via programs, with a speciality diploma
combining social work, psychology and psychotherapy. We can see the development and
improvement of mental health care education, which are different than before, here in Saudi
Arabia.”
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“The Saudi health commission actually has a great program, but I don’t know if I can say
it is an excellent program as its science is from around the 1990s and needs updating, and
many Saudi people go abroad to be treated outside of Saudi Arabia.”

“Now the mental health work commission has hard work in promoting this program. With
the diploma, every year there are new updates, and we get lots of help from social work,
psychology and psychotherapy, and this commission is good at supporting us.”

In addition,

“Over the five previous years, we can see good promotion from the Saudi health commission
and the concepts recorded from the mental health team. I think this is playing with a great
multidisciplinary mental health concept.”

Furthermore, the participant 1 indicated that the Ministry of Health and Higher Education
are now working hard to reduce the stigma and try to improve the mental health care services

in Saudi Arabia. The participant stated:

“Moreover, the Saudi government through the ministry of health and higher education are
always working to reduce the stigma of mental health problems in the community and mental
health teams, and to stimulate mental health services between professional mental health care
teams.”

The participants noted that the mental health care in Saudi Arabia needs to develop more;
services at this stage of development in Saudi Arabia are seeking to improve their performance
and to improve their mental health care services, to provide better mental health care. In
addition, higher education is always working to disseminate knowledge to reduce the stigma

of mental health problems among individuals within the community and mental health workers,

and to stimulate mental health services between professional mental health care team.
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Results under the Mixed-Method

Frequencies of five focus group members participating in Phase two (Qualitative data

analysis) score measures with Phase one (Quantitative data analysis).

Engagement Result Data Analysis and Findings of Emotional Reaction on

People with mental health problems scale and Attitude scale.

Table 4.16. Analytical results of the raw score frequency of respondent specialise in

(Emotional Reaction on People with mental health problems and Attitude scales).

Cumulative
Frequency Percent Valid Percent Percent

Valid Faculty

Do 1 20.0 20.0 20.0
psychiatric nurse
Psychiatrist 1 20.0 20.0 40.0
Psychiatric nurse 1 20.0 20.0 60.0
Psychology 1 20.0 20.0 80.0
Social worker 1 20.0 20.0 100.0
Total 5 100.0 100.0
Statistics
Total
Respondent Emotional
specialist Total Attitude Reaction
N Valid 5
ali 5 5

Missing 0 0 0
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The Frequency Distribution of Emotional Reaction on People with mental
health problems score

To addressed research question;, How do mental health professional teams in Saudi Arabia

influence issues of professional stigma in mental health services?

Table 4.17. Analytical results of the raw score frequency of emotional reaction on people

with mental health problems: Test Scale

Valid
Frequency Percent  Percent = Cumulative Percent
Valid 46.00 1 20.0 20.0 20.0
61.00 1 20.0 20.0 40.0
62.00 1 20.0 20.0 60.0
82.00 1 20.0 20.0 80.0
87.00 1 20.0 20.0 100.0
Total 5 100.0 100.0
Statistics
Total Emotional
Respondent specialist Reaction
N Valid 5 5
Missing 0 0
Mean 3.00 67.6000
Median 3.00 62.0000
Std. Deviation 1.581 16.77200

In relation to the 29 items used with the Five-Likert scale (agree, strongly agree, neutral,
disagree, strongly disagree), the theorising range of distribution is set at 46 to 87. The results
are presented in Table 4.17 above, which shows that 46 is the lowest stigma score. Meanwhile,
87 is the highest stigma score. Additionally, both the Mean score (3.00) and the Median score
(3.00) are similar in number indicating that all the participants demonstrated a professional

stigma towards people with mental health problems of varying degrees.
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Figure 4.4 Raw score frequency of emotional reaction on people with mental health
problems: Test Scale.

Moreover, from the frequency in Table 4.17 and the histogram Figure 4.4, it is shown that
all the participants demonstrated a professional stigma towards people with mental health

problems of varying degrees.

The Frequency Distribution of attitude score

To addressed research question; To what extent have mental health professionals personally
experienced stigma in relation to their work with people with mental health problems in Saudi

Arabia?

Table 4.18. Analytical results of the raw score frequency of attitude: Test Scale.

Frequency Percent Valid Percent Cumulative Percent
Valid  36.00 1 20.0 20.0 20.0
43.00 1 20.0 20.0 40.0
49.00 1 20.0 20.0 60.0
52.00 1 20.0 20.0 80.0
61.00 1 20.0 20.0 100.0
Total 5 100.0 100.0
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Statistics
Respondent
specialist TOTAL ATTITUDE

N Valid 5 5

Missing 0 0
Mean 3.00 48.2000
Median 3.00 49.0000
Std. Deviation 1.581 9.41807

In relation to the 27 items employed with the Three-Likert scale (rarely, sometimes,
frequency), the theorising range of distribution was set at 36 to 61. The results are presented in
Table 4.18, which shows that 36 is the lowest stigma score, while 78 is the highest stigma
score. Both the Mean score (3.00) and the Median score (3.00) are similar in number, indicating
that all the participants demonstrated a professional stigma towards people with mental health

problems of varying degrees.

TOTAL_ATTITUDE

Mean 48.20
Std. Dev 9.418
N =

Frequency

40.00 45.00 50.00 55.00
TOTAL_ATITITUDE

Figure 4.5 Raw score frequency of the attitude test scale.
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The frequency in Table 4.18 and Figure 4.5 indicated that all the participants demonstrated
a professional stigma towards people with mental health problems of varying degrees. On the
other hand, related to the qualitative data analysis in focus group discussion (Phase 2) in Table
4.19 indicated the code numbers of the participants within the Nvivo program for a thematic
analysis and participant intervention with the focus group discussion, while coded intervention
with a stigma showing that the participants in the focus group and quantitative analysis
demonstrated a professional stigma of varying degrees, as described previously in qualitative

data analysis results

Table 4.19. A summary of the frequency of responses is supplied using code number with

percentages.
Code Participant Participant Participant Participant  Participant Total %
1 2 3 4 5
Professional 25.2
stigma 6 4 3 8 2 23 %
Causes stigma 7 4 5 10 6 32 33/'1
o
Megtal health 5 1 5 5 3 13 1 (4)1.2
service Yo
Recommendati 7 1 3 5 7 3 23 2
on Yo
Total number 25 10 13 25 18
91 %

27.4% 10.9% 14.2% 27.4% 19.7%
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Conclusion

The qualitative outcomes of this study have been explored in this chapter with the thematic
framework that appeared after the data was analysed. Due to the research’s exploratory
position, the results were confined to this study, but many of problems were noted, which
require further attention. The findings of this study confirm that professional healthcare
providers do hold and demonstrate professional stigma perceptions towards people with mental
health problems to varying degrees, which means that professional stigma exists in mental
health professionals. The data analysis results indicated that in phase one (quantitative data
analysis), phase two (qualitative data analysis), and in the engagement result in the mixed
method, the frequencies of five focus group members participated in Phase 2 Qualitative
analysis data scores, as measured in Phase 1 quantitative analysis data.

In addition, the quality of mental health care services is still improving within Saudi Arabia.
Subsequently, these results will be used to underpin the further development of mental health
care services in Saudi Arabia. These issues, together with recommendations for future studies,
will be presented in the next chapters and to highlight the importance of MOH within the
mental health care services to support the quality of mental health care, through improving the

professional mental health team for people living with mental health problems in Saudi Arabia.
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CHAPTER 5: DISCUSSION

Overview

In this chapter, the significant findings of this study will be discussed and this will place
them within the wider context of other literature and research. The aim of this study was to
identify the stigma surrounding mental health problems, as well as to identify the existing and
latent views of mental health professionals holding a stigma towards people living with mental
health problems in the city of Riyadh, the Kingdom of Saudi Arabia (KSA). Thus, the study
identified several findings, which are detailed below; in (Phase One) of quantitative discussion

and (Phase Two) of qualitative discussion.

Discussion

The survey questionnaires were designed with input from the supervisors. Factors that
needed to be highlighted included how emotional reactions relate to attitudes scales towards
people with mental problems. The survey on stigma towards people with mental health
problems incorporated the input from 50 participants in phase one, with 5 participants (focus
group discussion) in phase two. This survey and focus group discussion were completed in
2015, while the findings of the research questions were first summarised in the first chapter.
Subsequently, a critical evaluation then follows. This evaluation is centred on study focus, the
survey and measures used for this study, as well as the recruitment. The discussion then probes
the theoretical and clinical implications.

Hepworth and Vincent (1999) noted that existing literature contrasts the professionally
exhibited stigma associated with mental health intervention as opposed to that concerning
professional attitudes in biomedical and clinical situations and that research into professional
stigma in mental health should, therefore, employ many quantitative and qualitative
approaches. Consequently, it is necessary to employ many different research methodologies in
the investigation of professional stigma when dealing with people with mental health problems.
Qualitative research characteristically aims not to generate statistically significant findings, but
rather to explore themes, patterns and associations within a richer and more diverse data set
(Jenkins, Kaim, & Hikida, 2007). Using a combination of methods also strengthens confidence
in the validity of the results (Bradbury-Jones & Alcock, 2010). This study identified several
findings, which are detailed below. This research study sought to examine professionals who
may hold stigmatising views and beliefs towards people with mental health problems and how

the existence and extent of these views might impact on the services provided by mental health
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professionals and the recovery of people with mental health problems. Therefore, in this
research questions and objectives have been achieved in review discussion. This study

identified several findings, which are detailed below.

Discussion Phase One

The thematic findings relative to previous research

Each research question is firstly considered in relation to the findings of this study. With
respect to these research questions, through the discussion of the findings from the quantitative
results, two major themes have been outlined. Theme 1, Emotional reaction on people with
mental health problems, addressed research question 3; How do mental health professional
teams in Saudi Arabia influence issues of professional stigma in mental health services? Theme
2, Attitudes towards people with mental health problems, addressed research question 1; 7o
what extent have mental health professionals personally experienced stigma in relation to their
work with people with mental health problems in Saudi Arabia?

The main objective of this surveys was to investigate the attitudes and emotional reactions
resulting from the stigma of mental health professionals towards people with mental health
problems. Due to Angermeyer, Holzinger, and Matschinger (2009), population-based studies
have typically overlooked the importance of emotional reactions as a contributory factor to
mental health stigma. Data from self-reported questionnaires still constitute the major source
of knowledge regarding this issue and focus on the mental health professionals’ emotional
reactions and attitude in "perceptions" of stigma towards people with mental health problems
during interpersonal interaction.

In this research, results indicated that there was a professional stigma, as well as social
(socio-cultural contexts) and self-contribution factors detachment demonstrated by mental
health professionals towards people with mental health problems. A finding that is
corroborated by Chou et al. (1996), which highlighted that mental health professionals in Saudi
Arabia are also members of the public, and are thus, also susceptible to the pervading culture
that may have internalised some discrimination perceptions about people with mental health
problems. Due to Nordt et al. (2006) evaluated the outlook of mental health professionals in
previous studies and determined that the mental health professionals held stigma towards
people with mental health problems. Moreover, some differences were found between the
general views of different professionals. In addition, it is evident that all the participants hold

a professional stigma towards people with mental health problems of varying degrees.
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These findings are consistent with the study by Corrigan (2004, p. 614), perceptions about
mental health among the public are reflected in the wide range of perceptions of stigma
displayed by mental health professionals, and are therefore frequently noted. The most
significant of these challenges was the portrayal of the reactions of the mental health team in a
real-life scenario, which clarified the emotional outcomes and perspectives applicable to the
expression of professional stigma. Due to Corrigan and Watson (2002), stigma can be
considered a multi-layered phenomenon that incorporates undesirable attitudes, negative
emotional reactions, and biased actions. Any assessment of a theme, as general as stigma, will

certainly be accompanied by conceptual and operational demands (Aloud & Rathur, 2009).

Regarding the quantitative analysis results obtained in the present study, the

findings may be categorized into two main themes

Theme 1 showed an emotional reaction on people with mental health problems, addressed
research question 3, How do mental health professional teams in Saudi Arabia influence issues
of professional stigma in mental health services? Where there was, a significant effect
attributed to status on emotional reactions towards people with mental health problems by
subspecialists within the mental health team. The results indicated a significant frequency of
professional stigma held towards people living with mental health problems, using the
emotional reaction scale. Mental health professionals appeared to exhibit professional
stigmatization towards people with mental health problems on all subscales of emotional
reaction.

With respect to the differences between the subgroups of specialists in the mental health
team, it was found that there were varying degrees of professional stigma between
subspecialties, a finding that is corroborated by Lyons et al. (2009), the likelihood that health
professionals may hold a stigmatizing attitude against their patients, particularly those who are
confronted with significant barriers to treatment, appears to be low. As stated by Wahl and
Aroesty (2010), there are many reasons why acquiring an understanding of how health
professionals perceive the person is significant. The negative emotional held by some mental
health professionals, and their associated behavior towards people living with mental health
problems, can be portrayed as stigmatization on the part of the mental health profession. Hence,
many of studies have shown there is minimal difference between the behavior of psychiatrists

and members of the public regarding these matters (Ruiz & Miller, 2004; Lauber et al., 2006).
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What is more, among the findings were that aspect of professionalism and professional
development, such as subspecialist differences, which had not previously been explored
empirically in Saudi Arabia. To date, researchers have assumed homogeneity of experience
among mental health professionals (Friswell & Penny, 2002). Specifically, given that many of
mental health professionals will personally experience stigma in relation to their work with
people with mental health problems, many factors in Saudi Arabia may contribute to mental
health professionals holding stigmatizing views. The findings in this study are consistent with
Holmesland ef al. (2010) variations among professionals that can be attributed to professional
identity can also be observed using this strategy.

The findings of this study suggest that the stigma of mental health problems may be
influenced by factors occurring within specific and different socio-cultural contexts, and these
should be examined in order that the origins, meanings and consequences of such
stigmatization may be fully understood. The study of local conceptualizations, experiences and
societal effects concerning mental health and mental health care in relation to stigma may be
fruitful (Ahmedani, 2011). In addition, a consideration of the effects of subspecialists’
differences, qualifications, cultures, and experiences, together with the availability of mental
healthcare services, was a unique contribution to the existing literature. The findings of this
study are corroborated by Ng (1997) in respect of the prevalence of mental health problem
stigma in Asian cultures, which show some degree of superficial regional correspondence.
There are, however, some intercultural differences and it can be discerned that the
stigmatization of people with mental health problems across Asian cultures varies in terms of
prevalence and severity (Ng, 1997).

On the other hand, the analyses of the data associated with the emotional reaction scales,
which have derived from the professional mental health teams, are presented in terms of their
key factors that contribute to other aspects of stigma and are related to each other, while the
first dimension of (exclusion) highly contributes to the holding of a stigma than the others
dimension factors of (rejection and caution). Besides, agreement was reached on the factors
that determined stigmatizing reaction, as previous researchers had implied that numerous
factors might contribute to the emotional reactions of mental health professionals towards
people with mental health problems including contact and experience (Procter & Hafner, 1991;
Walach, Buchheld, Buttenmiiller, Kleinknecht, & Schmidt, 2006), and education and training
(Friswell & Penny, 2002). Hence, these aspects will be examined in depth in the qualitative

discussion for Phase two.
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In Theme 2, demonstrated attitudes towards people with mental health problems, addressed
research question 1; To what extent have mental health professionals personally experienced
stigma in relation to their work with people with mental health problems in Saudi Arabia? An
interesting finding that emerged from the analysis was the identification of a significant
primary effect whereby a relationship exists between perceptions that a professional mental
health team holds in terms of stigma towards people with mental health problems, and the
differences observed between subspecialists. The results indicated a significant frequency of
professional stigma held towards people living with mental health problems, using the Attitude
Scale Questionnaire-Short Form (AQ-SF).

Mental health professionals appeared to exhibit professional stigma towards people with
mental health problems in all subscales of attitude. With respect to the differences between the
subgroups of specialists in the mental health team, it was found that varying degrees of
professional stigma were displayed between subspecialties. This was not unexpected, as many
members of the mental health team had either previously worked as clinicians or worked in a
dual role as both clinicians and educators, and had similar educational backgrounds (Nordt et
al., 2006). The findings in this study are consistent with Link et al. (2004) analysis that stigma
has existed throughout history, and is often explained through the concept of social science; it
can cover a wide range of meanings and has been described by experts from many different
backgrounds.

Apart from the mental health workers, varying degrees of professional stigma were shown
towards people with mental health problems in the research by Holmesland ef al. (2010), which
suggested that this creates the issue of professional identity, and thus, can hinder the progress
of cooperation and interdisciplinary action. Previous research, including that of Cohen and
Koenig (2004), had evaluated how mental health professionals displayed various perceptions
of individuals with mental health conditions, while inconsistent attitudes towards people with
mental health problems were found to be present among professionals. Later research has
confirmed these findings (Nordt ef al., 2006), although no research to date has incorporated the
views and attitudes of mental health professional counsellors. In addition, the analyses of
attitude scale results for professional mental health teams are presented in terms of their key
factors that contribute to other aspects of stigma and are related to each other, while the first
dimension (risk) highly contributed to the holding of a stigma in comparison to the other
dimension factor (fear). Moreover, the literature review describes how professional stigma can
be created through attitudes demonstrated by mental health professionals toward people with

mental health problems (Alonso et al., 2009; Thornicroft ef al., 2009). As illustrated by the
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work of Procter and Hafner (1991) and Walach et al. (2006), factors that might contribute to
the attitudes of mental health professionals towards people with mental health problems
included: inter-contact, educational qualification and subjective experience (Kafle, 2013).
Hence, these aspects will be examined in depth in the qualitative discussion for Phase two.

Consequently, what is more interesting, the findings in this study are consistent with the
UK-based research conducted by Thornicroft et al. (2007) drew together the mainly descriptive
findings of 33 national and 29 regional studies, conducted primarily in Europe, which derive
findings that accord with those of this study. Besides, the more contemporary literature
describes studies that test theory-based paradigms in relation to the stigmatization of people
with mental health problems, with time—trends analysis and cross-cultural comparisons, and
the appraisal of anti-stigma campaigns, such as that carried out in Switzerland (Lauber et al.,
2006). Indeed, the attitude research in psychiatry has achieved significant developments in this
respect in the last 10 years; however, further work is necessary if an empirical basis for the
efficacy of interventions in relation to the reduction of stigma concerning mental health
problems and the improvement of attitudes towards persons with mental health problems are
to be achieved.

As well as reported by Gillard ef al. (2010), in an international comparative study of the
perceptions of nursing staff towards individuals with mental health problems, staff in
Lithuanian healthcare settings displayed more negativity compared with staff from Finland,
Italy, Portugal and Ireland. The researchers proposed that these negative perceptions were the
product of social, cultural or institutional factors. Obviously, this study also indicates that
mental health workers exhibited varying levels of professional stigma towards people with
mental health problems. In this respect, reference to Al-Krenawi and Graham’s (2000)
Culturally Sensitive Practice with Arab Clients in Mental Health Settings was indicated, in
order that awareness could be raised in respect of culturally focused social worker, irrespective
of whether this concerns Arabic people with mental health problems in Arab regions of the
world or in the West. Such concerns include sensitivity to gender, religion, family position,
community status, and mental health service usage characteristics in Saudi Arabia. When
considered in Western scenarios, acculturation should be added to the preceding sensitivities,
as these sensitivities form the cornerstone of mental health worker involving Arab mental
health clients. Al-Krenawi and Graham (2000) highlight the importance of short term, directive
methods, with communication that is informal and passive, with sensitivity to individuals’
concepts of external control loci and their characteristic means of communicating distress.

Similarly, traditional approaches may be incorporated into modern ones, where circumstances
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indicate this may be beneficial (Al-Krenawi & Graham, 2000).Yusuf, Nuhu and Akinbiyi
(2009) noted that mental health professionals need to apply focus to the exigencies of people
with mental health problems and their care providers, both in terms of information provision
and the definition of correct time in which such care providers can express their concerns and
receive counselling. Furthermore, the findings of the present research study corroborate these
findings, where the majority of interviewees stated that: “social integration of the people with
mental health problems is the optimal therapy for them”; “An individual should be admitted to
hospital at the first sign of mental health problems”; “Isolation of the people with mental health
problems from society is necessary”; and “When dealing with people with mental health
problems, it is necessary to bear in mind that their behavior can be unpredictable”.

The findings of the present study point to the significant ambivalent attitudes exhibited
regarding people with mental health problems. From this study was shown that participants
seemed to believe that treatment for individuals with mental health conditions should be
provided at the community level, while it was also the opinion of this group that individuals
should be admitted to the hospital upon exhibiting symptoms of mental disturbance. These
findings supported by one work that was conducted in German to assess the health workers
and social attitude towards people diagnosed with mental health problems by Angermeyer,
Matschinger, and Schomerus (2013), however, even though they achieved similar results,
which in turn support the general and increasingly prevalent opinion that people with mental
health problems should be treated in hospitals with the facilities necessary for their treatment.

Currently, this significant trend of stigma towards people with mental health problems
shows no signs of abating. In these study findings, which were consistent with Reavley et al.
(2012) and Angermeyer et al. (2013), similar conclusions concerning attitudes towards people
with mental health problems have been drawn in other international contexts, such as in the
USA, as well as many countries in Europe and Australasia. On the other hand, very little has
been published about emotional reactions to people with mental health problems, except
descriptions of the fear of violence. However, one work that was conducted in the south-eastern
USA by Acker and Lawrence (2009), that questioned students, asked them to imagine meeting
people who may or may not have been diagnosed with schizophrenia. Meanwhile, the three
physiological measures of stress, namely brow muscle tension, palm skin conductance and
heart rate, were discussed during imaginary meetings. ‘Labelled® individuals were compared
with ‘non-labelled‘(Crisp et al., 2005; Thornicroft et al., 2007), self-reported negative attitudes
of stigma towards people with schizophrenia is also associated with this tension (Thornicroft

et al., 2007), one reason why individuals avoid those with mental health problems is due to
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physiological arousal, which manifests itself as unpleasant feelings (Crisp et al, 2005;
Thornicroft et al., 2007). Moreover, the findings of the present research study corroborate these
findings with most interviewees stated that: “The people with mental health problems may
seem to be normal, but one must always remember that they are not”; and “People with mental
health problems and individuals with mental health are two different things”. One of the main
problems is a lack of real knowledge; although there is an abundance of information in the
public domain nowadays (Crisp et al, 2005). However, most of it is inaccurate. Accurate
knowledge of mental health problems, sometimes called “'mental health literacy,' is insufficient
(Crisp et al., 2005). For example, in a survey carried out in England in 2003, it was shown that
55% believed that this statement was correct and accurate; someone who cannot be held
responsible for his or her own actions can be assessed as an individual with mental health
problems; 63% thought that less than 10% of the population would experience mental health
problems at some time in their lives (Department of health, 1996).

Moreover, it has been accepted through evidence that deliberate interventions to improve
public knowledge about depression can be successful, which lead to a marked reduction in
stereotyping of people with mental health issues (Department of health, 1996). For example, a
campaign was conducted in Australia to increase public awareness about depression and its
treatment. However, some states and territories received an intensive and coordinated program,
whilst others did not (Jorm et al., 2005). In the former states, people became better at
recognizing the features of depression, and thus, were more likely to support help for
depression, or accept treatment with counselling and medication (Jorm et al., 2005).

Many government surveys were conducted in England between 1993 and 2003, which
revealed a mixed picture, as on the one hand there were some clear improvements. For instance,
the proportion that thought that people with mental health problems could be easily
distinguished from ‘normal people' fell from 30% to 20% (Schulze & Angermeyer (2003).
However, views became significantly less favorable for mental health sufferers over this
decade for several reasons (Thornicroft ef al., 2007; Hogg & Holland, 2010). For example, the
proportion that believed that residents have nothing to fear from people coming into their
neighborhood to obtain mental health services decreased from 70% to 55% (Hogg & Holland,
2010). In addition, the findings of the present research study corroborate these findings, where
many interviewees stated that: “Individuals suffering from mental health issues are considered
a burden on others”. An increase in the spread of knowledge about mental health problems
does not necessarily improve either attitudes or behavior towards people with mental health

problems (Thornicroft et al., 2007).
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Additionally, most interviewees stated that: “I would feel anxious or very uneasy in the
presence of the person with mental health problems”, “People with mental health problems
would terrify me”,” When I am around someone with mental health problems, worry that he or
she might harm me physically”, the findings of the present study point to the significant
convergent between emotional reactions with negative attitudes exhibited regarding people
with mental health problems. In general, typical negative attitudes with emotional reaction
towards people with mental health problems include fear, anxiety and stigmatization; a finding
that is corroborated by Angermeyer et al. (2013). Furthermore, a cross-sectional analysis of
data gathered of public attitude towards people with mental health problems in Germany 2011
has indicated that biogenic beliefs concerning causation are relevant in the desire to separate
people with mental health problems from the rest of society (Angermeyer et al., 2013).
Angermeyer et al. (2013) noted that societal concern regarding people living with mental health
problems is also instrumental in the forming of public opinion about the compulsory admission
to hospital of such individuals.

Research by Pilgrim and Rogers (2005), concerning the stigmatization of people with
mental health problems in Germany, is particularly concerning in view of the stubbornly
prevalent negativity towards people with mental health problems in that country, despite many
attempts at reforming public opinion over the last decade. Such attempts have, however, been
regionally focused, and therefore, unlikely to achieve the scope of national measures, such as
the campaign recently implemented in the UK (Cutts, Fieldhouse, & John, 2009). These
differences of opinion may potentially be linked to a lack of resources and the existence of a
treatment shortfall for mental health conditions. As was discussed in the literature review, the
phenomenon of professional stigma exhibited toward people with mental health problems is
increasingly evident in Saudi Arabian society, and as such, the impact of stigma toward people
with mental health problems may cause a delay in providing mental health care services
(Alshareef, 2014).

Moreover, the findings of the present research study corroborate these findings, “Negative
social factors are at the root of mental health problems”; “The arguments of local employees
against the establishment of mental health services in the health care center are well founded”;
and “It is therapeutic for the people with mental health problems to be integrated in health care,
but disadvantageous to the other patients”. These findings supported by Qureshi et al. (2013),
a community mental health service is a complex process that faces several important barriers,
while many of these barriers are at the policy level. These may occur when there is a lack of

adequate mental health policies and legislation. Meanwhile, there may be insufficient budgets.
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Sometimes, there may be procedural discrimination against persons with mental health
problems, in terms of limited or lack of health insurance (Corrigan, Druss, & Perlick, 2014).
Indeed, some barriers are found within the health care system, which includes disproportionate
resources being used up by large institutions. This can lead to a reduction in investments in
community-based services. Other barriers include: a lack of integration of mental health care
services with the general health system; a lack of integration between mental health care and
social care systems, which include poor coordination with housing; welfare and employment
services; “lack of coordinated partnerships between statutory and non-statutory mental health
services, including the voluntary and independent sectors; inadequate training of staff across
all systems” (Taylor ef al., 2009, p. 1). In Europe, many of these barriers have been tackled to
ensure long-term care for people with mental health problems (Corrigan ef al., 2014). Initially,
many of these efforts began with the development of new pharmacological treatments for
psychoses (Corrigan et al., 2014). Consequently, these have radically changed the prognosis
of mental health problems, “especially with the emergence of new psychosocial interventions
and new concepts of mental health care organizations that have occurred in several European
countries” (Ahmed, Mugen, & Wenbo, 2008, p. 55; Corrigan et al., 2014, p.70).

Overall, a better framework of care has been established; for example, “sector psychiatry in
France, social psychiatry and mental health in primary care in the UK, and psychiatric reform
and deinstitutionalization in Italy became significant landmarks in this initial evolution”
(Corrigan et al., 2014, p. 37). In addition, a multitude of further developments have taken place
throughout Europe, following on from these early initiatives, these have helped to advance
mental health care in many countries (Corrigan et al, 2014). These have included
improvements in the living conditions in psychiatric hospitals, further improvements in
community services, the integration of mental health care with primary care, advances in
psychosocial care (housing, vocational training), legal protection of the human rights of people
with mental health problems, “and increasing participation of users and families in the
improvement of policies and services” (Corrigan, 2004, p. 614). Undoubtedly, it was shown
that suffering discrimination could lead to personal acceptance of stigma, which can lead to the
onset of self-stigma (Goffman, 1963). Hence, people with mental health problems may begin
to believe the negativity from others about their condition. They begin to believe that they are
unable to recover, undeserving of care, dangerous or to blame for their own mental health
problems (Corrigan et al., 2014). This can lead them to feel shame, low self-esteem and create

an inability to accomplish their goals (Goffman, 1963). Self-stigma can also lead to the
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development of the “why try” effect, whereby people believe that they are unable to recover
and live normally so “why try?” (Corrigan et al., 2014, p. 37).

To avoid being discriminated against, some people may try to avoid being labeled as having
“mental health problems” or “mentally ill” by denying or hiding their problems and refusing
to seek care (Corrigan, 2004). Structural stigma, i.e., a stigma that is part of social and
institutional policies and practices, presents additional large-scale barriers to appropriate
mental care by undermining opportunities for people to seek help (Ahmed et al., 2008). This
lack of equality between resources for mental health and other healthcare, as well as the lack
of funding for mental health research and use of mental health history in legal proceedings,
such as in legal custody cases, all present structural barriers for those with mental health
problems (Corrigan et al., 2014). Barriers may result in individuals not seeking help in the first
place, even though they require it. It is thought that knowledge; culture social networks and
mental health team can influence the relationship between stigma and access to care
(Thornicroft, Rose, & Mehta, 2010). For example, mental health problems and potential
treatment can lead to the development of stigma and discriminatory practices, as the cultural
factors can also have “an influence on the types of behaviors that are thought to violate social
norms and the degree that discrimination against persons who display unorthodox behavior is
accepted” (Corrigan et al., 2014, p. 614). For instance, social networks and mental health
therapy can also “have a huge impact on people’s decisions to pursue treatment, serving either
to enhance feelings of stigma or to encourage care seeking” (Corrigan, 2004, p. 614).

The impact of knowledge, culture, networks, and mental health professionals on people’s
decisions to access care, means that many public-health and policy initiatives, which are meant
to encourage seeking help, have focused on educating people about a mental health issue, to
combat harmful stereotypes related to mental health problems and treatment. Treatment can
also be encouraged by addressing cultural barriers to care that include supportive networks in
treatment plans (Ahmed et al., 2008; Corrigan et al., 2014). “Legislation, such as the
Americans with Disabilities Act of 1990, the Mental Health Parity Act of 1996, the Medicare
Improvements for Patients and Providers Act, the Paul Wellstone and Pete Domenici Mental
Health Parity and Addiction Equity Act of 2008, as well as most recently, the Affordable Care
Act 0f 2010, have all served to protect people with mental health issues from all discriminatory
practices” (Corrigan et al., 2014, p. 40). In more recent times, there has been a greater focus
on discrimination. This is the most obvious consequence of stigma, as it acts as a huge
disadvantage to people who are stigmatized (Carter & Golant, 2013). What interesting in USA
first Lady, Rosalynn Carter, along with Rebecca Palpant Shimkets and Thomas (Carter &
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Golant, 2013, p.6), who founded Bornemann of the Carter Centre Mental Health Program,
“describe the challenges faced in trying to reduce the stigma of mental health problems and
increasing access to care”. Many legislative efforts spearheaded by the Carter Centre have
helped create or change a public law, to protect the rights of people with mental health issues
and ensure equality for mental health services together with other services. These laws have
often served to force structural changes. However, the hope is that legislative efforts will
eventually lead to true changes in attitudes towards mental health problems (Corrigan, 2004;
Carter & Golant, 2013). Indeed, the Carter Centre has been very successful, even though more
work needs to be undertaken. Specifically, integrated research is vital, and thus, this type of
research ultimately connects the mental health, public health, education and primary care fields
together. The authors of this report and commentary believe that such integrative efforts can
help to build a strong network of systems and professionals teams in mental health care services
that will encourage access to health care, without the fear of stigma (Thornicroft et al., 2007,
Corrigan et al., 2014).

The findings of this study are also shown by Lauber and Rossler (2007), who suggested that
in the East countries, it is common to stigmatize and discriminate against people with mental
health problems. People with mental health problems are typically regarded as being likely to
demonstrate aggression and to be a danger; factors which encourage the maintenance of social
distance (Gillard et al., 2010). Lauber and Rossler (2007) additionally noted the prevalence of
superstition and the influence of “magic” and religion in relation to mental health problems.
What is more, the efficacy of treatment and care provided by mental health services for people
with mental health problems is also frequently called into question. Stigma is commonly
present within the family, and families themselves may experience stigmatization,
disapprobation and social denigration because of a family member having mental health
problems. This is frequently manifested in matters pertaining to marriage, marriage breakdown,
divorce and exclusion. Moses (2010) noted that psychological disorders attract negative
opinions, in contrast to bodily disorders, with the result that psychological disorders are
frequently conceptualized in bodily terms in the USA. This phenomenon separates those in
need from available help and treatment, and so exacerbates the stigmatization of people with
mental health problems. This is particularly felt by patients of the services, who see stigma as
an obstacle to their requesting support in the first place (Schomerus & Angermeyer, 2008).
Lauber and Rossler (2007) additionally noted that mental health professionals engaged in the

case of those with mental health problems are frequent sources of stigmatization.
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This review demonstrates that the stigmatization of people with mental health problems by
mental health professional, which is especially prevalent in this study. It is also clear that, in
the East countries, the elements of stigmatization beliefs concerning the causes of and attitudes
towards people with mental health problems and the outcomes of seeking help have more
similarities with than differences from those typical of Western counterparts such as in the
USA (Moses, 2010). Hence, the cultural aspects noted in the stigmatization of people with
mental health problems will be examined in depth in Phase 2 (Qualitative Discussion). The
study by Read and Law (1999) suggested that need to evaluated how mental health
professionals displayed negative attitudes towards individuals with mental health problems.
Later research supports these findings (Nordt ez al., 2006), with the research’s findings in the
West countries providing this study with more clarity in relation to the mental health
professional’s stigma towards people with mental health problems. This also applies in Saudi
Arabia, although it was not possible to find a similar study of professional mental health teams
in Saudi Arabia within contemporary literature.

Finally, the quantitative results showed that the professional mental health team held a
professional stigma towards people with mental health problems in Saudi Arabia. Nonetheless,
as previously mentioned, research has only recently begun to address the issue of stigma
displayed by mental health professionals (Schulze & Angermeyer, 2003; Lauber & Rossle,
2007). Hence, various aspects noted in the stigmatization of people with mental health

problems will be examined in depth in Phase Two- Qualitative Discussion.
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Discussion Phase Two

The thematic findings relative to previous research

To summarise, relevant information to assist in the interpretation of the qualitative data was
obtained by carrying out the focus group, which emphasised four key themes of importance to
mental health professionals’ team. With respect to these research questions, the major themes
and sub-themes were explored through discussion of the findings from the qualitative results.

Theme 1: Experiences of stigma possessed by professionals (toward people with mental
health problems), addressed research question 1; To what extent have mental health
professionals personally experienced stigma in relation to their work with people with mental
health problems in Saudi Arabia? Theme 2; Causes of professionally-held stigma, addressed
research question 2; What are the causes or factors in Saudi Arabia that may lead to mental
health professionals holding stigmatizing views towards people living with mental health
problems? Theme 3: Impact of professional stigma on mental health services, addressed
research question 3; How do mental health professional teams in Saudi Arabia influence issues
of professional stigma in mental health services? Theme 4: Interventions recommended to
minimize stigma in general and professional stigma addressed research question 4; Explore
how Saudi Arabia's mental health care service has enhanced the level of resources and
standards of care available to mental health care users, and to what extent can the provision
of a mental health care service contribute to the diminishment of the stigma that surrounds

people living with such a problem?

1- Experiences of stigma held by professionals (toward people with
mental health problems).

The focus group reported on the theme of “Experiences of stigma from mental health
professionals”, which was consistent with the themes of: (a) Negative feelings; (b) Positive
feelings; (c¢) Diagnosis; (d) Relationships and interactions; (e) Acceptance; and (f) Stigma
experiences within marital relationships (endorsed to some extent by all five participants),
addressed research question 1; To what extent have mental health professionals personally
experienced stigma in relation to their work with people with mental health problems in Saudi
Arabia?; this corresponded with Corrigan and Watson (2002), who recognised that the actual
experiences of people with mental health problems experiencing professional stigma must be
taken into account. Therefore, the findings of this study inform the discussion of the theme

“Experiences of stigma from mental health professionals”. Hence, the phenomena of
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professional stigma towards people with mental health problems may be explored. As
mentioned in the literature review, research concerning the issue of stigma among mental
health professionals towards people with mental health problems is in its nascence (Schulze &
Angermeyer, 2003; Lauber & Rossle, 2007). It is evident from the results of this study that the
theme of “Negative feeling” is significant, as endorsed by participants. Similarly, as described
in this study, many articles have shown that professional stigma; social stigma and negative
attitudes exist towards people living with mental health problems (Schulze & Angermeyer,
2003; Chang & Horrocks, 2006). A strong theme of the focus group discussion provided
background information about the stigma that they held toward individuals with mental health
problems and alluded to the negative feelings expressed within their interactions and dealings
with people that have mental health problems. Likewise, the focus group members also
reported stigmatising other people that they had encountered based on anger felt towards
someone with mental health problems in their workplace. Corrigan et al. (2006) describe how
with respect to individual circumstances, various emotional and behavioural responses arise in
individuals to whom achievements or failings are attributed. These findings are consistent with
those of a study in the USA by Ahmedani (2011), who reported that individuals with mental
health problems, who are deemed responsible for their mental health problems, tend to display
feelings of heightened anger, which subsequently invoke a discriminatory response from
members of the professional mental health team when such individuals seek mental health care.

The findings of this study also corroborate elements of the existing research evaluated in
the literature review, including work by Acker and Lawrence (2009) in the USA, which
indicates that a growing trend of discrimination by mental health care professionals exists
towards people with mental health problems. The suggestion by Link ez al. (2004) that effective
response is influenced by unpleasant generalizations and social isolation reinforced in the
existing literature, in concurrence with Ruiz and Miller (2004) and Lauber et al. (2006) in
Swaziland. They noted that the negative attitudes exhibited by some mental health
professionals, and their associated behavior towards people living with mental health problems,
can be portrayed as stigmatization on the part of the mental health profession. However, such
stigmatization exhibits markedly little difference to that exhibited by members of the public.
Indeed, those focus group members who divulged their stigmatizing behavior reflected the
findings of this study. These findings are consistent with the study by Corrigan (2004, p. 614),
perceptions about mental health among the public are reflected in the wide range of perceptions
of stigma displayed by mental health professionals, and are therefore frequently noted.

Furthermore, the work of Thornicroft ef al. (2007) in the UK found that stigma could have a
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negative impact on the lives and well-being of people who experience mental health problems.
These findings are consistent with those of a study conducted in Switzerland by Nordt et al.
(2006) in which psychiatrists were shown to have preconceived negative opinions of those with
mental health problems. With respect to the statements made by the author in the literature
review chapter, professional and social stigma may further exacerbate mental health problems
due to the negative effects it can exert on an individual’s life. Consequently, this may engender
feelings of inferiority or inequality in individuals with mental health problems. As a member
of the focus group, who was a psychiatrist posted, it is difficult not to develop negative opinions
and attitudes towards people living with mental health problems which, due to (Goffman, 1963;
Crocker, 1999), can make the mental health professional’s role as a career even more
challenging. It is, therefore, important to understand the extent to which mental health
professionals are influenced by holding such views when relating to people with mental health
problems (Chou et al., 1996), particularly with respect to mental health professionals in Saudi
Arabia.

These study findings are also consistent with some aspects of the study by Chou et al.,
(1996) and Wahl and Aroesty (2010), whereby attitudinal surveys found that people living with
mental health problems would prefer not to be seen by a psychiatrist, but would prefer to be
treated by other health care specialists in order to avoid the stigmatizing attitudes believed to
be inherent in interactions with mental health professionals (Corbiere et al., 2012). At the same
time, the focus group participants noted the significance of a “Positive attitude” as a theme
that alleviates negative feelings, as endorsed by participants. Based on focus group
participants’ responses, suggestions were offered concerning the delivery of therapeutic and
mental health care plans to people living with mental health problems, without exhibiting
stigma against such individuals. As stated by Wahl and Aroesty (2010), many reasons exist
which explain the significance of acquiring an understanding of how health professionals
perceive the individual.

This discussion establishes the contributions made to existing knowledge through this study,
concerning the importance of eliminating the stigma held by those participants in respect of
people with mental health problems, particularly those situated within mental health care
institutions. Indeed, participants reported using a positive attitude as a way of avoiding negative
feelings towards those individuals. It has been suggested that health care experts frequently
hold prejudiced opinions in relation to those with mental health problems, and subsequently

act on these after determining that a patient belongs to this category (Thornicroft ef al., 2008).
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It can be suggested that, if patients encounter stigma within their communications with
experts (who have a duty to be supportive and sensitive), participants stated how they would
hold a stigma toward people with mental health problems, although they would try to eliminate
these feelings to establish good therapeutic relationships with these individuals. The provision
of a good mental health care plan for people with mental health problems is therefore required,
encompassing an initial understanding of the mental health problems, the nature of the
condition in question, and acceptance of people with mental health problems from a therapist
perspective. Consequently, the implementation of such a care plan would result in decreased
stigma held within and demonstrated by professionals toward people with mental health
problems.

The role of a mental health professional also involves attempts to understand people with
mental health problems and mental conditions, by exercising tolerance and understanding of
the individual situation, a function that lies within mental healthcare services. These findings
are consistent with the study by Sévigny et al. (1999), which revealed that, while mental health
nurses in China tended to justify negative perceptions towards people with mental health
problems, psychiatrists had greater optimism regarding the possibility to reintegrate people
with mental health problems into society. The focus group participants felt that it was important
to demonstrate positive attitudes, which they thought could help them alleviate the stigma they
exhibit towards people with mental health problems. For instance, mental health workers
should they succeed in modifying their perceptions, thoughts, attitudes and behaviours, they
believed they could enhance the services they provide to people with mental health problems.
There has not been much research regarding stigma, which has been on an international scale
(Corrigan et al., 2014). However, evidence on effective as well as cost-effective interventions
remains highly limited. Steps to redefine this gap in knowledge through careful evaluation of
different interventions are vital, as interventions should reduce the exclusion, which leads to
the stigmatization, prejudice and exclusion of many citizens in the community, as well as the
mental health team (Kuoppala et al., 2008).

In truth, reduced mental health has considerable personal and economic impacts across the
world (Corrigan et al., 2014), as stigma and discrimination associated with poor mental health
aggravate these impacts (Bahora, Hanafi, Chien, & Compton, 2008; Kuoppala et al., 2008).
Consistently, evidence points towards societies’ strongly negative attitudes towards people
with mental health problems (Corrigan et al., 2014). There is an accurate view that they
represent a danger to the community; a view strongly reinforced in the media (Compton,

Bahora, Watson, & Oliva, 2008).



187

What is more surprising relates to the fact that negative attitudes are not only found among
the public but even among mental healthcare professionals. Consequently, these negative
attitudes invariably contribute to social exclusion (Corrigan et al., 2014). For instance, this
reduces the likelihood of an individual becoming employed or accessing healthcare services
(Kuoppala et al., 2008). Subsequently, this has resulted in officers feeling increased self-worth
regarding working with people in crisis (Bahora ef al., 2008; Corrigan et al., 2014), as well as
increasing knowledge and more positive attitudes towards people with mental health problems
(Compton et al., 2008), together with reducing stigma shown towards people with mental
health problems (Bahoraet et al., 2008; Compton et al., 2008; Corrigan et al., 2014).

Internationally, there has been a surge in research conducted into mental health problems,
largely in an attempt to remove the negative stigma that is often attached to people with mental
health problems (Penn & Martin, 1998; Corrigan & Watson, 2002; Zartaloudi & Madianos,
2010; Parle, 2011). The focus group participants also felt that it was relevant to explain the
importance of diagnosis in relation to stigma. Concerning negative feelings’ causation and the
reasons associated with stigma towards people with mental health problems, the substantial
theme in relation to this study of “Diagnosis” severity was identified, as endorsed by
participants. Additionally, the findings of this study are consistent with some of the literature
reviewed, e.g., Nordt et al. (2006) research, whereby psychiatrists were shown to have
preconceived negative opinions of those with mental health problems.

The participants in the focus group discussion reported that their encounters with stigma
were associated with the severity of the diagnosis or the extent of the symptoms of people with
mental health problems. Their dealings with people with mental health problems would,
therefore, depend on the type of case, the severity of the diagnosis, and their own ability to
manage such individuals (or not,) when providing healthcare services in mental health centres
or in their private lives. Moreover, the diagnosis factor was shown to be one of the main reasons
for a mental health professional to hold a stigma toward individuals with mental health
problems. Experiences of stigma held by professionals towards those with mental health
problems, particularly with respect to the participants’ statements within this discussion, imply
that the diagnosis plays a role in stigma held by mental health professionals, depending on the
nature of the condition in question. For example, professional mental health providers tend to
avoid interactions with individuals with schizophrenia, bipolar or borderline personality
disorder. It can be stated that in the context of stigma against mental health problems,
impressions of dangerousness have been associated with elevated fear of individuals with

schizophrenia and with feelings of anger rather than empathy (Angermeyer & Matschinger,
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2003; Angermeyer et al., 2004; Emma et al., 2010). In taking the stance that pity represents a
mundane reaction, individuals with depression are more likely to elicit empathetic responses
from society than those with schizophrenia, which Angermeyer and Matschinger (2003) claim
to correlate with more fear and anger. The work of Corrigan (2004) may also be of benefit
when describing the associations between the understanding, feelings, and responses of society
towards these individuals. With respect to the diagnosis of people with mental health problems,
these findings in my study are consistent with some of the literature reviewed in this study,
including a study by Eker and Arkar (1991), which clearly indicated that many Turkish mental
health nurses sought to avoid dealing with cases of paranoid schizophrenia more than cases of
both anxiety and depression. Indeed, per the study and the results of Ratner and El-Badwi
(2011), the diagnosis and treatment of mental illness in Saudi Arabia are, unsurprisingly, very
much influenced by rigid social rules and customs. It is thus essential that mental health care
professionals take these issues into consideration when attempting to treat people with mental
health problems. Markham (2003) found in the UK context that mental health staff generally
were most pessimistic about people with a borderline personality disorder (BPD) diagnosis and
were most wary about working with such individuals.

In addition, these mental health professionals were particularly wary concerning
individuals with a BPD and schizophrenia, for reasons of dangerousness and social distance.
In other UK-based research concerning mental health nursing staff attitudes towards people
with a personality disorder (PD), Webb and McMurran (2007) found that mental health nurses
expressed concerns relating to feeling insecure, being accepting towards people with a PD, and
feeling that their work is useful, as such concerns were more pronounced than those of their
counterparts working in other mental health scenarios; they did, however, express opinions
which indicated that they enjoyed nursing individuals with a PD. Those mental health nurses
who voluntarily took part in an awareness workshop were found to enjoy their work with
people with a PD more; be more accepting of them; and felt their work was useful to a higher
degree than their counterparts who did not participate. Accordingly, conversations with mental
health nursing staff reveal that they need guidance on matters of security and acceptance of
people with a PD, and they need to be assured that their work is useful. The focus group’s
participants’ views indicated that the relationships built between mental health professionals
and those for whom they care for are substantially contingent upon the themes of positive
emotions, negative emotions and the diagnosis severity.

Another significant theme to emerge from the present study concerns “Relationship and

interaction”, as endorsed by participants. The findings of this study demonstrate that the
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experience of stigma by an individual had negatively impacted their relationships with others.
For example, professional mental health participants noted in the focus group discussion that
they prefer not to become involved in a relationship with people with mental health problems,
and cannot tolerate any people with mental health problems or with those personalities.

Likewise, previous studies have supported these outcomes (e.g., Wahl, 1999) whereby
individuals experiencing fear in the USA were typically more prone to seek separation from
people with mental health problems (Angermeyer et al., 2004; Corrigan, 2004; Angermeyer &
Matschinger, 2005). Work by Haghighat (2001) has further identified the developmental nature
of fear in instigating a desire for separation from individuals of unpredictable behaviour. The
outcomes of the present study further revealed that participants struggled to avert dual
relationships (relating to the social and professional relationship at the same time), and thus,
limits the capacity to understand the negative result of their dealings and relationships with
those people with mental health problems on their own personal emotions and wellbeing. This
explains why mental health professionals prefer to deal in professional relationships with
people with mental health problems within mental health care centres. The participants also
reported that, by ensuring this, they could provide mental health care services to people with
mental health problems, whom they would otherwise be unable to tolerate in a more social
context, and would prefer to avoid, due to their stigma towards such people. Similarly, these
findings are consistent with Kua et al. (2000), who reported that outpatient mental health
practitioners in Singapore showed a higher proportion professionally, held stigma towards
individuals with mental health problems, the perceptions of the mental health professionals
regarding aspects of patient care and social distance. Moreover, the findings of this study also
suggest that social relationships with people living with mental health problems can damage
the wellbeing of the participants, thereby and interaction leading to an increased feeling of
stigma toward these people with mental health problems.

These findings are consistent with those of Crabtree (2003), in Malaysia, which relate to
psychiatrist reports of the likelihood of patients who are psychotic becoming violent during
assessment prior to hospitalisation, whereas mental health nurses were more concerned with
possible dangers related to the monitoring of non-psychotic patients. In addition, the findings
in the literature review related to the term ‘stigma’, which show that it can be described as ‘the
circumstances of the mental health patient who is excluded from complete social inclusion’
(Goffman, 1963, p. 248). What is more, other research suggested that hospital staff, particularly
women, reported expectant fear of admitting psychiatric patients for therapy in a non-specialist

clinical environment (Crabtree, 2003).
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The focus group’s participants brought useful reflection based on their professional
experience, raising issues regarding how to be more accepting of people with mental health
problem. The findings from the present study revealed another significant theme of
“Acceptance”, as endorsed by participants. The focus group’s participants suggested finding
ways to increase the acceptance of people with mental health problems. While the social
interaction with those people with mental health problems is not easy for professional mental
health teams. Additionally, professional mental health participants noted in focus group
discussion, that the importance of accepting those people with mental health problems, and
keep interacting with them inside the community, in order to refrain from excluding people
with mental health problems from the community which was an observation supported by the
work of Corrigan and Miller (2004), together with Kokanovic et al. (2006).

Consequently, this situation can further contribute to social rejection by family members,
leading to feelings of inferiority or discrimination (Yang et al., 2007). Additional effects related
to health, such as social isolation, discrimination, and prejudice, also accompany mental health
problems. In agreement with the work of Doody and Doody (2015), the outcomes have
indicated that all the negative observations, particularly those expressed by the mental health
team, can be prevented with simple modifications to everyday life, better health care
provisions, and improved clinical approaches.

Additionally, the participants in this study raised the issue of how the previously considered
themes influence their views on marriage with people with mental health problems. This
consideration was not diagnosis-specific. In consequence of this, a significant theme emerged
concerning “Stigma experiences within marital relationships”, as endorsed by all five
participants. The focus group participants considered that incidents of stigma reported by
individuals had an unwanted effect on their personal relationships, particularly with their
spouse. Several participants in the study indicated that their own perspective and interactions
with people with mental health problems and stigma allowed them to develop empathy for the
affected individuals and strengthen their professional outlook, and the intervention suggested
by the study’s participants concerned the acceptance of those with mental health problems
marrying. This consequently raises concerns with respect to the person with mental health
problems being able to understand and take up the responsibilities of marriage, which is
informed largely by their diagnosis severity. Nevertheless, other participants provided another
perspective on this matter, noting that it is very difficult to accept this idea, especially in Saudi
Arabian society, which will not accept such a relationship, and that the familial stigma

associated with people with mental health problems can be problematic in terms of extension
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into community relations and societal relations (Yang et al., 2007). Indeed, this idea can be
difficult to accept, especially in Saudi Arabian culture. Similarly, these findings are consistent
with the study of Morgan ef al. (2007), who reported that some mental health professionals in
the UK did not consider people with mental health problems to can achieve any real objectives.
In addition, these findings support those of Dalky (2012), suggesting that, in general, marriage
in the Middle East to an individual with mental health problems is socially difficult to accept,
meaning that the family of an individual with mental health problems will disregard his or her
issues, as they will shame the family name and decrease the chance of marriage; this scenario
1s a common occurrence in Saudi society.

Therefore, the three primary social influences in this respect are the Islamic religion, Islamic
culture and heritage, as well as the Bedouin culture, all of which have also been significantly
influential in forming the distinctive characteristics of Saudi Arabia (Al-Shahri, 2002). Those
who marry an individual with mental health problems in an Arab country will, in general, risk
being rejected (either before or after the marriage has taken place) — a position that was
corroborated by Dalky (2012), who confirmed that the culture of Saudi Arabia and Arab
families are inimical to marriage to individuals with mental health problems. Similarly, other
work, such as the research by Abdullah and Brown (2011), confirms this view. A more general
study that juxtaposes ethnic and cultural beliefs and mental health problem stigmatisation
illustrate the diversity of cultural belief with respect to mental health. By way of example, some
Native American cultures stigmatise all people with mental health problems, whereas others
do not, or only partially do so, which is contingent upon the nature of the mental health problem
(Hogg & Holland, 2010; Ahmedani, 2011). In some Asian countries such as Egypt, Jordan,
Syria, and Lebanon where conformity, the suppression of emotions and personal achievement
according to familiarly and societally accepted criteria are held in high regard, those with
mental health problems are typically stigmatised and considered to be causative of family
shame (Hogg & Holland, 2010; Abdullah & Brown, 2011; Anderson, 2014). The cause of
stigmatisation, however, is not only socially predicated; mental health problems may be seen
to be unhealthy or detrimental to physical health. In relation to this, research conducted in 2003
among US citizens of Chinese and European ethnic origin were asked to comment in specific
ways on a scenario where a hypothetical individual had been diagnosed with schizophrenia or
a major depressive disorder (WonPat-Borja et al., 2012). The research participants were then
informed that the hypothetical individual’s professional diagnosis stated that the condition was

genetically acquired, partly genetically acquired, or had no genetic causation.
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Subsequently, the participants were asked for their views on their son or daughter entering
a relationship with, marrying or having children with the hypothetical individual. The results
showed significant differences in attitudes to genetic factors in respect of mental health
problems that divided along the lines that distinguished the participants of Chinese and
European ethnic origin, thereby confirming previous research into the cultural influence within

mental health problem stigmatisation (WonPat-Borja et al., 2012).

2-Causes of professionally held stigma

The theme reported by the focus group in respect of “Causes of professionally held stigma”,
was consistent with the theme of (a) Experience (b) Media (c) Community (d) Racism (e)
Religion (f) and Labels, as endorsed to some extent by all five participants, addressed research
question 2; What are the causes or factors in Saudi Arabia that may lead to mental health
professionals holding stigmatizing views towards people living with mental health problems.
In consequence of the discussions of the focus group, an initial significant theme to emerge
was concerned with “Experience”, as endorsed by all the members, particularly the psychology
participant in the group discussion. The “Experience” theme was discussed by the mental
health professionals, alongside related concerns, which determined levels of culture, practical
experience and education, to explore the phenomena of professional stigma towards people
with mental health problems. Furthermore, as mentioned in the literature review, Kitzinger
(1995) recommended persuading and motivating participating individuals to be more involved
and included in the dialogue taking place, thereby motivating them to speak about the subject
matter in question. This aligns with the sentiment that “thought seeks to penetrate the subjective
experience and establish the real, objective nature of the things as sensed by the individual”
(Wilson & Hutchinson, 1991, p. 263).

In this study, results have provided an overview of research relevant to the proposed study
discussed above, which clearly point to stigma towards people living with mental health
problems with respect to the subjectivists of the professional experience of a mental health
team. This could be attributable to the fact that reality is a matter of subjective experience and
perception, and is also subjectively interpreted by such society; these findings are consistent
with Kafle (2013). Another view of explaining that phenomenology is an expression of how
one aligns oneself with ‘lived experiences’ and of how one reflects on the way one experiences

the world (Dowling, 2004; Langdridge, 2007, p.4).
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As the phenomenon in this study of ‘lived experiences’ of professional stigma toward
people with mental health problems, these findings are consistent with Corrigan & Rao (2012),
in regards to view, attitudes, causes, and interventions amongst the professional mental health
team and effectiveness of mental health care services approved. In the focus group discussions,
one participant noticed how one’s background, together with experience, could lead one to hold
a stigma and negative attitudes towards those people living with mental health problems. The
findings of this study are consistent with Okasha (2003), who showed that the background of
culture, society and family setup could lead to different stigma related to mental health
problems. In the Saudi Arabian and Arabic culture, the family is the key social unit when it
comes to impact on mental advancement, illness behaviour or patterns, and health management
for members of that family. In fact, there are few research papers investigating the opinions of
families caring for people with mental health problems in Middle Est.

The findings of this study are consistent with those of Angermeyer and Matschinger (2003),
who note that the negative attitudes held toward people with mental health problems also affect
their family, friends and the mental healthcare professionals who must endure this stigma. This
is an important consideration, as mental health is one of the most pervasive challenges to the
development of effective and comprehensive healthcare in modern-day society in Middle
Eastern regions (Dinos et al., 2004). Moreover, this supports the findings by Vancampfort et
al. (2016), who found that the average Arab family unit believed that looking after a family
member living with mental health problems can potentially bring about disgrace for their
family name, as well as inspire fear, embarrassment and another social stigma, which may lead
to pervasive views reflected on people with mental health problems. In addition, it was found
that loneliness; shame and a feeling of seclusion were commonly found throughout different
Arab cultural countries.

There have been minimal efforts in Arab nations to define the stigma of mental health
problems and there appear to be no research papers investigating this phenomenon and its
effects on the people with mental health problems and those close to them. The stigma
associated with looking for health care and professional assistance is such that families avoid
the issue to lower the possibility of being disgraced (Stengler-Wenzke, Trosbach, Dietrich, &
Angermeyer, 2004). Most of the focus group participants noted that professional experience is
related to educational attainment, which in turn could be influential in the stigma held regarding
people with mental health problems.

Other influential factors in the stigma towards people with mental health problems

exhibited by mental health professionals could include; inter alia; the working environment;
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and day-to-day interactions and interlocutions with people with mental health problems. The
literature review indicates that, although mental health professionals interact with people with
mental health problems in comparable circumstances, they are likely to adopt different
approaches towards their interactions based on their respective training, regulation, job
description, legislative constraints and personal opinions (Alshareef, 2014). In addition, the
outcomes of this study are consistent with Holmesland et al. (2010), who explained how this
creates the issue of professional identity, which can hinder the progress of cooperation and
interdisciplinary action. Furthermore, Eker and Arkar (1991) suggest the significance of
determining whether discrimination and prejudice are prevalent in those who work in the
mental healthcare profession. Likewise, the findings of the present research are consistent with
Link et al. (2004), who suggested that, while stigma has existed throughout history, and is
based on social science concepts, it can cover a wide range of meanings, and has been described
by experts from many different backgrounds. The outcomes of this study are consistent with
Acker and Lawrence (2009), such individuals could apply their own personal experiences or
upbringings to their work, which are reflected in how they perceive and behave towards people
with mental health problems.

The findings also indicate that most influential factors concerning the stigmatization of
people with mental health problems originate from:

e Negative background;

e Negative conceptualization;

e The working environment, and the environmental interactions with those with mental
health problems;

e Knowledge and the level of education.

Consequently, any of these could result in mental health professionals to hold a stigma and
negative attitudes towards people living with mental health problems. As described by Bonney
and Stickley (2008) in England, individuals with mental health problems are distinguished
from other health service users, per society, and exhibit profoundly different therapeutic needs.
These people are expected to have difficulties with everyday functions and self-care, are not
self-reliant, and require assistance in making decisions (Corrigan, 2000). The participants in
the focus group discussion also identified negative portrayals in the media as a second reason-
informing stigma towards people with mental health problems. Indeed, this was believed to
operate at personal, social and professional levels. Hence, it has emerged from this study, the

significant theme of “Media”, as endorsed by participants.
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The findings of the present study also indicate that stigma has been found to be linked to the
media through unfavorable coverage and poor portrayals of those with mental health problems.
The media was held to be a primary source of information regarding mental health problems.
Most participants perceived the media as an important tool within Saudi Arabian society, which
has a responsibility and potential to improve mental health education, facilitate the
improvement of attitudes, as well as enhance the image of psychiatric patients and mental
health care services that are provided through community health care. As described by Pirkis
and Francis (2012) in Australia, the stigma experienced by individuals struggling with mental
health problems results from many of different factors, including inappropriate information
(ignorance), attitudes (prejudice), and behaviour (discrimination) through the media. Hence,
stigma can be defined as an attitude, which is reflected in stigma with discriminatory behaviour.

The conclusion reached by many studies is that the public derives most of their information
on people with mental health problems from the media (Coverdale et al., 2002). Furthermore,
stigma can also arise from the media’s portrayal of individuals living with mental health
problems. The findings of this study are consistent with Dinos ef al. (2004) in the UK, where
several individuals felt stigmatised from the moment that they were diagnosed with mental
health problems, and subsequently attributed this to the media’s portrayal of their condition.
Additionally, Huang and Priebe (2003) have explored the various ways in which the
stigmatisation of people with mental health problems is conveyed in comparative international
contexts through the media. This examination compared press coverage of professional mental
health team activity in the UK, the USA and Australia; in all, 118 items of press coverage
concerning mental health workers were reviewed. Consequently, the general tone in the three
countries was shown to be significantly negative, particularly in the case of the UK.
Comparatively, where the UK media did report positively, the subject-matter mostly concerned
research into mental health and the deliberations of conferences, rather than practice-focused
scenarios.

These study findings also represent a significant observation, as they indicate the need for
the stigma to be addressed societally, as well as to focus on practice. Byrne (2001) noted that
the media provides useful insight into the causation of stigmatisation, which is also an
important and, in many cases, the sole mediator of fact and opinion concerning mental illness.
The media is significantly characterized by stereotypes and form of ‘pandering’ to the
prejudices of the audience, as Byrne (1997) and Wahl (1999) noted that typical stereotypes of
mental health problems align with the Community Attitudes Toward Mental Illness (CAMI)

scales. In a similar study relating to television coverage of mental health problems, Wilson,
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Nairn, Coverdale and Panapa (2000) reviewed 128 programmes — mostly originating from the
USA — intended for juvenile audiences, which determined that 46% referenced mental health
problems pejoratively through epithets, such as, inter alia, bananas, cuckoo, freak, twisted and
wacko. Meanwhile, six programmes featured characters that were labelled consistently as
being ill and possessing no positive characteristics. Byrne (1997) noted that this labelling
theory suggests that children absorb stereotypical assumptions early in life.

Read and Law (1999) noted that journalistic stereotypes and those held by medical health
professionals in respect of mental health problems are substantially similar. What is more,
Wilson et al. (2000) considered partial and stereotypical media representation of mental health
problems to be the major and perhaps sole cause of stigmatisation, although this view has been
challenged. There has been a call for a far-reaching initiative aimed at preventing stigma, which
would counteract typical media representations of people with mental health problems and
replace them with more accurate and considered ones (McKeon, 1998). This proposal
effectively encouraged the use of the media to accomplish a sharp redress of its shortcomings.
Penn, Kommana, Mansfield and Link (1999) have developed an initiative situated in
educational scenarios that present case studies for reflection and consideration and, although
these could be beneficial, they are unlikely to be as influential as sensationalist press stories or
Hollywood representations of psychotic villains. McKeon (1998) noted that even ostensibly
positive media coverage of the mental health conditions of famous people, such as depression,
and the twinning of mood disorder with creative talent, may not be wholly beneficial and may
even be detrimental. Similarly, psychiatrists’ admission of mental health problems and
vulnerabilities may establish mental health problems in the popular mind as something that
may be infectious or contagious (Wilson et al., 2000).

Moreover, Salter and Byrne (2000) have suggested that benefit could emerge from
cooperation between psychiatry and the television industry, using television’s power to engage
and react using popular culture with a view to the establishment of people with mental health
problems in a positive light. Nevertheless, it remains necessary for mental health professionals
to remain vigilant in respect of inaccurate media reporting. An important issue that was raised
by the focus group participants concerns the motivating effect of stigmatisation of people with
mental health problems engendered by the Saudi Arabian society.

The emergent question in this respect concerns the degree to which Saudi Arabian society
is influential. This led to the focus group participants identifying the significant theme of
“Community”, as endorsed by all participants. Accordingly, mental health problems are

generally prevalent in societies and cultures of all kinds and in all locations. Mental dislocation,
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emotional disturbance, the feeling of anger or unhappy may all be conceptualised as mental
health problems, and are commonly felt by all people from time to time (Hogg & Holland,
2010). When trying to comprehend these statistics, family structure, social context,
socioeconomic status, the role of religion, and other belief systems must be considered (Karam
et al.,20006).

The findings of this study indicated that Saudi Arabian culture was indeed a factor that
contributed to mental health professionals harboring stigmatizing views of people with mental
health problems, as the professionals themselves are a part of that very society and culture.
These study findings suggested that of concern is the prevalence of these attitudes among
professional mental health workers, which are also embedded in Saudi Arabian culture and the
community, as stated in the literature review. Indeed, the World Health Organization (WHO,
2001, p. 6) emphasises the negative effects of stigmatisation on family life, social networks
and employment creating “a vicious cycle of alienation and discrimination which can lead to
social isolation, inability to work, alcohol or drug abuse, homelessness, or excessive
institutionalisation”. This supports a finding by Abdul Salam (2013), that determines the
significance and influence of social and religious factors on the native Saudi population and
the enormous number of migrants and expatriates (almost a third of the population) in the
country. Consequently, one participant reported that this culture could lead to stigmatising
views that those people who were living with mental health problems could not be accepted
and that this would negatively affect their lifestyle.

In regards to the literature review, it was stated that the fear of social stigmatisation means
that many individuals living with mental health problems do not receive the correct treatment
they require (Coverdale et al., 2002). In short, stigma can also give rise to a cycle of social
deprivation because of the chronic nature of the illness (Lee ef al., 2005). Moreover, the focus
group participants suggested that cultural influences lead to those with mental health problems
being regarded as dangerous. Thus, this phenomenon can lead to the neglect of individual rights
within Saudi Arabian society, which includes the right to marry, work, be supportive, receive
support, and become educated and secure health care. This accords with research by Dalky
(2012), which found that the average Arab family unit believed that looking after a family
member who is living with mental health problems could potentially tarnish their family name
with disgrace, as well as inspire fear, embarrassment and another social stigma. In addition, it
was found that loneliness; shame and a feeling of seclusion were commonly found throughout

Jordan and Morocco (Dalky, 2012).
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The stigma of being found to have mental health problems impacts the person’s recovery
through their hospital care system in the USA (Veltman et al., 2002, p. 114), “as well as the
quality of life for those with mental health problems and their families”, within their own
communities in the Middle East. The focus group participants noted that it is evident from the
Saudi Arabian society and culture that they express the idea of stigma through discrimination
and prejudice against those with mental health problems. Consequently, social stigma leads to
people living with mental health problems, and whilst doing so, they generally attempt to hide
these problems and not reveal their situation to others. These findings are consistent with the
studies by Corrigan and Miller (2004), as well as Kokanovic et al. (2006), which excluded
people with mental health problems from social life and can also lead to the social isolation of
their families. Moreover, Stuart (2005) points out that the professional stigma demonstrated
towards people living with mental health problems not only directly affects them through the
way others interact with them, but also influences their lives indirectly, in terms of prejudice
and discrimination.

In this study, it was found that those people with mental health problems possessed
inadequate personalities, with inferiority to the other normal people in a Saudi Arabian culture.
Furthermore, other findings in my research study reported on how different cultures exercise
and display contrasting views towards people with mental health problems. This also relates to
the status of their mental health and diagnosis, and how individuals with mental health
problems appear to others through that culture and the interactions, and relationships.
Furthermore, one participant suggested that social stigma could lead to the holding of prejudice
toward people with mental health problems, thereby negatively affecting their lives, as Saudi
Arabian culture tends to be cautious of people with mental health problems. These findings are
consistent with Okasha (2003), whereby the family is the key social unit in Arabic culture when
it comes to the impact on mental advancement, illness behaviours or patterns, and health
management for members of the family.

Another participant noted, however, that culture was the main reason for initiating or
maintaining stigma toward people with mental health problems. In addition, the participant
explained how stigma arising from cultural influences also had an impact on her, which related
to the stigma against people with mental health problems. The findings in this study are
consistent with Link ez al. (2004) analysis that stigma has existed throughout history, and is
often explained through the concept of social science; it can cover a wide range of meanings
and has been described by experts from many different backgrounds. This fact accords with

the research of Corrigan et al. (2000) that found that in the UK, negative opinions that demonise
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social ineptitude that, in turn, is frequently associated with mental health problems, are
problematic. These effects militate in favour of social isolation; personal disquietude and
reduced employment opportunities and in-work troubles frequently faced by those with mental
health problems.

The research of Crisp et al. (2000) corroborates that of Thornicroft et al. (2007), which
posits, in the context of the UK, that initiatives that seek to achieve public awareness in respect
of mental health problems can be beneficial in ameliorating the effects suffered by those
concerned. Looking ahead, a focus must be applied to determine which initiatives will be most
effective in moulding the public mind and, thereby, reducing discrimination against people
with mental health problems. Lauber ef al. (2006), however, noted that positive descriptions of
people with mental health problems were less concerned with their characterization, whereas
those negative descriptions were mainly concerned with their mental health problems. In
contrast, compared to the public in Switzerland, mental health professionals do not exhibit
relatively negative or positive stereotypes concerning people with mental health problems
(Lauber et al., 2006). Also, the Department of Health in the UK has published a Practical
Guide to Ethnic Monitoring in the NHS and Social Care, which addresses the provision of care
to people of all cultures and ethnicities (Hogg & Holland, 2010).

In the present study, it is indicated that the Saudi Arabian community is capable of
encouraging mental health professionals’ stigmatisation of people with mental health
problems. With regards to mental health professionals who are still a part of the Saudi
community and are integrated into the Saudi culture, it is shown that they experience negative
impressions from the community and the impact of their attitudes fosters a feeling of inferiority
among people with mental health problems, as highlighted in the literature review. This
situation can result in mental health care becoming limited, and with so many people to provide
for; families often decide to keep health issues hidden out of fear of social stigma or of being
perceived as unable to care for the family unit.

In general, within Arabic communities (as in Western ones), people with mental conditions
are frequently stigmatised, mocked, derided, and disregarded. This is because, for a very long
time, mental health presented problems that were linked to evil forces, ‘the evil eye’,
malevolent magic, violence, addiction, suicide, and sin (Pridmore & Pasha, 2004).
Additionally, these findings are consistent with Chou et al. (1996), in that stigma can lead to
social isolation and decreased the quality of life by restricting access to work opportunities,

housing and other basic needs.
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Consequently, “Racism” has been identified in this study as a significant theme, as
endorsed by one participant. As indicated in the literature review, the experiences of
individuals with serious mental health problems, which constituted the focus of the survey, are
shared to a certain extent by individuals with less serious mental problems, who are also
apprehensive about making their problems known to people in the workplace. Conflict based
on race occurs when individuals are subjected to racism, which may be defined as the
agglomeration of prejudice (attitude) and discrimination (behaviour) that is ethnically or
racially located (Silton et al., 2011). It is worth noting that racism may be either individual or
institutional, as mentioned by Gee (2002).

As Saudi Arabian society is significantly predicated upon by the customs and traditions
enshrined in the Islamic religion, it was considered that religion should be an important area of
discussion in the context of stigma formation and perpetuation. In consequence, “Religion”
has been identified in the study as a significant theme, which was endorsed by participants. As
described in the literature review, the legal system (Sharia law) in the Arab world is founded
upon doctrines from the Qur’an and a series of prophetic standards originally offered by the
Prophet Muhammad (Peace Be Upon Him) (MPBUH) (Abdul Salam, 2013). Furthermore, the
literature review demonstrates that when trying to comprehend these statistics, family structure,
social context, socioeconomic status, the role of religion, and other belief systems must be
considered (Karam et al., 2006). Therefore, these study findings have also considered;
nationality, religion, and cultural values as factors that affect stigma towards people with
mental health problems, as well as the relationships between health professionals and people
with mental health problems. As noted in the literature review, these findings are consistent
with the work of Abdul Salam (2013), whereby mental health should be considered in
accordance with its diverse cultural makeup. Hence, medical care must be provided in a way,
which treats a range of different religious beliefs with the same level of respect.

Cultural and religious beliefs can frequently be influential in relation to the
conceptualisation of mental health problems, and consequently inform attitudes towards people
with mental health problems (Hogg & Holland, 2010). As well as being influential with respect
to the extent to which individuals living with mental health problems experience social stigma,
beliefs about mental health problems can be of influence in determining such individuals’
attitudes towards seeking help and complying with prescribed remedial therapies and
medication (Nieuwsma et al., 2011). In consequence of this, it is important that personal and
cultural attitudes to mental health problems are fully understood if approaches to mental

healthcare are to be beneficial.
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The findings of this study also revealed that there was a shared impact of the origins of
mental health problems within the community; namely, that those who are suffering from
mental health problems were either cursed or lacking in religious conviction (Al-Shahri, 2002;
Ali, 2006). Another observation made by the focus group participants arose that, although the
mental health care provisions are improving, a large proportion of the care designed for
individuals with mental health problems is still managed by family members. The findings in
the present research indicated that in Saudi Arabia, a family is a sacred unit, and protection of
that unit is a religious duty.

It is interesting to note that the ‘not guilty because of insanity’ plea existed in Islamic
communities long before any Western nation decided to incorporate it as a legal judgment; if
you are ‘insane,’ you are not held responsible for your actions (even if they are in breach of the
law) (Wahass & Kent, 1997). Nonetheless, despite this sophisticated conceptualisation of
mental health problems in the Islamic world, a study conducted among US Muslims found that
even when they have positive attitudes toward mental healing, social stigma among Muslims
remains prevalent (Ciftci ef al., 2013). This is largely cantered on concerns regarding family
status in the community, in respect of which mental health problems are frequently considered
to engender shame (Aloud & Rathur, 2009). In addition, Shibre et al. (2001) found that, among
their cohort consisting primarily of Ethiopian Muslims, 75% had experienced stigma arising
because of familial mental health problems, and 36.5% stated that they believed that familial
mental health problems would have negative implications in terms of marriage and seek
treatment. In consequence of this, Muslim women with mental health problems are typically
reluctant to seek treatment or discuss their problem within their community due to fears for
their future or existing marriages (Thornicroft ef al., 2007). Thus, in my study of the belief
system that relates to the impact and attitude of religion, this is difficult to uphold, with several
members of a family looking to religious and traditional 'healers,' rather than attending a
certified medical professional, as described by Handzo and Koenig (2004). One of the most
important Islamic teachings (and one which informs much of the social and cultural makeup
of Saudi Arabia) is the belief that the mental health problems are a result of sin. Additionally,
the findings of this study are consistent with the work of Al-Shahri (2002), which describes
how the Islamic faith considers sickness, through both its physical and mental forms, to be both
a punishment and a method of atonement for immorality.

Furthermore, the findings of the present study identify deferment as a feature with respect
to seeking medical assistance. It is worth mentioning, however, that any recourse to faith is the

typical and general reaction of the Saudi population in matters of healthcare and wellbeing,
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and represents a pervading practice within the sample population, given that it is present both
in Arabian and Saudi Arabian cultures. Moreover, the findings are consistent with the study by
Jerrell and Wilson (1997), which facilitate a beneficial perception into the impact of and current
thinking about mental illness that is upheld by different demographical groupings (both ethnic
and religious). Indeed, this perception may be employed in the formulation of better, more
accustomed and tentative treatments and approaches within the community.

It is important to note that the socio-economic characteristics of Saudi Arabia have been
similarly influenced by the distribution and evolution of Islamic beliefs. Within the current
findings, the stigma was found to also arise because of one’s religious background and could
influence the interpretation and occurrence of mental health problems. Considering the
significance and influence of social and religious factors on Saudi population and expatriates
(Abdul Salam, 2013), mental health should be considered in accordance with its diverse
cultural makeup. Hence, mental health care must be provided in a way, which considers a range
of different religious beliefs with the same level of respect (Hogg & Holland, 2010).

The findings are consistent with those of Qureshi et al. (2013) in Saudi Arabia, which
demonstrates the necessity for healthcare professionals to understand the complex
demographic, cultural, social, and behavioral variables which can improve or lower the
situation for people with mental health problems. Accordingly, such professionals must remain
willing to make compromises, whilst persistently attempting to prescribe treatments applicable
to the unique religious and lifestyle-based needs of Saudi citizens. In the UK, the Department
of Health has facilitated a growing sensitivity to the religious and cultural beliefs of people
with mental health problems and their families, and have taken care to ensure that relevant
procedures are established that apply at all levels and within all functions throughout the NHS
and its ancillary community-based services (Department of health, 1996). The Department of
health (1996) explicitly assures the preservation of patients’ dignity and privacy and respect
for their culture and religion everywhere and always, and administrative measures are
emplaced to ensure these elements of the NHS’ mission are met. In response to increasing
ethnic and religious diversity within the UK, NHS trusts have implemented staff education
programs and procedures to be followed in respect of according with the various cultural
sensibilities and requirements of their clientele, particularly in relation to their treatment and
care. Comprehensive guidance in respect of patients’ beliefs and religious needs, published in
1996, not only offered prescriptive advice to NHS staff, but also presented examples from real-
life practice scenarios and provided references to other sources of information (Department of

health, 1996).
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The findings of this study also indicate that some people have difficulty considering mental
health problems from a scientific perspective and adhere to sincerely hold, but ultimately
unhelpful religious or social understandings. The focus group participants also noted that
mental health problems could be exacerbated or instigated by religious beliefs, with typical
problems in this respect being those concerning obsessions, anxiety and depression. This
connection between belief and mental health problems was noted by Sigmund Freud, who
observed that obsessive behaviour could be manifested in those whose faith demands strict
adherence to mechanistic ritual (Blevins, 2005).

This can also be manifested in anxiety that occurs when such rituals are not, or are only,
imperfectly observed. Koenig (2008) noted that, although in these instances religion serves to
instil guilt in the believer, either through its ritualistic demands or the high standards that
believers must meet, it could also be therapeutic in that it enables believers to achieve
absolution, and hence, deliver relief through, prayer and charitable works. There has been a lot
of interest in the UK, where there have been significant developments in the conceptualization
of the historical connection between mental health and religious beliefs (Behere, Das, Yadav,
& Behere, 2013).

Throughout the 20th century, mental health professionals relegated religious observance to
the point of irrelevance, considering it to be something that was in retreat as a significant feature
in human life and ultimately likely to vanish entirely. Epidemiological research has, however,
in many instances, demonstrated that religion occupies a central place in many people’s lives
and that causal connection can be identified to link religious observance with mental
healthiness. Indeed, most research in this area has focused on the US Christian experience,
although recent studies have extended this to other locations and religious scenarios (Moreira-
Almeida, Lotufo Neto, & Koenig, 2006). Religious faith has frequently been co-opted as a
means of treating people with mental health problems, which had an effect due to the power,
trust and respect accorded to clergy, and due to the mental health expertise, they acquire
through pastoral work. Given the centrality of religion in many people’s lives, faith is clearly
an important aspect of personal psychology and could, in consequence, be harnessed in the
service of psychotherapy, although this must necessarily be done with care and sensitivity for
ethical reasons. To achieve an understanding of the potential and pitfalls of religiously oriented
therapy, psychiatrists should learn about religion in the context of mental health. They should
also seek to understand religion as a potential means of introducing psychiatry to a faith-

oriented public, as described by Horovitz (2002).
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These findings of the links with religion have the potential to be highly influential in
psychiatry, particularly in relation to the identification of symptoms, phenomenology, and the
explanation of outcomes (Koenig, 2008). Given the importance of religion to many people and
its causative power in respect of mental health, it should form part of the considerations applied
in respect of mental health research and practice. Koenig (2008) noted that mental health
practitioners could enhance their efficacy in achieving resolution for their patients with mental
health problems, and fulfil their professional duties and ambitions, by acknowledging and
making use of the religiosity of their patients. Practitioners, who seek to understand patients’
psychological and social profiles, and to link these to biological presentations, should build
patients’ religious faith into their considerations, just as they would with other patient
exigencies.

In this study, one participant in one focus group noted how incorrect religious concepts and
backgrounds could lead to stigma, with respect to individuals who reject the concept of mental
health conditions as a science, and instead view these issues from the perspective of their social
and religious beliefs. This situation leads to an increased aggravation of the problem and,
eventually, to the development of a stigma toward people with mental health problems who are
perceived as inferior, and qualify individuals as other people without mental health problems.
It is, therefore, important to note that certain mental health professionals emphasise this point
within members of the population from a Saudi Arabian culture, who generally believe that
people with mental health problems require a religious therapist in addition to a medical
clinician for mental health care. The findings are consistent with the study by Al-Krenawi and
Graham (2000), which crucially, and in comparison, to ancient Arabic wisdom, described how
the modern Islamic faith does not consider all mental disorders as the consequence of
supernatural forces. In fact, at least one eminent Muslim academic, Ibn Sina, has challenged
the idea that malevolent spirits are to blame for mental health problems. The diagnosis and
treatment of mental illness are, unsurprisingly, very much influenced by these rigid social rules
and customs. Moreover, in this study, the findings are consistent with Ratner and El-Badwi
(2011), who state that it is essential that mental health care professionals take them into
consideration when attempting to treat patients.

In addition, in the present findings, the focus group participants considered the terminology
they used in thinking and speaking about people with mental health problems, and how such
labels informed their opinions. This was related to the significant theme of “Labels”, as

endorsed by participants. Research revealed that labels of mental health problems invariably
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lead to cause stigma and led to increasing the negative attitudes toward people with mental
health problems (Gabriels ef al., 2008).

The findings of my study also indicate that the nature of terminology (slang language) that
is employed and applied to persons who present with mental health problems is influential
within their communities. The findings are consistent with the study by Goffman (1963, p.
248), stigma is defined as “a collection of negative attitudes or as stereotypes towards
individuals whose characteristics are different from one’s own, or that differ from society’s
norms”. Also, the focus group participants expanded upon the fact that stigma, in relation to
those that had mental health problems, remains significant for their cognitive, emotive and the
behavior-related well-being. With respect to labels used in theoretical terms, individuals
deemed to be suffering from mental health problems are alternatively understood to have been
given this label (that is, having been observed to emerge from a psychiatrist’s office), and thus,
are the focus of stigmatisation thoughts and comments (Martin et al., 2000). Furthermore, the
psychiatric label attributed to those with mental health problems, as well as the temporal range
of which they have experienced an illness, are indications of the level of their disease and are
used as a methodological filter for their compatibility with society (Knopman et al., 2008).
Regarding this fact, the study found that a key driver to invoke stigmatising reactions is how
the public sees and names the issue presented. Moreover, one participant noted that the slang
labels applied to those people with mental health problems are still used; forward people have
a different or unusual attitude and characteristics compared with others, regarding stereotypes
toward people with mental health problems. The outcomes of this study are consistent with
Crocker (1999, p. 102) noted, “stigmatized individuals possess (or are believed to possess)
some attribute, or characteristic, that conveys a social identity that is devalued in a particular
social context”.

In this study, the findings are consistent with those of Liggins and Hatcher (2005), who
investigated how people with mental health problems and mental health professionals reported
stigma, based on a liaison psychiatry service, which identified stereotype and labelled
individuals with mental health conditions. In addition, the findings showed that any individual
who displays different behaviors or attitudes would receive a slang label, describing him or her
as someone who exhibited abnormal behavior or mental illness. The findings are consistent
with the work of Byrne (2001) in England, who reported that the stereotyping and labelling of
people with mental health problems leads to self and social stigma, regardless of whether
abnormal behavior exists. Additionally, an aspect of this field of study involves the methods

for assessing response to various mental health problems, while employing categorizations and
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labels most applicable to society and thus, not inevitably of a diagnostic nature (Emma et al.,

2010).

3- Impact of professional stigma on mental health services

The focus group reported the theme of; “Impact of professional stigma on mental health
services”, which is consistent with the theme of (a) Deficiency (b) Immigration (c) Policy
(endorsed to some extent by all five participants), addressed research question 3; How do
mental health professional teams in Saudi Arabia influence issues of professional stigma in
mental health services? As is clear from the results of the present study, the impact of
professional stigma is causative in the deficiency of care that is provided for people with mental
health problems. This is the significant theme of “Deficiency”, as endorsed by participants. As
noted in the literature review, psychiatric epidemiological research is limited in Arab countries,
although evidence exists that suggests that mental health problems in these regions occur to
the same degree as in any other developed nation (Karam et al., 2006).

In Saudi Arabia, the system of mental health services has long suffered several deficiencies
in infrastructure and logistics, in addition to a lack of epidemiological data in Saudi Arabia
(Alshareef, 2014). For example, that Saudi Arabia struggles to compete with Western nations,
particularly when it comes to the psychological and behavioral sciences. A number of studies
published in the USA and Great Britain, over the course of just a decade (1992-2001) numbered
just under 60,000. If we contrast this with the 299 studies published in Saudi Arabia, over the
course of a four-decade timeframe (1966-2006), it is clearly exhibited how far behind the nation
still is in comparison to Western superpowers (Qureshi ef al., 2013).

In the present findings, it was reported that a resulting decline in mental health care services
in Saudi Arabia existed, as well as reduced numbers of staff in the area, meaning that there are
deficiencies in the mental health services in Saudi Arabia and inadequate provision of staff.
Moreover, in this study findings, it was indicated that a significant amount of development is
required, which needs to take place if medical care is to be provided to the whole country
(inclusive of expatriates). These findings are consistent with the research by Pinto et al. (2012),
which suggests that a need for sophisticated medical training resources remains in Saudi health
care structures and centres of learning, especially in the form of psychiatry provisions and
research that is designed to modernise and streamline the wider health care sector. A sizeable
and expertly trained mental health workforce is still required, across all sectors of the health

care system, to fulfil the demands of an increasingly complex Saudi population (Pinto et al.,
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2012). As stated by the participants in the focus group, with respect to the current findings, it
was indicated that no psychiatric and mental health nurse specialists were available at the clinic.
Accordingly, these findings in are consistent with those of Qureshi ez al. (2013), who explained
how Saudi mental health teams are progressively developing the number of team members, but
that the shortage of subspecialists in Saudi Arabia negatively affect the provision of mental
health care services to people with mental health problems. Additionally, the focus group
participants in my study highlighted the importance of accounting for the deficiencies in mental
health teams in Saudi Arabia. To ensure optimum performance, productivity and working
environment, health care providers should communicate with one another within an integrated
community (Ferreira, Giacomelli, Giacomelli, & Spinelli, 2004) using training and education
to provide the basis of the required knowledge (Lincoln, Lynham, & Guba, 2011). Moreover,
Corrigan and Watson (2002) proposed three methods for lowering the levels of stigma: protest,
educate and contact. Meanwhile, the focus group participants noted that Saudi Arabian mental
healthcare services are insufficient to meet the requirements, and the alleged limitations and
pitfalls inherent in the existing service, thereby assisting the system by employing innovative
schedules or progressing sub-disciplines in the field.

The findings of this study describe how stigma prevents many of those suffering from living
normal lives and deters them from seeking help when they need it most. These findings are
consistent with the study by Corrigan and Miller (2004) at the University of Chicago, in that
they have been shown to reduce the chance of recovery; this scenario may lead to the onset of
depression or exacerbation of an existing condition. Furthermore, stigma can lead to social
isolation, and a decrease in the quality of life by restricting access to work opportunities,
housing and other basic needs (Chou et al., 1996). Yet, as psychological disciplines progress
and develop rapidly in this part of the world, it becomes harder to disregard the towering impact
of culture, relationships, and faith on the awareness, identification, treatment, and care of
mental health disorders in Saudi Arabia in the current day (Littlewood & Yousef, 2000; Pinto
et al., 2012). In addition, research by the National Institution for Mental Health in England
(Sharan et al., 2009) considered the matter of discrimination in mental health services and its
elimination, with the aim of concentrating health organisations efforts towards providing
services that are characterised by cultural and ethnic flexibility and non-discriminatory
practice.

In this study findings, which were presented in a final report, a need was identified for a

mental health workforce that can provide services to a diverse populace. A workforce that is
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capable of expansion, both within the public sector and voluntary organizations, to enable the
effective treatment and care of people with mental health problems (Hogg & Holland, 2010).

In the review of the findings in the present study, the highest level of significance assigned
to significant themes by the focus group participants concerned migration and its effects on
migrants themselves, as well as the way in which mental health services are provided for them.
Given the diversity of migrants within given communities, a personalisation of services is
indicated. The significant theme of “Immigration”, as endorsed by all the participants, in
respect of poor mental health care services within communities was identified.

Participants indicated that people with mental health problems seek mental health therapy
outside of the country to keep their issues private. Stigma engenders discriminatory behaviour,
which can manifest as a refusal to help, shunning, intimidation, or isolation in psychiatric
institutions. Likewise, these present findings in my study also, are consistent with the study by
Martin et al. (2000), which revealed that stigma prevents people from helping individuals with
mental health problems. In the UK, a study conducted by Schomerus and Angermeyer (2008)
suggested seeking assistance can be stymied because of stigmatisation elements that are
connected to assistance-seeking (treatment-based stigma), and the expected effects of a stigma
that may arise thus. The main galvanising element for those seeking mental health care is to
look beyond Saudi Arabia to avoid any embarrassment from within the home culture.
Additionally, the low quality and scarcity of available health care services further suggest that
they have received inadequate levels of investment and education, while people with mental
health problems seek help from outside Saudi Arabia, to avoid any stereotype and prejudice
from Saudi Arabian culture. Indeed, this study found that people with mental health problems
often assumed stereotypes and experienced discrimination through stigma. The global
consensus 1s increasing regarding individuals with mental health problems that experience
stigma (Alonso ef al., 2009; Thornicroft et al., 2009). As indicated in the literature review, an
example of one such culture is the situation in Kuwait, where many individuals choose not to
seek help at the Psychological Medicine Hospital (the national institution for mental health),
due to the stigma attached to mental health problems (Thornicroft et al., 2007). Instead,
individuals with mental health problems seek help at local primary care clinics, which are more
socially accepted (Almazeedi & Alsuwaidan, 2014).

As the policy in respect of mental healthcare services was identified in this study as being
significant in the formation of stigma among mental health professionals, the significant theme
of “Policy”, as endorsed by participants was demonstrated. Public policy-makers may also be

reluctant to allocate funding to mental health due to the same stigma, meaning that the
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provision of mental healthcare does not figure prominently in the process of allocation of health
system budgets (Schomerus et al., 2006). Indeed, the present research found that the Ministry
of Health in Saudi Arabian has not done enough. These findings supported by Qureshi et al.
(2013), a community mental health service is a complex process that faces several important
barriers, while many of these barriers are at a policy level. Coker ef al. (2002) reported that
persons with mental health problems did not receive an equivalent standard of care to those
with other types of conditions; observation, which appeared to be supportive of the outcomes,
related to participants in this study.

The Ministry of Health must address discrimination suffered by people with mental health
problems; the ministry has not enacted legislation to address professional stigmatization of
such people. Similarly, awareness-raising of concerns surrounding people in Saudi Arabia with
mental health problems is lacking (Alsughayir, 1996). Nevertheless, the focus group
participants noted that there are many professionals whose duties involve interactions with
people with mental health problems, for example, psychiatrists, mental health nurses, social
workers and psychological researchers, all of whom would benefit from statutory regulation.

Furthermore, many other individuals within the wider community may work with people
with mental health problems. Even though these individuals interact with patients, they are all
likely to adopt different approaches towards their interactions, based on their respective
training, regulations, job descriptions, legislative constraints, or personal preferences
(Holmesland et al., 2010). Additionally, the findings in the present research support the
findings of Alshareef (2014) in Saudi Arabia, which reported on the Saudi Arabian system of
mental health services, which has long suffered several deficiencies in infrastructure and
logistics, in addition to a lack of epidemiological data. In the UK, however, because of diversity
within communities and a perceived need to meet their diverse needs efficiently and humanely,
NHS trusts have ensured that suitable guidance exists to address the cultural and religious needs
of patients appropriately and with respect and sensitivity. Thus, the UK government has
produced a guide for use in the NHS entitled Religion or Belief (Department of health, 1996),
which, in addition to providing the guidance, offers practical examples taken from real-life

scenarios and provides references to further relevant sources of information.
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4- Interventions recommended minimising stigma in general and

professional stigma in particular

The focus group participants noted that the theme; “Interventions recommended minimising
stigma in general and professional stigma in particular”, is consistent with the theme of (a)
Community (b) Education (c) Media (d) Mental health care services (e) Saudi government
support, as endorsed to some extent by all five participants, addressed research question 4;
Explore how Saudi Arabia's mental health care service has enhanced the level of resources
and standards of care available to mental health care users, and to what extent can the
provision of a mental health care service contribute to the diminishment of the stigma that
surrounds people living with such a problem?. Within this section, the findings taken from the
feedback of participants regarding their thoughts on how to combat professional mental health
care are stigma are presented. This subject addresses the educational, familial, media, and
community-related aspects, mental health care services, and Saudi government support, as well
as the health care provisions to those with mental health problems.

The focus group participants’ first recommendation, as mental health professionals,
concerned the importance of the community focus and increased efforts to reduce
stigmatization. Hence, they identified the significant theme of “Community”, as endorsed by
participants. This was regarding community engagement and family acceptance, and of
concern is the prevalence of these attitudes among professional mental health workers, which
are also embedded in Saudi Arabian culture and community. The findings of this study show
that one of the most important Islamic teachings, which informs much of the social and cultural
makeup of Saudi Arabia, holds that mental health problems are a result of sin. This is consistent
with Al-Shahri (2002), which determines that in Saudi Arabia the Islamic faith considers
sickness to be both a punishment and a method of atonement for immorality. Moreover, the
guilt and embarrassment of with a family member with mental health problems often cause
people to ignore these issues and refuse to discuss them, especially with non-family members
(Farooqi, 2006).

These findings in the present research suggested that the community and mental healthcare
services need to be improved and further developed through the contribution of mental health
team professionals, to improve community awareness and mental health care services. As noted
in the literature review chapter, limited research to date has investigated the outlook of families

that care for people with mental health problems in the KSA.
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However, a descriptive, epidemiologic study by Kadri et al. (2004), in addition to work by
Pinto ef al. (2012), reported that there had been huge improvements in the awareness and
treatment of mental health conditions in Saudi Arabia over the last two decades. This
development has been primarily concentrated in the past twenty years. At present, the mental
health care system is making significant progress in relation to providing for the needs of
citizens (Qureshi, 2010). The present findings also demonstrate that it is important to
understand the extent to which mental health professionals are predisposed by holding such
views when relating to people with mental health problems. This is also consistent with the
findings of Chou et al. (1996), as of concern is the fact that mental health professionals in Saudi
Arabia are also members of the public and can, therefore, be influenced by the pervading
culture and may have internalised some of these stigmatising views about individuals with
mental health problems.

The findings of this study indicate that the community needs to be more engaged with and
accepting of those people with mental health problems. This is also important regarding the
career development of mental health professionals. This is not to say that the work is over, as
a significant amount of development remains outstanding and must occur if mental healthcare
is to be made available to the entire country, which is consistent with findings by Pinto et al.
(2012). Therefore, this calls for the introduction of more advanced resources of medical
training in Saudi healthcare structures and learning centres. Such resources could especially
take the form of psychiatry provision and research designed to modernise and streamline the
wider healthcare sector.

What is more, these study findings also indicate that families in Saudi Arabia tend to be
quite large, with many individuals residing together. Consequently, this can mean that mental
healthcare becomes limited; with so many people to provide for, families and the community
often decide to keep health issues concealed for fear of social stigma or of being perceived as
unable to care for the family unit (Leff & Warner, 2006). Looking at Arabic communities, the
present findings are consistent with those of Pridmore and Pasha (2004) in Australia, who
reported that people with mental conditions are frequently stigmatised, mocked, derided, and
disregarded. This is because, for a very long time, mental health problems were attributed to
evil forces, the ‘evil eye’, malevolent magic, violence, addiction, or suicide. As reported by
Lee et al. (2005), mental health conditions are frequently associated with other health-related
outcomes, including social rejection, bias, and prejudice. The second commendation made by
the focus group participants concerns education. This point arose following the discussion of

the community theme, in respect of the efficiency and potential roles of education in achieving
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an amelioration of stigma. In consequence, “Education” has been noted in the present study
as a significant theme, as endorsed by participants. Regarding the training of mental health
professionals’, the role of family and the public, concerning the stigmatization of people with
mental health problems, the focus group participants developed a recommendation based on
the findings of this study. This recommendation suggests that to reduce the stigma
demonstrated by the mental health profession toward people with mental health problems,
education must be an effective tool. Indeed, by educating those who work in the field and by
modifying their existing attitudes (that is, to undertake social education in practice), the means
of education regarded as different and more pertinent in stopping and reversing the stigma
within mental health field can be observed.

In addition, per the findings, the assistance of the education service is required, along with
how it could introduce such schemes across the whole of Saudi Arabia’s education system, to
better the nation's health care and decrease the stigma held by mental health professionals for
people with mental health problems in Saudi Arabia. The findings of the study also, are
supported by the research of Angermeyer and Matschinger (2003), as well as Gostin and Gable
(2004), in that awareness of the problems surrounding stigma associated with mental health
problems is crucial in the prevention, early diagnosis and effective treatment of mental health
conditions. Moreover, the outcomes of this study suggest utilizing educational strategies and
furthering the understanding of mental health issues. Consequently, this may reduce stigma
among mental health professionals, while stigmatization attitudes may be modified using
education. Besides, by teaching those who work in the field, it may be possible to alter extent
beliefs, which is consistent with findings by Corrigan ef al (2006) and Cahal (2007). As stated
in the literature review, a requirement remains for sophisticated medical training resources in
Saudi healthcare structures and centres of learning, especially in the form of psychiatry
provisions (Pinto et al., 2012). For example, in the case of a person who has made a connection
with those that have such a condition, stigmatisation attitudes can be lessened (Corrigan et al.,
20006).

The focus group participants also noted that how education may be implemented is
pertinent in preventing and reversing existing stigma among mental health professionals. These
included: awareness schemes (dialogue sessions at treatment centres); media campaigns
throughout the community; and the portrayal in the media, both online and in the press, which
is consistent with findings by Kirmayer, Simpson, and Cargo (2003). Indeed, the findings of
this study support the results by Al-Shahri (2002), as a range of additional factors (health,

education, culture, media, the spread of wealth, etc.) has also greatly influenced the distinct
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characteristics of Saudi Arabia. This recommendation was also made by Al-Yousuf et al.
(2002), which investigated the Saudi healthcare sector, and focused on the importance of
examining all areas of the sector, with the goal of improving the provision of medical resources
and health-based education.

One of the most important recommendations to emerge from the focus group participants
concerns the role of the media in reducing stigma towards people with mental health problems.
Hence, the significant theme of “Media”, as endorsed by participants, emerged. It is, therefore,
recommended that more support should be provided through the media. Accordingly, as
discussed in the literature review, several individuals reported feeling stigmatised from the
moment that they were diagnosed with mental health problems, and they subsequently
attributed this to the media’s portrayal of their condition (Dinos ef al., 2004). Thus, the findings
of the present study indicate that members of the family or community need to be accepting of
those that have mental health problems, as this would help to reduce stigma through developing
and progressing media-based means to improve mental healthcare services within Saudi
Arabia. These findings are corroborated by the findings of Coverdale et al. (2002), as the
conclusive opinion of several research studies is that the public sphere needs to extrapolate
most their data from media sources about mental health. The present findings are in accordance
with the all-encompassing health advocacy media program, which has introduced a range of
elements. These include educational programs geared towards changing perceptions of people
with mental health problems, as well as addressing those factors that complicate the process.
These findings are corroborated by the findings of Salter and Byrne (2000) have suggested that
benefit could emerge from cooperation between psychiatry and the television industry, using
television’s power to engage and react using popular culture with a view to the establishment
of people with mental health problems in a positive light.

An important recommendation to emerge from the focus group participants concerned the
improvement of healthcare and psychological service provision. Hence, the significant theme
of “Mental health care services”, as endorsed by participants, emerged. There is also a need
for connection and co-operation between mental healthcare provision and the community in
Saudi Arabia. In fact, it was revealed in the literature review (Zaini ef al. 2011; Qureshi et al.,
2013) that existing research indicates that the health care system in Saudi Arabia needs further
research, particularly if individuals with mental health problems are to be diagnosed and treated
as efficiently as possible. As the findings of the present study indicate, it is essential that
healthcare professionals understand the complex demographic, cultural, social and behavioral

variables, which can raise or lower the incidence of mental health problems.
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This study’s findings are consistent with the work of Tamim et al. (2010), these
professionals must also be willing to make compromises, whilst continuously seeking to
prescribe treatments, which complement the unique religious and lifestyle-based needs of
Saudi citizens.

The focus group participants indicated that mental healthcare in Saudi Arabia needs to
develop and to provide support with positive strategies and representations to reduce negative
attitudes towards people with mental health problems, particularly those attitudes demonstrated
by mental health professionals. As a matter of fact, the reduction of discrimination is vital to
providing care to people who need mental health and integrated services (Alsughayir, 1996).
A significant amount of development, therefore, needs to take place if medical care is to be
made available to the entire country. These study findings are consistent with the work of Pinto
et al. (2012), in that a need remains for sophisticated medical training resources in Saudi
healthcare structures and centres of learning, especially in the form of psychiatry provisions
and research designed to modernise and streamline the wider healthcare sector. By way of
contrast, mental healthcare in the UK was revolutionised in 2010 by far-reaching change that
set out to radically enhance care quality through, inter alia, the use of benign therapy while
simultaneously reducing the occurrence of solitary confinement and deprivation of liberty in
respect of people with mental health problems (Hogg & Holland, 2010).

The findings of the present study also indicate that within Saudi Arabia, there are some
remarkable opportunities for the methodical investigation of the diagnosis, assessment,
treatment and care of mental health issues. Yet, as psychological disciplines rapidly progress
and develop in this part of the world, it becomes harder to disregard the towering impact of
culture, relationships, and faith on the awareness, identification, treatment, and care of mental
health problems in Saudi Arabia of the present day (Littlewood & Yousef, 2000; Pinto et al.,
2012). As detailed in the literature review, this scheme aims to systematically define, describe,
and recommend solutions for the diverse mental health requirements of the Saudi population
(Qureshi et al., 2013). Nonetheless, many individuals resisted the option of receiving mental
healthcare in specialised centres, as detailed in the literature review, which is why the WHO
recommended in 2000 that these centres be promoted as the first port of call for individuals
with mental health problems (Pinto et al., 2012).

Hence, the purpose of this initiative was to improve the diagnostic and treatment options
available to those with mental health problems. However, in regards to instances where mental
health professionals were insufficiently trained to manage specific cases, the recommendation

was to refer these cases to more experienced psychiatrists in general hospitals for secondary
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care. A recommendation was also made by Farooqi (2006), which suggests that, if these
psychiatrists were not capable of treating these individuals, further referral to specialized
psychiatric centers or teaching hospitals should be mandated.

There was an additional recommendation emerging from the focus group participants with
respect to the findings of this study, which concerned the need for support by the Saudi Arabian
government, with contribution required from the Ministry of Health. Hence, they identified the
significant theme of “Saudi government Support”, as endorsed by participants. Therefore,
government support is recommended to improve the mental healthcare services in Saudi
Arabia.

The focus group participants, however, noted that Saudi Arabian mental health care
services have been improving over the last five years. The reason for this improvement is that
mental healthcare services in Saudi Arabia have become aware of limitations on the part of the
government, who are striving to support mental healthcare services and accept people with
mental health problems with mentally healthy people, by indicating full support for mental
healthcare services in the future. The findings of the present study are consistent with those of
Pinto ef al. (2012), which indicated substantial improvements in mental health care services in
Saudi Arabia over the past two decades. Indeed, these study findings indicate that the mental
healthcare system is making significant progress when it comes to providing for the needs of
citizens. Furthermore, the General Administration of Mental Health and Social Services
department of the Ministry of Health has attempted to enhance the provision of mental health
care services to the citizens of Saudi Arabia over the past six years (Qureshi et al., 2013).
Consequently, as part of this objective, many significant healthcare achievements have been
fulfilled, including the delivery of inpatient mental health care, which has been reinforced and
assisted by an improved and government-endorsed Mental Health Act. Unfortunately, mental
healthcare provisions at a local level are not yet as advanced, and require additional work
before they can meet the quality of resources available in other developed economies
(Mobaraki & Soderfeldt, 2010).

A recommendation, which was also made by Pinto et al. (2012), relates to a vast and
expertly trained mental health workforce that remains necessary across all sectors of the
healthcare system, to fulfil the demands of an increasingly complex Saudi population. The
findings of that study also indicated that further development of Saudi Arabian mental
healthcare is necessary; a view that was supported by the focus group participants in this study.
Besides, there is evidence that attempts are being made in this regard (Alsughayir, 1996;

Qureshi et al., 2013).
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In addition, higher education continuously strives to disseminate knowledge with the aim
of reducing the stigma of mental health problems among individuals within the community and
to support the mental health services that provide professional mental health care teams. As
stipulated in the literature review chapter, many undergraduate and post-graduate training
courses in psychology and counselling are now offered by learning institutions across Saudi
Arabia. These courses are available at the following locations: The University of Tabuk, King
Khaled University in Abha, King Saud University in Riyadh, the University of Dammam in
the Eastern province, the and Princess Noura Bent Abdurrahman University in Riyadh.
Additionally, a total of thirteen (out of 21) Saudi Arabian medical schools now provide post-
graduate training for combined health disciplines, such as nursing, psychology, social work,
and counselling. These improvements in mental healthcare within Saudi Arabia may lead to an
improvement in the perception and concept of mental health problems, and may, therefore,
help to prevent stigma. Stigma among mental healthcare professionals towards people with
mental health problems, by improving education, mental health services, and care provided to

people with mental health problems.

A summary of findings

The outcomes of the research have been discussed throughout this chapter in relation to the
initial aims of the study and associated literature. To portray the features associated with stigma
towards individuals living with mental health problems, a conceptual framework was
developed. It is also necessary to acknowledge that research into these phenomena and the
findings of this study may differ somewhat from the outcomes of other previous studies. This
arises as most responsibility lies with public perceptions, as studies attempt to compare public
opinion with that of mental health professionals.

The research highlights the elements of stigma that are rooted in the mental healthcare
professions. Future work needs to focus on how the existence and extent of these views might
impact on the services provided by these people and the associated recovery of people with

mental health problems.

Model of Findings
Goffman (1963), Corrigan (2004; 2007) and Ahmedani (2011), explaining the
constructs that underlie the concept of stigma include: a) social stigma, and b) self-stigma

(Table 1.1). It is paramount to note that the findings in this study indicated how the professional
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stigma could be integrated within self and social stigma as demonstrated and discussed in the
study findings, to deepen our understanding of stigma in general and among mental health
professionals. In this study, professional stigma refers to how the mental health care
professionals view individuals with such mental health disorders and illnesses. Even though
these professional individuals form a part of the public, and could, therefore, contribute to
social stigma, their role as healthcare professionals makes them distinct, due to their more
comprehensive understanding of and involvement with those who have mental health issues.
Additionally, Stuart (2005) detailed how stigma demonstrated towards people living with
mental health problems by professionals not only directly affects them through their
interactions with others, but also influences their lives indirectly, in terms of stereotype,

prejudice, and discrimination (Table 5.1, Figure 5.1).

Table 5.1. Components of professional stigma.

Professional stigma

Stereotype: Negative belief about a group of people with mental health problems, such as

incompetence, character weakness, dangerousness, and struggle.

Prejudice: Agreement with a negative emotional reaction such as anger or feeling that the

treatment of the mental health problem was no need.

Discrimination: Behaviour response to prejudice, such as: not seeking appropriate therapies.




218

Professional stigma

Factor dimension attribution to Emotional reaction on people with

T —— Factor dimension attribution to Attitude

i

Exclusion- Reject- Caution Stigma

Social - Self
"

[mpact of professional stigma on mental health

Causes of professionally stigma
Servioes

Expericnce
Media
Community
Racism

o Deficiency
¢ [mmigration

Experiences of stigma by professionals v Moliy

Religion

Negative feelings

Positive atitudes

Diagnosis

Relationship and interaction

Acoeptance

Stigma experiences within marita relationships

Figure 5.1 A summary model of professional-stigma finding.
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Conclusion

This chapter reflected the existing and latent views of mental health professionals holding a
stigma towards people living with mental health problems, while the results of this study were
discussed. Moreover, the existence of how these views might impact upon the services
provided by mental health professionals was also detailed. Unfortunately, it has been shown
that insufficient knowledge and undesirable perceptions of people with mental health problems
remain apparent, both in Saudi Arabian society and in the mental health profession. In addition,
stigma was determined to can form an endless loop, in which professional attitudes remained
unchecked, thus raising the possibility of individuals with mental health problems being
detained against their will and taking longer times to recover.

It was also found that interactions with people with mental health problems contributed to
an increase in incidences of stigma by professional mental healthcare staff. Moreover, there
exists a requirement for further education of mental healthcare professionals and the local
community, with the purpose of increasing the information available and perceptions of the
public towards mental health problems. What is more, a gap was observed in the degree of
optimism displayed by the professional mental health team and their opinion of stigma within
the team. Subsequently, the next step is to take appropriate measures to deal with these

phenomena and resolve them, regarding the context of Saudi Arabia focused upon.
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CHAPTER 6: CONCLUSION

Overview

In this chapter an overview of the relevance of these observations will be presented,
alongside specific reflection on what I have learned during this Ph.D. journey, as well as the
strengths and limitations of the research. Subsequently, recommendations will be made with a
view to improving mental health care services by reducing professional stigma against people
with mental health problems in Saudi Arabia. The implications of the study will be considered
regarding mental health education and clinical practice, community, and organization of mental

health care services, and future research. Finally, a thesis dissemination plan will be devised.

A reflective account of learning through this study

The effects of the involvement in this study, in addition to the learning experienced, were
important considerations in the research. In a process that commenced in the early stages of the
research, during which the proposal was prepared and ethical approval sought, the planning
and accumulation of participant data were also accomplished. Due to Devers and Frankel
(2000), the researcher must be self-cognizant when conducting a study. This is particularly
applicable where the researcher represents the primary research device, as in this study, with
respect to this involvement in the self-report questionnaires -survey and focus group discussion.
At the starting point, there was limited knowledge or background on stigma, despite some
professional exposure to individuals affected by it. This strength was this extensive prior
experience of challenging positions in the educational, clinical and administrative sectors of
mental health in-patient and community services. This enabled the possibility to highlight the
limitations of the current thinking on stigma, and allowed the conclusion that the contribution
of service users to the existing policies and directives was negligible. Therefore, it was deemed
that by integrating the researcher’s background in clinical and educational management with
this study, it would be possible to create a positive effect with respect to stigma.

Given that research is frequently performed to validate pre-existing theories, the issue of
subjectivity was also given a degree of consideration, as I was mindful of its connection to the
existence of prior information and predisposed assumptions of the study outcomes. The
emotional reaction scale, attitude scale and additional research strategies were therefore
carefully developed to avoid this, and subjected to peer review to identify any inclination

towards subjectivity in the study.



221

Furthermore, I deliberately refrained from placing excess emphasis on my background and
prior knowledge of the viewpoint of mental health professionals. Consultations with my
supervisor regarding the avoidance of bias were undertaken, and my desire to remain impartial
further benefited from my obligation to integrate the mental health professional perspective.
Like many people 1, as the researcher in this project was vulnerable to embodying some of the
beliefs and feelings that are causative in the development of personal stigma towards people
with mental health problems. It was with some reflective trepidation that I realised that I had
not fully grasped what this means. This may be manifested as apprehension in psychiatric
practice, particularly at the beginning of each day, although this apprehension subsides as the
day goes on. My research study was, at times, overwhelming and stressful, but it was also
always inspiring. The work accomplished here is, I believe, important for the future of mental
health and for all those who suffer from mental health problems and experience the
accompanying stigma.

I personally concur with many of the themes expressed by the participants in my study. As
a researcher in this study, it is very important to remain aware of my privileged insider status.
Specifically, in respect of the subject-matter of the study, this concerns the phenomena of
stigma and professional stigma towards people with mental health problems, and thus, this has
the potential to inform the interpretation of very sensitive data that the study has produced.
Burton et al. (2007) considers the implications of insider status, noting that while there may be
the superficial appearance of peer equality between, in this instance, researcher and
participants, this is in fact not to be taken for granted as doing so results in the embedding of
personal assumptions that are not justifiable. The gathering of research data for my study and
its subsequent analysis required careful attention to be paid to ethical considerations, as well
as the potential harm that could arise from insider-contingent bias, which could attempt to
suppress the voices of the participants, or allowing the meaning to being corrupted or assigned
incorrect levels of relevance. These, if not addressed, could have profound and undesirable
implications for the subsequent analysis.

In my recording of findings and their analysis I sought to be the mouthpiece of the
participants and, through the application of LeVasseur's (2003) modified framework for
bracketing within phenomenology in the research process, 1 believe this has been
accomplished. The issue of power relations between researcher and participant is an important
ethical consideration and one that must be considered if the voices of the research participants
are not to be drowned out by that of the researcher. In respect of this close attention was paid

to the trustworthiness of the results. This was achieved by constant reference being made to the
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original source material; that is, the recorded voices of the participants and their transcripts. By
these means, the voices of the participants in my research were preserved. A subsequent review
of the recordings and transcripts, and reflective practice in respect of them on my part, has
revealed a possibility that my influence may have emerged in the research data. During the
voice recording sessions I would only express my opinion through concurrence with those
expressed by participants; however, I noticed an inclination on my part to enter conversations
with participants that may have placed undue concentration on themes, although I do not
believe that the actual opinions of the research participants have been misrepresented in any
way.

The background and purpose for implementing the theory related to stigma and mixed
methods approach owed much to the literature review, which was initially performed. Given
the wide sphere encompassed by the term, the potential existed for the concept of stigma to
overwhelm the primary objective of the study during the process of determining its components
and how they contribute to existing findings on stigma against individuals with mental health
problems by professionals. A large body of previous literature was found, although much of it
was not strictly applicable to the goals of this study. However, the review process remained
targeted towards evaluating the subject of stigmatisation by professionals, enabled by the
specific research questions. Consequently, the literature review and the discovery of new
concepts and beliefs concerning the stigmatisation of people with mental health problems,
whether they emerge from culture, religion, communities, society or the mental health
profession, have led to a greater and more sophisticated understanding of stigma and the issues
surrounding it.

Human understanding of the world, and the way in which humans engage with and behave
towards the world and each other is mediated and informed by culture (Kosslyn, Thompson, &
Ganis, 2006). Additionally, the ways in which humans approach the world and each other are
fundamentally subjective and, as humans, mental health and social care professionals are
influenced by prejudicial ideas, attitudes and behaviours in the same ways that apply to others.
These emotional reactions that people exhibit towards those with mental health problems are
very common. Certainly, in this study they have been found to be characteristically
phenomenological, which raises an issue that commonly arises in phenomenological
qualitative research concerning the advisability of conducting the literature review before data
collection. In fact, in terms of this study, it was determined that the literature review was a

prerequisite for the subject-matter to be adequately delineated beyond the researcher’s personal
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experience, and the contribution that the research sought to make to knowledge could be
adequately established.

The literature review was undertaken in support of this study also served to outline the
conceptual framework that forms the research structure. This has established the need for action
in relation to the phenomenon of stigma towards people with mental health problems. The
literature review constituted a review that was informed by my practical experience and has
also provided the rationale behind the research objectives. When conducting the search for
literature on professional stigma, the PsycINFO, and other relevant databases were examined
for published material that contains the terms ‘mental illness’, ‘exclusion’ and ‘inclusion’. The
key search terms used to describe the experience of the study’s subjects included: ‘mental
health problem™* and stigma*’; along with ‘stigma*’; ‘prejudice and stigma*’; ‘stereotype and
stigma®™’; ‘mental health professional* and stigma*’; ‘discrimination and stigma*.
Phenomenology may, however, despite the methodological issues noted above, be used as a
means not only by which research may be undertaken, but also as a means by which a literature
review may be performed (Trusov, Bucklin, & Pauwels, 2009).

In conducting the literature review from a phenomenological standpoint, the process
incorporates assigning depth and meaning to research data, thereby producing rich and depth-
laden descriptions in respect of the phenomenon that is represented in the literature. Indeed,
that what was hoping to be accomplished through the literature review. Therefore, in the
review, the context of professional stigma and the factors that contribute to professional stigma
were described that are shown towards people with mental health problems. The literature
reviewed stigma relevant to mental health professionals, and provided a rationale for a shift in
perspective in the stigma that takes a more holistic view in terms of the stigma exhibited by
mental health professionals.

At the outset, it proved particularly demanding to obtain ethical approval, which required
all applicable documentation to be submitted upfront and could not be granted while any
questions remained outstanding. The benefit of this experience, however, was that it became
possible to understand how participant safety is formulated at the centre of the ethical approval
process, as well as the intention to ensure that the research design has been carefully
constructed by the investigator. Ultimately, additional knowledge of research methodology and
the protection of study participants increased because of this process. What is more, prior to,
and especially during, the completion of the research study, the subject-matter was of deep
personal importance to the researcher, as it was felt that the study would be incomplete without

any personal reflection in this regard.



224

The accomplishment of the study has been both exhilarating and mentally draining, with
concomitant feelings of euphoria and emotional anguish. It goes without saying that the final
year of study has been a particularly emotional one, with ramifications pertinent to my own
mental health. This has, however, been effective in enhancing my perceptions of stigma.

I identified very strongly with research participants who expressed their struggles with
professional stigmatisation of those with mental health problems. Participant narratives in
relation to stigma, which at times discouraged my ambition to achieve systemic resolution in
relation to this issue, often disheartened me. My strong sense of identification with the
participants assisted me in developing empathy with their situations and understanding the
changes they feel driven to accomplish. A significant number of participants were highly
motivated in respect of resolving the issue of mental health stigma, which they sought to carry
forward through voluntary work, engagement in their communities or by political means.
While the narratives of the participants were deeply affecting, the solidarity I experienced with
them in the pursuit of the resolution was yet more influential.

The most significant effect for me the resulting from working with such people was an
enhanced level of passion for the people stigmatised by their mental health, and an increased
desire to seek amelioration of stigma. In the same way that participants found motivation from
championing those with mental health problems, the completion of my study has further
encouraged mine. Working with such people has been invigorating for me in pursuing the
elimination of stigma in respect of those with mental health problems, and has established in
me a deep awareness of being responsible for those in the mental health community. My
ambition has been, following completion of my study, to relocate to Saudi Arabia to continue
the work of de-stigmatization of those with mental health problems in that country. Saudi
Arabia is a country with which I feel a deep affinity, and I am keen to live there and continue
with my professional stigma prevention work.

The accomplishment of my study has endowed me with enthusiasm and a profound sense
of duty in this respect, as well as feelings of responsibility towards those with whom I have
come into contact during its progress. I am now keen to take up every opportunity to put what
I have learned to practical use and to pursue its continuation, perhaps through involvement in
large-scale studies located in the community. During the initial process of data collection, it
appeared that the study might be quite brief, but it soon emerged that this would not be the
case. Following visits to several clinical locations affiliated to the trust, it became clear that a
prolonged period (in the region of months) would be required to recruit the required 50

participants, and additional time after that to instigate and evaluate the focus group discussion.
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Ultimately, the data collection phase was completed in a few months, at speed determined
by the participating individuals. In parallel, it was essential to observed consistency in
adherence to the study protocol to demonstrate professionalism and to reassure the participants.
From the outset, it was clear that a degree of perseverance was required to repeatedly deliver
background information about the study and obtain signed consent from candidate subjects.

The process of accomplishing my study has, for me, been something of an awakening to the
real-world demands of academic research. It has not been an easy process; participants were
difficult to locate and their recruitment took a few months — much longer than expected — and
not all interactions with them were as straightforward or successful as I would have liked. Also,
some of the hospitals were uncooperative with me due to the sensitive issues I proposed
discussing with the participants. Added to this dilemma, at first, I thought these participants
were not appropriate individuals to use in my study. I wanted to interview a wider range of
staff from each of the hospitals in Riyadh to develop a complex understanding of stigma
towards people with mental health problems, but in the end, I was satisfied with the
participants, because through them I obtained valuable information and insights throughout the
course of my data collection journey. From the outset, it is important to acknowledge and
reflect upon my own feelings, attitudes and understanding of mental health problems. It is
important to note that mental health professionals cannot use professionalism to defend
morality or to rise above political concerns (Kosslyn et al., 2006).

My inherent professional suppositions were especially tested by several of the recorded
instances of stigma by mental health care workers, actual cases that I found compelling despite
my previously-held and somewhat speculative understanding of the issue. That professional of
mental health care workers display stigma through the delivery of care became apparent to me.
Especially insightful were the outcomes of interviews with the mental health professionals who
were willing to participate, as they voluntarily shared their experiences and opinions on stigma
during the focus group session. Although some may have had earlier reservations about their
participation in the study, they could subsequently relate to its overall objectives. The refusal
of service users to engage in discussions with participants from other hospitals was somewhat
unexpected, and possibly a further manifestation of stigmatization itself. The University
Hospital, for instance, did not authorize the involvement of participants from other institutions
(such as Mental health hospital and Public Hospital) in the focus group discussion. The non-
co-operation of some hospitals in relation to my study was somewhat disappointing, although
through sheer determination I could achieve the participant count necessary for a study of this

kind.
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I ultimately gathered together a participant cohort that encompassed three hospitals and the
nursing college preliminary data and outcomes were communicated to a range of health care
professionals through all stages of the research process, as described in Appendix XII.
“Invitation later to Director of Education and Training department” from the initial planning
phase to the collection and analysis of data. The purpose of this was an ethical obligation to
communicate information to (and receive feedback from) service provider who has given their
time to participate in the study.

This process proved fruitful, as the feedback received forced a re-evaluation of my
presumptions and expectations for the study. The process of communicating the study
outcomes gave rise to the recognition that existing educational and clinical procedures could
not be altered simply through re-education. However, as a forum to deliver and discuss the
findings with the healthcare staff, this communication process was deemed to be of value. The
prospect of undertaking the survey data analysis did not initially present a challenge, given my
background and previous experience in conducting quantitative research. While preparing the
research protocol, however, it became apparent that additional training in qualitative research
and its evaluation was required. In this undertook a substantial study of issues related to
phenomenology.

The phenomenological approach was useful in the exploration of how participants
conceptualise themselves and their place in society. Phenomenology concerns meanings,
experiences and conditions, and how these impact upon participants. To achieve deep
understanding, it is important that the various aspects of the participants’ lives are fully and
critically examined. My study involved the examination of stigma as its relates to the
individual, together with the relevance of culture, religion, community and any number of self-
identified related factors. Phenomenology is also characterised by dynamism rather than stasis,
involving the researcher as co-participant. Given its discursive and reflective elements, it is not
surprising that, as Taylor et al. (2010) note, phenomenology engages closely with the cognitive
psychology and social cognition methods employed in social and clinical psychology.
Furthermore, my research skills, both abstract and applied, and my progression, both personal
and professional, have benefited from the exposure I had to the process of amalgamating
methodology with outcomes in my study. More significantly, however, was my increased
awareness that the model of phenomenology is as effective as interpretivism, and that the mixed
methodology approach, which was adopted in my research, I can generate credible data with a

similar outcome.
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Regarding my experiences in the PhD journey, I have found that a phenomenology is an
important approach to applying using mixed research methodologies in order that research
phenomenology may achieve deep and complex understanding. From a more individual
perspective, through my involvement in my study, I have come to understand that research
theory is at least equivalent to its application.

Notably, through the process of learning and doctoral research, I have attended many
courses, classes, programs and workshops in Manchester, at the University of Salford,
Manchester University, and Royal College of Psychiatrists in London to develop my skills and
knowledge in terms of research, ethics, research proposals, literature reviews, methodologies,
research analysis and the location of relevant publications. I also attended courses at the
University of Salford to develop the personality and motivation necessary for successful study
and research in the UK. I have also participated in many conferences and research symposia in
Britain and elsewhere, including Saudi Arabia, to present scientific research papers concerning
the issue of stigma in the context of mental health. Can be found in the (Appendix XL: Research
Training). These experiences have enabled me to develop a personality, rigour and confidence,
as well as assisting in my development as an open-minded researcher who feels comfortable in
a wide range of locations and cultures and can work successfully in different research and

teaching scenarios.

Study strengths and limitations

In the following part, an analytical assessment of the study is undertaken, alongside a
discussion of the strengths and limitations of the study. With respect to its outcomes and their
relevance to mental health research, the mixed methods technique that was applied in the

research confers both strengths and limitations.

Strengths

The strategy of addressing the professional stigma towards people with mental health
problems stems from a broader viewpoint than in terms of a given diagnosis or disorder,
whatever that may be (psychotic or neurotic), which is one feature of the originality that this
study delivers. More critically, my research identifies the urgent need for improvement in
mental healthcare services, especially with respect to an evidence-based approach to strategy

and processes, and their appropriate application and assessment in Saudi Arabia.
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The study’s participants were recruited from various backgrounds, including subspecialists
of different mental health professions, such as psychiatrists, psychologists, mental health
nurses, social workers, and faculty of mental health nurses. Accordingly, to develop strategies
to specifically benefit to the overall mental health care service in Saudi Arabia and address
issues related to professional stigma, as well as to shed further light on this topic, it would be
advantageous to secure feedback from subspecialists working in different mental health
professions throughout the country.

In addition, the main strength point from this study is the using a combination of methods
also strengthens confidence in the validity of the results. Due to Bryman (2006), a mixed-
method approach involves the combination of quantitative and qualitative data being collected
and analysed accordingly. In this study a mixed-methodology design was used to collect data
regarding mental health professional viewpoints, and these were evaluated using thematic
analysis of professional stigma. Due to Tracy (2010) and Creswell (2013), a mixed-method
design ensures that both the qualitative and quantitative methodological approaches assist one
another, thereby creating a more comprehensive analysis regarding the research subject to
answer the research questions and achieve the research objectives. A further strength of the
research is the novel findings are introduced with respect to the opinions of professional mental
health team stigma against people with mental health problems, their coping mechanisms, and
their requirements. In addition, another strong point of this study pertains to the literature
review, as qualitative studies were considered important as they provide the opportunity to
describe the actual experiences of participants. In this study, therefore, the first-hand
experiences of caregiving to people with mental health problems were described and analysed
by implementing the thematic analysis interpretation for qualitative data. The analysis was
supported by using the NVivo 10.1 software (Hoover & Koerber, 2011) and, as mentioned in
the previous literature review, in terms of adopting the perspective of Heidegger (1889-1976)
as the research philosophy, the concept of phenomenology - emphasis away from
consciousness — maintains that the relationship between people and their environment is
essentially active as ‘being-in-the-world’.

This study has focused on the qualitative approach — interpretive perspective. This concerns
explanations of why things happen in “a specific way”, with lived phenomena focused on
people’s “lived experiences” and “perceptions of the world”. Through this, a focus group
discussion interview technique was used, which facilitated considering human preferences and
tendencies. Consequently, using the interpretive perspective, it was possible to identify how

the causal explanations of social reality are served by motivation, dialogue and human
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perception, and the term has grown beyond the boundaries of its original meaning to now
include “understanding human action in context”. Moreover, in terms of the interpretive
paradigm regarding “being in the world”, reference may be made to Heideggerian hermeneutic
phenomenology (Willis et al., 2007, p. 104).

What are of relevance are the subjective experiences of individuals and groups. Hence, it is
possible to expose the universe as experienced by individuals as it is filtered through their own
narrative accounts. The analysis of these discussions identified the experience of professional
stigma in multiple instances, many which have not been addressed in the literature to date,
including the effect of stigma on personal and professional interactions and on the provision of
mental healthcare services. This research topic has not been addressed to date in the literature
in a Saudi Arabian (or, indeed, an Arabic) context. A range of emotions attributable to instances
of professional stigma and the bias inherent in support of self and social stigmatising principles
were identified in the present study. Ultimately, study participants revealed the magnitude of
how their exposure to stigma had affected their professional development.

A further point of strength point that derives from this study is the use of phenomenological
methodology, in a quantitative approach, to carry out a cross-sectional survey using self-
reported questionnaires. Similarly, the cross-sectional nature of the study design was a further
advantage; out of the professional mental health team groups, approximately equal numbers of
subjects were selected for participation. Meanwhile, the reliability statistics of the instruments
as measured by Cronbach's Alpha were significant.

The implementation of a verified and appropriate strategy, as described by Song, Chang,
Shih, Lin and Yang (2005), is another of the advantages of the research strategy, which permits
it to be evaluated in relation to other research, which adopted the emotional reaction and
attitude scales. In addition, the self-reported questionnaires, which are forms of measurement
that are shown to have good psychometric properties in a pilot study, were prepared, while
existing research has used these to assess emotional reactions and attitude questionnaires to the
measurement of the stigma of the mental health team. The emotional reactions and attitudes
were subsequently evaluated using the measurements of stigma; “Test—confirmatory factor
analysis has demonstrated the reliability and validity of this model”. Confirmatory factor
analysis, as described by Corrigan (2000, p. 56), has been used to determine the accuracy and
effectiveness of this approach, through exploring the correlation between the emotional
reactions and attitudes, related outcomes, and subsequent conclusions about people with mental

health problems.
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An additional topic that has been highlighted in this study, which warrants greater attention
in the context of Saudi Arabia, is grounded in the observation that the provision of care is
mainly influenced by cultural, rather than the professional background. Hence, the effects of
culture are more significant and can instigate professional stigma towards individuals with
mental health problems.

With respect to the previous literature review, the questionnaire was structured for ease of
comprehension and rapid completion, which was based on the work by Mitchell and Hastings
(1998). It focused on how emotional reactions and attitudes towards individuals with mental
health problems may be shaped by the influence, impact, opinion and experience of prejudice
by the attitude displayed by mental health professionals who completed the attitude and
emotional reaction questionnaires. Furthermore, another strength of this research is the
quantitative approach, which permitted an evaluation of the extent to which specific factors
account for any dissimilarity. The aim of this evaluation approach was to identify the linear
combination of variables, which contributed to the highest the level of common variance of the
level of professional stigma. This took the form of a factor in the principle component analysis,
which indicated connections between individual relationships. Indeed, positive outcomes in the
research relate to the correlations observed between the factors and their associated variables.
After the presentation of these factors, a series of questions were introduced to assess the
recognition of the problem, stigmatising attitudes and emotional reactions towards people with
mental health problems, to determine whether the respondents held professional stigma toward
those individuals. Subsequently, future work can implement the determined existing factors as
a tool to assess and evaluate stigma using the emotional reaction and attitudes scales.

Nevertheless, potential limitations must be analysed simultaneously.

Limitations

A few limitations to the research must be acknowledged. One such limitation is that the
outcomes of the survey information obtained from the mental health professional group cannot
be generalised beyond the professional mental health team of the hospitals and universities in
Riyadh. Indeed, this study has limitations, with respect to the quantitative and qualitative study.
This is because it is not possible to correlate or generalize these findings to previous research.
Considering the small sample size of participants in the qualitative phase (five participants in
the focus group discussion, and 50 in the quantitative phase), and given that the data comes

from a convenience sample, these study findings are limited to generalization, with respect to
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other mental health teams in Saudi Arabia, as well as in other countries. In addition, as this
involved quantitative descriptive research, only the parameters under evaluation can be
depicted in the data obtained. Under the qualitative process, participants were purposefully
selected by the head of the mental health department at each hospital, meaning that the views
expressed by the five participants interviewed in the research study may not reflect the
perceptions of all mental health teams caring for people with mental health problems in Saudi
Arabia. Furthermore, this work cannot be generalised to the entire city of Riyadh or the
population of Saudi Arabia, as the study was exploratory by design, and was never intended to
be generalizable. It could be argued that, given the sensitivity of the study topic, and the limited
size of the population who was surveyed, that the pattern of stigmatisation experiences
identified might not represent the complete picture of professional stigma, as to obtain the
sample of professional mental health team workers from the University hospital, permission
was obtained from the chairs of the research centre with full support for both quantitative and
qualitative questions. In addition, per the representative of the workforce of mental health
professional in Saudi Arabia, the study conducted by Qureshi et al. (2013, p. 35) “there is a
mental health care workforce gap around the world, although it is more obvious in low- and
middle-income countries (LAMICs), and Saudi Arabia is no exception”. Moreover, due to
Ahmedani (2011), there the lowest rate of psychiatrist’s field in the Arab world and there is an
absence of professionals who specialize in mental health. Saudi Arabia, Sudan and Libya were
especially low in terms of the presence of psychiatrists, whereas other nations had a higher
number. And that the reason of that the workforce of mental health professional workers in
each hospital in Riyadh city conducted with, was not clear.

Moreover, in the focus group discussion in University Hospital in relation to the qualitative
study, the inclusion of only one participant from each speciality was permitted. Any further
addition, however, of participants from outside the University Hospital was not accepted,
except for one participant from Nursing College. Furthermore, to preserve the confidentiality
of information, each participant was requested to not discuss the study in the workplace in front
of participants from outside the hospital, except the university members. The permission to
collect both quantitative and qualitative information from the sample of professional mental
health team workers at Mental Health Hospital of Psychiatric and Mental Health in Riyadh was
obtained from the chairs of the research centre. However, the participants were not well to
share to undertake the focus group discussion in the qualitative phase. And just stated collected

the quantitative questioners from the participants. Furthermore, permission to collect both
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quantitative and qualitative information from the sample of the professional mental health team
at the Public Hospital was also obtained from the chairs of the research centre.

However, the sample suffered from a lack of specialisation in psychiatric and mental health
nursing and social workers within the psychiatric department. In addition, regarding the
quantitative data analysis results, the demographic questionnaire to the completion of the
questionnaires, the sample population gave details regarding their demographics and filled in
their questionnaires. This questionnaire gave the researcher the data required to complete the
study, including the data regarding the sample population’s details (including elements such as
their nation of birth; gender; grouping of specialists; qualifications and experience in field) and
aspects regarding their profession (level of degree; connection to their working environment),
while the hierarchy or ethnicity was not included in the demographic questionnaires, regarding
Saudi culture does not contain multiple ethnicities (Talic & Alshakhs, 2008).

From the information that was observed in the data analysis, some results corresponded to
the responses of the mental health nurse and were related to the role of the mental health nurse
working in the field of mental health in the hospitals, without specialist certification or any
requirement to become a mental health nurse in Saudi Arabia. Even though Saudi Arabian
universities do not offer the opportunity for nurses to graduate in the field of mental health
without completing a master’s degree or post-graduate ‘diploma’ in mental health, all nurses
who participated in this research study, however, had obtained a bachelor and diploma degree
as a general nurse. Furthermore, as a form of phenomenological research, the effect or existence
on the outcomes of the study resulted in subliminal ideology or justification on the part of the
participant, although the investigator was not considered. For a possibility existed that the
participants’ reservations about professional stigma towards people with mental health
problems would hinder them from openly discussing their experiences. It may also have been
the case that participants subconsciously rejected specific elements of their experiences of
professional stigma, and thus, neglected to describe specific scenarios, emotions or ideas
related to stigma. This was represented by the case of a participant who verified that he/she did
stigmatise people with mental health problems based on the nature of their illness or diagnosis.

Nevertheless, the participant also rejected the assertion that he/she did show a real stigma
towards people with mental health problems. In this example, the participant’s professional
team produced the answer during the focus group discussion, although he/she also displayed
emotions and attitude, perhaps unbeknownst to him/herself, which was indicative of a stigma
that may have arisen through such influences as a society and religious beliefs. Indeed, given

that the researcher undertakes some clinical duties at the same location ascertain participants,
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the potential for social desirability bias was present in the data from both mixed methods
approaches. This may have caused respondents to provide answers that they deemed acceptable

to the researcher.

Implications and recommendations

The study’s outcomes were mainly applicable to the professional mental health team;
education and clinical practice, community, and provision of mental health care services,
additionally the potential future research of relevance to the health care providers and society.
This study has highlighted the impact of care provision in mental health care, given that the
extent of professional stigma observed was comparable to that reported in other countries, per

the existing literature.

Education and clinical practice

To facilitate the addition of mental health modules to the curriculum, the study’s outcomes
should be shared with those responsible for delivering mental health education. The majority
have proposed an increased understanding and modified perceptions by strengthening
educational and mental health care guidelines with the aim of instigating behavioural changes
(Pinfold, Byrne, & Toulmin, 2005). Some indications exist to demonstrate that individuals who
receive education about mental health problems are less likely to show stigma and have a
greater tendency to empathise with individuals with mental health problems. Additionally,
people with mental health problems should be encouraged to participate in the development,
review and assessment of mental health services, meaning that they are effective participants
rather than acquiescent service users; so, healthcare professionals should incorporate
employment, learning and up-skilling considerations into treatment plans to reduce stigma and
prejudice, and to facilitate the social inclusion of individuals with mental health problems.

In addition, to educate the public in terms of mental health problems, there exists a
requirement to compel mental health professionals to improve their perceptions of people with
mental health problems; both globally and in the community. Subsequently, individuals can
then receive appropriate care and experience fewer instances of stigma and lack of family,
cultural and community support. More generally all health care staff should address the timely
identification and treatment to reduce the outcomes of mental health problems. This can be
achieved through an adequate outreach program and sufficient primary care. As conflicting

opinions on people with mental health problems can be observed amongst the professionals,
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initiatives to combat stigma and negative perceptions about people with mental health problems
should become routine hospital practice. Accordingly, the mental healthcare professionals in
both the primary care and clinical environments should directly educate the Saudi community.
This strategy would benefit society and improve mental health education, and thus minimise
the effects of professional stigma displayed by nursing and mental health staff in the clinic and
in academia. To deliver relevant information and ensure improved perceptions towards matters
related to mental health, the professional mental healthcare team must be clear on the content
and method of delivery of this information. As described by Corrigan (2004, p. 614),
perceptions about mental health among the public are reflected in the wide range of perceptions
of stigma displayed by mental health professionals and are therefore frequently noted.
Additionally, the New Zealand Nursing Council has compiled guidelines applicable to nursing
education and practice that address local cultural concerns. These guidelines reflect the changes
that have taken place in New Zealand in respect of the indigenous Maori population (Jacobs et
al., 2004; Hogg & Holland, 2010). Moreover, Girish and Gill (2003) noted that nursing training
was being tailored to address the cultural mores of patients, particularly of people with mental
health problems.

To assist people with mental health problems to better manage their mental health and
wellbeing and feel less stigmatised, culturally appropriate mental health teaching standards
should be established as part of the routine treatment delivered by the professional mental
health team. In 2003, the UK’s Royal Colleges of Physicians and Psychiatrists recommended
that commissioners facilitate improvements in the education of general hospital staff in respect
of the mental health needs of mature people (Hogg & Holland, 2010). It has recently emerged,
however, that recommendations concerning the education of mental healthcare professionals
in respect of mental health education have not been satisfactorily fulfilled. In 2008, for
example, in Australia, the Children’s and Families’ National Service Framework specified that
liaison arrangements must provide education and training for all healthcare staff involved with
children in the mental health needs of children and their family members and carers (Moynihan
et al., 2013). Initially, this could be achieved through a process whereby mental health
professionals work in collaboration with imams in the community, to increase their knowledge
of cultural and religious principles within Saudi Arabian society and how this may manifest as
various forms of stigma. Anticipated feelings about stigma may affect the level of mental health
care that is delivered to individuals with mental health problems, as described in Chapter 2. By
collaborating with religious leaders, mental health professionals may better incorporate local

mental health services and gain an increased awareness of the specific requirements of people
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from the Saudi population who suffer from these issues. This would also affect professional
stigma in respect of people with mental health problems within a Saudi Arabian culture and
some aspects of the Islamic religion. The mental health professional would be more aware of
how the human rights of people with mental health problems should be respected within
Islamic guidance and minimise the stigma towards those people, and consequently, deliver
effective mental health care services.

In general, the outcomes reveal that much remains to be done to boost the level of knowledge
on perceptions of professional stigma towards people with mental health problems by mental
health professionals. The outcomes may contribute to the development of suitable strategies to
combat stigmatisation (anti-stigma campaigns), given that they highlight the high incidence of
stigmatising behaviour displayed by mental health professionals (Jacobs et al., 2004; Hogg &
Holland, 2010). Such strategies could be aimed at clinical practitioners and the entire Saudi
society, ensuring that appropriate consideration is given to cultural and religious elements.
Thus, the outcome of this approach would be increased accessibility to mental health services

delivered by mental health care practitioners to Saudi Arabian society.

Community

The healthcare professionals have made some effort in relation to the cultural aspects of
healthcare. These efforts have been predicated upon the differing requirements of increasingly
diverse communities, resulting in flexible and culturally aware healthcare that seeks efficiently
and humanely to meet a variety of cultural needs (Hogg & Holland, 2010). UK healthcare
professionals are aware that the performance of their duties in both hospital and community
scenarios requires them to have the cultural sensitivity and training necessary for the delivery
of high-quality services within multi-ethnic and multicultural communities (Hogg & Holland,
2010). For such training and sensitivity to be fully utilised, however, it is necessary that all
such professionals be given opportunities to exercise their skills; the following items should be
understood and practised by the community:

The identifying symptoms of conditions or degrees of psychological disorder:

e Understanding and perception of risk factors and their origins;

e Understanding and perception of how individuals can care for their own mental health;
e Understanding and perception of the professional services on offer to the community;
e Perceptions, which permit individuals to acknowledge issues, obtain the necessary

assistance, and access information on mental health.
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A mixture of educational and delivery strategies usually forms the basis of recommendations
for raising the standard of community mental health knowledge. These strategies may be
grouped under various headings, and can be stratified with respect to extent (meaning broad
preventive approaches, for instance, directed at the entire population or a subset of it), method
of delivery (including the mainstream media, printed literature, lectures by professionals,
religious or community leaders, and level, be it small, local or extensive (Pirkis & Francis,
2012, p. 8). To deliver these objectives, curricula should be developed and delivered through a
range of approaches including increased community awareness, such as campaigns and
discussion groups in mosques, schools, non-governmental organisations, and all other areas to
increase local knowledge and change the perceptions of society towards those living with
mental health problems. As suggested by Hogg and Holland (2010), mental health practitioners
should deliver educational programs about mental health problems to the local community with
the purpose of aiding the recovery of people with mental health problems and supporting their
families.

Under the Ministry of Health in Saudi Arabia, the families of individuals with mental health
problems should deliver public information to address stigma and raise awareness of
community mental health. Thornicroft et al. (2008) describe how personal interaction with
people with mental health problems is one of the most powerful methods for minimising
stigma, as it provides a forum for individuals to describe their perspectives. This could also be
implemented in Saudi Arabia to reduce the incidence of a stigma that originated in the
community, influenced professional mental healthcare workers, and was expressed towards
people with mental health problems. Besides, the more contemporary literature describes
studies that test theory-based paradigms in relation to the stigmatisation of people with mental
health problems, with time—trends analysis and cross-cultural comparisons, and the appraisal
of anti-stigma campaigns, such as that carried out in Switzerland (Lauber et al. 2006).
Likewise, the support of care providers within the mental health team in delivering the
necessary level of care to people with mental health problems, managing individuals with
mental health problems and their families, and avoiding instances of professional and social
stigma among families, society, and mental health care services, was considered of paramount
importance. The research recommendations can, therefore, be classified as relevant to mental
health professionals, mental health care provision, society and investigators. In addition, the
media can serve an educational purpose through widespread public exposure, the importance
of providing them with sufficient knowledge to ensure their unbiased coverage of these issues

remains clear.
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With respect to insufficient self-knowledge about stigma amongst health professionals, the
appropriate health authorities within communities throughout Saudi Arabia should launch

awareness initiatives.

Organization of Mental health care services

Based on outcomes achieved from research into existing mental health policies and services,
and the appraisal of previous reforms, the World Health Organization (2003) has provided
significant recommendations and practical guidance concerning the organisation of mental
health services and the improvement of mental health via its Mental Health Policy and Service
Guidance Package. With respect to the limited mental healthcare provisions in place nationally
in Saudi Arabia, and particularly in terms of the centres of health care provision in the
community, the Ministry of health must acknowledge that the provision of care by families and
by mental health care staff is not feasible in all circumstances.

The recommendations, which aim at the implementation of a holistic approach to the
provision of mental health services, offer a model that seeks to resolve issues associated with
the various requirements of people with mental health problems and provide definition to many
basic organisational principles. Firstly, accessibility refers to the provision of basic mental
health care provisions at a local level within communities, so that long-distance travel to care
facilities is not necessary. Such a basic mental health provision includes inpatient, outpatient
and, rehabilitative care. Secondly, Comprehensiveness refers to the fact that mental health
services should comprise the range of facilities and treatments necessary to satisfy the basic
mental health needs of the community concerned. It is essential that services, which provide
for people with mental problems work together to ensure that such people’s medical,
psychological and social requirements are satisfied through coordination and continuity of care.
Thirdly, effectiveness is highly important and the development of service provision should be
firmly based on empirical evidence that demonstrates the success of previous examples of the
proposed development.

Moreover, Respect for human rights means that mental health provision should pay attention
to maintaining the personal autonomy of individuals with mental health problems; it should
authorise and provide encouragement to such individuals to exercise choice concerning their
treatment, and such treatment should be non-restrictive fully feasible World Health
Organization (WHO, 2003). The coordination of specialist and primary care services are key

factors in the successful running of mental health services, as is the coordination of medical
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and non-medical departments and agencies. Specialist and primary care service coordination
are necessary due to the function of primary care in the initial diagnosis and early-stage
treatment of people with mental health problems. Similarly, inter-departmental and inter-
agency co-ordination is necessary, as health service departments frequently should work with
other agencies, such as social services, social housing departments, day-care providers and
psychosocial rehabilitation programme providers.

The Ministry of Healthcare should also evaluate the current regulations and functions of
mental health care services to avoid the professional stigma by establishing appropriate skill
development, introduce on boarding of new staff members of mental health teams, and deliver
a good quality service to people with mental health problems. This strategy would assist mental
health workers to avail and develop the provision of mental health care and ensure suitable
training of mental health care nursing practitioners. In addition to the development of care
worker skills related to the management of mental health conditions, the provision of
community health services should be re-established, thus permitting increased support to staff
in the community environment. To further address the issues of social stigma and
discrimination related to mental health, the relevant bodies should explore the possibility of
targeted and culturally appropriate measures. The Ministry of Healthcare should evaluate the
possibility of a partnership between official and unofficial healthcare providers, and
incorporate appropriate legislation into the Mental Health Act, to ensure transparency in the
procedures for referral of cases that lie outside of their realm of expertise.

Another recommendation of this study is the requirement for healthcare professionals to
adopt a concerted and effective approach to delivering the appropriate treatment to service
users, whilst also remaining diplomatic in dealing with stigmatising perceptions, which can be
interpreted negatively by the affected individual. It is the proposition of this study that the
mental health professionals in clinical practice evaluate and modify their inherent opinions and
attitudes about mental health problems and their interactions with service users, to avoid
unintended aggravation by stigma. Ultimately, when equality and social recognition for service
users reaches an appropriate level of recognition and quality, social inclusion of affected
individuals can improve and the effects of stigma reduced (Boraska et al., 2014). Yet, despite
the current support for a deinstitutionalisation approach, it remains necessary to establish long-
term care residences for individuals that cannot be cared for at home. Day care facilities, where
individuals can receive treatment as outpatients while remaining resident at home, should also
be secured. Such an option would relieve families and mental healthcare staff of some of their

tasks and permit them to participate in fundraising or a return to employment.
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To avoid the situation where families must finance medication or commute a long distance
to obtain it, mental health service providers should guarantee that all centres retain sufficient
stocks of appropriate medications. Corrigan (2004) noted some practical instances from
Europe, including sector psychiatry in France, primary care social psychiatry and mental health
in the UK, as well as the reform of psychiatric practice and deinstitutionalisation in Italy.
Indeed, a significant proportion of people with mental health problems faced discrimination,
societal isolation (Corrigan, 2004). This is particularly the case where education, employment
and general healthcare are concerned.

Inpatient care is sometimes characterised by being placed in solitary confinement and being
denied opportunities to socialise with others and detention that would be unlawful under normal
conditions. Treatment is also frequently compulsory; such inhumanity is frequently
accompanied by denial of political and civil freedoms and the denial of means of appeal and
redress. Considering these problems, institutional care provision is the focus of much criticism
in Europe, despite attempts to implement deinstitutionalisation policies (Corrigan, 2004). The
delineation and promotion of those care initiatives that achieve success in terms of the
maximisation of autonomy, care within the community and ultimate resolution of serious
mental problems together with, throughout, the upholding of human rights, are clearly
desirable. Accompanying this delineation and promotion of successful care initiatives should

be mechanisms to ensure that quality standards are set and maintained.

Future Research

In Saudi Arabia and other countries, it would be more effective to determine the professional
stigma towards people with mental health problems by these means. Also, it would be
beneficial through international studies to compare other countries and cultures. Similarly, a
study to evaluate the implications of providing care to people with mental health problems in
Saudi Arabia would be of further benefit. Moreover, a study into the degree of stigma held by
professional healthcare workers toward people with mental health problems in a larger sample
size would be beneficial. The present lack of existing literature on status and perceptions
towards mental health problems, and the consideration given towards people with mental health
problems has been highlighted.

Additional research is required to evaluate these variables and how they interact and modify
one another. This may be achieved through research in a larger sample population, not

restricted to full-time mental healthcare staff, to more thoroughly divulge the correlation
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between religion, culture, media and the stigma of mental health problems. Such research could
determine the instigators of a stigma of mental health problems, including character, anxiety
and compassion, and produce a more thorough determination of how the various stigmas relate
to people with mental health problems. Similarly, research into the mechanisms for providing
service and interactions between healthcare professionals would be important to facilitate an
improved structure for caregivers, such as, given the lack of adequate provision of mental
health care in the community, additional research on public perceptions towards mental health
problems would be beneficial. Consideration should be given to employment, education and
up-skilling initiatives in care plans so that health care professionals can reduce the incidence
of stigma and prejudice by supporting individuals in becoming accepted by society.
Furthermore, a study to evaluate the regulations and function of the delivery of education by
the government, ministry of health and mental healthcare providers in Saudi Arabia would be
of value. Despite the identification of certain interesting observations in the data analysis, the
primary determination of this study is that further attention and endeavour should be applied
to future research to guarantee the active involvement of mental health professionals. With this
in place, the study would be better equipped to determine whether these professionals undergo
sufficient training and education for their role, and therefore, whether they actively contribute
to the provision of a healing atmosphere for the individuals in their care. This consideration
would also raise the perceptions of mental health professionals to eliminate professional stigma
through a better standard of care.

A broad range of data derived from subjective experiences was identified in this research
study, covering various levels and arguments, all of which would be applicable for forming the
basis of a future qualitative study in the field of stigma by mental health workers with respect
to mental health problems. Additionally, a further suggestion for research of relevance to
mental health professionals might include the establishment of recommendations to further the
knowledge and perceptions of mental health professionals and members of society towards
mental health problems. Previous research has reported that multiple elements contribute to
professional stigma; the outcome of the present research study has been the implementation of
measures, with limited success, to develop knowledge regarding mental health amongst health
care professionals and the community. Therefore, mental healthcare professionals should
evaluate their personal perceptions, be cognisant of stigmatising habits and their effects on
service users, and address the issue of stigma by promoting the values of user participation
within an equal and fair society. Within Saudi Arabia, several topics remain to be assessed with

respect to the effect of perceptions of mental health considerations and persons with mental
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health problems. Of further value, would be a study of the increased incidence of stigmatisation
within professional mental health teams and specific service users, and the cultural effects of
stigma.

Additionally, phenomenological qualitative research themes could be based on: (a) the
effects of the postgraduate curriculum, teaching staff, and fellow students on the origins and
expression of stigma against mental health problems; (b) the effect of an individual’s family
history on the instigation and perceptions of stigma related to mental health problems; (c) the
effect of covert stigma on the welfare of mental health professionals; and (d) the effect of
implementing a self-disclosure approach in the interactions between the individual and the
healthcare professional; (e) the effect of stigma on society, arising from culture and religion,
on people with mental health problems; (f) the effect of the media in increasing knowledge
within the community and minimising stigma against individuals with mental health problems;
(g) assessing and exploring the stigma among mental health professional and community
towards people suffering from neurotic and psychotic mental health problems; (h) To what
extent does the self- reporting of stigmatizing attitudes correlate with behavior?.

Separately, quantitative themes could incorporate questionnaires or the use of a correlational
approach to evaluating: (a) the frequency of stigma associated with mental health problems
reported by graduate students within universities, teaching and support staff, and fellow
students; (b) the possible relationship between religious environment and stigma against mental
health problems; (c) the correlation between issues of stigma and esteem against oneself and
the confirmation of the psychological condition. In addition, a wide range of suitable research
subjects identified in the notable outcomes could be appropriate for the investigation of future,
statistically significant relationships, possibly reflective of a broader representation of mental
health professionals. Ford, Goodman and Meltzer (2003) describe how the New Freedom
Commission Report, established by the U.S. presidency in 2002, sought to improve the
treatment of mental health problems by establishing anti-stigma organisations and policies. A
superior comprehension of the issue of stigmatisation phenomenon is required to implement
the progression of such anti-stigma schemes and institutions. Overall, there are numerous
directions in which the progress of future research will benefit, many of which have been noted
in this study. Mental health professionals that can adopt this research directive can serve as a
form of support and encourage agents to address the issue of stigmatization attitudes,

improving treatment and treatment utilization thus.
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Dissemination Plan

This research has investigated the phenomena of mental health professional stigma,

demonstrated by mental health teams in the KSA, and has sought to identify the existing and

latent views of mental health professionals holding a stigma towards people living with mental

health problems. The results will be disseminated the following ways: The University of

Salford, King Saud University, Saudi MOH, publication in mental health and community

journals, as well as International conferences and National conferences.

The findings will be at the University of Salford website.

A copy of the results will be sent to the Saudi MOH and King Saud University to raise
awareness regarding the mental health profession, to consider the future positions of mental
health professionals involved in mental health care.

After that, the researcher will request a meeting with the director of the General Directorate
of Health Affairs in Riyadh, and other cities in S.A.

An oral presentation with a brief description of the study and the results will be given at the
King Saud University and to the General Directorate of Nursing in the Middle Region.

An interest group will be established with a seminar to update information regarding the
stigma among mental health professionals and the effectiveness on users of mental health
care services by the mental health nurse department in the nursing college of Saudi Arabia.
This research will be published across the Saudi Commission in health specialities, and from
this perspective as a researcher with a doctorate, we will demand classification of the Saudi
psychiatric nursing.

Through the dissemination of research, the role of nurses working in psychiatric settings
across the Kingdom will be focused on, as well as the importance of the role of psychiatric
nurses for the rest of the psychological disciplines.

Extract minor sections of the thesis, such as "The Stigma Surrounding Mental Illness and the
Role of the Media in Shaping Public Opinion'.

Extract research from the "literature review, methodology, and analysis findings" and the
dissemination of thesis articles will be included in the Saudi Journal of Medicine and
Medical Sciences, Saudi journals in health science and in the research centre at King Abdul
Aziz University, International Journal of Methods in Psychiatric Research, Journal of
Psychiatric and Mental Health Nursing. There will be a focus on publication in Wiley ISI
journals.

Publications about reducing stigma among professionals in S.A. will be encouraged.
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e Publication in professional peer-reviewed national and international journals, for example,
Saudi medical journal (SAUDI MED J), The Journal of Nursing and Adolescents Health,
and Journal of Professional Nursing.

e Publication about “Using mixed methods to identify phenomena in mental health fields
across S.A”.

e “Service User Involvement in Health Research, the Case of Saudi Arabia”. These two papers
can be published in the PubMed Journal, which has literature from MEDLINE, life science
journals, and online books. Also, this journal is a peer-reviewed international journal.

e National conferences; at the King Saud University, and future working groups, for best
regional impact.

¢ International conferences such as Gulf Cooperation Council conferences, annual British,
American and Australian conferences of mental health nurses, and psychiatrists in Saudi

Arabia.

Conclusion

This chapter, is the last section in this study, and it has highlighted the contribution of this
research to existing knowledge. This study has proposed an applicable starting point for
facilitating the efforts of mental health workers to improving mental health care services by
reducing professional stigma against people with mental health problems in Saudi Arabia. It
has also explained the strengths and limitations of this research, as it was conducted in a special
context, where there is a specific culture that must be followed. In addition, the implications
for mental health education and clinical practice, community, and organisation of mental health
care services, and future research. There is a plan for dissemination of the results which has
been explained. This research extends our knowledge of the existing and latent views of mental
health professionals holding a stigma towards people living with mental health problems in
Saudi Arabia have been identified as indicated by the outcomes of the mixed methods
approach. Therefore, it can be assumed that this research will serve as a basis for future studies

about mental health professionals in S.A.
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APPENDICES
Appendix I

PRISMA Guidelines for systematic reviews and meta-analyses

Section/topic # Checklist
item
TITLE
Title 1 | Identify the report as a systematic review, meta-analysis, or both
ABSTRACT
Structured 2 | Provide a structured summary including, as applicable: background;
summary objectives; data sources; study eligibility criteria, participants, and
interventions; study appraisal and synthesis methods; results; limitations;
conclusions and implications of key findings; systematic review registration
number.
INTRODUCTION
Rationale 3 | Describe the rationale for the review in the context of what is already known.
Objectives 4 | Provide an explicit statement of questions being addressed regarding
participants, interventions, comparisons, outcomes, and study design
(PICOS).
METHODS
Protocol and 5 | Indicate if a review protocol exists, if and where it can be accessed (e.g., Web
registration address), and, if available, provide registration information including
registration number.

Eligibility criteria | 6 | Specify study characteristics (e.g., PICOS, a length of follow-up) and report
characteristics (e.g., years considered, language, publication status) used as
criteria for eligibility, giving rationale.

Information sources | 7 | Describe all information sources (e.g., databases with dates of coverage,
contact with study authors to identify additional studies) in the search and
date last searched.

Search 8 | Present full electronic search strategy for at least one database, including any
limits used, such that it could be repeated.
Study selection 9 | State the process for selecting studies (i.e., screening, eligibility, included in
a systematic review, and, if applicable, included in the meta-analysis).
Data collection 10 | Describe a method of data extraction from reports (e.g., piloted forms,
process independently, in duplicate) and any processes for obtaining and confirming
data from investigators.
Data items 11 | List and define all variables for which data were sought (e.g., PICOS, funding

sources) and any assumptions and simplifications made.
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Risk of bias in
individual studies

12

Describe methods used for assessing the risk of bias of individual studies
(including specification of whether this was done at the study or outcome
level), and how this information is to be used in any data synthesis.

Summary measures | 13 | State the principal summary measures (e.g., risk ratio, a difference in means).
Synthesis of results | 14 | Describe the methods of handling data and combining results of studies, if
done, including measures of consistency (e.g., [2) for each meta-analysis.
Risk of bias across | 15 | Specify any assessment of the risk of bias that may affect the cumulative
studies evidence (e.g., publication bias, selective reporting within studies).
Additional analyses | 16 | Describe methods of additional analyses (e.g., sensitivity or subgroup
analyses, meta-regression), if done, indicating which were pre-specified.
RESULTS
Study selection 17 | Give numbers of studies screened, assessed for eligibility, and included in the
review, with reasons for exclusions at each stage, ideally with a flow
diagram.
Study characteristics | 18 | For each study, present characteristics for which data were extracted (e.g.,
study size, PICOS, follow-up period) and provide the citations.
Risk of bias within | 19 | Present data on the risk of bias of each study and, if available, any outcome-
studies level assessment (see item 12).
Results of individual | 20 | For all outcomes considered (benefits or harms), present, for each study: (a)
studies simple summary data for each intervention group (b) effect estimates and
confidence intervals, ideally with a forest plot.
Synthesis of results | 21 | Present results of each meta-analysis done, including confidence intervals and
measures of consistency.
Risk of bias across | 22 | Present results of any assessment of the risk of bias across studies (see Item
studies 15).
Additional analysis | 23 | Give results of additional analyses, if done (e.g., sensitivity or subgroup
analyses, meta-regression [see Item 16]).
DISCUSSION
Summary of 24 | Summarize the main findings including the strength of evidence for each
evidence main outcome; consider their relevance to key groups (e.g., healthcare
providers, users, and policymakers).
Limitations 25 | Discuss limitations at study and outcome level (e.g., a risk of bias), and at
review-level (e.g., incomplete retrieval of identified research, reporting bias).
Conclusions 26 | Provide a general interpretation of the results in the context of other evidence,
and implications for future research.
FUNDING
Funding 27 | Describe sources of funding for the systematic review and other support (e.g.,

a supply of data); a role of funders for the systematic review.

The PRISMA Group.
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[HCPRDU] Evaluation tools

Evaluative Tool for Mixed Method Studies

Evaluation Tool for 'Mixed Methods' Study Designs

The ‘mixed method’ evaluation tool was developed from the evaluation tools for ‘quantitative’
and ‘qualitative’ studies,' themselves created within the context of a project exploring the
feasibility of undertaking systematic reviews of research literature on effectiveness and
outcomes in social care. The ‘mixed method’ tool draws on appropriate questions from the
quantitative and qualitative evaluation tools. It provides a template of key questions to assist
in the critical appraisal of studies using more than one method.”

279

Review Area

| Key Questions

(1) STUDY EVALUATIVE OVERVIEW

Bibliographic Details

Author, title, source (publisher and place of publication), year

Purpose

What are the aims of this paper?
If the paper is part of a wider study, what are its aims?

Key Findings

What are the key findings?

Evaluative Summary

What are the strengths and weaknesses of the study and theory,
policy and practice implications?

(2) STUDY AND CONTEX

(SETTING, SAMPLE AND OUTCOME MEASUREMENT)

The Study

What type of study is this?

What was the intervention?

What was the comparison intervention?

Is there sufficient detail given of the nature of the intervention and
the comparison intervention?

What is the relationship of the study to the area of the topic
review?

Context: (1) Setting

Within what geographical and care setting is the study carried out?
What is the rationale for choosing this setting?

Is the setting appropriate and/or sufficiently specific for
examination of the research question?

Is sufficient detail given about the setting?

Over what time period is the study conducted?

Context II: Sample

What was the source population?

What were the inclusion criteria?

What were the exclusion criteria?

How was the sample (events, persons, times and settings)
selected? (For example, theoretically informed, purposive,
convenience, chosen to explore contrasts)

Is the sample (informants, settings and events) appropriate to the
aims of the study?

If there was more than one group of subjects, how many groups
were there, and how many people were in each group?

Is the achieved sample size sufficient for the study aims and to
warrant the conclusions drawn?

What are the key characteristics of the sample (events, persons,
times and settings)?

Context Ill: Outcome
Measurement

What outcome criteria were used in the study?

Whose perspectives are addressed (professional, service, user,
carer)?

Is there sufficient breadth (e.g. contrast of two or more
perspective) and depth (e.g. insight into a single perspective)?

Evaluative Tool for Mixed Method Studies
Prof Andrew Long (2005), School of Healthcare, University of Leeds
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Search Strategy
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Shows the databases that were searched using a combination of keywords (free text

searching), subject headings to represent the concepts in the following table. The strategies were

slightly adjusted to meet the specific functions and terminology of each database. The searches

were limited to studies published after 1990 and by the inclusion criteria.

Search Strategy

Sources Searched

Keywords

No. Of Studies

Inclusion Criteria

CINAHL

MEDLINE

PsycINFO

Since Direct

British Humanities
Index

British Nursing
Index

Applied Social
Science Index and
Abstract (ASSIA)

International
bibliography of
social science (IBSS)

The key search terms
used were ‘mental
illness’, ‘exclusion’
and ‘inclusion’. The
search terms used to
describe the
experience of the
study subjects
included ‘mental
health problem* and
stigma*’ along with
‘stigma*’, ‘prejudice
and stigma*’,
‘stereotype and
stigma*’, ‘mental
health professional*
and stigma*’
‘discrimination and
stigma*’,

618 studies
1 selected

911 studies
2 selected

412 studies
2 selected

113 studies
1 selected

62 studies
(Not relevant)

121 studies
(Not relevant)

26 studies
(Not relevant)

51 studies
(Not relevant)

Using qualitative or quantitative
approach as a method of research.
Professional held stigma against
people living with mental health
problems.

Drawn from the disciplines of
psychiatry, psychology, social
worker, mental health nurse, and
faculty of mental health nurse.
Written in English, the articles in
medical or nursing field published
the English language; the main
science articles analysed in this area
are published in the English
language.

All articles must have been published
between 1990 and 2016; and all
articles must be original research
from the database, the rationale of
this requirement is to ensure that
research is of high quality thereby
ensuring that the articles are of a high
validity (Sun, Xu, & Feng, 2004).
The search terms used to describe the
experience of the study subjects
included; depression, bipolar,
paranoid, mania, personality
disorder, schizophrenia, and stigma
on mental health problems, mental
health problems, mental illness and
mental disorders, according to
Jackson and Heatherington (2006)
and Crisp, Gelder, Goddard and
Meltzer (2005), the people with
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Sources Searched

Keywords

No. Of Studies

Inclusion Criteria

EBSCO

Social services
abstract

PsycARTICLES Full
Text

Grey literature

212 studies
(Not relevant)

52studies
(Not relevant)

102 studies
2 selected

20 studies
(Not relevant)

mental health problems are most
commonly stigmatised are
depression, bipolar disorder and
schizophrenia, so these conditions
were selected as search terms.

And only articles concerning the
impact, attitudes and observations of
mental health professionals are
selected, this form of research offers
further insight into stigma and its
related factors and thus makes a
valuable contribution to the topic
(Schulze & Angermeyer, 2003).
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Data extractions of search strategies studies
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No. Author Study Design and Measures used Sample Research aim Main findings
location | Data collection
Method
1 |Ekerand The Quantitative Self-report 91 psychiatric | Examined the Those psychiatric
Arkar Turkish Cross- questionnaire to | nurses. attitudes towards nurses wanted to
(1991) city of sectional measure the people with mental | avoid paranoid
Izmir. survey social distance health problems. schizophrenia more
than both anxiety
and depression.
2 | Kua, Parker, | Singapore | Quantitative Self-report 42 Explore the attitudes | Out-patient mental
Le and Jorm Cross- questionnaire to | participants in | of mental health health practitioners
(2000) sectional measure the Out-patient practitioners rated a higher

Group survey
comparisons

attitude toward
people with
mental health

problems.

department
‘practitioners
in
professional
mental
health’,

41
participant’s
in

in-patient
department
‘practitioners
in
professional
mental

health’.

towards people
living with mental
health problems
such as,
schizophrenia, major
depression and

mania.

proportion of more
professional held
stigma towards those
people with mental
health problems than
mental health
practitioners in in-

patient department.
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Crabtree Malaysia. | Qualitative Observation of | 15 To gain an Psychiatrists
(2003) Correlational everyday psychiatrists | understanding of mentioned the
practices, 32 psychiatric | workplace culture in | likelihood of
examination of | nurses. Sarawak, East patients who are
hospital Malaysia, to explore | psychotic becoming
records, and the issue of violent during
interviews. professionals assessment prior to
An stigmatising people | hospitalisation,
ethnographic with mental health | whereas mental
approach. problems. health nurses were
more concerned with
the possible dangers
related to the
monitoring of non-
psychotic patients.
Aydin Yigit, | In the Quantitative comparison The 160 A comparative Positive attitudes, as
Inandi, and | Turkish Cross- Self-report participants analysis of the reflected in reduced
Kirpinar city of sectional questionnaire to | were chosen | attitudes of hospital | social distancing,
(2003) Erzurum | cultural group | assess the at random employees from were observed
Ataturk survey Social Cultural |and included | several psychiatric | mostly among
Universit Attitudes and 40 academics, | clinics. hospital workers.
y social distance | 40
Hospital. toward people | psychiatrists,
with mental 40 psychiatric

health

problems.

nurses and 40
hospital

workers.
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Ucok, Polat, | Turkish. | Quantitative Self-report 60 Analysed the Much of participants
Sartorius, Cross-sectional | questionnaire to | psychiatrists. | attitudes (95%) named
Erkoc and survey measure the psychiatrists had schizophrenia as the
Atakli attitude and stigma attitude most serious mental
(2004) social distance towards people with | health problems
toward people schizophrenia. from the perspective
with of the public.
schizophrenia °.
Liggins and | New Qualitative The audio- 5 participants | Investigating how The different
Hatcher Zeeland. | Cross-sectional | recorded in mental patients and mental | perspectives on
(2005) interviews with | Health health professionals | people with mental
participants workers. experienced stigma | health problems
from general based on a Liaison | were grouped into
hospitals. Psychiatry service. | several categories
within stereotyping
and labelling the
people with mental
health problem.
Nordt, Switzerla | Qualitative and | Interview, and | 1073 Mental | Examined the Psychiatrists were
Rossler and | nd, quantitative self-report health behaviour of shown to have
Lauber In 29 Cross-sectional | questioner to professionals | employees at preconceived
(2006) hospitals. measure the (Social psychiatric inpatient | negative opinions of
social distance | workers, and outpatient in the | those with mental
and attitude psychiatric Switzerland were health problems
scale towards physiotherapi | examined and more so than
people with sts, mental compared with the | members of the

mental health

problems.

health nurses,
and
Psychologists
) and public
participants
1737.

behaviour of the

public.

public or other
mental health

professionals.
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Mathews
(2007)

Singapore

Quantitative
Cross-
sectional
cultural group

survey

comparison
Questionnaires
to examine
attitudes and

knowledge.

79 psychiatric
nurses and 21

psychiatrists.

Explored the issue
of professional
stigmatizing people
with mental health

problems.

A proportion of 60%
of the nurses stated
that they were
derided« humiliated,
and frustrated due to
their line of work,
while 30%
mentioned that their
own relatives
attempted to
dissuade them from
entering the field of
psychiatry.
Furthermore, 51% of
psychiatric nurses
and 15 %of
psychiatrists
admitted that, if they
had the choice again,
they would avoid the
psychiatric
profession and
people with mental

health problems.
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Emotional Reaction on People with mental health problems Scale

Quantitative questions
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Nationality:
Sex:
Specialist:
Experience:
Place of work:
Qualification:
Item [tem Strongly | Agree | Neutral | Disagree SFrongly
No. 5l 5l agree | Gily | oo | @il e | disagree
e sk il S £
Bl g
The behaviour of People | Juxdl s & sl 5usill Ky ¥
1 | with mental health Ol Galaly)
problems is unpredictable. | dsdill 5) 4daall (il Yy
2 | Conversing with People " L s
with mental health d;ua\;:“z Tflh
problems is difficult. TR
3 | Individuals suffering from | . . o
mental health issuesgare UT_U): ww\ ual;uy ‘
) o O iy i
considered a burden on AV L
others. G
4 | Individuals with a histo < .
of mental illness shouldrie JU,UJ G.Méu\ L:u:'j‘
prohibited from AN
: iill  Joall el 3
employment in N e 8ol i)
government positions.
5 | Segregation of the People W .
with mental health L“;;J uaf’ﬂ: Jw\;ﬁjs
problems from the rest of el gl e &Lli
society is wrong. '
6 | The rights of the People
with mental health Gsin al Fie V) ay
problems should be L g Ll ouia yall
recognized.
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Item [tem Strongly | Agree | Neutral | Disagree i?rongly
No. 5 sl 5 sl agree Gl gl Gél s e wl.‘sagrefa
P 82 35 O
B
7 | No responsibilities should Il « e ane i
be assigned to the People L“s\;dj} u-u:-'j u‘{ i
with mental health S o= it I
problems. .
=Se ) sy
8 It is therapeutic for the ..Cn | L::j:;ﬂ‘
People with mental health Ll j@\ JA\S.M
problems to be integrated "y 1 :"_'ng:& <<
into health care, but ”@ MLM )_m ey
disadvant to th o 3
drnbmmgmiote | 0
P ' ple IS baua ladle
9 | The arguments of local . ot 3l
: ) Glidlia g
employees against the ﬁﬂ I J:AC\A';
establishment of mental ¢ e 3 s ke
health services in the o s
< Ay
?ealt(lil Zare centre are well wii\ G‘A)Aﬂn a_j_cj
ounded.
10 | Isolating the People with L .

) 5l uliadll
mental health problems f&fu‘m R iﬁ:
from their workplace is a . . \

il el aglac
direct violation of their e el 5 § gia
rights. A

11 | People with mental health Sliall sl skt (S
problems can be SRR A
developed by anyone. 7 e ’

12 | Society has a duty to s aaiaall e g
ensure quality care for faall AuLc RIESPN
individuals with mental Cmbaall ol 83U Al
health problems. (i gl oo ya ya

13 | Keeping the People with
mental health problems il (g el e Llial)
locked away is the most Gl 58 il e 5l Ay
appropriate way to deal pere Jalaill 46, )1
with them.

14 | Isolation of the People " .

| il iy all J
with mental health i}}g" . umn :j {T‘
problems from society is > ’ 7
SO A

necessary.
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Item [tem Strongly | Agree | Neutral | Disagree i?rongly
NO'\ 5 aall 5 sl agree Gl gl Gél s e wl.‘sagrefa
A Bady G3al ) LA
B
15 | Social int.egration of the syl e leia ! zloss¥)
People Wl'Fh mental.health Sl A Tl
roblems is the optimal g A A
P p ae! Ay JiaY)
therapy for them.
16 |Individuals with mental A elas o an ¥
health problems should not | ) e (e (uladll
be shown any mercy. Jaladll b dea ) Ayl ad
17 | It is important to iyl i agll (50
encourage the People with il s il ) lia)
mental health problems to T
tak 1L Sl 5 3ase (g Al
aken on normal life Ll 5 sl Sl
responsibilities.
18 | Individuals with mental = e Cbeadll 3 Y
health problems should not | s iy ¥ i ) e
be shunned from society. il (4
19 | An individual should be ) Al Jaal g
admitted to hospital at the | 3,30 Jl & Adiwall
first sign of mental health slie (o e (e dadle
problems (i g
20 | Mental health services are | (& 4l Aaiall Siladd
an unnecessary use of tax [Ny 55 pa ne
money. lele o jall
21 |People with mental health |oaliall 5l Gaedill aa yalf
problems and individuals daall 550 palaiY
with mental health are two | Olélise Gk Lea 4l
different things. candl Leguazy e
22 |1 enjoy creating a personal | A&le Blay laa aiciud Ul
rapport with my patients. e pe dpad
23 | I like taking part in

competitive activities with
people of mental health
problem, in-patient
department

i) 84S L) cal

i) e pall Al
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Item [tem Strongly | Agree | Neutral | Disagree SFrongly
No. 5 sl 5 sl agree Gl gl Gél s e (%{sagrefa
= a8y 3l ) dﬂjy: e
5w g
24 | When dealing with People ol aa Jaladl) 2ie
with mental health b A Gaal s pladl)
problems, it is necessary to | Of (55 pall (b adlic
bear in mind that their Ol Llie) 4 auad
behaviour can be OS5 O (S il 5L
unpredictable. dadgia o
25 Mental hospitals are Alia) il 1)
glteniied ‘Fo separate the il ey il
eople with mental health A e i) ) Jlin)
problems from the rest of - éﬁa.d\
society. ’
26 | The People with mental 3 (lial) (sl ) 52y
health problems may seem gle (adiS i)
to be normal, but one must | oSy (Llie 5 Ludi miaia
always remember that they |  aeb Laily JS35 o Can
are not. SIS ) g
27 . . Al e Laia ¥ Jal gl
Negative social factors are o il el e
at the root of mental health |~ ~ T
il
problems. .
28 | Individuals with a history 30 ey o iy ¥
of mental health problems O gl ageal ()
should not be allowed to (i) ) i) (i sl
hold a job associated with Ll ja Jae 2iny
responsibilities. Gl g susally
29 | A person with mental

health problems is no less
important than physical
illness.

8 o Bl il aY)
2 (B e (0 Ager]
A




Appendix VI

Attitude Scale Questionnaire — Short Form (AQ-SF)
Attitude Scale Questionnaire — Short Form (AQ-SF) =il (i)

Nationality:
Sex:
Specialist:
Experience:
Place of work:
Qualification:
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No.
A

Item

3 _yadl)

Item

3 yaall

Rarely

Sometimes
¥ o

Frequency
Laila

I would think that it was a person
with a mental health problem own
fault that he is in the present
condition.

o liadl i palls el il
Lai).a‘ﬂ_;:\d.ulr_um.&ah)m c;u&.\l"\
el el Ly Llie

Do you think the psychiatric

Sl Gimg sall (y b el g0 Lo

2 | patient, is the cause of his/her 4 e Gl Ao 5 plapud) i) )
mental problems? JUALEN S P g g1
How resppnsible, do you think, is a b ol 51 i) (g all (s

3 | person with a mental health Al gy ey (s pumlal) i gl
problem for his present condition? el FOm =

4 | I'would feel aggravated by people el (e auarll (e Qlld el
with mental health problems. e g lie i ey aliad)
I would feel anxious or very uneasy LBl LY oy ) BUIL el

5 | in the presence of the person with SHBe ga e Glas gadlidgag S
mental health problems. e )
I don’t think that I can relax and be 3 s e i) ey il asief Y

6 | myself when I’m around someone S s o5 Ladie il ae dal )
with mental health problems. i gl e g e e
I would feel pity for people with Ol Al (alasD) dGally jail 8

7 .. . .
mental health problems. i o) e am pe (e
How much sympathy would you Al i Gl s

8 | feel for people with mental health e # o s

problems?

i ) e m ye (e sl
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No. Item Item Rarely | Sometimes | Frequency
a8l 5 yaal) 5 yadl) Juta oY) (yany Ladla
How much concern would you feel ol Gl e 3l et oS

9 | for people with mental health e

problems? Sl lte B 0 05l
Jhaaill alaaiu Sl

I would be willing to talk to people uJ e JM e u;%
10 about those mental health problems 20 O O pall palad]
p : Sl o puidi 5) Jlic
. e o )l O S s

1 H(;)Jv V;:S?ilr}]l ;vo;lld you feel that sl ppptadl el sae Loy
y p: sl ) Jie
I Would feel compassion for people adl GaliaY) s daa b el

12 | with mental health problems. Ll ) il myall

yad i YL =3l Y
I would feel unsafe around a person R “ﬁ o= Jm

13 : L 5l Llie (50
with mental health problems.

The person with mental health i gh il ) il 5l

14 | problems. Could be dangerous. .

aha

15 The person with mental health S Aol a el Slaall e Sl
problems. Could be unpredictable. dad gla e il pal 4yl il

Cuy dil] o) eall )

16 People with mental health problems et ’ éﬁjﬂ‘u@)‘i
would terrify me. Gt

17 | How scared of people with mental sladly chal Ca gall ) sl 58 CaS
health problems. Would you feel? emdil) o) ) ay yall
When I am around someone with )

18 mental health problems, worry that (o g e gy aa Q)%\ Ladie
he or she might harm me ANEN i & iy 28 a3y el
physically.

If I were an employer, I would ism dae cabia ) g S ]

19 | interview a person with mental e pdila Moo gl ol (g e JWGI
health problems for a job. Ak )

A yall aladiils gl e Y
I would share a carpool with a .,CA‘ U’J::j e-‘*‘:i & .
20 | person with mental health problems S RO X

every day.

ps2dS
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No. Item Item Rarely | Sometimes | Frequency
a8l 5 yaal) 5 yadl) Jat oY) (yany Lala
IfI v]vdere atlandloui, I p(;stsit::ly Gl a3 e e cllal i€ 1)
would rent an apartment to the | e e e s s saall
21 person with mental health St pmom )MX
Lf&ﬁ_\
problems.
I think a person with mental health e cliadl padall ol i)
” problems poses a risk to his/her e by sha JUN bl o) e
neighbours unless he/she is B a1 adinall g ol el
hospitalized. sdituall
Jead¥) e ) sS4l aie
I think it would be best for people Ua e (e sl pdll palai
3 with mental health problems and & 1um praia gy i ol i
keep them away in a psychiatric Aalaal) 5 Apudil) (al peIl Aisa
hospital.
A person with mental health Clial) o pall aladls el 58 W
24 | problems can be isolated from his pes 02 2 O B Gl
neighbours. pel s
If I oversaw person with mental slie Gy pe zole R T S
25 | health problems treatment, I would ) 4ie bl ()l Jucadl s
require him to take his medication. Ay 4a3le
How much do you agree that any Alia s 1y elly e 3 55 as
person with mental health problems An gy el o) e gy
26 | should be forced into treatment with Glada g 7zl Jls e o jlal g
his/her doctor even if he does not A O i aadlas g il 2 302])
want to? fellyy e
sadd 3o e Y e S o
If T oversaw person with mental (il ) (lie g e s
27 | health problems treatment, I would Gl (el pa laadly 43 Y

force him to live in a group home.

ot oaldl &l (o 52 Y)
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Appendix VII
The characteristics of the participants in the study sample of Self—Reported Questionnaires
(n=50)
Frequency Per cent
Group of specialities

Faculty of mental health 10 0.0
nurse

Psychiatrist 10 20.0
Mental health nurse 10 20.0
Psychologist 10 20.0
Social worker 10 20.0

Nationality
Saudi 36 72.0
Non-Saudi 14 28.0
Gender
Male 23 46.0
Female 27 54.0
Qualification
Diploma 6 12.0
Bachelor 19 38.0
Master 14 28.0
Doctorate 11 22.0
Post-graduate qualification
No 25 50.0
Yes 25 50.0
Experience years
<10 24 48.0
10+ 26 52.0
Setting

Nursing College 10 20.0
Mental health hospital 21 42.0
Public Hospital 3 6.0
University Hospital 16 32.0
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Appendix VIII
Participants Invitation to focus group discussion / Email

Hello Mrs. / Miss.

I would like to invite you in (....) at (...)/ (...)/2014

In room number (....) at 00:00 am Until 00:00 am, to start our group discussion regarding my
research study as the head of the department mentioned you before for; The extent of mental
health professional stigma on people with mental health problems in Saudi Arabia.

While, the aim of this study is to identify the stigma surrounding mental health problems, as
well as to identify the existing and latent views of mental health professionals holding a stigma
towards people living with mental health problems in Riyadh, Saudi Arabia. This study will
address a gap in our knowledge and understanding of these phenomena.

It will be my pleasure to see you there.

Thank you for your cooperation
Kind regards.

Researcher /Seham alyousef



The characteristics of the participants in the study sample of focus group discussion (n=5)

Appendix IX
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No.

Personal characteristics

Group of specific specialists

Psychiatrist

Psychology

Social worker

Mental health nurse

Faculty of mental health nurse

Nationality

Saudi

Non- Saudi

Gender

Male

Female

Religion

Muslim

Non-Muslim

Marital status

Married

Non- married

Qualification

Diploma

Postgraduate

PhD

Years of professional
experience

5-10

26-30

31-35

40+

Socio- economic status

Low

Middle

High

Setting of workplace

University Hospital

Nursing College

10

Age

25-39

40-59

60+

— [ = (= [ BN W | O === (N[ W= (= = [ D= | D WD DN | [ = | = [ = [ | =
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Appendix X

The Qualitative Form

Qualitative Form () luiu)
Facilitator’s Role: Seham Mansour Alyousef

Research title:
THE EXTENT OF MENTAL HEALTH PROFESSIONAL STIGMA ON PEOPLE
WITH MENTAL HEALTH PROBLEMS IN SAUDI ARABIA
sl ol sie
i s Glie (a yer liaal) (alAdY) i lall Lea o) Glial) g dpdill daiall A Guigall yilis 2
30 pad) gyl ALl (il M
A student of Health and Social Science College at the University of Salford Manchester is
undertaking this research. The PhD research study is; The extent of mental health
professional stigma on people with mental health problems in Saudi Arabia.
i 3 jinndiile ) il Kl 3 T i ¥ shall sl IS (o il 08 cpn Cinl 138 G5 2
e e Gubad) alAiY) sai jlall daca o) Adiall 5 Liil) dsall b Cpigall LS5 255258 50 53S0
g gmad) g yal) ASLaal) (gl I b iy
To get as much data as possible for the qualitative viewpoint I will be running discussion
with a focus group. I will be asking about; The extent of mental health professional stigma on
people with mental health problems in Saudi Arabia.
I am aiming to have 2 participants for one focus group discussion will last for one hour. The
focus group will be of mixed categories of people (all the five categories) to elicit different
experiences and views.
Ao sana e LGB 5 ol oy Cogun s o il i dga s oo OISR a8 bl e J seand) dal (1
Ol alas¥) olat Alial) daall & Cuigall sal Jlad) daca s 5ilis asa s dsn Vsl ()0 Caguns 38 1)
sl il 5kl Jumdl 4 pmiall 5 el daca 5 (0 pe i o Gaaailly @lly g cdlial) Aaiall JSLia (4 () sl
Ao sana (5S5 Chsu Baal s Aol el il LB Ao sena ()5S 5 ¢3S ) e sana 3 0 e 2 055y 0
Dbl Clea 5 8 Al o )lat ] 581 dal e (Ueedd) Dl gan) Gl (e At U e S S
I will be asking questions about participant’s experience of this internalized stigma and how

the participants deal with it when it arises as an issue. You have agreed to participate in this
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focus group, so I hope you will find it stimulating. I thank you for your cooperation in
completing the questionnaire.
ge laball ulall ¢Sy oS iy gumiall 5 Al Jlall Sanmn g b Cpasigall T a3 Jpm Al Loy o 81 g
o8 S slat] Sl IS ell a8l 18 e ganall 83 (e Baa 50 AS LA o i) g 08 S (b Gl 45l e
Ok JlaSia
The Purpose Study dul ol a8 (e Cargll
The aim of this study is to identify the stigma surrounding mental health problems, as well as
to identify the existing and latent views of mental health professionals holding a stigma towards
people living with mental health problems in Riyadh, Saudi Arabia.
This study explores the degree of stigma demonstrated by mental health professionals towards
people with mental health problems. This study will address a gap in our knowledge and
understanding of these phenomena.
o) Al danall Jlae 8 Cnlalal) (e Gy WSl daay 5ili 5 0 0m 5 aaa g G )all o2 (e Caagll
A gl Ay pall ASleall 8 dpudill Dl Ao 1) b 53 g a8 (S LE) Gasigall
Information for the participant.
That 1 will prepare for the group meeting by becoming familiar with the definitions of
internalized stigma and will prepare the set questions.
Al Ao gane 4 uaiall 5 ladl dasa 5 (o iy ya5 e 4 glle i SV S 5l e ganal jpuaal
* | need to understand what is the purpose of the group discussion
Ao sanall 038 (e (i al) (S Hu S LEA G (g S e
* [ will fill in and sign a consent form, and indicate whether. I wish to receive copies of
the final report.
e Jyanll (30 ge n )58 13 Le Gl A8 sall 3 jlaind @l 535 ede (A S Jlall s e g e
) ) (g e
* [ expect that the focus group starts and finishes at the agreed time.
e G 8l B s S8 G Ly o
*At the beginning of group meeting I will all introduce myself.
il (S Ll i IS g S Ll Ao gane () s a8l o
» [ shall expect to find an environment where all the participants will feel able to express
their views, experiences, perception, impact, practice, and opinions.
Y Y g el Al y laill ey o il (S liiall land) o
*There will be ground rules set for the group at the beginning of each meeting

(confidentiality, respect for others etc.), and all participants should be aware of these.



298

e O liall en of (e 2SU 5 ¢ (@D ) Log oAV Al il 5 4 pall) Blad) 8 (5,8l Apule) ae ) g8l guiag e
238 [y Ay
o] will return the completed consent forms.
Leie olgii¥) aay 488 gl ) jlainsl £la ) @
What you can expect from the researcher::cuald) (e 428 53 of (Say Lo
* She will be available to open the discussion and to talk through what happened during
the discussion within the group.
e ganall 3 Gy Lo JA (e Eaanl) 5 380 sl Jala () 5S) G guue
» She will provide participant information sheets, consent forms, and focus group

outlines.

Background to the projects 5 sl dula
This research study seeks to examine whether those professionals providing treatment and care
for people with mental health problems hold stigmatizing views and beliefs about mental health
problems, and how the existing and latent views of mental health professionals holding a
stigma towards people living with mental health problems in Riyadh, Saudi Arabia.
o Alie o A JSUiay (bl (alaial) olad dyigall Al daall 8 daall il 2 sm s dga) sal & 5 il 12
Taa ga Al daaall Jlae 8 Galelall 5 culd Gladl) &l g Cgadl o) jaly e gaadl 4y jall dSLeal
Aglie dpnn Ak o 0 silay A1 pala]
This study wills specifically the degree of stigma demonstrated by mental health professionals
towards people with mental health problems. This study will address a gap in our knowledge
and understanding of these phenomena.
el Faa s (g a0 GLESELY (yal jaiadl] 13 (pe Cigll apnill sy e Al all 38 CaiSiuin
52 L 8 gan s Alial) dpusdill daial) JSLER (g @ silay () (aliY) sas Apniil) Asiall 8 Caigal Lpaw
) Al el (e (V) 2all V) s Camiad A CSLeYT 8 5 allall o2ed Liagd 5 Ui yra 35 gad 3 g 5 Al yall
it i (e Gadl 5 5 )
Ll daall Jlae (A Cigal) Clalall (e ity LS jladl daia g 58l 2 sm s 2aad 8 Al 50l 038 (g gl
it gl g jal) ALl Akl Al e ) 5 05 8 AS L) A
Who can participate?
I would like to involve people who have had professional experience of working with the
mental health team.
A Ll aSay (e

Aedil) Al (3 8 A duiga 5y agadl (pdl) S L) e Gl a4
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Participants (nS ldall

The mental health care professionals working providing mental health services in Riyadh city

will form the study population of this research. These will include the following categories:
Lo 8 Aliall Lol dnall Ciladd b g3 dae) b Ayl Ll Ale 1 Jlae i cplelall Gaigal

AN L o3 i Cgan s Canal) 138y Ayl i JSE (ymly )

Psychiatrists. &l culall

Clinical psychologists. il (Jas¥)

Clinical social workers.slia¥ Jlasl

Mental health nurses. & o s

Faculty of mental health nurses.4lixl) s 4uudill daiall () jai (& Gu il 408 guac

Introduction

Welcome to this group and thank you for taking the time to join this discussion. My name is
(Seham Al-Yousef). You have been invited here as you have specific experience and
knowledge of caring for those mental health problems and I want to tap into your experiences
and views about the stigma held by professional mental health team towards or against the
people with mental health problem. There are no right or wrong answers and I expect there will
be different opinions, which is why we are a group to discuss our ideas. I would like to
encourage everybody to share his or her point of view. I will use a tape-recording the session
by video and audio records because I do not want to miss any of your comments. You can ask
to stop a video record at any time, without reason and continue our discussion by an audio
record. I assure you that your comments will remain confidential and no names will be included
in any reports. I’m interested in your views whether they are positive or negative. If you want
to follow up what someone has said, please feel free to do so and respond to the person directly.
You don’t have to respond to me. I am here to ask questions, listen and make sure that everyone
has a chance to give their opinions. I’'m interested in hearing from everyone so if someone is
saying a lot, I may ask you to give others an opportunity to speak. Alternatively, if you’re not
saying much, I may ask you for your views. My aim is to try and get everybody’s opinion
included in the discussion.

Before we begin this discussion, there are some rules, which we must agree. First, everything
that is said here is confidential. Nothing must be discussed outside the room, and no patient
privacy will be discussed through the focus group discussion. Everyone shall say what they
think and there should be no critique of people but open discussion. If you wish to speak to me

afterwards that is possible. Could I go around the room and one at a time and ask what your
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name is, how long you’ve been in the unit and whether you have had Professional experiences,
perception, practice, and impact towards professional holds stigma and starting discuss our
viewpoints.

-

4adia
Oos (o sl algas) 58 ol AL 238 ) alanaiDl aSie gl (amy 3AY ) S5 A ganall 030 3 aS5 sy
ol Al Al & Cpigal) Clalall (e dana sl il 5 3 s g rania 1) il 2 aialls A8l lls JDA
Alial) Al Aaall 848 peall 55 0 (e 2ol Lal Ui cpen 38 i€ e i i e e 0 silag 0l alasY)
daa s o) V15 ) @l e 3aldinl) ) Ul Ul ol dagaia cilila) a5 Y il 5 odill (2 5l
bl e s Jalil anl) aati o a5l Adlisa i cilga s llia ¢ 65 of w5l
il IS aSilE1aS (e (5l i G 2l Y Y O geall 5 gl a3 ) all s Ty 55 w28y Cogasg
hilile o oS0 S35l G 2l A8 5 S i geal) Jannsl) e 8y s (sl S350 el Qi il
S Apla) il o) g oy Aalall lail) g 5 8 daiga Uls 8 g1 A slandd (g 1000 o s e RS
okl s Ul 5 il paddll o ol el pLall 8 oo 5 Y (add alli L dajlin & e 53 S 1) Al
Glia calla) 38 5 casand) (o glain¥) 8 ddiga Ul aghl )l el dua i 40al mueall Of (e 2S5 o Lainal) 5 (ALY
Al 8 A o) aseadl ) e Jsandl D glae g el i Gaaill da i o AV gllac |
Information for participants
Participation in this research is voluntary, and you may withdraw from the research at any stage
without having to give a reason. If you choose to end your participation all data collected will
be erased. All participants are bound by professional codes of conduct and will have an
appreciation of the rule governing patient confidentiality. However, participants will be
reminded that they should not disclose information about patients in any way compromise
patient confidentiality. The participants in the focus group will not be asked to discuss the past
or current patients and will only be required to discuss their professional experiences while
interacting with people living with mental health problems. This will ensure that the
confidentiality and privacy of those with mental health problems are protected. If a breach of
confidentiality occurs, I will end the discussion immediately and request that the participants
stop talking and respect the privacy of patients if they wish to continue participating in the
focus group. I will then return to the focus group discussion once patient confidentiality has
been assured. If malpractice that is illegal or harmful to patients is discovered, the duty of care
of the researcher in accordance with their professional code of conduct is to talk to the
participant individually, outside of the group discussion, about their illegal or harmful attitude
towards their patients and seek to establish the cause of this malpractice. Moreover, if
necessary, the researcher will contact the chair of the psychiatric department to draw their

attention to professional mental health care and services without naming the participants to
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preserve the safety and privacy of the participants in the study. You will be asked to sign a
consent form saying that you have read this information and have had an opportunity to ask
any questions about the research. If you have, any questions feel free to ask.
Aalall (50 elld @lls s yo gl 8 Cind) e i Gl 3y 53 S () 5 ¢ oo sh s aad) 13 8 AS L)
S glacy
7okl A il ell S 5 il slaall o2 <l 8 08 i€ () D8 488 gl 5 jlain) ol il elie (allay Cagu g
Al o i Y Al ol @bl G ) Jsa A g
The following questions are very sensitive. Please remember that the information gathered is
completely anonymous and dealt with in the strictest confidence.
clalai A sedl U sgae cand ()5St Lgman a3 Al il sladd) G JS35 a5 Al Al 4 2000 ALY
Al s b Lga el
Data protection
This policy applies to all in Salford University who process personal information on the
University. The Data Protection Act 1998 regulates the use of information relating to
participants (personal information), protecting and giving rights those to whom that
information relates. The Data Protection Act’s requirements are based upon the eight Data
Protection Principles. These state that personal information shall: 1. Be obtained and processed
fairly and lawfully and not be processed unless certain conditions are met; 2. Be obtained for
a specified and lawful purpose and not be processed in any manner incompatible with that
purpose; 3. Be adequate, relevant and not excessive for that purpose; 4. Be accurate and kept
up to date where necessary; 5. Not kept for longer than is necessary for that purpose; 6. Be
processed in accordance with the data subject’s rights; 7. Be kept secure, safe from
unauthorized access, accidental loss, damage or destruction; 8. Not be transferred to a country
outside the European Economic Area, unless that country has equivalent levels of protection
for personal information.(Data protection policy university of Salford, 2013). The data will be
kept for three years following PhD completion to enable publication and post-doctoral
research. Following PhD completion, the anonymised data will be stored at Salford University
for this period. Group discussion to colleagues and others.
bkl Alea
alaty 1998 alal culill) dilea ¢y 518 Apaddl e shaall dallae b ) sille drals gen o Ayl o34 (3ukais
e sheall @l (3lai (Al Gl of elac) 5 (3 s Alan 5 (Apadll il sleall) (S jidiall dalatiall Cila sleall aladiul
S 1ok Lo pasll e sleall o3 ALl il dlas g0l o 5 bl Alea o 518 Cilillaie AT ago
ledle: (S 2 tiisma o g 5 5 130 ) il (S ¥ 2 8 5 Al 5 ) gy il 5 Ll (J pumna
12l dda s e 5 Alia I35 AAS (K5 3 ¢ al 108 e (3555 Y A8y s (gl Lgtiallae o Y 5 4 i85 20n (im Ji]
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Linllas &35 6 ¢ yall 13d (550 58 Laa bl 581 (85 Y 5 65 )5 puall i ahanty 48 (oS5 () 4 ¢ jal
el gf Al ol Ll o wans cogn g mall e J g sl) (e A gala s Al B3 0 7 6 lil) ¢ guimsa (5 5Bl L
i shacall lond ABLaa il ginun Lol U o ) e 5591 Rl o s Al ) Lol oS Y 8 $lia sl am
o) ) Sl eV amy ol siall dmy Lo il s Sl o)) 53S0 o LgiY) ey ) s 00 Bl i) Laliia ) i
s+ l) dge Lo A8 5 5l 03] acadll A sgme 3 ) il Haals 3 il (30 55 i
Consent to Participate in Research

Issues of Professional experience of stigma toward people with mental health problems; I have
been given and understand an explanation of this research project, and have read the
information sheet. I have had an opportunity to ask questions and have them answered to my
satisfaction. I understand that taking part in this study is voluntary with video and audio record
and that I may withdraw from this study and ask to stop a video record at any time, without
reason. | understand through the focus group discussion will not discuss the past or current
patients and will only be required to discuss our professional experiences while interacting with
people living with mental health problems. This will ensure that the confidentiality and privacy
of those with mental health problems are protected. If I choose to end my participation, all
data collected will be erased. I understand that my participation in this study is confidential
and that no material, which could identify me, will be used in any reports of this study. I would

like to receive a summary of the results of this research when it is completed.
Ergall b AS HLaall e 48 pal)
13gd | i agd Capdac | 281 g (A diall g dpaiil) JSLEQN (o lal) daia g dpudill daall 3y 8 dyigall 5 sl Ll
23 35l e o aedl Ul Aa ) s ALY & hal dua i cal 885 il sheall 88 )5 ol i 5 ¢ Jiadl g g il
s (50 (e iy (6l (A gl Qo Gl Gl ) A )l o3 (e ol B s il 5 o sk s Al )
Yl 5 ¢y A Al all o2 S e ) agdl Ul (i (o g e Aninall i) 5l Baiil) anan o)) ale )
vie Canll 13 il Ladle B Gl ol 5 Aulpall o328 (e )5 6l 8 (I Lglaiiiad s ) o) gl aans Sy
allais|
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Signed: &8 53

Name of participant:<l sl au
Address:g) sl

Date:z )4l

Focus Group Questions about you: S il 4c seaa 8 (S jliall Clily
Statements by participants in the focus group

Item
Gender Male _S3
uindl Female &
Nationality
dpaiall
Ethnic group
Under 25
years’ old
Age 23 25 (e B
anl 25-39
40-59
60+
Marital status
e laiay) Al
Level of
education
a2l (5 giuall
Specialties
uaa.aiﬂ\
Public In the
hospital Name: pa.t u?n.t
e e 9I clinic:
¢ . Outpatient
Place of work clinic:
Janll 8
Private In jche
hospital Name: pa.t 1§n.t
Lald i | chmc;.
Outpatient
clinic:
Experience
(Years)
3yl & gh




304

Item
Upper middle
[SENIRTEN
Socio-
economic Middle
status daus 5l
Analal) )
daelaiay) Lower middle
ggql.d\ L) dg\

Focus group discussion — Questions

Professional experience:

Regarding to the research questions;

Al. To what extent have mental health professionals personally experienced stigma in
relation to their work with people with mental health problems in Saudi Arabia?

A2. What are the causes or factors in Saudi Arabia that may lead to mental health
professionals holding stigmatising views towards people living with mental health
problems?

A3. How do mental health professional teams in Saudi Arabia influence issues of
professional stigma in mental health services?

A4. How has Saudi Arabia’s mental health care service enhanced the level of resources
and standards of care available to mental health care users, and to what extent can the
provision of a mental health care service contribute to the diminishment of the stigma
that surrounds those living with such a problem?

The extent of mental health professional stigma on people with mental health problems.
Negative thought or feelings towards people with mental health problem-based in the
fact that they have a mental health problem.

Professional experience in positive or negative belief, acceptance, relationship, married
community, media, religion, etc. that have linked to the experience of mental health
problems.

During professional mental health team and those family experience.

During professional mental health team in social, culture experience, media, religion
and educational factors in Saudi Arabia that might lead to the societal stigmatization of

people with mental health
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e Reduce the level of stigma toward with those people living with mental health problems
to improve societal attitudes towards those people with mental health problems and
encourage sufferers to seek treatment

Ending Questions;

El. If you had a chance to pick out one important topic from those that have been discussed
what would it be?

E2. Summary of main points then question accuracy of summary

E3. Recommendations aimed at reducing the stigmatization of people with mental health
problems and the role mental health services might have in achieving this objective.

E4. Have we missed anything? Is there anything that has been overlooked?
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Appendix XI

Using Thematic Analysis

Thematic Analysis / Phase: Description of the process
1. Familiarizing yourself with your data:

Transcribing data (if necessary), reading and re-reading the data, noting down initial
ideas.
2. Generating initial codes: Coding interesting features of the data in a systematic fashion
across the entire data set, collating data relevant to each code.
3. Searching for themes: Collating codes into potential themes, gathering all data relevant to
each potential theme.
4. Reviewing themes: Checking whether the themes work in relation to the coded extracts
(Level 1) and the entire data set (Level 2), generating a thematic ‘map’ of the analysis.
5. Defining and naming themes: On-going analysis to refine the specifics of each theme and
the overall story that the analysis tells, generating clear definitions and names for each theme.
6. Producing the report: The final opportunity for analysis. Selection of vivid, compelling
extract examples, the final analysis of selected extracts, relating back to the analysis of the

research question and literature, producing a scholarly report of the analysis.
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Appendix XII

Invitation later to Director of Education and Training department
Dear Director of Education and Training department.

My name is Seham alyousef. I am a lecturer in the College of Nursing at King Saud University
Currently; I am a PhD student at Salford University in the UK. I am undertaking a PhD on the
stigma toward people with mental health problem. My study topic is; The extent of mental
health professional stigma on people with mental health problems in Saudi Arabia. Saudi
Arabia is at present undergoing a change in the mental healthcare and it is vital that information
concerning health, how to maintain and increase it, is available for the whole people with
mental health problem. My study will explore the degree of stigma demonstrated by mental
health professionals towards people with mental health problems. And, this study will address
a gap in our knowledge and understanding of these phenomena. While my aim of the study is
to identify, the stigma surrounding mental health problems, as well as to identify the existing
and latent views of mental health professionals holding a stigma towards people living with
mental health problems in Riyadh, Saudi Arabia. This study will address an experience an
opinion in our knowledge and understanding of these phenomena. The outcome of the study
will be the development of an evidence-based competency framework to underpin the delivery
of mental health care services by professional mental health team, in Saudi Arabia.

I would like to get an Official agreement from you to let me start a data collection process, as
I need your help and support for recruiting the expert participants to be involved in my study.
With all my respectfully for your cooperation.

Kind Regards,

Seham Mansour Al-Yousef
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Appendix XIII

Invitation later for the Dean’s voice of the (Nursing School)

Dear Head of the department, Dean’s voice.

My name is Seham alyousef. I am a lecturer in the College of Nursing at King Saud University
Currently, I am a PhD student at Salford University in the UK. I am undertaking a PhD on the
stigmatization of people with mental health problem. My study topic is; The extent of mental
health professional stigma on people with mental health problems in Saudi Arabia. Saudi
Arabia is at present undergoing a change in the mental healthcare and it is vital that information
concerning health, how to maintain and increase it, is available for the whole people with
mental health problem. My study will explore the degree of stigma demonstrated by mental
health professionals towards people with mental health problems. And, this study will address
a gap in our knowledge and understanding of these phenomena. While my aim of the study is
to identify, the stigma surrounding mental health problems, as well as to identify the existing
and latent views of mental health professionals holding a stigma towards people living with
mental health problems in Riyadh, Saudi Arabia. This study will address an experience an
opinion in our knowledge and understanding of these phenomena. The outcome of the study
will be the development of an evidence-based competency framework to underpin the delivery
of mental health care services by professional mental health team, in Saudi Arabia.

I would like to get an Official agreement from you to let me start a data collection process, as

I need your help and support for recruiting the expert participants to be involved in my study.

With all my respectfully for your cooperation.

Kind Regards,

Seham Mansour Al-Yousef
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Appendix XIV

Invitation letter for Head manager of the department

Dear Sir/Madam

My name is Seham alyousef. I am a lecturer in the College of Nursing at King Saud University
Currently; I am a PhD student at Salford University in the UK. I am undertaking a PhD on the
stigmatization of people with mental health problem. My study topic is; The extent of mental
health professional stigma on people with mental health problems in Saudi Arabia. Saudi
Arabia is at present undergoing a change in the mental healthcare and it is vital that information
concerning health, how to maintain and increase it, is available for the whole people with
mental health problem. My study will explore the degree of stigma demonstrated by mental
health professionals towards people with mental health problems. And, this study will address
a gap in our knowledge and understanding of these phenomena. While my aim is to identify,
the stigma surrounding mental health problems, as well as to identify the existing and latent
views of mental health professionals holding a stigma towards people living with mental health
problems in Riyadh, Saudi Arabia. This study will address an experience an opinion in our
knowledge and understanding of these phenomena. The outcome of the study will be the
development of an evidence-based competency framework to underpin the delivery of mental
health care services by professional mental health team, in Saudi Arabia.

I would like to book an appointment with you to discuss my study research and data collection
process in depth, as I need your help and support for recruiting the expert participants to be

involved in my study.

Kind Regards,

Seham alyousef
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Appendix XV

Participant Information Sheet

Participant Information Sheet <l )Liall il glaa 43
Informed consent from research participants is crucial. Therefore, your information sheet must

use language that is readily understood by the public.

Overview of the Participant Information sheet
The information sheet should provide brief and clear information on the essential elements of
the specific study: what the research is about, the condition or treatment under study, the
voluntary nature of involvement, what will happen during and after the research has taken
place, what treatment (if applicable) will be withheld, the participant’s responsibilities, the
potential risks, inconvenience or restrictions balanced against any possible benefits and the
alternatives. It should allow the participant to decide whether the study is of interest to them
and whether they wish to read and discuss it further.
Uil e sl 3 5 5 e dale 5
Canll s Loy sBaasal) A pall Al pealiall e daial o)) 55 gl e slaally e slaall 48 ) g 2085 0 iy s
isns Lo clgil€a ) 38 amy g U Caaa s 13Le ¢S jLaall e shall aldall g el all 38 5 Alalaall Ja yd cic
Alainall 20 5l (gl 2 4331 5i 2 58 5l rle ) cAlainall jlalaall 5 ecpS liall il sama g (25 ) kel ona
ST A8l g 3e) 8 8 (st ) SIS 13) Lae 5 Lgagd il Al ol cilS 13 L 5 of ) jliiall sy o iy il
A (e
Study Title
THE EXTENT OF MENTAL HEALTH PROFESSIONAL STIGMA ON PEOPLE
WITH MENTAL HEALTH PROBLEMS IN SAUDI ARABIA.
Ll ol sie
(e (o (i e Cbaadl (alaEY olad el daia & Aliall 5 dpdil) daall 8 Cigall cplalall ili5 0
33 gmadl g ol ASLedll b
Invitation paragraph
I would like to invite you to take part in a research study. Before you decide you need to
understand why the research is being done and what it would involve for you. Please take a
time to read the following information carefully. Ask questions if anything you read is not clear

or would like more information. Take time to decide whether to take part.
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Mental health professionals, through their work, may be faced with the problem of a stigma of
working with persons with mental health problems. Research showed that health care
professionals do hold stigma towards patients with mental health problems, in Netherlands
(Gawley et al., 2011).
Obadl alasll ae Galalall daa Al aglee IR dpudil) daall Jlae & cplalal) 4l g ()5S 8
Jlae 8 cplalall o a1 @ jelal g Aulial) dundil] daiall JSLia (o () il Cpdl) Gl adY) o dlie (yal el
Juloa (e fie i ye e G5y ) (o sall ol Jlal) deia sie daall dle )
(Gawley et al, 2011).
What is the purpose of the study?
And, the aim of this study is to identify the stigma surrounding mental health problems,
as well as to identify the existing and latent views of mental health professionals holding a
stigma towards people living with mental health problems in Riyadh, Saudi Arabia. This study
will address a gap in our knowledge and understanding of these phenomena.
S Hall sl (pe (ayall sa L
Ludill daall Jlae & Caigal) Galelall (e Cny LS jladl daa s 535 2 5 5 aad 58 Al jall o328 (e Caagll
) g jal) ALl b il Al e ) 555 S 3 A Ll 5 Al
yalall odel Lingh s Lith yaa 35 gmd 3 g g Ausl jall o34 (J 55 i guss
Why have I been invited?
You have been chosen, as you are a person from professional working in the mental health
team in Riyadh. The mental health care professionals working in the settings providing mental
health services in Riyadh city will form the study population of this research. These will include
the following categories:
Psychiatrists
Clinical psychologists
Clinical social workers
Mental health nurses

Faculty of mental health nurses.
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Do I have to take part?
It is up to you to decide. We will describe the study and go through the information sheet,
which we will give to you. We will then ask you to sign a consent form to show you agreed to
take part. You are free to withdraw at any time, without giving a reason. (If applicable — this
will not affect the standard of care you receive).
PR HLiall e A2 Y Ja
3 a8 Caguny Al i ) ol slaall 48 5 5 JOA (e an g Al all -y o st ) JASY WSV &l g yia yal g
O ey gl 8 ClaaiV) e el AS Ll e el g ol ledal 48 gall 5 jlaiul e a5l @lia callay @l
(e ) (BB s gie o Sim Gl 5 Gaa g 0)) i elac)
What will happen to me if I take part?
You will be asked to complete questionnaires that should not last longer than 30 minutes. You
may choose to complete these questionnaires in private or with my assistance at a place of your
choice. A translated questionnaire is also available if you prefer. After completing the
questionnaire, [ will be running a series of focus group around the country asking people with
a professional team of mental health care about their experiences of internalized stigma and the
best ways to combat it. I’'m aiming to have approximately 2 participants for each category in
focus group, and the group will last for two hours. I will be asking questions about people with
professional in mental health team about their professional experience of internalized stigma
and how people deal with it when it arises as an issue. You have agreed to facilitate one of this
focus group. Then you will be thanked for your cooperation in completing the questionnaires.
9l i i€ 1) Caans 13l
o Ol 038 AlaiY < i) 38 3883 30 (e Il 3yl e o iy V) LY JleSinY @i Callay
D Joad i€ 1) Al Lgian 55 clatia) 138 )L e (180 8 aeLsay 5l Sl Galal) <Al
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Expenses and payments?

All the expenses for travel and any cost will be paid from Saudi Arabia embassy in the United

Kingdom.
file gdaall g Cild g padll
Basiall ASlaall 40 geaadl 55l (e el sl ) B e add Ay g s
What will I have to do?

Completing questionnaires involves writing by hand answers to questions. There are two types
of questions: 1. ‘Open-ended questions’ where a question is open for you to answer in any way
or detail you prefer and; 2. ‘Multiple-choice questions’ where you will be given a selection of
set answers to questions to choose from. You do not have to complete all the questions,
although it would be far more helpful for me if you did. The completion of the questionnaires
can be done at any place you prefer with or without my assistance. If you chose to complete
the questionnaires in private, please answer your questions alone without any help from your
friends of the family. This is because I am interested in your responses, and I do not wish for
your responses to be influenced by anyone else. If you choose to take part in a one-to-one
interview, | will arrange a time, day and venue that suit you best. The interview should be
conducted in a quite undisturbed area. Although there is no set length for the interview I do not
foresee an interview lasting more than two hours. However, you may withdraw from the
interview at any time and without giving a reason. If you consent to it, the interview will be
video and audio-recorded. I will later transcribe the recording and analyse the data. All your
responses will remain completely anonymous. However, I will ask you whether it is ok to use
anonymous quotations of your interview within the write-up of my study. You may choose to
decline this at any time and without giving a reason.
dadl Gl adle ()58 Capu e
ALY ] ALY e gle o ellia ALY e b KN 5 5k e clila) et cliluial Jlsil
e gana dlaia gl 2§ 5 ALl 531 ol f Elanss (5T 8 3,0 ll Bl - e ) s o i i
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What are the possible disadvantages and risks of taking part?
We do not anticipate that these procedures will cause you any harm, but if you experience
discomfort you may talk to the investigators about your concerns. You are free to skip any
question that you do not wish to answer or that makes you feel uncomfortable. You are also
free at any time to choose to end your participation. There will be no negative effects if you
choose to skip a question or discontinue your participation in the study. If you choose to end
your participation all data collected will be erased.
£l Ly (o shlies e b Lo
i glae e Caall ) Caa L Addie Cagand 5 13) (S0 5 ¢ ) guda (ol @l Canasi (o gas e | jaY) 03 of a5 Y
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What are the possible benefits of taking part?
I cannot promise the study will help you but the information we get from the study will help to
improve the treatment of people with (mental health services) and, will help to increase the
understanding of identification of the magnitude of the problem of stigma among mental health
professionals.
0l )Lty oyl Alaina) 250 ) o Lo
e el Aul )l o3 (e Lgale Juans il il lad) (s (S0 5 Al all @lae b (o g adly aSaef (o adaind Y
wusxml\e;;‘;;qfﬂ\e@z;g)‘;g el Cagang ‘(@M\jw\M\ ams)@wu\&.mw
A sy JSlie) Guliaall 5 4l dasall 8 Guigall (g Jlal) deaas
What if there is a problem?
If you have a concern about any aspect of this study, you should ask to speak to the researcher

who will do her best to answer your questions:
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Call Nom: 0966544441982
Email: s.m.alyousef(@edu.salford.ac.uk
If you remain unhappy and wish to complain formally you can do this through
(University complaints procedure).
Supervisor's name and contact details (Dr Tony Warne)
Email: T.warne@salford.ac.uk.
PAlia Gl IS d Ak
Ja Gigas (3 all ) Eannil) Jlasi o elile any sl jall 038 il g (e il g Jsa 18 el IS 1Y
(0966544441982) aSilind e 3, gall (5 Lzl
s.m.alyousef@edu.salford.ac.uk
IS (e g Ll SliSay Lans ) (5588 i (& e S5 dms e JI 53 Y S 1Y)
(el (5 580 lel Jal)
(05 S5 oSl G il Juai¥) Joalds 5 and
T. warne (@ salford.ac.uk.
Will my taking part in the study be kept confidential?
All information that is collected about you during this study will be kept strictly confidential.
Any information about you, which is used, will have your name and address removed so that
you cannot be recognized from it. Confidentiality will be safeguarded during and after the
study. Procedures for handling, processing, storage and destruction of their data match the
Data Protection Act 1998. How their data will be collected.
That it will be stored safely, giving the custodian and level of identification, for example:
4 s Al Al 5l (8 068 Ly (e (B s
e s 5 clic il slea (gl 8 Al Ay Al all 028 DA clic Lgnan Al il sleal) aian i
D) 5 A glall e ) Al jall ary g oL Ay yud) Baliad) s lile Capatll Sy Y Gy J1 s Sl sie 5 el
Basiall Aslaall 31998 alad il dlea ) 518 po (3L LgiUlay ey (Al
B G e 5 epa¥) elae ) s ¢l L 133 waee 4 5 aSs Aalill ililll gan i CaS
Individual participant research data, such questionnaires/interviews/samples/ x-rays will be
anonymous and given a research code, known only to the researcher.
U seae 0585 o gas Al AV / e / LR / CllinY) Jie (g il @l jLiall ia) bl
Gaalll g yrall da ll 5« ganll Ga )y elac] 5 aadll
A master list-identifying participants to the research codes data will be held on a password
protected computer accessed only by the researcher.
S Y e Al cena SisneS Jlea e Gganll 5 ga s UL S Gliall aaail 4t ) 4018 deagu
Caaldl J8 e V) L) Jsaaa )
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Hard paper/taped data will be stored in a locked cabinet, within locked office, accessed only
by researcher.
di e Y ddle &Y Sy Y Jie xiSa Jala Alia 43 34 8 UL 0 3l Calia (555 (5 )35 sl
caaldl
Electronic data will be stored on a password-protected computer known only by researcher.
Gl g8 Ge W) L pma ¥ )5 e AalSy pane ismaS Jlea (o 45 SV GULA 0 )35 daes
What it will be used for. For example, it must be clear if the data is to be used for future studies
and whether further RGEC (Research Governance and Ethics Committee) approval will be
sought.
— it Al UL S 1) Laal s (58 of cam JBal dass e Alad (e 205 Cogus L
) gall (e 2 3l bl s IS 13) L 5 Adiinall il JAIRGEC, (lENAY) diad 5 & sl daSas)
Who will access to view identifiable data (authorized persons such as researchers within the
team, supervisors, sponsors and for monitoring the quality, regulatory authorities /R&D audit).
— Ol 5 Gy 8 Jals Gdialll Jie agd pad yall (alaiV) sadaal) bl (2 jal J gea sl s (530)
ipaslail) bl s de g5 da 5 oI GR & D (G
Will it be retained and that is will be disposed of securely (the College RGEC recommends a
minimum of 3 years)
alitn Glld amy g ) gl 3 Bl g Lalaia) ataw
All information, which is collected, about you during the research will be kept strictly
confidential, and any information about you which leaves the hospital/university will have your
name and address removed so that you cannot be recognized.
o s sl elic A glea A3 () oS5 Al Ay s 8 Cand) oL lic Lgran oy ) e sleall paan S
leale oyl (S Y Cumy ) aas Sl gic g Slansd chaalall / il
Involvement of the General Practitioner/Family Doctor (GP)
There are other studies/circumstances which may not impact on the health of the participant
therefore it would not be appropriate for you to contact their GP.
3uY) anha / ale ( jlas e &l 533N
s el Apally a0l (g (5 Gl s U @ Ll daa e i Y a8 ) Cag plall / Al clal o @llia
Bowd) canb o) sl G jleall g Juady!

What will happen if I don’t carry on with the study?
If you withdraw from the study all the information and data collected from you, to date, will

be destroyed and your name removed from all the study files.
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What will happen to the results of the research study?
The study will be completed and written up by 2016 at the latest. There is a possibility that I
will publish some of the aspects of the study before 2016. If you wish, I can contact you when
any results are published with details of how to obtain a copy. Just to reiterate, you will not be
identified in any report or publication
fafiall Al jall gealis] Giaa g 13k
G Al ) il g Glamy i) g ol Jlaia) @llin | 0385 deal e 2016 ale Jstan 4l )l (e o lgiV alau
Aas e Jpanll R4S (e Jralii o ol ol i Laie oy Juai¥) i€y clld 3 e 5 i€ 1) 2016 ale
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Who is organizing or sponsoring the research?
University of Salford Manchester.
f4alall GV el )5 laie
dile 3 ) il daala
Further information and contact details:
Call Nom: 0966544441982
Email: s.m.alyousef(@edu.salford.ac.uk
Joaldill e 1 e JlaiV¥ g Cila slaal)
0966544441982 :J s> a3,

Information Sheet based on: COREC/NHS National Patient Safety Agency.
Information Sheets and Consent Forms — Guidance for Researcher and Reviewers’ Version
3.0 Dec 2006.

Link to IRAS website - IRAS

Thank you for reading!
oS glatt g e ) il | S
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Appendix XVI

Research Participant Consent Form

Research Participant Consent Form

The Title of Project: <l &l o) sic:

THE EXTENT OF MENTAL HEALTH PROFESSIONAL STIGMA ON PEOPLE
WITH MENTAL HEALTH PROBLEMS IN SAUDI ARABIA.
A<eall 8 e odh (i e Cpbeandl Gl olat dsuaill daall 8 cpldall uigall sl daa gl pilig aea
PNt Rt . e

RGEC Ref No:
Name of Researcher: &bl aul
Seham. M. alyousef
o sl ) eaie algs
(Delete as appropriate)

No. ITEM S NO NA
'J 3)353\ . Y i Y
A = ple
I confirm that I have read and understood the information sheet for the
1 above study (version x- date) and what my contribution will be.

Alall 8 Jealie 0 6S5 Cagu Lo g oDlef Al jall cila glaall 48 55 Cuagh g ol 3 a8 iy i

I have been given the opportunity to ask questions (face to face, via
2 telephone and e-mail)

(S 2l Bl e cdn ol L 5) Dlasdla) 5 A - Jlal A il 3 e

I agree to take part in the interview

3 Aladl A4S jlaal e @8l f Ul
4 I agree to the interview being tape recorded
Gl o185 As8lal) g ALEA) o) jal Ao 38 4 U
5 I agree to digital images being taken during the research exercises
& gand) g il B WIS 5 e ) Al ) geal) e 38050 G
I understand that my participation is voluntary and that I can withdraw from
6 the research at any time without giving any reason
I agree to take part in the above study
7 oo Le) Hliall A jall b A4S jlaall e @il sl Ul
Name: Signature:
Specialist: Place of work:

Date:
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A summary of the frequency of responses is supplied using code number with percentages.

Code Participant | Participant | Participant | Participant | Participant Total %
1 2 3 4 5
Professional stigma 6 4 3 8 2 23 | 25.2%
Causes stigma 7 4 5 10 6 32 | 35.1%
Mental health 5 1 2 2 3 13| 14.2%
service
Recommendation 7 1 3 5 7 23 | 25.2%
Total number 25 10 13 25 18
91 %
27.4% 10.9% 14.2% 27.4% 19.7%
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Appendix XVIII

Sub-themes and code numbers of experiences of stigma held by professionals toward people
with mental health problems.

Code Participant 1 | Participant 2 | Participant 3 | Participant 4 Participant 5
Negative feeling 0 2 0 0 0
Positive attitude 2 0 0 2 1

Diagnosis 1 0 1 2 0
St o :
Acceptance 1 0 1 1 0

Stigma experiences
within marital 1 1 1 1 1
relationships
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Sub-themes and code numbers of causes of professionally held stigma towards people with
mental health problems.

Code Participant 1 | Participant 2 |Participant 3| Participant 4 | Participant 5
Experience 1 1 1 0 1
Media 0 0 0 ) 1
Community 4 3 ) 6 3
Racism 0 0 1 0 0
Religion 1 0 1 1 0
labels 1 0 0 1 1
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Sub-themes and code numbers of an impact of professional stigma on mental health services.

Code Participant 1 | Participant 2 | Participant 3 | Participant4 | Participant 5
Deficiency 3 0 1 0 5
Immigration 1 1 1 1 1

Policy 1 0 0 1 0
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Sub-themes and code numbers of participants’ interventions recommended minimizing stigma
in general and professional stigma.

Code Participant 1 | Participant 2 | Participant 3 | Participant 4 | Participant 5
Community ) 0 0 2 0
Education ) 1 1 0 1
Media 1 0 1 1 0
Mental hgalth care 1 0 1 2 1
services
Saudi government 1 0 0 0 5

Support
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Appendix XL
Research Training
No. Title and Contents
1 How to complete learning agreement (which provide a clear definition of the L.A.

as it is the base of the research).

2 Research Ethics.

3 Research methods Module (which covered the whole process of research from the
Introduction and developing research question until the publication of research
Studies). 2013-2014.

4 Introduction to Endnote x7(which facilitates the references process).

5 Referencing your work APA (Harvard) style.

6 Postgraduate research week (which covered the important issue in the research
proceeds aimed at PhD students).

7 Quantitative research Tools (SPSS using and analysis of data).

Effective Applications (REPEAT WORKSHOP).

9 Qualitative Research Tools: NVivo.

10 | Personal Branding.

11 | Myers Briggs Type Indicator.

12 | Post-Graduate and Early Career Researcher Training and Development Advances
in Qualitative Research Practice 2 day-coursest21 , May & 4th June 2014.

13 | Electronic Resources for Researchers 2014

14 | Teaching Futures - Routes into Teaching Event 2014

15 | The launch of the Winston Churchill Memorial Trust

And University of Salford report:

No more! Turning the tide of child abuse and exploitation - lessons from abroad
and evidence-based recommendations for the UK 2014

16 | LEAP Higher Unit 4 (Academic Speaking) 2015

17 | Intro to Endnote X7 2015

18 | Postgraduate Research Experience Survey 2015

19 | ‘Putting Theory to Work’: The Application of Tools of Critical Analysis2015
20 | Qualitative and Quantitative Research Training2015

21 | Anxiety Workshop

22 | Research Methods course- University of Salford

23 | Assertiveness

24 | Mixed Methodologies Workshop: Dancing among a potpourri of methods,
representations and assumptions

25 | The Interview: its place in social scientific research strategies

26 | LEAP Higher learn English for academic PhD PURPOSES

27 | Making the most of the feedback and working with your supervisors

28 | The relationship between theory and practice in social work — putting theory to
work

29 | Organizing and synthesizing your work

30 | Quantitative research methods course

31 | Qualitative research methods course

32 | Health Sciences Seminar Series

o0
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Adult cycle training understanding barriers to utility cycling

33 | Presenting at Academic Conferences

34 | Critical Thinking and Critical Writing at Doctoral Level

35 | Social Media for Postgraduate Researchers

36 | Central Manchester University Hospitals NHS: Recruitment Open Day

37 | How to get Search the Academic Way

38 | Published by the IEEE

39 | Referencing your APA (Harvard) style work

40 | Planning and Writing a Thesis

41 | Insight into musculoskeletal research

42 | Research methods Module (which covered the whole process of research from the
Introduction and developing research question until the publication of research
Studies). 2013-2014.

43 | Introduction to Endnote x7(which facilitates the references process).

44 | Referencing your work APA (Harvard) style.

45 | Postgraduate research week (which covered the important issue in the research
proceeds aimed at PhD students).

46 | Endnote Basics for Researchers.




