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Mental health literacy in bipolar disorder:
Association with perception of aggressiveness
and gender of medical students
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SUMMARY

Introduction
Developing mental health literacy (MHL) in students and health
professionals implies gaining abilities in recognizing and treating
properly mental illnesses. This is an important issue due that it helps
reducing stigma and the treatment gap found in patients with bipolar

disorder (BPD).

Obijective
To determine the associations between some variables of MHL
(recognition, attributable causes and suggested treatment) about
BPD with gender and perception of aggressiveness in a group of
medical students.

Materials and Methods
One-hundred and three medical undergraduates from a public uni-
versity in Mexico City completed the Aggressiveness Public Concept
Questionnaire (CPA, in Spanish) to assess MHL and aggressiveness
perception.

Results

59.6% of students did not recognize the presence of a mental illness.
As symptoms were not considered as a manifestation of a mental dis-
order, 83.7% considered non-psychiatric/non-restrictive interventions
as the most adequate alternative for the management of the behaviors
exposed in the clinical vignette. 87.7% considered that the person
described in the vignefte was aggressive and 33.7% perceived the
subject as dangerous.

Discussion
MHL campaigns for medical students must focus on improving recogni-
tion of the essential features of BPD, of treatment options as well as
of the real prevalence and prevention methods of aggressiveness of
these patients.

Key Words: Mental health literacy, bipolar disorder, stigma, aggres-
siveness, dangerousness, gender.
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RESUMEN

Introduccién
La alfabetizacién en salud sental (ASM) por parte de estudiantes y
profesionales de la salud implica su capacidad para reconocer la
enfermedad mental y su adecuado manejo, y constituye un elemento
esencial para reducir el estigma y la brecha de tratamiento de los
pacientes con frastorno bipolar (TBP).

Objetivo
Determinar la asociacién entre algunas variables de la ASM (recono-
cimiento, causas atribuibles y tratamiento sugerido) para el TBP con
el género y la percepcién de agresividad en un grupo de estudiantes
de medicina.

Material y métodos
Ciento fres estudiantes de pregrado de la carrera de Medicina de una
Universidad piblica de la Ciudad de México completaron el Cuestio-
nario de Concepto Piblico de Agresividad (CPA) para valorar la ASM
y la percepcién de agresividad/peligrosidad.

Resultados

El 59.6% de los estudiantes no reconocieron la presencia de una
enfermedad mental. Al no considerar los sintomas como la manifes-
tacién de una enfermedad mental, el 83.7% sugiri6 intervenciones
no psiquidtricas/no restrictivas para el manejo adecuado de las con-
ductas expuestas en la vifieta clinica. El 87.7% de los estudiantes
consideré que la persona descrita era agresiva y el 33.7% la percibié
como peligrosa.

Discusion
Las campafias de ASM para estudiantes de medicina deben abocarse
a incrementar el conocimiento de las caracteristicas esenciales del
TBP, las opciones de trafamiento asi como la prevalencia real y méto-
dos de prevencién de la agresividad en estos pacientes.

Palabras clave: Alfabetizacién en salud mental, trastorno bipolar,
estigma, agresividad, peligrosidad, género.
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INTRODUCTION

Stigma effects towards the illness and the mentally ill are
widely documented. Among such effects stands out the lack
of an appropriate treatment improving the quality of life of
those who suffer from a psychiatric disorder."?

Several interventions have been generated that seek to
avoid stigma towards mental illness. One of them is called
Mental Health Literacy (MHL), which refers to the knowl-
edge and beliefs about mental disorders. The MHL focuses
on these factors for the reduction of stigma putting forward
that, through MHL, there may be recognition, treatment and
prevention of the psychopathological disorders.?

Notwithstanding the relevance of these aspects —both
globally and nationally — there are difficulties for the popu-
lation to properly acknowledge and/or treat persons with
psychiatric conditions, especially with serious and persis-
tent disorders such as bipolar disorder (BPD).*¢

The medical personnel’s scarce knowledge on mental dis-
orders is a concern due to the potential this group has in order
to properly and timely identify and treat patients, with the
purpose of improving their functioning and quality of life.”

Therefore, among the target groups of interventions to
increase the MHL and reduce the stigma towards persons
with mental disabilities are health professionals (including
students).?

In this regard it has been described that medical un-
dergraduates tend to present more stigmatizing attitudes
towards psychiatric patients,'? than graduates.

An effective campaign against stigma should be aimed
at those variables that have proved having any influence
on the MHL, such as gender, causes attributable to the ill-
ness and the perception of the patient’s aggressiveness/
dangerousness.

The purpose of this study was to determine the associa-
tions between some variables of MHL (recognition, attribut-
able causes and suggested treatment) about BPD with gen-
der and perception of aggressiveness in a group of medical
students. Key hypotheses were: 1. There were no significant
differences between men and women in acknowledging
the BPD as a mental illness and about its control through
psychiatric interventions. 2. Men shall recognize more fre-
quently the biological causes of the disease than women and
3. Women shall have a better perception of aggressiveness y
dangerousness, in contrast with men.

METHOD

Participants

104 first-year students of the medical degree of a public uni-
versity in Mexico City were included. 68.3% (n=71) of the sam-
ple was made up by men and the remaining 31.7% (n=33) by
women, with an average age of 18.8 years old (SD=1.9 years).

230

This research was approved by the Ethics & Research
Committees of the Ramoén de la Fuente Mufiz National In-
stitute of Psychiatry. All students accepted to participate
voluntarily and anonymously after the research purposes
were explained.

Instruments

The Aggressiveness Public Concept Questionnaire (CPA)"
was used to assess the mental health literacy (MHL) as well
as the aggressiveness and dangerousness perception. The
original version of the CPA includes a clinical vignette of
a patient with paranoid schizophrenia. This study included
a vignette of a patient with BPD pursuant to the diagnostic
criteria from the DSM-IV, which was revised and approved
by all authors.

The use of vignette has shown appropriate results in
the assessment of variables associated to MHL."> With the
purpose of avoiding any slant caused by the presentation of
a male or female patient® the vignette was amended for the
preparation of this study, to read as follows:

«lt is about a 22 year person who lives with his parents. Since adoles-
cence, he has been a top-notch athlete, with good grades, sociable and
always looking for challenges. Occasionally, he experiences passing pe-
riods with low moods and lack of energy, which he considers that do not
affect his performance. He is studying the last semesters of architecture
and recently the academic pressure has increased. For the last three weeks
his parents and friends have noticed he speaks very fast, that he is irrita-
ble, skips classes and fails delivering homework. Some of his schoolmates
have said: “something is happening with his behavior. He acts foolishly
and says nonsense things”. Their parents were amazed because he never
caused problems, but two nights before he drove his mother’s car without
permission and returned it with a bump he could not explain. In addition,
he has not slept in four days and he scarcely eats; they say that “he has
changed completely. He’s not like that. We don’t know what happened to
him!”. This person says that he is safe, that he feels better than ever, that
if he skips classes is because he does not need them and they are too boring,
that he could teach the teachers. He even mentions that he was called from
the United States in order to give a course.»

The vignette in the back had some questions to assess
the aggressiveness and dangerousness perception (PAP, in
Spanish) and some variables related to the MHL: recogni-
tion of the disease, attributable causes and suggested treat-
ment.

For assessing the PAP the CPA includes four ques-
tions adapted from the Overt Aggression Scale'*® that
value the perception of verbal aggression, self-directed
aggression, aggression towards objects and hetero-di-
rected aggression; as well as the following question to
assess the dangerousness perception: "I consider that he
is a dangerous person for society” based on a Likert-type
scale (strongly disagree-strongly agree). The questions
were dichotomized in "present” or "absent” for compar-
ison purposes.

Finally there are questions intended for assessing
whether the student considers or not that the patient de-
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scribed in the vignette suffers from any mental illness, the
causes originating the symptoms (being able to choose
all options judged appropriate) and the students” percep-
tion on the most appropriate intervention for its control,
according to the restriction level of the measure: 1. by
himself, without anybody’s intervention; 2. non-psychi-
atric and non-restrictive interventions (i.e., without help,
chatting); 3. psychiatric interventions (i.e., use of oral med-
ications, injections or hospitalization) and 4. restrictive in-
terventions (i.e., tying the person up, healthcare different
from injuries).

Statistical analysis

The description of the variables was made with frequen-
cies and percentages in the case of categorical variables;
and with means and standard deviations (SD) for contin-
uous variables. The chi-squared (x?) test was used as hy-
potheses tests for comparing between men and women.
In order to determine the linear association between MHL
variables and the aggressiveness and dangerousness per-
ception the Spearman’s correlation coefficient was used.
For this analysis the CPA’s ordinal punctuations were uti-
lized. The statistical significance level was fixed with a p
< 0.05. The data analysis was prepared through the SPSS
package, version 17.0.

RESULTS

a) Recognition of the disease, attributable
causes and suggested treatment

Less than 50% of participants recognized the presence
of a mental disease in the clinical vignette (n=42, 40.4%).
Combined with this result, most of the students (n=87,
83.7%) suggested non-psychiatric/non-restrictive inter-
ventions (i.e., talk to the subject, watch him) as the most
appropriate for the control of the described symptoms,
followed by the 12.5% (n=13) who considered appropri-
ate psychiatric interventions (i.e., medication, hospital-
ization) and 3.8% (n=4) who would not use any type of
intervention (i.e., he settles alone). None of the students
suggested the use of restrictive interventions (i.e., isola-
tion, tying up, medical injury treatment) for the control
of the symptoms.

In the assessment of the possible causes of symptoms,
the psychological etiology (n=82, 78.8%) and the biopsycho-
social attribution (n=79, 76.7%) were the most frequently
referred causes, followed by the medical etiology (n=37,
35.6%), family problems (n=29, 27.9%) and weakness of
character (n=28, 26.9%).

No differences were observed between male and fe-
male medical students neither regarding the recognition
of illness nor regarding the suggested treatment. However,
there is a trend in men of considering more frequently a psy-

Table 1. Recognition of the disease, attributable causes and suggested treatment by gender

Men (n=71) Women (n=33)
n % n % Statistical comparison
Recognition of the Mental Disease
 Without recognition 42 59.2 20 60.6 - _
* With recognition 29 40.8 13 39.4 x*=0.02, 1, p=0.88
Causes affributable to the symptoms
® Weakness of character
No 50 70.4 26 78.8 . .
Yes 21 29.6 7 212 x=0.80, 1 g, p=0.37
e Family problems
No 51 718 24 727 . .
Yes 20 282 5 273 x=0.009, 1 gl, p=0.92
® Medical problem
No 42 59.2 25 75.8 . .
Yes 29 408 8 242 x=270,1 g, p=0.10
e Psychological problem
No 12 16.9 10 30.3 . .
Yes 50 83 23 697 X=2.42,1gl,p=0.11
® Biopsychosocial problem
No 19 268 5 15.6 . )
Yes 52 73.2 27  84.4 x=1.53, 1l p=021
Suggested infervention for symptom control
e Without infervention 3 4.2 1 3.0
® Non-psychiatric 59 83.1 28 84.8 x2=0.09, 2 gl, p=0.95
e Psychiatric 9 12.7 4 12.1
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Table 2. Aggressiveness and dangerousness perception by gender

Men Women
(n=71) (n=33) Statistical
n % n % comparison

Verbal aggression

o Absent 31 43.7 11 33.3  x2=0.99, 1gl, p=0.31

® Present 40 56.3 22 66.7

Self-directed aggression
* Absent 48 67.6 25 758 x?=0.71, 1gl, p=0.39
e Present 23 32.4 8 24.2

Aggression towards objects
e Absent 24 343 6 18.2
® Present 46 657 27 81.8

Aggression towards persons
e Absent 37 52.1 17 51.5
e Present 34 47.9 16 48.5

Global perception of aggression
* Absent 13 18.3 4 121
e Present 58 81.7 29 87.9

Dangerousness perception
e Absent 47 66.2 22 66.7
e Present 24 33.8 11 33.3

x?=2.81, 1gl, p=0.09

x2=0.003, 1gl, p=0.95

x2=0.63, 1gl, p=0.42

x2=0.002, 1gl, p=0.96

chological and medical etiology of the symptoms compared
to women (Table 1).

b) Aggressiveness
and dangerousness perception (PAP)

Although the clinical vignette used does not refer to spe-
cific aggressive behaviors, 83.7% (n=87) of students consid-
ered that the person described was aggressive. Aggression
towards objects (n=74, 71.2%) and verbal aggression (n=62,
59.6%) were the behaviors most frequently considered, fol-
lowed by aggression towards persons (n=50, 48.1%) and
self-directed aggression (n=31, 29.8%). Contrary to the ag-
gression perception, only 33.7% (n=35) graded the person
described in the vignette as dangerous for society. Similar
percentages were observed between men and women in the
aggressiveness and dangerousness perception. There was
only a trend of a higher percentage of women who consid-
ered the presence of aggression towards objects (Table 2).

92.3% (n=96) of students answered that the described
person is a man, while the remaining 7.7% (n=8) a woman.
There were no age or gender differences between male and
female students (p=0.71) as for the gender attributed to the
person described in the vignette.

c) Association of the mental health
literacy and the aggressiveness
and/or danger perception
In the case of female students the recognition of the men-

tal disease was directly associated with the perception that
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the described person was aggressive (r=0.37, p=0.03) and
dangerous for society (r=0.54, p=0.001). A similar associa-
tion was observed in the case of male students, in whom the
recognition of the mental disease was related to the convic-
tion that the person described in the vignette was dangerous
(r=0.25, p=0.03).

The restriction level of the suggested treatment (i.e.,
without intervention vs. dialogue vs. medications or psy-
chiatric hospitalization) was neither associated with aggres-
sion nor dangerousness perception in none of the groups.
Nevertheless, women who suggested a higher restriction
level (psychiatric interventions) showed a higher recogni-
tion of the mental disease (r=0.35, p=0.04), but this was not
observed in men (p=0.40).

The causes attributable to the symptoms were not as-
sociated with the aggression or danger perception in men
(p>0.05). Regarding women, the medical attribution of the
symptoms showed a direct linear association with the dan-
ger perception (r=0.46, p=0.007).

DISCUSSION

In order to contribute with the identification of key aspects
to be included in the MHL and anti-stigma campaigns in
medical students, this paper assessed the relationship
among recognition, attributable causes and suggested treat-
ment, with the gender and the aggressiveness/dangerous-
ness perception.

Thus, the data of this research prove the need of in-
creasing the MHL efforts on the medical undergraduates,
especially with regard to the typical BPD symptoms and
the existing methods of psychiatric treatment for handling
this disease. We acknowledge the difficulty to establish
an accurate diagnosis of BPD'*®® (though this was not the
purpose of the study). However, we found that fewer than
half the participants even suspected that it was a psycho-
pathological disorder. Despite that a high percentage at-
tributed the vignette’s description to a psychological cause
or to a combination of biopsychosocial factors, this was
neither sufficient to consider that the person suffered from
any mental disease or, even, that he could need specialized
treatment. As for the causes to which the BPD symptoms
are attributed, these findings agree with different studies
reporting that since the diagnostic label involves a certain
degree of stigma, the symptoms that suggest an affective
disorder (depression or BPD) are not actually considered
a pathology, and are only recognized as alterations of the
ways of being or of behavior (thus called "psychological”).
Often the foregoing causes that the need of a therapeutic
intervention is not noticed and, even less, of a specialized
treatment.’?!

This research on the BPD perception in medical stu-
dents (future health care providers) is a clear sign of the

Vol. 36, No. 3, May-June 2013 salud mental




Bipolar disorder: perception of aggressiveness and gender of medical students

ignorance regarding the characteristics of the psychopa-
thology and the way to attack it. According to the afore-
mentioned aspects of this article, if this affective disorder
is not seen as a disease then a treatment is not sought either
(or at least not at the proper time). This factor may explain
in part the delay in specialized care of the BPD observed in
Mexico. The gap for this disorder attention is approximate-
ly 10 years,?* resulting in consequences with expensive
individual and social costs. In order to reduce this gap it
shall be necessary to disclose, as part of the medical train-
ing, the available services and treatments as well as the
behavioral manifestations of the disease at environments
in every-day life, and not only the theoretical aspects con-
cerning its definition and etiology.

On the other hand, a high percentage of students re-
ported perceiving the patient with bipolar disorder as ag-
gressive and, to a lesser extent, dangerous to society. Some
authors have stated that describing the patient in the vi-
gnettes as a "male subject” may be a limiting factor, because
women may consider this as a more frightening situation,
not because of the mental disease per se, but because of the
gender condition. The foregoing has lead authors to ques-
tion the evidence about the highest women perception of
aggression/danger of patients with mental disorders.13
In this study said limitation was solved using a clinical vi-
gnette that does not specify gender for any patient; thus, no
differences were found between men and women regarding
the gender attributed to the person described or as for the
aggression or dangerousness perception they would give
such person considering the gender.

The aggression/danger perception has been closely
linked to discriminatory attitudes that involve additional
obstacles to the treatment search, limiting the rehabilitation
chances of patients, which originates, in turn, higher social
stigma, thus closing a vicious circle.’

Therefore, the campaigns must also include objective
information about the real prevalence and prevention and
control methods of the aggression in patients with BPD."7*

Nevertheless, a very important aspect that has to be
emphasized is the existing association between the mental
disease and the dangerousness perception reported by the
community. This relationship is not only observed in med-
ical students nor is exclusive of the BPD. Such association
has been described within the general population and with
other serious mental disorders. Efforts should not only be
aimed at reducing the treatment gap observed in the pa-
tients but also it is important that a great deal of informa-
tion is aimed at diminishing the fear and rejection to which
generally and regrettably patients with bipolar disorder
and all those subjects who suffer any mental disorder are
exposed to.”

salud mental Vol. 36, No. 3, May-June 2013

REFERENCES

1. Sartorius N. Iatrogenic stigma of mental illness. BM]J 2002;324:1470.

10.

11.

12.

14.

15.

16.

17.

18.

19.

20.

21.

22,

. Depla M, De Graaf R, Van Weeghel J, Heeren T. The role of stigma

in the quality of life of older adults with severe mental illness. Int J
Geriatr Psychiatry 2005;20:146-153.

. Jorm A, Korten A, Jacomb P, Christensen H et al. “Mental health li-

teracy”: a survey of the public’s ability to recognise mental disorders
and their beliefs about the effectiveness of treatment. Med J Aust
1997;166:182-186.

. Kohn R, Saxena S, Levav I, Saraceno B. The treatment gap in mental

health care. Bulletin World Health Organization 2004;82:858-866.

. Wright A, Harris M, Wiggers J, Jorm A et al. Recognition of depression

and psychosis by young Australians and their beliefs about treatment.
Med ] Aust 2005;183:18-23.

. Mingote Adan JC, Del Pino Cuadrado P, Huidobro A, Gutiérrrez Gar-

cia D et al. El paciente que padece un trastorno psicético en el trabajo:
diagnéstico y tratamiento. Mer Segur Trab 2007;53:1-23.

. Lauber C, Nord C, Falcato L, Rossler W. Do people recognise mental

illness? Factors influencing mental health literacy. Eur Arch Psychia-
try Clin Neurosci 2003;253:248-251.

. Sartorius N, Schulze H. Reducing the stigma of mental illness. New

York: A report from a Global Programme of the World Psychiatric As-
sociation; 2006.

. Smith LB, Sapers B, Reus V, Freimer NB. Attitudes toward bipolar

disorder and predictive genetic testing among patients and providers.
J Med Genet 1996;33:544-549.

Fernando S, Deane F, McLeod H. Sri Lankan doctors” and medical
undergraduates’ attitudes towards mental illness. Soc Psychiatry
Psychiatr Epidemiol 2010;45:733-739.

Fresan A, Robles-Garcia R, De Benito L, Saracco R et al. Development
and psychometric properties of a brief instrument to measure the stig-
ma of aggressiveness in schizophrenia. Actas Espafiolas de Psiquiatria
2010;38:340-344.

Lauber C, Nordt C, Réssler W. Recommendations of mental health
professionals and the general population on how to treat mental di-
sorders. Soc Psychiatry Psychiatr Epidemiol 2005;40:835-843.

. Cotton S, Wright A, Harris M, Jorn A et al. Influence of gender on

mental health literacy in young Australians. Aust N Z J Psychiatry
2006;40:790-796.

Paez F, Licon E, Fresan A, Apiquian R et al. Estudio de validez y con-
fiabilidad de la escala de agresividad explicita en pacientes psiquiatri-
cos. Salud Mental 2002;25:21-26.

Yudofsky S, Silver J, Jackson W, Endicott J et al. The Overt Aggression
Scale for the objective rating of verbal and physical aggression. Ame-
rican J Psychiatry 1986;143:35-39.

Lopez Castroman J et al. Errores de diagnostico y estabilidad temporal
en el trastorno bipolar. Actas Esp Psiquiatr 2008;36:205-209.
Hirschfeld RMA, Lewis L, Vornik LA. Perceptions and impact of bi-
polar disorder: how far have we really come? Results of the National
Depressive and Manic-depressive Association 2000 Survey of indivi-
duals with bipolar disorder. J Clin Psychiatry 2003;64:161-174.
Hirschfeld RMA, Cass AR, Holt DCL, Carlson CA. Screening for bi-
polar disorder in patients treated for depression in a family medicine
clinic. ] Am Board Fam Med 2005;18: 233-239.

Mann CE, Himelein M]J. Factors associated with stigmatization of per-
sons with mental illness. Psychiatric Serv 2004;55:185-187.

Penn DL, Nowlin-Drummond A. Politically correct labels and schi-
zophrenia: a rose by any other name? Schizophrenia Bull 2001;27:197-
203.

Angermeyer MC, Dietrich S. Public beliefs about and attitudes toward
people with mental illness: a review of population studies. Acta
Psychiatrica Scandinavica 2006;113:163-179.

Medina-Mora M, Borges G, Lara C, Benjet C et al. Prevalence, servi-
ce use, and demographic correlates of 12-month DSM-IV psychiatric

233



Fresdn et al.

disorders in Mexico: results from the Mexican National Comorbidity a summary of the International Society for Bipolar Disorders Diagnos-
Survey. Psychol Med 2005;35:1773-1783. tic Guidelines Task Force Report. Bipolar Disorders 2008;10:117-128.

23. Vargas Huicochea I, Huicochea Gomez L. Percepcion de la enferme- 25. Phelan J, Link B, Stueve A, Pescosolido B. Public conceptions of men-
dad en pacientes con diagnéstico de trastorno bipolar: aproximacién tal illness in 1950 and 1996: What is mental illness and is it to be fea-
a la relacion médico/paciente. Estudios de Antropologia Biolégica red? JHSB 2000;41:188-207.

2007;XI11:711-729.
24. Ghaemi SN, Bauer M, Cassidy F, Malhi GS et al. For the ISBD Diagnos-
tic Guidelines Task Force. Diagnostic guidelines for bipolar disorder:

(Declaration of conflict interest: None )

234 Vol. 36, No. 3, May-June 2013 salud mental




