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ABSTRACT 

 

Despite the potential benefits of mental health treatment, a substantial proportion of those 

with a diagnosable mental health disorder do not seek treatment, and treatment-seeking stigma 

has been cited as a major reason. Several interventions have been developed to affect treatment-

seeking stigma, but with limitations. Limitations of previous interventions include lack of 

generalizability to other populations, number of sessions and length of sessions were too long, 

and the format was in a group setting, which may be an obstacle as it is asking the person to 

attend a session and overcome the barrier that is being targeted (e.g., stigma of seeking help). 

The current study attempted to addresses these limitations by offering a brief intervention that 

can be completed individually by anyone with internet access. Furthermore, treatment-seeking 

stigma has been conceptualized as the reduction of self-esteem for seeking treatment. In an effort 

to address fears of threats to self-esteem, the current intervention used Unconditional Self-

Acceptance techniques. Additionally, cognitive-behavioral techniques were implemented to 

target distorted thinking that can be associated with seeking treatment and labeling the self as an 

individual with mental illness. Using a pretest-posttest design, 74 participants completed a brief 

web-based intervention aimed at reducing treatment-seeking stigma and improving self-esteem, 

and thereby attempting to improve attitudes towards seeking mental health treatment. Comparing 

pretest with posttest scores on attitudes and self-esteem using paired samples t-tests neared 

statistical significance. After accounting for the effects of categorical control variables, changes 

in self-esteem predicted changes in treatment-seeking stigma, and changes in treatment-seeking 

stigma predicted changes in attitudes. Implications of the findings, clinical applications, 

limitations, and future directions are discussed.  
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CHAPTER 1 

1. INTRODUCTION 

 
Despite the potential benefits of mental health interventions, there are those with a 

diagnosable mental health disorder who do not seek treatment. This disparity is commonly 

referred to as the mental health treatment gap and is defined as the “absolute difference between 

the true prevalence of a disorder and the treated proportion of individuals affected by the 

disorder” (Kohn et al., 2004, p. 859). The treatment gap in the United States (U.S.), based on 12-

month prevalence rates, has been estimated to range from approximately 35% - 79% (Kessler et 

al., 2005; Kohn et al., 2004). Furthermore, according to the US Department of Health and 

Human Services (2018), the 12-month prevalence rates for adults with a mental illness in the US 

in 2017 was estimated to be 18.9%, and of these individuals, only an estimated 47.6% received 

some form of mental health treatment in the past year. And what makes these numbers even 

more staggering is that they do not include substance abuse disorders. The next section discusses 

reasons some do not seek mental health treatment.  

1.2 Barriers to Mental Health Treatment  

 Many barriers have been postulated as contributing to the mental health treatment gap, 

and these barriers can be primarily categorized as attitudinal or structural (Mojtabai et al., 2011). 

Examples of structural barriers include, cost of treatment, availability of treatment, and 

transportation. Examples of attitudinal barriers include low perceived need for help, lack of 

belief in the efficacy of treatment, and stigma. Although the present study focuses on affecting 

attitudinal barriers, structural barriers are also worth consideration.   
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1.2.1 Structural Barriers  

The National Comorbidity Replication Study (NCS-R; Kessler et al., 2004) identified 

several structural barriers to seeking mental health treatment. Structural barriers can influence 

one’s attitudes towards seeking professional psychological help, as expectations for an outcome 

influence attitudes towards that outcome (Ajzen & Fishbein, 1980). For example, if an individual 

would not seek mental health treatment due to concerns about the cost of treatment, this has the 

potential to negatively impact attitudes towards seeking mental health treatment. The findings of 

Vidourek et al. (2014) support this notion as those who identify more barriers to mental health 

treatment have more negative attitudes about seeking treatment. And, according to Jagdeo et al. 

(2009), not having health insurance is associated with negative attitudes towards seeking mental 

health treatment. Based on the work of Mojtabai et al. (2011), the results of the NCS-R study 

examining 5962 participants revealed the following barriers to seeking treatment for individuals 

with an unmet need for mental health treatment: 17.4% reported seeking mental health treatment 

was inconvenient or there was difficulty with transportation (e.g., scheduling conflicts, 

inadequate transportation), 16.7% reported lack of financial means (e.g., cost, inadequate 

insurance), and 5.3% reported lack of availability (e.g., could not get an appointment) as a barrier 

to seeking mental health treatment. In addition to structural barriers to seeking mental health 

treatment, there are also attitudinal barriers, and these are discussed next.  

1.2.2 Attitudinal Barriers 

1.2.2.1 Mental Health History  

Mental health history, such as having a mental health diagnosis or a family member with 

a diagnosis, has been shown to impact attitudes toward seeking mental health treatment (Robb et 

al. 2003). Jagdeo et al. (2009) found associations between previous diagnoses and attitudes. They 
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found that having a previous diagnosis of some disorders (e.g., substance abuse) is more likely to 

be related to negative attitudes as compared to other disorders (e.g., mood disorders). Treatment 

history has also been shown to influence attitudes towards seeking mental health treatment. 

Those who have sought mental health treatment in the past are less likely to have negative 

attitudes towards treatment use (Jagdeo et al., 2009), and those with recent mental health care 

utilization have more positive attitudes towards seeking professional psychological help (Elhai et 

al., 2008). According to Vidourek et al. (2014), those who have received mental health treatment 

or had a friend or family member who has received mental health treatment are less likely to 

hold stigmatizing beliefs. Another cited attitudinal barrier to seeking mental health treatment is 

self-concealment (Cepeda-Benito & Short, 1998). 

1.2.2.2 Self-Concealment.   

Self-concealment is the desire to hide perceived distressing or negative thoughts, 

feelings, actions, or events about the self from others (Larson & Chastain, 1990). The desire to 

conceal may be due to a fear of embarrassment (Mojtabai et al., 2002). Vidourek et al. (2014) 

found that embarrassment of others finding out was the highest reported barrier to seeking 

mental health treatment. And, according to Masuda and Boone (2011), self-concealment is a 

unique predictor of attitudes towards seeking professional psychological help, in that the more an 

individual wants to conceal perceived negative or distressing personal information, the more 

negative their attitudes are towards seeking mental health help. 

Self-concealment also applies to hiding perceived distressing or negative thoughts, 

feelings, actions, or events about the self from employers and coworkers. Beyond the potential 

for embarrassment, there is a fear of discrimination. According to Wahl (1999), 70% of 

individuals with a mental health history reported they had intentionally omitted information 



 

 4 

about their mental health in applications for employment, housing, or licenses for fear of 

discrimination. Furthermore, 32% reported being turned down for a job due to their mental 

health and 28% reported a lack of support and understanding from coworkers and supervisors. 

Vogel et al (2006) suggest self-concealment is correlated with self-stigma, and as Nam et al 

(2013) reports, self-stigma is a major attitudinal barrier to seeking mental health treatment.  

1.2.2.3 Stigma  

Nam et al. (2013) conducted a meta-analysis assessing attitudinal barriers of seeking 

mental health treatment. The analysis focused on studies with college samples using versions of 

the Attitudes Towards Seeking Professional Psychological Help scale (ATSPPH; Fischer & 

Farina, 1995; Fischer & Turner, 1970). Additionally, the study only analyzed barrier variables if 

it was included in at least three separate studies. Of the nine variables assessed, self-stigma (r = -

.63), anticipated benefits (r = .52), and self-disclosure (r = .34) had the largest effect sizes and 

were all significantly correlated with the ATSPPH. This study suggests stigma is a primary 

attitudinal barrier to seeking mental health treatment.   

 The study by Clement et al. (2015) also supports stigma as being a barrier to seeking 

mental health treatment. The authors conducted a systematic review of correlational studies 

assessing stigma and help seeking, and found the standardized median effect size for stigma was 

small, based on Cohen’s guidelines (1992). The relationship between help seeking and stigma 

was negative, indicating as stigma increases, help-seeking decreases. Although the effect size 

was small, when Clement et al. (2015) only considered a specific type of stigma (i.e., treatment-

seeking stigma) with help-seeking, it resulted in a medium effect size. Additionally, when the 

authors looked at association studies that used specific measures of help seeking (i.e., measures 

of attitudes or intentions to seek help), the median effect size for stigma and help-seeking 
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increased to a medium to large effect size. The authors did not specifically report on the median 

effect size of treatment-seeking stigma with correlational studies using attitudinal or intentional 

measures of help-seeking.  

 Mojtabai et al. (2011) offers some counterevidence to the role of stigma in serving as a 

barrier to seeking menta health treatment; however, upon scrutiny, stigma may be serving a 

bigger role that it appears on the surface. The authors assessed self-reported barriers to seeking 

mental health treatment based on the National Comorbidity Survey Replication study (NCS-R; 

Kessler, et al., 2004). The results of the Mojtabai et al. (2011) study suggested, of those 

participants that met criteria for a 12-month prevalence DSM-IV mood, anxiety, substance, or 

impulse control disorder based on the Composite International Diagnostic Interview (Kessler & 

Ustin, 2004), 44.8% self-reported they did not seek mental health treatment in the past 12-

months because they did not perceive a need for treatment. Of the participants in the NCS-R 

study who indicated they felt a need for mental health treatment in the past year, yet did not seek 

services, they were asked to affirm or deny a list of reasons for not seeking services. According 

to Mojtabai et al. (2011), wanting to handle the problem on their own was the largest barrier, 

with 72.6% endorsing this item; nearly 17% endorsed the problem not being severe enough to 

warrant treatment, 16.4% reported treatment was not effective, and 9.1% reported they did not 

seek treatment because of stigma. Stigma was operationalized based on one question in the NCS-

R survey indicating the participant was concerned about what others may think if they knew they 

were seeking treatment. Although only 9.1% reported stigma as a barrier to mental health 

treatment, the NCS-R survey does not assess why individuals wanted to handle the problem on 

their own. Stigma has been defined in a number of ways, including associating mental illness 

with weakness of character (Jorm & Griffiths, 2008), incompetence, and untrustworthiness (Link 
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et al., 2001). The consequences of the stigma of mental illness could in part be described as 

avoiding the label of having character flaws, and although the NCS-R survey poses the question 

about being concerned what others may think, not being able to handle the problem on one’s 

own by seeking treatment could be evidence to the individual that they are weak or inferior 

(Fisher et al., 1982). Thus, stigma could be driving the response of participants in the study 

saying they want to handle the problem on their own. Clement (2015) offers a similar sentiment 

suggesting that wanting to handle the problem on their own could be influenced by stigma.  

1.3 Mental Health Stigma  

 Link et al. (2001) describe the stigma of mental illness as occurring when people attach 

negative labels to mental illness with a resulting devaluation or discrimination of individuals 

based on their ascribed status or state. The negative labels about those with a mental illness can 

include that they have weak character (Jorm & Griffiths, 2008), are incompetent, untrustworthy 

(Link et al., 2001), and are dangerous (Pescosolido et al., 2010). A number of different types of 

stigma have been cited, including, for example, public stigma, treatment-seeking stigma, and 

self-stigma (Clement et al., 2015).   

1.3.1 Self-Stigma 

 The stigma of mental illness begins with societal characterizations, such as stereotypes 

that those with schizophrenia are dangerous (Corrigan & Rao, 2012). According to these authors, 

public stigma begins with an awareness and agreement with stereotypes about those with mental 

illness. If an individual who has been diagnosed with a mental illness, or believes they have such 

a disorder agrees with the stereotypes and applies them to the self, this is called self-stigma. 

When an individual applies these negative stereotypes to the self, it can result in a reduction in 
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self-worth, self-esteem (Vogel et al., 2006), poor self-efficacy, and negative emotional reactions 

(Watson et al., 2007).  

1.3.2 Treatment-Seeking Stigma 

The stigma associated with seeking psychological help, or treatment-seeking stigma, as 

described by Vogel et al. (2006), is similar to self-stigma, but more specifically applies to the 

reduction of self-esteem or self-efficacy if an individual were to seek treatment. An individual 

may feel seeking treatment is an indication that they are inferior, inadequate (Fisher et al., 1982), 

or weak (Judd et al., 2008), and by avoiding seeking treatment they may be attempting to avoid 

these negative labels (Hayward & Bright, 1997).   

 Self-stigma and treatment-seeking stigma are similar constructs appearing to impact 

similar variables (e.g., self-esteem, self-concept) and thus interventions aimed at either type of 

stigma target the same or overlapping constructs. Although they are similar, there is evidence to 

suggest they are worthy of consideration each in their own right. Tucker et al. (2013) conducted 

a confirmatory factor analysis with instruments intended to measure both constructs separately, 

and the results suggest the constructs are indeed distinct. In the two samples assessed in the 

study, the stigma of seeking help, or treatment-seeking stigma explained more variance in 

attitudes towards seeking psychological help (40% and 36%) than self-stigma (4% and 7%). This 

study provides evidence that treatment-seeking stigma is a distinct construct that independently 

predicts treatment-seeking attitudes and independently threatens one’s self-concept.  

 Vogel et al. (2007) offer a model to explain the relationship between treatment-seeking 

stigma and treatment seeking attitudes and intentions (see Figure 1). This linear model starts with 

public stigma, which influences treatment-seeking stigma, and treatment-seeking stigma in turn 
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influences attitudes towards seeking psychological help, and attitudes predict intentions to seek 

treatment.  

 Treatment-seeking stigma may involve multiple aspects worth consideration. In an 

attempt to avoid being labeled as mentally ill by others, some may avoid seeking treatment; 

alternatively, in an attempt to avoid labeling the self as mentally ill, individuals may not seek 

treatment (Corrigan, 2004). For the purposes of the current study, the former will be called 

anticipated stigma, and the latter will be called self-labeling stigma. 

 Fox et al. (2018) offer support that both of these aspects of treatment-seeking stigma 

work together to impact mental healthcare utilization. The authors assessed veterans in a 

longitudinal study and found support for a mediating model suggesting the more participants 

believed their family and friends would think less of them if they knew of their mental health 

problems (anticipated stigma), the more likely they would be to think less of themselves if they 

were to seek treatment 1.5-years later, and consequently were less likely to have used treatment 

in the same timeframe. The mediating model is important in the study as the relationship 

between anticipated stigma and mental health treatment seeking was non-significant. This 

suggests anticipated stigma influenced self-labeling stigma, which in turn, influenced treatment 

use.  

 As mentioned earlier, the overarching characterization of treatment-seeking stigma is that 

seeking professional psychological help would threaten one’s self-esteem (Vogel et al., 2006). 

Self-esteem, discussed next, is further categorized as involving self-regard, self-confidence, 

satisfaction with oneself and one’s abilities, and overall sense of worth as a person.  
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1.3.3 Self-Esteem 

 Self-esteem has been considered an evaluative component of the self (Guindon, 2002) or 

self-concept (Street & Isaacs, 1998). Coopersmith (1967) describes self-esteem as an evaluation 

made of the self which indicates approval or disapproval of the self, and indicates the degree to 

which the individual believes himself to be worthy, successful, and capable. Street and Isaacs 

(1998) also discuss self-esteem as involving self-efficacy and describe efficacy as believing 

oneself to be capable of handling challenges.  

 Beck et al. (1990) discuss self-esteem and self-concept in regard to its relationship with 

the cognitive triad, specifically as it relates to views of the self. The authors define self-concept 

as self-ascribed characteristics that are weighted based on importance. The culmination of how 

the individual rates themselves on these characteristics, along with the degree of importance 

placed on each one, influences self-esteem. For instance, if an individual places high importance 

on being independent, yet they do not see themselves as independent, this can result in reduced 

self-esteem. The authors further note that that information matching the individual’s self-concept 

is more readily processed whereas information that is incongruent with the self-concept is more 

readily discarded. As an example, if an individual places heavy importance on lovability, and the 

individual rates themselves as unlovable, they will likely feel poorly about themselves, and 

furthermore, they will pay attention to information that confirms their belief about themselves 

that says they are unlovable, and disregard information that says they are lovable.  

 Rosenberg (1989) discusses self-esteem in comparison to others or based on the standard 

one sets for himself. For example, an individual may have high self-esteem in comparison to 

others while experiencing low self-esteem based on self-standards. Rosenberg further adds that 

high self-esteem does not equate with a feeling of superiority, but rather means the individual is 
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capable of accepting limitations, while at the same time being able to work towards improvement 

and mastery. Rosenberg clarifies low self-esteem as implying self-rejection, self-dissatisfaction, 

and self-contempt.  

1.4 Stigma Interventions  

There have been a number of interventions aimed at reducing self-stigma and treatment-

seeking stigma, but each with potential limitations. Of the studies reviewed, several different 

strategies were used to reduce stigma, including psychoeducation, motivational interviewing, 

acceptance and commitment therapy, group therapy, and cognitive behavioral therapy. The 

current study aims to address limitations of previous interventions by providing a brief single-

session intervention that can be completed individually and by any adult with internet access.  

Based on a review of the relevant literature, a majority of studies administered treatment-

seeking and self-stigma interventions via group format. The number of group sessions varied 

from as few as a single group session (Wade et al., 2011) to as many as 20 group sessions (Roe 

et al., 2014; Yanos et al., 2012). Of the treatment-seeking and self-stigma interventions that used 

a group format, the length of the group sessions varied as well, ranging from 60 minutes (e.g., 

Roe et al., 2014) to as long as 120 minutes (e.g., Luoma et al., 2008). Using a group format 

might be a useful technique as it can affect hypothesized constructs that influence self-stigma or 

treatment-seeking stigma. For instance, Keum et al. (2018) conducted a 16-week group format 

treatment-seeking intervention with a key aspect of the intervention being to normalize help-

seeking through group interaction and promoting a common group identity. The authors argued 

that promoting a common group identity centered around destigmatization would challenge 

group members’ subjective norms and perceptions about being negatively judged about seeking 

treatment. And, if these subjective norms and perceptions were challenged, it would reduce 
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treatment-seeking stigma. The results of the study did reveal statistically significant reductions in 

treatment-seeking stigma. A potential limitation of the group format, however, is that asking 

individuals to attend group therapy may require them to overcome the same barrier that is trying 

to be reduced, which is treatment-seeking stigma or self-stigma.  

Two of the studies reviewed used a brochure to target self-stigma. Using a brochure 

would address the limitation of using a group format by helping to potentially bypass the initial 

stigma barrier. Using a brochure also potentially addresses limitations of other interventions by 

being a brief single encounter that could be completed individually. The self-stigma brochure 

intervention in the Alvidrez et al. (2009) study targeted African American mental health 

consumers and provided psychoeducation about what it is like to enter mental health treatment. 

The intervention, however, resulted in nonsignificant findings. In contrast, Hammer and Vogel 

(2010) used a brochure which resulted in statistically significant reductions in a measure of 

treatment-seeking stigma with a small effect size. This study, however, may lack generalizability 

as it was targeted specifically at males with depression who have never sought treatment and 

used male target strategies (e.g., characterizing masculine depression, using stereotypical male 

images). Neither of these studies discussed how long it took for participants to review the 

material. How the brochure is applied could impact potential limitations. If it is a brochure that a 

person has to happen across or be handed within a mental health clinic, this limits the exposure 

or reach of the intervention. If it is placed on a website, this could increase the potential exposure 

and accessibility. Both of these studies using a brochure could generally address limitations of 

previous research studies on treatment-seeking and self-stigma; however, one study resulted in 

non-significant findings, and the other was target specifically at males with depression thereby 

potentially limiting the generalizability of the results.  
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Another self-stigma intervention that could be completed individually was conducted by 

Griffiths et al. (2004). This was a web-based study using psychoeducation and CBT techniques.  

The study resulted in significant reductions of self-stigma. A potential limitation of this study is 

that it was conducted over 5-weeks. Similar to the Griffiths et al. (2004) study, most of the 

treatment-seeking and self-stigma interventions were conducted over several sessions, and most 

sessions lasted from 60 minutes to 120 minutes. The overall duration of these studies as well as 

the number of sessions required for the interventions is a potential limitation for several reasons. 

One reason is the amount of resources multiple sessions may require (e.g., therapist time, 

money), especially those held in person. Additionally, asking individuals to attend multiple 

sessions, in person or web-based is likely to decrease the number of individuals willing to 

participate and increase the chance of attrition. High attrition or dropout rates are problematic for 

interventions such as CBT (Becker &  Torous, 2019). Attrition has also been shown to be 

problematic for research and interventions conducted online (Eysenbach, 2005). It is argued that 

briefer interventions, such as the use of single-session interventions, would help to address 

dropout rates (Schleider & Weisz, 2017). For these reasons, the current intervention aimed to 

provide a brief web-based single session intervention.  

A number of studies were reviewed to identify interventions that both provided a detailed 

conceptualization of the intervention and resulted in large changes to stigma to use as a model 

for the current intervention. Mittal et al. (2012) and Yanos et al. (2015) conducted meta-analyses 

of treatment-seeking and self-stigma interventions. Across these interventions, a variety of 

outcome measures were used making it difficult to compare intervention effects. Two of the 

studies reviewed, however, had large effect sizes (Cohen’s d; Cohen, 1992). Of these two 

studies, one was tailored to Korean Americans diagnosed with schizophrenia, which is not 
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consistent with the aims of the current study. The other study, which was conducted by Macinnes 

and Lewis (2008) resulted in a large effect size and is reviewed next. 

1.5 Conceptualization of the Current Intervention    

 The current intervention is modeled off of the work of Macinnes and Lewis (2008) and 

Hayward and Bright (1997). Macinnes and Lewis (2008) conducted a 6-session intervention 

aimed at reducing self-stigma with 20 participants in an inpatient mental health unit. Based on a 

pre-post assessment, the intervention resulted in a significant reduction on a measure of self-

stigma, and according to Mittal et al. (2012), the effect size was large. Although the duration of 

the intervention taking place over 6 weeks is a potential limitation, given the large effect size, the 

study holds promise in informing a brief treatment-seeking stigma reduction intervention. The 

Macinnes and Lewis (2008) intervention used a combination of strategies including cognitive-

behavioral techniques, promoting a holistic understanding of mental illness, and normalizing 

mental illness. The intervention was developed primarily based on the work of Hayward and 

Bright (1997) on examining stigma and ways to combat it, and Dryden (1999) in reference to 

unconditional self-acceptance. 

 Hayward and Bright (1997) describe a conceptualization of stigma from which they draw 

intervention strategies. The conceptualization begins by defining stigma as the negative impact 

of being labeled as mentally ill. They further discuss the importance of context in making 

judgements about someone with the label of mental illness. For example, if little is known about 

another and they are described as depressed, then negative labels, such as they are weak-willed 

or incapable may be attached to that individual and they might be seen as little else than those 

labels. However, the context could change the narrative such that the individual is seen as 

struggling with depression, but also, they appear to be a good father, a hard-worker, and polite. 
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Thus, viewing the whole of the person, additionally considering more positive characteristics, 

may mean the label of mental illness will be less influential on the judgement of the individual. 

The same can be said for self-stigma in that if the individual identifies with being depressed, they 

are more likely to believe the negative labels about themselves. If, however, they are able to see 

their illness as a set of problems in a broader context of the whole person, the negative labels 

may not reduce self-esteem and self-worth. This has implications for interventions to reduce 

stigma in that it would be important to facilitate a view of the whole person, not just as a 

diagnosis or person labeled mentally ill. This can apply to the stigmatization of others or self-

stigmatization.  

 Hayward and Bright (1997) provided steps for an intervention that is based on the idea 

that mental health stigma involves negative and inaccurate labels about those with mental illness. 

To address this, the authors suggest providing cognitive-behavioral strategies to challenge self-

stigmatizing beliefs (e.g., cognitive tasks may focus on distorted thinking about the implications 

of being someone with a mental illness). Hayward and Bright (1997) argue that mental health 

stigma also stems from narrowly viewing  individuals without meaningful context, and instead 

viewing the individual as little more than the mental illness and the negative labels associated 

with the illness. To address this, the authors suggest providing psychoeducation about mental 

illness, including discussing the role of psychosocial variables with mental health. This is done in 

an effort to promote a holistic understanding of mental illness and to increase the perception that 

mental health conditions are changeable. Additionally, the authors suggest normalizing 

symptoms and helping clients view their set of problems as existing on a continuum as opposed 

to viewing themselves as distinctly different from “healthy” individuals. The current study used 
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several technologies in modeling its intervention from the Macinnes and Lewis (2008) study and 

from the work of Hayward and Bright (1997) and are discussed next.  

1.6 Technologies Used in Current Study  

Hayward and Bright’s (1997) focus on combatting stigma primarily focuses on the labels 

associated with mental illness, helping the individual see the self or others in a broader context, 

and the impact of stigma on self-esteem. For this reason, the majority of the current intervention 

has the same focus. Also discussed by Hayward and Bright, however, is promoting psychosocial 

variables that can impact mental health and characterizing mental health as existing on a 

continuum, and these are also addressed in the current intervention.  

In the current study, CBT techniques were the primary method of addressing negative 

and inaccurate labels associated with mental illness, and CBT and USA were used to help the 

individual see themselves in a broader context. USA was the primary method for attempting to 

address self-esteem. And, these techniques were applied using single-session of a web-based 

program as this method of application has the potential to reach a large audience.   

1.6.1 Cognitive Therapy  

Cognitive therapy (CT), a specific form of CBT (Herbert & Forman, 2013) is a well-

established treatment for depression (Chambless et al., 1998). According to Beck et al. (1979), 

psychopathology is a result of biases in how information is processed which leads to maladaptive 

cognitions. For this reason, changing how clients think is a main component of CT in the 

treatment of depression (Munoz & Miranda, 1996). Although there is some evidence that 

disputes the utility of focusing on changing how clients think in an attempt to reduce symptoms 

(Jacobson et al., 1996), there is evidence that targeting cognitions using CT techniques reduces 

distorted thinking which in turn results in symptom reduction. Forman et al. (2012) found 
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participants treated with CT, which included providing psychoeducation about the role of 

distorted thinking in the development and maintenance of psychopathology, identifying 

automatic thoughts, labeling cognitive distortions, and using cognitive restructuring, resulted in 

reductions in dysfunctional thinking. Further, the reductions in dysfunctional thinking resulted in 

reductions in depression symptoms. As the current study is not targeting psychopathology, but 

rather the hypothesized distorted or inaccurate thinking that influences mental health stigma and 

attitudes about seeking mental health treatment, using CT techniques that have empirical support 

in altering how people think is promising.  

1.6.2 Unconditional Self-Acceptance 

Another component used in the current study is unconditional self-acceptance (USA). 

USA is a component of rational emotive behavior therapy (REBT) and builds off the premise 

that we place unrealistic expectations on the self, and when these expectations are not met, we 

tend to disparage the whole self (Dryden, 1999). In a randomized clinical trial, REBT was shown 

to be as efficacious as CT in reducing depression symptoms (David et al., 2008). Chamberlin and 

Haaga (2001a) provide evidence that those higher on unconditional self-acceptance are less 

susceptible to negative emotional reactions following a negative event, and it is argued this 

might be due to the idea that those with higher unconditional self-acceptance do not have their 

self-worth threatened with a negative event. Chamberlin and Haaga (2001b) found that those 

higher in unconditional self-acceptance were less susceptible to changes in self-esteem due to 

recent experiences. Although no evidence was identified in the literature that using USA from 

REBT directly impacts unconditional self-acceptance, there is an argument for using USA in the 

current study. As treatment-seeking stigma is conceptualized as being a barrier to seeking 

treatment by way of maintaining self-worth and self-esteem through not seeking treatment 
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(Vogel et al., 2006), USA may prove useful in reducing treatment-seeking stigma by providing 

the alternative of not placing conditions on self-acceptance. The idea here is that the fear of 

reductions in self-esteem and self-worth for seeking treatment will be diminished if the 

individual can transform their basis of self-esteem from one that is based on unrealistic 

expectations to one of self-acceptance.  

1.6.3 Holistic 

The other element discussed by Hayward and Bright (1997) includes providing a holistic 

perspective of mental illness by emphasizing the role of psychosocial variables in an effort to 

change the notion of mental illness as being something permanent to being something 

changeable. This helps to promote the idea that mental illness is something people go through, 

perhaps due to life circumstances, and is not what or who they are. Also, discussed by the 

authors is describing mental illness as existing on a continuum as opposed to being dichotomous 

(i.e., sick vs healthy) in an effort to undermine the concept that those with mental illness are in a 

different group than others. Macinnes and Lewis (2008) mention addressing these elements but 

do not provide specifics for how they are addressed. And, there was no identified research in the 

literature that provided evidence for specific methods of providing a holistic perspective and 

mental health on a continuum. Despite the lack of specifics to guide addressing a holistic 

perspective and mental illness as a continuum, these were briefly addressed in the current study.  

1.6.4 Web-Based 

In the current study, all of the aforementioned techniques were presented via a web-based 

program. A primary benefit of using a web-based intervention to reduce treatment-seeking 

stigma and improving attitudes towards seeking mental health treatment is the potential large 

number of individuals it can reach. In 2017, according to Greenberg-Worisek et al. (2019), 81% 
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of individuals in the United States over the age of 18 had internet access. As opposed to other 

intervention modalities aimed at reducing treatment-seeking stigma, which require an individual 

to come to a room or happen across a brochure, a web-based intervention has broad-reaching 

potential. And, there is evidence that using a web-based intervention would be met with positive 

regard. Lintvedt et al. (2008) reported 91.2% of students with an unmet need for mental health 

services had positive attitudes towards the potential use of a web-based CBT intervention. Based 

on a series of meta-analyses, there is evidence that web-based CBT interventions are effective in 

reducing symptoms of mental disorders (Andersson & Cuijpers, 2009; Andrews et al., 2010; 

Spek et al., 2007). Based on these meta-analyses, the web-based interventions targeted 

depression and anxiety disorders and were either internet or computer-based. Computer-based 

treatments involve participants having to come to a particular computer or location to complete 

the intervention, whereas internet-based interventions can be completed anywhere with internet 

access (Spek et al., 2007). All of the studies targeted adults, which also includes young adults 

and older adults. The length of the interventions ranged from 5 weeks (e.g., Van Straten et al., 

2008) to 10 weeks (Andersson et al., 2005) and all met once a week. Although the current study 

is not attempting to reduce symptoms of mental disorders, there is evidence that web-based 

interventions can increase CBT literacy (Farrer et al., 2012). Additionally, there is evidence that 

a web-based stigma reduction intervention can be effective. Griffiths et al. (2004) conducted a 

web-based self-stigma intervention targeting adults with elevated depressions scores using CBT 

techniques. This 5-week intervention resulted in significant reductions with self-stigma. In sum, 

there is evidence to suggest that web-based CBT interventions can be effective. Furthermore, 

there is some evidence that a web-based CBT intervention that targets stigma can be effective. 
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And considering a web-based intervention can reach a large audience, it holds promise as a 

useful medium to reduce treatment-seeking stigma.  

1.6.5 Single-Session Approach  

As the current intervention is designed to be brief and was administered over one 

timepoint, aligning it with a single-session approach to therapy, it is important to assess the 

evidence on such an approach. There is evidence that single-session interventions have clinical 

utility. Darnall et al. (2014) conducted a single 90 minute session of CBT focusing on pain 

catastrophizing. Pain catastrophizing is defined as negative cognitive and emotional responses to 

real or anticipated pain. Although the study focused on pain, it had several elements consistent 

with the current study, including identifying negative thinking and reframing and restructuring 

thoughts. Darnell et al. (2014) also incorporated methods to reduce physiological arousal. Based 

on a measure of pain catastrophizing, participants showed significant improvements with large 

effect sizes at 2 and 4-week follow up. 

Additionally, Ellis et al. (2015) conducted a single session of CBT for insomnia. The 

intervention included psychoeducation about sleep and methods to identify and challenge 

dysfunctional thoughts as related to sleep. Based on a measure of severity and effect of insomnia, 

the intervention group reported less severity of insomnia symptoms at 1-month follow up as 

compared to the control group. Furthermore, significantly more participants in the intervention 

group dropped below the clinical cutoff on the insomnia measure compared to a control group.   

Although with mixed and limited results, there is some evidence that REBT can be 

effective in a single-session format. Turner et al (2014) conducted a study with adolescent male 

athletes using a single session of group REBT. Assessing irrational beliefs revealed a significant 
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reduction from baseline to post-test. It should be noted, however, these reductions were 

temporary and disappeared at 6-week follow-up.  

Wood et al. (2018) conducted a single 60 minute group workshop with elite, blind soccer 

players focusing on the ABC framework and disputing irrational beliefs using empirical, logical, 

and pragmatic methods, which are the same methods used in the current study and will be 

discussed in detail in the Method section. Although the sample size of the study was deemed too 

small to conduct inferential statistics, the authors reported a large reduction in irrational beliefs, 

and these reductions were maintained 4-months later.  

There is also evidence that a single session can be effective in reducing stigma. Wade et 

al. (2011) conducted a study using a single, 90 minute group session focusing on what it was like 

to participate in a group. The study resulted in a significant reduction in treatment-seeking 

stigma from pre to post-test. Additionally, Hammer and Vogel (2010) tested the effects of a 

brochure on stigma and attitudes. Although no session was conducted, the medium for the stigma 

reduction material was via a brochure, aligning it with a brief intervention. The study resulted in 

significant improvements in treatment-seeking stigma.   

There is ample evidence of the utility of using a single-session approach. And it is argued 

that the use of single-session interventions can help address dropout rates (Schleider & Weisz, 

2017). Furthermore, it is argued that the use of single-session interventions can reduce barriers 

such as cost and time thereby increasing accessibility (Darnall et al., 2014).  

1.7 Present Study  

 Treatment-seeking stigma has been identified as a major barrier to seeking mental health 

treatment (Clement et al., 2015; Mojtabai et al., 2011). Individuals may avoid seeking treatment 

in an effort to avoid labels (Corrigan, 2004) such as having weak character (Jorm & Griffiths, 
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2008), being dangerous (Pescosolido et al., 2010), and untrustworthy (Link et al., 2001). 

Furthermore, seeking professional psychological help can be a threat to an individual’s self-

esteem, and in order to protect their self-esteem, they may avoid seeking treatment (Vogel et al., 

2006). Based on the conceptualization of Hayward and Bright (1997) and work of Macinnes and 

Lewis (2008), the current intervention intended to weaken the influence of the negative labels 

and stigmatizing beliefs associated with mental illness and seeking treatment. This was 

attempted through the use of cognitive therapy techniques with the language adapted to mental 

health stigma. Additionally, USA was used in the current study. USA may be helpful with 

treatment-seeking stigma as it aims to promote a more holistic perspective of the self. 

Additionally, seeking mental health treatment can be a threat to one’s self esteem (Vogel et al., 

2006), and USA attempts to target self-esteem. USA attempts to target self-esteem by helping 

question unrealistic expectations of the self and providing techniques towards accepting the self 

without conditions (Dryden, 1999). 

There have been a number of interventions aimed at reducing the stigma associated with 

seeking mental health treatment, but with limitations. A limitation of previous studies is that they 

lacked generalizability to other populations, such as targeting only males with depression 

(Hammer & Vogel, 2010). Another limitation of previous studies is they required multiple 

sessions (e.g., Roe et al., 2014), which may require more resources (e.g., money, therapist time) 

and can increase attrition. The use of group therapy (e.g., Yanos et al., 2012) is also a limitation 

of previous studies. Using group therapy may be asking the person to overcome the very obstacle 

that is being targeted (i.e., stigma). The present study aims to address limitations of previous 

treatment-seeking stigma and self-stigma interventions by offering a brief, web-based 

intervention that can be completed individually by anyone with internet access. A web-based 
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application was chosen as it was considered to be more accessible than in-person or face-to-face 

approaches. The intervention was also made brief and used a single session as this approach can 

reduce cost and time, thereby increasing accessibility (Darnall et al., 2014).  

The present study attempts to answer whether a brief web-based intervention developed 

based on the conceptualization of Hayward and Bright (1997) and modeled from the work of 

Macinnes and Lewis (2008) can reduce treatment-seeking stigma and improve attitudes and self-

esteem. To test this, a convenience sample of domestic university students were invited via email 

to participate. The current study did not specifically focus on those with mental health needs. 

The logic behind not specifically targeting those with mental health needs is that even if an 

individual does not currently need mental health treatment, affecting treatment seeking attitudes 

now may have a beneficial impact should that person need mental health treatment in the future. 

Furthermore, even those without mental health needs can have stigmatizing beliefs about seeking 

mental health treatment and negative attitudes towards seeking professional psychological help. 

Hypothesis (1) is that there will be statistically significant differences from pre to post-

intervention on attitudes towards seeking professional psychological help, treatment-seeking 

stigma and self-esteem. Specifically, it is hypothesized that attitudes and self-esteem will 

improve, and treatment-seeking stigma will decrease. Additionally, hypothesis (2) is that 

improvements in attitudes towards seeking professional psychological help will be predicted by 

reductions in treatment-seeking stigma and improvements in self-esteem.  
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CHAPTER 2 

2. METHOD 

 

2.1 Participants 

 The present study used a convenience sample from a public 4-year Midwestern 

university. A random sample of domestic students that were at least 18 years of age were invited 

via email to participate in a two-part study (pre and post-test) designed to gain a better 

understanding about attitudes towards mental health treatment (see Figure 2). Seventy-four 

participants completed both the pre and post-study with a self-reported age range from 25 to 68 

years (M = 31.05; SD = 8.55). The majority of participants identified as female (n = 56).  

2.2 Measures   

2.2.1 Help-Seeking Attitudes  

The Attitudes Toward Seeking Professional Psychological Help-Shortened Form 

(ATSPPH-SF; Fischer & Farina, 1995) scale is a 10-item survey designed to measure attitudes 

towards seeking professional mental health treatment (see Appendix A). The ATSPPH-SF is 

scored on a 4-point Likert scale ranging from 0 (disagree) to 3 (agree) with higher scores 

indicating more favorable attitudes towards seeking professional mental health treatment. The 

scale has been shown to have a moderately high internal consistency of .84 (Cronbach’s alpha) 

and an acceptable 1-month test-retest reliability of .80 (Fischer & Farina, 1995). The Cronbach’s 

alpha for the current study was a comparable .87 (pre-test) and .88 (post-test). The test-retest 

reliability for the present study was .88. Elhai et al. (2008) found a significant relationship with 

ATSPPH-SF scores and intentions to seek treatment. The authors reported as ATSPPH-SF scores 

increase so do intentions to seek treatment in the next month and next 6-months.  
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2.2.2 Treatment-Seeking Stigma  

The Self-Stigma of Seeking Help scale (SSOSH; Vogel, et al., 2006) is a 10-item 

instrument used to measure the self-stigma associated with seeking professional psychological 

help (see Appendix B). The SSOSH is scored on a 5-point scale ranging from 1 (strongly 

disagree) to 5 (strongly agree) with higher scores indicating higher levels of self-stigma for 

seeking help. The scale has acceptable internal consistency ranging from .86 to .91 (Cronbach’s 

alpha) with a 2-week test-retest reliability of .72 (Vogel, et al., 2006). The Cronbach’s alpha for 

the current study was a comparable .79 (pre-test) and .90 (post-test). The test-retest reliability for 

the present study was .75. Vogel et al. (2006) found that the SSOSH is significantly related to 

anticipated risks and benefits of seeking mental health treatment. The relationship was such that 

the more there were anticipated benefits, there was less treatment-seeking stigma, and the reverse 

was found for anticipated risks.  

2.2.3 Self-Esteem  

The Rosenberg Self-Esteem Scale (RSES; Rosenberg, 1965) is a 10-item instrument 

designed to measure global self-worth by assessing positive and negative feelings about the self 

(see Appendix C). The RSES is scored on a 4-point scale ranging from 1 (strongly disagree) to 4 

(strongly agree) with higher scores suggesting higher self-esteem. The instrument has shown an 

acceptable internal consistency of .88 (Cronbach’s alpha; Gray-Little et al., 1997) with a 1-week 

test-retest coefficient of .82 (Fleming & Courtney, 1984) and a 2-week test-retest reliability of 

.85 (Silber & Tippet, 1965). The Cronbach’s alpha for the current study was a comparable .90 

(pre-test) and .92 (post-test). The test-retest reliability for the present study was .88. Robins et al. 

(2001) found statistically significant correlations between having positive evaluations of the self 
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in several domains (e.g., intelligence, physical attractiveness, social skills) and high self-esteem 

as measured by the RSES.  

2.2.4 Demographic and Background  

Demographic questions asked included age and sex of participant. Participants were also 

asked about their mental health history. These questions included whether the participant has 

ever been diagnosed with a mental disorder, whether a family member has ever been diagnosed 

with a mental disorder, whether they are currently receiving mental health treatment, and or if 

they have ever received mental health treatment in the past. 

Several questions about attitudinal barriers to seeking mental health treatment related to 

self-concealment were also presented to participants. Participants were asked if fear of family or 

friends finding out and if fear of negative consequences from an employer has served as a barrier 

to their willingness to seek treatment.   

In addition to asking about attitudinal barriers, participants were asked about structural 

barriers to seeking mental health treatment. These structural barriers are based from questions 

asked in the NCS-R study (Kessler, et al., 2004) and include whether any of the following have 

been barriers towards participant’s willingness to seek mental health treatment, cost of treatment, 

inadequate health insurance, difficulty with transportation, and or lack of providers. Participants 

were also given the option to indicate they have never felt the need for mental health treatment or 

that they have been able to seek mental health treatment without interference (see Table 1 for a 

complete list of mental health history and barriers to treatment questions).  

2.3 Intervention  

 As discussed earlier, the intervention was designed based on the discussion of Hayward 

and Bright (1997) and work of Macinnes and Lewis (2008) and used a cognitive-behavioral 
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approach to target self-esteem, beliefs about psychological help and treatment-seeking (see Table 

2 for a program overview). The intervention has three main components and include, 

psychoeducation about mental health and mental health stigma, CBT, and USA (the intervention 

provided to participants is displayed in Appendix D). 

 The intervention starts with asking the participant to reflect on how they use labels and 

judgements towards others and how these labels can be stigmatizing. This leads into a discussion 

on how stigma can influence behavior and how that relates to mental health stigma influencing 

treatment-seeking attitudes. In addition to attempting to normalize mental health concerns, 

education is provided about how cognitive-behavioral therapy, in part, works by addressing 

negative and inaccurate thoughts (Cully & Teten, 2008; Munoz & Miranda, 1996). Techniques 

were taken from the Individual Therapy Manual for Cognitive-Behavioral Treatment of 

Depression (Munoz & Miranda, 1996). This is a 12-session manual, and elements from the 1st 

four sessions were used which focus on how thoughts affect emotions and behavior, and offers 

methods to challenge negative and inaccurate thinking. The protocol also includes normalizing 

the experience of negative thoughts and psychoeducation about different types of negative 

thinking (e.g., “black-and-white thinking”, “catastrophizing”). Three main techniques targeting 

distorted or negative thinking taken from the manual include, increasing flexible thinking and 

decreasing judgment, looking at the “evidence-for and evidence-against” negative thoughts, and 

increasing positive thinking. These techniques originally aimed at challenging negative and 

inaccurate thoughts in an effort to reduce depression symptoms were adapted to the current study 

to challenge negative and inaccurate thinking that is associated with mental health stigma, and 

more specifically, treatment-seeking stigma.   
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Increasing flexible thinking and decreasing judgment, in short, starts by being able to 

identify when one is engaged in a negative thinking style. Once this is accomplished, stating only 

the facts helps to remove judgment from the thought. To explain this technique, we can assess 

this thought, “if my friends see me going to therapy, they will think I am a crazy person.” The 

negative thinking style could be considered mind-reading (i.e., assuming you know what others 

are thinking), and if only the facts are stated, then it changes to, “I am going to therapy.” Once 

the facts are determined, a more flexible thought can replace the judgmental thought. This may 

change the original thought to “I am going to therapy, and I don’t know what my friends would 

think.”  

Another method to challenge negative or distorted thinking offered by the Munoz and 

Miranda (1996) manual is looking at the evidence-for and evidence-against a thought. The idea 

here is to identify a negative or distorted thought and assess whether the thought is accurate by 

looking at the evidence that supports or refutes the thought. For example, if an individual has the 

thought, “I am weak for going to therapy,” they can weigh that against the evidence. Evidence 

that might be provided by the individual for the thought they are weak could be, “asking for help 

is a sign of weakness.” Evidence against the thought could be, “I work a full-time job,” “I go to 

school,” “I am a good friend,” and “I take care of my mental health.”  

Positive thinking is another method to combat distorted or negative thinking. This can 

entail making a list of what is going well in one’s life. It also means to identify positive things 

about the self and remembering to give oneself credit, even for small accomplishments. As 

discussed earlier, people may filter out positive information about the self and focus on negative 

information as it pertains to the self (Beck, et al., 1990). Relating this to treatment-seeking 

stigma and attitudes, if an individual believes seeking treatment means they are flawed, 
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incorporating positives into their verbal repertoire may create a more holistic perspective of the 

self and consequently reduce the impact of treatment-seeking stigma. 

The next section of the intervention is taken from The Practice of Rational Emotive 

Behavior Therapy (Ellis & Dryden, 1999) and focuses on improving self-esteem using elements 

of USA (Dryden, 1999). As discussed earlier, seeking professional psychological help can be 

viewed as a threat to one’s self-esteem (Vogel et al., 2006). The hope with using USA was to 

diminish threats to self-esteem as related to seeking psychological help by way of altering one’s 

basis of self-esteem from one of unrealistic expectations to one of self-acceptance. The current 

intervention discusses the unrealistic demands people tend to place on themselves and 

consequently denigrate themselves for not meeting those demands. From here, there is an 

overview of the principles of USA that underlie the work of self-acceptance. Several skills to 

dispute irrational beliefs about the self in an effort to increase self-acceptance are offered by 

Dryden (1999) and two were chosen for the current study with the aims of keeping the 

intervention brief and providing skills that were deemed the most likely to be comprehended 

without assistance (e.g., from a therapist). The skills provided in the current intervention include 

the ABC framework and the portfolio method.   

Using the ABC framework to dispute irrational beliefs about the self entails identifying 

an area in which the individual feels inadequate, less than perfect, weak, etc. For example, “I feel 

like a weak person because I asked for help.” The A in ABC is identifying the actual or inferred 

event, and thus removing judgment. From the previous example this would be, I asked for help. 

The B is identifying the expectation of the self or self-downing belief. From the example, this 

could be, “strong people do not ask for help.” And, C is the negative emotion or self-defeating 

example that happens as a result of A and B. For example, “I asked for help, and thus I am 
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weak.”  Once the ABC is identified, the individual can begin to dispute the irrational belief by 

asking three questions, “are the beliefs consistent with reality” (e.g., do “strong” people ask for 

help? Of course, they do, asking for help is often seen as a strength.), “are they logical” (e.g., 

does asking for help really equate with weakness? No, in fact it can be a sign of strength.), and 

“do they yield healthy results” (e.g., does this thought help me move towards living a life I want 

to live? No, it is not a helpful thought.)?  

The other USA technique used in the current study, the portfolio method, entails 

developing a list of arguments that favor rational beliefs over irrational beliefs. The idea is to 

have at your ready a list of rational thoughts to combat frequent irrational thoughts. Some 

irrational thoughts or demands could be, “I should always be happy” or “I should never act 

foolishly in front of others.” Rational counter statements, respectively, could be, “I like the 

feeling of being happy, but it is okay to not always feel happy” and “everyone acts foolishly 

sometimes.”   

2.4 Procedure  

Participants were invited via email to participate in a two-part study (pre and post-test) 

designed to gain a better understanding about attitudes towards mental health treatment (see 

Figure 2 for email invitation). The current study used a pre-post design administering all 

questions and instruments both pre and post-intervention, with the exception of the demographic 

and background questions, which were only asked post-intervention. Participants completed 

survey questions prior to the completion of a web-based intervention. One-week following the 

completion of the intervention, participants completed the post-survey questions. Participants’ 

pre and post-scores were matched based on the email they provided. At the end of the survey, 

participants are provided information about university counseling services should they feel the 
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need for help with anxiety, depression, suicidal thoughts, or another crisis. Participants are also 

redirected to the counseling website at the end of the survey.  

2.5 Analyses 

All pre and post-intervention data, including measures of attitudes, treatment-seeking 

stigma, self-esteem, and demographic and background questions were cleaned and screened prior 

to conducting analyses. This included checking for out of range cases, missing data, and 

plausible means and standard deviations. Univariate outliers were assessed by converting total 

scores to z-scores for each participant on each measure of attitudes, treatment-seeking stigma, 

and self-esteem (Tabachnick & Fidell, 2013).  

 There were several participants that completed the pre-intervention, but did not complete 

the post intervention. In order to assess if there were differences between those that completed 

both the pre and post-intervention to those that only completed the pre-intervention, several 

independent samples t-tests were conducted. These t-tests assessed for differences on age, sex, 

and measures for attitudes, treatment-seeking stigma, and self-esteem. 

 There were two primary purposes of the study, the first was to assess whether there were 

significant differences on measures of attitudes, treatment-seeking stigma, and self-esteem from 

pre to post-intervention (i.e., hypothesis 1). Therefore, three paired samples t-tests were 

conducted comparing data from the pre-intervention to data on the post-intervention.  

The second purpose of the study was to assess whether changes in attitudes could be 

predicted by changes in treatment-seeking stigma and self-esteem (i.e., hypothesis 2). Changes 

were calculated by taking the difference in scores at pre-intervention from post-intervention. 

Before conducting a regression to assess the second hypothesis, several categorical control 

variables were assessed to determine if they should be included in the analysis. These 
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dichotomous variables included mental health history and barriers to treatment. The categorical 

control variables were assessed using independent samples t-tests with attitudes as the dependent 

variable. Next, a hierarchical multiple regression was conducted entering any statistically 

significant categorical control variables as predictor variables at step 1 with attitudes as the 

criterion variable. Step 2 added treatment-seeking stigma and self-esteem as predictor variables.    

 A follow-up analysis was conducted to assess whether changes in self-esteem could 

predict changes in treatment-seeking stigma. Before conducting a regression to assess the second 

hypothesis, several categorical control variables were assessed to determine if they should be 

included in the analysis. These dichotomous variables included mental health history. The 

categorical control variables were assessed using independent samples t-tests with treatment-

seeking stigma as the dependent variable. Next, a hierarchical multiple regression was conducted 

entering any statistically significant categorical control variables as predictor variables at step 1 

with treatment-seeking stigma as the criterion variable. Step 2 added self-esteem as a predictor 

variable.   
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CHAPTER 3 

3. RESULTS 

 

Analyzing both pre and post-intervention data including demographic and background 

questions and measures of attitudes, treatment-seeking stigma, and self-esteem revealed no out of 

range cases or implausible means or standard deviations. Additionally, each participant’s total 

score for each measure of attitudes, treatment-seeking stigma, and self-esteem was converted to 

z-scores and no univariate outliers were detected using Tabachnick and Fidell’s (2013) threshold 

of plus or minus 3.29. One-hundred eighty-seven participants started the pre-test with 149 

completing it. Eighty participants started the post-test with 74 completing it. Participants that 

failed to start one or more surveys from the pre or post-test were excluded from further analyses. 

There were no significant differences between those that completed only the pre-test compared 

to those that completed the pre and post-test on sex or age and on the pre-test scores for attitudes, 

treatment-seeking stigma, and self-esteem (see Table 3). Furthermore, there were no significant 

differences comparing males and females on treatment-seeking stigma, self-esteem, or treatment-

seeking attitudes looking at pre-test, post-test, or change scores (see Table 4). Means, standard 

deviations, and correlations of all three surveys, both pre and post-test are displayed in Table 5.  

The median time for participants to complete the intervention during the pre-test was 

28.67 min (SD = 86.84 min; n = 68). In deriving this time, those that did not complete the 

intervention in the same day were excluded from the duration count (but not other analyses). The 

duration number also only includes those that completed both the pre and post-test. The median 

is considered the best measure of central tendency for this descriptive as some that completed the 

intervention in one calendar day likely started at one point and returned at a later point. This 
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assumption is drawn from the fact that based on pilot data the intervention took approximately 

30 minutes to complete, yet the recorded completion time for some participants took over 5 

hours. This would also explain the large standard deviation.  

3.1 Hypothesis (1) 

Hypothesis (1) was that there would be statistically significant differences comparing 

pre-test with post-test scores with attitudes, treatment-seeking stigma, and self-esteem. It was 

hypothesized that attitudes towards seeking professional psychological help as measured by the 

ATSPPH-SF, and self-esteem as measured by the RSES would improve, and there would be 

reductions in treatment-seeking stigma as measured by the SSOSH. Each of these t-tests were 

analyzed using a one-tailed, paired samples t-test. A one-tailed test was used as directionality 

was hypothesized. Assessing with a paired samples t-test, there was near statistical significance 

in differences between attitude pre-test scores (M = 18.97, SD = 6.34) and attitude post-test 

scores (M = 19.50, SD = 6.33; t(73) = -1.46 , p = .08). Attitude scores improved from pre to post-

test, and with an eta square of .03, the differences in the means (mean difference = -.53) resulted 

in a small to medium effect size (Cohen, 1988). Assessing changes in treatment-seeking stigma 

scores, there was not a significant difference using a paired samples t-test comparing treatment-

seeking stigma pre-test (M = 23.64, SD = 6.04) and post-test scores (M = 23.23, SD = 7.43; t(73) 

= .71 , p = .24). With an eta square of .01, the differences in the means (mean difference = .41) 

resulted in a small effect size (Cohen, 1988). Finally, assessing changes in self-esteem scores 

neared statistical significance using a paired samples t-test comparing self-esteem pre-test (M = 

25.65, SD = 6.23) and post-test scores (M = 26.26, SD = 6.59; t(73) = -1.63 , p = .054). Self-

esteem scores improved from pre to post-test, and with an eta square of .04, the differences in the 

means (mean difference = -.61) resulted in a small to medium effect size (Cohen, 1988).     
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3.2 Hypothesis (2)  

Hypothesis (2) was that improvements in attitudes towards seeking professional 

psychological help would be predicted by reductions in treatment-seeking stigma and 

improvements in self-esteem from pre to post-test (See Table 6 for descriptive statistics of 

change scores). And, based on previous research and based on discussion with the dissertation 

committee, we wanted to assess the degree to which these improvements were above and beyond 

any statistically significant categorical control variables (see Table 7 for a complete list and 

descriptive statistics). A series of t-tests were performed to assess whether there were significant 

differences in change scores with attitudes based on the categorical control variable questions, 

resulting in one statistically significant difference.  

The categorical control variable was assessed with an independent samples t-test 

comparing change scores with attitudes for those who indicated that a fear of family or friends 

finding out has been an impediment to seeking mental health treatment compared to those who 

indicated this has not been an impediment. There were significant differences in scores for those 

who said yes to this item (n = 17, M = 1.06, SD = 3.01) and no (n = 57, M= -1.00, SD = 3.00; 

t(72) = -2.48, p = .015, two-tailed). These scores are such that those who had a fear of family or 

friends finding out had a worsening of attitudes from pre to post-test, and those who did not have 

this fear had an improvement in attitudes. 

Next, a hierarchical multiple regression was performed to assess the degree to which 

changes in attitudes towards seeking professional psychological help from pre to post-test would 

be predicted by changes in treatment-seeking stigma and self-esteem from pre to post-test while 

controlling for the influence of fear of family or friends finding out serving as a barrier to 

willingness to seek mental health treatment. Fear of family and friends finding out was entered at 
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step 1, explaining 8% of the variance in attitude change scores. At step two, treatment-seeking 

stigma and self-esteem change scores were entered, and the total variance explained by the 

model as a whole was 22.1%, F(3, 70) = 6.61, p = .001 (see Table 8 for ANOVA results of the 

hierarchical regression). Treatment-seeking stigma and self-esteem change scores explained an 

additional 14.2% of the variance in attitude change scores after controlling for the categorical 

variable, R squared change = .142, F change (2, 70) = 6.38, p = .003 (see Table 9 for a model 

summary), with an f 2 of .17 resulting in a medium effect size (Cohen, 1998). In the final model 

only fear of family or friends finding out (β = .24) and treatment-seeking stigma (β = -.39) were 

statistically significant contributors (see Table 10 for summary of variables predicting attitudes). 

The direction of these relationships is such that among those that did not fear friends or family 

finding out, as treatment-seeking stigma reduced, attitudes improved.  

3.3 Additional Analyses 

Considering the significant hierarchical regression just discussed, an analysis was 

conducted to assess the degree to which changes from pre to post-test scores in self-esteem could 

predict changes in treatment-seeking stigma above and beyond any statistically significant 

mental health history questions. A series of t-tests were performed to assess whether there were 

significant differences in change scores with treatment-seeking stigma based on mental health 

history resulting in one statistically significant categorical control variable. An independent 

samples t-test was performed comparing change scores with treatment-seeking stigma for those 

who indicated they have been diagnosed with a mental health disorder compared to those who 

had not been diagnosed. There were significant differences in scores for those who have been 

diagnosed (n = 35, M = 1.63, SD = 3.84) and those who have not (n = 39, M= -.69, SD = 5.57; 

t(72) = 2.06, p = .043, two-tailed). These scores are such that those who reported having had a 
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mental health disorder diagnosis had a reduction in treatment-seeking stigma from pre to post-

test and those who did not indicate having been diagnosed had an increase in treatment-seeking 

stigma.  

The next step was to conduct a hierarchical multiple regression to assess the degree to 

which changes in treatment-seeking stigma from pre to post-test would be predicted by changes 

in self-esteem from pre to post-test after controlling for the influence of having been diagnosed 

with a mental health disorder. Being diagnosed was entered at step 1, explaining 5.6% of the 

variance with treatment-seeking stigma change scores. At step two, self-esteem change scores 

were entered, and the total variance explained by the model as a whole was 15.5%, F(2, 71) = 

6.50, p = .003 (see Table 11 for ANOVA results of the hierarchical regression). Self-esteem 

change scores explained an additional 9.9% of the variance with treatment-seeking stigma 

change scores after controlling for the categorical variable, R squared change = .099, F change 

(1, 71) = 8.32, p = .005. (see Table 12 for a model summary),with an f 2 of .11 resulting in a 

small to medium effect size (Cohen, 1988). In the final model, having been diagnosed (β = -.26) 

and self-esteem (β = -.29) were statistically significant contributors (see Table 13 for summary of 

variables predicting treatment-seeking stigma). The direction of the relationship for those having 

been diagnosed is that as self-esteem improves, treatment-seeking stigma decreases. 
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CHAPTER 4 

4. DISCUSSION 

 

Treatment-seeking stigma has been identified as a primary barrier to seeking mental 

health treatment (Clement et al., 2015; Mojtabai et al., 2011). Treatment-seeking stigma is the 

stigma associated with seeking mental health treatment (Vogel et al., 2006). Corrigan (2004) 

describes how individuals who could benefit from mental health treatment do not seek treatment 

in an effort to avoid being labeled by others or the self as mentally ill. Some labels that can be 

attached to those diagnosed with or believed to have a mental illness include incompetent, 

untrustworthy (Link et al., 2001), dangerous (Pescosolido et al., 2010), and weak character (Jorm 

& Griffiths, 2008). The current intervention intended to weaken the influence of the negative 

labels associated with mental illness and seeking treatment. This was attempted by challenging 

stigmatizing beliefs, normalizing mental illness, and viewing the whole of the person, not just 

specific aspects. The current intervention aimed to affect stigmatizing beliefs through the use of 

cognitive therapy techniques to attempt to challenge negative associations between mental illness 

and seeking treatment. Additionally, the current intervention used USA in an attempt to affect 

self-esteem. Seeking professional psychological help can be a threat to an individual’s self-

esteem, and in order to protect their self-esteem, they may avoid seeking treatment (Vogel et al., 

2006). USA attempts to affect self-esteem by increasing self-acceptance, or more specifically, 

unconditional self-acceptance (Ellis & Dryden, 1999). There have been a number of 

interventions aimed at reducing treatment-seeking stigma or self-stigma, but each has limitations 

towards reaching a broader population in a brief timeframe. The current study aimed to build off 

a previous stigma reduction intervention conducted by Macinnes and Lewis (2008) by adapting it 
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into an abbreviated web-based intervention. A web-based application was chosen as it was 

considered to be more accessible than in-person or face-to-face approaches. The intervention was 

also made brief and used a single session as this approach can reduce cost and time thereby 

increasing accessibility (Darnall et al., 2014). This study attempts to answer whether a brief web-

based intervention can improve attitudes and self-esteem and reduce treatment-seeking stigma.   

4.1 Hypothesis (1) 

Hypothesis (1) that there would be statistically significant improvements from pre to 

post-test in attitudes towards seeking professional psychological help, treatment-seeking stigma 

and self-esteem was not supported. Improvements in attitudes and self-esteem, however, did near 

statistical significance, and both resulted in small to medium effect sizes. Given the effect sizes 

of these results and the final n, the study was ultimately under powered. Based on G*Power3 

(Faul et al., 2007), the attitudes pre-post t-test achieved a statistical power of .43 and the self-

esteem pre-post t-test resulted in a statistical power of .42. According to Cohen (1988), when 

there is no specific basis for setting power, conventions are that a power of .80 should be used. 

To achieve this level of power, given the resulting effect sizes, an n of 214 for the attitudes t-test 

and 172 for the self-esteem t-test would be needed. With a larger n it is possible the study would 

have resulted in statistical significance. Although there is no guarantee of statistical significance 

with an increased n, with the small to medium effect sizes obtained, given the brief duration of 

the intervention, and the potential for the intervention to reach a large audience, the intervention 

holds early promise.   

4.2 Hypothesis (2) 

Hypothesis (2) that changes in attitudes towards seeking professional psychological help 

would be predicted by changes in treatment-seeking stigma and self-esteem was supported after 
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controlling for fear of family or friends finding out as being a barrier to treatment, and resulted in 

a medium effect size. The aim of the study was to affect self-esteem and treatment-seeking 

stigma via the intervention in order to improve attitudes towards seeking professional 

psychological help. Although we cannot apply a causative relationship based on the regression 

results, there is a relationship in these changes from pre to post-test with treatment-seeking 

stigma and attitudes.  

In reference to treatment-seeking stigma predicting attitudes, when seeking mental health 

treatment is equated with personal weakness (Judd et al., 2008), and or the belief others will 

think less of them, an individual may avoid seeking treatment to avoid such categorizations 

(Corrigan, 2004). Such avoidance of treatment would characterize treatment-seeking stigma. 

Furthermore, based on the idea that attitudes are formed based on the expectations of a particular 

action (Ajzen & Fishbein, 1980), if the expectations are, for example, if I go to treatment it is a 

personal failing or others will discriminate against me, then attitudes towards seeking mental 

health treatment are likely to be more negative. If the stigma associated with seeking mental 

health treatment is reduced, it would be expected that attitudes would improve, and that is what 

the current study found. In answering hypothesis (2), although self-esteem was not a statistically 

significant predictor of attitudes, it is possible that the relationship is such that self-esteem 

predicts treatment-seeking stigma, and treatment-seeking stigma predicts attitudes, which was 

partially supported by the study and is discussed next.   

4.3 Additional Analysis  

Changes in self-esteem scores from pre to post-test were able to predict changes in 

treatment-seeking stigma change scores after controlling for having been diagnosed with a 

mental health disorder, and the changes resulted in a small to medium effect size. The 
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relationship is such that as self-esteem improves, treatment-seeking stigma decreases, and this 

matches the conceptualization in the literature. Link et al. (1989) suggests labeling the self as a 

person in need of care, especially by way of seeking treatment can result in reduced self-esteem. 

Vogel et al. (2006) discusses how seeking professional psychological help can be a threat to 

one’s self-esteem, and in order to protect their self-esteem, they may avoid seeking treatment. 

The current intervention employed the use of USA to affect self-esteem. USA attempts to 

increase self-acceptance, or more specifically, unconditional self-acceptance (Ellis & Dryden, 

1999). There is evidence that those higher in unconditional self-acceptance are less susceptible to 

threats to self-esteem (Chamberlin & Haaga, 2001b). And as applied to the current study, the 

idea was to reduce or buffer the threat of reductions in self-esteem for seeking treatment by 

transforming participants’ basis of self-esteem from one that is based on unrealistic expectations 

to one of self-acceptance. And thus, if seeking psychological services were no longer a threat to 

one’s self-image or self-esteem, or less of a threat, then the stigma associated with seeking 

treatment would diminish for that person. And this is what was found in the current study; 

improvements in self-esteem predicted reductions in treatment-seeking stigma. 

4.4 Iatrogenic Effects 

It is important to note that those who indicated they have not been previously diagnosed 

with a mental health disorder had a worsening of treatment-seeking stigma scores, whereas those 

with a previous diagnosis had an improvement in treatment-seeking stigma scores. It is possible 

that those with a previous diagnosis have directly dealt with stigma, whether it be through 

discrimination from others or internalized. Link et al. (2001) describes stigma as occurring when 

negative labels about mental illness are attached to an individual. And, this can occur through 

self-labeling (Corrigan & Rao, 2012). Thus, it is possible the individuals from the current study 
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who indicated having a previous mental health diagnosis have already labeled themselves or felt 

labeled by others as a person with mental illness. Based on the conceptualization of mental 

health stigma of Hayward and Bright (1997), the current intervention intended to weaken the 

influence of negative labels associated with mental illness. This was attempted by challenging 

stigmatizing beliefs, normalizing mental illness, and viewing the whole of the person, not just 

specific aspects. Thus, the current intervention may have impacted personally experienced 

beliefs about mental illness, and as a result they were able to apply the intervention to personal 

experiences. Consequently, this may be the reason it resulted in improvements in treatment-

seeking stigma for these individuals. Conversely, those without a previous diagnosis may have 

not personally dealt with mental health stigma, and their understanding of stigma may be based 

on the culture around them. Consequently, it is possible that merely exposing them to discussions 

about stigma caused their previously held beliefs to be more salient in the moment as opposed to 

challenging them. Although this explanation is purely speculative, the results suggest it should 

be further investigated.   

It is also important to note that in the current study, reductions in treatment-seeking 

stigma predicted improvements in attitudes after controlling for a categorical control variable. 

This variable was whether fear of family or friends finding out has ever served as a barrier to 

seeking mental health treatment. And, on average, individuals who indicated they had a fear of 

family or friends finding out, had a worsening of attitudes. This was an unexpected result and not 

one that can be readily explained with the data from this study, but it is possible self-

concealment holds answers. Self-concealment is the desire to conceal perceived negative or 

distressing personal information (Larson & Chastain, 1990). Self-concealment has been found to 

serve as a barrier to seeking mental health treatment (Cepeda-Benito & Short, 1998) and is 
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related to negative attitudes towards seeking mental health treatment (Masuda & Boone, 2011). 

Seeking treatment can be viewed as a personal sign of weakness (Judd et al., 2008). In 

speculating, the individuals from the current study that have felt the need to conceal perceived 

negative or distressing personal information from family or friends may be more likely to 

associate seeking treatment as a sign of weakness and thus want to conceal. Seeking mental 

health treatment can also carry other characterizations such as being considered incompetent, 

untrustworthy (Link et al., 2001), and dangerous (Pescosolido et al., 2010). The participants from 

the current study that indicated fear of family or friends finding out has served as a barrier may 

fear being labeled by family or friends and consequently devaluated. And, there is evidence that 

the more an individual believes family and friends would think less of them for seeking 

treatment, the more likely they would be to think less of themselves and the less likely they 

would be to use treatment (Fox et al., 2018). Although the mechanism by which this may have 

occurred is unclear, it is possible the intervention increased, or heightened awareness of the 

desire to conceal in an effort to avoid labeling the self or being labeled by others. And, if 

expectations for an outcome influence attitudes towards that outcome (Ajzen & Fishbein, 1980), 

and the expected outcome is self or other devaluation, it would be expected for attitudes to 

become more negative. 

4.5 Clinical Applications  

Although more research is needed, this intervention holds early promise. Considering the 

brief nature of this intervention and its accessibility, it could be applied in a number of scenarios 

and settings. For instance, using this on a therapy or counseling website may prove fruitful. If an 

individual has begun to consider therapy and is viewing the website, but stigma is serving as a 
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barrier, having the opportunity to complete this brief intervention at that moment may be enough 

to tip the person from undecided to scheduling an appointment.  

This intervention may also be useful in more targeted approaches, such as targeting those 

considered high risk. For instance, individuals being released from prison are at an increased risk 

of suicide as compared to the general population (Pratt et al., 2006). Thus, either offering or 

requiring a brief intervention such as the one from this study may help those originally unwilling 

to seek therapy to reach out for help.  

Another example of a targeted approach could be to focus on specific groups with higher 

levels of stigma or those with higher levels of unmet mental health needs where stigma has been 

identified as a major barrier. For instance, Eisenberg et al. (2011) reported that only about a third 

of college students with mental health needs have ever participated in mental health treatment. 

And, according to Vidourek et al. (2014), two of the top three reasons students do not seek help 

is related to mental health stigma (i.e., embarrassment, fear of being labeled crazy). In a 

university setting, this brief intervention could be sent to every student, such as through using 

mass emails. Alternatively, universities could even require the completion of such an 

intervention for all students. Again, although this study needs further investigated, its brief 

duration and accessibility provide for a number of potential applications. 

4.6 Limitations 

There are several limitations to this study. General limitations (and threats to internal 

validity) of a pre/post-test design without a control group that apply to the current study include, 

history, maturation, and testing (Campbell & Stanley, 1963). All of these limitations make it 

difficult to attribute the changes in scores from pre to post-test to the intervention. Demand 

characteristics (Orne, 1962) could also explain the results of the study, and without a control 
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group, it is not possible to rule out these effects. These limitations, however, were considered 

prior to launching the study and weighed against the number of participants expected to be 

obtained. And, this study can be considered a first step in trying to understand whether such an 

intervention is worthy of future research.  

Self-selection bias is also a limitation of the study. Although a random selection of 

students were invited to participate in the study, self-selection took place. Three-thousand 

students were invited to participate in the study, 149 completed the pre-test, and the final number 

that completed both the pre and post-test was 74. Based on this information, the results of the 

study could be more characteristic of those that chose to participate as opposed to the 

intervention. Worth consideration, however, is that those who chose to participate may be the 

very individuals for which the intervention would do the most good. It is possible that those who 

chose to participate were the ones with a need for mental health treatment. And there is some 

evidence from the current study to support this idea as only 31% of participants reported they 

have never felt a need for mental health treatment. Of course, the opposite could be true as well. 

It is possible individuals with high levels of stigma would never even consider participating in 

such an intervention or experiment as the very mention of the word mental health would be a 

deterrent.  

Another potential limitation is that background questions about mental health history and 

self-reported barriers to seeking treatment were only asked post-test. This is a potential limitation 

as 149 participants completed the pre-test and 74 participants completed the post-test. Although 

there were no significant differences between those that completed only the pre-test compared to 

those that completed the pre and post-test on sex, age, and pre-test scores for attitudes, treatment-

seeking stigma, and self-esteem, it is possible there were differences based on mental health 



 

 45 

history and self-reported barriers to seeking treatment. Although not administering these tests 

during the pre-test was done in an effort to limit the amount of time participants spent during the 

pre-test, in hindsight, any significant differences on these variables could have been useful. It 

could have been useful in providing direction for future research with such an intervention in 

attempting to lower attrition. Worth consideration, however, is that asking the mental health 

history and self-reported barriers to seeking treatment questions during the pre-test could have 

increased attrition. It could have increased attrition either due to lengthening the pre-test or by 

asking individuals to divulge more sensitive information at the beginning of the intervention.  

Another limitation is the use of a convenience sample. The use of a convenience sample 

can impact the generalizability of the results as it makes it difficult to determine whether the 

results of the current study can extend to other populations and other settings (Cook & Campbell, 

1979) outside of university students at a university. The study used university students, yet the 

study was not targeted specifically for university students, but rather for domestic university 

students at least 18-years of age.  

Another limitation of the study is not accounting for the effects of ethnicity. This could 

be an important variable to consider as different concepts may contribute to treatment-seeking 

stigma and attitudes towards seeking help based on culture or ethnicity. For instance, Masuda 

and Boone (2011) found that Asian Americans have less favorable treatment-seeking attitudes as 

compared to their European American counterparts, and the less favorable attitudes may be 

explainable by an increased desire to self-conceal. And because this variable was not accounted 

for, we cannot determine if the intervention had variable effects based on ethnicity.  

Although the comparison of scores from pre to post-test neared significance, there was no 

correction made for conducting multiple t-tests. Three t-tests were conducted, and applying, for 
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example, Bonferroni correction starting with a p value of .05 changes the threshold of statistical 

significance to .02. However, considering the t-tests conducted were planned a-priori, and the 

study is more aligned with early research on such an intervention, comparisons can be refined 

with future research.  

4.7 Future Directions 

 It is the author’s impression that this intervention is worth further investigation 

considering the near statistical significance with an under powered study, and considering the 

resulting effect sizes. Future research should use a control group to account for several of the 

limitations associated with a pre post-test without a control group. This could add further 

evidence that the intervention, and not, for example, history or maturation is the cause of the 

changes.   

The current intervention revealed participants’ improvements in self-esteem from pre to 

post-test neared statistical significance. And, improvements in self-esteem predicted 

improvements in treatment-seeking stigma. Self-esteem was targeted in the current study through 

the use of USA. However, this study cannot determine whether USA specifically impacted self-

esteem. It is possible other components of the intervention had an impact on self-esteem. It is 

also possible that the improvements were due to limitations associated with internal validity, for 

example, maturation. Future studies should attempt to assess the degree to which USA affects 

self-esteem, and specifically as self-esteem is related to treatment-seeking stigma. For example, 

it would be useful to know if an intervention only using USA would improve self-esteem and 

consequently predict reductions in treatment-seeking stigma.  

Additionally, it is unknown whether the changes in self-esteem in the current study could 

be maintained over time. The current study argues that affecting self-esteem is an important 
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aspect of affecting treatment-seeking stigma, and thus it would be important to know if these 

effects are enduring. Future work could test this by, for example, conducting 3-month and 6-

month post-test follow up assessments.   

Future research should also assess whether the intervention is affecting specific aspects of 

treatment-seeking stigma. Treatment-seeking stigma has been considered to involve multiple 

aspects. In an attempt to avoid being labeled as mentally ill by others, some may avoid seeking 

treatment; alternatively, in an attempt to avoid labeling the self as mentally ill, individuals may 

not seek treatment (Corrigan, 2004). Essentially, in seeking mental health treatment there might 

be a concern about how one would feel about themselves and or there may be a concern about 

what others would think of them. Fox et al. (2018) provides evidence that both of these can 

impact mental healthcare utilization. The wording on the items in the SSOSH (Vogel, et al., 

2006), the instrument used to measure treatment-seeking stigma, suggests it targets how one 

would feel about themselves for seeking treatment (e.g., “It would make me feel inferior to ask a 

therapist for help”). It would be useful to know if the intervention affects fears about what others 

would think of them.   

 Future research should also attempt to assess the specific impact of other components of 

the intervention on treatment-seeking stigma, treatment-seeking attitudes, and self-esteem. For 

instance, USA was used to target self-esteem, but it is possible the CBT techniques used also 

affected self-esteem. It is additionally possible the CBT components were inert and consequently 

unneeded to ultimately affect treatment-seeking attitudes. If any components of the study were 

deemed unnecessary, the intervention could be made even more brief. Conversely, certain 

components of the intervention could be bolstered in an effort to have a larger effect on self-

esteem, treatment-seeking stigma, or treatment-seeking attitudes.  
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 Future research should additionally address the degree to which changes in the 

instruments are meaningful. Although results can be statistically significant, and there can be 

small, medium, or large effect sizes, it would be important to know how much change as 

measured by the instruments equates with meaningful change for the individual, such as 

changing from being unwilling to seek treatment to seeking professional mental health treatment.     

 In summation, the current intervention has the potential to be an easily disseminated 

treatment to affect treatment-seeking stigma, attitudes, and self-esteem. Considering the brief 

duration and the fact it can be completed by anyone with internet access, it is the author’s 

impression this study should be further investigated.  
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APPENDIX A 

Attitudes Towards Seeking Professional Psychological Help-Short Form  

Instructions: Read each statement carefully and indicate your agreement or disagreement, using 
the scale provided.* Please express your frank opinion in responding to each statement, 
answering as you honestly feel or believe. 

1. If I believed I was having a mental breakdown, my first inclination would be to get 
professional attention.  

2. The idea of talking about problems with a psychologist strikes me as a poor way to get rid of 
emotional conflicts.  

3. If I were experiencing a serious emotional crisis at this point in my life, I would be confident 
that I could find relief in psychotherapy.  

4. There is something admirable in the attitude of a person who is willing to cope with his or 
her conflicts and fears without resorting to professional help.  

5. I would want to get psychological help if I were worried or upset for a long period of time.  

6. I might want to have psychological counseling in the future.  

7. A person with an emotional problem is not likely to solve it alone; he or she is likely to solve 
it with professional help.  

8. Considering the time and expense involved in psychotherapy, it would have doubtful value 
for a person like me.  

9. A person should work out his or her own problems; getting psychological counseling would 
be a last resort.  

10. Personal and emotional troubles, like many things, tend to work out by themselves.  

* Rating Scale: (3) Agree, (2) Partly agree, (1) Partly disagree, (0) Disagree.  
Note. Reverse score items 2, 4, 8, 9, and 10  
Note. Higher scores suggest more positive attitudes towards seeking professional psychological    
          help 
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APPENDIX B 

Self-Stigma of Seeking Help Scale  

Instructions: People at times find that they face problems that they consider seeking help for. 
This can bring up reactions about what seeking help would mean. Please use the 5-point scale 
to rate the degree to which each item describes how you might react in this situation.*   

1. I would feel inadequate if I went to a therapist for psychological help. 

2. My self-confidence would NOT be threatened if I sought professional help. 

3. Seeking psychological help would make me feel less intelligent. 

4. My self-esteem would increase if I talked to a therapist. 

5. My view of myself would not change just because I made the choice to see a therapist. 

6. It would make me feel inferior to ask a therapist for help. 

7. I would feel okay about myself if I made the choice to seek professional help. 

8. If I went to a therapist, I would be less satisfied with myself. 

9. My self-confidence would remain the same if I sought professional help for a problem I 
could not solve.  

10. I would feel worse about myself if I could not solve my own problems.  

* Rating Scale: (5) Strongly Agree, (4) Agree, (3) Agree & Disagree Equally, (2) Disagree, (1) 
Strongly Disagree 

Note. Items 2, 4, 5, 7, and 9 are reverse scored.  
Note. Higher scores indicate higher levels of self-stigma for seeking help 
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APPENDIX C 

Rosenberg Self-Esteem Scale 

Instruction: Below is a list of statements dealing with your general feelings about yourself. 
Please indicate how strongly you agree or disagree with each statement.*  

1. On the whole, I am satisfied with myself. 

2. At times I think I am no good at all. 

3. I feel that I have a number of good qualities. 

4. I am able to do things as well as most other people.  

5. I feel I do not have much to be proud of. 

6. I certainly feel useless at times. 

7. I feel that I'm a person of worth, at least on an equal plane with others. 

8. I wish I could have more respect for myself.  

9. All in all, I am inclined to feel that I am a failure.  

10. I take a positive attitude toward myself.  

*Rating Scale: (4) Strongly Agree, (3) Agree, (2) Disagree, (1) strongly Disagree 
Note. Items 2, 5, 6, 8, 9 are reverse scored.  
Note. Higher scores indicate higher self-esteem.  
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APPENDIX D 
 

Intervention Provided to Participants 

Q01 Q02 

Q03 Q04 
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APPENDIX D (continued)

Q05 Q06 

Q07 Q08 
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APPENDIX D (continued) 
  
 

Q09 Q10 

Q11 Q12 
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APPENDIX D (continued)

Q13 Q14 

Q15 Q16 
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APPENDIX D (continued)

Q17 Q18 

Q19 Q20 
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APPENDIX D (continued)

Q21 Q22 

Q23 Q24 

“Piped text inserted from Q20” 
“Piped text inserted from Q20” 

“Piped text inserted from Q21” “Piped text inserted from Q22” 
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APPENDIX D (continued) 

Q25 Q26 

Q27 Q28 

“Piped text inserted from Q26” 

“Piped text inserted from Q27” 
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APPENDIX D (continued) 
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APPENDIX D (continued)

Q33 Q34 

Q35 Q36 
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 APPENDIX D (continued)

Q37 Q38 

Q39 Q40 

“Piped text inserted from Q38” 

“Piped text inserted from Q38” 
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APPENDIX D (continued)

Q41 Q42 

Q43 Q44 

“Piped text inserted from Q38” 

“Piped text inserted from Q38” 

“Piped text inserted from Q38” 
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APPENDIX D (continued) 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Note. “Piped text” is information entered by the participant in a previous question/section and is 
automatically pulled to another question/section. 

Q45 Q46 

Q47 Q48 

Q45” 
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Table 1 

Mental Health History and Barriers to Treatment Questions  

 
Have any of the following interfered with your willingness to seek mental health treatment? 
I have never felt the need for mental health treatment 
I have been able to seek mental health treatment without interference 
Cost of treatment 
Inadequate health insurance  
Fear of family or friends finding out  
Fear of negative consequences from an employer 
Difficulty with transportation  
Lack of providers 
There have been barriers, but none of the listed 
  
Mental Health History Questions 
Have you ever been diagnosed with a mental disorder 
Has anyone in your family been diagnosed with a mental disorder 
Are you currently receiving mental health treatment 
Have you ever sought mental health treatment in the past 
Note. The response options for “Have any of the following interfered with your willingness 
to seek mental health treatment?” was to select all that apply. The response option for 
“Mental Health History Questions” was yes or no 

 
 
 
 
 
 
 
 
 
 
 
 
 
 



TREATMENT-SEEKING ATTITUDES   
 
 

 

75 

75 

Table 2 

Program Overview  
 

• Psychoeducation about stigma 

• Emphasizing role of psychosocial variables in mental health  

• Psychoeducation about CBT-Kite 

• Identifying negative thinking 

• Challenging negative thinking 

• Discuss positive thinking 

• Introduction to principles of unconditional self-acceptance  

• Disputing irrational beliefs  
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Table 3 

Independent Samples t-test Comparing Completers Versus Non-Completers 
 
  Mean SD t p 
Sex Pre 1.81 .39 .837 .40 

Completer 1.76 .43   
Age Pre 30.97 9.29 -.055 .96 

Completer 31.05 8.54   
Attitudes Pre 19.55 5.49 .591 .56 

Completer 18.97 6.34   
Treatment-
seeking 
stigma 

Pre 23.81 6.41 .175 .86 
Completer 23.64 6.04   

Self-esteem Pre 26.60 6.23 .928 .36 
Completer 25.65 6.29   

Note. Pre = those that only completed the pre-test, Completer = those that 
completed both the pre and post-test. Attitudes is measured by the Attitudes 
Towards Seeking Professional Psychological Help Scale-Short Form, Treatment-
Seeking Stigma is measured by the Self-Stigma of Seeking Help Scale, Self-
Esteem is measured by the Rosenburg Self-Esteem Scale.  
Note. n for those that only completed pre-test is 75 and 74 for those that 
completed pre and post-test. Degrees of freedom for the t-tests was 147.  
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Table 4 

Independent Samples t-test Comparing Males and Females on ATSPPH-SF, 
RSES, SSOSH for Pre-Test, Post-Test, and Change Scores 
 
  n Mean SD df t p 
Pre-Test        
ATSPPH-SF Males 18 18.94 5.10 72 -.022 .983 

Females 56 18.98 6.73 72   
          
RSES Males 18 23.72 6.11 72 -1.51 .136 

Females 56 26.27 6.27 72   
        
SSOSH Males 18 24.5 5.64 72 .70 .49 

Females 56 23.36 6.19 72   
        
Post-Test        
ATSPPH-SF Males 18 19.33 6.68 72 -.13 .899 

Females 56 19.55 6.28 72   
          
RSES Males 18 25.33 7.00 72 -.68 .50 

Females 56 26.55 6.50 72   
        
SSOSH Males 18 23.61 5.98 72 .25 .80 

Females 56 23.11 7.88 72   
        
Change 
Scores 

       

ATSPPH-SF Males 18 .39 3.05 72 -.22 .83 
Females 56 .57 3.15 72   

          
RSES Males 18 1.61 4.03 72 1.54 .13 

Females 56 .29 2.87 72   
        
SSOSH Males 18 -.89 4.39 72 -.48 .64 

Females 56 -.25 5.13 72   
Note. ATSPPH-SF = Attitudes Towards Seeking Psychological Professional Help-
Short Form, SSOSH = Self-Stigma of Seeking Help, RSES = Rosenberg Self-Esteem 
Scale  
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Table 5 

Zero-Order Correlations, Means, and Standard Deviations of all Study Variables  
  
 

1 2 3 4 5 6 

ATSPPH-SF 
(pre-test) 

- 
     

SSOSH (pre-
test) 

-.70* - 
    

RSES (pre-test) -.06 -.09 - 
   

ATSPPH-SF 
(post-test) 

.88* -.69* -.09 - 
  

SSOSH (post-
test) 

.61* -.75* .06 -.73* - 
 

RSES (post -
test) 

-.08 -.08 .88* -.12 -.03 - 

Mean 18.97 23.64 25.65 19.5 23.23 26.26 

SD 6.34 6.04 6.29 6.33 7.43 6.59 

Note. ATSPPH-SF = Attitudes Towards Seeking Psychological Professional Help-Short Form, 
SSOSH = Self-Stigma of Seeking Help, RSES = Rosenberg Self-Esteem Scale  

*Correlation is significant at the .01 level (2-tailed) 
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Table 6  

Descriptive Statistics of Change Scores 
 
 Mean SD 
ATSPPH-SF Change Score -.53 3.11 
SSOSH Change Score   .41 4.94 
RSES Change Score  -.61 3.21 
Note. ATSPPH-SF = Attitudes Towards Seeking Psychological Professional Help-Short Form, 
SSOSH = Self-Stigma of Seeking Help, RSES = Rosenberg Self-Esteem Scale  
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Table 7 

Descriptive Statistics for Potential Categorical Control Variables 

 n % 
Have any of the following interfered with your willingness to seek mental health 
treatment?   

I have never felt the need for mental health treatment 32 31.1 
I have been able to seek mental health treatment without interference 16 21.6 
Cost of treatment 44 59.5 
Inadequate health insurance  29 39.2 
Fear of family or friends finding out  17 23 
Fear of negative consequences from an employer 8 10.8 
Difficulty with transportation  8 10.8 
Lack of providers 15 20.3 
There have been barriers, but none of the listed 18 24.3 
  
Mental Health History    
Have you ever been diagnosed with a mental disorder 35 47.3 
Has anyone in your family been diagnosed with a mental disorder 43 58.1 
Are you currently receiving mental health treatment 25 33.8 
Have you ever sought mental health treatment in the past 44 59.5 
Note. Total n = 74   
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Table 8 

ANOVA Results of Hierarchical Multiple Regression Predicting Pre-Post Change Scores of 
ATSPPH-SF  
 

Model  Sum of 
Squares df Mean 

Square F p 

1 Regression  55.51 1 55.51 6.16 .015a 
 Residual  648.94 72 9.01   
 Total  704.45 73    
2 Regression  155.55 3 51.85 6.61 .001b 
 Residual  548.90 70 7.84   
 Total  704.45 73    

Note. ATSPPH-SF = Attitudes Towards Seeking Professional Psychological Help-Short Form.  
a. Predictors: Constant, fear of family or friends finding out as being a barrier to seeking mental 
health treatment.  
b. Predictors: Constant, fear of family or friends finding out as being a barrier to seeking mental 
health treatment, Self-Stigma of Seeking Help scale (change scores), Rosenberg Self-Esteem 
Scale (change scores).   
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Table 9 

Model Summary of Hierarchical Multiple Regression Predicting Pre-Post Change Scores of 
ATSPPH-SF 
 
Model R R2 Adjusted R2  D R2 D F df 1 df 2 sig D F 
1 .28a .08 .07 .08 6.16 1 72 .015 
2 .47b .22 .19 .14 6.38 2 70 .003 

Note. ATSPPH-SF = Attitudes Towards Seeking Professional Psychological Help-Short Form. 
a. Predictors: Constant, fear of family or friends finding out as being a barrier to seeking mental 
health treatment.  
b. Predictors: Constant, fear of family or friends finding out as being a barrier to seeking mental 
health treatment, Self-Stigma of Seeking Help scale (change scores), Rosenberg Self-Esteem 
Scale (change scores).   
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Table 10 

Summary of Hierarchical Multiple Regression Analysis for Variables Predicting Pre-Post 
Change Scores of ATSPPH-SF  
 
  β weights  b weights SE b t p 
Step1       
 Constant   -1.00 .40 -2.52 .014 
 Fear   .28  2.06 .83  2.48 .015 
Step 2       
 Constant   -.94 .38 -2.48 .016 
 Fear  .24  1.73 .78  2.21 .030 
 SSOSH -.39  -.25 .07 -3.49 .001 
 RSES -.19  -.19 .11 -1.74 .087 
Note. ATSPPH-SF = Attitudes Towards Seeking Psychological Professional Help-Short Form, 
SSOSH = Self-Stigma of Seeking Help scale (change scores), RSES = Rosenberg Self-Esteem 
Scale (change scores). Fear = Fear of family or friends finding out serving as a barrier to 
seeking mental health treatment  
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Table 11 

ANOVA Results of Hierarchical Multiple Regression Predicting Pre-Post Change Scores of 
SSOSH 
 
Model   Sum of 

Squares 
df Mean 

Square 
F p 

1 Regression      99.36  1  99.36 4.26 .043a 
 Residual  1680.48 72  23.34   
 Total  1779.84 73    
2 Regression  275.59  2 137.79 6.50 .003b 
 Residual  1504.25 71  21.19   
 Total  1779.84 73    

Note. SSOSH = Self-Stigma of Seeking Help scale.  
a. Predictors: Constant, having been diagnosed with a mental disorder.  
b. Predictors: Constant, having been diagnosed with a mental disorder, Rosenberg Self-Esteem 
Scale (change scores).  
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Table 12 

Model Summary of Hierarchical Multiple Regression Predicting Pre-Post Change Scores 
SSOSH 
 
Model R R2 Adjusted R2  D R2 D F df 1 df 2 sig D F 
1 .24a .06 .04 .06 4.26 1 72 .043 
2 .39b .16 .13 .10 8.32 1 71 .005 

Note. SSOSH = Self-Stigma of Seeking Help scale   
a. Predictors: Constant, having been diagnosed with a mental disorder.  
b. Predictors: Constant, having been diagnosed with a mental disorder, Rosenberg Self-Esteem 
Scale (change scores).  
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Table 13 

Summary of Hierarchical Multiple Regression Analysis for Variables Predicting Pre-Post 
Change Scores of SSOSH  
 
  β weights b weights SE b t p 
Step1       
 Constant    3.95 1.81  2.19 .032 
 Diagnosis  -.24 -2.32 1.13 -2.06 .043 
Step 2       
 Constant   4.03 1.72  2.34 .022 
 Diagnosis -.26 -2.57 1.08 -2.39 .020 
 RSES -.32   -.49  .17 -2.88 .005 
       
Note. SSOSH = Self-Stigma of Seeking Help, RSES = Rosenberg Self-Esteem Scale (change 
scores), Diagnosis = having been diagnosed with a mental disorder. 
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Figure 1 

Model of the Relationship Between Treatment-Seeking Stigma, Treatment-Seeking Attitudes, and 
Intentions to Seek Treatment 
 
 
 
 
 
 
Note. Adapted from “Perceived public stigma and the willingness to seek counseling: The 
Mediating roles of self-stigma and attitudes toward counseling”, by Vogel, D. L., Wade, N. G., 
& Hackler, A. H. (2007). Journal of Counseling Psychology, 54, 40-50.  
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Figure 2 

Email Invitation  
 

 
 

 
 
 
Subject line: Your opinion is needed! 
 
Dear NAME,                 
 
We need your help!  There is a lack of understanding concerning attitudes towards mental health 
treatment, and as a Wichita State University student, you have been selected to participate in our 
survey. Your perspective regarding mental health may prove indispensable in informing 
important interventions in the community.  
 
There are two parts to the survey. The first part will take 45 minutes to complete and consists of 
survey questions and exploring your perspectives about mental health. One week after 
completion, you will be asked to complete part 2, consisting of survey questions and will take 15 
minutes to complete.   
 
All information recorded will be kept confidential.   
 
 
 

Community Research, Assessment, and Methodology Group 
 
 
 
 
 
 
 

 


