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ABSTRACT: 
Introduction: Several studies have analysed social stigma among medical and nurse students or 
health care workers towards people with mental disorders. However, there is no evidence of social 
stigma training in residents during their specialised health training (FSE).  
Objective: This study aims to evaluate social stigma in residents in clinical specialities, the “anti-stigma” 
training during their residency, and its influence on the beliefs and attitudes they had in the first and last 
year of specialisation. 
Materials and Methods: A cross-sectional descriptive study in a sample of 250 residents of nursing, 
medicine, and clinical psychology: 141 in the first year of speciality and 109 in the last year, selected by 
random sampling proportional to the total number of residents in each year. The CAMI-S scale was 
used to measure social stigma, and a self-made questionnaire was used for sociodemographic 
variables. Both were created in the FORMS app and sent via email. The mean and standard deviation 
(SD) were obtained for “integration and contact”, “social distance”, “dangerousness and avoidance”, and 
overall stigma. Overall score for no stigma was between 80-100. 
Results: Response rate of 57.6%: 72.2% women, 64.6% 23-28 years old, 54.2% in the first year, 51.4% 
medical specialisation and 29.9% nursing. Only 20.1% had received “anti-stigma” training. Overall mean 
stigma of 86.7 (SD=8.5); 87.3 (SD=7.9) in the first year and 86.1 (SD=9.1) in the last year (P=0.398); 
90.0 (SD=8.2) if they received training and 86.1 (SD=8.4) if they did not (p=0.027). 
Conclusions: Overall scores favourable to "anti-stigma" were obtained for people both in their first and 
last year of specialty. When there was "anti-stigma" training during residency, the results were even 
more favourable. It would therefore be beneficial to include content on "anti-stigma" in residency training 
programmes. 
 
Keywords: Social stigma, mental health, residence, social change. 
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RESUMEN: 
Introducción: Diversos estudios analizaron el estigma en estudiantes o en profesionales sanitarios 
hacia personas con enfermedades mentales. Sin embargo, no hay evidencia que lo estudie en 
residentes en Formación Sanitaria Especializada (FSE).  
Objetivo: Este trabajo pretende evaluar el grado de estigma de residentes en especialidades clínicas, 
la formación recibida en materia «antiestigma» durante la residencia y su influencia sobre las creencias 
y actitudes que tenían en el primer y último año de la especialidad.  
Material y métodos: Diseño descriptivo transversal en una muestra de 250 residentes de enfermería, 
medicina y psicología clínica: 141 en el primer año de especialidad y 109 en el último, seleccionados 
por muestreo aleatorio proporcional al total de residentes en cada año. Para medir el estigma se utilizó 
la escala CAMI-S y para las variables sociodemográficas un cuestionario de elaboración propia. Ambos 
se crearon en la aplicación FORMS y se enviaron por correo electrónico. Se obtuvo la media y 
desviación estándar (DE) en «Integración y contacto», «Distancia social», «Peligrosidad y evitación», y 
Estigma global.  Puntuación global sin estigma entre 80-100. 
Resultados: Tasa de respuesta del 57,6%: 72,2% mujeres, 23-28 años el 64,6%, 54,2% en primer 
año, 51,4% especialidad médica y de enfermería el 29,9%. El 20,1% había recibido formación 
«antiestigma». Media global de estigma de 86,7 (DE=8,5); de 87,3 (DE=7,9) en primer año y 
86,1(DE=9,1) en último año (P=0,398); de 90,0 (DE=8,2) si recibieron formación y 86,1 (DE=8,4) si no 
la recibieron (p=0,027).  
Conclusiones: Se obtuvieron puntuaciones globales favorables al «antiestigma» hacia personas tanto 
en el primero como en el último año de especialidad. Cuando hubo formación «antiestigma» durante la 
residencia los resultados aún son más favorables. Resultaría por lo tanto beneficioso incluir contenidos 
en materia «antiestigma» en los programas formativos de FSE. 
 
Palabras clave: estigma social, salud mental, residencia, cambio social 
 

INTRODUCTION AND RATIONALE 
 
Throughout history, the concept of mental illness has changed, going from a magical 
and supernatural case study initially to the scientific-rational perspective we have 
today(1,2).  
 
The Royal Spanish Academy defines stigma as: “Disdain, affront and bad 
reputation”(3). In mental health, its impact is twofold: first, personal stigma, such as the 
prejudice that people with mental illness turn against themselves, and second, social 
stigma, such as the reaction of the general population towards people with mental 
illness(4).  
 
This social stigma is marked by stereotypes, prejudices and discrimination that in a 
certain way help a majority group to categorise society and quickly identify those they 
may consider potentially dangerous.  
 
In contrast, “anti-stigma” movements guide their efforts to normalise mental illness, 
seeking to eradicate stigma and associated discrimination in the media, education, 
health and labour market(5,6). 
 
Despite these movements and historical development, the stigma surrounding the 
mentally ill is still there: strange, dangerous, unpredictable, they generate mistrust and 
compassion "from a distance". Even health personnel have maintained these beliefs 
by exercising their profession according to the political and social ideologies of the 
time(1,7).  
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It is the patients themselves who report that their mental illness often takes up health 
care time when they attend primary care services, i.e., their mental illness somewhat 
eclipses the physical symptoms, losing their organic origin(8).  
 
Specialised health training, which can be accessed by nurses, psychologists, doctors, 
pharmacists, physicists, biologists and chemists, includes in its cross-disciplinary 
training plan courses to increase their bioethical knowledge so as to lead them to act 
more diligently in their professional sphere(9). However, in terms of "anti-stigma" 
education or mental health education in general, a multicentre study evaluating stigma 
towards people with mental health problems in health science students found that 
there is a priority for this type of education in nursing and medical students(10). Patients 
with mental health problems are labelled by health students as deviant, challenging, 
incompetent, or unable to parent appropriately. 
 
Another Mexican study using the OMI-M scale in psychology students obtained 
perceptions of aggressiveness and higher scores in areas of social restriction and 
greater pessimistic prediction of recovery towards people with mental health 
problems(11). 
 
A literature review on stigma towards people diagnosed with borderline personality 
disorder indicates that both mental health nurses and social workers, psychiatrists or 
psychologists are a source of harmful attitudes towards people with this type of 
disorder(12). 
 
The majority of healthcare professionals who participated in a Spanish study 
conducted in 2017 believed that people with schizophrenia may pose a danger to the 
rest of the population or to themselves, while acknowledging that these patients do not 
receive the care they need. The conclusion of the research was that more "anti-
stigma" training was needed(13). 
 
Another factor to consider in relation to stigma towards people with mental health 
problems is social contact. Previous studies evaluating the effect of combining 
education with direct or indirect contact found that this is the most effective strategy to 
improve attitudes and reduce the desire for social distance compared to education 
alone(14). 
 
Having a family member or friend with a mental health history would also positively 
influence the healthcare professional's relationship with the patient(15,16).  
 
Currently, there are studies evaluating the degree of stigma in health personnel or in 
nursing, medicine and psychology students(17,18). However, there is little literature 
focusing on the attitude of healthcare residents on this issue. 
 
According to a report prepared by the Ministry of Health in 2020, 38.9% of the 
population in Asturias has a mental health problem(19). Based on this, residents in 
specialised health training (FSE) of the Principality of Asturias are very likely to have to 
care for patients with mental health problems throughout their careers.  
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It is therefore important to evaluate the beliefs, attitudes and behaviours of future 
specialists towards these patients and to see if they evolve during the residency 
period. This could help guide specialised health training (FSE) and implement plans 
and strategies in the field of care in order to provide better care by reducing the stigma 
of healthcare professionals.  
 

AIM 
 
The aim of the study was to evaluate the degree of stigma of residents in clinical 
specialities, the "anti-stigma" training received during residency and its influence on 
the beliefs and attitudes they had in the first and last year of the speciality. 

  
MATERIALS AND METHODS 

 
Study design and population 

 
A descriptive cross-sectional study was conducted in which the target population was 
the first and last year residents of nursing, medicine and clinical psychology of the 
Principality of Asturias during the residency year 2021/2022. The inclusion of these 
categories is justified by the literature on stigma in the healthcare setting. The 
laboratory specialities of Clinical Analysis, Pathological Anatomy, Biochemistry and 
Hospital Pharmacy were excluded because they had less direct contact with patients. 
 
The study population consisted of 431 residents, 20 were excluded because they did 
not meet the inclusion criteria described above, leaving 411: 232 (56.4%) in the first 
year and 179 (43.6%) in the last year of the speciality. 
 
Sample size was calculated considering that the study would analyse mean overall 
stigma and assuming a standard deviation of 15 points and a desired precision of 2 for 
a confidence of 95%, resulting in a sample size of 250 residents. 
 
Separate first- and last-year speciality listings were obtained and by stratified random 
sampling proportional to each stratum, 141 first- and 109 last-year speciality residents 
were selected. 
 

Instrument 
 

The Community Attitudes Towards Mental Illness (CAMI-S) scale, validated to Spanish 
by Dr Meritxell Sastre Rus(17), was used to collect data. This scale consists of 20 items 
rated on a Likert scale of 1 to 5 points from "strongly disagree" to "strongly agree". 
Potential total scores range from 20 to 100 points with higher scores indicating more 
favourable reactions to integration.  
 
Each item forming the scale can be classified around 3 factors ("integration and 
contact", "social distance" and "dangerousness and avoidance") based on the opinion 
on how to treat and care for a person with severe mental illness(17). For this grouping, 
the recommendations of the author were followed(17).  
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The score for each factor is obtained by adding the result for each item and reversing 
the scores of negative questions. So for questions with negative wording, the answers 
"disagree" and "strongly disagree" were scored 4 and 5, and the answers "agree" and 
"strongly agree" were scored 1 and 2. 
The score ranges indicating “no stigma” for each of the three factors are: "integration 
and contact" 36-45, "social distance" 28-35, and "dangerousness and avoidance" 
16 20. The overall score is 80-100. 
 
In addition to the scale, a self-developed questionnaire was administered that 
collected information on year of birth (subtracting from 2021, the variable "age in 
years" was created) and on nominal qualitative variables: sex; speciality; care for 
patients with mental disorder; personal, family and friend history of mental disorder; 
training received on social beliefs towards people with mental disorder and through 
which resource; and its influence on beliefs and labels placed on people with mental 
disorder. Information was also collected from ordinal qualitative variables such as the 
year of residence completed at the time of taking the survey. 
 

Procedure 
 

Pilot test 
 

A pilot test was conducted with 17 second- and third-year residents of Family and 
Community Medicine to study the suitability of the questionnaire for sociodemographic 
variables to the desired objective, evaluating clarity of the questions, their 
appropriateness, extent and comprehension. 
 
After the test, a total of 5 responses were obtained. As a result, some 
sociodemographic data and their order of presentation were modified. In addition, the 
definition of mental disorder was included in the description of the CAMI-S. The 
remaining variables were classified into three sections: sociodemographic variables, 
personal training variables, and personal and family clinical variables. 
 

Recruitment 
 

A personalised email was sent to residents inviting them to take part in the study with 
a short cover letter from the authors explaining the purpose of the work and with the 
access link to the questionnaire built in the FORMS application. The questionnaire was 
sent at two distinct times, the first was sent on a Tuesday and a reminder was sent two 
weeks later on a Friday(20). 
 

Data analysis 
 

The SPSS (Statistical Package for the Social Sciences) statistical package version 
14.0 was used to analyse the results obtained. The absolute and relative frequencies 
of qualitative variables and the mean and standard deviation (SD) of quantitative 
variables were analysed. As training on social beliefs towards people with mental 
disorders is a primary endpoint of the study, in addition to the percentage, its 95% 
confidence interval was also obtained. 
 
Mean score, overall standard deviation and 95% confidence interval were obtained for 
the overall CAMI-S score and each of its 3 factors. Since the sample followed a normal 
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distribution, for the comparison of the questionnaire with the sociodemographic 
variables, the Student’s t test was used, considering significant differences with a 
p value ≤ 0.05 and when zero is not included in the 95% confidence interval of the 
difference in means. 
Scores for each factor also showed the percentage of residents without stigma.  
 

Ethical considerations 
 

The study protocol was approved by the Clinical Research Ethics Committee of the 
Principality of Asturias (registration code: 2021.440) Participants were informed that by 
completing the survey they consented to participate in the study. Data processing was 
performed anonymously in accordance with applicable data protection regulations. 
 
To ensure the confidentiality of participants and in compliance with the Data Protection 
Act, residents were contacted by email from the Transformation and Knowledge 
Management Service belonging to the Directorate General for Quality, Transformation 
and Knowledge Management of the Regional Health Department of the Principality of 
Asturias (Spain). 

 
RESULTS 

 
A total of 144 residents completed the final questionnaire. This represents an overall 
response rate of 57.6%. 
 
One hundred percent (7/7) of residents with degrees in Clinical Psychology, 67.2% 
(43/65) in Nursing and 53.1% (94/178) in Medicine responded. 
 

Demographic and speciality variables 
 

The predominant profile was that of a woman (72.2%) with an average age of 
28.2 years (SD 3.8) who was in her first year of residence (54.2%). Overall, 51.4% had 
a medical speciality and 29.9% a nursing speciality. Table 1 shows the absolute and 
relative frequencies of the sociodemographic data collected. 
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Table 1. Sociodemographic characteristics (n = 144) 
Sociodemographic variables n (%) 
Sex 
Female 104 (72.2) 
Male 40 (27.8) 
Pooled age in years  
23-28 years of age 93 (64.6) 

29-33 37 (25.7) 

34-38 10 (6.9) 
39-42 4 (2.8) 
Speciality year  
First year 78 (54.2) 
Last year 66 (45.8) 
Pooled specialities  
Mental Health Nursing 6 (4.2) 
Occupational Health Nursing 3 (2.1) 
Family and Community Nursing 25 (17.4) 
Geriatric Nursing 3 (2.1) 
Obstetric-Gynaecological Nursing 4 (2.8) 
Paediatric Nursing 2 (1.4) 
Medical Specialities  74 (51.4) 
Surgical specialities 9 (6.3) 
Medical-Surgical Specialities 6 (4.2) 
Microbiology and Parasitology, Diagnostic Radiology 5 (3.5) 
Clinical Psychology 7 (4.9) 

 
When asked about their mental health history, 9.0% of residents (n = 13) had or had 
had a mental disorder. There were 2.8% (n = 4) of residents who did not want to 
answer. Over half, 54.9% (n = 79), had relatives and/or friends who had or had had a 
mental disorder. In this item, 8.4% (n=12) did not want to answer. 
 

CAMI-S score and its factors 
 

Table 2 shows the overall mean stigma score and score for the three study factors, 
with the standard deviation (SD) and 95% confidence interval (95% CI). The results 
found are associated with favourable “anti-stigma” positions.  
 

Table 2. CAMI-S score (n=144) 

 Mean (SD) 95% CI 

Integration and contact 38.9 (3.9) 38.3-39.5 

Social distance 30.4 (3.4) 29.8-30.9 

Dangerousness and 
avoidance 

17.5 (2.1) 17.1-17.8 

Overall stigma 86.7 (8.5) 85.3-88.1 
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The percentage of residents with scores in the ranges indicating "no stigma" was 
77.8% (n = 112) in the factor "integration and contact", 80.6% in "social distance" 
(n = 116) and 81.9% in "dangerousness and avoidance" (n = 118). 

 
Relationship between stigma and speciality year 

 
In the comparative analysis between the year of speciality and the mean score 
obtained on the scale and its factors, the differences found were not statistically 
significant (Table 3). 
 

Table 3. CAMI-S score by year of speciality (n = 144) 

 

First year of 
speciality  

n = 78 

Mean (SD) 

Last year of 
speciality 

n = 66 

Mean (SD) 

95% CI of 
difference in 

means P-value 

Integration and 
contact 

39.1 (3.7) 38.7 (4.2) -0.8 to 1.8 0.483 

Social distance 30.6 (3.3) 30.1 (3.5) -0.7 to 1.6 0.408 

Dangerousness 
and avoidance 

17.6 (2.0) 17.3 (2.2) -0.4 to 1.0 0.437 

Overall stigma 87.3 (7.9) 86.1 (9.1) -1.6 to 4.0 0.398 

Note. p < 0.05 was considered statistically significant 
 

Experience and training on social beliefs towards people with mental disorders 
during specialization 

 
Table 4 shows the relative and absolute frequencies about residents’ experience and 
training on social beliefs towards people with mental disorders. 
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Table 4. “Anti-stigma” training during specialisation (n = 144) 
Training on beliefs and attitudes  n = 144 (%) 
Yes 29 (20.1) 
No 113 (78.5) 
No answer 2 (1.4) 
Training modality*  n = 29 (%) 
Rotations 17 (58.6) 
Self-training 17 (58.6) 
Courses 13 (44.8) 
Through tutor 12 (41.4) 
Clinical sessions 9 (31.0) 
Workshops 3 (10.3) 
Congresses 3 (10.3) 
Influence of training  n = 29 (%) 
Positive  23 (79.3) 
Had no influence 6 (20.7) 
Speciality of those who received training n = 29 (%) 
Family and Community Care Nursing 
Family and Community Care Medicine 
Clinical Psychology 
Mental Health Nursing 
Psychiatry 
Anaesthesiology and Resuscitation 
Occupational Medicine 
Intensive Medicine 
Nephrology 
Paediatrics and specific areas 

10 (34.5) 
4 (13.8) 
4 (13.8) 
3 (10.3) 
3 (10.3) 
1 (3.4) 
1 (3.4) 
1 (3.4) 
1 (3.4) 
1 (3.4) 

Note: Training modality*. They could answer more than one option. 
 
According to the type of speciality in training, 55.6% (10 out of 18) of residents of the 
Mental Health speciality received some training and 25.9% (14 out of 54) of residents 
of Family and Community Care.  
 
Of the 144 residents, 97 (67.4%) believed that general training in psychopathology 
and/or specific training in stigma would be necessary to improve beliefs and attitudes 
towards people with mental disorders. Only 1 resident (0.7%) said they did not believe 
any training was necessary. 
 
At the time of the survey, 137 (95.1%) participating residents replied that during their 
training and/or working life they had treated someone with mental health problems. 
This contact positively influenced the beliefs and attitudes of 81 participants (59.1%) 
and negatively affected 6 participants (4.4%). 
 

Relationship between stigma and training received 
 

When the influence of training on the degree of stigma was assessed, statistically 
significant differences were obtained in the factors "social distance" and 
"dangerousness and avoidance" and in the overall CAMI-S score (Table 5). 
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Table 5. CAMI-S score by training received (n = 142).  

 
With training 

n = 29 
Mean (SD) 

No training 
n = 113 

Mean (SD) 

95% CI of 
difference in 

means P-value 
Integration and 
contact 

39.7 (3.9) 38.8 (3.9) -0.8 to 2.4 0.300 

Social distance 31.9 (3.1) 30.0 (3.4) 0.6 to 3.3 0.006 

Dangerousness 
and avoidance 

18.4 (2.1) 17.3 (2.0) 0.3 to 2.0 0.010 

Overall stigma 90.0 (8.2) 86.1 (8.4) 0.5 to 7.3 0.027 
Note. p < 0.05 was considered statistically significant 

Note 2: Participants who did not wish to answer were excluded from the analysis 
 

Relationship between stigma and personal, family or social history of mental 
disorder 

 
Having had or having a mental disorder did not show any relationship with the total 
score on the scale or any of its factors (Table 6). This was not the case when there 
was a family history or social circle of mental disorder, finding statistically significant 
differences in the factor “integration and contact” (Table 7). 
 

Table 6. CAMI-S score based on personal history (PH) of mental disorder 
(n = 140) 

 
With PH 
n = 13 

Mean (SD) 

Without PH 
n = 127 

Mean (SD) 

95% CI of 
difference in 

means P-value 
Integration and 
contact 

39.2 (3.8) 38.9 (3.9) -2.0 to 2.5 0.807 

Social distance 29.8 (4.0) 30.4 (3.4) -2.6 to 1.3 0.527 
Dangerousness 
and avoidance 

17.4 (2.1) 17.5 (2.1) -1.3 to 1.1 0.887 

Overall stigma 86.3 (9.0) 86.8 (8.5) -5.4 to 4.5 0.86 
Note. p < 0.05 was considered statistically significant 

Note 2: Participants who did not wish to answer were excluded from the analysis 
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Table 7. CAMI-S score based on family history or social circle of mental disorder 
(n = 132) 

 

Family 
history/social 

circle 
n = 79 

Mean (SD) 

No family 
history/social 

circle 
n = 53 

Mean (SD) 

95% CI of 
difference in 

means P-value 
Integration 
and contact 

39.4 (3.6) 38.0 (4.2) 0.007 to 2.8 0.049 

Social 
distance 

30.3 (3.3) 30.3 (3.6) -1.2 to 1.2 0.977 

Dangerousn
ess and 
avoidance 

17.6 (2.0) 17.2 (2.1) -0.3 to 1.01 0.265 

Overall 
stigma 

87.3 (8.0) 85.5 (9.1) -1.2 to 4.8 0.233 

Note. p < 0.05 was considered statistically significant 
Note 2: Participants who did not wish to answer were excluded from the analysis 

 
DISCUSSION 

 
In response to the objective of this study, the overall mean stigma score in first and 
last year residents in specialised health training was 86.7 (95% CI: 85.3-88.1). This 
result is in the upper half of the range of possible CAMI-S scores from 20 to 100, with 
the highest scores being more favourable reactions to integration.  
 
The average score observed in the subscales “integration and contact”, “social 
distance” and “dangerousness and avoidance” is included in the score range 
considered “without stigma”, with the majority of residents located in those ranges. 
Comparisons with other studies using the CAMI-S scale cannot be made as none 
were found. 
 
No influence of the speciality year on the degree of stigma was observed. Although 
training is considered an effective measure to reduce stigma(13,15), only 20.1% of 
residents had been trained in beliefs towards people with mental disorders during their 
time in specialisation.  
 
The study confirmed the benefit of this training, since those who received it had lower 
stigma scores, both overall and in each of the three factors of the CAMI-S scale. 
However, no statistically significant results were found in the factor "integration and 
contact", perhaps due to chance, since, observing the confidence interval of the 
difference of the means, it can be assumed that a larger sample of trained residents 
would give a different result. 
 
Similar results have been found in other studies, concluding that social distance as an 
indicator of stigma is lower among professionals who had received "anti-stigma" 
training(14,15,21). Such training would promote the integration of the mentally ill patient 
into the community environment and reduce avoidance attitudes and the view of the 
patient as a dangerous person.  
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The research carried out showed a better result of stigma when there is a history of 
relatives or friends with mental disorder, but only on the factor "Integration and 
contact" and no possible reasons are found to explain it. Prior contact, whether from 
family or friends with mental illness, positively influences beliefs and attitudes towards 
these patients(16). 
 
Having a personal history of mental disorder made no difference in stigma. In this 
respect, the literature consulted does not take a clear position. Some authors claim 
that there are more favourable and positive attitudes when it is the health personnel 
themselves who have a personal mental health history(16): they see stigma as unfair 
and take it as a personal goal of change. However, others point out that some seem to 
apply prejudice to themselves which negatively affects their self-esteem and self-
efficacy by limiting the possibility of counteracting inaccurate stereotypes(22,23). 
 
Healthcare professionals have a duty to perform their functions guided by bioethics 
and prioritising patient well-being and holistic care, and evidence argues that a lack of 
mental health training causes an imbalance in this care. Currently in Asturias, more 
than half of healthcare residents in training care for mental health patients following 
social constructs more than medicine, nursing and evidence-based psychology(24). 
 
There is now an urgent need to include unified and regulated "anti-stigma" training in 
cross-disciplinary and non-cross-disciplinary training schemes. It's not too late yet, 6 
out of 10 residents who are still in their first year of speciality have no training, but can 
still get it. Not only has this training been found to be effective, but it has shed light on 
those interventions that have been most effective in reducing the stigma of students 
and healthcare professionals towards patients with mental illness(16,25). 
 
The lack of a specific training plan that includes content on mental health, and more 
specifically, on "anti-stigma", in the face of the established need for it, corroborates the 
low importance and low interest for investment of resources in this health sector(26), 
despite the growing interest it is generating in both public and political media(27,28). 

 
Limitations 

 
Although the CAMI-S scale is a reliable tool for assessing stigma in the Spanish 
population, and can therefore be used for residents of nursing, medicine and clinical 
psychology, it does not take into account the characteristics of each of the professions. 
Overall, it appears that the majority of residents in the study population have 
"anti-stigma" attitudes towards people with mental disorders. However, the fact that 
42.4% of selected residents have decided not to participate in the study implies a 
selection bias that may compromise the validity of the results obtained. If non-
participation was motivated by stigma attitudes, the results observed in the study 
would be overestimated. 
 
As respondents were aware the purpose of the study and as it is a controversial 
subject, the social desirability bias and the Hawthorne attention or effect bias are also 
likely to have occurred, albeit to a lesser extent because it is an anonymous 
questionnaire. 
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CONCLUSIONS 
 

First- and last-year residents of specialised health training in Asturias have high "anti-
stigma" scores for patients diagnosed with mental illness. Although there is no 
significant change in their beliefs and attitudes towards these patients from the start to 
the end of their speciality, there is evidence of the benefit of training on a lesser 
degree of stigma. In addition, the history of family or friends with mental health 
problems improves residents’ view of this group. 
 
It is necessary that the training plan of residents of specialised health training include 
regulated and unified content in mental health and more specifically in the area of 
"anti-stigma". This would impact on healthcare providers’ view of mental health 
patients, thereby improving the care provided. 
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