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Abstract
Psychiatric patients often accept and internalize the stereotypes and prejudices existing in society about
their conditions, which is known as internalized stigma or self-stigma. The creation of mindfulness
could be an effective approach in fighting self-stigmatization. This study aimed at evaluating the effect
of mindfulness-based psycho-educational program on internalized stigma among psychiatric patients.
A quasi-experimental research design (pre and post-test) was utilized in this study. 50 psychiatric
inpatients at the New Minia Mental Health and Addiction Treatment Hospital were included.
Internalized Stigma of Mental Illness Scale was used in the study. The study results revealed in a
marked decrease in internalized stigma levels at post-test and follow-up test than at pre-test with highly
statistically significant differences. The study concluded that mindfulness based-psycho-educational
program was effective in reducing internalized stigma among psychiatric patients. Continuous
provision of psycho-educational programs to increase patients’ awareness about the psychiatric
disorders which help in reducing stigma was recommended.
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Introduction
Psychiatric disorders/mental disorders are global health problems that are highly widespread
over the world, where there are 970 million individuals are affected by mental health
problems worldwide, besides, these psychiatric/mental disorders are like cardiac and blood
diseases which are the primary cause of disability along with life [1]. Like other developing
countries, Egypt is facing a huge rise in mental disorders; mood disorders, anxiety disorders,
mixed anxiety and depressive disorders, cognitive disability, obsessive-compulsive disorder,
personality disorder, paranoia, schizophrenia, and catatonia which are the most prevalent
mental disorders found by the national survey of adults aged 18-64 years [2-4]. The prevalence
of mental health disorders was 6.7% in Minia, Upper Egypt [5].
Stigma is a multidimensional phenomenon which has cognitive, emotional, and behavioral
dimensions that include blame, prejudicial attitudes, negative stereotypes, and various other
forms of social exclusion and discrimination endorsed by a sizeable group about a subgroup
especially with regard to individuals with mental and behavioral disorders a group that
experiences stigmatization much more frequently than other groups in society stigmatization
has a century-long tradition, occurring cross culturally [6].
In this respect, [7] clarified that, stigma arises when insufficient or incomplete knowledge
supports negative stereotypes regarding a marginalized population facilitating discrimination
and exclusion. For instance, stigma can be derived from the belief that people with mental
illness are responsible for their illness, incompetent, violent, and weak in character and
therefore should be socially restricted [8]. Unfortunately, it is observed that once individuals
are referred to a psychiatrist and are diagnosed with a mental disorder, they feel stigmatized
although they are not exposed to explicit discrimination, these patients experience
embarrassment, a sense of insufficiency, an increase in negative automatic thoughts,
withdrawal from social relationships and a decrease in their self-esteem [9].
Recent research indicates that mindfulness is psychologically beneficial among stigmatized
groups, including those with psychiatric disorders. For example, correlational studies have
indicated that mindfulness is negatively related to the self-stigma content and process [10, 11].
These findings are reliable with the probability that patients with mental illness, who have
extra mindfulness, believe less self-stigmatizing thoughts, and so experience lower
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self-stigma levels, consequently, have better social
functioning [12]. Additionally, experimental studies have
further demonstrated that mindfulness training helps
stigmatized individuals lessen the psychological effect of
stigma [13].
Interestingly, mindfulness-based interventions integrated
into psycho-education, have become increasingly popular in
recent years, and provide stronger and more desirable
clinical outcomes. Psycho-education empowers patients
with the knowledge, skills, strengths, and strategies, to
overcome illness and its associated impairments.
Mindfulness, on the other hand, engages the participants to
accept the experience without explicitly reinforcing illness
management and treatment compliance [14]. Accordingly,
cultivating mindfulness is the key to disengaging
individuals from automatic thoughts, habits, and unhealthy
behavior patterns and in buffering the negative effect of
rumination on well-being [10, 11].

Setting of the study
This study was carried out at Minia Hospital for Mental
Health and Addiction Treatment in New Minia City, Upper
Egypt.
Study subjects
A convenient sample of 50 male and female hospitalized
psychiatric patients admitted to Minia psychiatric health and
addiction treatment hospital was included in the study
according to statistical equation (15*360/100) in which the
sample size ranged between 10% to 30 % from the total
population and total number of patients was 360 patients
over the past year.
Inclusion criteria
1. Patients’ age ranges from 18 to 55 years.
2. Patients who can communicate and interact effectively.
Exclusion criteria
1. Mental retardation (intellectual disability).
2. Comorbid diagnosis of substance dependence.

Significance of the study
Several studies in various countries have shown that
approximately 80 to 90 percent of patients with mental
illness may face stigma and discrimination; these rates of
internalized stigma vary from mild to severe [15]. In a survey
of psychiatric outpatients in “Singapore,” 43.6 percent of
patients had moderate to high levels of internalized stigma
[16]
, and in a Chinese study, 38.3 percent of Hong Kong and
49.5 percent of Guangzhou patients had self-stigma [17].
Furthermore, in a descriptive study conducted by [18] in
Minia governorate, Upper Egypt, it was reported that more
than half (53.6%) of the studied patients had a higher
internalized stigma level.
Moreover, [16] recommended that psycho-educational
interventions to address and reduce the internalized stigma
among patients with mental illness are needed to provide
support and empowerment to them which in turn improve
the capacity to cope and overcome the stigma.
Consequently, [19] documented a positive association
between the resistance of stigma and mindfulness among
psychiatric patients. So, this psycho-educational program
that is the focus of the existing study integrates elements of
information about the illness, stigma, and mindfulness
techniques that may aid psychiatric patients to overcome the
stigma. Moreover, these mindfulness-based psychoeducational programs have not been conducted at Minia
governorate before which may be helpful to psychiatric
patients in reducing their stigma.

Data collection tools
The following tools were utilized to collect data:
(I) Interview questionnaire
It was developed by the researcher to assess sociodemographic and clinical data of patients and consisted of
two parts:
Part (1) Socio-demographic data: Which include age,
gender, marital status, educational level, and occupation.
Part (2) Clinical data: It includes diagnosis, disease
duration, duration of hospitalization, frequency of
hospitalization, and mode of admission.
(II) Internalized stigma of mental illness scale (ISMIS)
This scale was developed by [20] which includes 29 items
that asses internalized stigma. It consists of five subscales
that include: Alienation (items 1, 5, 8, 16, 17 and 21),
Stereotype Endorsement (items 2, 6, 10, 18, 19, 23 and 29),
Discrimination Experience (items 3, 15, 22, 25 and 28),
Social Withdrawal (items 4, 9, 11, 12, 13 and 20) and
Stigma Resistance (items 7, 14, 24, 26 and 27). The items
are rated by using a 4-point Likert scale ranged from
(1=strongly disagree to 3=strongly agree). The items of the
subscale “Stigma Resistance” are scored in reverse. The
total ISMIS score was obtained by adding the scores of five
subscales ranging from 29 to 116 points. The higher scores
in the ISMI mean that the internalized stigmatization of the
person is more severe in the negative sense and the lower
scores mean the higher stigma resistance.

Aim of the study
The current study aimed to evaluate the effect of
mindfulness-based
psycho-educational
program
on
internalized stigma among psychiatric inpatients.
Research hypothesis
H1: The internalized stigmatization score will be lower
among the psychiatric patients after the program
implementation than before.

Validity and reliability
Five experts in Psychiatric and Mental Health Nursing
examined the validity of the data collection tool. Cronbach's
alpha for reliability testing was performed. The result was
0.92.

Subjects and Method
Research design
A quasi experimental research study (pre-test and post-test)
was utilized.

Pilot study
A pilot study (10%) of the total number that equal to 5
patients of the studied patients was performed to test the
research process and determine the feasibility and reliability
~6~
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of the tools used in the study. It also helped in the
assessment of the necessary time to fill the tools.

Evaluation of the program
Evaluation of the patients’ internalized stigma was done
three times; firstly, before the program implementation
(pretest), secondly, immediately post the implementation of
the program (posttest) to test the retention of knowledge and
thirdly, 3 months later after program implementation
(follow up test) to test the continuation of the effectiveness
of the implemented program.

Ethical considerations
An initial written agreement was obtained from the
“Research Ethical Committee” of the Faculty of Nursing,
Minia University. Privacy was provided during data
collection, informed oral consent was obtained from the
studied patients, as well as written consent was obtained
from the patient right committee in the hospital. Privacy and
confidentiality were assured through coding the data and
giving the studied patients the right to refuse any
participation in the study without any rationale.

Statistical analysis
The data were collected, coded, classified, tabulated, and
analyzed using the “Statistical Package for the Social
Science” (SPSS 26.0). For qualitative variables, the data
were presented using descriptive statistics in the form of
frequencies and percentages and for quantitative variables
means & standard deviations were used. The nonparametric
statistics “Friedman and Spearman tests” were utilized
because of the lack of normality in the current study.

Field work
The proposed program was conducted through the following
phases:
Assessment phase (early phase)
The researcher interviewed each patient to collect the
necessary data and filled out the scale after clarifying the
meaning of its statements questions to each patient to enable
them to understand its meaning. Based on this phase, the
researcher prepared the program content and exercises in the
form of posters, and videos.

Results
Table 1: Frequency distribution of the studied psychiatric patients
according to their socio-demographic data (N = 50)
Socio-demographic data
No = 50
Age groups
18<28
14
28<38
17
More than 38
19
Gender
Male
30
Female
20
Marital status
Single
20
Married
19
Divorced
10
Widow
1
Educational level
Illiterate
7
Read and write
7
Primary
2
Prep
19
Secondary
4
University & above
11
Occupation
Unemployed/ Housewife
19
Employee
4
Farmer
8
Crafter
14
Free work
5

Planning (preparatory phase)
In this the researcher designed the program strategy time,
sessions’ numbers, methods of teaching, and the helpful
media used. In addition, the teaching place and the program
facilities were checked for appropriateness. A variety of
teaching methods will be used in this program such as;
lectures, brief notes, group discussion, modeling, sharing
experiences of the patients, videos, pictures, PowerPoint,
films about psychiatric disorders, as well as role-playing.
Implementation of the program
The researcher divided patients into 10 groups each one
included five patients, the same program sessions were
implemented for each group of them. A total of nine
sessions were conducted for each group. During the
beginning of each session, the researcher welcomed the
patients and clarified its purpose and content, and then the
researcher played the role with any patient of the group after
that repeated the same procedure with another patient and
selected two patients to perform the same exercises.
At the end of each session, the researcher summarized the
content of it and asked patients if anyone had a question,
told them about the time of the next one and gave them a
session homework assignment. Additionally, the researcher
made a summary of the previous session to ascertain the
extent of the patients' understanding of the exercises that
were discussed and review the content of the session again.
The researcher collected data and applied the program over
9 months extending from January 2020 to March 2020 and
stopped due to COVID 19 till June in the same year then
continued to the end of September 2020.

%
28
34
38
60
40
40
38
20
2
14
14
4
38
8
22
38
8
16
28
10

Table (1) shows that, 38% of the studied psychiatric
patients are in the age group more than 38 years old, while
28% of them are between 18 to 28 years old. 60% of them
are males. Also, 40% of them are single and only 2% are
widow, 38% have preparatory school, and they are
unemployed/housewife meanwhile, 22% are graduated from
university.
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Table 2: Frequency distribution of the studied psychiatric patients according to their clinical data (N = 50)
Variables

No

%

Diagnosis
Bipolar disorder
Borderline personality disorder
Depression
OCD (Obsessive Compulsive Disorder)
Schizoaffective disorder
Schizophrenia

13
2
6
2
12
15
Disease duration
7
11
4
28
Duration of hospitalization
38
11
1
Frequency of hospitalization
17
7
3
8
15
Mode of transmission
31
19

26
4
12
4
24
30

Less than 1 year
From 1:2 years
From 2:3 years
More than 3 years

14
22
8
56

Less than one month
From 1:2 months
From 2:3 months
Never
Once
Twice
Three times
More than three times
Voluntary
Involuntary

Table (2) clarifies that, there are 30 % of the studied patients
have schizophrenia, and 26% have bipolar disorder. More
than half (56 %) of them has the disease for more than three
years, while 14% has the disease for less than one year.
Meanwhile about three quarters of them (76%) have been
hospitalized less than one month and 34% of them have not
been hospitalized. Also, 62% of them are admitted
voluntarily.

76
22
2
34
14
6
16
30
62
38

of internalized stigma, and 26% of them have a high level.
While, after implementation of the program, the percent of
patients with a low level of internalized stigma increased to
72% at post-test and to 56% at the follow-up test. Moreover,
those with the moderate level decreased to 24% at post-test
and to 40% at the follow-up test.
Table 3: Comparison of the studied psychiatric patients' levels of
total internalized stigma (ISMI) in the pre, posttest and follow-up
(n = 50)
Pretest
Posttest
Follow up
N0 (50)
N0 (50)
N0 (50)
χ2
P
F° value
No.
No.
No.
%
%
%
(50)
(50)
(50)
Low stigma
7
14 36
72
28
56
Moderate
30 60 12
24
20
40
stigma
69.09 .000*
High stigma 13 26
2
4
2
4
Mean ± SD 76.4 ± 16.6 52.6 ± 12.9 58.9 ± 13.1
Notes: ISMS = Internalized Stigma of Mental Illness Scale.
*Statistically significant difference, ¤ Friedman test.
Levels of
stigma

Fig 1: Frequency distribution of studied psychiatric patients' levels
of total internalized stigma (ISMI) in the pre, posttest and followup (n = 50)

Table (3) shows that, there is a very high statistically
significant difference between the pre, posttests, and followup among the patients regarding their level of internalized
stigma where the p-value is 0.000*.

Figure (1): Illustrates that, before the program
implementation, 60% of the patients have a moderate level

Table 4: Comparison of the studied psychiatric patients' ISMI subscales levels at pre, post-test and follow-up (n = 50).
Pretest
Items

Alienation
Stereotyping
Discrimination

Low
No
15

Moderate

Immediate post-test
High

% No
% No
30 15
30 20
Mean ± SD = 16.7 ± 5.4
11 22 33
66
6
Mean ± SD = 17.3 ± 4.4
10 20 18
36 22

%
40
12
44

Low

Moderate

No
41

High

% No
% No
82
7
14
2
Mean ± SD = 10.1 ± 3.6
40 80
8
16
2
Mean ± SD = 11.6 ± 4.8
31 62 17
34
2
~8~

Follow up

%
4
4
4

Low
No
28

Moderate

High

% No
% No
56 20
40
2
Mean ± SD = 11.4 ± 4.0
33 66 16
32
1
Mean ± SD = 12.9 ± 4.5
22 44 22
44
6

χ2
F¤

P Value

%
4
2
12

206.3 0.000*
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Mean ± SD = 14 ± 5
Mean ± SD = 9.1 ± 4
22 18
36 21 42 30 60 16
32
4
Social withdrawal
Mean ± SD = 17.2 ± 5
Mean ± SD = 12 ± 4.7
24 48 20
40
6 12 28 56 19
38
3
Stigma resistance
Mean ± SD = 11 ± 3.2
Mean ± SD = 9.8 ± 2.6
Notes: ISMS = Internalized Stigma of Mental Illness Scale.
* Statistically significant difference, ¤ Friedman test.
11

Table (4) indicates that, less than half (44%, 42%, and 40%)
of the studied patients have a high level of discrimination,
social withdrawal, and alienation respectively at pre-test.
While 66% have a moderate level of stereotyping and (48%)
of them have a low level of stigma resistance as it is
reversed. As regarding to immediately post-test, there are,
82%, 80%, 62%, 60%, and 56% have a low level of
alienation, stereotyping, discrimination, social withdrawal,
and stigma resistance as it is reversed, respectively. While at

Mean ± SD = 10.6 ± 4.3
50 20
40
5 10
Mean ± SD = 13.2 ± 4.9
21 42 26
52
3
6
Mean ± SD = 10.8 ± 2.7

8

25

6

follow up test, the same table shows that, 56%, 66%, 44%,
50%, and 42% have a low level of alienation, stereotyping,
discrimination, social withdrawal, and stigma resistance as it
is reversed, respectively. Also, there was a very high
statistically significant difference between the pre, posttest,
and follow up test among the patients regarding their levels
of internalized stigma subscales where the p-value is
0.000*.

Table 5: Correlations between internalized stigma scale and socio-demographic characteristics at pretest, posttest and follow up (n = 50)
Pretest
Posttest
Follow up test
Marital
Marital
Marital
Age Gender
Education Occupation Age Gender
Education Occupation Age Gender
Education Occupation
status
status
status
.015 -.026 .122
-.312
-.175
.111 .065
.143
.197
-.105
.029 .058
.103
.051
-.065

R
ISMS P
.918
value

.858

.400

.027*

.223

.442

.654

.322

Table (5) clarifies that, at pretest, there is a negative
significant correlation between educational level only and
internalized stigma as R = -.312 and p value is 0.027

.171

.470

.843

.687

.478

.725

.652

However, there are no significant correlations between all
socio-demographic data and internalized stigma at posttest
and follow up.

Table 6: Correlations between internalized stigma scale and clinical data at pretest, posttest and follow up (n = 50)

Frequency of
hospitalization

Previous
hospitalization

Disease
duration

Mode of
admission

Duration of
hospitalization

Frequency of
hospitalization

Previous
hospitalization

Disease
duration

Mode of
admission

Duration of
hospitalization

Frequency of
hospitalization

Previous
hospitalization

Disease
duration

R
P
value

Follow up test

.044

-.305

.068

-.079

.021

.179

.004

.073

.030

.030

.095

.018

.230

-.107

-.107

.761

.031*

.641

.584

.402

.214

.980

.616

.837

.837

.512

.903

.107

.458

.458

Mode of
admission
ISMS

Posttest

Duration of
hospitalization

Pretest

Table (6) shows that, at pretest, there is a negative
significant correlation between duration of hospitalization
only and internalized stigma as R = -.305 and p value is
0.031.While, there is no significant correlation between all
clinical data and internalized stigma at posttest and follow
up.

due to the cultural differences and different attitudes of
various societies regarding mental illness.
As regards to the studied patients’ age, this study presented
that, more than one-third of the patients, their ages were
more than 38 years old. This finding is concordant with the
literatures which indicate that the psychiatric disorders in
adults appear in the young/or adulthood and interfere with
their social and occupational functioning which need
hospitalization. Similarly, [21] reported that the inpatients
respondents were with a mean age of 39.5 years.
Concerning to clinical data of the studied patients, the
current study illustrated that, less than one third of the
studied psychiatric patients had schizophrenia and more
than half of them had the disease for more than three years.
This could be related to that schizophrenia is the most
popular chronic psychiatric diagnosis in the world; this
finding is supported by the study conducted by [22] in Minia,
Upper Egypt who reported that more than half of the studied
patients had schizophrenia with the mean duration of the
disease 5.2 + 4.8 years.
It is interesting to note that, in the current study, there were
statistically significant differences between the pretest,
posttest and follow up as regarding to total internalized
stigma levels. Also, [23] reported that, there were statistically

Discussion
The present study revealed that more than half of the studied
psychiatric patients were males, this may be explained by
that the number of female rooms and beds were less than
those for males, where there were three rooms with two
beds only for each one for females’ section from the total
capacity of the hospital. Moreover, in Egyptian and Arab
communities as a general, it is highly stigmatized for
females to be hospitalized in psychiatric hospitals.
This result was similar to [21] who compare the mental
illness internalized stigma between the Egyptian and Saudi
Arabian schizophrenic patients; they found the majority of
the patients were males. Also, [22] found that more than half
of the studied patients were males. In contrast, [20] found that
the majority of the Chinese participants were females. This
contradiction in the previous study with the current may be
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significant differences between pre- and post-intervention
times of the internalized stigma score. In the same line, the
results of [24] revealed that there was improvement between
pre- and post-treatment only in the study group (P< 0.009),
with no significant differences in the control group (p =
0.59).
Moreover, psychiatric patients were suffering from higher
internalized
stigma
level
before
the
program
implementation, than which is reported after program
implementation and at follow up as the mean score
significantly decreased immediately and 3 months later after
program implementation from 76.4 ± 16.6 to 52.6 ± 12.9
and 58.9 ± 13.1, respectively. Therefore, this mindfulnessbased psycho-educational program led to significant
reduction and positive effect on the internalized stigma
scores among psychiatric patients. This opinion is supported
by [15], who reported that mindfulness may help individuals
with psychiatric disorders build resilience against stigma.
Also, this result is supported by [25] who concluded that the
majority of the stigma reduction interventions were having
satisfied results in reducing the internalized stigma among
psychiatric patients.
This finding is similar to the result of [26] who showed that
large number of the participants’ internalized stigma had
decreased from the pre-assessment to post program
intervention. However, in the study conducted by [27] in
where they considered these interventions impact as
untrustworthy and immeasurable in reducing stigma because
of the great possibility of bias as a result of the small size of
the studied samples.
When looking at the internalized stigma subscales, the
current study revealed that, the mean scores of the subscales
(alienation, stereotyping, discrimination, social withdrawal
subscales) obviously decreased immediately after program
implementation and 3 months later which indicated a
notable improvement after the implementation of the
mindfulness-based psycho-educational program than before.
This result reflects the patients’ proper understanding as
well as continuing application of the strategies used during
the sessions e.g., relaxation techniques, meditation, besides
emphasizing on some concepts as; “letting go”,
“acceptance” and “here and now’ in combating the
internalized stigma. This finding is like [9] who stated that
psycho-education reduces the ‘alienation”, “stereotype
endorsement”, and social withdrawal level of patients with
psychiatric disorders. Also, [26] hypothesized that psychoeducational intervention reduced stereotype agreement and
self-confirmation of internalized stigma in 268 adults with
schizophrenia and other severe mental illnesses.
However, the present study revealed no observable
improvement in the stigma resistance subscale. This can be
justified by; this domain of internalized stigma scale is
closely associated with societal and governmental actions
which require community understanding rather than
personal decision making to overcome the stigma, besides
that, this program of the current study did not emphasize on
those aspects, so it is expected to achieve the change in this
sub-dimension through long term intervention which
includes both personal and structural efforts. This finding is
similar to that of [28] who observed no significant difference
in the stigma resistance’s mean score after mindfulnessbased psycho-education. They explained this by that this
subscale was designed to measure the “experience of
resisting or being unaffected” by stigmatizing attitudes from

the others [29]. A qualitative investigation of stigma
resistance from the perspective of people with lived
experience pointed to stigma resistance as being an active,
ongoing process of using one’s skills, knowledge, and
experiences to fight stigma at the personal, peer, and public
levels [30]. Causative factors might be cultural stereotypes,
negative opinions about psychiatric diseases, and the
negative portrayal of psychiatric patients in the national
media.
However, this finding is unlike the results of [31] who
discovered that the greatest improvement for the “antistigma photo-voice” was in the stigma resistance subscale.
They illustrated that this significant improvement of this
domain was possibly explained by that “the creation of
photo-voice methodology regarding the individual’s
experience with stigma, combined with teaching behavioral
strategies for addressing negative stereotypes about mental
illness, led to more strong changes in patients’ ability to
handle social stigma than if the intervention had focused
only on self-stigma alone”. Additionally, [32] showed that
patients shared in the “Coming Out Proud” (COP) program
exhibit significant enhancements in the “stigma resistance
domain” compared to the non-shared group through learning
decision making styles for disclosure and practicing it in
various situations, this resulted in better resilience to stigma,
rather than being victimized by it. Furthermore, COP
program might build individual strength and flexibility
through developing and sharing the own life experiences’
understandings rather than letting others define them. \
Conclusion
Results of the current study concluded that the majority of
the studied psychiatric patients were having moderate to
severe level of the internalized stigma before the
implantation of the mindfulness-based psycho-educational
program which decreased greatly at post-test and to
somewhat at follow up test after 3 months later of the
program implementation. These results indicate that
mindfulness based-psycho-educational program is effective
in reducing internalized stigma among psychiatric patients.
Recommendations
Considering the findings of the current study, the following
recommendations were suggested:
1. Continuous provision of such psycho-educational
programs to increase patients’ awareness about
psychiatric disorders will help in internalized stigma
reduction.
2. Further research to investigate the interactions between
social discrimination and self-stigma and provide
various interventions to reduce public or structural
stigma. If societal attitudes became more positive, selfstigma is probable to decrease.
Acknowledgment
The authors are thankful for the great help and cooperation
received from the participated psychiatric patients. Great
thanks to the all-staff members of the psychiatric
department, at Minia Hospital for Mental Health and
Addiction Treatment in New Minia City, for their support
and cooperation.
Conflict of interest: There is no conflict of interest.

~ 10 ~

International Journal of Advanced Psychiatric Nursing

http://www.psychiatricjournal.net

References
1. Vigo D, Thornicroft G, Atun R. Estimating the true
global burden of mental illness. The Lancet Psychiatry
2016;3(2):171-178.
2. Odejimi O, Tadros G, Sabry N. Prevalence of Mental
Disorders, Cognitive Impairment, and Dementia
Among Older Adults in Egypt: Protocol for a
Systematic Review. JMIR Research Protocols
2020;9(7):e14637.
3. Okasha A. Focus on psychiatry in Egypt. Br J
Psychiatry 2018;185(3):266-272.
4. Gadelkarim W, El-Maraghy M, Sule A. Impact of
religion and culture on mental disorders among
Egyptians. Int. psychiatry 2018;10(2):48-50.
5. Eshak ES. Mental health disorders and their
relationship with work-family conflict in Upper
Egypt. Journal
of
Family
and
Economic
Issues 2019;40(4):623-632.
6. Rössler W. The stigma of mental disorders: a millennialong history of social exclusion and prejudices. EMBO
Rep 2016;17:1250-1253.
7. Sen S. Qualitative Evaluation of an Anti-Stigma
Intervention to Reduce the Impact of Stigma in
Individuals with Mental Illness (Doctoral dissertation,
Queen's University (Canada)) 2018.
8. Eksteen HC, Becker PJ, Lippi G. Stigmatization
towards the mentally ill: Perceptions of psychiatrists,
pre-clinical and post-clinical rotation medical students.
International
Journal
of
Social
Psychiatry
2017;63(8):782-791.
9. Döndü Ç, Olcay Ç. Effectiveness of Psycho-education
in Reducing Internalized Stigmatization in Patients
With Bipolar Disorder. Archives of Psychiatric Nursing
2014;28:62-66.
10. Chan K, Lee C, Mak W. Mindfulness model of stigma
resistance among individuals with psychiatric disorders.
Mindfulness. Advance online publication 2018. doi:
10.1007/s12671-018-0887-2.
11. Yang X, Mak WW. The differential moderating roles of
self-compassion and mindfulness in self-stigma and
well-being among people living with mental illness or
HIV. Mindfulness 2017;8(3):595-602.
12. Mersh L, Jones F, Oliver J. Mindfulness, self-stigma
and social functioning in first episode psychosis: A
brief report. Psychosis 2015;7(3):261-264.
13. Palmeira L. When weight stigma gets under the skin:
The development of Kg-Free-a new integrated
acceptance, mindfulness and compassion-based group
intervention
(Doctoral
dissertation,
00500:
Universidade de Coimbra) 2017.
14. Chien W, Chow K, Chong Y, Bressington D, Choi K,
Chan C. The Role of Five Facets of Mindfulness in a
Mindfulness-Based Psycho-education Intervention for
People With Recent-Onset Psychosis on Mental and
Psychosocial Health Outcomes. Frontiers in psychiatry
2020;11:177.
15. Tesfaye E, Worku B, Girma E, Agenagnew L.
Internalized stigma among patients with mood disorders
in Ethiopia: a cross-sectional facility-based study.
International journal of mental health systems
2020;14:1-10.
16. Picco L, Pang S, Lau Y, Jeyagurunathan A, Satghare P,
Abdin E, Subramaniam M. Internalized stigma among
psychiatric outpatients: Associations with quality of

17.

18.

19.

20.

21.

22.

23.

24.

25.

26.

27.

28.

29.

30.

~ 11 ~

life, functioning, hope and self-esteem. Psychiatry
research 2016;246:500-506.
Young DKW, Ng PYN. The prevalence and predictors
of self-stigma of individuals with mental health illness
in two Chinese cities. International Journal of Social
Psychiatry 2016;62(2):176-185.
Omer A, Kader N, Sayed N. Insight and its relationship
with internalized stigma among psychiatric patients.
IOSR Journal of Nursing and Health Sciences
2016;5(2):11-21.
Chan K, Mak W. The mediating role of self-stigma and
unmet needs on the recovery of people with
schizophrenia living in the community. Quality of Life
Research 2014;23(9):2559-2568.
Ritsher JB, Otilingam PG, Grajales M. Internalized
stigma of mental illness: Psychometric properties of a
new measure. Psychiatry Research 2003;121:31-49.
Çuhadar D, Çam MO. Effectiveness of psychoeducation in reducing internalized stigmatization in
patients with bipolar disorder. Archives of psychiatric
nursing 2014;28(1):62-66.
Mahmoud S, Zaki R. Internalized Stigma of Mental
Illness among Schizophrenic Patients and Their
Families (Comparative Study). Journal of Education
and Practice 2015;6(12):82-98.
Kaşli S, Al O, Bademli K. Internalized stigmatization
and subjective recovery in individuals with chronic
mental illness. International Journal of Social
Psychiatry 2020, 0020764020960762.
Chang CW, Chen FP. Relationships of Family
Emotional Support and Negative Family Interactions
with the Quality of Life among Chinese People with
Mental Illness and the Mediating Effect of Internalized
Stigma. Psychiatric Quarterly 2020, 1-13.
McDonald KL, Hoenig JM, Norman CC. Identifying
profiles of need among psychiatric inpatients
approaching discharge in New York City: A latent class
analysis.
Social
Psychiatry
and
Psychiatric
Epidemiology 2020, 1-11.
Sadeghian E, Rostami P, Shamsaei F, Tapak L. The
effect of counseling on stigma in psychiatric patients
receiving electroconvulsive therapy: A clinical trial
study. Neuropsychiatric disease and treatment
2019;15:3419.
Khalili M, Emadian SO, Hassanzadeh R. Effectiveness
of attention training based on Fletcher’s program,
Delacato’s
neuropsychological
treatment,
and
computerized cognitive rehabilitation on executive
functions in children with special learning disability.
International
Clinical
Neuroscience
Journal
2021;8(1):30-36.
Tsang HW, Ching SC, Tang KH, Lam HT, Law PY,
Wan CN. Therapeutic intervention for internalized
stigma of severe mental illness: A systematic review
and
meta-analysis.
Schizophrenia
Research
2016;173(1-2):45-53.
Lucksted A, Drapalski AL, Brown CH, Wilson C,
Charlotte M, Mullane A, Fang LJ. Outcomes of a
psycho-educational intervention to reduce internalized
stigma among psychosocial rehabilitation clients.
Psychiatric services 2017;68(4):360-367.
Büchter RB, Messer M. Interventions for reducing selfstigma in people with mental illnesses: a systematic

International Journal of Advanced Psychiatric Nursing

http://www.psychiatricjournal.net

review of randomized controlled trials. GMS German
Medical Science 2017, 15.
31. Yılmaz E, Kavak F. Effects of Mindfulness-Based
Psycho-education on the Internalized Stigmatization
Level of Patients With Schizophrenia. Clinical Nursing
Research 2020;29(7):496-503.
https://doi.org/10.1177/105477381879787.
32. Firmin RL, Luther L, Lysaker PH, Minor KS, McGrew
JH, Cornwell MN, Salyers MP. Stigma resistance at the
personal, peer, and public levels: A new conceptual
model. Stigma and Health 2017;2:182-194.

~ 12 ~

