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ABSTRACT
Introduction: Mental illness imposes a major global health burden, often compounded by stigma that hinders care. Medical students, as future healthcare providers, play a key role in shaping mental health perceptions and service delivery. Understanding their attitudes toward mental illness is essential for improving outcomes.
Objectives: To assess attitudes toward mental illness among medical students at the State University of Zanzibar (SUZA).
Methods: A cross-sectional study was conducted among 156 SUZA medical students using a self-administered questionnaire adapted from the Mental Illness: Clinician’s Attitudes Scale, version 2 (MICA-2). Attitudes were measured on a 16-item, 6-point Likert scale. Independent variables included socio-demographic and educational factors.
Results: Overall, 50.6% of students exhibited negative attitudes, while 49.4% demonstrated positive attitudes. Year of study (χ² = 18.393, p = .001) and close contact with a person with mental illness (χ² = 5.635, p = .018) were significantly associated with attitudes. Students in their earlier years were more positive, but those in their third and fifth years were more negative. Having close contact with someone with a mental illness was unexpectedly associated with more negative attitudes. Other factors, such as gender, age, socioeconomic status, workshop attendance, and personal or family history, showed no significant association. While most students showed some positive views, like seeing the scientific value of psychiatry and supporting respectful communication and care, they still held misconceptions, particularly regarding recovery and the belief that people with mental illness are dangerous.
Conclusion: The SUZA medical students had a mix of positive and negative attitudes toward mental illness. Although the students were aware of mental health issues, this awareness did not always reduce the stigma. The findings show a need for specific educational programs, especially for students in their later years of study, to address ongoing misunderstandings about mental illness.
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Introduction
Mental illnesses are a diverse group of conditions that affect a person's thinking, feeling, mood, or behaviour. They include depressive disorders, anxiety disorders, bipolar disorder, schizophrenia and other psychotic disorders, neurocognitive disorders (e.g., dementia), and substance use disorders. These conditions vary in severity and course but commonly lead to impaired social and occupational functioning, reduced quality of life, and increased risk of comorbid physical illness and premature mortality [1, 2]
Mental disorders are a leading global cause of disability. The Global Burden of Disease (GBD) estimates indicate that mental disorders have consistently ranked among the top causes of years lived with disability (YLDs), with depression and anxiety being the largest contributors to disability-adjusted life-years (DALYs) among mental disorders[3] . Recent syntheses also report rising prevalence of common mental disorders in many regions, with sizeable population-level consequences for productivity and health systems (GBD Mental Disorders Summary, 2024). The COVID-19 pandemic additionally contributed to increases in depressive and anxiety symptoms in many groups, including students and healthcare workers [4, 5]

Sub-Saharan Africa carries a substantial, though incompletely documented, share of the global mental health burden. Regional reviews highlight a high prevalence of depression, anxiety, post-traumatic stress, and substance use disorders across different population groups, yet substantial heterogeneity exists between countries and populations due to varying measurement methods and study populations [6]. Structural barriers, including a limited mental health workforce, low financing, and scant community services, result in significant treatment gaps across the region [7]
Tanzania mirrors many of these regional challenges. The WHO Mental Health Atlas (2020) reports limited specialized human resources, constrained service coverage and low mental health financing in Tanzania, contributing to critical unmet needs and restricted access to evidence-based care [8]. Studies in Tanzania and Zanzibar point to appreciable population distress and treatment-seeking from both formal and informal providers, shaped by local explanatory models and service availability [9].

Attitude is a multi-dimensional construct comprising cognitive (beliefs), affective (feelings) and behavioural (intentions/actions) components toward a person or object. In the context of mental health, attitudes influence willingness to engage with and provide care, social distance towards people with mental illness, and help-seeking behaviour. Factors shaping attitudes include mental health literacy (knowledge), direct contact with people who have lived experience of mental illness, cultural and religious beliefs (including supernatural attributions), education level, media portrayals, and institutional experiences such as professional training. Structural factors such as stigma embedded in health systems, laws, and service shortages further shape both public and professional attitudes. Interventions that combine education with structured contact generally show larger and more durable effects on attitude change than education alone [10, 11, 12]. 

Globally, public and professional attitudes toward mental illness remain mixed: while understanding and acceptance have improved in some high-income settings due to sustained anti-stigma campaigns and service integration, negative stereotypes and social distancing persist ( particularly towards psychotic and substance use disorders)[13].  In low- and middle-income countries (LMICs), biomedical and non-biomedical explanatory models commonly coexist; attributions to supernatural causes are frequent in some settings and can delay biomedical help-seeking and reinforce discriminatory responses.[14]
In Africa, recent studies and reviews show persistent stigma and social distance in the general population and among health professionals and students, though findings vary by country and disorder. Medical and allied health students often demonstrate gaps in knowledge and hold stigmatizing beliefs (e.g., about dangerousness or poor prognosis), but attitudes tend to improve with clinical exposure and targeted curricular interventions [15,  16]
In Tanzania and Zanzibar, community and facility-based studies report limited mental health literacy, widespread stigma, and variable help-seeking pathways that draw on both traditional and biomedical resources[17]. Research at university settings, including early work from institutions in Zanzibar, highlights the importance of assessing students’ attitudes because these future clinicians’ beliefs will influence referral patterns, quality of care, and public perceptions of mental illness [18, 19]
Aims of the study
Given the substantial burden of mental disorders globally and regionally, the documented treatment gap in Tanzania, and the central role of health professionals’ attitudes in shaping care pathways, assessing attitudes among medical students at the State University of Zanzibar (SUZA) is timely and necessary. This study aims to quantify attitudes toward mental illness, identify associated factors, and provide locally relevant recommendations for curricular and anti-stigma interventions that aim to improve future clinical practice and reduce unmet needs.
 
Methods
A cross-sectional study was conducted to assess attitudes toward mental illness among undergraduate medical students enrolled in the Doctor of Medicine (MD) program at the State University of Zanzibar (SUZA). The study population included first- to fifth-year students (N = 255). The required sample size was determined using Yamane’s formula, assuming a 95% confidence level, which resulted in a minimum sample size of 156 participants who were subsequently recruited. 
The dependent variable was attitudes toward mental illness. In contrast, independent variables included socio-demographic factors : (age, gender, socioeconomic background) and educational factors (e.g., year of study, exposure to mental health training, experiences mental health issues, family member diagnosed with mental illness and interaction closely with a person with mental illness) Data were collected via a structured, self-administered questionnaire in English, adapted from validated instruments: the Mental Illness: Clinician’s Attitudes Scale version 2 (MICA-2) [20,  21]. The questionnaire consisted of two sections: socio-demographic characteristics and attitude assessment. 
The MICA-2 questionnaire has 16 items scored on a 6-point Likert scale (1 = strongly agree to 6 = strongly disagree). Some items are reverse-scored because in such items, agreement reflects a negative attitude. After reverse-coding the relevant items, the scores of all 16 items are summed to obtain a total score between 16 (most positive attitude) and 96 (most negative attitude). Lower scores reflect more positive attitudes toward mental illness, while higher scores indicate a more negative attitude. We used the median score; marks below 56 were considered indicative of a positive attitude, and those 56 points and above, a negative attitude.
Data were analyzed using SPSS version 25. Descriptive statistics (means, medians, standard deviations, frequencies, and percentages) summarized variables, while inferential statistics (likelihood ratio tests and chi-square tests) examined associations. Ethical approval was granted by the Zanzibar Health Research Ethics Committee (ZAHREC/02/ST/MAR/2025/226), and permission was obtained from the School of 
Health and Medical Sciences, SUZA. Participation was voluntary, informed consent was received from all respondents, and confidentiality was maintained throughout the study. Participants were free to withdraw at any time without consequences.
 
Results
A total of 156 medical students participated in the study. The predominant age group was 21–24 years (63.5%), and female students represented the majority (62.2%). Most participants reported a middle-income background (74.4%), and the largest proportion were in their second year of study (39.1%). Figure 1. The participants’ mental health–related exposure and experiences. Approximately half of the students (50.6%) reported that they had never attended any mental health–related workshop, seminar, or elective, while 49.4% had participated in such activities. More than half of the respondents (54.5%) reported having personally experienced mental health issues, whereas 45.5% had not. Nearly half of the participants (48.7%) indicated that they had a family member diagnosed with a mental illness, while a slightly larger proportion (51.3%) reported no such family history. Table 1. This distribution highlights that although personal experiences with mental health issues were relatively common among the students, formal exposure through educational events was limited to only half of the cohort.
Figure 2 outlines medical students’ attitudes toward mental illness based on responses to the MICA-2 questionnaire. Overall, attitudes were mixed, with several encouraging trends alongside persistent misconceptions. Most students disagreed (26.1%) or strongly disagreed (23.6%) with the statement that they study psychiatry solely for passing examinations, thus suggesting a genuine interest that extends beyond academic requirements. In relation to recovery, nearly half disagreed (21.0%) or strongly disagreed (12.7%) that people with severe mental illness cannot achieve a good quality of life. However, 50.3% expressed some level of agreement, indicating ongoing pessimism. Encouragingly, psychiatry was widely regarded as equally scientific as other medical fields, with 82.2% agreeing or strongly agreeing.
Stigma-related items revealed more mixed results. Over half of respondents (56.7% strongly agreed, 15.9% agreed) stated they would refuse to follow disrespectful treatment instructions toward people with mental illness. Similarly, 64.9% agreed or strongly agreed that they felt as comfortable speaking with someone with a mental illness as with someone with a physical illness. The majority (82.2%) strongly agreed or agreed that doctors should assess physical health in patients with mental illness. However, 52.2% disagreed or strongly disagreed with the statement that the public does not need protection from people with severe mental illness, reflecting lingering perceptions of dangerousness.
Notably, most students rejected overtly derogatory language, with 82.1% strongly disagreeing or disagreeing with the use of terms such as “crazy” or “mad” in professional contexts. In addition, 65.0% agreed or strongly agreed that they would continue to work with a colleague who disclosed a mental illness. Misattribution of physical symptoms to mental illness was relatively uncommon, with 51.0% disagreeing or strongly disagreeing with that practice. Views on general practitioners’ responsibility for psychiatric patients were divided, with 45.2% disagreeing or strongly disagreeing that such assessments should be deferred entirely to psychiatrists. Overall, certain beliefs—particularly regarding dangerousness and recovery—suggest areas for targeted educational intervention.
The distribution of attitudes toward mental illness among the participants was almost evenly split, with 49.4% demonstrating a positive attitude and 50.6% exhibiting a negative attitude. This near balance suggests that, while a substantial proportion of students hold favourable views, negative perceptions remain prevalent and may represent a barrier to reducing stigma within the medical community. Targeted educational interventions could help shift this balance toward a more positive outlook.
The cross-tabulation between sociodemographic characteristics and attitudes toward mental illness revealed that year of study and close contact with a person with mental illness were significantly associated with attitudes. Year of study showed a strong association (χ² = 18.393, df = 4, p = .001; LR = 19.451, p = .001), with second-year students displaying the highest proportion of positive attitudes (11.5 and 14.1 %), while fourth- and fifth-year students showed notably lower proportions (6.4 and 10.9 %, respectively). Similarly, close contact with a person with mental illness was significantly related to attitudes (χ² = 5.635, df = 1, p = .018; LR = 5.688, p = .017), with those reporting such contact more likely to hold negative attitudes (39.7%) compared to those without such contact (30.1 % positive attitudes). Table 2
Other factors (including age group, gender, socioeconomic background, attendance at mental health workshops, personal experience of mental health issues, and having  family member with mental illness) showed no statistically significant association (p > .05). These findings suggest that direct exposure and stage of medical training may play a more critical role in shaping students’ attitudes toward mental illness than demographic factors alone.


Figure 1 Sociodemographic characteristics of medical students at The State University of Zanzibar





Table 1. Mental Health–Related Exposure and Experiences among Medical Students

	Sociodemographic Characteristic
	Description
	Frequency
	Percentage (%)

	Attended mental health-related workshop/seminar/elective
	Yes
	77
	49.4

	
	No
	79
	50.6

	Experienced mental health issues
	Yes
	85
	54.5

	
	No
	71
	45.5

	Family member diagnosed with mental illness
	Yes
	76
	48.7

	
	No
	80
	51.3

	Interacted closely with someone with a mental illness
	Yes
	109
	69.9

	
	No
	47
	30.1





Figure 3: Qualities of Attitudes Towards Mental Illness Among Medical Students at the State University of Zanzibar.
 



Table 2: Association between attitude towards mental illness and sociodemographic characteristics (N = 156)

	S/N
	Socio-demographic Factors
	Positive
Attitude
(n, %)
	Negative
Attitude
(n, %)
	Chi-Square df, p-value)
	(χ²,
	Likelihood	Ratio (LR, p-value)

	1
	Age Group
	
	
	χ²	=	1.161 p = 0.885
	(4),
	LR = 1.547, p = 0.818

	
	15-19
	3(1.9%)
	3(1.9%)
	
	
	

	
	20-24
	48(30.7%)
	51(32.7%)
	
	
	

	
	25-29
	22(14.1%)
	20(12.8%)
	
	
	

	
	30-34
	4(2.6%)
	4(2.6%)
	
	
	

	
	35-39
	0(0.0%)
	0(0.0%)
	
	
	

	
	40-44
	0(0.0%)
	1(0.6%)
	
	
	

	2
	Gender
	
	
	χ²	=	0.903 p = 0.342
	(1),
	LR=0.904, p = 0.342

	
	M
	32(20.5%)
	27(17.3%)
	
	
	

	
	F
	45(28.8%)
	52(33.3%)
	
	
	

	3
	Socioeconomic background
	
	
	χ²	=	1.713 p = 0.425
	(2),
	LR=1.723, p =0.422

	
	Low income
	
	14(9.0%)
	21(13.5%)
	
	

	
	Middle income
	
	60(38.5%)
	56(35.9%)
	
	

	
	High income
	
	3(1.9%)
	2(1.3%)
	
	

	4
	Year of study
	
	
	
	χ² = 18.393 (4), p= 0.001
	LR=19.451, p = 0.001

	
	1st year
	
	21(13.5%)
	18(11.5%)
	
	

	
	2nd year
	
	39(25.0%)
	22(14.1%)
	
	

	
	3rd year
	
	3(1.9%)
	12(7.7%)
	
	

	
	4th year
	
	10(6.4&)
	10(6.4%)
	
	

	
	5th year
	
	4(2.6%)
	17(10.9%)
	
	

	5
	Have you attended
health-related
	any mental workshops,
	
	
	χ² = 0.104 (1), p = 0.747
	LR=0.104, p = 0.747

	S/N
	Socio-demographic Factors
	Positive
Attitude
(n, %)
	Negative
Attitude
(n, %)
	Chi-Square df, p-value)
	(χ²,
	Likelihood	Ratio (LR, p-value)

	
	seminars, or electives?
	
	
	
	
	

	
	Yes
	37(23.7%)
	40(25.6%)
	
	
	

	
	No
	40(25.6%)
	39(25.0%)
	
	
	

	6
	Have you experienced any mental health issues yourself?
	
	
	χ²	=	1.618 p = 0.203
	(1),
	LR=1.620, p = 0.203

	
	Yes
	38(24.4%)
	47(30.1%)
	
	
	

	
	No
	39(25.0%)
	32(20.5%)
	
	
	

	7
	Do you have a family member
diagnosed with a mental illness
	
	
	χ²=0.024
 p = 0.876
	
	LR=0.024,
 p = 0.876

	
	Yes
	38(24.4%)
	38(24.4%)
	
	

	
	No
	39(25.0%)
	41(26.3%)
	
	

	8
	Have you ever interacted closely with someone who has a mental illness?
	
	
	χ² = 5.635 (1), p = 0.018
	LR=5.688, p = 0.017

	
	Yes
	47(30.1%)
	62(39.7%)
	
	

	
	No
	30(19.2%)
	17(10.9%)
	
	



DISCUSSION
The study sample comprised 156 medical students, predominantly aged between 20 and 24 years, with a significant proportion in the 25 to 29 age group. Smaller segments included students aged 15 to 19 and 30 to 34 years, while only one participant was over 40. In terms of gender distribution, female students represented a majority of the sample, aligning with trends observed in various healthcare education programs globally. For instance, a study conducted at the University of the Witwatersrand, South Africa, found that 97.2% of fourth-year medical students had low levels of stigmatizing attitudes toward mental illness, with no significant gender differences reported. Similarly, research involving medical and nursing students indicated that women tend to exhibit more positive attitudes toward psychiatric patients compared to their male counterparts. These findings suggest that the demographic characteristics of the current study's participants are consistent with broader patterns observed in medical education. Furthermore, most students identified with a middle-income background, with smaller numbers from low and high-income brackets. This socioeconomic context can be important for understanding potential socio-cultural influences on mental health perceptions [22, 23]
The students dominated the study sample in their second year, followed by first-year students, with progressively smaller proportions from the third to fifth years. These skew toward pre-clinical and early-clinical students are important because several studies show that attitudes toward psychiatry and people with mental illness frequently change during medical training, often improving after direct clinical exposure or a psychiatry clerkship. For example, students’ views toward psychiatry tended to be more positive in post-clerkship cohorts in a multi-decade analysis from Chiang Mai University, suggesting clinical contact and curriculum changes can raise interest and reduce stigma [24]. Beyond demographic characteristics, the current study examined medical students’ prior exposure to mental health topics and personal connections to mental illness. Almost half of the participants reported attending mental health workshops, seminars, or electives, indicating a meaningful level of prior formal or informal engagement with the subject. A similarly substantial fraction disclosed having experienced mental health issues themselves, underscoring the personal relevance of these topics to this cohort. Likewise, nearly half of the students had a family member diagnosed with a mental illness, and a large majority had close interactions with individuals living with mental health conditions. Additionally, having a personal or familial history of mental illness and close contact with those affected are well-known contributors to both heightened empathy and stigma reduction, as well as risk factors for distress or resilience, depending on context. Altogether, our findings not only mirror the global mental health vulnerability of medical students but also suggest that both direct and indirect exposures to mental illness are prominent among our participants, with implications for educational planning and support services in medical curricula.
These findings are consistent with existing literature showing that such direct and indirect exposures can significantly influence attitudes toward mental illness. For example, college students who reported personal, familial, or work-related contact with individuals experiencing mental illness hold significantly less stigmatizing attitudes compared to those without such contact. [25]. Contact with people with mental illness (especially at a personal or familial level) showed reduced stigma and fostered empathy.
The pattern of responses to the MICA-2 questionnaire about attitudes toward mental illness reveals a mixture of constructive attitudes and persistent misconceptions among medical students. Many students rejected the notion that psychiatry is studied only for exams, and broadly endorsed psychiatry as a scientific discipline (82.2% agreement). Most of the students supported the physical-health needs of people with mental illness and refused to condone derogatory language. These findings align with recent work showing improving respect for psychiatric care among trainees [21, 26]. Nevertheless, important stigmatizing beliefs remain: roughly half of respondents expressed pessimism about recovery, and a majority endorsed some level of concern about the “dangerousness” of people with severe mental illness. Such ambivalence echoes broader evidence that, while contact and education can reduce stigma, negative beliefs about dangerousness and recovery often persist unless interventions explicitly address them [13, 27]. The near-even split between positive and negative overall attitudes, in our sample, is consistent with multisite reviews,  showing that medical students frequently experience high levels of psychological distress (e.g., depression ~27%), low help-seeking, and variable stigma levels (factors that complicate both attitudes and behaviour toward mental health in clinical settings [28, 29]. 
Importantly, randomized and quasi-experimental studies summarized in recent systematic reviews indicate that contact-based and curriculum-integrated interventions,  (including patient speakers, lived-experience educators, and structured clerkships), produce the most reliable short-term reductions in stigma and increased willingness to interact with people with mental illness,, suggesting clear directions for curricular reform to target the domains where our cohort remains vulnerable (dangerousness, recovery pessimism, and disclosure fears) [30].
The near-even split in attitudes observed in our sample: 49.4% positive versus 50.6% negative, mirrors findings from the broader literature that medical students’ views about mental illness are frequently ambivalent rather than uniformly favourable or hostile. Several cross-sectional studies report similar mixed distributions: for example, a multi-site study of medical students in London and Singapore found variable levels of stigma that depended on curricular and welfare factors, rather than uniformly positive attitudes [31]. Other single-centre reports have recorded substantial negative attitudes before formal psychiatric training, particularly around beliefs about dangerousness and recovery, consistent with the pockets of pessimism we observed [32]. By contrast, some studies, often those that evaluate students after psychiatry clerkships or targeted anti-stigma interventions, report larger proportions of positive attitudes, indicating that educational exposure and contact with people with lived experience can shift views in a more favourable direction [33, 34]. The Lancet Commission likewise emphasizes that stigma is multifaceted and that health-professional education must combine contact with people with lived experience, structural changes, and sustained curriculum reform to achieve durable attitude change [35].  
We observed a significant, non-linear association between academic year and attitudes toward mental illness (p = 0.001). Notably, first- and second-year students displayed more positive attitudes, whereas third and fifth-year students showed a higher proportion of negative attitudes. This pattern suggests that progression through medical training does not uniformly enhance attitudes; in fact, specific clinical or academic transitions may exacerbate stigma. Similar non-linear trends were reported in a longitudinal study in Australia, where students' empathetic attitudes initially improved during pre-clinical years, declined during early clinical training, and rebounded following dedicated psychiatry rotations, implying that clinical stress without structured support can temporarily erode empathy [22, 36]. In contrast, other investigations feature more linear improvements: for instance, a controlled intervention study in Iran documented steadily increasing positive attitudes across each academic year following continuous curriculum integration of mental health education [37].
Interestingly, our finding that students with close personal contact with someone with mental illness were more likely to exhibit negative attitudes (p = 0.018) stands in contrast to the large body of stigma research demonstrating that contact (especially personal or familial), generally reduces stigma and promotes empathy. For example, contact-based anti-stigma interventions consistently yield significant improvements in the attitudes of both the public and health professionals [25, 38]. However, contact in our context may reflect caregiving stress or vicarious trauma, which may elevate negative perceptions, similar to findings in caregiver studies where close family members of persons with chronic mental illness sometimes report higher anxiety or burnout, which can negatively skew attitudes. 
Additionally, the absence of significant associations with other demographic or experiential variables (age, gender, socioeconomic status, workshops, personal mental health history, family history) diverges from some studies that report, for example, that female students often display more positive attitudes, or that personal experience with mental illness is associated with reduced stigma. That we did not observe such associations may reflect contextual differences in curriculum, cultural stigma norms, or limited sample diversity[39].
CONCLUSIONS
Medical students at the State University of Zanzibar demonstrated mixed attitudes, with a near-equal split between positive and negative views. This reflects an attitude gap. Awareness does not automatically translate into non-stigmatizing perceptions. Attitudes were significantly associated with year of study and close contact with people with mental illness: earlier-year students were more positive, whereas third- and fifth-year students were more negative; surprisingly, close personal contact was linked to more negative attitudes. Other demographic and experiential variables (gender, age, socioeconomic status, workshop attendance, individual/family history) showed no significant effect. Persistent misconceptions centred on dangerousness and pessimism about recovery, despite broad recognition of psychiatry’s scientific validity and rejection of derogatory language. These findings align with broader literature showing that negative stereotypes can endure through medical training unless specifically addressed.

Recommendations
The study recommends embedding comprehensive, longitudinal anti-stigma strategies within the medical curriculum, with particular emphasis in later years, to challenge persistent misconceptions about recovery and dangerousness. These should include structured, positive-contact experiences with individuals who have lived experience of mental illness, reinforced mental health content throughout training, and reflective, experiential learning opportunities such as supervised psychiatry clerkships and inter-professional workshops. Additionally, universities should provide accessible mental health support services for students, and regularly evaluate the curriculum to identify and address stages where attitudes toward mental illness tend to deteriorate.

Limitations 
 The study’s limitations include its cross-sectional design, which limits causal inference, and its focus on a single university, restricting generalizability to other institutions or cultural contexts. The study’s cross-sectional design limits its ability to establish causal relationships between factors and attitudes toward mental illness. Longitudinal research would be needed to track changes over time and confirm causality.
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Sociodemographics characteristics of the medical students at State University of Zanzibar


15–20 years	21–24 years	25–30 years	31–34 years	35–40 years	41–45 years	Male	Female	Low income	Middle income	High income	1st year	2nd year	3rd year	4th year	5th year	Age	Gender	Socioeconomic background	Year of study	3.8	63.5	26.9	5.0999999999999996	0	0.6	37.799999999999997	62.2	22.4	74.400000000000006	3.2	25	39.1	9.6	12.8	13.5	


Fig 2: Attitudes toward mental illness amount medical students at State University of Zanzibar

1 (strongly disagre)	Psychiatry is just as scientific as other fields of medicine	I’d never admit to friends I have a mental illness	People with severe mental illness are dangerous	Psychiatrists know more than family about patients’ lives	I’d never admit to colleagues I have a mental illness	Being a psychiatrist is not like being a real doctor	I would not treat patients disrespectfully even if told to	I feel as comfortable talking to someone with mental illness as with physical illness	Doctors should also assess physical health of mentally ill	Public doesn’t need protection from mentally ill	I’d attribute physical symptoms to mental illness	GPs shouldn’t assess psych symptoms, refer to psychiatrist	I’d use terms like ‘crazy’ or ‘mad’	If a colleague had mental illness, I’d still work with them	3.2	29.9	8.9	6.4	24.8	33.1	8.9	2.5	2.5	24.2	24.2	19.7	61.1	3.2	2 (Disagree)	Psychiatry is just as scientific as other fields of medicine	I’d never admit to friends I have a mental illness	People with severe mental illness are dangerous	Psychiatrists know more than family about patients’ lives	I’d never admit to colleagues I have a mental illness	Being a psychiatrist is not like being a real doctor	I would not treat patients disrespectfully even if told to	I feel as comfortable talking to someone with mental illness as with physical illness	Doctors should also assess physical health of mentally ill	Public doesn’t need protection from mentally ill	I’d attribute physical symptoms to mental illness	GPs shouldn’t assess psych symptoms, refer to psychiatrist	I’d use terms like ‘crazy’ or ‘mad’	If a colleague had mental illness, I’d still work with them	1.9	26.8	13.4	6.4	26.1	26.1	7.6	8.9	1.9	28	26.8	25.5	21	3.2	3 Neutral 	Psychiatry is just as scientific as other fields of medicine	I’d never admit to friends I have a mental illness	People with severe mental illness are dangerous	Psychiatrists know more than family about patients’ lives	I’d never admit to colleagues I have a mental illness	Being a psychiatrist is not like being a real doctor	I would not treat patients disrespectfully even if told to	I feel as comfortable talking to someone with mental illness as with physical illness	Doctors should also assess physical health of mentally ill	Public doesn’t need protection from mentally ill	I’d attribute physical symptoms to mental illness	GPs shouldn’t assess psych symptoms, refer to psychiatrist	I’d use terms like ‘crazy’ or ‘mad’	If a colleague had mental illness, I’d still work with them	4.5	7.6	12.7	6.4	8.3000000000000007	12.1	5.0999999999999996	8.3000000000000007	5.0999999999999996	12.7	13.4	11.5	1.3	10.8	4 I don’t know	Psychiatry is just as scientific as other fields of medicine	I’d never admit to friends I have a mental illness	People with severe mental illness are dangerous	Psychiatrists know more than family about patients’ lives	I’d never admit to colleagues I have a mental illness	Being a psychiatrist is not like being a real doctor	I would not treat patients disrespectfully even if told to	I feel as comfortable talking to someone with mental illness as with physical illness	Doctors should also assess physical health of mentally ill	Public doesn’t need protection from mentally ill	I’d attribute physical symptoms to mental illness	GPs shouldn’t assess psych symptoms, refer to psychiatrist	I’d use terms like ‘crazy’ or ‘mad’	If a colleague had mental illness, I’d still work with them	7.6	9.6	26.8	16.600000000000001	13.4	10.8	5.0999999999999996	24.8	7.6	9.6	12.7	15.3	5.0999999999999996	17.2	5 (Agree)	Psychiatry is just as scientific as other fields of medicine	I’d never admit to friends I have a mental illness	People with severe mental illness are dangerous	Psychiatrists know more than family about patients’ lives	I’d never admit to colleagues I have a mental illness	Being a psychiatrist is not like being a real doctor	I would not treat patients disrespectfully even if told to	I feel as comfortable talking to someone with mental illness as with physical illness	Doctors should also assess physical health of mentally ill	Public doesn’t need protection from mentally ill	I’d attribute physical symptoms to mental illness	GPs shouldn’t assess psych symptoms, refer to psychiatrist	I’d use terms like ‘crazy’ or ‘mad’	If a colleague had mental illness, I’d still work with them	29.3	9.6	16.600000000000001	28	5.7	10.199999999999999	15.9	23.6	28.7	12.1	10.8	14	5.7	26.8	6 (Strongly Agree)	Psychiatry is just as scientific as other fields of medicine	I’d never admit to friends I have a mental illness	People with severe mental illness are dangerous	Psychiatrists know more than family about patients’ lives	I’d never admit to colleagues I have a mental illness	Being a psychiatrist is not like being a real doctor	I would not treat patients disrespectfully even if told to	I feel as comfortable talking to someone with mental illness as with physical illness	Doctors should also assess physical health of mentally ill	Public doesn’t need protection from mentally ill	I’d attribute physical symptoms to mental illness	GPs shouldn’t assess psych symptoms, refer to psychiatrist	I’d use terms like ‘crazy’ or ‘mad’	If a colleague had mental illness, I’d still work with them	52.9	15.9	21	35.700000000000003	21	7	56.7	31.2	53.5	12.7	11.5	13.4	5.0999999999999996	38.200000000000003	



Qualities of Attitudes Towards Mental Illness Among Medical Students at the State University of Zanzibar.
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