Spagnolo et al. Int J Ment Health Syst (2018) 12:63

https://doi.org/10.1186/513033-018-0243-x International Journal of
Mental Health Systems

RESEARCH Open Access

Mental health knowledge, attitudes, @
and self-efficacy among primary care physicians
working in the Greater Tunis area of Tunisia

Jessica Spagnolo”, Francois Champagne', Nicole Leduc?, Michéle Rivard?, Myra Piat®, Marc Laporta?,
Wahid Melki®> and Fatma Charfi®

Abstract

Background: Non-specialists'involvement in mental health care is encouraged in the field of global mental health
to address the treatment gap caused by mental illness, especially in low- and middle-income countries. While primary
care physicians (PCPs) are involved in mental health care in Tunisia, a lower-middle-income country in North Africa, it
is unclear to what extent they are prepared and willing to address mental health problems, substance use disorders,
and suicide/self-harm. In this context, we aim (1) to report on mental health knowledge, attitudes, and self-efficacy
among a sample of PCPs working in the Greater Tunis area, prior to the implementation of a mental health training
program developed by the World Health Organization; and (2) to identify what characteristics are associated with
these competencies.

Methods: In total, 112 PCPs completed questionnaires related to their socio-demographic and practice characteris-
tics, as well as their mental health knowledge, attitudes, and self-efficacy. Descriptive analyses and regression models
were performed.

Findings: PCPs had more knowledge about depression, symptoms related to psychosis, and best practices after a
suicide attempt; had favourable attitudes about distinctions between physical and mental health, learning about
mental health, and the acceptance of colleagues with mental health issues; and believed most in their capabilities
related to depression and anxiety. However, most PCPs had less knowledge about substance use disorders and myths
about suicide attempts; had unfavorable attitudes about the dangerousness of people with mental health problems,
personal disclosure of mental illness, non-specialists'role in assessing mental health problems, and personal recov-
ery; and believed the least in their capabilities related to substance use disorders, suicide/self-harm, and psychosis.
Participation in previous mental health training, weekly hours (and weekly hours dedicated to mental health), weekly
provision of psychoeducation, and certain work locations were associated with better mental health competencies,
whereas mental health knowledge was negatively associated with weekly referrals to specialized services.

Conclusions: Findings suggest that PCPs in our sample engage in mental health care, but with some gaps in
competencies. Mental health training and increased interactions/involvement with people consulting for mental
health issues may help further develop non-specialists' mental health competencies, and integrate mental health into
primary care settings.
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Background

Non-specialists’ involvement in mental health care is
a vision upheld in the field of global mental health to
address the alarming treatment gap caused by mental,
neurological, and substance use (MNS) disorders, which
are especially elevated in low- and middle-income coun-
tries (LMICs) [1-4]. A non-specialist is defined as “any
type of health worker (like a doctor, nurse, or lay health
worker) who is not a specialist in mental health or neu-
rology but who may have had some training in these
fields” [5]. International efforts currently encourage and
reinforce the use of non-specialists in mental health care
because it is common for them to already be involved in
mental health detection, treatment, and management,
especially in LMICs where mental health providers are
limited and/or unevenly distributed within countries
[5-8]. Also, the involvement of non-specialists in men-
tal health care has been shown to benefit people’s health
outcomes, especially for general and perinatal depres-
sion, anxiety, post-traumatic stress disorder, and alcohol-
use disorders [5, 7, 9].

While the use of non-specialists in mental health care
in resource-limited settings shows promise [5, 7, 9], stud-
ies highlight important gaps in their mental health liter-
acy (i.e., knowledge, attitudes, and perceived self-efficacy
[10]) that cannot be overlooked. First, non-specialists
reported lacking specific knowledge about mental illness
and suicide [11-15]. While non-specialists do see people
presenting with mental health problems in consultation,
the majority are not able to list or recognize symptoms
attributable to mental illness [16—19]. Interestingly, this
is also a reality observed with depression and anxiety [14,
20], despite these being the most frequently reported
and seen mental health problems in non-specialized set-
tings [21, 22]. In addition, non-specialists have difficulties
identifying medications used in mental health care, such
as antidepressants and antipsychotics [12, 20, 23-25].

Second, studies show that the healthcare system, even
if non-institutional, is an environment where people
living with mental health problems experience stigma
[26]. These negative experiences within the healthcare
system are attributable in part to healthcare profession-
als’ stigma against mental illness. For example, stud-
ies show how common it is for healthcare workers to
believe that people with mental illness are “violent” and
“dangerous” [12, 27-30]. Studies also show that stigma-
tizing views against mental illness encourage healthcare
professionals to associate mental illness with personal,
moral faults or weakness [13, 14, 31] and describe peo-
ple consulting for mental health conditions with derog-
atory terms, such as “crazy” and “mad” [32]. Thus, it is
not surprising that due to negative beliefs about peo-
ple living with mental illness, healthcare professionals
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are less likely to personally engage with this type of cli-
entele and show empathy [33, 34]. In addition, studies
mention that stigma against mental illness even deters
medical students from considering “psychiatry” as a
preferred specialty [35, 36].

Finally, self-efficacy, a concept first introduced by Ban-
dura [37, 38], is defined as one’s beliefs in his/her capa-
bility to succeed in a specific situation or task. Bandura
[37] suggests that individuals with higher levels of self-
efficacy will invest themselves more in a specific task and
are generally more successful than those with lower levels
of self-efficacy. In our case, this concept translates into
non-specialists’ belief in their capability to successfully
detect, treat, and manage mental health issues at the level
of primary care [39]. Studies show that non-specialists
question their involvement in the field of mental health
because they are not confident in their general mental
health skills [12, 40, 41]. Lower levels of confidence in
mental health skills is reportedly one of the main factors
influencing non-specialists’ decisions to refer patients to
specialized mental health services [42, 43]. Hence, stud-
ies assessing the feasibility and acceptability of using
non-specialists in mental health care commonly high-
light the need for ongoing mental health training in order
to “boost” confidence [44, 45].

Gaps in knowledge, attitudes, and self-efficacy have
important clinical implications. Specifically, they may
discourage patients from seeking mental health care
[46, 47] and limit access to quality interventions [3, 48—
50]. Interestingly, if uncovered, these gaps may be used
to tailor the content of training programs in order to
make them more clinically useful, which is also a way to
encourage the further integration of mental health into
primary and community-based settings [3, 44, 51, 52].

Tunisia, a lower-middle-income country located in
North Africa [53], is among the many countries con-
cerned with the provision of effective mental health care
to target the growing mental health treatment gap [23].
This gap is on the rise given widespread untreated mental
health symptoms, especially since the 2010-2011 Revolu-
tion [23, 54—57]. Lack of treatment is caused, in part, by
human resource challenges [23, 39, 58]. First, it is worth
highlighting deficits in the availability of trained mental
health providers. Psychiatrists are unevenly distributed
across the country, creating disparities in care [23, 58].
More specifically, they are mainly located in and around
the capital, or along the coastline, despite suicide rates
being reported as highest in the interior of the country
[23]. In addition, mental health nurses and psychoso-
cial care providers are estimated at 3.7 per 100,000 and
2.9 per 100,000 people respectively, numbers insuffi-
cient to meet current need in Tunisia [6]. To address this
shortage, the number of needed mental health nurses
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and psychosocial care providers is projected at 13.7 per
100,000 and 9.8 per 100,000 people respectively [6].

Second, 30-40% of consultations done by PCPs are
related to mental health care, making them the most
relied upon non-specialist for this type of care in Tunisia
[39]. The reason PCPs receive many mental health con-
sultations is a consequence of attempts made in the 1990s
to integrate mental health care within primary health
centers, which provide outpatient care, including pre-
ventative and curative health services, as well as health
education [58]. Even though this integration was done
non-systematically and with limited follow-up, it was a
way to ensure access to mental health care for the major-
ity [58]. However, these attempts to integrate mental
health care within primary health centers were (and still
are) challenged, in part, by issues with continuing mental
health training in Tunisia. While mental health training
programs have been offered to primary care physicians
in Tunisia, these were not offered as part of a systematic
national program. Thus, previous mental health training
programs were offered under the leadership of individual
governorate directors, which limited national efforts to
further integrate mental health into existing primary and
community-based services [23, 39, 58]. Therefore, while
PCPs are (and are encouraged to be) involved in the care
of people living with MNS disorders in Tunisia [23, 39],
little is known about their preparedness and willingness
to address mental health problems, substance use disor-
ders, and suicide/self-harm in primary care in Tunisia.
We identified a few studies that did help shed light on
this topic. For example, a study conducted on attitudes
towards schizophrenia among randomly selected PCPs
in the Greater Tunis area suggests that most underesti-
mated the prevalence of schizophrenia, and 48.5% were
incapable of naming medications for use in first episode
psychosis [24]. These findings corroborate with those of
a study conducted in central Tunisia, which suggest that
53% of PCPs did not master the prescription of antipsy-
chotic medications [23, 25].

This paper is part of a pilot trial that seeks to contex-
tualize, implement, and evaluate a mental health training
program based on the Mental Health Gap Action Pro-
gramme (mhGAP) Intervention Guide (IG) [2] developed
by the World Health Organization (WHO). More specifi-
cally, the pilot trial aims to implement and evaluate the
tailored training program offered to PCPs working in the
Greater Tunis area to further the development of prox-
imity mental health services [23, 39, 59]. The training
includes the following modules, chosen by members of
the Tunisian Ministry of Health to meet the most press-
ing mental health needs in the country: general princi-
ples of care, depression, psychosis, suicide/self-harm, and
alcohol and drug use disorders.
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The two aims of this paper are: (1) to report on men-
tal health knowledge, attitudes, and self-efficacy among
a sample of PCPs working in the Greater Tunis area of
Tunisia prior to their involvement in the training pro-
gram; and (2) to identify what characteristics are asso-
ciated with these competencies. Uncovering such
information is useful for informing mental health train-
ing material that targets non-specialists working in the
area and for formulating aspects of health policy.

Methods

Sample and setting

The sample consisted of PCPs working in primary care in
the Greater Tunis area, a setting divided into four gover-
norates: Tunis, Manouba, Ben Arous, and Ariana. Man-
ouba, Ben Arous, and Ariana are also referred to as the
“suburbs” of Tunis. The Greater Tunis area was chosen
for the pilot trial because its setting diversity is repre-
sentative of other areas in Tunisia. For example, Tunis
is considered urban, Ben Arous, rural and semi-urban,
and Ariana, rural and urban. Manouba, where the only
operating mental health hospital is located, is considered
rural and semi-urban.

Recruitment was facilitated by physicians working in
the Greater Tunis area who were involved in organizing
continuing medical education in this area. They compiled
a list including 345 PCPs, all of whom were part of the
primary care physicians’ professional order in Tunisia,
worked in the public sector, and previously attended con-
tinuing medical education training in the Greater Tunis
area. Continuing medical education is highly recom-
mended and encouraged in Tunisia, specifically for the
advancement of PCPs’ careers. Therefore, we believe that
this list regroups all PCPs working in the public sector in
the Greater Tunis area. Of these, 315 met the following
study eligibility criteria: (1) working at the level of pri-
mary care in the Greater Tunis area; and (2) having five
or more years of clinical experience.

Physicians, a psychiatrist involved in the recruitment of
participants given her ties to community mental health,
and JS proceeded to contact the 315 PCPs. One hundred
thirty-two PCPs (41.90%) accepted to participate in the
trial. The others (n=183) were not included in the trial
for the following reasons: unavailability or not being
reached for recruitment. To obtain consent, JS con-
tacted the 132 PCPs who accepted to participate in the
trial at the beginning of January 2016. Once consent was
obtained, they were asked to complete a baseline ques-
tionnaire by the end of January 2016, a date prior to the
implementation of the training. From the time consent
was obtained until this deadline, JS sent reminder emails
and made calls to PCPs who did not complete the ques-
tionnaire. These reminders were done once a week, for
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2 weeks. One hundred and twelve (n=112) PCPs met
the deadline to submit the questionnaire and were thus
included in the larger pilot trial.

Data collection

Before the training, PCPs were invited to complete self-
administered questionnaires on socio-demographic and
practice characteristics, mental health knowledge, atti-
tudes, and perceived self-efficacy. All questionnaires were
administered in French but were verified prior to distri-
bution by two French-speaking people who had knowl-
edge of general and medical terms used in Tunisia. The
questionnaires were then pilot tested on a sample of ten
Tunisian healthcare professionals (three trainer-psychi-
atrists and seven PCPs in charge of continuing medical
education in the Greater Tunis area) to identify unclear
or confusing items. Questionnaires took 20 min on aver-
age to complete.

Participant socio-demographic and practice characteristics
We collected demographic information for each PCP,
including data on age, gender, country of origin, mother
tongue, and medical school location. Practice character-
istics included work location (i.e., governorate), number
of years working as a PCP, number of work hours per
week, and mental health training in the past 12 months
(i.e., January 2015-January 2016). We also asked PCPs to
report on their total number of patients seen per week,
including those presenting with mental health problems;
total number of consultations for mental health problems
made with and without appointment each week; total
number of hours per week allocated to mental health
practice; consultations with patients for specific mental
health conditions per week; types of treatment provided
to patients presenting with mental health problems per
week; and frequency of follow-up provided to patients
presenting with mental health problems.

Knowledge

The knowledge questionnaire was developed by the
WHO to accompany the training package [2]. Given its
unavailability to the research team in French prior to
data collection, the English version was translated into
French, and was verified by two members of the WHO
office in Tunisia. The questionnaire we used contained
sixteen questions, nine being multiple choice and seven
True/False. The questions related to material in the train-
ing program, and included questions on general princi-
ples of care, depression, psychosis, suicide/self-harm,
and drug/alcohol use disorders. Questions were grouped
into sub-themes to capture information about knowledge
on specific training modules, pharmacological and non-
pharmacological treatments, manifestation of various
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mental illnesses, and the management of these mental
illnesses. Correct answers were scored as 1 and incor-
rect answers as 0. A participant’s score is therefore the
sum of correct answers for individual items. The authors
converted the overall and sub-theme scores to a score
ranging from O to 10. A higher score indicates more
knowledge on topics related to mental health and illness,
while a lower score indicates more gaps in knowledge.

Test—retest reliability considers the temporal stability
of a measure at two different time points [60]. The Intra-
class Correlation Coefficient (ICC) [60, 61] was assessed
among 47 individuals. They were randomly assigned to
the control group of our trial and thus completed two
pre-test measures, 6 weeks apart. According to sug-
gested cut-off [61], a good degree of reliability was found
between the two pre-test measures: the average measure
ICC was .708, with a 95% confidence interval (CI) [.478
to .837].

Attitudes

To measure attitudes towards mental illness and the field
of mental health, the Mental Iliness: Clinicians’ Attitudes
(MICA) Scale (version 4.0) was used [62, 63]. The scale
has sixteen items, with answers ranging on a six-point
Likert scale. For statements 3, 9, 10, 11, 12, and 16, items
were scored as follows: ‘strongly agree’=1; ‘agree’=2;
‘somewhat agree’=3; ‘somewhat disagree’=4; ‘disa-
gree’=5; and ‘strongly disagree’=6. All other items were
reverse-scored. Scores on individual items were summed
to obtain the overall score for each participant within a
range of 16-96 points. A higher global score indicates a
more negative perception of mental illness and the field
of mental health.

We chose the MICA-4 because it was found to be relia-
ble in a sample of nursing students [62]. Analysis revealed
that the overall scale had good internal consistency
(Cronbach’s alpha=.720) and item-total correlations (at
least .2), representing an acceptable fit. To complement
these psychometric properties, the scale’s authors suggest
considering the applicability of the MICA-4 across other
samples by verifying the Cronbach’s alpha and assess-
ing the scale’s test—retest reliability [62]. We were able
to assess both of these psychometric properties in our
sample.

The Cronbach’s alpha for all sixteen items of the
MICA-4, when applied to our sample, was .521, which
is considered poor [64, 65]. To increase the scale’s inter-
nal consistency, we sequentially removed items with an
item-total correlation of less than .2 [66] and reassessed
the scale’s Cronbach’s alpha. The complete results of this
procedure are illustrated in Additional file 1 accompany-
ing this paper. We assessed the item-total correlations of
the original sixteen-item scale. At first, question 6 was



Spagnolo et al. Int J Ment Health Syst (2018) 12:63

removed because it was uncorrelated to other items (i.e.,
showing a negative result), unsurprising given that par-
ticipants expressed difficulties with this question dur-
ing the diffusion of preliminary results. However, the
healthcare professionals on whom the questionnaire was
pilot tested did not mention any issues with this ques-
tion. The removal of questions 6 increased the scale’s
Cronbach’s alpha to .552 (Test 1) and allowed us to con-
sider the removal of question 11, as it yielded the low-
est value for item-total correlations and would increase
the scale’s Cronbach’s alpha to .563 (Test 2). With ques-
tion 11 removed, question 3 yielded the lowest value for
item-total correlations. Its removal increased Cronbach’s
alpha to .573 (Test 3). With question 3 removed, ques-
tion 8 yielded the lowest value for item-total correlations.
Its removal increased Cronbach’s alpha to .598 (Test 4).
The removal of question 8 caused questions 9 and 12 to
have the lowest values for item-total correlations. We
decided to keep question 12 (i.e., “the public does not
need to be protected from people with a severe mental
illness”) because its content focuses on one of the most
commonly measured components of public stigma: belief
in the dangerousness of people with a mental disorder
[67]. In addition, Table 3 shows that question 12 yielded
the least favorable answers among our sample; thus, it
has the greatest potential for change post-training. We
therefore removed question 9. Not only did it yield one
of the lowest values for item-total correlations, but it also
increased the scale’s Cronbach’s alpha to .608 (Test 5).

In sum, we report on eleven questions of the MICA-4
(ie.,1,2,4,5,7,10, 12, 13, 14, 15, and 16), which yielded
a Cronbach’s alpha of .608 (Test 5). We deemed this value
appropriate; even though Cronbach’s alpha is a function
of scale length [65], it increased in our case by remov-
ing items from the original scale. To compute the overall
score for the eleven questions we used for the purposes
of this paper, scores on individual items were summed for
each participant, yielding a value between 11 and 66. A
higher global score indicates a more negative perception
of mental illness and the field of mental health.

The ICC [60, 61] for the eleven questions of the MICA-
4 was assessed among 47 individuals randomly assigned
to the control group of our trial. They completed two
pre-test measures, 6 weeks apart. According to the sug-
gested cut-off [61], a good degree of reliability was found
between the two measures: the average measure of the
ICC was .704 with a 95% CI [.468 to .835].

Self-efficacy

The self-efficacy questionnaire was developed in French
for the purposes of the pilot trial because Bandura (2006)
[38] suggests that the best way to measure self-efficacy is
by constructing specific scales per tasks to be explored.
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Hence, we developed a questionnaire through which we
aimed to understand PCPs’ judgement of their capabili-
ties related to detecting depression, psychosis, suicide/
self-harm, and alcohol/drug use disorders, using detec-
tion techniques (scale 1, range 0-40), and treating and
managing patients who present with these disorders
(scale 2, range 0—100).

Scale 1 has ten items and scale 2, twenty-five items
(for a total of thirty-five questions on the overall ques-
tionnaire), with answers ranging on a five-point Likert
scale. Each statement was scored as follows: ‘strongly
agree’=0; ‘somewhat agree’=1; ‘neutral =2; ‘some-
what disagree’=3; and ‘strongly disagree’=4. For scale
1, items were regrouped into two themes: capabilities to
detect mental health problems (six questions) and capa-
bilities to use techniques related to detecting mental
health problems (four questions). For scale 2, items were
regrouped into the following themes: capabilities to pro-
vide treatment by pharmacology (five questions), treat-
ment by support (i.e., active listening or psychosocial
support) (seven questions), and treatment by psychoedu-
cation (five questions), as well as confidence in capabili-
ties to manage mental health problems in primary care,
mainly by developing clinical plans (eight questions).
Participants’ overall and sub-theme scores were the sum
of correct answers for individual items. Overall and sub-
theme scores were converted to a score ranging from 0 to
10. A higher score indicates more confidence in capabili-
ties to detect, treat, and manage mental health problems
in primary care, while a lower score indicates more gaps
in self-efficacy.

Regarding sub-themes for scale 1, the value of Cron-
bach’s alpha was .831 for the theme of detecting mental
health problems and .791 for the theme of using tech-
niques related to detecting mental health problems.
Regarding scale 2, the value of Cronbach’s alpha was .770
for the theme of pharmacological treatment, .868 for the
theme of treatment by support (i.e., active listening or
psychosocial support), .870 for the theme of treatment by
psychoeducation, and .882 for the theme of management
of mental health conditions. The Cronbach’s alphas for
these themes were satisfactory [64, 65].

The ICC [60, 61] for the self-efficacy scale was assessed
among 47 individuals randomly assigned to the control
group of our trial. They completed two pre-test meas-
ures, 6 weeks apart. According to the suggested cut-off
[61], a good degree of reliability was found between the
two measures: the average measure ICC was .781 with a
95% CI [.606 to .878].

Data analyses
All analyses were conducted using SPSS version 25.0
[68]. Incorrect answers on the knowledge questionnaire
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were reported per question and sub-theme. For reporting
answers of the MICA-4, suggested answers were reported
as a single category of “favorable answers” More specifi-
cally, for reverse-scored items, suggested answers tend
toward the negative (i.e., ‘strongly disagree’ and ‘disa-
gree’). These negative categories were thus collapsed into
the single category of “favorable answers” Contrarily, for
items not reversed, suggested answers tend toward the
positive (i.e., ‘strongly agree’ and ‘agree’). These posi-
tive categories were thus collapsed into the single cat-
egory of “favorable answers” For reporting answers of
the self-efficacy questionnaire, categories of “agree” (i.e.,
‘strongly agree’ and ‘somewhat agree’) were collapsed and
reported. If participants were missing more than 20% of
the data on the mental health knowledge, attitudes, or
self-efficacy questionnaires, their individual scores were
excluded from the overall respective scale score. This
resulted in excluding two participants’ scores from the
self-efficacy questionnaire’s baseline overall score.

For descriptive analyses, group frequencies and per-
centages were reported for categorical variables. Means
(M), standard deviations (SD), as well as quartiles 1 (Q1),
2 (Q2—the median), and 3 (Q3) were reported for con-
tinuous variables.

To assess the association between socio-demographic/
practice characteristics and mental health knowledge,
attitudes, and self-efficacy, simple linear regression
models were performed. Several steps were involved in
undertaking such analyses. First, categorical variables
were coded using dummy coding to include them in
regression models [69]. Second, to respect the assump-
tion of normality, we applied square root, logarithmic,
or reciprocal (inverse) transformations [69] to highly
skewed practice characteristics not normally distributed
prior to conducting these models. Competency variables
(i.e., knowledge, attitudes, and self-efficacy) were nor-
mally distributed. Third, once non-normally distributed
data was transformed, correlation analyses were used to
examine the correlation structure between socio-demo-
graphic/practice variables. Strong associations between
variables may suggest that they provide the same type of
information. Two variables were omitted from the regres-
sion models, given their high association: the variable
“average number of years working as a PCP” which had
a high association with PCPs’ age (r=.780), and the vari-
able “average number of consultations for mental health
without appointment,” which had a high association with
“average number of consultations for mental health per
week” (r=.869). Last, simple linear regression models
were run to assess the association between each socio-
demographic/practice characteristic and levels of mental
health knowledge, attitudes, and self-efficacy. Unstand-
ardized beta coefficients (B), p-values, and coefficients
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of determination (r%) were reported for statistically sig-
nificant associations. Two-tailed p-values of less than .05
were considered statistically significant.

Results
Data was collected by self-administered questionnaires in
January 2016, prior to implementation of the training.

Participant socio-demographic and practice characteristics
As shown in Table 1, most PCPs included in the sample
were born in Tunisia, spoke Arabic as a mother tongue,
were women, attended medical school in Tunisia, and
worked full-time. Mean average age of participants
was 49 years of age, and they had worked on average
17.8 years as a PCP. Few PCPs reported having any men-
tal health training in the last 12 months (i.e., January
2015-January 2016).

PCPs estimated that they saw on average 145 patients
per week, approximately 17 of which consulted for men-
tal health issues. The PCPs in our sample reported see-
ing very few patients consulting for mental health issues
by appointment. Per week, they primarily provided con-
sultation for anxiety and depression and mostly referred
patients to specialized mental health services or provided
support, such as active listening. PCPs followed up with
their patients consulting for mental health issues on aver-
age roughly seven times a year.

Knowledge of mental iliness

Prior to the implementation of the mental health train-
ing in the Greater Tunis area, PCPs obtained an aver-
age overall score of 6.5/10 (SD=1.4; Q1=5.6, Q2=6.3,
Q3=7.5) on the knowledge questionnaire. Average
scores were highest for sub-themes on general knowl-
edge of depression (7.9/10, SD=1.8; Q1=6.0, Q2=8.0,
Q3=10.0) and psychosis (7.5/10, SD=2.7; Q1=5.0,
Q2=10.0, Q3=10.0), in comparison with sub-themes
on knowledge of pharmacological treatment (6.7/10,
SD=3.0; Q1=3.3, Q2=6.7, Q3=10.0), management
of mental illness (6.6/10, SD=2.3; Q1=4.0, Q2=6.7,
Q3=8.3), manifestation of mental illness (6.5/10,
SD=1.8; Q1=5.0, Q2=6.7, Q3=8.3), self-harm/suicide
(6.1/10, SD=2.6; Q1=5.0, Q2=5.0, Q3=10.0), non-
pharmacological treatment (5.5/10, SD=2.1; Q1=3.3,
Q2=6.7, Q3=6.7), and substance use disorders (3.7/10,
SD=2.8; Q1=3.3, Q2=3.3, Q3=6.7). These results sug-
gest gaps in knowledge about mental health.

Gaps are also made apparent when looking at incor-
rectly answered questions on the knowledge question-
naire. As shown in Table 2, most physicians responded
incorrectly to questions pertaining to the following con-
cepts: identifying symptoms related to alcohol use dis-
orders; acknowledging myths about suicide attempts;
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Table 1 Primary

care physicians’

(2018) 12:63

and practice characteristics (n=112)

socio-demographic

Characteristics Continuous Categorical
variables variables
Socio-demographic characteristics M (SD) n (%)
(Q1,Q2,Q3)
Age (in years) 490 (5.5) -
(46.0,49.0,53.0)
Women - 90 (804)
Born in Tunisia” - 109 (97.3)
Mothertongue,Arabicb - 111 (99.1)
Medical school in Tunisia® - 104 (92.9)
Practice characteristics M (SD) n (%)
(Q1,Q2,Q3)
Governorate—n (%)
Tunis - 43 (384)
Ariana - 28 (25.0)
Manouba - 21(18.8)
Ben Arous - 20(17.9)
Average number of years working as 17.8 (6.0) -
a PCP© (15.0,180,21.8)
Hours work/week 34.1(5.1) -
(30.0,36.0,36.0)
Mental health training in the last - 14 (12.5)

12 months (yes)

Average number of patient consulta-
tions/week

Average number of consultations for
mental health/week

Average number of consultations for
mental health/week:

By appointment®

Without appointment®®

Average number of hours dedicated to

mental health care/week®

1453 (57.8)
(103.8, 1385,
180.0)

17.7 (19.8)
(5.0,12.0,21.1)

33(@8)
(0,.5,3.0)
14.8 (187)
(3.5,9.8,18.0)

45(3.8)
(2.1,3.6,6.0)

% of mental health consultations per week according to diagnosis: types of

mental health consultation per week:

Anxiety

Depression

Alcohol use disorders

Drug use disorders

Psychosis (including schizophrenia)
Suicide/self-harm

% of mental health clientele:
Referred to specialized care®

Receiving support (ex.: active
listening)

Receiving psychoeducation

49.5(25.5)
(30.0, 50.0, 70.0)
33.0(22.3)
(20.0,30.0,45.0)
8.8(14.5)
(0,3.0,10.0)
6.6 (13.5)
(0,20, 10.0)
5.1(7.9)
(0,2.0,9.0)
3.7(79)
(0,1.0,5.0)

55.6(30.8)
(30.0, 50.0, 80.0)
51.8(36.9)
(20.0,50.0, 90.0)
40.7 (384)

(.0, 35.0,80.0)
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Table 1 (continued)
Characteristics Continuous Categorical
variables variables
Receiving pharmacology 396 (36.3) -
(5.0,30.0,80.0)
Receiving psychotherapy 18.7 (29.0) -
(0,1.0,23.8)
Average number of follow-up visits/ 7.1(8.8) -
patients with mental health issues® (4.0,4.0,6.0)

@ Missing values were greater than 5%, but less than 10%

b The variable is not considered in further analyses given the small number of
participants in some groups

€ This variable is not considered in further analyses given the high correlation
with the variable ‘age’

9 This variable is not considered in further analyses given the high correlation
with the variable ‘average number of consultations for mental health per week’

effectiveness of brief advice to people with alcohol use
disorders; and managing people with drug use disorders.

Attitudes towards mental illness

The overall mean score of the eleven questions from the
MICA-4 was 28.4/66 (SD=6.3; Ql=24.0, Q2=28.0,
Q3=32.0). These results suggest some gaps in favora-
ble attitudes towards both mental illness and the field of
mental health.

Scores based on favorable answers, per individual item,
are provided in Table 3. These answers also make appar-
ent gaps in favorable attitudes towards mental health
and mental illness. As shown, most PCPs had unfavora-
ble attitudes about: the dangerousness of people with
mental health problems, disclosure about mental health
problems to colleagues or friends, the PCP’s role in
assessing mental health problems in primary care, inter-
actions with people presenting with mental health prob-
lems in PCPs’ clinical practice, and personal recovery
from a mental health problem. However, PCPs favorably
answered concepts relating to the importance of physical
health in mental health care, the respectability of being
a mental healthcare professional, and respect for people
with mental health problems.

Self-efficacy

PCPs obtained an average overall mean score of 5.1/10
(SD=1.5; Q1 =4.0, Q2=5.2, Q3=6.3) on the self-effi-
cacy questionnaire. PCPs scored higher on scale 1, which
regroups concepts related to self-efficacy about detec-
tion of mental health problems in primary care (5.8/10,
SD=1.6; Q1=4.6, Q2=6.0, Q3=7.1), than scale 2,
which regroups concepts related to self-efficacy about
treatment and management of mental health problems
in primary care (4.8/10, SD=1.8; Ql1=3.6, Q2=5.0,
Q3=6.1). These results suggest gaps in self-efficacy.
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Table 2 Incorrect responses to knowledge statements
about mental health and illness (n=112)

Incorrect
responses: n (%)

Knowledge of specific mental health conditions
and illness manifestation

Depression
Administering antidepressants 52 (46.4)
Depression is always treated with antidepressants 39 (34.8)
Severe chronic depression in a mother and repercus- 20 (17.9)
sions on children
Symptoms of depression 5(4.5)
Advice for people living with depression 4(3.6)
Substance use disorders
Symptoms of alcohol use 84 (75.0)
Brief advice to people with alcohol problems is 67 (59.8)
effective
Drug use 62 (55.4)
Psychosis
Interventions for people with acute psychosis 46 (41.7)
Symptoms of psychosis 11(9.8)
Suicide/self-harm
Myths about suicide 81(723)
Best practice after a suicide attempt 6 (54)
Manifestation of mental illness
Symptoms of alcohol use 84 (75.0)
Myths about suicide 81(72.3)
Prevalence of mental iliness in youth 31(27.7)
Severe chronic depression in a mother and repercus- 20 (17.9)
sions on children
Symptoms of psychosis 11(9.8)
Symptoms of depression 5(4.5)
Knowledge on provision of care Incorrect

responses: n (%)

Non-pharmacological

Myths about suicide 81(72.3)
Brief advice to people with alcohol problems is 67 (59.8)
effective
Advice for people living with depression 4(3.6)
Pharmacological
Administering antidepressants 52 (46.4)
Depression is always treated with antidepressants 39 (34.8)
Pharmacological treatment for people with mental 21(18.8)
illness
Management of mental illness in primary care
Drug use 62 (55.4)
Involvement of people with mental iliness in their 46 (41.1)
own care
Interventions for people with acute psychosis 46 (41.1)
Best place to care for people with mental illness 45 (40.2)
Pharmacological treatment for people with mental 21(18.8)
illness
Best practice after a suicide attempt 6 (5.4)

A total of 112 PCPs completed the questionnaire and there is no missing data.
Some items are included in more than one sub-theme. Sub-themes are therefore
not mutually exclusive

Page 8 of 15

Average scores for detection themes on the self-efficacy
scale were as follows: 6.0/10 (SD=1.9; Q1 =4.7, Q2=6.3,
Q3=7.5) for detection of mental health problems and
5.4/10 (SD=1.9; Q1=3.8, Q2=5.6, Q3=6.9) for using
techniques related to detecting mental health problems.
Average scores for treatment and management themes on
the self-efficacy scale were as follows: 3.8/10 (SD = 1.8;
Q1 = 2.5, Q2 = 3.5, Q3 = 5.0) for treatment by phar-
macology, 4.7/10 (SD=2.1; Q1=2.9, Q2=4.6, Q3=6.1)
for treatment by support, 4.7/10 (SD=2.2; Q1=3.0,
Q2=5.0, Q3=6.5) for treatment by psychoeducation,
and 5.6/10 (SD=2.0; Ql=4.4, Q2=6.6; Q3=6.9) for
management by developing clinical plans for patients.

Limited perception of confidence in capabilities to
detect, treat, and manage mental health problems in pri-
mary care is also apparent when looking at responses
to each individual item. As shown in Table 4, few PCPs
agreed that they felt confident in their capability to detect
substance use disorders and psychosis (including schizo-
phrenia). In addition, PCPs in our sample struggled with
confidence in their capability to pose a mental health
diagnosis, use tools and techniques to detect a mental
health problem, and explain a mental health diagnosis to
patients.

Consistently, PCPs felt less confident in their capa-
bility to treat people presenting with symptoms relat-
ing to substance use disorders and psychosis (including
schizophrenia) than they did with anxiety and depres-
sion symptoms, and very few PCPs felt confident in their
capability to provide treatment for suicide and/or self-
harm. In addition, PCPs in our sample reported very
limited confidence in their capability to manage mental
health problems in primary care, specifically by develop-
ing a clinical plan for patients needing care. Almost all
PCPs in our sample felt very confident in their capability
to refer people presenting with mental health problems
to more specialized settings.

Characteristics associated with mental health knowledge,
attitudes, and self-efficacy

Working in Suburb 3 seemed to be significantly associ-
ated with higher levels of mental health self-efficacy
(B=.859, p=.038, 7* =.043). The number of weekly work
hours reported by PCPs (B= —.285, p=.014, r*=.054)
and the average number of hours PCPs reported dedi-
cating to mental health care per week (B=—4.608,
p=.031, =.046) seemed to be significantly associated
with more favourable mental health attitudes. In addi-
tion, participating in a mental health training during the
previous 12 months seemed to be significantly associated
with higher levels of mental health knowledge (B=.791,
p=.041, ¥ =.037) and higher levels of mental health self-
efficacy (B=1.093, p=.011, ’=.057).
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Table 3 Attitudes towards mental iliness and the field of mental health (n=112)
MICA-4 items Favorable
answers n
(%)
13.1f a person with a mental illness complained of physical symptoms (such as chest pain), | would attribute it to their mental iliness (R) 108 (96.4)
15. I would use the terms “crazy,“nutter,“mad, etc. to describe to colleagues people with a mental illness who | have seen in my work 101 (90.2)
16. If a colleague told me they had a mental iliness, I would still want to work with them 95 (85.6)
1. ljust learn about mental health when | have to, and | would not bother reading additional material on it (R) 95 (85.6)
2. People with severe mental illness can never recover enough to have a good quality of life (R) 67 (59.8)
4.1f I had a mental illness, | would never admit this to any of my friends because | would fear being treated differently (R) 58(51.8)
14. General practitioners should not be expected to complete a thorough assessment for people with psychiatric symptoms because they 57 (50.9)
can be referred to a psychiatrist (R)
10. | feel comfortable talking to a person with mental illness as | do talking to a person with physical illness 47 (42.0)
7.1fI'had a mental illness, | would never admit this to my colleagues for fear of being treated differently (R) 46 (41.8)
5. People with mental iliness are dangerous more often than not (R) 31(27.7)
12.The public does not need to be protected from people with mental illness 22 (20.0)

Eleven questions from the original MICA-4 are reported

For reversed scored items (R), suggested answers tend toward the negative (i.e., ‘strongly disagree’ and ‘disagree’), and these negative categories were collapsed into
the single category of ‘favorable answers! Contrarily, for items not reversed, suggested answers tend toward the positive (i.e., ‘strongly agree’and ‘agree’), and these

positive categories were collapsed into the single category of ‘favorable answers’
Missing data <5%

Mental health self-efficacy seemed to be positively
associated with the weekly percentage of PCP-reported
clientele engaged in psychoeducation (B=.012, p=.002,
?=.090). Mental health knowledge seemed to be signifi-
cantly negatively associated with the weekly percentage
of clientele PCPs reported referring to specialized ser-
vices (B=—.016, p=<.001, r* =.128).

Discussion

We report on PCPs’ knowledge and attitudes about men-
tal health, as well as their sense of self-efficacy, prior to
the implementation of a mental health training program,
and we highlight variables that are associated with these
competencies. Results show that PCPs in our sample
detect, treat, and manage mental illness in primary care,
but limitations to their involvement are apparent.

To the authors’ knowledge, this article is the first to
detail mental health knowledge, attitudes, and perceived
self-efficacy, as well as characteristics that may be asso-
ciated with such competencies, among PCPs working in
the Greater Tunis area of Tunisia. Such results are timely
given the following factors: the current push in global
mental health to use non-specialists in mental health care
[2—4, 7]; the need to develop and design tailored medical
education curricula and continuing medical education
programs, severely lacking in LMICs [8, 44, 45, 70-73];
and the scarcity of mental health research in Tunisia, also
a reality in other LMICs [74, 75].

Findings in our sample, as compared to others, raise
a prominent issue: PCPs show gaps in knowledge about

mental illness, hold certain negative beliefs about men-
tal illness and the field of mental health, and lack confi-
dence in specific capabilities [11-13, 15, 17, 23-25, 27,
42]. These limits are important to highlight because they
may hinder mental health care encouraged in non-spe-
cialized settings [2—4] and thus the full potential of non-
specialists’ involvement in the field of mental health [44].
However, worthy of note is that this lack of perceived
confidence in specific capabilities may be appropriate,
since it does somewhat match and reflect certain levels of
knowledge and unfavorable beliefs scored by PCPs in our
sample prior to training.

Most incorrect responses reported by PCPs in our sam-
ple on the knowledge questionnaire relate to substance
use disorders and suicide/self-harm. In addition, PCPs in
our sample consistently scored lower on perceived self-
efficacy related to detection, treatment, and management
of substance use disorders, suicide/self-harm, and psy-
chosis than they did when asked similar questions about
depression and problems relating to anxiety. These incor-
rect answers and lower levels of confidence in capabilities
for specific disorders may not be surprising; non-special-
ists such as PCPs often continue to favour consultations
for depression and/or anxiety, despite some apparent
knowledge [11-13, 15] and confidence gaps [42], over
those they deem more complex disorders [11, 12, 21, 22,
76, 77]. Such notions may also be confirmed in our sam-
ple: PCPs estimated that the highest percentage of mental
health consultations per week were for symptoms relat-
ing to depression and anxiety. However, what we found
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Table 4 Self-efficacy in detecting, treating, and managing
mental illness in primary care (n=112)

Self-efficacy, detection Agree n (%)
| feel confident in my capability to detect:
Problems relating to anxiety 92 (82.9)
Depression 83 (74.8)
Suicide/self-harm 60 (54.0)
Problems relating to alcohol use 58(52.8)
Problems relating to drug use 51 (45.9)
Psychosis (including schizophrenia) 41 (37.3)
| feel confident in my capability to:
Collect information to detect a mental health problem 73 (66.4)
Explain the diagnosis to patients 55(49.1)
Diagnose a mental health problem 43(384)
Use tools and techniques to detect a mental health problem 34 (30.4)
Self-efficacy, treatment, and management Agree n (%)

| feel confident in my capability to provide pharmacological treatment for
patients presenting with:

Problems relating to anxiety 61 (56.5)
Depression 43(38.7)
Problems relating to alcohol use 11 (10.0)
Problems relating to drug use 11(10.1)
Psychosis (including schizophrenia) 11 (10.0)

| feel confident in my capability to provide support (ex: active listening) for
patients presenting with:

Depression 84 (75.7)
Problems relating to anxiety 70 (64.3)
Problems relating to drug use 37 (34.0)
Problems relating to alcohol use 36 (32.1)
Psychosis (including schizophrenia) 21(18.9)

| feel confident in my capability to provide psychoeducation for patients
presenting with:

Depression 58(52.2)
Problems relating to anxiety 55 (49.5)
Problems relating to alcohol use 36 (33.0)
Problems relating to drug use 32(28.8)
Psychosis (including schizophrenia) 17 (15.3)

| feel confident in my capability to treat patients having issues relating to:
31(27.9)
26 (234)

I feel confident in my capability to develop a clinical plan for patients
presenting with:

Self-harm
Suicide

Problems relating to anxiety 56 (50.4)
Depression 51(45.9)
Problems relating to alcohol use 28 (25.5)
Problems relating to drug use 28(25.7)
Psychosis (including schizophrenia) 18 (16.3)

| feel confident in my capability to refer my patient 101 (91.8)

| feel confident in my capability to involve family members/ 83 (74.8)
friends in the management plan

| feel confident in my capability to involve other professionals 66 (60.0)

in the management plan

Missing data <5%
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surprising was that despite PCPs’ low scores on perceived
self-efficacy related to psychosis, their sub-theme average
for knowledge about this condition was one of the high-
est. Thus, there appears to be a gap between PCPs’ theo-
retical knowledge about psychosis and their confidence
in skills related to detection, treatment, and management
of this disorder in clinical practice. Interestingly, the
opposite finding was reported by Cowan and colleagues
[13]; while most PCPs in their sample in India reported
a high degree of self-perceived competence in detecting
symptoms of psychosis, they were unable to accurately
name three common symptoms related to this condi-
tion. Discrepancies between theoretical knowledge of
mental health and perceived confidence in mental health
capabilities may be important to highlight; having high
perceived confidence in specific capabilities, if there are
deficits of knowledge in mental health, can potentially
spell poorer clinical care and even danger to patients.

The ongoing drafting of national substance use and
suicide prevention strategies, as well as the implementa-
tion of national anti-stigma campaigns monitored by the
Commiittee for Mental Health Promotion at the level of
the Ministry of Health, aim to further promote the rec-
ognition of substance use disorders, self-harm, and sui-
cide in Tunisia, as these conditions continue to be heavily
stigmatized in the country [23, 39, 78]. Stigmatization
may lead to disinterest, especially among primary care
staff, underdiagnoses and/or under-reporting, limited
options for treatment beyond specialized care, and few
research initiatives in the field [79, 80]. Thus, referral of
patients presenting with substance use disorders, suicide/
self-harm, and psychosis (including schizophrenia) is still
very common in Tunisia [78], limiting PCPs’ contact and
involvement with these conditions in primary care, as
shown in our sample.

We found several characteristics among our sample
that seemed to be associated with PCPs’ competencies.
In several cases, such competencies seemed to be asso-
ciated with levels of clinical practice. Findings from sim-
ple linear regression models thus seem to reinforce two
important aspects in mental health capacity-building.
The first aspect seems to be the importance of provid-
ing healthcare professionals the opportunity for positive
social contact, interaction, and involvement with people
living with mental health issues. Research has shown that
this type of contact, interaction, and involvement is effec-
tive in decreasing negative beliefs about mental illness
[81, 82], building confidence with such clientele, and con-
sequently decreasing healthcare professionals’ reluctance
to engage in mental health care in clinical practice [26,
50, 83]. Therefore, in parallel to anti-stigma campaigns
and the institutionalization of best mental health prac-
tices through the drafting of national substance use and
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suicide prevention strategies in Tunisia, ways to encour-
age PCPs’ positive social interactions and involvement
with people presenting with mental health issues in pri-
mary care settings, even those they deem to be more
complex, would likely be beneficial. Such initiatives may
include continuing mental health education programs
with access to practica, and, for support with challeng-
ing cases, ongoing supervision. Second, these training
programs may be tailored to specific governorates given
that our findings seem to suggest that work location may
be associated with levels of PCPs’ mental health self-effi-
cacy. Tailoring training programs and curricula, as well as
integrating interactive and practical components to such
programs were also suggested by authors who identified
gaps in PCPs’ mental health knowledge, attitudes, and
self-efficacy in other LMICs (7, 12, 15, 24, 84].

Finally, by using the MICA-4, we were able to identify
negative attitudes towards mental illness and the field of
mental health among our sample, which are also com-
mon among other non-specialists working in LMICs [14,
19, 23-25, 27-31, 33-36]. While the MICA-4 has been
used in other contexts [35, 36, 85-90], internal consist-
ency and some item-total correlations generated using
the sixteen-item scale were poor in our sample. These
poor results lead us to question its suitability to assess
PCPs’ attitudes towards mental illness and the field of
mental health in the Greater Tunis area of Tunisia and
in French-speaking LMICs more generally. However, we
were able to explore mental health stigma using eleven
questions of the MICA-4 with a Cronbach’s alpha of .608,
an increase from our initial assessment with the original
sixteen items. We were thus able to show that most PCPs
in our sample held exaggerated negative beliefs about
the dangerousness of people with mental health prob-
lems. More specifically, most PCPs in our sample did not
answer the following questions favorably: (1) people with
mental illness are dangerous more often than not; and
(2) the public does not need to be protected from peo-
ple with mental illness. This fear, an effect of stigmatiza-
tion common in other low-resource settings [12, 27-30],
may help explain, in part, why most PCPs in our sample
(91.8%) reported feeling very confident in their capabil-
ity to refer patients to more specialized care, which, in
Tunisia, is frequently remote from the homes and com-
munities of patients [23, 58]. Confidence in referral to
specialized care also seems to be concretely translated
into self-reported practice; per week, PCPs refer most
people consulting for mental health issues to special-
ized resources (55.6; SD=30.8; Q1=30.0, Q2=50.0,
Q3=380.0).

While it is encouraging to note that PCPs in our sam-
ple do engage in mental health care, identified gaps in
mental health knowledge, attitudes, and self-efficacy, as
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well as associations between certain characteristics and
such competencies uncovered by simple linear regression
models, seem to support two mental health initiatives
confirmed in Tunisia: the implementation of a mental
health training program in the Greater Tunis area, under
the auspices of the Commiittee for Mental Health Promo-
tion [23, 39, 78], and the recent inclusion of a mandatory
(previously optional) 2-month internship in post-grad-
uate medical curricula to train future PCPs in effective
mental health detection, treatment, and management
[91]. Continuing mental health training and a manda-
tory mental health internship with access to support
and guidance to encourage positive contact and interac-
tion with people living with mental health issues are thus
strategies that Tunisia has adopted to help build non-spe-
cialists’ competencies in mental health. These also align
with internationally supported ways to help target the
mental health treatment gap and further integrate mental
health into primary and community-based settings [2—4].

Strengths and limitations

There were methodological strengths and limitations to
the study. First, the goal of the trial, in which this paper is
inscribed, was not to generalize results to all PCPs work-
ing in Tunisia, but to see if the training program worked
before considering larger-scale implementation. Hence,
we cannot ascertain if our results are generalizable to all
PCPs in Tunisia. However, we assume that these compe-
tencies and gaps may be similar to those of public sec-
tor PCPs working in other areas of Tunisia who would
agree to participate in a mental health training. Second,
results are based on self-reports, not on observed behav-
iour or review of patient records. Therefore, we can-
not determine whether responses are driven by social
desirability. However, the honesty reported by PCPs on
questions related to the dangerousness of people with
mental health problems and to the public’s need for pro-
tection from people with mental illness seems to indicate
authenticity. In addition, these questions show very little
missing data (< 2%). Third, given the nature of self-report
questionnaires, practice characteristics reported by PCPs
in our sample should be considered an approximation.
Fourth, scales used to assess knowledge and self-efficacy
were not previously validated. However, we believe a
strength of this paper is the provision of some measures
of reliability for these scales, based on our sample from
the Greater Tunis area, which proved to be acceptable.
Fifth, reliability measures for the MICA-4 based on our
sample complement the literature on the MICA-4s psy-
chometric properties, a strength of this paper given that
the scale’s authors suggest considering its applicabil-
ity across other samples [62]. However, it is important
to note that while the MICA-4 had acceptable internal
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consistency in a previous study [62], it did not show
results that were as promising in our sample. We there-
fore aimed to improve internal consistency by reporting
solely on eleven items from the original scale, which lim-
ited our ability to compare the overall score with other
studies using all sixteen questions. Further research is
needed to assess whether possible sub-scales are identifi-
able in our sample and comparable to the ones identified
by the authors of the scale [62]. Finally, we believe that
further research is needed to explore the associations
among socio-demographic and practice characteristics,
as well as PCPs’ competencies.

Conclusion

Involving non-specialists such as PCPs in the care of
people living with mental health problems is encouraged
internationally as one of the initiatives to address the
mental health treatment gap in LMICs. While non-spe-
cialists do engage in mental health care, it is not uncom-
mon for them to lack specific mental health competencies
used to detect, treat, and manage mental health issues in
non-specialized settings. This paper reported on men-
tal health knowledge, attitudes, and self-efficacy among
a sample of PCPs working in the Greater Tunis area,
prior to the implementation of a mental health training
program. It also highlighted associations between socio-
demographic/practice characteristics and such compe-
tencies. Findings may encourage other LMICs to assess
the current mental health competencies of non-special-
ists, information that may be used to develop specific and
tailored mental health initiatives to further promote their
involvement in effective mental health care, as well as the
integration of mental health into primary and commu-
nity-based settings.

Additional file

Additional file 1. Item-total correlation and Cronbach’s alpha for the
MICA-4.
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