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Abstract
Background: Mental health-related stigma is a key deterrent to help-seeking in people with mental illness.
However, effective stigma reduction interventions are sparse, let alone ones adapted to the cultural
context of mental health systems. The aims of the present study were to demonstrate the feasibility and
to evaluate the impact of a culturally adapted brief contact-based family-centric training program on
reducing mental health-related stigma in primary healthcare workers (PHW) in a Chinese rural county.

Methods: The one-day stigma reduction training program was developed based on the Opening Minds
Anti-Stigma Initiative. The program included didactic lectures, case studies (two audio-taped testimonies
of patient-caregiver dyads) and communication skills training (role-playing). Ten township-level and ten
village-level PHW participated in separate one-day training sessions. Mental health knowledge,
stigmatizing attitudes and behaviors, and provider empathy were measured before and after the training.

Results: The intervention was favorably rated and considered acceptable among PHW. Compared to
measures at baseline, participants’ stigmatizing attitudes reduced, their willingness to engage in
relationship with people with mental illness increased, and their empathetic response toward patients
improved post-intervention.

Conclusions: Social contact-based family-centric training is a promising and feasible method of reducing
stigma among rural Chinese PHW. 

Background
Mental health-related stigma is a key deterrent to help-seeking in people with mental illness (1). In
Chinese culture, traditional values rooted in Confucianism, Taoism, and Buddhism endorse the primacy of
families as the core unit providing sustenance and social support based on the ethos of interdependence
among family members (2). Concurrently, Chinese health beliefs stigmatize people with mental illness
and their families because psychiatric disorders are considered punishment for their collective moral
failings and for their ancestors’ transgressions. Thus, concealment and secrecy are common coping
strategies used by Chinese families to mediate social rejection, and the propensity of seeking care is
hampered by perceived stigma experienced by people with mental illness and courtesy stigma by family
members (3).

In China, professional mental health services are concentrated in urban centers, leading to rural-urban
disparities in contact coverage for different diagnoses, availability of psychiatric beds, and proportion of
people with mental illness seeking outpatient treatment (4). The 2004 Continuing Management and
Intervention Program for Psychoses has facilitated the expansion of local community-based mental
health service networks in rural China (5). In rural communities, township- and village-level primary
healthcare workers (PHW) are employed under the supervision of psychiatrists or physicians of other
specialties to “manage” community-dwelling people with severe mental disorders. The responsibilities of
PHW include conducting regular wellness visits, monitoring treatment and medication adherence, and
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facilitating annual physical examinations for patients. These PHW have limited training in mental health
services delivery and may hold stigmatizing attitudes toward patients and their families because
traditional norms and values are more ingrained in rural communities than their urban counterparts (6).

In this paper, we reported results of a brief contact-based family-centric training program aimed to reduce
mental health-related stigma held by rural, primary healthcare workers. Despite the pervasiveness of
stigma and low treatment rate of psychiatric patients, stigma reduction programs targeting healthcare
providers in China are scant and most are implemented in urban areas (6). The design of this one-day
program was informed by the Opening Minds Anti-Stigma Initiative (OM Initiative) in Canada. The OM
Initiative used contact-based educational strategies where target audiences heard �rst-person testimony
of recovery from a trained speaker with lived experience of mental illness (7). Three ingredients of the OM
Initiative for healthcare providers were incorporated in the current program: 1) providing social contact
through personal testimony, 2) emphasizing recovery and hope in program messaging; and 3) facilitating
providers’ behavioral change through teaching skills (8). The research team adapted the anti-stigma
intervention with due consideration of the unique socio-cultural characteristics of the study community.

Methods
Twenty PHW were recruited by availability sampling through a county psychiatric hospital liaison o�ce in
southwestern China. The stigma reduction program was designed and delivered by a China-U.S. team of
bilingual mental health researchers and practitioners. The study protocol was approved, respectively, by
the human research ethics committees of the two collaborating universities. All participates signed
informed consent.

As Chinese rural households are embedded in close-knit webs of kinship and village networks, providing
in-person testimony of patients and family members about individuals’ lived experiences of stigma and
discrimination while maintaining social discretion was deemed unfeasible. As such, the research team
conducted 32 photo-elicitation interviews of 16 patient-caregiver dyads in the study site prior to launching
the training program to generate narratives and storylines (9). Interview transcripts of two dyads with the
highest scores in recovery and hope as rated by the research team were developed into two audio-taped
vignettes presented by voice actors.

In addition, four focus groups were conducted with 36 healthcare providers to explore their attitudes
toward mental illness and patient care. Providers identi�ed professional knowledge (e.g. diagnosis and
medication) and communication skills with patients, families, and other stakeholders as their top training
priorities (6). An educational lecture on community-based case management and prevalence, diagnosis,
and treatment of schizophrenia, as well as communication training through role-playing were therefore
included in the program. The lecture and vignettes focused on schizophrenia, the most common
psychiatric diagnosis in the county mental health system.

Figure 1 illustrates a work�ow of the training protocol. The program began with a didactic lecture,
followed by a case study (see the bottom panel of Fig. 1 for the life-history calendar of the vignette) with
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participants completing workbook exercises and participating in an interactive brainstorming session.
The program continued with skills training centering on three scenarios: 1) providing emotional support
to the caregiver at illness onset; 2) reaching out to the patient who did not consider himself to have
mental illness; and 3) continuing support for the family when the patient recovered. The program
concluded with a second vignette reinforcing the message of recovery and hope. English version of the
two vignettes are included as supplementary materials.

Participants’ mental health knowledge, attitudes and behaviors toward people with mental illness, and
empathy for psychiatric patients were assessed before and after the program. Mental health knowledge
was assessed with the Mental Health Knowledge Schedule (MAKS). Participants’ attitudes toward mental
illness and psychiatry was measured with the Mental Illness: Clinicians’ Attitudes Scale (MICA).
Participants’ intended mental health-related behavioral discrimination was measured by the Reported and
Intended Behaviors Scale (RIBS). The Social Distance Scale (SDS), a vignette-based measure, assessed
the social distance participants intended to put between themselves and a hypothetical individual
experiencing psychotic symptoms. The Jefferson Scale of Physician Empathy-Health Professional
version (JSE-HP) assessed participants’ empathetic reactions to patient care. All �ve measures have
shown high reliability and validity, and have been translated and used in Chinese populations (5, 10, 11,
12). In addition, an 11-item evaluation form assessed participants’ perceptions on the accomplishment of
training objectives, quality of training experience, and relevance of training to participants’ work.

Paired-sample t-tests were conducted to examine the changes in the outcome measures before and after
the training program. Mean scores were computed to assess the acceptability of the intervention using
the training evaluation form.

Results
Two one-day programs using the same training protocol were implemented for township PHW and village
PHW, respectively. Ten township PHW and ten village PHW (90% female, 37.95 ± 8.31 years old, Mean ± 
SD) participated in the study. Ten (50%) of the PHW had a high school diploma, nine (45%) had an
associate degree, and one (5%) had a college degree. Eleven (55%) had less than �ve years of experience
working with psychiatric patients, and one (5%) had more than ten years of relevant work experience.

No signi�cant differences were found between township PHW and village PHW in all outcome measures
at baseline. After the completion of the program, we found that attitudes toward mental illness and
psychiatry signi�cantly improved (MICA, p = .018), suggesting a positive attitude change. The SDS mean
score was signi�cantly lower (p = .018), indicating the participants were more willing to engage in
relationships of varying intimacy with a person with mental illness post-training. The JSE-HP mean score
was signi�cantly enhanced (p = .022), indicating improved level of participants’ empathetic response
toward patient care. There was no signi�cant change in mental health knowledge (MAKS, p = 1.000) and
intended behaviors toward people with mental illness (RIBS, p = .150).
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The training program was considered acceptable for both township and village providers. On a �ve-point
scale with �ve indicating the highest favorable rating, the mean scores of the 11 evaluation items range
from 4.6 to 4.8 (SD from ± 0.41 to ± 0.75). Participants found the materials covered to be relevant and
helpful for their work, and felt that the trainers were knowledgeable and well prepared. While participants
were largely satis�ed with the program format and the way the content was delivered, they cited the
amount of participation and interaction, and time allotted for skills training as areas for improvement.

Discussion
Our �ndings suggest that a brief contact-based family-centric stigma reduction program promotes
positive changes in mental health-related sigma in Chinese primary healthcare workers. A strength of this
pilot is the adaptation of the ingredients of an anti-stigma intervention tested and disseminated in
Canada to rural China (8). Research shows that cultural adaptation of psychosocial interventions
increases their effectiveness, but few stigma reduction programs report methods for adaptation (13).
Speci�c to the current study, conducting photo-elicitation interviewing in the study county enabled the
infusion of site-speci�c socio-cultural characteristics into the design of family-centric messaging.

Aside from maintaining patient privacy, using audio-taped vignettes as a way to facilitate indirect social
contact is culturally appropriate because direct in-person exchanges between psychiatric patients and
healthcare providers are likely to create uneasiness in patient-provider interactions in a training setting.
PHW act as proxies of China’s mental health system, delegated with the responsibility of managing the
risks psychiatric patients pose to their own safety and welfare, and the security of the general public (14,
15). Often, providers and family members make treatment decisions independent of patients’ wishes,
constraining patients’ liberty of action as psychiatric patients are considered to be vulnerable dependents
with compromised decision-making capacity (14). It is worth noting that our program encouraged PHW to
learn about the lived experience of psychiatric patients and treat them as an active agent in their own
recovery rather than a passive or coerced subject.

To our knowledge, the current program is the �rst of its kind to also incorporate the experiences and
perspectives of family members in stigma reduction targeting healthcare providers. Under the 2013
Mental Health Law, Chinese families are responsible for the care and management of community-
dwelling patients and held accountable for the behaviors of their ill members (14). However, families are
often the sole caregiving units for their kin with mental illness, because decades of market reform in
China have eroded socialist institutions involved in the care of psychiatric patients, including work units
and communes and their accompanying welfare systems (15). Our approach of developing family-centric
vignettes as a key part of messaging acknowledges the indispensable role that families play in providing
support to their ill relatives.

Although our �ndings are promising with regards to reducing stigmatizing attitudes, increasing
willingness to engage in relationships with people with mental illness, and increasing provider empathy,
these short-term results need to be interpreted with caution because of small sample size and the lack of
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a comparison condition. Nevertheless, the current study contributes to a limited body of research from
low- and middle-income countries that examined interventions to reduce mental health-related stigma
among healthcare providers (12).

Conclusions
This culturally-adapted, social-contact based intervention centered on families affected by mental illness
showed promising results in reducing aspects of primary care provider stigma toward people with mental
illnesses in a rural county. Future research should address the potential of facilitating long-term,
sustained stigma reduction through increasing the length and frequency of training sessions and
evaluating the effects of stigma reduction on treatment engagement and health outcomes of psychiatric
patients.
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Figures

Figure 1

A work�ow of the contact-based family-centric training program
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