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ABSTRACT

Healthcare settings’ stigma towards mental health problems is a public health phenomenon that is
attracting increasing research interest. Our aim was to identify useful strategies for reducing stigma
towards mental disorders in healthcare settings. A qualitative study was carried out to reach an inter-
judge agreement among experts on these strategies, with a n = 23 experts in mental health stigma and
clinical practice from Argentine and Spain. Consensus was reached on useful strategies for mental
health stigma reduction in health and social contexts. Training in communication skills and empathy
is the most useful strategy reported, followed by multidisciplinary work and supervision of clinical
practices. It is advisable to promote the implementation of communication and empathy strategies
during the education and training of health and social professionals to reduce stigma.

Estrategias utiles para reducir el estigma de la salud mental en los entornos
sanitarios: un estudio Delphi

RESUMEN

El estigma en contextos sanitarios hacia los problemas de salud mental es un fenémeno de salud
publica que cada vez suscita mayor interés en la investigacion. El objetivo del estudio fue identificar
estrategias utiles para la reduccion del estigma hacia las personas con trastornos mentales en
entornos sanitarios. Se realiz6 un estudio cualitativo para llegar a un acuerdo entre expertos en
estas estrategias, con una n = 23 personas expertas en estigma en salud mental y en practica clinica
de Argentina y Espafia. Se detectaron estrategias utiles para la reduccion del estigma en salud
mental en contextos sociosanitarios. El entrenamiento en habilidades de comunicacion y empatia
es la estrategia sefialada como mas util, seguida del trabajo multidisciplinar y la supervision de
las practicas clinicas. Es conveniente promover la implementacion de este tipo de estrategias en
la formacion y entrenamiento del personal de atencion sociosanitaria para reducir el estigma en
estos contextos.
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Stigma in mental health involves associating a mark (diag-
nosis), with undesirable traits such as dangerousness and vio-
lence (Corrigan et al., 2014; Thornicroft et al., 2022). Stigma
comprises three factors: stereotypes (misinformation and lack
of knowledge about mental health problems, like perceptions of
weakness or instability), prejudices (negative emotional reac-
tions, like fear or pity), and discrimination (behaviors towards
people with mental health problems, like exclusion and rejec-
tion) (Thornicroft et al., 2022).

Challenging stigma and discrimination related to mental
health problems has been considered a complex strategy within
healthcare service (Knaak et al., 2014). To understand the pro-
cesses surrounding stigmatization, it is necessary to consider
whether there is a relationship between health and social profes-
sionals’ beliefs and attitudes about health/illness, and patients’
difficulties in accessing services (Corrigan et al., 2014; Knaak
et al., 2017). Therefore, it is necessary to emphasize that stigma
manifests itself at various levels of behavior, providing a frame-
work for social exchange that leads to a differentiation between
“them” (patients) and “us” (professionals) (Cova et al., 2024;
Fox et al., 2018).

The stigmatization processes experienced by people with
mental health problems generate various adverse conditions,
leading to their exclusion in terms of health. Link and Phelan
(2001) suggested that much of the research in this area has
focused on aspects of the individual experience of the person
with a mental health problem. This implies neglecting the anal-
ysis of the structural aspects and social determinants that influ-
ence the processes of exclusion. In recent years, there has been
growing interest in the effect of stigma on healthcare profes-
sionals. Initially this interest focused on attitudes and behav-
ioral manifestations in the general population (Chin & Balon,
2006). However, research suggests that it is a misconception
that health and social professionals have more positive attitudes
towards people with mental health problems. These providers
display paternalistic, infantilizing, and overprotective behav-
iors, as well as pessimism regarding recovery (Carrara et al.,
2019). For instance, professionals have been reported to per-
ceive people with mental health problems as violent, in addi-
tion to having expressed a degree of social distance towards
them (Carrara et al., 2019; Nyblade et al., 2019). Practitioners
have also expressed doubts about the ability of this group to
adapt socially and about their capacity to adhere to treatments
(Corrigan et al., 2014; Cova et al., 2024). Stigmatizing attitudes
have also been observed to become more acute as professionals
advance in their training (Agrest et al., 2015; Henderson et al.,
2014). Also, there is a certain professional deformation effect,
especially in psychiatric practitioners. They are more prone to
be the target of negative stereotypes and stigmatizing attitudes
than other mental health professionals (Gaebel et al., 2014).

The most significant consequences for people with mental
disorders, derived from stigma in social-health contexts, are
related to a considerable decrease in the quality of their health
care, with deficiencies in care for medical pathologies (Knaak
et al., 2017). Additionally, stigma causes unnecessary referrals
of patients to mental health centers and reluctance to refer them
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to other specialties unrelated to their mental health problem.
Stigma is identified as the main barrier to help-seeking, causing
patients not to attend health services (Thornicroft et al., 2022).

A recent review (Thornicroft et al., 2022) highlights key
elements for reducing mental health stigma. These include inte-
grating programs into professional training, using direct contact
with people with mental health problems and involving people
with lived experience in the design and implementation of inter-
ventions. These approaches help increase professionals’ knowl-
edge, reduce negative attitudes, and enhance self-efficacy and
clinical skills, especially when combining educational training
plus direct contact. The review also recommends using mixed
methods by incorporating qualitative research to strengthen
the evidence base (Thornicroft et al., 2022). At a global level,
a recent systematic review and meta-analysis (Lien et al., 2021)
also found 18 studies testing the efficacy of interventions aimed
at reducing the stigma of mental disorders among health profes-
sionals. Interventions combining education with social contact
are the most effective against stigma in healthcare settings. At
the national level, an intervention with family physicians has
been developed in Spain to address the stigma associated with
depression, reporting positive changes in attitudes (Manzanera
et al., 2018). The Obertament Campaign (Eiroa-Orosa et al.,
2021) includes a specific intervention with primary care profes-
sionals, based on psychoeducation and contact.

The Pan American Health Organization (PAHO, 2022)
and The Chair Against Stigma UCM-Grupo 5 offer an online
self-learning course, “Understanding and acting against men-
tal health stigma in health contexts”, hosted on PAHO’s virtual
campus, aimed at instructing health professionals in identify-
ing and reducing stigma. In Argentine, the Suma Project has
addressed this issue, identifying stigma as a key barrier to
help-seeking and promoting recovery-based, community-cen-
tered care (Agrest et al., 2015; Geffner & Agrest, 2021; Geffner
et al., 2021). The Good Practice Guide Against Stigma (Chair
Against Stigma UCM-Grupo 5, 2022) also recommends con-
sulting experts for the design of stigma-reduction interventions.
Regarding these types of interventions (Heim et al., 2019), it is
stated that stigma reduction programs have a lack of training in
specific communication skills, empathy, and clinical skills for
professionals.

The present study

Within the health professional stigma reduction interven-
tions that have been developed, it is important to assess the
views of professionals and their specific needs. For this reason,
the aim of this study was to identify useful strategies for the
reduction of stigma towards people with mental disorders in
social-health contexts both in Spain and Argentine. To address
this issue, a Delphi design study was carried out. Delphi is a
qualitative, systematic research technique based on an iterative
process whit several phases. Its aim is to obtain the consensus
of a group of experts on a topic of interest (Linstone & Turoff,
2002). This qualitative research technique has been widely used
in health sciences education research to assist in the formula-
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tion of recommendations regarding the education and training
of health professionals (De Villiers et al., 2005).

Method
Participants

The first Delphi phase sample consisted of n = 18 (71.3%
women; M = 23 years; SD = 11.67) experts, with a representation
of 60% from Spain and 40% from Argentine. In the second Delphi
phase, the sample was n =23 (69.6% women; M = 19.3 years of
experience; SD = 10.98), with 65.2% from Spain and 34.8% from
Argentine. According to the literature, the Delphi method allows
to enlarge the sample in the subsequent phases to get a larger num-
ber of opinions and improve the quality of the process, and a panel
of 23 experts produces stable results (Akins et al., 2005). In the
third phase, the response rate was 91.3%, with 21 professionals
responding. Regarding the respondents’ degree of expertise, cal-
culations were systematically performed using the Expert Compe-
tence Coefficient, scored between 0-1 (Cruz-Ramirez et al., 2012).

The panel of experts was composed of people from different
disciplines, dedicated to professional practice (nursing, psychi-
atry, psychology, management of social services centers), with
38.1% of the total, or to academic practice (university profes-
sors of psychology and psychiatry), with 61.9% of the total. This
group heterogeneity facilitates a greater degree of perspective
on the topic (Jorm, 2015; Mead & Moseley, 2001).

Procedure

This study is part of two larger, collaborative research stud-
ies carried out at the Complutense University of Madrid (Spain)
and the National University of Cordoba (Argentina). This work
presents a first study, with independent objectives, hypothe-
ses, methodology, sample, and results. The study is part of the
design of an intervention to reduce stigma in health and social
care professionals, which will be implemented specifically in
the Spanish and Argentinean contexts. The analysis considers
the advice of a group of experts from both countries, with the
aim of identifying key variables in these specific contexts.

The first phase consisted of conducting an online question-
naire with four open-ended questions with the experts’ panel,
who were contacted via email. Incident sampling was carried
out by convenience, considering as inclusion criteria that they
were experts in 1) stigma in health settings, 2) research and
teaching on stigma, or 3) health professionals.

The aim of the first phase was to identify key concepts
regarding the stigma of social and health professionals towards
people with mental health problems. Responses were collected
and analyzed through content analysis. Two independent judges
participated in the analysis, and the intervention of a third judge
was requested in case of a lack of consensus. A total of 254 con-
tent units extracted from the four open questions were analyzed,
13 categories were extracted, and an ad-hoc questionnaire was
constructed for the second phase. The initial four questions and
the categories are included in the Appendix I.
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The second phase consisted of a questionnaire includ-
ing 21 items of strategies identified in the previous content
analysis, scored on a Likert-type scale from 1 = Not useful to
10 = Very useful. This questionnaire was sent to the experts’
panel, responses were collected, and inter-judge agreement
was analyzed (Finn, 1970). In addition, seven items related to
variables influencing professional stigma were included, with
a Likert-type scale from 1 = Strongly Disagree to 6 = Strongly
Agree. The questionnaire is presented in Table 1.

Finally, during the third phase, an iterative process was
applied. The experts were sent their individual scores for the
stigma reduction strategies, along with the group median, so
that they could consider their responses with feedback from the
other experts. Finally, the WG (Finn, 1970) inter-judge agree-
ment analysis was repeated for the strategies found. All phases
were performed by telematic means using Google Forms. The
workflow is summarized in Figure 1.

The study was conducted in accordance with the Declara-
tion of Helsinki and was approved by the Ethics Committee
of the Faculty of Psychology of the Complutense University
of Madrid (Ref: CE_20220317-07_SAL) and the Institutional
Committee from the Hospital Nacional de Clinicas, Cérdoba,
Argentine (Ref: 046-10082023). Participants completed the
appropriate informed consent forms, and anonymity was main-
tained among respondents. This study has complied with APA
ethical standards in the treatment of the sample.

Figure 1
Delphi workflow diagram

Evaluation and election
of these experts

Identification of potential
experts.

!

Phase 1: four open-
ended questions

Data collection and peer
analysis. Delphi
questionnaire construction

—>

|

Phase 2: round 1 of
Delphi

l

Data collection, round 1

—
responses analyses

Phase 3: Development of

Evaluate consensus — > feedback for panelists.
(rwG) Round 2 of Delphi
Evaluate consensus —> Report final results

(rwG)



Chévez et al. Psychology, Society & Education

Table 1

Delphi questionnaire extracted from content analysis

Items on variables detected by experts

1. Severe mental disorders are less stigmatized than other mental health problems.

2. Therapeutic pessimism (negative beliefs about recovery) is a consequence of stigma.

3. Health/social professionals, regardless of their specific discipline, benefit from supplementing their training with more information about
mental disorders.

4. Stigmatizing attitudes and behaviors of health/social professionals increase if they engage in activities with patients outside the usual
context of care.

5. Professional burnout predisposes oneself to stigmatizing emotions and behaviors towards people with mental disorders.

6. Emergency units and those not specialized in mental health are more stigmatizing environments than the rest.

7. The precariousness of working conditions leads to professional burnout and therefore a greater predisposition to stigmatization of mental
health problems.

Items on strategies mentioned as useful by the experts

1. Training health/social professionals to identify stereotypes and misconceptions associated with mental disorders is a useful strategy to
reduce stigma.

2. Training health/social professionals to identify stigmatizing emotions or prejudices (e. g., fear, rejection) is a useful strategy to reduce
stigma.

3. Training health/social professionals to identify stigmatizing or discriminatory behaviors (e. g., paternalism, servility, overprotection) is a
useful strategy to reduce stigma.

4. To generate spaces for reflection about myths and stigmatizing beliefs about mental disorders among health/social professionals is a
useful strategy to reduce stigma.

5. Training health/social professionals from a biopsychosocial perspective that highlights the multi-causality of mental disorders is a useful
strategy to reduce stigma.

6. Training health/social professionals from a therapeutic recovery perspective is a useful strategy to reduce stigma.

7. To what extent does the participation of people with mental disorders in their treatment decisions enhance the effectiveness of health
treatment?

8. To what extent are stigma reduction strategies more effective if there is some involvement of people with mental disorders (peers or assis-
tants) during their development?

9. Group and multidisciplinary work are useful strategies to minimize the stigma associated with mental disorders.

10. Having health/social professionals rotate through mental health facilities during their training period is a useful stigma reduction strategy.
11. Monitoring and supervision of health/social interventions is useful to identify stigmatizing attitudes in professionals.

12. Establishing working spaces on good practice in reference to stigma towards mental disorders is a useful and feasible practice in health/
social contexts.

13. Implementing specific training on stigma towards mental health disorders is useful to reduce the stigma associated with them.

14. Direct, meaningful, and satisfying professional contact with people with mental disorders is a useful stigma reduction strategy.

15. Listening to and interacting with the testimonies of patients and their families is a useful stigma reduction strategy.

16. Indirect contact with people with mental disorders (through videos, role plays, experience stories...) is a useful stigma reduction strategy
that can be implemented in training.

17. Training health/social professionals in communication techniques and empathic care (e. g., mirroring, pointing, feedback, human rights,
dignifying the patient) is a useful strategy to reduce stigmatizing behavior.

18. Training professionals in techniques to manage professional burnout (e. g., relaxation, emotional regulation, healthy habits, limit setting,
coping skills, assertiveness, conflict resolution, etc.) is a useful strategy to reduce stigma.

19. Training professionals in self-care techniques (physical, emotional, and social) is a useful stigma-reduction strategy.

20. Keeping mental health services in separate areas or buildings from those of other specialties is a useful strategy to reduce stigma.

21. Making the diagnosis explicit and using specific terms (e. g., schizophrenia, major depression, bipolar disorder) is a useful strategy
against stigma.

Which of these theoretical perspectives do you find most stigmatizing?
*  Biological/Biopsychosocial.

Which of these theoretical perspectives do you find most stigmatizing?
*  Dimensional/Categorical.
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Data analysis

To select the experts’ panel, the Expert Competence Coef-
ficient was calculated (Cruz-Ramirez et al., 2012). Profession-
als with a competence higher than 0.7 were included, with a
mean of 0.77. The process is detailed in the Appendix II. Once
the interviews were conducted, a qualitative content analysis,
a descriptive analysis of the sample characteristics, and an
analysis of the level of agreement with the items under study
were carried out. Analyses of measures of central tendency
and response frequencies were also performed for the specific
items of stigma reduction strategies. Considering the potential
cultural differences between both populations, non-parametric
analyses (Mann-Whitney U test for independent samples) were
conducted to assess mean differences for all variables, using
country of origin as the grouping variable. No significant mean
differences were found, so the analyses were combined for all
variables. The results can be found in the Appendix III. Finally,
the inter-judge agreement index WG (Finn, 1970) was calcu-
lated. This index reports significant inter-judge agreement with
at least 10 judges responding on Likert-type scales of at least
five points. An ¥WG agreement > .8 is considered strong agree-
ment, an 7WG between .7 and .8 indicates moderate agreement,
between .7 and .6 is low agreement, and an ¥WG agreement < .6
is considered unacceptable.

Results
Variables influencing the development of stigma

Experts identified several variables that influence health and
social professionals to experience higher levels of stigma towards
people with mental health problems. First, they mentioned severe
mental health problems as the most stigmatized, with 95.7% of
professionals agreeing with this statement. Furthermore, 86.9%
of the experts considered that stigma results in therapeutic pes-
simism, understood as attributing to users a lower capacity for
recovery. They also considered that having negative care expe-
riences with people with mental health problems, especially if
they are chronic or severe problems, generates stigma. Nearly
96% of the experts considered as more stigmatizing those social
and health care settings not specialized in mental health (primary
care, general medicine, emergencies). As for the inherent charac-
teristics of the task, they pointed to burnout and professional pre-
cariousness (86.9%) as variables that accentuate the dehumaniza-
tion of care and promote stigmatization.

Experts also mentioned the relevance of training in men-
tal health and specifically in issues related to stigma. About
98% of professionals considered that addressing mental health
problems from a dimensional perspective, attending to multi-
ple biopsychosocial factors, reduces stigma. They also noted
that those health and social professionals who have had close
contact with people with mental health problems may express
lower levels of stigma (69.6%). Additionally, they considered
that professionals who apply recovery-based treatment perspec-
tives that go beyond the deficit or symptom in their daily work
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have better attitudes. Several experts highlighted how multi-
disciplinary work, in which professionals from different fields
collaborate, reduces discrimination. Also, experts agreed that
making professionals aware that stigma exists and influences
their clinical practice is a way to reduce it.

Strategies detected for stigma reduction in social and health
contexts

The content analyses revealed several strategies that the
experts noted as useful. These strategies included training
health professionals on stereotypes, prejudice, and discrimina-
tion in mental health. Additionally, applying a biopsychosocial
and recovery-focused view of mental disorders was considered
helpful in reducing stigma. Experts also highlighted the need
for participation of people with mental health problems, arguing
that they have to be involved in decision-making about their
treatment and in the design of stigma reduction strategies.

Work in multidisciplinary teams was emphasized, as well
as follow-up and monitoring of health interventions. Direct
and indirect contact with people with mental health problems
were also mentioned as useful strategies for stigma reduction.
Finally, skills training strategies that could be useful in reduc-
ing stigma were mentioned. These strategies included commu-
nication and empathy and, to a lesser extent, stress management
training and self-care strategies. Table 2 shows the results for
these variables.

The strategies considered most useful in reducing mental
health stigma were training professionals in communication
skills and empathy (M = 9.76), monitoring and supervision of
health/social interventions (M = 9.38), and training profession-
als in recovery-based treatment approaches (M = 9.33); all of
them reached high levels of inter-judge agreement (*WG > .8).

Other strategies considered useful were training social and
health professionals in relation to stereotypes (M = 9.29), prej-
udice (M = 9.24), and discrimination (M = 9.29). Having spaces
where professionals could address good practices against stigma
was also considered highly useful (M = 9.24). For these strate-
gies, agreement rates among experts were also high ("G > .8).
Additionally, training professionals in a biopsychosocial per-
spective of mental health (M = 9.29) with moderate agreement
(rWG = .76) was also considered a useful strategy. Listening to
patient and family testimonies by professionals (M = 9.33) was
considered useful, also having a moderate level of agreement
(WG =71).

Experts also reported the need to create spaces for reflection
among professionals to normalize and address stigma, and the
need to generate multidisciplinary work teams to share informa-
tion with other disciplines (M = 9.14). In reference to personal
treatment with patients, they considered it useful to involve
them in their therapeutic decisions to reduce stigma (M = 9.14).
Adding stigma-specific content in the formal studies (higher/
university) of health and social professionals was also consid-
ered useful (M = 9.05). In all these strategies, experts reached
high agreement rates (rWG > .8). It was also considered very
useful for health and social care providers to be able to rotate
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Table 2

Strategy scores and inter-judge agreement

Psychology, Society & Education

Phase 2 Phase 3
Variables M Mdn SD r'wG M Mdn SD G
Empathy and communication training 9.35 10 0.94 .79 9.76 10 0.77 .86*
Clinical practice monitoring and supervision 9.13 9 1.01 75 9.38 9 0.6 92%
Recovery perspective 9.13 9 1.1 71 9.33 9 0.8 .85%
Discrimination training 9 9 1.17 .67 9.29 9 0.56 .93*
Stereotype training 9.13 9 0.92 8% 9.29 9 0.64 9%
Prejudice training 9.09 9 1 76 9.24 9 0.77 .86*
Working on good practices against stigma 9.17 9 0.89 81* 9.24 9 0.77 .86*
User involvement in therapeutic decisions 9.13 9 0.85 .84* 9.14 9 0.66 9%
Multidisciplinary work 8.83 9 1.5 46 9.14 9 0.79 .85%
Spaces for reflection among professionals 8.87 9 1.29 .6 9.14 9 0.91 8*
Stigma-specific training 8.74 9 1.05 73 9.05 9 0.74 87*
Biopsychosocial perspective 8.91 10 1.38 .55 9.29 10 1.01 .76
Working with peers or assistants 8.96 9 1.22 .64 8.9 9 1.3 .6
Rotations through care facilities 8.83 1.53 44 9.05 1.02 75
Meaningful direct contact 9.17 10 1.11 7 9.24 10 1.09 72
First-person testimonies 9.26 10 1.14 .69 9.33 10 1.1 71
Indirect contact with users 8.61 9 1.34 .59 8.76 9 1.18 .67
Training in managing emotional exhaustion 8.57 9 1.53 44 8.9 9 1.3 .6
Training in self-care 8.43 9 1.56 42 8.67 9 1.39 .54
Segregation of mental health services 2.65 2 2.17 =12 1.81 1 1.08 72
Explicit diagnosis 3.13 3 1.84 .19 2.62 3 1.12 7

Note. * Indicates the strategies with a strong inter-judge agreement WG > 0.8).

through facilities other than those of their specialty, including
mental health, although experts reached a moderate agreement
rate ("WG = .75).

Other strategies such as indirect contact with people with
mental health problems or the use of peers or assistants in
anti-stigma interventions were also identified as useful. How-
ever, they reached only low levels of inter-judge agreement
(rWG < .7). Experts also scored unacceptable levels of agree-
ment on strategies such as the use of emotional distress manage-
ment techniques or self-care.

Discussion

This study allowed the identification and description of key
variables and strategies to reduce mental health stigmatiza-
tion among health professionals based on the contributions of
experts from Spain and Argentine.

A major consensus in relation to healthcare settings is that
health and social professionals sometimes attribute low resil-
ience to users. Additionally, experts interpret that stigma is
directed primarily at people with severe mental disorders.
These factors are exacerbated in primary care, general prac-
tice, on-call, and emergency settings. These findings are con-

sistent with previous literature (Cova et al., 2024; Henderson et
al., 2014; Zamorano et al., 2023) that has identified stereotypes
among social/health professionals towards populations with
severe mental disorders, such as schizophrenia. These stereo-
types include conceptions of dangerousness and lower expec-
tations of treatment adherence. It has also been observed that
social rejection tends to be greater for people with mental dis-
orders that are associated with greater personal responsibility,
a sense of dangerousness, and behavioral oddity (Stone et al.,
2019).

In addition, the experts’ panel pointed to factors inherent
to the environment surrounding the care task as predisposing
to the development of dehumanizing care behaviors. Previous
studies have identified professional burnout, precariousness,
and work overload as contextual factors that contribute to atti-
tudes of social distancing and poorer quality care practices
(Fontesse et al., 2021; Knaak et al., 2017; Solmi et al., 2019).
Regarding this, in this study experts identify emergency care
and on-call settings as environments more conducive to emo-
tional overload and, sometimes, to loss of identification with
the task. Previous research has pointed out how the daily rou-
tine of the emergency department and its massiveness hinders
having time for reflection and evaluation of clinical practices
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to facilitate more thoughtful care decisions (Clarke et al., 2014).
Anxiety and other unpleasant feelings in health and social pro-
fessionals are an important aspect of how mental health-related
stigma manifests, so increasing confidence and reducing anx-
iety through skills training appears to be an effective way to
reduce stigma in these contexts (Grandon et al, 2021; Pettigrew
& Tropp, 2008).

Experts also highlight that multidisciplinary work and the
use of a biopsychosocial perspective that transcends deficits
or symptoms are factors that mitigate mental health stigma. In
this regard, some studies (Larkings et al., 2018; Thornicroft et
al., 2022) suggest how stigma reduction strategies may require
providers and advocates to shift toward an emphasis on com-
petence and inclusion. This previous research also highlights
how a neurobiological conception generates a more stigmatiz-
ing perspective.

Another strategy identified as beneficial by this study is
specific training on stigma, considering it appropriate to add
relevant content to academic training. In addition, experts
emphasize the need to implement follow-up and supervision of
clinical practices. Similarly, Corrigan & Shapiro (2010) suggest
targeting stigma reduction strategies on key groups, such as
health professionals, as this is more effective.

However, training professionals in interpersonal communi-
cation skills and empathy presented the highest levels of use-
fulness among participants in this study as a stigma reduction
strategy. The need to train professionals in both clinical and
communication skills within the implementation of anti-stigma
strategies has been noted in previous studies (Grandon et al.,
2021; Heim et al., 2019). This type of training has been high-
lighted as a promising strategy to address stigma, but it has also
been suggested that most studies developing stigma reduction
strategies currently lack training in specific clinical and com-
munication skills (Heim et al., 2019).

The present study reveals that a care approach focused on
recovery and not only on symptomatic processes is a training
need for professionals. These findings are in line with Agrest
(2016), who argues that incorporating recovery stories into
anti-stigma programs can reduce the bias of professionals who
work with people during the exacerbation of their symptoms. In
addition, the development of spaces for reflection among pro-
fessionals where information is shared with other disciplines
stands out as a relevant strategy for stigma reduction. In this
line, an intervention with medical residents (Amsalem et al.,
2020) that included contact with people with mental disorders,
followed by supervised small group discussions, showed to be
effective in reducing stigmatizing perceptions among these pro-
fessionals.

Experts in the present study also included elements that
have been mentioned as key to effective interventions in previ-
ous studies (Knaak et al., 2014), such as (a) social contact with
a trained peer speaker who has lived experience of mental dis-
order; (b) indirect interventions such as video, where different
interlocutors are presented. Of note, they did not consider the
separation of services or the use of explicit diagnosis helpful
in reducing stigma. However, there is consensus that diagno-
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sis should be a designation used to ensure treatment and guide
care, but never to explain and/or predict behavior (Mascayano
et al.,, 2015).

To our knowledge, this is the first Delphi study focused on
identifying useful strategies to reduce mental health stigma in
social-health contexts in Spain and Argentine. A strength of
the study is that it involved professionals from two countries,
allowing cultural implications to be weighed. The use of telem-
atic means of data collection was an advantage, since it allowed
remote access to professionals from different geographic loca-
tions. The study was rigorously conducted following the Del-
phi methodology, the major strength of which is the ability to
achieve consensus in a complex topic. The experts, coming from
diverse backgrounds (clinicians, academics), bring a wide range
of direct knowledge and experience on the matter. This allows
the development of practical recommendations for implemen-
tation in national social-health care systems. Additionally, the
expertise of the experts’ panel was strictly evaluated. Further-
more, the heterogeneity of the group made it possible to obtain
richer data from different perspectives.

Regarding limitations, the telematic application is consid-
ered to restrict the exchange between the research group and
the experts’ panel. Thus, the emergence of additional elements
or feedback is reduced. The richness that could have been added
by having an expert panel composed of people with first-hand
experience of mental health problems is also considered. Con-
struction of some concepts may be restricted by academics
or professionals who have not had first-hand experience with
mental disorders. For future research, it would be necessary
to include this perspective. In addition, it is assumed that the
data collected in this paper are context-specific to the coun-
tries where they have been collected. The social situations and
culture of Spain and Argentine, although similar, encompass
different characteristics. Nevertheless, an analysis of the differ-
ence in means by country for the different strategies identified
was conducted, and no significant differences were found.

Conclusions

In summary, this Delphi study suggests that training social-
health professionals in communication skills and empathy may be
a central strategy for stigma reduction. This reaffirms what has
been proposed in previous studies (Grandon et al., 2021; Heim et
al., 2019; Sarikoc et al., 2017), which highlight the positive effects
of training professionals in empathy and communication skills on
stigmatizing attitudes and behaviors. This would require focus-
ing on behavioral change by instructing skills that help social-
health providers to know what to do and how to address mental
health situations in different contexts (Knaak et al., 2014). More-
over, the implementation of spaces to reflect on stigma and to
follow-up on social or clinical interventions is highlighted. Pro-
moting a biopsychosocial perspective that focuses on recovery
and not only on the resolution of symptomatic processes is also
important. Furthermore, it is recommended to target these strat-
egies especially to professionals in training and those working in
the most stigmatizing contexts, such as primary and emergency



Chavez et al.

care. This study helps to understand the educational and train-
ing needs of social-health professionals with respect to stigma
towards mental disorders. This allows for more appropriate and
context-specific stigma reduction interventions.

Future research lines should consider cultural factors related
to the strategies applied, depending on the country and area of
application. It would also be important to implement discussion
and reflection groups among experts, whether professional or
first-person. A complementary line of research could be based
on analyzing separately which strategies are most useful for
academics and which are most useful for clinicians. Also, it is
necessary to continue studying the efficacy of communication
skills training for stigma reduction through a rigorous method-
ology with randomized controlled trials.
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Appendix 1. Categories and items

Four open-ended questions from the first Delphi phase:

*  What variables, whether personal and/or professional, do you consider to be implicated in the PRESENCE of stigma asso-
ciated with mental health problems in health and social professionals? Please elaborate on your answer as much as possible.
*  What variables, whether personal and/or professional, do you consider to be implicated in the DECREASE of stigma asso-
ciated with mental health problems in health and social professionals? Please elaborate on your answer as much as possible.
e During the TRAINING PERIOD for health and social professionals, what intervention strategies, training, etc., could be
implemented to promote equal and dignified care for people with mental health problems? Please elaborate on your answer

as much as possible.

*  During the PROFESSIONAL EXERCISE of health and social professionals, what intervention strategies, training, etc.,
could be implemented to promote equal and dignified care for people with mental health problems? Please develop your

answer as much as possible.

Table A

Categories detected by content analysis

Category

Subcategory

Examples of expert verbalizations

Stigma dimensions

Stigma is a dynamic social construction
process that involves a set of beliefs, preju-
dices and discriminatory actions shared by
a society towards people with mental health
problems.

*  Stereotypes (cognition).
*  Prejudice (emotion).

*  Discrimination (behaviors).

“First, it would be the attribution of unpredictability/
dangerousness to people who are diagnosed”.

“I consider that one of the greatest difficulties when

it comes to equal (or equitable) and dignified care for
people with mental health problems is fear in profes-
sional settings that are unfamiliar to these problems”.
“Avoid the tendency to paternalism, to servility (to be
satisfied with the minimum), to passivity”.

Normalization of stigma

This refers to the recognition by a person
or group of people of stigmatizing actions,
thoughts and feelings. In this case, being
aware of the existence of stigma and raising
awareness.

“I think that strategies aimed at raising awareness
could be very useful”.

“On the other hand, it would be necessary that, from
the institutional level, the presence of mental health
problems is normalized and this involves making them
visible as another problem that affects people”.
“Visibilization and sensitization of the population

in preventive and assistance programs in all ages and
social groups”.

Biologicist perspective

The theoretical perspective defines a con-
ceptual framework, on which interventions
are based. In this case, approaching mental
health problems from a biological point of
view is stigmatizing.

*  Categorical perspective
(labeling).

“Offering training away from biologicist explanatory
models (which generate greater stigma) and close to the
biopsychosocial perspective”.

“Labeling of the person with mental illness or disorder,
limiting the perception of other qualities of the person
beyond the label”.

Recovery approach

The practitioner bases his or her work on
recovery and the ways in which a person
deals with a mental health problem by trying
to restore or develop a positive sense of iden-
tity independent of this problem. Process of
change through which individuals improve
their health and well-being.

*  Severe mental disorder.

*  Therapeutic pessimism.

*  Focus on therapeutic
recovery.

“SMD associated with greater stigma, perception of
less possibility of change, greater relapses”.

“It will be a problem that has no solution, of a chronic
nature in the face of which the person can do noth-
ing but resign themselves and continue with lifelong
treatment”.

“Updated training on recovery from a clinical and
subjective perspective of people with severe mental
disorders (SMD)”.

Social inclusion of people with MHPs

The participation of a person or persons
(devalued) in social interactions and rela-
tionships with non-devalued citizens that are
culturally normative in quantity and quality.
This participation takes place in valued
activities, settings or contexts.

»  First person.
*  Dignifying treatment.

“Listening to people suffering from mental health
problems, letting their message come through, and
developing with them strategies for social change that
involve structural changes”.

“Inclusion of people with mental disorders in the repre-
sentative bodies of the facilities and services”.
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Methodology of intervention

Intervention implies a practical and pro-
cedural perspective, which means that its
purpose is to carry out a series of actions in
a given social environment.

Teamwork, interdisciplinary
work.

Integrative/community vision.
Supervision.

“I would add the importance of insisting on transdis-
ciplinary work with regard to Mental Health in the
Community (health-social)”.

“Compulsory rotations in different psychiatric units
(emergency, medium/long stays), but also in social
intervention resources, so that during training one
would have an idea of the different needs, difficulties,
capabilities that people have”.

“Monitoring and technical supervision of stigmatizing
attitudes within the teams”.

Professional education and training
Studies and apprenticeships aimed at
labour insertion, reinsertion and updating.
Its objective is to increase and adapt the
knowledge and skills of current and future
professionals and includes practice. In this
case, it includes training both in mental
health and in stigma.

Lack of mental health
training.

Mental health training as an
anti-stigma strategy.
Specific training on stigma.

“The very poor interdisciplinary training and even with-
in each discipline in health and even in mental health”.
“Plural and complete training with regard to the
different theories and practices in the area of Mental
Health, which later each professional will deepen ac-
cording to his or her criteria if he or she wishes”.

“To include within transversal competences: to gener-
ate a non-stigmatizing attitude in university degrees
or in professional training degrees that will work in
the future in health or social contexts. Include specific
training on stigma in future health professionals”.

Interpersonal contact

Close relationship, which may occur within
an established framework, by tradition or
by mutual agreement. It involves reciprocal
interaction. In this case, contact between
professionals and people with mental health
problems.

Contact/professional
experience.

Personal closeness.
Contact as an anti-stigma
strategy.

“The experience is very important, which allows a
closer contact with the person and the confrontation
with myths and preconceived ideas”.

“Having relatives or close friends diagnosed with
mental disorders can promote a different vision of men-
tal disorders, also for professionals”.

“During the training, it would be essential to have
collaborative contact strategies, with a certain level
of intimacy and prolonged contact”.

Professional’s personal characteristics
Professional’s own personal characteristics
that are mentioned as possible factors affect-
ing the levels of stigma towards people with
mental health problems.

.

.

.

Empathy.
Burnout.
Flexibility.

“Active and sincere listening, opening channels of
expression that allow to put the voice of people with
mental health problems in the foreground, without the
needs of organization/functioning of resources over-
shadowing these manifestations”.

“But also, indirectly, strategies aimed at reducing
burnout (let us remember that a symptom of burnout is
reification, dehumanization, phenomena closely related
to stigma)”.

“According to the previous thought, more flexible belief
systems allow that what is different is not threatening”.

Personal skills

Skills that are more characteristic of every-
one. In this case, it is understood as strat-
egies to fight against stigma, whether they
are training strategies for the professional
or strategies to improve his or her work and
personal well-being.

“Training professionals in stigma, communication
styles, decision making, conflict resolution, emotion-
al management, setting limits, self-care”.

“Health education workshops with multidisciplinary
and intersectoral teams working on content, attitudes
and skills to reduce stigma”.

Professional and/or workplace differences
Differences between professionals with re-
spect to stigma, depending on the workplace
or professional category.

“In any case, among this group of professionals, a
distinction should be made, since those who provide
regular care in contexts of crisis or decompensation
may tend to have more stigmatizing ideas than those
professionals who care for these people in times of
greater psychopathological stability”.

“Health or social professionals who work more directly
with mental health problems versus health or social
professionals in general”.

“Type of profession: for example, nursing or psycholo-
gy versus emergency medicine or primary care”.

11
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Health/social system context variables
Variables that are characteristic of the

cultural and social environment and are
inherent to the nature of individuals. Char- .
acteristics of the environment that derive .
from the characteristics of the health system. <
Characteristics of the health/social system

that in some way have to do with stigma
towards mental health problems.

Precariousness.

Mental health legislation.

Pathologizing health system.

“Basically, the quality of employment and the reduc-
tion of burnout”.

“Basically, the lack of resources and strengthening of
Primary Health Care in the community”.

“It has to do with the treatment these problems receive
from the institutional environment. For example, in the
hospital environment, the segregation of mental health
services in different spaces from the rest of specialties,
the place where these services are located can reinforce
negative ideas towards these problems”.

“Structural variables: a system of care focused on disa-
bility/pathology”.

“From policies seeking the integration of Mental
Health to Health in general”.

“In our chair the Law and the recommendations consti-
tute a central axis”.

“Also, it is the physician specialized in psychiatry who
bears the weight of the legal (criminal and civil) at the
time of the decisions that the Mental Health Team car-
ries out as a whole - by the mere fact of having a medi-
cal degree (Law of the Practice of Medicine -1967-)".

Contextual factors external to the so-
cial-health system

Contextual variables that are not related to .
the health/social system, but which clearly .
affect the stigmatisation of people with

MHPs.

Media.
Social factors.

“Professionals are no strangers to the information that
has traditionally been provided by the media, in many
cases reporting in a biased way highlighting negative
aspects associated with mental health problems”.
“Participation in the media during the training years
to learn about real situations and prevent the rejection
suffered by people with mental illness”.

“The fact of living in a society that stigmatizes these
people means that, to a greater or lesser extent, health
or social professionals, members of society after all,
have stigmatizing ideas”.

“Prolonged exposure to stereotypes about mental
health due to the work context or social environment
that favor their internalization”.

Note. SMD: Severe Mental Disorders; MHPs: Mental Health Problems.
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Appendix II. Expert Competence Coefficient

The expertise index is obtained using the formula K = 0.5 * (kc + ka), where kc is the knowledge from 1 to 10 that the expert
assigns to him/herself with respect to the subject of study multiplied by 0.1 (total value of each scale), and ka is the value resulting
from adding the sources of this knowledge (professional experience and publications related to the subject of study).

Table B

Sources of argumentation to calculate ka

Sources of argumentation Degrees of influence of the sources on their knowledge and criteria

15 or more years Between 5 and 10 years S or less years

Professional Experience

0.5 0.4 0.25
L . Scientific Divulgative None
Publications related to the object of study
0.5 0.4 0.25
TOTAL 1 0.8 0.5

Table C

Expert Competence Coefficient calculation

Stigma Mental health ~ Experience

Expert Knowledge' Knowledge? (years)’ Publications* Expert Competence Coefficient = 0.5 * (k¢ + ka)®
1 8 7 14 Scientific/divulgative Kcopm=0.5* (0.8+1)=0.9
2 8 8 13 Scientific/divulgative Kcopm=0.5*(0.8+1)=09
3 10 10 36 Scientific/divulgative Kcomp=05*(1+1)=1
4 8 9 30 No publications Kcomp =0.5* (0.8 +0.75) = 0.775
5 8 52 No publications Kcomp =0.5* (0.8 +0.75) =0.775
6 7 9 18 Divulgative Kcomp=10.5%*(0.7+0.9)=0.8
7 7 8 18 Divulgative Kcomp=10.5*(0.7+0.9)=0.8
8 7 8 21 Scientific/divulgative Kcomp=10.5*(0.7+1)=0.85
9 7 9 17 Scientific Kcomp=0.5* (0.7 +1)=0.85
10 8 8 5 Scientific/divulgative Kcomp =0.5* (0.8 +0.75) = 0.775
11 7 7 20 Scientific Kcomp=0.5%*(0.7+1)=0.85
12 7 9 17 Scientific Kcomp=0.5*(0.7+1)=0.85
13 8 9 12 Scientific Kcomp=0.5*(0.8*1)=0.9
14 8 9 20 Scientific/divulgative Kcomp=0.5%(0.8+1)=09
15 7 9 40 Scientific Kcomp=0.5*(0.7+1)=0.85
16 9 9 18 Scientific/divulgative Kcomp=0.5*(0.9+1)=0.95
17 8 9 10 Scientific Kcomp=10.5*(0.8+0.9)=0.85
18 8 9 7 Scientific Kcomp=0.5* (0.8 +0.9)=0.85

'On a scale of 1 to 10, what level of knowledge would you say you have regarding the STIGMA associated with mental health problems?

20On a scale of 1 to 10, what level of knowledge would you say you have regarding mental health problems in general?

3 How many years of experience do you have in the study of stigma associated with mental health and/or working in the health and/or social field?
Please answer with the exact number of years.
4 Do you have publications related to mental health-related stigma and/or work in the health or social-health field?

% Calculation of the Expert Competence Coefficient: Kcopm = 0.5 * (kc + ka). Kc: Coefficient of knowledge or information that the expert has
about the problem. It is the value that the expert assigns himself on a scale of 1 to 10 to assess the level of knowledge he believes he has on the
subject studied. The average of the answers is multiplied by 0.1 (total value of each scale); thus, the evaluation “0” indicates that the expert has
no knowledge, while if it is close to 1 it indicates greater expertise. Ka: Argumentation coefficient. Value results from adding the degrees of
influence that the subject considers that different sources of argumentation have had on the knowledge accumulated by him/her with respect to
a particular subject. The range is from 1 to 10.
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Appendix III. Mean differences between Spain and Argentina in all relevant variables

Table D
Results of the Mann-Whitney U Test comparing Spain and Argentine on the study variables

Variables Spain (Mean rank) Argentine (Mean rank) U Z P

Empathy and communication training 11.15 10.75 50 -0.28 78
Clinical practice monitoring and supervision 10.08 12.5 40 -0.98 32
Recovery perspective 10.65 11.56 47.5 -0.36 72
Discrimination training 10.31 12.13 43 -0.76 44
Stereotype training 9.69 13.13 35 -1.37 17
Prejudice training 10.19 12.31 41.5 -0.85 4

Working on good practices against stigma 9.73 13.06 35.5 -1.33 18
User involvement in therapeutic decisions 11.69 9.88 43 -0.73 46
Multidisciplinary work 9.96 12.69 38.5 -1.08 .28
Spaces for reflection among professionals 11.42 10.31 46.5 -0.45 .65
Stigma-specific training 12.08 9.25 38 -1.17 24
Biopsychosocial perspective 11.15 10.75 50 -0.16 .87
Working with peers or assistants 12.08 9.25 38 -1.11 27
Rotations through care facilities 9.31 13.75 30 -1.69 .09
Meaningful direct contact 11.38 10.38 47 -0.4 .69
First-person testimonies 10.23 12.25 42 -0.84 4

Indirect contact with users 11.12 10.81 50.5 -0.12 92
Training in managing emotional exhaustion 10.42 11.94 44.5 -0.59 .56
Training in self-care 10.81 11.31 49.5 -0.19 .85
Segregation of mental health services 11.54 10.13 45 -0.55 .58
Explicit diagnosis 9.58 13.31 335 -1.41 .16
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