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Abstract
Objective Individuals with mental illness may fall victim to stigma. In this cross-sectional study, the authors aimed to explore
correlates of stigma towards mental health in a Lebanese private university and its associated tertiary medical center.
Methods The authors surveyed students, staff, and faculty at the American University of Beirut and its associated medical center.
They assessed stigmatizing behaviors via the Reported and Intended Behavior Scale (RIBS), perceived stigma via the Perceived
Devaluation and Discrimination Scale (PDDS), and attitudes towards collaborating with mental health professionals via the
Doctors’ Attitudes toward Collaborative Care for Mental Health (DACC-MH).
Results A total of 270 participants (response rate of 18%) provided their responses. The mean scores on the RIBS and PDDS
were 15.26 ± 4.75 and 32.25 ± 2.70, respectively. Participants who had higher scores on RIBS were more likely to be younger
than 25 years of age (OR=1.869; p=0.026), to have a history of mental illness (OR=2.657; p=0.003), and to interact with
individuals with a psychiatric disorder (OR=2.287; p=0.028).
Conclusions Results show a mixed pattern of stigmatizing behaviors and perceptions towards mental illness. This highlights the
need for mental health awareness campaigns and interventions in the country.

Keywords Mental illness . Stigma . Lebanon

Stigma is a “deeply discrediting” attribute that reduces one
“from a whole and usual person to a tainted discounted one”
[1]. It is a dangerous, multifaceted construct related to a set of
negative beliefs that a society has towards a particular topic. It
usually leads to negative consequences, including separation,
loss of status, and discrimination [2].

Individuals with mental illness may be affected by stigma.
They typically experience shame and marginalization secondary
to their diagnosis and often describe the repercussions of mental
health stigma as worse than those of the illness itself [3]. The
stigma they endure is shown to impact their social lives, relation-
ships, professional careers, and psychological wellbeing [3].

Stigma towards mental illness represents a worldwide pub-
lic health crisis, with cultural differences contributing to glob-
al variations in the profile of stigma [4]. In the Arab world,
mental illness has been reported as “shameful” and an “em-
barrassment” [5]. This typically translates into individuals

being reluctant to seek professional care [6]. In Lebanon, the
notion of mental illness has been conventionally appended to
“insanity” or “majnoun” in Arabic [7]. Stigma has also been
empowered by a lack of awareness and knowledge, and fueled
by subcultural beliefs associating mental illness with paranor-
mal entities such as Jinn and the Evil Eye [6]. These views
have been shown to be endorsed by the general community,
religious figures, and university students [8–10].

To our knowledge, no previous study assessed the attitudes of
medical or academic personnel towards mental illness in
Lebanon. Also, no study compared attitudes between medical
students, nurses, and doctors in this setting. We therefore aimed
to explore stigma towards mental health in a Lebanese private
university and its associated tertiary medical center.

Methods

Study Design and Sample

This cross-sectional study was conducted between February
and March 2020. A total of 1,500 individuals from the
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American University of Beirut were invited to participate in
the study. Faculty, staff, and students (undergraduate, gradu-
ate, or medical students) at the academic setting as well as
faculty and staff (including medical doctors, residents, nurses,
psychologists, pharmacists, nutritionists, occupational thera-
pists, physiotherapists, case managers, and social workers
among others) at the hospital were included in the study. We
excluded university alumni from the study.

Sample Size Calculation

In a recently published study, Abi Doumit et al. found that
67.8% of Lebanese have a high score of public stigma towards
mental illness [10]. Assuming a type I error of 5%, a signifi-
cance level at p<0.05, and an absolute error or precision of
5%, the minimum sample size required to replicate this anal-
ysis was 171 participants per group (5 groups being non-
medical students, medical students, nurses, staff at the aca-
demic setting, and residents and faculty members at the hos-
pital). Considering a 50% response rate, a sample size of 300
participants per group (1,500 in total) was required.
Accordingly, 1,500 personnel at the American University of
Beirut community received the electronic questionnaire via
their e-mails.

Between February andMarch 2020, we invited participants
to fill an online self-administered questionnaire via
LimeSurvey, an online survey application. We informed par-
ticipants about the study, its purpose, and inclusion criteria.
Those willing to participate were required to read and accept
an online consent form. We sent three reminders at one-week
intervals to maximize the efficiency of our recruitment. A total
of 328 individuals participated in the study. We included 270
participants with complete responses in the final data analysis
achieving, therefore, a response rate of 18%.

Ethical Approval

The study received approval from the Institutional Review
Board of the American University of Beirut (ID SBS-2019-
0485). For privacy and confidentiality, the researchers were
blinded to the list of emails of participants and all data were
completely de-identified.

Questionnaire

The questionnaire was in English and included 40 questions,
divided into four sections: Sociodemographic and personal
data, Reported and Intended Behavior Scale (RIBS),
Perceived Devaluation and Discrimination Scale (PDDS),
and Doctors’ Attitudes toward Collaborative Care for Mental
Health (DACC-MH).

In addition to providing basic sociodemographic informa-
tion, participants were asked to indicate their current status/

role at the American University of Beirut. Moreover, they
were asked to answer “yes” or “no” to prompts about their
mental health status: “have you ever suffered from a mental
illness?”, “have you ever been in contact with a mental health
professional?”, “have you ever taken a prescribed psychotro-
pic medication?”, and “do you have a family member with a
mental illness?” Lastly, they were asked to specify if they
were “comfortable” or “uncomfortable” about disclosing their
mental health problems to family/friends and coworkers/col-
leagues. The option of answering “prefer not to disclose” was
possible for all questions in this part.

The RIBS is an eight-item scale that measures mental
health stigma–related behavior. The original version is psy-
chometrically robust with strong internal consistency (α =
0.85) and test-retest reliability (r = 0.75). It includes two sec-
tions of four items each. The first group calculates the preva-
lence of behaviors reported in the past or present experiences
regarding the following areas: live with, work with, live near-
by, or have a relationship with a person with a mental health
problem. Each item is coded as “yes,” “no,” or “do not know.”
The second group of items focuses on future intentions to
establish contact with people with a mental health problem
in the same areas as described above. Each item is coded on
an ordinal scale (1 = disagree strongly to 5 = agree strongly).
“Do not know” is coded as neutral. Higher scores correspond
to a greater willingness to interact with people with mental
illness [11]. In our study, we calculated the average score for
each participant. We then created a dichotomous variable to
categorize respondents according to their behaviors and atti-
tudes towards individuals with mental illness. A respondent
was classified in the Low (or negative) category if they had an
average score of 1 to 3, indicating that the respondent mostly
endorsed mental health stigma–related behaviors.
Alternatively, a respondent was classified in the High (or pos-
itive) category if they averaged a score of 3.1 to 5, indicating
that, overall, the respondent did not endorse mental health
stigma–related behaviors.

The PDDS is a twelve-item scale that measures the extent
to which a person believes that most people will devalue or
discriminate against someone with a mental illness. Each item
is rated on a Likert scale ranging from 1 (strongly disagree) to
4 (strongly agree), yielding a total score ranging from 12 to 48.
Higher scores indicate greater perceived public stigma and
discrimination related to mental illness. The prevalence of
high perceived stigma is defined as an item mean score of
2.5 or higher on the mean aggregated scale score (this criterion
represents the “midpoint” on the 1–4 item scale). Participants
scoring greater than or equal to the mean score of 2.5 are
considered to have “high perceived stigma” and those scoring
below 2.5 are considered to have “low perceived stigma” [12].

The DACC-MH is an eight-item scale that measures the
readiness of doctors to engage in collaborative mental health
care. It assesses two core components of collaborative mental
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health care programs: physicians’ attitudes towards managing
mental health problems and towards consulting with psychia-
trists. Each item is coded as “agree” or “disagree,” which are
considered as positive and negative responses, respectively.
However, for the fourth and eighth items, “disagree” is con-
sidered a positive response. The score for each participant is
generated by counting the positive responses. Therefore, the
minimal and maximal scores range between zero and eight,
meaning the most negative and the most positive attitudes,
respectively [13]. Only healthcare professionals at the hospital
were allowed to fill out the DACC-MH.

Statistical Analysis

We summarized descriptive statistics by presenting numbers
and percentages for categorical variables and means with stan-
dard deviations for continuous variables. We assessed the as-
sociations between the outcomes (RIBS and PDDS) and spe-
cific sociodemographic and personal data using the Pearson
chi-square test or Fisher’s exact test, as appropriate. We ex-
cluded entries that had “prefer not to disclose” as an answer
for the sociodemographic data or “non-binary” for the gender
question from the bivariate analysis. We dichotomized partic-
ipants’ role by institutional affiliation (university or hospital)
or status at the hospital (medical students versus nurses, resi-
dents, and attendings). We also grouped participants under
“sought health” if they answered yes to at least one of the
following: “have you ever been in contact with a mental health
professional?” or “have you ever taken a prescribed psycho-
tropic medication?” In addition, we considered as having “so-
cial interaction” with an individual with mental illness if they
answered yes to at least one of the following: “are you cur-
rently living/working with or have you ever lived/worked with
someone with a mental health problem?” or “do you currently
have or have you ever had a neighbor/close friend with a
mental health problem?” Finally, we carried out a multivariate
stepwise logistic regression to identify the predictors of RIBS.
We also did another logistic regression analysis restricted to
the hospital setting to shed light on the difference between
medical students and other hospital professionals.We present-
ed the results as adjusted odds ratios (aOR) with 95% confi-
dence intervals (CI). We used a p-value of less than 0.05 to
indicate statistical significance. We employed IBM SPSS sta-
tistical software for Windows version 22 for the analysis [14].

Results

Sociodemographic Characteristics of Participants

A total of 270 participants provided complete responses to the
questionnaire. Almost half (51.5%) were young adults aged
between 18 and 25 years. Most participants were women

(62.2%) and carried the Lebanese nationality (87.0%).
Approximately half of the sample consisted of students from
non-medical (17.4%) and medical (39.3%) backgrounds.
One-third of participants (33.0%) reported having suffered
from a mental illness at a point in their lifetime; only half of
them (50.7%) ever contacted a mental health professional and
21.1% of them took prescribed psychotropic medications.
Almost half of the sample (42.2%) reported having a family
member with a mental illness.

The mean scores on the RIBS and PDDSwere 15.26 ± 4.75
and 32.25 ± 2.70, respectively. Almost two-thirds of partici-
pants (59.3%) had high scores on the RIBS and were catego-
rized as having positive views of individuals with mental ill-
ness. Close to 90% of participants were found to have high
perceived stigma as per the PDDS.

More information about the sociodemographic characteris-
tics of participants, including their interactions with individ-
uals who have a mental health problem, is provided in Table 1.

Bivariate Analyses of Correlates of High Scores on the
RIBS and PDDS

Table 2 shows the bivariate analyses of correlates of high
scores on the RIBS and PDDS. Participants with positive
views and attitudes, as detected by the RIBS, were more likely
to be medical students than nurses or medical doctors
(p=0.001). Moreover, they were more likely to have previous-
ly sought help from a mental health professional (p=0.004), to
have had a history of mental health issues (p=0.000), and to
have had previous interactions with people with mental health
problems (p=0.000).

Looking into public stigma and discrimination related to
mental illness as per the PDDS, we found only one significant
correlate: participants without a family history of mental
health problems had significantly higher perceived stigma
than those with a positive family history (p=0.025).

Logistic Regression Analysis of Predictors of High
Scores on the RIBS

We conducted a multivariate stepwise logistic regression anal-
ysis to identify predictors of positive attitudes towards indi-
viduals with mental illness in the total sample. The overall
model was statistically significant (p=0.002). Participants
who had a high score on RIBS were more likely to be younger
than 25 years of age (OR=1.869; CI [1.078–3.240]; p=0.026),
to have a history of mental illness (OR=2.657; CI [1.402–
5.036]; p=0.003), and to interact with individuals with a psy-
chiatric disorder (OR=2.287; CI [1.092–4.789]; p=0.028).
Gender and seeking mental health professionals did not
achieve significance in the model. Alternatively, our logistic
analysis specific to respondents from the hospital yielded a
model that was not statistically significant (p=0.644).
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Readiness of Doctors to Engage in Collaborative
Mental Health Care

The majority of respondents who participated in this subsec-
tion survey had a positive attitude towards collaborating with
the mental health team, as detailed in Table 3.

Discussion

To the best of our knowledge, this is the first study that as-
sesses stigmatizing behaviors and perceived stigma towards
mental illness in an academic and hospital setting in Lebanon.

Our results show that a high proportion of participants
displayed mental health stigma–related behaviors and a strik-
ing majority of them had a high level of perceived stigma.

These results parallel those of a recent national study show-
ing high prevalence of stigmatizing behaviors and attitudes
towards mental illness in a sample of Lebanese citizens [10].
Similar findings were noted in specific local subgroups of
students [8] and religious figures [9]. In general, stigmatizing
attitudes have been noted in the Arab world and were found to
be associated with a limited understanding of the nature of
mental illness [15]. In a recent systematic review, a majority
of the 33 included articles reported Arab populations as hav-
ing a negative portrayal of mental illness and endorsing

Table 1. Sociodemographic and personal data of participants

Variable of interest Percentage (n)

Age 18–25 51.5 (139)
26–30 18.1 (49)
31–40 17.8 (48)
41–50 4.4 (12)
51–60 5.2 (14)
>60 2.6 (7)

Gender Male 36.7 (99)
Female 62.2 (168)
Non-binary .7 (2)

Nationality Lebanese 87.0 (235)
Non-Lebanese 12.2 (33)

Role at the American University of Beirut Faculty member at the university 5.9 (16)
Faculty member at the hospital 1.9 (5)
Staff at the university 4.4 (12)
Staff at the hospital 6.7 (18)
Nurse at the hospital 12.2 (33)
Resident at the hospital 11.9 (32)
Non-medical student at the university 17.4 (47)
Medical student at the university 39.3 (106)

Have you ever suffered from a mental illness? Yes 33.0 (89)
No 64.1 (173)

Have you ever been in contact with a mental health professional? Yes 50.7 (137)
No 48.9 (132)

Have you ever taken a prescribed psychotropic medication? Yes 21.1 (57)
No 78.5 (212)

Do you have a family member with a mental illness? Yes 42.2 (114)
No 56.3 (152)

How comfortable would you feel to disclose your
mental health problems to family and friends?

Comfortable 64.4 (174)
Uncomfortable 33.3 (90)

How comfortable would you feel to disclose your
mental health problems to coworkers and colleagues?

Comfortable 27.4 (74)
Uncomfortable 70.4 (190)

Are you currently living with, or have you ever lived with, s
omeone with a mental health problem?

Yes 38.1 (103)
No 55.2 (149)
Don’t know 6.7 (18)

Are you currently working with, or have you ever worked
with, someone with a mental health problem?

Yes 42.6 (115)
No 55.2 (149)
Don’t know 6.7 (18)

Do you currently have, or have you ever had, a neighbor with a mental health problem? Yes 28.1 (76)
No 42.6 (115)
Don’t know 29.3 (79)

Do you currently have, or have you ever had, a close friend with a mental health problem? Yes 64.8 (175)
No 30.4 (82)
Don’t know 4.8 (13)

The total number of respondents per each question is 270; the “prefer not to disclose” responses were not reported in the table.
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stigmatizing beliefs about the origins and causes of mental
illness. Those beliefs were heavily influenced by religious
teachings, cultural stereotypes, and family traditions [5].

When further looking into the results, medical students at
the American University of Beirut were found to have fewer
stigmatizing behaviors than doctors and nurses. This has been
previously reported in the literature. A study in The
Czech Republic showed that teachers had a greater prevalence

of stigmatizing attitudes and behaviors towards psychiatric
disorders than medical students [16]. Research has shown that
the updated medical curricula and psychiatric clerkships have
helped decrease stigma towards mental illness [17]. These
results are, however, not always replicated [18]. Such incon-
sistent findings might be associated with certain pedagogical
factors that affect one’s learning experiences [19].
Additionally, recent studies assessing university students in

Table 2. Bivariate analysis of RIBS and PDDS. Bold values denote statistical significance at the p < 0.05 level

Variable of interest RIBS score p-value PDDS score p-value

Low High Low High

Gender Female 66 (39.3%) 102 (60.7%) .614 13 (7.7%) 155 (92.3%) .151
Male 42 (42.4%) 57 (57.6%) 13 (13.1%) 86 (86.9%)

Nationality Lebanese 95 (40.4%) 140 (59.6%) .841 24 (10.2%) 211 (89.8%) .841
Non-Lebanese 13 (39.4%) 20 (60.6%) 3 (9.1%) 30 (90.9%)

Institutional body University 36 (48.0%) 39 (52.0%) .120 12 (16.0%) 63 (84.0%) .062
Hospital 73 (37.6%) 121 (62.4%) 16 (8.2%) 178 (91.8%)

Role at the hospital Medical student 27 (25.5%) 79 (74.5%) .001 8 (7.5%) 98 (92.5%) .941
Nurse/doctora 34 (49.3%) 35 (50.7%) 5 (7.2%) 64 (92.8%)

Sought helpb No 62 (50.0%) 62 (50.0%) .004 10 (8.1%) 114 (91.9%) .252
Yes 48 (32.9%) 98 (67.1%) 28 (10.4%) 242 (89.6%)

Mental health history No 90 (52.0%) 83 (48.0%) .000 20 (11.6%) 153 (88.4%) .523
Yes 19 (21.3%) 70 (78.7%) 8 (9.0%) 81 (91.0%)

Family mental health history No 70 (46.1%) 82 (53.9%) .419 14 (9.2%) 138 (90.8%) .025
Yes 37 (32.5%) 77 (67.5%) 14 (12.3%) 100 (87.7%)

Social interactionc No 27 (65.9%) 14 (34.1%) .000 6 (14.6%) 35 (85.4%) .331
Yes 83 (36.2%) 146 (63.8%) 22 (9.6%) 207 (85.5%)

a “Doctor” includes an attending or resident.
b Answered yes to at least one of the following: Have you ever been in contact with a mental health professional? Have you ever taken a prescribed
psychotropic medication?
c Answered yes to at least one of the following: Are you currently living with, or have you ever lived with, someone with a mental health problem? Are
you currently working with, or have you ever worked with, someone with a mental health problem? Do you currently have, or have you ever had, a
neighbor with a mental health problem? Do you currently have, or have you ever had, a close friend with a mental health problem?

Table 3. Readiness of doctors to engage in collaborative mental health care as per DACC-MH.

Item of the DACC-MH Agreement percentage (n)

Resident Nurse Medical student Attending Total

I would welcome more contact with psychiatrists. 100 (28) 100 (12) 94.1 (16) 100 (4) 98.4 (60)

I would like more help in providing psychological and social care. 96.6 (28) 91.7 (11) 94.1 (16) 100 (4) 95.2 (59)

I would like to know more about what psychiatrists
have to offer in the management of medical or surgical patients.

100 (29) 91.7 (11) 93.8 (15) 100 (4) 96.7 (59)

I would like more contact with the psychiatric service. 96.4 (27) 90.9 (10) 75 (12) 100 (4) 89.8 (53)

Management of emotional problems is an important
part of my care of chronic patients.

100 (27) 100 (12) 100 (17) 100 (4) 100 (60)

When psychological factors are an important cause
of the problem, I confine myself to physical assessment.

40.9 (9) 54.5 (6) 66.7 (10) 75 (3) 53.8 (28)

Hospital doctors should be able to use psychological
methods like discussion of anxiety or problems.

96.7 (29) 100 (12) 87.5 (14) 100 (4) 95.2 (59)

Hospital doctors are not responsible for emotional care of patients. 86.7 (26) 58.3 (7) 0 (0) 25 (1) 53.1 (34)
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Lebanon [8] and other Arab countries [20] showed high stig-
matizing behaviors and misconceptions about mental illness,
leading to reluctance in seeking professional help.

Alternatively, the high level of perceived stigma among
participating medical professionals is similar to that described
in the Arab healthcare setting [21]. Generally speaking, when
dealing with mental illness, most Arab families prefer to con-
sult with a family physician. However, several barriers for
optimal delivery of mental health services at the primary care
level were described. These include the overwhelmingly neg-
ative attitudes of Arab physicians towards individuals with
mental illness and the consideration of their care as too spe-
cialized and challenging [21]. If such discrimination is expe-
rienced at the very first help-seeking step, therefore, chances
for future mental health referral and treatment might be hin-
dered. Conversely, if stigma in the primary care setting is less
prevalent, help-seeking, referral, treatment, and recovery can
substantially increase [21]. In our sample of medical profes-
sionals, surprisingly, despite the high levels of perceived stig-
ma, a high readiness to collaborate with mental health services
was noted. These findings are similar to another regional study
employing the DACC-MH, also showing that physicians
maintained positive attitudes towards requesting psychiatric
consultations [22]. Our results are possibly a reflection of
the high level of mental health education provided at our ac-
ademic center, along with the typically implemented interdis-
ciplinary approach for patients’ care that involves both a psy-
chiatrist and a psychologist.

Individuals with a history of mental illness and those seek-
ing professional help were noted to have fewer stigmatizing
behaviors than those without mental illness or not following
up. This comes in agreement with an analysis from 14
European countries showing that those with mental illness
living in a setting with less stigmatizing attitudes, higher rates
of treatment utilization, and better-perceived access to infor-
mation had lower rates of self-stigma and perceived discrim-
ination [23].

Another important finding is the high level of perceived
stigma among participants. Perceived stigma refers to one’s
belief that others perceive an individual as socially unaccept-
able [24]. This finding reflects societal views of mental health
stigma, as questions are addressed following the phrasing
“most people would.” In other words, despite the majority of
participants having low stigmatizing behaviors, most found
that mental health is negatively perceived in Lebanon.

Moreover, results revealed that individuals with a family
history of mental illness had less perceived stigma as opposed
to their counterparts. In fact, some studies have shown that
stigma towards mental illness is lower among people who
were familiar with it [25, 26]. However, despite this signifi-
cant difference in our results, the level of perceived stigma
was overall elevated in both groups, regardless of family his-
tory. A diagnosis of mental illness carries a stigma that affects

family members worldwide [27], particularly in the Arab re-
gion where having a psychiatric diagnosis remains a cultural
taboo and increases the risk of social rejection. Along the
same lines, a multi-site study found a greater occurrence of
shame and family embarrassment when a close relative is
affected by mental illness [28]. Families are often blamed
for their relatives’ illness and criticized for housing potentially
dangerous relatives [26]. This concept translates into “stigma-
by-association” which affects everyone surrounding the indi-
vidual with mental illness [1]. “Stigma-by-association” repre-
sents fear, loss, embarrassment, disgrace, isolation, anger, in-
ability to cope, and eventually helplessness [29].
Unfortunately, strategies that some families employ to cope
with this burden, such as “concealing” or “secrecy,” can often
reinforce stigma [30].

The impact of stigma on affected individuals includes not
only low self-esteem and social isolation but also a more com-
plicated illness trajectory and, eventually, poor quality of life
[31]. This heightened stigma comes on top of a burdened
mental health system in the Arab world [32]. Lebanon has
one of the highest provisions of psychiatric services in the
Eastern Mediterranean Region, with a median of 3 mental
health professionals per 100,000 population [33]. Yet, this
remains insufficient due to the limited facilities and an overall
shortage of associated workforce in the country [33].
Additionally, the Lebanese health system still lacks a mental
health law and a national mental health policy [32]. And de-
spite the high prevalence of psychiatric disorders within the
Lebanese population, mental illness remains considerably
stigmatized [34].

Therefore, it becomes imperative to establish large-scale
and targeted strategies that help decrease stigma towards men-
tal illness. One proven effective approach is mental health
education for both medical professionals and students. At this
level, mental health literacy campaigns, which include whole-
of-community campaigns, information websites, Mental
Health First Aid training, and other interventions in education-
al settings [35], have been pivotal; they improve knowledge,
attitudes, and help-seeking behaviors [36]. Getting an early
start and educating the youth using school-based curricula
should be considered, as youth are more likely to seek treat-
ment when assigned specific mental health courses [37].
Therefore, appropriate training modules and effective learning
curricula that foster a comfortable anti-stigma environment
should be provided for both medical and non-medical stu-
dents. A more general avenue worth exploring is that of media
outlets which may, at times, increase stigma by reinforcing
common stereotypes [38]. As such, targeted media interven-
tions, mass awareness campaigns, and social media can re-
duce stigmatizing attitudes [39], particularly when involving
medical professionals. Finally, interactive interventions with
individuals with mental illness can help dispel myths about
psychiatric disorders [40].
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Our study has several limitations. First, it has a cross-
sectional design and a small sample size. Further, we were
not able to reach our target sample size in each subgroup,
limiting the scope of the subgroup statistical analyses.
Participants were recruited from one academic institution
and its affiliated hospital and about 70% of the sample com-
prised medical personnel only. Also, individuals at the insti-
tution typically diverge from the general Lebanese population,
particularly in terms of education level and socioeconomic
status further restricting the generalizability of our results to
the Lebanese community. As the study is based on self-re-
ports, response bias cannot be excluded. Besides, our scales
have not been linguistically nor culturally validated in
Lebanon; we only provided the English version of the scales
to the participants. This might limit the validity of our results;
however, students, faculty, and staff in the American
University of Beirut are required to be proficient in the
English language. It is also worthy to note that the study was
done before the COVID-19 pandemic and the Beirut Blast of
August 04, 2020. After these events, Lebanon has witnessed a
surge of mental health campaigns across various different me-
dia outlets, organized by the government, non-governmental
organizations, and private institutions. Future studies
should assess if these activities have helped increase
awareness towards mental illness and reduced stigma
among the population.

Our study shows a mixed pattern of stigmatizing behaviors
and perceptions towards mental illness at a Lebanese academ-
ic institution and hospital. Our results are in accordance with
national and regional findings. This highlights the need to
promote mental health awareness in Lebanon. One such strat-
egy might be to incorporate mental health education in all
school curricula.
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