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Introduction to the
Special Issue on Stigma
in Mental Health
Kate Wolitzky-Taylor and
Richard LeBeau, UCLA

RaeAnn Anderson, Kent State
University

our field’s awareness of stigma and its con-
sequences has grown considerably in recent
years, but our ability to effectively decrease
stigma remains limited. one only needs to turn
on the news after a tragic mass shooting to hear
ubiquitous sentiments that the perpetrators
were driven by mental illness, with broad calls
to ensure that those with mental illness never
have access to a gun. words like “dangerous,”
“crazy,” and “deranged” begin to be used inter-
changeably with “mentally ill,” feeding the
stereotypes and misinformation that research
demonstrates have only grown, not decreased,
over time (see Parcesepe & Cabassa, 2013, for a
review). Certainly, many mass shooters have
mental illnesses, but this does not make the
converse true. That is, the vast majority of indi-
viduals with mental illnesses are not dangerous
(Knoll & annas, 2016). These misperceptions
of individuals with mental illness are associated
with a host of negative outcomes, including
more severe impairment, lower quality of life,
and lower rates of treatment seeking (Hinshaw,
2009). as a field, we have long demonstrated a
commitment to providing science-based infor-
mation to counter these and other similarly
stigmatizing beliefs and attitudes to the public
(e.g., american Psychological association,
2018), but more can be done both to advocate
for individuals with mental disorders and to
develop effective interventions to decrease
stigma.
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in addition to addressing the general
problem of the stigma of having a mental
disorder, there are a number of groups that
are particularly highly stigmatized. often,
such groups face pronounced barriers to
accessing and engaging in treatment. it is
promising that our field’s understanding of
the unique challenges faced by racial and
ethnic minorities, sexual and gender
minorities, immigrants, individuals with
disabilities, and individuals living in
poverty continues to expand. However,
awareness of the difficulties individuals
belonging to these groups face is necessary
but not sufficient for addressing them. we
must develop interventions that meet the
needs of these specific populations and
ensure equal access to high-quality, cultur-
ally sensitive care.

in this special issue, we present a diverse
group of articles, including commentary,
reviews, and empirical work, that address
stigma in mental health and its treatment,

both broadly and among specific highly
stigmatized groups. This collection of work
includes clinical recommendations, novel
paradigms for societal attitude change, and
interventions aimed at decreasing stigma.
This is a vast problem that cognitive and
behavioral clinicians and researchers alike
should be paying attention to and seeking
to address in their work. we thank the
authors for their meaningful contributions
and hope the aBCT membership will find
this special issue to be informative and
thought provoking.

References
american Psychological association.

(2018). Statement of APA President in
Response to Florida High School Shooting.
retrieved from http://www.apa.org/
news/press/releases/2018/02/florida-
shooting.aspx

Hinshaw, s. P. (2009). The mark of shame:
Stigma of mental illness and an agenda

for change. new York: oxford university
Press.

Knoll, J., & annas, d. (2016). Mass
murder and mental illness. in l. H. Gold
& r. i. simon (eds.), Gun violence and
mental illness (pp. 81-104). arlington,
va: american Psychiatric Publishing.

Parcesepe, a.M. & Cabassa, l.J. (2013).
Public stigma of mental illness in the
united states: a systematic literature
review. Administration and Policy in
Mental Health Journal, 40, 1-22.

. . .

The authors have no conflicts of interest or
funding to disclose.

Correspondence to Kate wolitzky-Taylor,
Ph.d.,uCla department of Psychiatry and
Biobehavioral sciences, 11075 santa Monica
Blvd., suite 200, los angeles, Ca 90025;
KBTaylor@mednet.ucla.edu

in THis Brief overview for the Behavior
Therapist, i discuss issues related to the
essential topic of the continuing stigmati-
zation of mental illness. Given what seems
to be greater openness in society, it might
appear that such stigma no longer consti-
tutes a problem, as we near the end of the
second decade of the 21st century. Yet key
data, along with examination of cultural
practices, tell a different story, both in the
u.s. and internationally (Pescosolido et al.,
2013). indeed, i contend that the destigma-
tization—fostered by inclusion and
humanization—of individuals and families
dealing with mental illness remains one of
the final frontiers for human rights (Hin-
shaw, 2017a).

what are the relevant data? There’s no
question that the u.s. public knows, at a
factual level, far more about mental illness
than was the case a generation or two ago.
reasons undoubtedly include the presence
of psychology courses in high schools,
greater media attention, and a general soci-
etal increase in mental health “literacy.”
discouragingly, however, public atti-

tudes—in terms of low desired social con-
tact with vs. high social distance from indi-
viduals with mental disorders—have essen-
tially remained flat (see review in Hinshaw,
2007). worse, three times more americans
now believe in the inevitable link between
mental disorder and violence than was the
case during the middle of the last century,
potentially attributable to deinstitutional-
ization without adequate community-
based care—as well as to pervasive media
images of deranged-looking, young male
school shooters as the unfortunate public
face of mental illness.

even more, despite the growing tenden-
cies for u.s. citizens to endorse neurobio-
logical views of serious mental disorders,
such underlying beliefs are almost com-
pletely unrelated to stigma-related atti-
tudes (Pescosolido et al., 2010). in fact,
contradicting core tenets of attribution
theory, through which ascribing undesir-
able behavior to uncontrollable causes like
illness or genetic liability should reduce
blame and stigma, meta-analyses reveal
that holding such beliefs actually increases

pessimism and desire for social distance
(Kvaale, Haslam, & Gottdiener, 2013).
reducing mental illness to the product of
aberrant genes neither tells the whole truth
about the multiple, interacting causes for
mental-health conditions, nor does it pro-
vide a panacea in terms of stigma reduc-
tion.

Mental illness stigma is a fascinating,
complex, and hugely depressing topic (see
Corrigan, druss, & Perlick, 2014; Hinshaw,
2007; Hinshaw & stier, 2008; link &
Phelan, 2001). space allows mention of
only a few salient facets of this area of
investigation and social action. My hope is
that the rapid-fire points and arguments
below may inspire those in the mental
health fields to become more aware of its
pervasiveness, power, and hugely negative
impact on our entire enterprise. despite
their generally enlightened perspectives,
cognitive-behavioral scientists and practi-
tioners are not immune to stigma.

Basic Definition
stigma literally signifies a brand or

mark, burned into the skin of members of
devalued groups, to indicate their low
social status and disgrace (Hinshaw, 2007).
Most stigma today is inferred from group
membership rather than reflecting a literal
“brand.” nonetheless, it is still toxic, plac-
ing strong limits on human potential for
those in the devalued outgroups. stigma
involves social power, as disenfranchised

Stigma, Humanization, and Mental Health:
The Next Frontier
Stephen P. Hinshaw, University of California, Berkeley,
and University of California, San Francisco
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social groups often have little “capital” to
combat their stigmatization. Tellingly,
mental disorders have been stigmatized
throughout histories and across nearly all
cultures studied (Hinshaw, 2007).

Comprising stereotypes, prejudicial
attitudes, and discriminatory actions,
stigma is a multifaceted construct. stigma
tends to be quite pervasive, in that nearly all
aspects of an individual’s “being” and value
are typically inferred from the devalued
group membership he or she embodies.
once believed to be the product of a
minority of society (e.g., the subgroup of
actual bigots), at least some degree of
stigma is currently conceptualized as
nearly universal, the product of everyday
social cognition that humans apply to
members of those outside their in-group.
some pervasive stigmas may even have
evolutionary roots, with natural selection
having created mental “modules” to pro-
tect against potential contagion or
exploitation (Kurzban & leary, 2001). as a
result, reducing stigma and enhancing
acceptance is no simple matter.

Two key corollaries follow. first,
though not inevitable, members of stigma-
tized groups often internalize the perni-
cious attitudes of mainstream society.
along with structural barriers (e.g., a lack
of parity for mental health care; lack of evi-
dence-based practitioners in many
regions), such self-stigma related to mental
disorder is predictive of reduced help-seek-
ing. second, Goffman (1963) coined the
term courtesy stigma to refer to societal ten-
dencies to castigate and stigmatize anyone
associated with a member of a stigmatized
group. such a pervasive “shadow” cast by
stigma clearly applies, in the case of mental
disorder, to family members. indeed, par-
enting practices were explicitly blamed as
causing autism, schizophrenia, anxiety dis-
orders, and most other forms of mental
disorder during much of the 20th century
(Hinshaw, 2017b). as well, mental health
professionals—scientists, clinicians, train-
ees, and the like—are also victims of such
courtesy stigma. for example, are clinical
psychology and psychiatry the most highly
valued subfields of psychology and medi-
cine? i sincerely doubt it.

Consequences of stigmatizing actions
from mental health scientists and profes-
sionals can be dire. The reports of all too
many individuals with serious mental dis-
order about the sources of stigma they
encounter typically focus on demeaning
practices and low expectations stemming
from the very clinicians treating them (see
wahl, 1999). in short, it behooves all who

are engaged in the mental health enter-
prise, including those who practice and
investigate CBT, to examine their own atti-
tudes, practices, and expectations. opening
up dialogue with fellow professionals, and
soliciting and acting on feedback from
research participants and clients, can pro-
vide a great start.

Evidence and Impacts
a host of research (reviewed in Hin-

shaw, 2007) reveals that the general public
strongly stigmatizes mental disorders and
the people who confront these conditions.
indeed, mental illness, substance use, and
homelessness are among the “bottom
three” attributes a person can hold,
prompting denigration and stigma (Hin-
shaw & stier, 2008). note, as well, that most
relevant research on stigma utilizes overt
attitude scales, which may well mask the
even-higher levels of stigmatization held
and conveyed implicitly and less con-
sciously. Much remains to be done to
understand the developmental roots of
stigmatizing attitudes and practices from
childhood through adulthood.

as well, examination of cultural prac-
tices reveals that a history of mental illness
precludes being a viable marriage partner
in many societies and allows nearly
unthinkable ridicule in the public press
around the world. at the level of state legis-
lation, admitting to mental disorder may
well remove the rights of voting, running
for public office, serving on a jury, or main-
taining custody of one’s children (see Hin-
shaw, 2007). The snake-pit public hospitals
prevalent in the u.s. during much of the
19th and 20th centuries may have been
closed across much of the u.s. and many
parts of the world—but the lack of system-
atic, programmatic community care in
their place is an ongoing tragedy.

with respect to consequences of mental
illness stigma, negative impact on help
seeking (or staying in treatment) has been
documented, as noted above. The ultimate
paradox here, of course, is that evidence-
based treatment can and does relieve
symptoms and impairments. Thus, stigma
may become a huge wedge against success-
ful intervention, in a kind of self-fulfilling
prophecy that guarantees its own continu-
ation. The consequences of serious forms
of mental disorder are bad enough—e.g.,
greatly reduced life expectancy, diminished
income and quality of life, family distress
(Hinshaw, 2017b)—yet when stigma is
added to the mix, the situation can quickly
become nearly intolerable.

What Can Be Done?
as with any social problem, solving the

stigma of mental illness cannot occur
through any one tactic or strategy alone.
Multiple levels of effort will be required
(for a u.K. example of multilevel
approaches, see evans-lacko, Corker,
williams, & Thornicroft, 2014). starting
with “top-down” strategies, we need to
ensure parity of mental health coverage—
as well as adequate health care overall—to
enforce antidiscrimination laws (such as
the americans with disabilities act). as
highlighted above, we also need to assure
far better training in and dissemination of
evidence-based clinical care for profession-
als and paraprofessionals.

Perhaps exemplifying “middle-out” tac-
tics, a far less stereotyped set of media
images could go a long way. indeed, virtual
or actual contact is arguably the optimal
means of overcoming prejudice and dis-
crimination (Pettigrew & Tropp, 2006),
particularly when contact is regular and
linked to equal social footing.

in terms of “bottom-up” strategies,
people of all stripes should be allowed
(even encouraged) to disclose their own, or
their families’, struggles and triumphs
related to mental disorder. at the same
time, those in the mental health field must
understand that communication with
those experiencing mental health problems
is a two-way street (rather than a doctor-
patient, hierarchical diatribe); that recov-
ery is a distinct possibility even if cures are
still not yet in sight; and that questioning
the kinds of authoritarian, “us-versus-
them” training that may have been part of
their training is essential to level the play-
ing field.

in the end, i hold to the belief that the
ultimate answer lies in the process of
humanization of those with mental disor-
ders, along with their family members and
associates. Cancer was rarely, if ever, men-
tioned in obituaries during the early part of
the 20th century. indeed, it was believed to
be a shameful disease brought on by weak
personal will. as we all know, fighting
cancer is now a major social cause—largely
through greater understanding of its ori-
gins and via multiple testimonials from all
kinds of individuals and families.

My purpose in writing my latest book,
Another Kind of Madness: A Journey
Through the Stigma and Hope of Mental Ill-
ness (Hinshaw, 2017a), was expressly to
humanize serious mental illness. My warm,
philosopher father had lifelong, misdiag-
nosed bipolar disorder, brutally “treated”
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in horrific public mental facilities. some-
how, he overcame his episodes and thrived.
when my sister and i were young, he won-
dered what to tell us of his periodic, lengthy
absences. Yet, according to the dictates of
his lead psychiatrist, he was expressly for-
bidden to ever mention the topic. The con-
sequences of this doctor-enforced silence
for me and for our whole family comprise
the subject matter of the book. in addition,
i describe the sense of both mission (to
study clinical and developmental psychol-
ogy and become a clinical psychologist)
and terror (believing i’d be next in line for
hospitalization) i experienced once dad
finally divulged his past.

interlaced with commentary on stigma,
this trade book aims to dispel myths and
convey a deeply human story of shame,
redemption, and hope for a more open
future. only as i’ve become more comfort-
able, over the years, in opening up our
family’s story, have i begun to integrate my
research, clinical, and human-interest
motivations. a growing number of such
testimonials give reason, i believe, for opti-
mism regarding the future of mental health
research care and research, around the
world.

Final Thoughts
overall, despite huge strides both scien-

tifically and clinically, the mental health
crisis remains a dire reality. Prevalence is
growing, not shrinking; the majority of rel-
evant individuals and families do not
receive treatment (much less optimal, evi-
dence-based care); and economic produc-
tivity and personal thriving take a huge hit
when mental disorder is part of the picture.
stigma is the underlying issue in this
regard, limiting the prioritization of mental
health and keeping the entire topic
enshrouded in shame and silence to this
day.

Young people (e.g., teenagers) may well
be the key to turning the corner, the way
they’ve been for reversing attitudes toward
gay marriage over the past 20 years in our

nation. Much of my stigma-related work
encompasses the goal of preventive strate-
gies for all high-school students to open
dialogue and unleash their natural empa-
thy, compassion, and social activism,
related to acceptance and humanization
(see Murman et al., 2014).

i deeply appreciate the editorial team of
the Behavior Therapist for giving me the
opportunity to shed light on what i con-
sider the rate-limiting factor for the entire
mental health arena—that is, taking on the
final frontier for human rights, in the form
of humanizing, destigmatizing, accepting,
and treating mental illness—the latter with
integrated, biopsychosocial perspectives.
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sTiGMa assoCiaTed wiTH MenTal disor-
ders contributes to significant harm. vari-
ous attempts to reduce stigma are under
way, including emphasizing mental health
literacy (MHl). MHl refers to knowledge
about mental disorders, including their
causes, symptoms, and treatments. while
admirable, there are reasons to believe that
emphasizing MHl may have unintended,
negative consequences. This article pro-
vides a brief overview of stigma associated
with mental disorders, reviews MHl and
some of its central components, summa-
rizes the relationship between biogenetic
etiologies of mental disorders and stigma,
then reviews the literature exploring the
relationship between biogenetic etiologies
and prognostic pessimism. The evidence
reviewed suggests double-edged effects of
biogenetic etiologies of mental disorders
that should be considered by MHl pro-
grams, mental health professionals, and
health policy organizations and advocates.

Stigma
stigma is a concept used to describe a

collection of processes related to social
hierarchies, social judgment, discrimina-
tion, and shame (Goffman, 1963; Martinez
& Hinshaw, 2016). it has been defined as an
attribute conveying a socially devalued
identity that can be visible or concealed
(Crocker, Major, & steele, 1998). in most
instances, stigma attaches to individuals
and groups, acting as a marking or brand-
ing indicating badness, danger, and other-
ness. Pescosolido and Martin (2015)
argued stigma requires four components:
distinguishing differences, negative attri-
butions, separation (“us” and “them”), and
discrimination. distinctions of stigma’s
manifestation include anticipated stigma,
internalized stigma, perceived stigma,
endorsed stigma, and treatment stigma
(Clement et al., 2016). stigmatized attrib-
utes or characteristics vary within cultures
and over time. Being left-handed was stig-
matized (McManus, 2004). Yet, stigma
associated with being left-handed has dra-
matically reduced. This shows that attitu-
dinal changes toward stigmatized traits can
go through pronounced changes. such a

change is hoped for regarding stigma asso-
ciated with mental disorders.

Mental disorders are widely stigmatized
by both the public (schomerus et al., 2012)
and those experiencing mental disorders
(Corrigan, watson, & Barr, 2006). stigma
contributes to a variety of harmful impacts,
including reduced help-seeking behavior
(Casados, 2017; Clement et al., 2014; Corri-
gan, druss, & Perlick, 2014), increased dis-
tress via lower levels of hope, empower-
ment, self-esteem, and self-efficacy
(livingston & Boyd, 2010), and harming
social opportunities via discrimination in
employment (Hipes, lucas, Phelan, &
white, 2016), housing (Corrigan, 2004),
and criminal justice (Council of state Gov-
ernments, 2002).

early research on stigma associated
with mental disorders drew upon knowl-
edge from attribution theory. attribution
theory concerns explanations of behavior
and how those explanations influence per-
ception (Boysen & vogel, 2008; Kelley &
Michela, 1980). Previous research identi-
fied that an important component of attri-
butions associated with stigma are attribu-
tions of onset-uncontrollable and
onset-controllable (weiner, 1993; weiner,
Perry, & Magnusson, 1988). onset-uncon-
trollable stigmas are associated with condi-
tions believed to be outside the responsibil-
ity of the person, such as being diagnosed
with alzheimer’s disease or becoming
blind, and are associated with pity, liking,
and helping behaviors. Conversely, onset-
controllable stigmas are associated with
conditions believed to be the responsibility
of the person, such as being obese or being
diagnosed with aids, and are associated
with lack of pity, decreased liking, anger,
and less likelihood to help (Crandall &
Moriarty, 1995; weiner, 1993).

Corrigan (2000) drew upon this
research and applied it to mental disorders.
Corrigan identified research demonstrat-
ing that mental disorders are viewed as
more controllable than physical illness.
from this perspective, mental disorders
can be seen as moral failures or personal
weaknesses. Corrigan contrasted this view
with a biological model of mental disor-

ders, which is more consistent with the
idea that mental disorders are onset-
uncontrollable and thus not moral failures
or personal weaknesses. Corrigan pro-
posed that this research suggested chang-
ing attributional judgments about mental
disorders through educational efforts may
decrease stigma associated with mental dis-
orders.

Mental Health Literacy and Stigma
Many aspects of MHl appear to have

followed Corrigan’s (2000) suggestion.
Jorm (2012) defined MHl as “knowledge
and beliefs about mental disorders which
aid their recognition, management, or pre-
vention” which is “linked to the possibility
of action to benefit one’s own mental
health or that of others” (p. 182; see also
Jorm et al., 1997). a more recent definition
of MHl provided by Kutcher, wei, and
Coniglio (2016)—prominent examples of
MHl researchers—stated: “understanding
how to obtain and maintain positive
mental health; understanding mental dis-
orders and their treatments; decreasing
stigma related to mental disorders; and,
enhancing help-seeking efficacy” (p. 155).
note the emphasis on reduced stigma in
the latter definition: Kutcher et al. empha-
sized the data identifying stigma’s variety
of harmful consequences, especially
obstructing help-seeking behavior, and,
thus, decreasing stigma is a central compo-
nent of refined understandings of MHl.

Kutcher, Bagnell, and wei (2015)
argued schools are a primary vehicle for
increasing MHl, and Kutcher and others
developed a school curriculum designed to
increase MHl. research driven by Kutcher
and colleagues has identified that their
MHl curriculum increased MHl and
decreased stigma in both educators and
students (Mcluckie, Kutcher, wei, &
weaver, 2014; Kutcher, wei, Mcluckie, &
Bullock, 2013; Kutcher, wei, & Morgan,
2015; Milin et al., 2016).

However, despite the important posi-
tive contributions MHl curriculum appear
to have, it is important to note that the
MHl curriculum promoted by Kutcher
and colleagues may also contribute to
unintended negative consequences via
inadvertently contributing to increased
stigma and increased prognostic pes-
simism. To see how, it is important to
begin by noting that Kutcher and wei’s
(2017) MHl curriculum consistently
emphasizes biogenetic etiologies of mental
disorders. for instance, Kutcher and wei
stated: “a mental illness is a health condi-

Biogenetic Etiologies of Mental Disorders:
Stigma, Mental Health Literacy, and Prognostic
Pessimism
William Schultz, Maplewood Psychology, St. Paul, MN
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tion arising from changes in usual brain
functioning” (p. 9), “Mental illnesses have
complex causes that include a biological
basis and are therefore not that different
from other illnesses” (p. 9), mental disor-
ders “derive from perturbations in the
function of various brain circuits” (p. 16),
“when the brain is not functioning prop-
erly… and the person experiences prob-
lems that interfere with their life in a signif-
icant way, these circuits are disrupted and
the person may develop the signs and
symptoms of a mental disorder” (p. 17),
“… brain function determines both mental
health and mental illness” (p. 67), “Mental
illnesses have complex causes including a
biological basis and are therefore not that
different from other illnesses” (p. 67), and
“Mental illnesses are the result of changes
that arise in usual brain function as a result
of a complex interplay between a person’s
genes and environment. when a person
has a mental disorder, their brain is not
working as it should be” (p. 73). supple-
mentary material to Kutcher and wei
asserted that “Mental illnesses are not
caused by a “moral failing” or laziness”
(Teenmentalhealth.org, 2017, p. 7), “Men-
tal illness is a brain disorder and not a per-

sonal weakness” (p. 15), mental disorders
are caused when “The brain is not func-
tioning as it is supposed to function,” and
“in a mental disorder, some of the various
brain circuits that underlie all brain func-
tions are not working the way they should
be. These disturbances in the brain circuits
create the signs and symptoms of mental
illness” (Teenmentalhealth.org, 2017, p.
13). Kutcher and wei make it clear they
conceptualize mental disorders as brain
disorders. By emphasizing that mental dis-
orders are brain disorders, not personal
weaknesses or moral failings, Kutcher and
wei seem to adopt an attribution theory
approach to reducing stigma.

Biogenetic Etiologies and Stigma
despite the literature identified above,

which suggests that MHl programs can
decrease stigma, substantial evidence from
both surveys and experimental studies sug-
gests that emphasizing biogenetic etiolo-
gies of mental disorders does not decrease
stigma and pose the danger of increasing it.
angermeyer, Holzinger, Carta, and
schomerus (2011) conducted a systematic
review of representative population studies

measuring beliefs about mental disorders
and attitudes toward people experiencing
mental disorders. Their review identified
33 studies—from europe, north america,
asia, south america, africa, and aus-
tralia—including 72,963 respondents.
Their review focused on acceptance of
people with mental disorders, such as
depression, schizophrenia, and alcoholism,
measured via desire for social distance, per-
ceived dangerousness, and unpredictabil-
ity. The authors identified that biogenetic
explanations of mental disorder are not sig-
nificantly associated with either increased
or decreased acceptance of people with
mental disorder, though there was a desire
for increased social distance associated
with biogenetic explanations of schizo-
phrenia. The authors also identified that
public attitudes about responsibility (e.g.,
weak character or lack of willpower) are
less powerful in relationship with desire for
social distance than perceived dangerous-
ness and unpredictability. further, because
the authors point to numerous studies
identifying biogenetic explanations
increasing stereotypes of dangerousness
and unpredictability, they concluded that
“promulgating biogenetic causal models of

B I O G E N E T I C E T I O L O G I E S
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mental illness cannot be regarded as a
rational evidence-based strategy to
decrease individual discrimination against
people with mental illness, but rather
entails a risk of increasing stigma” (p. 370).

Kvaale, Haslam, and Gottdiener (2013)
conducted a series of comprehensive meta-
analyses investigating the relationship
between biogenetic etiologies and stigma
that identified 28 eligible experimental
studies. Kvaale et al. divided their concep-
tualization of stigma into four categories,
including blame, perceived dangerousness,
desire for social distance, and prognostic
pessimism, and then conducted a meta-
analysis for each of these areas. Their meta-
analyses identified that biogenetic explana-
tions of mental disorders tend to decrease
blame, have no effect on desire for social
distance, increase perceptions of danger-
ous, and increase prognostic pessimism.
The authors concluded that their research
suggested mixed-blessings (see also
Haslam & Kvaale, 2015) of emphasizing
biogenetic etiologies of mental disorders.
on one hand, congruent with attribution
theory and suggestions found in Corrigan
(2000), biogenetic etiologies reliably
reduced blame associated with mental dis-
orders. Kvaale et al., argued that since
blame can be a problematic and unproduc-
tive component of those experiencing
mental disorders, reducing it could have
significant clinical impact. at the same
time, their meta-analyses also identified an
increase in perceived dangerousness and
prognostic pessimism, which can also
affect clinical trajectory and public atti-
tudes. Thus, they argued that it is difficult
to draw firm conclusions about the impli-
cations of their research over and beyond
two important upshots. first, it is unlikely
that biogenetic explanations of mental dis-
orders will cure stigma. second, it is prob-
lematic if mental health professionals and
educators withhold information surround-
ing the ways in which biogenetic explana-
tions may contribute to increased per-
ceived dangerousness and increased
prognostic pessimism.

when considering angermeyer et al.
(2011) and Kvaale et al. (2013), it is difficult
to make sense of the claim from Kutcher,
wei, and Morgan (2015) that MHl cur-
riculum successfully reduces stigma. That
is, the claims of Kutcher et al. (2015) seem
to contradict the meta-analyses reviewed
above. angermeyer and schomerus (2017)
suggested that a challenge of stigma
research is that some instruments used to
measure stigma have questionable psycho-
metric properties or vary in the way stigma

is conceptualized. To illustrate this, con-
sider that in Kutcher et al., stigma is mea-
sured via eight items, ranked on a 7-point
likert scale ranging from strongly disagree
to strongly agree, which includes state-
ments as varied as “a mentally ill person
should not be able to vote in an election” to
“Most people who have a mental illness are
dangerous and violent” to “Mental illness is
usually a consequence of bad parenting or
poor family environment.” The Cronbach
alpha for internal consistency of their
sample was 0.652.

nevertheless, Corrigan (2016)—a lead-
ing researcher studying mental health
stigma—argued that, taken as a whole, cur-
rent stigma research suggests that MHl
programs which frame mental disorders as
brain disorders have unintended conse-
quences. That, is, while consistently reduc-
ing blame, emphasizing mental disorders
as brain disorders also reliably increases
perceived dangerousness and prognostic
pessimism. Thus, MHl programs that
emphasize biogenetic etiologies are
unlikely to be a cure for stigma.

Biogenetic Etiologies and
Prognostic Pessimism

while biogenetic etiologies of mental
disorders have a varied effect on stigma,
research suggests that biogenetic etiologies
of mental disorders have a consistent, sig-
nificant negative impact on prognostic pes-
simism. That is, individuals who more
strongly endorse biogenetic etiologies
believe that mental disorders will have
more severe symptoms and last longer.
Below is a brief review of this literature.

farina, fisher, Getter, and fischer
(1978) provided students with one of two
booklets. one booklet explained mental
disorders as a disease (e.g., biochemically
caused) and the other booklet explained
mental disorders as caused by social learn-
ing deficits. farina et al. identified that a
disease etiology of mental disorders—com-
pared to a social learning etiology—caused
increased prognostic pessimism via
increased perceptions of helplessness to
overcome emotional distress.

Phelan, Cruz-rojas, and reiff (2002)
conducted a cross-sectional study includ-
ing 56 individuals. in their study they pro-
vided a vignette of an individual experienc-
ing symptoms of schizophrenia and then
asked participants etiological questions
about these symptoms. They found that
participants with stronger genetic beliefs
about etiology had decreased levels of
blame worthiness and increased levels of

prognostic pessimism toward the individ-
ual described in the vignette.

lam, salkovskis, and warwick (2005)
administered questionnaires to 110 non-
clinical participants. Participants were allo-
cated to one of three questionnaires which
described the etiology of psychiatric condi-
tions in either biological/genetic, psycho-
logical/environmental, or cause unknown.
lam et al. identified that those in the bio-
logical/genetic group had significantly
increased prognostic pessimism related to
decreased perceptions of curability and
increased perceptions of psychiatric condi-
tions as disabling.

Phelan, Yang, and Cruz-rojas (2006)
conducted a survey with 601 respondents.
within the survey, participants were read a
vignette describing an individual with
symptoms of depression or symptoms of
schizophrenia. after being read the
vignette, participants were asked, “in your
opinion, how likely is it that [the individual
described in the vignette] might be caused
by a genetic or inherited problem?” (p.
383). The authors found that genetic etio-
logical beliefs led to increased willingness
to participate in biomedical treatment (e.g.,
hospitalization or medication) and
increased prognostic pessimism.

lam and salkovskis (2007) conducted a
study in which 49 anxious and depressed
clients were assigned to one of three condi-
tions. in each condition, the client was
exposed to a video portraying a client with
panic disorder. The conditions varied
regarding the explanation of panic disor-
der. explanations included biological, psy-
chological, or unclear (control condition)
explanations. They found that the biologi-
cal condition led to increased prognostic
pessimism when compared to the psycho-
logical condition.

deacon and Baird (2009) administered
one of two possible questionnaires to 90
undergraduate students. The participants
were asked to imagine they were feeling
depressed and were seeking help. all ques-
tionnaires included sections eliciting
demographic and mental health history
information. all questionnaires also
included two explanations of depression, a
chemical imbalance explanation and a
biopsychosocial explanation. one of the
questionnaires listed the chemical imbal-
ance explanation first and the other listed
the biopsychosocial explanation first. after
each explanation, participants were asked
to respond on a likert scale to questions
regarding stigma, prognosis, treatment
efficacy. The authors found that the chem-
ical imbalance explanation was associated
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with decreased stigma, increased prognos-
tic pessimism, and more positive treatment
expectancies of medication.

lebowitz, ahn, and nolen-Hoeksema
(2013) conducted three studies. The first
two studies included 148 participants who
were administered the Beck depression
inventory-ii (Bdi-ii). individuals who
scored higher than 15 were then provided
items regarding 10 causes of their depres-
sive symptoms, ranging from biochemical
to genetic to psychological and social. Par-
ticipants then provided responses regard-
ing expected duration of symptoms. The
authors identified that individuals who
more strongly attribute depressive symp-
toms to biochemical and genetic causes
had increased prognostic pessimism. The
third study was identical to the first two but
included individuals with scores 15 or
lower on the Bdi-ii and included a new
section in which participants were ran-
domly assigned to one of three conditions:
malleable, biological illness, and control.

Participants in the malleable and biological
illness conditions watched a 6-minute
video. in the malleable condition, the video
emphasized epigenetics. in the biological
illness condition, the video emphasized
that depression runs in families and that
the brains of depressed individuals and
nondepressed individuals are different. as
in the first two studies, the authors found
that individuals who more strongly
attribute depressive symptoms to biochem-
ical and genetic causes had increased prog-
nostic pessimism. The authors also identi-
fied that participants in the malleability
condition had decreased prognostic pes-
simism and increased perceived agency
regarding mood.

read, Cartwright, Gibson, sheils, and
Haslam (2014) administered a question-
naire to 1,829 participants, all of whom had
been prescribed an antidepressant medica-
tion within 5 years. The questionnaire was
designed to gather information about par-
ticipants' beliefs surrounding the causes of

depression, antidepressant medication,
and pharmaceutical companies. The
authors identified that biogenetic causal
beliefs were associated with greater prog-
nostic pessimism.

Kemp, lickel, and deacon (2014) con-
ducted a study with 73 individuals who
reported currently or previously experienc-
ing a depressive episode, measured with an
online screening tool. The participants
were randomized into either the chemical
imbalance condition or the control condi-
tion. Participants in both conditions were
administered the rapid depression Test
(rdT), a credible assessment tool designed
to determine if an individual’s depressive
episode was caused by a chemical imbal-
ance. The rdT was conducted via a mouth
swab administered by a lab-coat-wearing
research assistant. after the mouth swab,
the research assistant left the room for 10
minutes and returned with a graphic read-
out depicting either a deficiency of sero-
tonin (the chemical imbalance condition)
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or serotonin within normal limits (control
condition). The authors identified that
between-group comparisons yielded
increased prognostic pessimism and
decreased mood regulation expectancies
within the chemical imbalance condition.
Participants in the chemical imbalance
condition also rated pharmacotherapy
more credible and effective than psy-
chotherapy.

lebowitz, Pyun, and ahn (2014) con-
ducted a study with 351 participants
designed to explore the relationship
between a biological etiology of generalized
anxiety disorder and prognostic pes-
simism. all participants read a paragraph
describing the symptoms of generalized
anxiety disorder. Participants in the biolog-
ical condition subsequently read an empir-
ically based biological explanation of gen-
eralized anxiety disorder. Participants in
the control condition did not read an
explanation. Participants in both condi-
tions then were asked to imagine a person
with generalized anxiety disorder and
respond to questions designed to measure
prognosis and responsibility. The authors
identified that participants in the biological
condition attributed less personal respon-
sibility for symptoms of generalized anxi-
ety disorder and had increased prognostic
pessimism for symptoms of generalized
anxiety disorder.

schroder, dawood, Yalch, donnellan,
and Moser (2015) conducted two studies
measuring the relationship between
implicit emotion theory and symptoms,
emotion regulation, and treatment choice.
The authors describe implicit emotion
theory as encompassing entity and incre-
mental theory. entity theory takes abilities
and traits to be resistant to change and are
often attributed to genetic and/or biologi-
cal causes. incremental theory takes abili-
ties and traits to be responsive to learning,
thus able to improve and grow with moti-
vation and effort. in these studies, 598 par-
ticipants completed assessments designed
to measure implicit theory of intelligence,
emotion, and theories of anxiety. The
authors identified that entity theory of anx-
iety was associated with more anxious
symptoms, depression, and maladaptive
behavior. entity theory of emotion was
associated with decreased cognitive reap-
praisal, meaning that individuals who
more strongly endorse entity theory are
less likely to participate in reframing their
emotional experience.

farrell, lee, and deacon (2015) con-
ducted a study in which 216 participants
completed a variety of assessments

designed to measure eating-disorder-
related attitudes and symptoms. Partici-
pants were then randomly assigned to one
of three conditions: biological illness con-
dition, which emphasized brain chemistry
in the etiology of eating disorders; mal-
leable condition, which emphasized brain
chemistry but stressed epigenetics; and
cognitive-behavioral condition, which
emphasized cognitive-behavioral compo-
nents of eating disorders. The authors
identified that the biological illness condi-
tion led to increased prognostic pessimism
in comparison to the two other conditions.

lee, farrell, Mckibbin, and deacon
(2016) conducted a study in which partici-
pants who had experienced symptoms of
major depressive disorder or social anxiety
disorder were randomly assigned to view
one of three audiovisual presentations that
presented an etiological explanation of
major depressive disorder or social anxiety
disorder from either a biological, cognitive-
behavioral, or combination biological and
cognitive-behavioral perspective. after
viewing the presentation, participants
answered a variety of questions designed to
measure etiological beliefs, prognostic pes-
simism, and self-blame. The data did not
yield a statistically significant difference in
levels of prognostic pessimism in the three
groups.

The studies described above identify
that biogenetic etiologies of mental disor-
ders are consistently related to increased
prognostic pessimism. This relation has
been found in surveys and experimental
studies. However, the research in this area
is relatively sparse and existing research has
at least one significant shortcoming:
although studies consistently find a statis-
tically significant relationship between bio-
genetic etiologies and prognostic pes-
simism, the research has not investigated
the potential magnitude of clinical impacts
associated with this relationship. future
research might address this limitation by
conducting studies including individuals
participating in treatment for mental disor-
ders and measuring their etiological beliefs,
prognostic pessimism, and treatment out-
comes.

Discussion
it is challenging to comprehensively

integrate the research above into confident
clinical implications and/or recommenda-
tions. Haslam and Kvaale (2015) rightly
pointed out that biogenetic etiologies
confer mixed blessings: decreased blame
but increased prognostic pessimism. it is

possible that decreased blame, especially
decreased self-blame of those experiencing
mental disorders, may have clinically tan-
gible effects via reduced distress. at the
same time, biogenetic etiologies are consis-
tently associated with and cause increased
prognostic pessimism. This is important
because an individual’s expectations for
improvement are a significant contributor
to their improvement. individuals who
expect to do better, do better (Constantino,
arnkoff, Glass, ametrano, & smith, 2011;
Greenberg, Constantino, & Bruce, 2006;
rutherford, wager, & roose, 2010;
wampold & imel, 2015). future research
would likely benefit those experiencing
mental disorders by identifying the clinical
magnitude of these effects.

further complicating this picture is that
biogenetic etiologies are strongly associ-
ated with preference for pharmacological
treatment (speerforck, schomerus,
Matschinger, & angermeyer, 2017). This is
concerning if, as various lines of evidence
have argued, pharmacological treatments
for depression and anxiety disorders are
not generally superior to alternative treat-
ments (Cuijpers et al., 2013; Khan, faucett,
lichtenberg, Kirsch, & Brown, 2012; Mar-
graf, & schneider, 2016; sugarman, 2016)
and have a higher risk of adverse effects
(andrews, Thomson, amstadter, & neale,
2012; Hengartner, 2017; Jakobsen et al.,
2017; Moncrieff, 2018).

finally, there are concerns about the
way in which the MHl movement and
research institutions such as the national
institute of Mental Health hold and pro-
mote philosophic assumptions emphasiz-
ing biogenetic framing of mental disorders.
Biogenetic etiologies of mental disorders
are ascendant (deacon, 2013; lebowitz,
2014). it is increasingly asserted that
mental disorders are best understood as
disordered brain circuits and that this
understanding will, with the help of
research programs like the research
domain Criteria Project, yield improved
diagnostic accuracy and treatment out-
comes (insel, 2014). However, despite large
research efforts, there continues to be a lack
of clinically actionable biomarkers for
mental disorders such as anxiety, depres-
sion, and schizophrenia (insel, 2015; ross,
2013), and commentators have continued
to raise concern surrounding the way these
biogenetic assumptions can negatively
impact research and practice (lilienfeld &
Treadyway, 2016; schultz, 2015).

until future research can make inroads
on the various unknowns identified above,
there appears to be at least one promising
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upshot: emphasizing malleability. as
reviewed earlier, lebowitz et al. (2013)
identified that emphasizing malleability of
biological factors (i.e., epigenetics) can
have beneficial impacts on prognostic pes-
simism. subsequent research has sup-
ported their original findings (lebowitz &
ahn, 2015; lebowitz & ahn, 2018). Thus,
reviewing and communicating informa-
tion on epigenetics and brain plasticity is
likely beneficial for those experiencing
mental disorders.
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ProBleMaTiC drinKinG (Pd) is a public
health issue that has troubled human soci-
eties for generations (room, Babor, &
rehm, 2005). according to the substance
abuse and Mental Health services admin-
istration (saMHsa, 2015), slightly over
50% of americans (approximately 139.7
million persons in the u.s.) over the age of
12 report being current drinkers of alcohol.
of these people, approximately 17 million
meet criteria for an alcohol use disorder
(Center for Behavioral Health statistics
and Quality, 2015). although not all, or
even a majority, of alcohol users develop an
alcohol use disorder, Pd deserves attention
as it interferes with functioning in several
areas (e.g., social, physical, economic;
Bouchery, Harwood, sacks, simon, &
Brewer, 2011; u.s. department of Health
and Human services, 2010). for example,
Pd can lead to aggression and interper-
sonal difficulties, trouble with authority
figures, and legal issues (e.g., driving under
the influence; Berkowitz & Perkins, 1986).
Pd can also worsen over time, especially
for individuals under stress without addi-
tional coping strategies (windle & windle,
2015).

Stigma of PD
Pd is associated with several stigmatiz-

ing attitudes. in his seminal text introduc-
ing stigma within social psychology, Goff-
man (1963) defines stigma as a way of
separating and reducing the individual
“from a whole and usual person to a
tainted, discounted one.” Compared to
other mental health disorders, individuals
who suffer from alcohol dependence are
more likely to be blamed, feared, and
socially rejected (schomerus et al., 2011).
furthermore, individuals at risk for alcohol
abuse or treatment are perceived as unsta-
ble, incompetent, unpredictable, and per-
sonally responsible for their actions (fort-
ney et al., 2004).

individuals who are stigmatized experi-
ence discrimination in multiple domains of
their lives, which can affect psychological
well-being, physical health, and social
status (Major & o’Brien, 2005). This, in

turn, can lead to self-fulfilling prophecies
and the maintenance of stigmatizing atti-
tudes (Jussim, 2000). stigma also serves as a
barrier to treatment, including therapy and
12-step meetings. further, stigma reduces
the likelihood of remaining sober and of
limiting alcohol use (Corrigan, 2004).
stigma contributes to social and economic
disadvantages for individuals in recovery
from problematic substance use (see
luoma, Kohlenberg, Hayes, Bunting, &
rye, 2008, for review of negative impact of
enacted stigma for substance use broadly).

Attribution Error
individuals who hold stigmatizing

beliefs about Pd tend to think that prob-
lematic drinkers are personally responsible
for their problems (e.g., fortney et al., 2004;
schomerus et al., 2011). The determination
that Pd and its negative outcomes are
caused by the person is labeled a disposi-
tional attribution (Jones & davis, 1965).
research on the fundamental attribution
error (fae; ross, Greene, & House, 1977)
suggests individuals are prone to overly
attribute behavior to dispositional charac-
teristics while ignoring potential external
causes of behavior. although attitudes, and
attribution errors, have historically been
conceptualized as enduring and universal,
it is more likely that these constructs are
both context-specific and context-sensitive
(schwarz, 2007). This has implications for
interventions that aim to decrease stigma
and behaviors like Pd. in fact, there is some
evidence that simply providing individuals
with more contextual information may
decrease the likelihood of committing the
fae (e.g., Quattrone, 1982) and the
strength of stigmatizing attitudes (e.g.,
lebowitz & ahn, 2012). further, these con-
text-adding interventions seem more effec-
tive at decreasing stigma than protest-ori-
ented stigma reduction methods, especially
if the context added creates a positive, per-
sonal connection (Couture & Penn, 2006;
link & Cullen, 1986; luoma et al., 2008).

Attributional complexity. when indi-
viduals are asked to quickly analyze a situ-

ation with limited information, there is a
tendency to attribute behavior to less com-
plex, and often singular, causes (fletcher et
al., 1986). as a result, the information that
is most salient and easiest to understand
may take precedence over more complex
explanations. for example, in a study in
which participants were to respond to
potential causes for lung cancer in a hypo-
thetical patient, their attitudes were equally
stigmatizing in conditions that attributed
the cancer to both genetic and smoking fac-
tors and smoking alone (Hamann, Howell,
& Mcdonald, 2013). often, the simplest
explanation corresponds to dispositional
attributions; and individuals lower in attri-
butional complexity are more likely to
commit the fae (devine, 1989; follett &
Hess, 2002).

individuals low in attributional com-
plexity support more punitive conse-
quences (e.g., death penalty), are less sup-
portive of rehabilitation efforts, and
endorse more racist attitudes (Tam, au, &
leung, 2008). in the context of a criminal
trial, these individuals are more likely to
find a defendant guilty before and after
they are presented with evidence, and they
are more confident in their decision (Pope
& Meyer, 1999). a complex attributional
style, in contrast, is related to more open
and nuanced attitudes, such as acknowl-
edging the existence of subtle racism (reid
& foels, 2010). individuals high in attribu-
tional complexity tend to have stronger
perspective-taking skills and empathic
concern (Joireman, 2004), and are per-
ceived as more open, expressive, and
socially skilled (fast, reimer, & funder,
2008). differences in attributional com-
plexity may therefore impact how sensitive
individuals are to increasing contextual
information. it was hypothesized that this
would be the case in the present study.

Intolerant Beliefs
depending on a variety of factors, con-

textual information may be viewed as more
or less important by an individual. further,
it was hypothesized that tolerance may play
a role in committing the fae. some indi-
viduals may be more prone to intolerant
beliefs across a variety of social domains
(Zick et al., 2008). Those with a generally
intolerant belief system tend to perceive the
world as a dangerous and threatening
place. These individuals are more likely to
engage in inflexible thinking, to be unwill-
ing to consider other perspectives, and to
perceive their in-group as superior to other
groups (aosved, long, & voller, 2009;
Cohrs, Kampfe-Hargrave, & riemann,

Three Tweets to the Wind: Providing Context
Via Simulated Social Media to Decrease Stigma
Toward Problematic Drinking
Amy R. Murrell, Ethan G. Lester, Danielle Moyer, Taylor Lincoln,
University of North Texas
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2012; sibley & duckitt, 2008). addition-
ally, they are more likely to support more
severe criminal punishments (ousey &
unnever, 2012), and to support policies
that restrict the rights of sexual (Poteat &
Mereish, 2012) and racial (suthammanont,
Peterson, owens, & leighley, 2010)
minorities.

Present Study
Pd is a highly stigmatized behavior,

which is often attributed to dispositional
factors as opposed to situationally based
factors. The importance of understanding
situational factors that contribute to an
individual’s behavior is empirically estab-
lished. further, recent clinical research
gives us a clear picture of the importance of
sensitivity to context in treating complex
psychological phenomena (e.g., aCT;
Hayes, stroshal, & wilson 1999). Given
that many individuals are familiar with the
interface of the social media platform Twit-
ter, this project attempted to provide con-
textual information via faux tweets from a
fictitious person with Pd in an effort to
reduce stigmatizing attitudes.

Hypotheses
it was hypothesized that participants’

Pd-related stigma would decrease after
being given contextual information via
faux tweets. it was further expected that
individuals with higher attributional com-
plexity and lower generalized intolerance
would demonstrate greater reductions in
Pd related stigma than those with simple
attributional complexity and higher gener-
alized intolerance.

Methods
Participants

The data for this study came from a
larger dataset. Participants were recruited
using the online human research partici-
pant pool, sona. This sample consisted of
undergraduate students (N = 483) who
were at least 18 years of age and fluent in
english. no other exclusionary or inclu-
sionary criteria were used for participant
recruitment. students received compensa-
tion for this study by receiving extra credit
toward a psychology course of their choos-
ing. a majority of the participants were
female (74.5%; n = 359) and Caucasian/
white (49.3%; n = 238). The sample distri-
bution was approximately even across edu-
cational classification. approximately half
of the participants were psychology majors.

Measures
Participants completed measures of

stigmatizing attitudes, attributional style,
generalized intolerance, and a demograph-
ics questionnaire. in the larger study, par-
ticipants received nine other scenarios sim-
ilar to the one described in this paper.
additional measures assessing psychologi-
cal distress and flexibility were also com-
pleted.

Stigma Ratings/Attitude Questionnaire.
a list of 10 questions assessing stigma atti-
tudes was presented to participants after
each faux tweet. The same questions, which
were, in part, modeled after the attribu-
tional Questionnaire (Corrigan et al.,
2003), were used for all scenarios. The
questions were based on several domains of
stigmatizing attitudes, including disposi-
tional vs. situational attribution and several
tolerance related factors. in addition, ques-
tions were written to be sensitive to acute
changes over time. Therefore, these ques-
tions were intended to address the study
hypotheses directly. Three questions from
the full 10 were chosen for the present
analysis. These were based on their broad
applicability in terms of stigma. The three
questions were: "i like this person"; "i think
the situation is the person in the story’s
fault"; and "i would avoid this person." Par-
ticipants rated how strongly they agreed
with each statement from 0 (not very much)
to 5 (very much) directly after each addi-
tional piece of contextual information was
presented via faux tweet.

The Attributional Complexity Scale
(ACS; Fletcher et al., 1986). The attribu-
tional Complexity scale is a 28-item self-
report measure assessing the complexity of
attribution. Participants rate how strongly
they agree with each statement from -3
(strongly disagree) to +3 (strongly agree).
The current study utilized only the com-
plex vs. simple subscale. This subscale
asked participants to choose complex or
simple explanations for observed behavior.
an example item is, "once i have figured
out a single cause for a person’s behavior i
don’t usually go any further." The internal
consistency for this subscale in the current
sample, measured by Cronbach’s alpha =
.58. while this alpha is questionable, it is
noteworthy that this subscale is only four
items and it is not uncommon practice to
use the individual subscales of the aCs in
research (fletcher et al., 1986). Higher
scores on this measure indicate more com-
plex attributional styles.

The Intolerant Schema Measure (ISM;
Aosved et al., 2009). The intolerant schema
Measure is a 54-item self-report measure,
which assesses six areas of intolerance:
sexism, racism, sexual prejudice, ageism,
classism, and religious intolerance. Partici-
pants rate how strongly they agree with
each statement from 1 (strongly disagree) to
5 (strongly agree). example items include
“Poor people are lazy” and “i welcome new
friends who are gay,” the latter of which is
reverse scored. items on the isM correlate
highly with measures of racism, sexism,
ageism, classism, and religious intolerance
(aosved et al., 2009). it is common practice
to look at individual subscales depending
on the topic of interest, but for the pur-
poses of this study, a total score encom-
passing all 6 subscales to produce a gener-
ally intolerant personal schema score was
used. Higher scores represent a more intol-
erant schema. The internal consistency in
the current sample, measured by Cron-
bach’s alpha, was .97.

Demographic questionnaire. The dem-
ographic questionnaire assessed partici-
pants' identified gender, ethnicity, college
major and classification in school, relation-
ship status, income, parental ses, and psy-
chotherapy attendance. not all of these
variables were examined for this study,
although they are being examined in the
larger study from which this project was
derived.

Procedure
after signing up in the sona system,

participants were given access to a secure
Qualtrics link through which they
answered questionnaires confidentially. if
participants did not agree to the informed
consent on the first page, they were not able
to proceed or to receive extra credit. Partic-
ipants who consented completed several
self-report measures and demographic
questions, along with attributional scenar-
ios. The order of questionnaires and sce-
narios was randomized. The university
irB, which is in compliance with federal
guidelines, approved all procedures.

The current study evaluated partici-
pants’ attitudes toward an individual in a
specific scenario, which read, “The student
sitting next to you bangs a fist on the desk
and groans loudly.” after participants read
this, they completed a series of stigma rat-
ings and open-ended questions about their
attitudes and behavioral intentions toward
the person in the scenario. specifically,
there were 10 items presented. after com-
pleting the 10 stigma ratings/attitude ques-
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tions, participants were presented with the
first of four tweets. next, they completed
the same 10 questions and then received
the second tweet, resulting in a total of five
data points. The tweets were designed to
appear in a hierarchical fashion, with the
first tweet providing the context of Pd, and
the last one providing the most expansive
contextual information related to the char-
acter’s situation. The tweets read in order
as:

@anonymous: Got a text from lawyer –
looks like i go to court for dui on an
exam day #judgesetdate
@anonymous: i need a C to keep my
financial aid #mustdowellonnexttest
@anonymous: i have been sober for a
year #hopeprofunderstands
@anonymous: you think war prepares
you for everything, but adjusting to col-
lege is tough #notreadyforcivilianlife

it is important to note that the person in
the story appears as “@anonymous”, as the
name handle would appear on Twitter, and
all information related to demographics
(e.g., gender, age) was left ambiguous.

Results
a repeated measures anova was used

to test the hypothesis that increasing con-
textual information would result in
changes in stigmatizing attitudes. overall,
stigma decreased over time, F(1, 648) =
294.5, p = .000, partial eta squared = .31.
although both the linear trend and qua-
dratic trend were significant, p = .000, the
effect size for the quadratic trend (partial
eta squared = .39) was larger than the linear
trend (partial eta squared = .34). specifi-
cally, participants rated their attitudes
toward the student as more negative fol-
lowing information about problematic
drinking, and subsequently less negative
following each additional piece of informa-
tion.

a mixed-factor repeated measures
anova was used to test the hypothesis
that attributional complexity would mod-
erate the effect of increasing contextual
information on stigmatizing attitudes. The
interaction effect for the linear trend was
nonsignificant, F = 2.60, p = .11. further,
while the quadratic interaction was statisti-
cally significant, F = 22.03, p = .000, partial
eta squared = .01, the small effect size indi-
cates little, if any, impact of personal attri-
butional style on the overall effect.

a mixed-factor repeated measures
anova was also used to test the hypothe-
sis that intolerance would moderate the
effect of increasing contextual information
on stigmatizing attitudes. The interaction
effects for the linear, F(1, 648) = 6.30, p =
.002, and quadratic, F = 22.945, p = .000,
partial eta squared = .07, trends were sig-
nificant but very small. specifically, no dif-
ference in stigmatizing attitudes was seen
between individuals who self-reported
average to low intolerance, while those who
self-reported the highest intolerance
demonstrated less variability in stigmatiz-
ing attitudes. in other words, while most
participants demonstrated a quadratic
trend in which their attitudes toward the
person in the vignette became slightly more
negative and then steadily became more
positive, participants with high intolerance
demonstrated consistent attitudes across
conditions.

Discussion
Consistent with previous research, the

findings of the current study suggest that
when individuals are given more opportu-
nities to connect with another's experience,
stigmatizing attitudes tend to decrease
(Corrigan, Morris, Michaels, rafacz, &
rusch, 2012; luoma et al., 2008). in all
three analyses, a clear trend of stigma
reduction, given more contextual informa-
tion related to the Pd, was seen. although
there was a small effect size for attribu-
tional complexity as a grouping variable,
the final trend was consistent with our
hypothesis of more complex attributional
ability being related to lower stigmas when
presented with the most contextual infor-
mation. Given that the internal consistency
reliability of the aCs subscale was low in
this sample, it is possible that the measure
was not psychometrically sound enough to
pick up on a bigger, actual effect. at the
time the aCs was developed, it was theo-
rized that attributional complexity
involved seven distinct factors and that
each could be assessed separately; however,
it has now been empirically established that
the construct is more unitary and that the
aCs has a single-factor structure (Kerr &
fletcher, 2012). future research examining
the role of complexity in reducing stigma
should utilize the total score of the aCs. it
is unclear how findings will be affected, but
measurement will be more accurate.

when highly intolerant individuals
learned about the fictitious student’s Pd,
this did not substantially increase their
reported levels of stigma as it did for the

participants with average and low intoler-
ance levels. Conversely, these individuals
with high levels of generalized intolerance
had the highest levels of stigma after the
final tweet was presented, when others
reported the lowest stigmatizing attitudes.
stigma variation differences related to
intolerance may have clinical meaning.
More specifically, the finding that individ-
uals with higher intolerance levels have less
stigma variation than people who are less
intolerant may have important treatment
implications. This limit in variation might
make these individuals less affected by con-
text. This would be critical to keep in mind
when utilizing therapy models that empha-
size expanding context; however, there are
several caveats. first, the effect sizes associ-
ated with this interaction were quite small
and have not been replicated. second, it is
interesting that these individuals displayed
less stigma than other participants when
initially presented with substance use
related issues. People in this group might
also be more stigmatizing towards the item
specific content of the intolerance measure
(age, sexual orientation, etc.) and not about
any specific presenting problem. future
research should explore this possibility.

Limitations
stronger measurement could have been

used in several ways. The stigma measure
that we created was a total score of several
questions from a larger scale measuring an
individual’s attributional impression of
another person. Three questions were
chosen to measure stigma based on clinical
judgment and theoretical need to address
increased personal contact within increas-
ing context (Couture & Penn, 2006; luoma
et al., 2008). it might, however, be that if
we asked more specific questions about
substance abuse stigma—for instance,
“How likely would you be to have a drink
with this person?” or “How would you
react if this person asked you for
money?”—we would have had different
results.

also, knowing the statistics on prob-
lematic substance use and the gender bias
(nida, 2016), having a considerable
amount of women might have also affected
the results. The number of psychology
major participants may have also biased
the results. fletcher et al. (1986) found that
psychology majors were more likely to
make complex attributions than natural
science majors. future studies might
attempt to gather a more even distribution
of gender from a variety of university
majors.
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finally, we did not ask questions related
to individual familiarity with the Twitter
apparatus. it might have been that some
participants who were more familiar with
the nature of Twitter were more likely to
understand the hierarchical nature of the
context when the tweets were being pre-
sented. incorporating a practice task or a
measure of understanding may have been
beneficial.

Clinical Application and
Future Directions

we see this study as having several clin-
ically applicable findings. for instance, we
found that by increasing contextual infor-
mation over time, an individual is more
likely to have decreasing levels of stigma
toward individuals with substance use.
This finding is consistent with luoma et
al.’s (2013) finding that by increasing posi-
tive contexts where individuals are inter-
acting with those who have problematic
substance use is important for stigma
reduction.

also, even though there were differ-
ences between categorical grouping vari-
ables for tweets over time, the effect sizes
were not large. This means that whether or
not an individual has higher attributional
complexity, given the proper intervention
with appropriate contextual analysis, an
individual will typically have decreasing
stigma-related attitudes towards individu-
als with Pd. further, our findings suggest
that individuals with higher levels of gener-
alized intolerance tend to have less drastic
variation in their level of stigma, but their
trends were also moving toward less
stigma. it may be that individuals who
endorse high levels of general intolerance
may need to have treatments that target
more global stigma reduction than prob-
lem-specific contextual interventions, but
more research is needed. we want to cau-
tion readers about detailed interpretation
of the moderating effects given that effect
sizes were so small.

future research and clinical work can
examine and influence what creates large
changes for individuals who present with
higher levels of intolerance. on a large
scale, the application of this experimental
manipulation is simple. it is further consis-
tent with decades of research on the fae.
if people are provided appropriate contex-
tual information for understanding issues
like Pd, it takes the problems out of the
realm of moral concern and into seeing
whole individuals with contextually sup-
ported problems such as substance use.

future directions for this research
include the continued use of familiar medi-
ums for people to respond to ever-chang-
ing contextual information. Twitter is a
platform where people are presented with
brief snippets of information, which
convey powerful messages to a broad audi-
ence. we designed this experimental
manipulation to mirror a therapeutic inter-
vention. in treatment, we provide relevant,
new ways to view self and others. it is our
hope that through the use of a faux plat-
form that carefully mimicked a format with
which student participants are familiar, we
revealed new ways to see others with wider
eyes and more open hearts.
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MenTal illnesses such as major depres-
sion, bipolar disorder, and schizophrenia
are leading causes of disability and their
symptoms contribute to mortality in sev-
eral ways, including increased risk for sui-
cide (friedrich 2017; Kessler, Chiu,
demler, & walters, 2005). while evidence-
based treatments exist, such as medications
and behavioral therapies, rates of use and
access to such treatments are moderate to
low in underresourced communities
(Miranda et al., 2013). Contributing factors
include lack of knowledge of mental health
conditions and treatments as well as
stigma, or negative societal and self-
directed attitudes about mental illness and
seeking help. Consequences of stigma may
include less engagement in treatment and
worse outcomes for people in need of ser-
vices (Henderson, evans-lacko, & Thorni-
croft, 2013; Parcesepe & Cabassa, 2013).

approaches used to address mental
health stigma include informational and
public communication interventions,
direct contact with affected persons and
“parasocial” or media-based contacts, and
arts-based approaches including arts ther-
apy and arts programs, which may include
stakeholder-generated art (Heenan, 2006;
lenette et al., 2016; Mclean et al., 2011;
Myska, 2014; warren, 2016). even when
not necessarily intended to address stigma,
arts programs have been evaluated for
audience effects on knowledge and atti-

tudes about mental illness (Hoffner &
Cohen, 2015). developers of mental health
arts initiatives have noted ways that cre-
ative and therapeutic processes are both
similar and different (ayers et al., 2003;
Margrove, Pope, & Mark, 2013). for
instance, while both promote reflection,
arts programs may permit more psycho-
logical distance.

research on arts-based programs in
mental health utilize quantitative, qualita-
tive, and mixed method methods (Gron-
holm et al., 2017; Hacking et al., 2006;
Mclean et al., 2011; Parcesepe & Cabassa,
2013). systematic reviews suggest that
effects of arts events on individuals or
groups are usually positive, though of
modest size and short duration. Qualitative
studies suggest, however, that arts events
can have a more enduring impact (Micha-
lak et al., 2014). depictions of dangerous or
suicidal behaviors in persons with mental
illness have been shown to increase nega-
tive perceptions or behaviors (ayers et al.,
2003; Quinn et al., 2011).

successful interventions to address
mental health stigma, in general, promote
accurate knowledge and positive or nor-
malizing contact with affected persons
(Gronholm et al. 2017; Hanisch et al. 2016;
Parcesepe & Cabassa, 2013; Taghva et al.
2017). Mechanisms underlying effects of
art events on stigma may include facilitat-
ing expression of emotions such as trauma

or grief, regulation of anxiety, development
of empathy, promotion of reflection and
emotional intelligence, fostering opportu-
nities for debriefing and promotion of
hope and capacity to recover (Quinn et al.,
2011). according to the social contact
hypothesis (allport 1954), positive contact
with persons with mental illnesss can
decrease prejudice and encourage individ-
uals to reconceptualize assumptions about
group characteristics. one such strategy is
a “devised theatrical performance,” por-
traying a “hero’s journey” or the story of
challenges faced, renewal or resilience, and
lessons learned. witnessing this journey at
a safe distance through theater may instill
reflection on vulnerabilities and on one’s
negative responses to mental illness, pro-
moting insight and empathy (Patterson &
sextou, 2017). Psychotherapist/playwright
Caplan suggests that issues often dealt with
in therapy in a pathological paradigm can
be addressed more positively in plays, with-
out requiring audience members to
acknowledge that issues portrayed apply to
them (Caplan, 2011).

exposure to stakeholder-generated art
may also promote more positive attitudes
toward mental illness. one noted example
is J. K. rowling, whose publicly shared
story of living with major depression as a
single mother prior to writing the world-
reknowned Harry Potter series serves as an
example to inspire others, combat stigma
of mental illness, and encourage creativity
(Johnson 2008).

Many arts programs in health utilize
participatory methods to engage artists,
academics, and various stakeholders such
as patients, providers, or family members,
to experience or create art on a “level play-
ing field.” one such method is “pho-
tovoice,” which encourages participants to
use photography to tell stories from their
perspectives, promoting dialogue, knowl-
edge exchange, and potential policy change
(wang, 1999). artists in participatory pro-
jects have noted benefits including devel-
opment of friendships, self-expression, and
creativity (Margrove et al., 2013).

Participatory approaches are also rec-
ommended by national scientific and
policy groups for addressing health dispar-
ities and promoting health equity, as well as
for programs and research with vulnerable
populations including mental health
patients and their social contacts (General,
services et al. 2001; nelson, stith, & smed-
ley, 2002; smedley & syme, 2001). Thus,
participatory approaches may be particu-
larly appropriate to generate art to address
stigma in underresourced or vulnerable
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groups, including racial and ethnic minori-
ties and persons living with mental illness
and family supports.

in this paper, we describe the develop-
ment of an academic-stakeholder part-
nered arts program featuring stakeholder-
generated arts to address mental health
stigma. we describe the participatory
approach and conceptual framework, illus-
trate projects, providing data on impact
mainly through social media and audience
attendance, and describe next steps for pro-
grams to address stigma and promote
health equity with more formal evaluation
of effectiveness. a unique feature of this
program is that it is embedded within a
community-academic partnered research
program using participatory methods to
improve mental health services access,
quality, and outcomes, and promote health
equity in los angeles and nationally, most
notably louisiana (arevian et al., in press;
springgate et al., 2011; wells et al., 2013).

Participatory Approach and
Conceptual Framework

Participatory Approach
The uCla semel institute’s Center for

Health services and society’s (Hss) pro-
gram on arts to address stigma of mental
illness emerged from application of Com-
munity-Partnered Participatory research

(CPPr) to address behavioral health dis-
parities (Chung et al., 2009; Jones & wells,
2007; wells et al., 2013). CPPr is a manual-
ized variant of community-based partici-
patory research (CBPr) that promotes
equal partnership of academic and com-
munity or patient stakeholders, especially
underresourced or vulnerable populations,
including racial and ethnic minorities and
patients with mental illness and their
family and community social supports.
The key principles of CPPr emphasize
development of trust and respect, equal
power sharing and authority, and two-way
knowledge exchange, within a strength-
based framework that celebrates wellness,
resiliency, and community assets (Jones &
wells 2007). CPPr initiatives are struc-
tured with a partnered leadership council,
working groups on key components and
larger community conferences for input
and feedback. initiatives proceed in stages,
from planning (vision) to main work
(valley) and products/celebration (vic-
tory). in addition, a major focus of CPPr is
on building capacity of communities, par-
ticipants and all stakeholders who are
involved in planning, implementing, and
disseminating programs and findings—
including academic and community lead-
ers. The approach is manualized (Jones et
al., 2009, autumn) and has been applied to
intervention in depression and other phys-

ical and mental health conditions (Kataoka
et al., 2011; lizaola et al., 2011) and disaster
preparedness and recovery (springgate et
al., 2009; springgate et al., 2011; wells et al.,
2013). stakeholder (community, patient,
academic, policymaker) participation in
products and dissemination is a common
feature, including sharing of stakeholder
perspectives (Jones, in press; Mango et al.,
in press; Meyers et al., 2011).

Conceptual Framework
for a conceptual framework of how

stakeholder-generated arts may affect per-
ceived stigma of mental illness and stigma-
related outcomes (Caplan, 2011; Patterson
& sextou, 2017), we adapted a model pro-
posed by Chandra and Minkovitz (2007)
on predictors of stigma and its impacts on
adolescents (figure 1). from their model,
we include demographics and social sup-
port for emotional concerns as predictors,
mental health experience, attitudes and
knowledge as intermediate variables, and
as outcomes, perceived stigma, willingness
to use services and social distance behav-
iors. we expanded this model to incorpo-
rate stakeholder engagement, commitment
and collective efficacy, and expanded per-
ceived stigma to include tolerance as a
strength-based value (Brook, 2017). we
added implementation outcomes for arts
events (reach, effectiveness and adoption of

Fig. 1. framework for arts events affecting stigma and social action.
Note. Table adapted with permission from Chandra, a., & Minkovitz, C.s. (2007). factors that influence mental health stigma among 8th
grade adolescents. Journal of Youth and Adolescence, 36(6), 763-774.
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behavior change) from the re-aiM model
(Glasgow et al., 2006), primarily to inform
future work. finally, we used the literature
on arts effects on stigma to propose mech-
anisms by which stakeholder-generated
arts, within a participatory approach, may
affect stigma-related outcomes. These
mechanisms are indicated in figure 1 by an
asterix within each relevant concept with
comments below.

Program Structure, Activities,
and Impact

Structure
The arts program is supported in uCla

semel institute’s Center for Health services
and society (Hss), which sponsors a range
of community-partnered resaerch projects
in mental health. Hss launched the Media
and Medicine for Communities program
to increase public understanding and
engagement in addressing health and
mental health through media and arts, and
to support community, patient, and acade-
mic partner development in stakeholder-
generated arts to address mental health
stigma. in 2015, this program received
funding for The narratives Project through
the California Center of excellence for
Behavioral Health, supported by the

Mental Health services act (MHsa). The
narratives Project explores patient narra-
tives to stimulate reflection and compas-
sion for persons living with mental illness
(Mango et al., in press).

Activities
figure 2 provides a visual overview of

the activities supported by the Hss struc-
ture, showing for each activity dates and
stakeholder roles for works representing
either recovery from mental illness or
resilience or “thriving” in the context of
stress or symptoms. The projects are sup-
ported by an arts/science/stakeholder part-
nership with stakeholder leadership in gen-
erating art and and a participatory
approach (CPPr) as key features. Table 1
provides detail on each activity, including
goals, arts components, stakeholder roles,
whether evaluation was present and data
sources, and findings (if available) on
“reach,” or audience attendance, viewings
on social media or having reviews. Below
we provide a narrative on the evolution and
features of the program.

Stakeholder Capacity Building
in addition to the arts activities in

figure 2 and Table 1, the Media and Medi-
cine for Communities program sponsored

activities to develop leadership in commu-
nity, patient, and academic stakeholders.
This included mentoring for postdoctoral
fellows by academic, community, and
artist leaders with guest lectures by con-
tributors to arts and health (i.e., Tv pro-
ducers neal Baer and Ben nemtin, sculp-
tor deborah Butterfield and Mcarthur
fellows drs. elyn saks and Gretchen
Berland) and partnering with artists to
provide community input to stimulate
new art works.

Specific Projects
The first major program activity was

witness for wellness (w4w) to address
depression in south los angeles (Bluthen-
thal et al., 2006). following the CPPr
model, w4w had a community-academic
Council that supported three working
groups (Talking wellness on addressing
stigma [Chung et al., 2006]; Building well-
ness on services quality; and supporting
wellness on policy to promote wellness
[Jones et al., 2006; Patel et al., 2006]).
w4w had a focus both on developing pro-
grams in each area and conducting
research evaluation. Talking wellness
(Chung et al., 2009; Jones et al., 2009) had
approximately 64 community members
and 10 academic partners who worked
together monthly, with broader commu-
nity input in conferences, to develop arts
events within the 2005 Pan african film
festival in south los angeles. after pilot-
ing a spoken word poetry event, the Talk-
ing wellness group hosted several arts
events in the 2-week festival: spoken word
(poetry) and sketch comedy; a photovoice
exhibit in which members of the commu-
nity took pictures of areas in their neigh-
borhood that raised or lowered their mood
and presented photos in the mall near the
festival; and a dialogue with the audience
after viewing a film on the “middle pas-
sage,” documenting the history of slaves
brought by boat from africa to the united
states. at each event, audience members
were asked to complete a survey on
responses to the event and notes were
taken for the film discussion. The research
evaluation (Chung et al., 2009) suggested
that these events increased participants’
perceived collective efficacy to address
depression as a community.

as shown in figure 2, w4w was a sig-
nature event that influenced several direc-
tions in arts and research and (not shown)
disasater relief efforts. specifically, as this
approach was developed, the community
engagement approach to depression devel-
oped in w4w was applied in real time to

Fig. 2. stakeholder art to address mental health stigma.
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mental health recovery in new orleans
post-Katrina (springgate, allen, et al.
2009). other outgrowths from w4w
included providing community stake-
holder input for a unique exhibit, “Mood
swings” by uCla design and Media arts
Professor victoria vesna. dr. vesna’s pro-
ject created an interactive interface
between virtual and real worlds and
engaged the viewer by inciting responses to
audio and visual transmutations (vesna,
2005). The exhibit was informed by com-
munity members’ impressions from dis-
cussion groups of how the environment
influenced their mood (similar to the Talk-
ing wellness photovoice event). vesna
used images, audio of statements struc-
tured from the indian Chakra perspective,
to interact with individual audience stake-
holders’ physical presence in the exhibit, to
stimulate emotional responses. while this
was an individual artist’s exhibit, the Talk-
ing wellness group had the opportunity to
use community insight to shape the artist’s
vision.

w4w also directly led to the idea and
design for Community Partners in Care
(CPiC), a group-randomized trial of the
effects of multisector (i.e., health and com-
munity-based agencies) coalition approach
versus technical assistance to individual
programs for implementing evidence-
based depression care across underre-
sourced communities, primarily african
american and latino communities in los
angeles (wells et al., 2013). To engage
stakeholders, CPiC used skits at confer-
ences and creative project logos. one
comic book in english and spanish illus-
trated how an individual with depression
may receive help for depression using net-
works available in the community, includ-
ing churches, social services and clinics.
CPiC evaluation findings supported the
benefits of the coalition approach versus
the individual program technical assistance
approach for improving health, social and
utilization outcomes (Chung et al., 2009;
ong et al., 2017; wells et al., 2013). Cre-
ative materials used in CPiC and developed
through the communication/dissemina-
tion committee were often suggested by
community stakeholders, drafted by acade-
mic or community partners, revised with
community input and products presented
for feedback at community events.

The focus on partnership in arts to
address mental health stigma was followed
by a period of creation of new arts works by
stakeholders. Kay Benjamin, an african
american community member, actress,
and participant in the partnered projects,

developed a one-woman show, Journey to
Myself, illustrating her experiences and
personal growth in addressing multiple
personality disorder (referred to in the
dsM as dissociative identity disorder) per-
formed in los angeles with scenes shared
in CPiC community feedback conferences.
Community stakeholders suggested that
CPiC findings be shared in a film featuring
CPiC community and academic leaders
and collaborated with professional pro-
ducer/writers to develop a film on 6-month
outcomes from CPiC. CPiC lead commu-
nity partner loretta Jones (co-author)
developed a poem, “i am a Thriver!”, for
friends that was read at CPiC community
meetings and subsequently at national
meetings when CPiC findings were pre-
sented. The poem was set to music as a
choral song, “Thrive!”, by academic part-
ner wells (co-author) and performed and
videotaped at a CPiC community feedback
conference, as well as postdisaster recovery
trainings in Baton rouge (Keegan, 2017).
Co-authors Mango, wells, Jones collabo-
rated in submitting a video combining the
CPiC story of outcomes, “Thriver!” poem,
and “Thrive!” song for a national academy
of Medicine competition, visualize Health
equity, and was selected for permanent
online exhibition. This arts award comple-
ments team science awards won by over
120 CPiC community and academic part-
ners (i.e., 2014 association of Clinical and
Translational science Team science
award, 2015 Campus Community Part-
nerships for Health annual award).

Co-author wells, psychiatrist and
researcher, inspired by the community’s
response to the arts, completed as co-libret-
tist and composer, two operas: The First
Lady, on resilience in grief, and The Center
Cannot Hold Part I: The Illness, on recov-
ery from schizophrenia. The First Lady
portrays eleanor roosevelt’s resilience in
the weeks following President roosevelt’s
death—a time of personal and political
challenges at the close of world war ii.
The premiere was accompanied by a sym-
posium on uses of science and arts to pro-
mote resiliency featuring speakers on
health care reform, mental health and the
arts, with a racially diverse cast and pro-
duction team and prompted an online
series on provider as composer (rockwell,
2013).

The production was a partnership of
Hss with local theater group needtheater
(artistic director Matthew wells, co-
author). Co-librettist richard roudebush’s
courage in facing and surviving cancer and
friendships with composer wells and co-

librettist Gayle Patterson inspired the
opera’s resilience theme, which was fea-
tured in the Los Angeles Times (Groves,
2010).

one of the preperformance speakers for
The First Lady was elyn saks (co-author),
usC law professor and Macarthur
winner, who has a history of schizophre-
nia. wells proposed collaborating on an
opera based on her memoir (saks, 2008),
leading to The Center Cannot Hold Part I:
The Illness, produced at uCla in 2016.
The opera focuses on 1 year (1982) when
saks, a first-year law student, was hospital-
ized for a psychotic break (act i) but
returned to school, developed a lasting
friendship, helped others and graduated
(act ii). The opera illustrates the trauma of
being involuntarily held in restraints and
the importance of a patient-centered care.
wells used his own background to illus-
trate experiences of providers facing limits
of treatment knowledge. The video of the
workshop performance, a co-production
with Pacific opera Project, was streamed
by Mental Health america beginning in
october 2016 for national recovery
Month and Global Mental Health aware-
ness week (mentalhealthamerica.net/
opera), accompanied by online resources
on schizophrenia and treatments. The
opera used the structure of a “heroine’s
journey,” from saks’ experiences of severe
mental illness and extensive time in
restraints to finding an approach to treat-
ment and coping (medication and psy-
chotherapy, productivity in work and
friendship support) that worked for her,
yielding new meaning in life and a path to
recovery. in addition, the opera is designed
to reflect a balance of more challenging
aspects of illness, such as a perceived threat
of dangerousness, to reflection on
resilience. Created by a psychiatrist and a
patient and following the program’s con-
ceptual model (figure 1), the opera is
designed to increase knowledge of illness
and treatment and share patient and
provider experience emotionally but at a
“safe distance” to stimulate reflection,
empathy, and challenge existing negative
beliefs about “inevitable” trajectories in
schizophrenia, as well as to humanize the
experience of patients, providers, and
family members. Building on the CPPr
approach, the production featured coach-
ing of the cast by patients and providers,
including schizophrenia expert dr.
stephen Marder. wells, saks, and Marder
commented directly on themes from the
opera in pre- and postperformance talks
and subsequent facebook events. The pro-
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duction had an ethnically diverse cast and
facebook live event before the national
streaming with opera creators and Ceo of
Healthy african american families ii (co-
author Jones) to increase outreach to
diverse populations.

some clinicians in attendance com-
mented on being touched by portrayal of
clinicians’ doubts over treatment decisions.
Consumer advocates present commented
on the realistic portrayal of terror in
restraints and impact of psychotic symp-
toms such as delusions. Many of these
themes were echoed in preperformance
talks and a postperformance talk-back after
the last (third) performance. Co-creators
wells and saks received numerous follow-
up emails, including, as an example of
impact, a request from an arts student with
a history of mental illness, to perform an
aria in a recital, inspired by the streaming
event. The opera and the streaming event
were reviewed in the Washington Post and
JAMA (nutt, 2016; willich, 2017).

Co-author Mango, a playwright and
academic staff or co-producer for many of
these events, generated two projects within
the program. one was a commentary for
publication in an academic journal of a
synthesis of personal narratives of patient,
provider, and community stakeholders
involved in CPPr-based projects in mental
health in los angeles and new orleans
(Mango et al., in press). The second was
revising and producing his play about
living with depression, The One With
Friends. The goal was to provide a more
“normalized” view of major depression
and anxiety to counter the often negative
portrayals in media and to clarify the
importance of social support and connec-
tion in coping with symptoms of mental ill-
ness, in order to motivate others to seek
and provide social support (Bastién, 2017;
walter, 2004). The play takes place in los
angeles and follows two young adults
living with depression/anxiety, one (lucy)
after the sudden death of her mother, and
the other (Callum) with a history of suicide
ideation and self-injurious behavior and
formally diagnosed with major depressive
disorder/anxiety. The characters form a
bond over the popular nBC Tv show
Friends and become supportive friends for
each other in the process. while Callum
realizes he will live with depression for the
rest of life, he works to manage it better
with therapy, medication, self-care, and
support—leaving the audience with hope.
The play is based on Mango’s and his
friends’ experiences with stress and using
Friends and other television shows and

films for coping, along with medication
and therapy. The play emphasizes the
importance of empathy, reflection, and
positive social contact and the role of
media in the healing process and the power
of kindness in countering stigma and
enhancing well-being.

Building on the program’s partnered
stakeholder approach, Mango and director
ashley Griggs sought actors who were
understanding of those living with major
depression. for example, one actress noted
that she had people close to her living with
depression and anxiety and that every actor
wants to be a part of a production that is
going to have social impact. an important
goal of The One with Friends as presented
in los angeles (2016—initially at the
ronald reagan uCla Medical Center’s
auditorium) and new York City (2017—
new York university) was systematic eval-
uation of audience impact, building on the
prior research emphasis in w4w/Talking
wellness (Chung et al., 2009). The evalua-
tion, co-led by a child psychiatrist (dr.
Bonnie Zima) developing and evaluating
media interventions, resulted in collection
of about 300 pre-post surveys about mental
health stigma and the arts as a means of
healing, as well as scribe notes of discus-
sions. The play attracted a diverse audience
with ethnic minorities (african american,
asian, Hispanic, native american) repre-
senting more than half the audience at the
los angeles performances and about 43%
at the nYC performances. findings from
the formal evaluation will be presented in a
subsequent article. The play was reviewed
in JAMA.

Reach in Populations
in addition to anecdotal narratives of

impact given above for some program
activities, Table 1 provides metrics of reach
or exposure of populations from data avail-
able from social media or collected at
events. Most events had at least several
hundred viewers. Many of these events are
available online or with reviews online,
have had several thousand “visitors,”
giving some notice of the project; and for
others data are pending. Quantitative mea-
sures of effectiveness consist primarily of
published findings from w4w/Talking
wellness (Chung, Corbett et al. 2006) and
for the comparison of the CPiC interven-
tions as a whole ( Chung et al., 2015; ong et
al., 2017; wells et al., 2013).

evaluations of effectiveness of arts com-
ponents, specifically, is a future goal.
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Discussion and Future Directions
we described the development of an

academic and community-partnered pro-
gram of stakeholder-generated art to
address mental health stigma, produce cre-
ative arts events, and provide public infor-
mation on mental disorders as well as pro-
mote resilience. Common factors across
activities in the program were to promote
reflection, social connection, and support,
instilling hope or a sense of identity, and
promote emotional release and empathy to
reconsider widely held views of persons
living with mental illness. This program
was strongly shaped by the application of a
participatory model of research developed
for interventions with underresourced
communities. This model resulted in a
focus on stakeholder-generated arts,
including academic providers and staff,
patient stakeholders and community
members, in collaboration with local pro-
duction companies and venues, and, in
some cases, national streaming and expo-
sure through social media. another consis-
tent focus was engagement of ethnically
diverse populations through featuring
diverse casts and/or through outreach
events. Beginning in a participatory
research tradition and applying concepts
from the literature on arts and stigma, the
program included visual, spoken, dra-
matic, and musical arts with excerpts
shared in community conferences and
artistic, academic, and policy events.

all projects sought to achieve a “bal-
ance” of positive outcomes and known
challenges faced by people living with
mental illnesses, often within the context of
limitations of treatment approaches of the
time. Projects sought to instill empathy and
understanding of illness and persons living
with them, the importance of patient-cen-
tered care and access to treatment, but
especially of supportive, understanding
relationships as well as conflicts sometimes
encountered when seeking treatment or
given limitations of treatments or actual
changes over time in views of appropriate
treatment (e.g., use of restraint initially a
common primary treatment but now
potentially a sign of treatment failure). for
example, the process of development
emphasized equity by supporting creative
works by patients and community mem-
bers as well as providers and academics, all
collaborating as artists and/or evaluators.

The use of participatory principles also
facilitated collaborations with production
partners and performers. The approach of
stakeholder inclusion, such as coaching by

patients or involvement of knowledgeable
stakeholders (i.e., actual protagonists por-
trayed), was noted by production teams
and cast members as inspiring. another
common goal was to give a “human face”—
through stories—to the complex personal,
family, social network, health care, and
community context for mental illness or
other psychological stresses like coping
with grief. sometimes this was accom-
plished through fictional characters, even if
based on authors’ personal experience, as
well as portrayal of public figures and a
widely read memoir (The Center Cannot
Hold). while the intent was to broadly
affect public perception, formal evaluation
was inconsistent, a limitation to date.

in terms of future directions, the narra-
tive Project, with community partner
Healthy african american families ii and
affiliated scholar dr. Kia skrine Jeffers (co-
author), received funding from the Califor-
nia arts Council to produce a participatory
play using narrative data collected from the
CPiC project on coping with depression
and social issues among racial/ethnic
minorities. dr. skrine Jeffers, a writer/per-
former, practicing nurse, and postdoctoral
fellow in the uCla national Clinician
scholars Program (Bromley et al., 2015), is
the project’s Principal investigator. The
goals of this new project are to increase
understanding of individuals’ experiences
with depression as they navigate daily life
and choose whether or not to seek mental
health services, and to evaluate the impact
of the participatory process of developing
and performing the play through quantita-
tive and qualitative methods. This project
represents a next phase of development of
the media/arts program to more fully real-
ize a participatory stakeholder generation
of art with intentional collaborative evalua-
tion of impact of the experience for devel-
opers, performers, and audience. Consis-
tent with CPPr, the long-term goal of this
project and the program is to further build
stakeholder and community capacity for
promoting health equity for underre-
sourced communities and to have policy
impact.

overall, we found it feasible and com-
pelling to use a participatory framework to
encourage stakeholder-generated art to
address mental health stigma, with active
participation of patient, social network,
community, provider and other partners in
creating, advising and performing a range
of art forms. with limited evaluation
resources, except for two formal research
projects, we nevertheless observed that
these events stimulated community mem-

bers, providers, and patients to share their
own stories of recovery, resiliency,
resources, and activity in the arts. These
events have a value in and of themselves as
works of art and personal experience,
which we hope to more formally demon-
srate in the future.
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MoBile PHones and internet connectivity
have become a necessity in modern society.
although in the early days of the internet,
high-priced entry points such as comput-
ers and broadband connections con-
tributed to a “digital divide” between those
with and without access, the development
of low-cost internet connected devices
such as smartphones has led to more per-
vasive availability. when the Pew research
Center started tracking internet usage in
early 2000, only half of american adults
were online. since then that number has
grown to over 90% (Pew research Center,

2017). However, groups access the internet
in different ways. while most people have
broadband access at home, racial minori-
ties, older adults, rural residents, and those
with lower levels of education and income
are more likely to use smartphones as their
primary, and often only, access point to the
internet (smith, 2015). Beyond internet
connectivity, mobile phones adoption is
driven by their usefulness for a variety of
tasks. They are used for communicating
with others (phone, email, messaging,
social networks), and accessing financial
information, jobs, and health resources.

Because these technologies connect people
to invaluable information, they can be
leveraged to intervene for improving
mental health (aguilera, Bruehlman-
senecal, liu, & Bravin, 2017). This article
will review some ways that mobile phones
can be used to improve mental health with
an emphasis on two underserved popula-
tions: latino immigrants and homeless
youth.

recent years have demonstrated the
potential of mobile phone technologies to
provide mental health services more
broadly. from text messaging interven-
tions (aguilera et al., 2017) to mobile apps
(Pratap et al., 2017) to artificial intelli-
gence–powered chatbots (fitzpatrick,
darcy, & vierhile, 2017), we have seen con-
siderable innovation in new modes of
intervention delivery and new types of
interventions powered by technology.
Technology has also demonstrated poten-
tial to improve identification and assess-
ment of mental health. Google and the
national alliance on Mental illness
(naMi) recently collaborated on efforts to
provide depression and posttraumatic
stress disorder screening to individuals

Leveraging Mobile Technologies to Improve
Mental Health in Underserved Populations:
Lessons Learned From Latino Immigrants and
Homeless Populations
Adrian Aguilera, University of California, Berkeley,
and University of California, San Francisco

Stephen Schueller, Northwestern University
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entering related terms into Google
searches. research demonstrates that pas-
sive assessment of mental health issues is
possible through social media (e.g., insta-
gram—reece & danforth, 2017; face-
book—schwartz et al., 2014) or smart-
phone sensors (Mohr, Zhang, & schueller,
2017).

However, despite all the potential of
technology to overcome issues present in
our current mental health service system,
issues such as stigma and limited access to
underserved populations with high need
still present problems. stigma associated
with mental health diagnoses and interven-
tions is well documented, especially toward
mental health treatment. This stigma can
be higher among immigrant and low-
income populations (Corrigan, 2004). The
personal, private, and convenient nature of
mobile phones make those mediums an
ideal way to introduce mental health infor-
mation and intervention. for example,
Price, davidson, andrews, and ruggiero
(2013) found that underserved populations
that are less likely to access in-person ser-
vices were equally likely to engage in online
interventions. leveraging ubiquitous
mobile devices to deliver mental health
may reduce barriers such as stigma (Price
et al., 2013), inflexible work schedules,
transportation, childcare issues (alvidrez
& azocar, 1999), and other factors that
contribute to disparities in mental health
service utilization.

Technology alone will not solve barriers
to receiving quality mental health care.
instead, if mobile health technologies are to
provide useful mental health resources for
underserved populations, then they need to
be designed to address their needs and
preferences and be responsive or useful to
the contexts where they are interested to
receive care. we review some considera-
tions of mobile health technologies gener-
ally to address mental health needs of
underserved populations and discuss two
particular underserved populations—
latino immigrants and homeless individu-
als—as illustrations intended to highlight
considerations in the development, evalua-
tion, and implementation of interventions
using mobile health technologies.

mHealth for Spanish-Speaking
Latinos With Depression

although mobile health intervention
development has exploded in recent years,
development of mobile health tools does
not always occur with diverse communi-
ties. according to the u.s. Census, there

are 40 million spanish speakers in the u.s.
latinos in the u.s. report significantly
lower utilization of mental health services
relative to need compared to their white
counterparts, with those disparities
increasing in recent years (Cook, Trinh, li,
Hou, & Progovac, 2016). when services are
received, engagement (attendance and
homework completion) tends to be low
(aguilera, Bruehlman-senecal, liu, &
Bravin, 2017). latino adults also report the
very high utilization (94%) of mobile
devices for accessing the internet with
younger and more educated subsegments
utilizing mobile internet at the highest
rates (Brown, lópez, & lopez, 2016).
despite the large population and high
engagement with mobile phones, there are
very few mHealth apps targeting mental
health in spanish. only one study that we
found has tested the feasibility of a mobile
app for depression among spanish speak-
ers (Pratap et al., 2017) and another
reported on the willingness of women to
utilize apps for perinatal depression
(osma, Barrera, & ramphos, 2016). There
is a tremendous need to develop mHealth
tools for mental health in spanish.

our group has utilized text messaging
to improve the reach and quality of mental
health interventions for latino immigrants
from low-income backgrounds and with
low levels of educational attainment.
HealthysMs is a text messaging platform
that was developed with and for low-
income populations (mostly spanish
speakers) to deliver a text-messaging-based
adjunct to group cognitive behavioral ther-
apy (GCBT) for the treatment of depres-
sion in a public sector primary-care clinic.
The text-messaging-based adjunct was
designed to enhance patients’ mood-state
awareness, improve CBT skill practice,
increase therapy attendance, and help clin-
icians better track patient progress.
Patients receiving this adjunct were sent
daily text messages prompting them to
report their mood on a 1 (worst mood) to 9
(best mood) scale, as well as daily psychoe-
ducational messages that reinforced the
concepts taught in GCBT. Patients were
also sent weekly text-based reminders to
attend therapy, and could opt in to receive
daily reminders to take prescribed medica-
tions. Clinicians reviewed graphical repre-
sentations of patients’ daily mood data with
patients during weekly GCBT sessions,
allowing clinicians to assess patients’ mood
over the prior week, and talk with patients
about how they could apply the strategies
taught in therapy to cope with low mood.

early feasibility and acceptability pilot
research of the HealthysMs system
demonstrates that patients reported overall
positive experiences using texting as an
adjunct to GCBT for depression (aguilera
& Berridge, 2014; aguilera & Muñoz,
2011). in responding to open-ended ques-
tions regarding what they found helpful
about the text messages, over half of
patients spontaneously reported that the
messages prompted self-reflection and
mood-state awareness. for example, one
english-speaking patient wrote: “They (the
messages) made me stop and think for a
moment about how i was feeling and why i
was having those feelings. My life is so
crazy, i need a reminder to think about
how i feel.” similarly, a majority of patients
also reported that the messages made them
feel cared for, and closer to their therapist
and the therapy group. for example, one
spanish-speaking patient indicated that the
texting program “makes you feel like some-
one is concerned about you” (aguilera &
Berridge). in an earlier, smaller pilot, most
patients (80%) also reported that the text
messages encouraged them to attend ther-
apy (aguilera & Muñoz). Patients in this
study respond to the text messages at an
acceptably high rate, responding on aver-
age to 65% of the messages received over a
2–4 month period (aguilera & Muñoz).

a recent clinical trial provides evidence
that this text-messaging adjunct to GCBT
increases psychotherapy attendance and
reduces therapy dropout relative to stand-
alone GCBT (aguilera, Bruehlman-
senecal, demasi, & avila, 2017). Patients in
this trial were low-income spanish-speak-
ing latinos who were assigned to receive
either standard GCBT for depression (con-
trol condition; n = 40) or the same treat-
ment with the addition of the text-messag-
ing adjunct described above (n = 45).
intent-to-treat analyses demonstrated that
patients assigned to the text-messaging
adjunct condition stayed in therapy signif-
icantly longer (median of 13.5 weeks before
dropping out) than patients assigned to the
control condition (median of 3 weeks
before dropping out). Patients assigned to
the text-messaging adjunct also generally
attended a greater number of therapy ses-
sions (median = 6 session) than patients
assigned to the control (median = 2.5 ses-
sions). The text-messaging adjunct did not
lead to significantly higher reductions in
depressive symptoms as both conditions
experienced significant decreases in
depressive symptom severity over the
course of treatment. a larger sample would
likely be needed to detect a potential condi-
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tion difference in depressive symptoms or a
longer study could investigate if the text-
messaging adjunct might lead to more sus-
tained benefits. including text messaging
might better reinforce how activities out-
side of the sessions can aid recovery and
could potentially encourage people to
engage in positive self-management behav-
iors in the period after treatment. despite
the shortcomings of the study, these find-
ings provide promising evidence that text-
based adjuncts to psychotherapy may pro-
mote sustained engagement with
efficacious treatments for depression
among latino immigrants.

data collected through HealthysMs has
also proved useful in predicting clinically
meaningful outcomes, including depres-
sive symptom severity and weekly GCBT
attendance. average weekly mood ratings,
measured via text, were found to reliably
predict depressive symptom severity as
assessed by the Patient Health Question-
naire (PHQ-9) within a sample of 33
depressed patients (aguilera, schueller, &
leykin, 2015). This finding suggests that
text-based mood ratings may serve as an
efficient proxy measure for depressive
symptom severity, potentially reducing the
need to administer the full PHQ-9 during
therapy, a measure that can be clinically
burdensome to administer and difficult to
comprehend for patients with low literacy.
daily mood ratings have also been found to
prospectively predict patients’ likelihood of
attending upcoming therapy sessions
(Bruehlman-senecal, aguilera, & schuel-
ler, 2017). in a sample of 56 depressed
patients, patients who reported a more pos-
itive mood the day before a scheduled ther-
apy session were significantly more likely
to attend therapy the next day, even after
controlling for their prior attendance his-
tory. These findings indicate that daily
mood ratings can be used to predict and
potentially prevent costly therapy appoint-
ment no-shows, allowing clinics to strate-
gically time outreach to patients who need
additional support to stay engaged. Given
the benefits of regular therapy attendance,
and the costs associated with early termi-
nation, this finding has high clinical utility.
Taken together, these results underscore
the value of the text messaging adjunct and
the development with and for underserved
and spanish speaking populations.

Mobile Mental Health for
Homeless Young Adults

individuals experiencing homelessness
are a high-need yet low-availability popu-

lation when it comes to mental health ser-
vices. estimates consistently find that
homeless individuals have rates of mental
disorders 2 to 3 times higher than their
housed peers (Quimby et al., 2002). Mental
health issues are both a cause and conse-
quence of homelessness, especially in
young adults where homelessness often
results from “aging out” of child welfare
services (fowler, Toro, & Miles, 2011).
indeed, nearly a quarter of children who
leave the foster care system will experience
homelessness within 2 years (fowler, Toro,
& Miles, 2009).

unfortunately, homeless individuals
receive mental health resources at
extremely low rates, with estimates below
10% in most instances (de rosa et al.,
1999). Given the insufficiency of access to
care, the most common setting for treat-
ment tends to be emergency rooms when
health needs can no longer be ignored
(ensign & Bell, 2004). This often results in
treatment for acute issues such as sub-
stance use or serious mental illness but less
care for common mental health problems,
such as depression and anxiety. Just like
their housed peers, however, common
mental health issues are the primary
mental health complaints among homeless
individuals (rohde, noell, ochs, & seeley,
2001; whitbeck, 2011).

fortunately, evidence-based practices
validated in other settings appear to be
useful for homeless individuals. for exam-
ple, a few studies have demonstrated that
cognitive-behavioral therapy delivered in
shelters can lead to significant decreases in
depression and other mental health prob-
lems and improvements in self-efficacy
(Hyun, Chung, & lee, 2005; Taylor,
stuttaford, & vostanis, 2007). However,
although the treatments themselves are
effective, there are considerable barriers to
engagement. in one study, only treatment
completers displayed significant benefits,
and over half of the young adults who
began treatment discontinued after the first
session (Taylor et al., 2007). Thus, evi-
dence-based practices must be provided in
ways that are appropriate and acceptable
for this population and the settings in
which they come into contact with health
resources.

while access to health care services is
much lower than the general population,
homeless individuals have a level of access
to mobile technologies comparable to the
general population. The adoption of spe-
cific technologies (e.g., feature phones as
opposed to smartphones) are sometimes
below current rates in some specific con-

texts, but the overall rates of ownership and
use of devices is quite comparable. one-
fourth of homeless individuals report using
the internet for more than an hour a day
(most often accessed via smartphone
devices; rice & Barman-adhikari, 2014;
rice, Monro, Barman-adhikari, & Young,
2010). estimates of smartphone ownership
among homeless individuals ranges from
44% to 62% (Mcinnes, li, & Hogan, 2013;
Post et al., 2013), and individuals ages 18 to
29 account for the top end of that range
(rice, lee, & Taitt, 2011).

despite the high potential of mobile
mental health interventions to be useful for
homeless individuals, few attempts have
been made to develop programs specifi-
cally for this population, and the research
literature is completely lacking. in a system
requiring low-cost interventions that can
be used on-the-go without trained mental
health specialists, mobile health interven-
tions could promote a standard of care that
could significantly advance mental health
treatment in this population and setting.

in Chicago, we have been trying to
leverage the affordances of technologies to
develop a novel form of mental health ser-
vices specifically designed for the needs of
homeless young adults (Karnik, Glover,
Boley, schueller, & Zalta, 2017). The pro-
gram was developed with stakeholder
input from homeless young adults (adkins
et al., 2017), as well as close collaboration
with the shelter system in which it would be
deployed. Through focus groups we
learned that homeless individuals, espe-
cially young adults, have frequently had
negative experiences with mental health
care and thus have low levels of trust in
mental health professionals. furthermore,
depression, anxiety, and “stress” were indi-
cated as chief concerns among different
mental health issues. a major issue that
emerged for these young adults was want-
ing to feel a sense of autonomy in their lives
generally and, as a result, in the mental
health treatment as well. we heard
repeated stories of people feeling like their
voices were not heard, which resulted in
prescriptions of medications or treatment
plans that did not address their needs.
additionally, logistical problems emerged.
for example, travel to therapy appoint-
ments when even bus fare was a significant
financial strain made it practical impossi-
ble to engage in traditional services.

Based on this input, we created a smart-
phone-delivered mental health program
tailored to the needs of homeless young
adults. The program consists of a combina-
tion of mental health apps and telephone
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and text message support provided by a
clinical psychologists. The apps leverage
some products already developed and eval-
uated through northwestern’s Center for
Behavioral intervention Technologies such
as the intelliCare suite (lattie et al., 2016;
Mohr et al., 2017), as well as an app specif-
ically designed for this population and pro-
ject, Pocket Helper. Pocket Helper pro-
vides a daily tip supporting coping skills,
which are the focus of the program, and a
daily survey that feeds information back to
the supporting clinical psychologist. The
human support is based on concepts of
“remote hovering” (Ben-Zeev, Kaiser, &
Krzos, 2014) as well as the efficiency Model
of support for Behavioral intervention
Technologies that emphasizes the impor-
tance of addressing goals of one’s interac-
tion with the technology (schueller,
Tomasino, & Mohr, 2017). although the
pilot program is still ongoing, several
lessons have emerged from this early work.

first, the participants are accepting of
this form of services and willing to engage
with the program. we have had high rates
of engagement with over half of the partic-
ipants completing all of their telephone ses-
sions. However, the highest rated aspect of
the program is not the telephone support,
ability to text message a provider, or the
interactive mobile apps, but the simple tips
that people receive on a daily basis. last,
although the participants enjoy the ability
to connect with a provider via technology,
they still would prefer to establish the con-
nection through a face-to-face meeting.
This suggests that “blended care” models
that have become increasingly popular
ways to integrate digital resources into
mental health treatment abroad require
further consideration in the united states.
The idea that technologies might come to
“replace” mental health providers is proba-
bly less likely in the near term than better
learning how technologies can support
providers. as such, technology might help
create a form of market segmentation or fit
into stepped-care models (i.e., some people
receiving low-intensity treatments), but we
should be thinking more deeply about
technology plus humans rather than tech-
nology only serving as a stand-alone prod-
uct.

Conclusions and Recommendations
it is crucial to identify populations with

the highest need relative to available
resources when developing and testing
mental health interventions to achieve the
maximum public health impact. Mobile

health interventions often do not reach the
populations that are most affected by
mental health problems. nor are they
developed with and for those least able to
access care within the current system. in
the u.s., vulnerable populations (e.g., eco-
nomically disadvantaged, racial and ethnic
minorities, uninsured, low-income chil-
dren, elderly, homeless, etc.) frequently
receive their care in safety net or nontradi-
tional settings, where cutting-edge inter-
ventions such as new mobile technologies
are not likely to be designed or developed,
and are only available many years after use
within higher-resourced systems (regen-
stein, Huang, & Cummings, 2005). This
significant translational gap presents prob-
lems in achieving health equity and
increases the likelihood that these interven-
tions, when actually implemented in
underserved settings, will ultimately fail
with respect to sustained patient engage-
ment because they were not built with these
types of systems and populations in mind.
it is more likely that mobile interventions
will be widely accessible and easy to use if
they are designed and tested with diverse
patients from the outset (Mohr, wein-
gardt, et al., 2017; sarkar et al., 2016).

designing technology with and for
underserved populations requires an
understanding of their specific needs, capa-
bilities, and motivations to achieve desired
health outcomes. Mobile phone interven-
tions are most likely to be engaging when
they are integrated into existing services
that people utilize and when technology
can be easily integrating into their daily
activities and routines. This may require
developing a range of technology-based
interventions from unsupported stand-
alone interventions to interventions inte-
grating important human relationships
(e.g., clinical, social, family, etc.). further-
more, we need to understand people’s pref-
erences. some people might view mobile
mental health interventions as an undesir-
able alternative to face-to-face care (ren-
nick-egglestone et al., 2016).

in the service of creating effective and
efficient mHealth mental health interven-
tions that can be responsive to people’s
needs, it is helpful to consider a continuum
of possibilities for such interventions to
enter clinical care. Muñoz (2017) presented
such a continuum consisting of traditional
services augmented by digital tools, guided
interventions that could involve low-touch
human involvement, and automated inter-
ventions that involve no human touch.
This continuum of options might exist
both within and between interventions;

and ensuring the availability of human
support when desired, either remotely or
face-to-face, might be an important future
direction to tailoring interventions for
diverse groups.

reflecting on our two cases, there are
still barriers to developing and implement-
ing mHealth interventions for underserved
populations. for example, older and less
literate patients have a more difficult time
engaging in mobile technology interven-
tions because they tend to use and rely on
smartphones less often and because they
may have difficulty engaging in concepts
that are largely delivered by text. among
homeless youth, some key barriers are lack
of technology infrastructure (e.g., although
smartphones are pervasive, wifi and
phone service are not), difficulties in pro-
moting their awareness of such services
and keeping them connected with them,
and ensuring products represent the diver-
sity of this group in terms of ethnic back-
ground and sexual orientation. These bar-
riers are not insurmountable but should be
viewed as design challenges to be
addressed. although leveraging mobile
technology interventions for underserved
populations is not always easy, we are con-
fident that the efforts are worthwhile given
the high level of need in these vulnerable
and stigmatized populations.
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CHild seXual aBuse (Csa) occurs fre-
quently, with one recent review suggesting
that approximately 1 in 10 children will
experience sexual abuse before age 18
(Townsend & rheingold, 2013). victims of
Csa are at risk for developing a range of
psychological and behavioral problems,
including depression, anxiety, posttrau-
matic stress disorder (PTsd), suicidal
thoughts and behavior, substance abuse,
high-risk and inappropriate sexual behav-
ior, and other conduct problems
(Maniglio, 2009; Tyler, 2002). However,
not all children experience these short- and
long-term effects and many factors influ-
ence the heterogeneity of response to Csa
(Kendall-Tackett, williams, & finkelhor,
1993; Putnam, 2003). stigma, defined as “a
mark of disgrace associated with a particu-
lar circumstance, quality, or person”
(oxford english dictionary, 2017), can

play an important role in victims’ recovery
(Coffey, leitenberg, Henning, Turner, &
Bennett, 1996). as such, the purpose of this
paper is to critically review the literature on
how survivors of Csa are currently stigma-
tized, identify the consequences of such
stigma, and make suggestions for clinicians
working with Csa victims and their fami-
lies.

Youth who experience sexual abuse
often face stigma from others. due to the
stigma around victimization, some youth
delay their disclosure and some never tell
(fontes & Plummer, 2010; Gagnier &
Collin-vézina, 2016). estimates vary, how-
ever, as studies show that the majority of
children who experience sexual abuse do
not tell someone during childhood
(london, Bruck, Ceci, & shuman, 2005;
lyon & ahren, 2011). Many survivors
identify shame and embarrassment as a

primary reason for delayed disclosure
(anderson, Martin, Mullen, romans, &
Herbison, 1993; fleming, 1997). stigmati-
zation of sexual abuse victims also discour-
ages open communication between family
members about the abuse and discourages
open communication about the problem of
Csa in the community. stigma can also
influence a youth’s own perception of self-
blame, shame, and guilt (finkelhor &
Browne, 1985; Karakurt & silver, 2014) and
can lead to feelings of isolation (finkelhor
& araji, 1986). The effects of stigma may
continue into adulthood. Coffey and col-
leagues (1996) found that stigma mediated
the relationship between sexual victimiza-
tion in childhood and adult psychological
distress in women. another study showed
that the relationship between childhood
sexual abuse and the use of avoidant coping
strategies following an adult sexual assault
was mediated by feelings of stigma (Gibson
& leitenberg, 2001). overall, a review of
the limited literature suggests that more
research is still needed to better understand
the stigma Csa victims experience. rela-
tive to other widely studied topics in the
Csa literature, the dearth of studies on
stigma likely associates with the complex-

Child Sexual Abuse: Stigmatization of Victims
and Suggestions for Clinicians
Kate Theimer and David J. Hansen, University of Nebraska–Lincoln



214 the Behavior Therapist

T H E I M E R & H A N S E N

ity of the issue as well as the methodologi-
cal difficulties of conducting research on
stigma associated with Csa. Broadly,
stigma may include the following interre-
lated areas, which we explore in detail
below: (a) the label of “abuse victim,” (b)
stereotyping youth based on their abuse
history, and (c) blaming the victim for the
abuse.

CSA Victim Label
The label of “child sexual abuse victim”

can have significant implications for the
youth’s recovery (Holguin & Hansen,
2003). This label may impact children
directly or it may indirectly affect children
through the way nonoffending caregivers,
teachers, professionals, and peers interact
with the youth. as described below, the
media’s portrayal of victims may also con-
tribute to how youth who experience
sexual abuse are perceived.

research has shown that labeling a
person can sometimes encourage that indi-
vidual to behave in ways that emulate the
expected aspects of the label, a concept
commonly termed self-fulfilling prophecy
(e.g., Madon, Jussim, & eccles, 1997). Past
research on self-fulfilling prophecies with
children has primarily examined educa-
tional labels within the classroom. experi-
mental and naturalistic studies show that
labels and expectancies can influence stu-
dents’ academic achievement and behav-
ior, such that the child is fulfilling the
expectation of the label (Madon et al., 1997;
rosenthal & Jacobson, 1968; rosenthal &
rubin, 1978). Building on this, research has
investigated the role of mental health diag-
nostic labels on patient behavior. link
(1987) and link, Cullen, struening, shrout,
and dohrenwend (1989) confirmed the
theory that patients may fear rejection
from others based on their mental illness
diagnosis, which can lead to further dys-
function and isolation. it has been posited
that children who hold negative expecta-
tions for themselves due to being sexually
abused may be at risk for engaging in a self-
fulfilling prophecy (Holguin & Hansen,
2003). for example, because the label
“sexual abuse victim” is so commonly asso-
ciated with negative outcomes (e.g., PTsd,
depression), this label may act to maintain
and possibly exacerbate the child’s sympto-
mology. in this example, children hold
negative expectations for themselves. in
addition, negative expectations may also
come from outside sources, such as the
child’s family, teachers, and friends (Kouy-
oumdjian, Perry, & Hansen, 2005), which

could serve to reinforce the child’s own
beliefs. Therefore, it is important to also
study the effect of the Csa label in the con-
text of the child’s environment.

a similar principle in psychology is
stereotype threat, the concern of confirm-
ing a self-relevant negative stereotype
(steele, 1997). This concern can decrease
an individual’s performance, ultimately
confirming the stereotype. research has
shown that stereotype threat affects chil-
dren (e.g., Muzzatti & agnoli, 2007;
neuville & Croizet, 2007; Tomasetto,
alparone, & Cadinu, 2011). one study
found that first and third graders knew
about the stereotype that those from low
socioeconomic backgrounds have lower
intellectual abilities and the children from a
low socioeconomic background performed
more poorly on a cognitive exam when
tested in an evaluative context under
stereotype threat (désert, Préaux, & Jund,
2009). Tomasetto et al. (2011) showed that,
overall, among girls in kindergarten
through second grade, math performance
was impaired when tested under stereotype
threat. However, they found that stereo-
type threat did not decrease girls’ math per-
formance if their mothers reported a strong
rejection to the stereotype that girls are
worse at math (Tomasetto et al.).

while there have not been any specific
studies using children who have experi-
enced sexual abuse, it is theorized that the
principle of stereotype threat may apply to
this population. research could examine
Csa victim functioning in a variety of areas
under a stereotype threat condition (e.g.,
Csa victims are permanently damaged,
exhibit significant emotional and behavio-
rial problems, do worse in school, develop-
mentally regress) and under a no-threat
control condition to examine the role this
may play on child and adult behavior. This
research could also act as an intervention
or outlet for educating adults as well as
children about negative expectancies. Par-
ticularly, given the results of Tomasetto et
al. (2011) that mothers’ beliefs influenced
the effect of stereotype threat on their
daughters, the study could potentially
assess the children’s parents’ perceptions of
Csa victims and explore if this mediates
the effects of stereotype threat. Though
labels serve a function in identifying and
treating individuals in need, labels may also
have detrimental effects for children who
experience sexual abuse. More research is
needed to clearly understand this relation-
ship.

in addition to the potential effect that
the Csa victim label has directly on youth,

this label can also influence how other
people, including nonoffending caregivers,
teachers, professionals, and peers, interact
with the youth. some individuals believe
that sexually victimized youth are, as a con-
sequence, marred or damaged, will develop
overwhelming emotional and behavioral
problems, or will perpetrate on other youth
(Cyr et al., 2016; Holguin & Hansen, 2003).
Particularly, following their child’s sexual
abuse disclosure, many nonoffending care-
givers experience significant distress (Cyr
et al.; elliot & Carnes, 2001), fear their child
will never be the same, and hold negative
expectations for the child’s emotional and
behavioral well-being (Holguin & Hansen;
Kouyoumdjian et al., 2005). However, the
heterogeneity of response to Csa shows
that many factors influence outcomes and
an adult’s expectation that a child will
experience negative symptomology may
actually influence the development of those
symptoms (Kouyoumdjian et al.) or serve
to maintain or exacerbate the child’s symp-
tomology (Briggs, Hubbs-Tait, Culp, &
Blankemeyer, 1995; Browne & finkelhor,
1986; Holguin & Hansen; Kouyoumdjian,
Perry, & Hansen, 2009). researchers have
aimed to better understand caregivers’ per-
ceptions and expectations of the impact of
sexual abuse on their child following dis-
closure (Kouyoumdjian et al., 2009; Mei-
dlinger, west, Hubel, & Hansen, 2012).
Practitioners may find it valuable to assess
and address nonoffending caregivers’
expectations in treatment to improve child
and family outcomes. Preliminary research
has found that parental depression predicts
negative expectations of their sexually
abused child (Theimer et al., 2017), sug-
gesting that it may be beneficial for treat-
ment providers to concurrently address
parent expectations as well as depression.

while research is limited, the Csa label
may also negatively influence teachers’
expectations, opinions, and interactions
with the child (Bromfield, Bromfield, &
weiss, 1988; Holguin & Hansen, 2003;
Kouyoumdjian et al., 2005). using a sample
of middle and high school educators,
Bromfield et al. (1988) found that teachers
reported that they would be less likely to
encourage a child to keep trying following
failure on a puzzle task when that child was
described as having a history of sexual
abuse. Teachers also predicted that the
Csa-labeled child would have less success
in the future compared to the nonlabeled
child. These expectations and behaviors
may unintentionally negatively impact
Csa survivors’ school functioning. Given
that children sometimes initially disclose
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sexual abuse to teachers and that, in 2015,
education personnel were the most likely
source of maltreatment reports to child
protection agencies (u.s. department of
Health and Human services, 2017), this
may be a particularly relevant area of fur-
ther research. it may also highlight the
importance of examining this topic
through a bioecological framework and
studying the significant systems outside of
the child and family. additionally, profes-
sionals who commonly work with sexually
abused youth, such as social workers, ther-
apists or counselors, physicians, and police
officers, also tend to have lowered expecta-
tions for children’s outcomes, which can
impact how professionals interact with
these children (Holguin & Hansen, 2003;
Holm, Holguin, & Hansen, 2002). More-
over, from the authors’ experience and as
noted in the literature (e.g., Goodman-
delahunty, Martschuk & Cossins, 2017;
Holguin & Hansen), among adult popula-
tions (e.g., potential jurors) and profession-
als there is some level of misinformation
about children’s demeanor and develop-
ment of symptomology following Csa. for
example, some professionals believe that
most children will develop severe PTsd
symptomology or experience developmen-
tal regression in response to the abuse. fur-
thermore, some may doubt the child’s dis-
closure if the child does not show any
internalizing or externalizing symptoms
commonly associated with Csa. Providing
accurate and up-to-date information about
Csa to professionals who encounter chil-
dren daily could reduce misconceptions
and positively influence how they interact
with victimized youth.

while addressed much less in the
research literature, clinical experience sug-
gests that some youth have significant neg-
ative interactions with peers following dis-
closure. This may be especially relevant for
adolescents, given the increased influence
of their peer support network. it is unclear
whether these negative interactions with
peers specifically associate with the Csa
label or other confounding factors (e.g., the
circumstance of the abuse, the alleged
offender); thus, more research is needed.
still, it is important to comprehensively
include the youth’s peers and friends as
potential sources of negative expectations
and as individuals who have the potential
for influencing victim recovery (Holguin &
Hansen, 2003).

Media coverage and the media’s por-
trayal of Csa may play an important role
in how people view those labeled as sexual
abuse victims (Holguin & Hansen, 2003).

for example, it is common for extreme and
severe cases of child sexual abuse to be cov-
ered in the media. severe abuse is more
commonly associated with the develop-
ment of significant mental health symp-
toms, such as PTsd, depression, and suici-
dal ideation (Kendall-Tackett et al., 1993).
Therefore, these publicized cases may
inform people’s expectations of sexual
abuse victims. dorfman, Mejia, Cheyne,
and Gonzalez (2011) analyzed u.s. news
coverage of child sexual abuse and found
that the most common story involved the
arrests and trials of offenders. This cover-
age does not represent most Csa cases
given that only 29% of cases result in an
arrest and many incidents are never
reported to police (snyder, 2000).

overall, placing the label “Csa victim”
directly on a child can have detrimental
effects due to the negative connotations
many hold. However, little is known about
the scholarly use of the term “Csa victims”
within the scientific literature when refer-
ring to a group of individuals who have
experienced sexual abuse in childhood.
interestingly, researchers’ use of the term
“victims” compared to “survivors” in scien-
tific work has been studied within female
adult sexual assault populations. Hockett
and saucier (2015) found differences in
research that used “victims” compared to
“survivors,” such that those who used “sur-
vivors” presented a more balanced repre-
sentation of the consequences associated
with adult sexual assault. Currently, there
is a dearth of research on the use of these
terms with child populations. widely cited
and well-regarded publications within the
Csa scholarship use both terms, consistent
with the current paper. examination of this
terminology could be an important area of
future research.

CSA Victim Stereotyping
some youth who are sexually abused

encounter negative stereotypes based on
aspects of their abuse. Though interrelated
with the “abuse victim” label described
above, the stereotypes victims face repre-
sent a unique aspect of stigmatization.
while the “abuse victim” label focuses on
negative expectancies for sexually abused
youth on an individual level, victim stereo-
typing centers on how victims are typecast
based on characteristics of the abuse.
Broadly, stereotypes are oversimplified
ideas about a particular group. They act as
a cognitive shortcut and allow people to
make quicker decisions. However, they are
not always accurate. among female sexual

abuse victims, adolescents may be espe-
cially likely to be stereotyped. There is a
common belief that adolescent girls who
wear revealing clothing are asking to be
sexually abused (Bell, Kuriloff, & lottes,
1994; Collings, 1997). This can lead to
victim blaming and shaming. Particularly,
differences in cultural norms may affect the
stereotypes and stigmatization youth face.
for example, cultures that value female
modesty and virginity may stereotype
female victims as blemished (Böhm, 2017;
fontes & Plummer, 2010). additionally,
the status of men and women in the society
can associate with stereotypes. in some cul-
tures, female victims may be believed to
have played a role in tempting or provok-
ing the sexual encounter and males may be
perceived as being unable to control their
sexual urges (Böhm; fontes & Plummer).
These cultural influences may act as a sig-
nificant deterrent for victim disclosure and
associate with feelings of shame and guilt.

Male victims may face unique chal-
lenges and problems with stereotyping.
Males are commonly believed to be more
capable of physically resisting the abuse or
escaping the abuse (davies, Pollard, &
archer, 2001; davies & rogers, 2006),
reflecting the gender stereotype that males
must be strong and fight back when
assaulted (Thompson & Pleck, 1986). if
they do not fight back, they may be per-
ceived as weak (Gagnier & Collin-vézina,
2016). across many cultures, male victims
who are abused by male perpetrators may
be perceived as gay (davies et al., 2001;
rogers & davies, 2007) and the fear of
being perceived as gay might deter males
from disclosing (fontes & Plummer, 2010;
Heru, 2001). additionally, child sexual
abuse committed by a female perpetrator is
perceived to be less harmful (Broussard &
wagner, 1988; esnard & dumas, 2013;
Maynard & wiederman, 1997; rogers &
davies, 2007), potentially devaluing the
importance of treatment for these youth.

Media portrayals of Csa contribute to
problematic stereotypes. a common media
portrayal of sexual abuse is often that of a
perverted adult stranger preying on chil-
dren (Holguin & Hansen, 2003). This cre-
ates a challenge for victims and families
whose offender does not fit this stereotype,
such as abuse committed by a family
member or a known juvenile—which are
both significantly more common than
sexual abuse committed by a stranger
(finkelhor & shattuck, 2012). addition-
ally, television shows and movies some-
times romanticize relationships between
high school students and their teachers,
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even when the relationship constitutes
sexual abuse under most laws. This perpet-
uates the stereotype that these relationships
are not harmful or potentially not as harm-
ful as other forms of sexual abuse. overall,
these stereotypes may have negative impli-
cations for appropriately supporting vic-
tims of Csa following disclosure.

CSA Victim Blaming
another form of stigmatization youth

who experience Csa face is victim blam-
ing. research shows that many disclosures
are met with victim blame and believing
the youth is culpable for the abuse can have
significant negative consequences for the
child (ullman, 2003). for example, placing
responsibility onto the child may prompt
the youth to self-blame and internalize
responsibility (Hunter, Goodwin, &
wilson, 1992). victims also delay or avoid
disclosure altogether due to the fear of
being blamed. delayed disclosure prevents
immediate access to mental health services
following sexual abuse, could place the
youth at risk for subsequent and repeated
abuse by the offender, and potentially
places other children at risk for sexual
abuse by the unreported offender (Good-
man-Brown, edelstein, Goodman, Jones, &
Gordon, 2003). finally, when those close to
the youth, such as parents and family
members, blame the victim it may be
expected that they also provide less overall
support and compassion. following Csa
disclosure, parental support has been con-
sistently associated with child adjustment;
specifically, maternal support has been
widely studied (Zajac, ralston, & smith,
2015). one aspect of caregiver support is
taking the youth to therapeutic services.
However, if parents perceive the child as
blameworthy, they may be less likely to
engage the child in these needed services.

Certain youth are more likely to be
blamed. for example, research shows that
people believe older victims (i.e., adoles-
cents) to be more responsible for the sexual
abuse compared to younger victims (e.g.,
Back & lips, 1998; rogers & davies, 2007;
rogers, Josey, & davies, 2007). Blame may
be placed on older children at a higher fre-
quency because adolescents are perceived
to be less credible, less trustworthy, and less
sexually naïve (davies & rogers, 2009,
rogers & davies, 2007; rogers et al., 2007).
additionally, older youth are believed to be
more able to verbally and physically resist
an abusive encounter from an adult com-
pared to younger children (Maynard &
wiederman, 1997). overall, the level of

victim resistance may affect attributions of
blame. when children are described as
encouraging the sexual encounter, they are
deemed more blameworthy (Broussard &
wagner, 1988; ford, schindler, & Medway,
2001). Youth who do not resist the abuse
and act passively also tend to be ascribed
more blame than those who resist the abuse
(Broussard & wagner). following disclo-
sure, some Csa victims are asked the ques-
tions, “did you fight back?” or “did you say
no?” which could reflect the proclivity to
assign blame to children based on their
level of resistance. finally, while more
research is needed, the number of abuse
occurrences may associate with people
attributing blame to the youth. one study
found people attributed more blame to a
victim who was abused five times by the
same perpetrator compared to a victim
who was abused once (Theimer & Hansen,
2017). This may reflect the perception that
youth must actively do something to stop
the abuse after the first incident (i.e., an
immediate disclosure) to be considered
blame free—and inaction may be associ-
ated with the assignment of blame to the
victim. This is significant given that most
children do not immediately disclose
sexual abuse to a trusted and protective
adult (Conte & vaughan-eden, 2018). it is
possible that people are unfamiliar with the
reasons why children do not tell about
Csa, including the tricks offenders use to
gain children’s trust and keep victims from
disclosing (Craven, Brown, & Gilchrist,
2006).

overall, blaming the victim for the
abuse increases the stigmatization youth
feel. fortunately, victim blaming is com-
monly addressed in the professional litera-
ture, shedding light on the negative impli-
cations blame has on survivors of Csa.
Moreover, noncompeting theories attempt
to explain why people assign responsibility
to victims, including lerner’s (1980) just
world theory and shaver’s (1970) defensive
attribution theory. These research efforts
foster a deeper understanding of blame
attributions and promote the appropriate
assignment of blame to the perpetrator.

Suggestions for Clinicians
efforts must be made to reduce the

stigmatization of Csa survivors. The fol-
lowing briefly describes suggestions for
clinicians who work with youth and fami-
lies who experience Csa. These sugges-
tions are intended to help clinicians sup-
port victims and their families and help

disseminate accurate information about
Csa.

1. include nonoffending caregivers, sib-
lings, and other close family members in
intervention efforts and provide psy-
choeducation on (a) the heterogeneity of
Csa outcomes and (b) the adverse con-
sequences of the Csa label and having
negative expectations for the child’s
functioning post disclosure. Holguin
and Hansen (2003) described that
“seeing, perceiving, and interacting with
the child in a manner that is not charac-
terized by lowered expectations due to
the sexual abuse label may diminish a
damaged child mentality and serve to
protect the child from additional and
exacerbated harm” (p. 664). addition-
ally, psychoeducation in this area could
decrease the chances of a child conform-
ing to a self-fulfilling prophecy or being
negatively impacted by stereotype
threat. Holguin and Hansen noted that
“an environment that enhances rather
than limits opportunities and increases
motivation so that coping and resilient
responses can be created minimizes the
chances that a learned helplessness will
be fostered” (p. 664). Clinicians should
make efforts to assess victims’ and
family members’ negative expectations,
keeping in mind and concurrently
addressing the factors which associate
with having negative expectations (e.g.,
parent depression).

2. when working with youth and fami-
lies, use person-first language. in psy-
choeducational and therapeutic efforts,
specific examples of person-first lan-
guage include phrases such as “children
who experience sexual abuse,” “kids
who receive an unsafe touch,” or “chil-
dren who experience an unsafe situa-
tion.” in doing this, practitioners can
refrain from using the word “victim” as a
label in conversations with the child and
family. in treatment with youth, profes-
sionals may decide to primarily use the
term “unsafe touch” when referring to
the sexual abuse as well as any inappro-
priate sexual behavior or unwanted
physical interaction. However, this term
is not inclusive to all forms of sexual
abuse, as not all sexually abusive
encounters include a physical touch.
Therefore, “unsafe situation” may be
preferred in certain cases.

3. Correct inaccurate victim stereotypes
made by children, family members, pro-
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fessionals, and others. This may be par-
ticularly relevant for male victims and
adolescent female victims. Clinicians
must consider the family’s cultural con-
text when addressing victim stereotypes.

4. Help children understand that they
are not at fault. in interventions with
victims and family members, process
and correct statements attributing
blame to the child.

5. Provide interventions that focus on
increasing factors contributing to
resilience (e.g., parental support) and
instilling hope in children and their fam-
ilies (domhardt, Münzer, fegert, &
Goldbeck, 2015; Marriott, Hamilton-
Giachritsis, & Harrop, 2014). while val-
idating the distress children and family
members may be experiencing, uncover
the family’s strengths and provide power
and control back to the family through
prevention efforts.

6. utilize Csa literature and resources
to inform practice. Particularly, clini-
cians may find it helpful to review
research on the heterogeneity of
response to Csa (Hubel et al., 2014;
Maniglio, 2009; Putnam, 2003) and fac-
tors that reduce negative outcomes (e.g.,
domhardt et al., 2015; Marriott et al.,
2014). additionally, providers can gain
education through online and in-person
training. for example, a trauma-focused
cognitive-behavioral therapy (Tf-CBT)
web-based learning course is available at
https://tfcbt2.musc.edu. Trainings may
also be available at accredited Child
advocacy Centers (see http://www.
nationalchildrensalliance.org to find a
nearby center).

7. educate and share research on Csa
with other professionals, including that
having negative expectancies for a child
can influence recovery. Make efforts to
inform professionals about the hetero-
geneity of response to Csa. Provide
them with education on the factors that
influence risk and resiliency. Promote
that, with this knowledge, they could
have a positive influence on children’s
recovery.

8. Many people feel uncomfortable
broaching the topic of child sexual
abuse; however, discussing the problem
of Csa openly may decrease the stigma-
tization survivors feel, promote timely
disclosures, and decrease isolation.

learn about and share information on
the prevention efforts and resources
dedicated to bringing awareness to child
sexual abuse. Promote victim and family
resiliency in the professional and popu-
lar media. read the national Children’s
advocacy Center’s (2017) position on
spreading the message of “progress and
hope” (p. 1). Get involved in public
policy to advocate for victims and fami-
lies.

Conclusion
unfortunately, youth who experience

sexual abuse often face stigma from others
and this stigma may associate with negative
outcomes for the child. Broadly, societal
stigmatization of sexual abuse victims
deters open communication about the
problem of Csa in the community. it may
also discourage open and supportive com-
munication between nonoffending family
members and the child after sexual abuse is
disclosed. a number of interrelated factors
contribute to the stigmatization of victims.
stigmatization can involve the label of
“sexual abuse victim,” which holds many
negative connotations. This label can affect
children directly or indirectly through the
way others interact with the youth. stigma
also includes stereotyping victims based on
their abuse history. for example, adoles-
cent female victims and male victims may
be especially likely to be negatively stereo-
typed. finally, stigmatization includes
blaming the youth for the abuse, which has
been shown to associate with negative out-
comes. unlike other aspects of Csa stigma,
victim blaming has been widely studied in
the related literature. overall, the media
may play a potential role in society’s per-
ception of youth who experience sexual
abuse. Clinicians working with Csa sur-
vivors should include nonoffending family
members in treatment efforts to reduce
negative expectations, correct erroneous
stereotypes, and correct attributions of
blame toward the victim. additionally,
informed clinicians can share research on
the factors that influence risk and resiliency
with others and become involved in public
policy as an advocate for children who
experience sexual abuse and their families.
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in 1985, THe veTeran’s HealTH admin-
istration (vHa) developed a national
aids Program to develop a formal policy
regarding the Hiv/aids epidemic. in the
three decades since its founding, the pro-
gram (now titled the vHa national Hiv
Program) has developed and implemented
guidelines for the diagnosis and treatment
of veterans living with Hiv (vlHiv), as
well as the education of providers and vet-
erans about Hiv prevention, testing, and

treatment. These guidelines have been con-
tinuously updated as the field’s knowledge
of the etiology and treatment of Hiv grows
and as the vHa itself evolves. in their 2014
policy statement, the vHa national Hiv
Program requires patients treated for Hiv
infection within their system to be pro-
vided “patient-centered, state-of-the-art
diagnosis, care, and treatment that reflects
their individual value and goals” (vHa,
2014, p. 2).1 The most recent available esti-

mates report that over 26,000 vlHiv cur-
rently receive Hiv treatment within the
vHa, making the organization the largest
provider of Hiv treatment in the u.s.
(vHa, 2014).

Currently, the vHa is nationally recog-
nized as a leader in engaging vlHivs in
care and providing high-quality, compre-
hensive treatment. when compared to the
general population of people living with
Hiv (PlHiv) in the u.s., vlHiv were sig-
nificantly more likely to be engaged in care
(77% vs. 46%), have received antiretroviral
therapy (73% vs. 43%), and have sup-
pressed viral loads (65% vs. 35%; Backus, et
al., 2015). although these rates are
undoubtedly influenced by the more com-

Stigma and Treatment Engagement Among
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for Research, Intervention, and Policy
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1 a more recent directive related to Hiv has
been transmitted by the vHa (directive
1113, issues 5/5/15). This, however, was less
broad in scope and specifically updates the
vHa policies surrounding Hiv testing.
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prehensive medical coverage available to
individuals eligible for vHa benefits, there
are other factors that may contribute to the
vHa’s relative success. among these fac-
tors is the integrated nature of care within
vHa, specifically the integration of pri-
mary care, specialty medical services, and
mental health treatment. High levels of ser-
vice integration are an explicit goal of the
vHa, particularly with regard to complex
and serious medical conditions such as
Hiv.

it is well documented that prevalence
rates of mental health problems are higher
among individuals with Hiv and that this
relationship is bi-directional; that is, indi-
viduals with mental health problems are at
greater risk for contracting Hiv and
PlHiv are at greater risk for developing
mental health problems (e.g., nanni,
Caruso, Mitchell, Meggiolaro, & Grassi,
2015). The presence of comorbid mental
health problems is associated with a
number of negative outcomes with respect
to Hiv, including reduced adherence to
treatment (Gonzalez, Batchelder, Psaros, &
safren, 2011), increased sexual risk behav-
iors (i.e., condomless anal sex; Bouhnik et
al., 2006), increased risk of Hiv transmis-
sion (sikkema et al., 2010), and enhanced
disease progression (Hartzell, Janke, &
weintrob, 2008). Thus, the need for con-
current medical and mental health services
for PlHiv is high both for individuals and
to help stem the spread of the virus.

despite the relatively greater availability
and integration of mental health services
within the vHa compared to many other
health care systems, several barriers to care
still remain. some of these barriers exist for
all veterans seeking care regardless of Hiv
diagnosis. for example, many va hospitals
remain underfunded and understaffed and
as such waiting times for treatment can be
lengthy. for example, access to care in the
va has been criticized and further exacer-
bated by a deliberate cover-up at the
Phoenix va, which was at the center of the
crisis. in response, va has released an
innovative online tool to promote trans-
parency about wait times and quality mea-
sures (https://www.accesstocare.va.gov/
Healthcare/Timeliness) that veterans can
use to understand care at their local facili-
ties. as of 10/1/2017, 91.9% of patients
were seen within 30 days, and 97% of refer-
rals to specialty care were resolved within 7
days (i.e., typically scheduled within 30
days or referred to non-va care in the
community). However, certain positions in
many va hospitals remain understaffed
and, consequently, waiting times for treat-

ment may be an ongoing issue. addition-
ally, services can be difficult to access for
those who live in rural areas and in urban
centers far from a va facility with an Hiv
clinic. However, unique barriers exist for
vlHiv and co-occurring mental health
problems. Primary among these is stigma.
Hiv and mental health problems are
highly stigmatized conditions and many
dealing with these issues possess other stig-
matized identities (e.g., racial, ethnic,
sexual, or gender minority identities; his-
tory of drug use). several aspects inherent
in active-duty military service and military
policies may serve to exacerbate these stig-
mas, creating further difficulty for veterans.
The focus of the present article is the
impact of stigma on how vlHiv and co-
occurring mental health problems access
and engage in care, and various steps that
can be taken to address these issues.

Conceptualizing and Addressing
HIV Stigma

stigma has been broadly defined as a
societal phenomenon that begins with the
labeling of a difference and then progresses
through the following stages: the connec-
tion of that difference to negative stereo-
types, the separation of those who are
labeled from the rest of society (“us” versus
“them”), and finally the stigmatized indi-
vidual’s loss of status (link & Phelan,
2001). decades of research have demon-
strated that Hiv-related stigma is associ-
ated with a host of negative mental health
outcomes in PlHiv, increased Hiv risk
behavior, and decreased treatment adher-
ence (Hatzenbuehler, o’Cleirigh, Mayer,
Mimiaga, & safren, 2011; vanable, Carey,
Blair, & littlewood, 2006). accordingly,
Hiv stigma reduction has emerged as a top
priority of several global organizations
dedicated to curbing the epidemic world-
wide (e.g., Grossman & stangl, 2013).

a systematic review of peer-reviewed
publications detailing the outcomes of Hiv
stigma-reduction programs conducted
worldwide from 2002–2013 found that the
reach, complexity, and quality of the inter-
ventions enacted improved over the period
(stangl, lloyd, Brady, Holland, & Baral,
2013). Most studies were conducted in asia
and southern africa; targeted students,
health care workers, and people with Hiv;
and used information-based and skills-
building approaches. approximately 80%
of the studies reported statistically signifi-
cant reductions in all of their outcome
measures. Promisingly, the review found
that although the majority of interventions

were at the individual level, increasing
efforts to intervene at the interpersonal,
community, organizational, and public
policy levels were noticeable. This is espe-
cially important given that theoretical
frameworks of Hiv stigma are increasingly
emphasizing that it is a social process that
must be understood in relationship to
power and domination (Parker & aggle-
ton, 2003). However, the review also high-
lighted many notable limitations of the
existing studies, including the lack of mul-
tifaceted interventions, behavioral and bio-
medical outcomes, and focus on intersect-
ing identities.

The need for addressing intersecting
identities when working to reduce Hiv
stigma is critical as virtually all of the risk
factors associated with acquiring Hiv are
heavily stigmatized in and of themselves.
These include stigmatized demographic
profiles (e.g., racial and ethnic minority
status, sexual and gender minority status,
low socioeconomic status), as well as stig-
matized behaviors (e.g., intravenous drug
use, sex work, unprotected sex). Thus,
most PlHiv contend with intersecting (or
layered) stigmas that are often complex to
conceptualize but are essential for under-
standing how stigma affects individuals
(reidpath & Chan, 2005). although
research on intersecting stigmas is increas-
ing, rarely have the unique contributions of
active-duty military service and veteran
status been considered.

Unique Contributions of the Military
Experience to HIV Stigma

veterans’ experience with Hiv screen-
ing and treatment is likely influenced by
their experience while on active duty in the
military, particularly for sexual and gender
minority (sGM) personnel. attitudes
toward Hiv testing and treatment in this
subpopulation must be understood in the
context of “don’t ask, don’t Tell”
(dadT), the policy under which openly
gay or bisexual men and women were
banned from the military from 1994 to
2011. approximately 13,000 service mem-
bers were discharged from the military
under dadT (Burks, 2011). Considering
that military physicians and psychologists
are not bound by the same confidentiality
constraints as civilian providers, many
active-duty personnel avoided getting
tested or treated for Hiv or sought such
services at civilian health centers (smith,
2008). lack of confidentiality and privacy
also likely interfered with reporting inci-
dents of sexual harassment and assault and
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may have contributed to increased
instances of such abuse (Burks). victimiza-
tion during military service and the lack of
a supportive structure in which it could be
reported likely contribute to less help seek-
ing and greater trust issues among these
individuals postdischarge, manifesting in
lack of engagement with medical and
mental health care. additionally, dadT
significantly stymied research on sexual
orientation as well as Hiv and other sexu-
ally transmitted infections among military
personnel, which likely served to maintain
stigma (Burks).

older veterans were affected by what
may have been even harsher policies in the
pre-dadT era. until 1942, sexually active
men who have sex with men (MsM) could
be prosecuted under articles of war, and
celibate homosexual or bisexual men could
be given a “blue discharge,” which sepa-
rated them from the military and pre-
cluded certain benefits including access to
the Gi Bill and va Healthcare. in 1947,
blue discharges were replaced with “unde-
sirable discharge” for those men found to
have a homosexual or bisexual orientation,
while those who engaged in same-sex
behavior were “dishonorably discharged.”
The Crittenden report, which found that
homosexuals in the military posed no secu-
rity risk, was written in 1957, but was sup-
pressed and not released until a court order
approximately 20 years later. Thus, regard-
less of service era, sexual minority veterans
endured harsh policies that may have
shaped their willingness to access and
engage in treatment.

The recent proposed ban on transgen-
der service members stigmatizes those
transgender current and future veterans
who have served. although a federal judge
blocked the ban in october 2017, it is
uncertain when and whether it may be
implemented and the proposal in and of
itself devalues the contributions of trans-
gender service members (see Green, 2017,
for more information). Transgender
people, particularly transgender women,
are at elevated risk for Hiv, and already
experience great stigma generally (CdC,
2017). Therefore, transgender veterans
living with Hiv are particularly vulnerable
to stigma and the host of accompanying
negative outcomes.

several other stigma-related factors not
explicitly tied to sexual orientation may
further interfere with Hiv treatment
engagement and health outcomes among
active-duty military personnel and veter-
ans. for example, research suggests that
having a history of a vast array of adverse

childhood experiences associated with
stigma (e.g., childhood sexual abuse, severe
poverty) are more common among mili-
tary personnel than civilians (Blosnich,
dichter, Cerulli, Batten, & Bossarte, 2014)
and are related to increased incidences of
Hiv (fang, Chuang, & lee, 2016). addi-
tionally, the experience of military sexual
trauma (MsT), a highly stigmatizing expe-
rience, is associated with increased Hiv
risk (suris & lind, 2008). furthermore,
simply being diagnosed with a medical or
mental health condition is a source of
stigma among active-duty military person-
nel due to fear that such diagnosis will lead
to them being deemed unfit for service and
subsequently discharged. as such, reluc-
tance to be screened and treated for various
medical and mental health concerns is
common.

Addressing HIV Stigma Within
the VHA: Current Practices and

Recommendations
vHa directive 1304 (transmitted in

november 2014) outlines the organiza-
tion’s priorities for addressing the needs of
veterans with Hiv. although the reduction
of stigma is not explicitly listed among the
priorities, two highly related goals are
included. first, the directive emphasizes
the need for the reduction of disparities
among at-risk groups of veterans, includ-
ing those who identify as sexual, gender,
racial, and ethnic minorities. in order to
increase treatment engagement and
improve treatment outcomes among these
populations, issues of stigma will undoubt-
edly need to be addressed. second, the
directive underscores the need for mental
health and substance use services to be
integrated into Hiv care. increased access
to such services will likely have a significant
impact on reducing stigma-related barriers
among vlHiv. The remaining priorities—
earlier diagnosis, improved access to care,
integration of Hiv and primary care, and
ongoing prevention services for vlHiv—
also may indirectly serve to reduce stigma
by encouraging greater knowledge and
commitment to diagnosing and treating
Hiv among vHa personnel. additionally,
making Hiv testing routine for all veterans
may serve to reduce Hiv stigma among the
broader veteran population.

although the priorities included in
directive 1304 are undoubtedly important
goals to improving care among veterans
living with Hiv, further progress may be
possible through research initiatives, clini-
cal interventions, and policy revisions.

although the vHa is increasingly focused
on reducing health disparities and services
for sexual and gender minorities has
increased substantially since the repeal of
dadT, the literature regarding the unique
contributions of military experience to
Hiv stigma, diagnosis, and treatment
remains scarce. first, qualitative methods
(e.g., open-ended interviews, focus groups)
are likely to be vital for identifying the
unique barriers veterans with Hiv face in
accessing care within the vHa system. for
example, does the co-location model that
many va hospitals have adopted for cen-
tralizing all medical and mental health care
for veterans with Hiv assist them as
intended or does it make them feel segre-
gated? second, enhanced service utilization
tracking and outcome monitoring has the
potential to provide a more nuanced
understanding of the type and dose of
mental health and supportive services that
are optimal for improving treatment
engagement and outcome. such data could
shed light on questions such as whether
concurrent CBT increases treatment
adherence among vlHiv who are also
diagnosed with depression. The synthesis
of this qualitative and quantitative data can
be used to identify which additional ser-
vices may be required.

There is also great opportunity to
implement empirically supported clinical
interventions aimed at reducing stigma,
increasing treatment adherence, and
improving mental health within vHa Hiv
clinics. Mental health providers working in
such clinics could be trained in interven-
tions such as cognitive-behavioral therapy
for adherence and depression (CBT-ad;
safren et al., 2012), which has shown to be
more effective than treatment as usual for
improving treatment adherence and mood
among PlHiv, and effective skills to
empower effective Men (esTeeM;
Pachankis, Hatzenbuehler, rendina,
safren, & Parsons, 2015), a cognitive-
behavioral intervention that addresses
minority stress processes in gay and bisex-
ual men and has been shown to reduce
risky sexual behavior and mental health
symptoms. even if the funding, personnel,
and infrastructure to conduct large-scale
randomized control trials of such interven-
tions are not available, quality improve-
ment projects and smaller scale studies
have the potential to provide a wealth of
useful information.

it may also be necessary to revise exist-
ing policies and enact new policies within
the vHa to adequately address Hiv
stigma. The vHa may consider explicitly



222 the Behavior Therapist

L E B E A U & B A I L E Y

prioritizing Hiv stigma reduction and
adopting related empirically supported
practices that have been effective within
other organizations and health care set-
tings. additionally, the deleterious impact
of policies like dadT, the currently
blocked ban on transgender individuals
serving in the military, and experiences like
MsT may need to be addressed more
directly in order to reengage vlHiv. in
that seeking care within the vHa is not
something a subset of veterans is willing to
do, the vHa may also consider partnering
with high-quality care providers in the
community where vlHiv can alterna-
tively opt to receive Hiv care. it is impor-
tant, however, that discussions surround-
ing changes to policy and new initiatives be
true to the tenets of the Patient-Centered
Care initiative and include the active input
of affected veterans.

Conclusion
in recent years, the vHa has emerged

as a national leader in the diagnosis and
treatment of Hiv. vHa policy emphasizes
the need for addressing comorbid mental
health problems and reducing disparities
among disadvantaged populations. despite
this, Hiv stigma remains a pervasive issue
that prevents many veterans from being
screened and receiving treatment.
although programs to reduce Hiv stigma
are being implemented and evaluated
worldwide, there are likely to be unique
needs for veterans that are not fully
addressed by these programs. research ini-
tiatives, clinical interventions, and policy
shifts that address both broad issues related
to Hiv stigma alongside the unique needs
of vlHiv have the potential to further
improve treatment engagement and out-
comes in this population.
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seXual MinoriTY individuals are at
increased risk for negative health outcomes
relative to heterosexual individuals (Meyer,
2003), and accumulating evidence indi-
cates that bisexual individuals experience
the greatest burden (for a review, see fein-
stein & dyar, 2017). These health dispari-
ties are due, in large part, to stigma-related
stressors (e.g., discrimination; Meyer), and
bisexual individuals experience unique
stressors that gay/lesbian individuals do
not, such as “dual-sourced discrimination”
(i.e., discrimination from both heterosex-
ual and gay/lesbian individuals; Brewster &
Moradi, 2010; Mohr & rochlen, 1999).
There is some evidence that bisexual indi-
viduals also experience unique stressors in
the context of their romantic relationships,
such as pressure from their partners to
change their self-identified sexual orienta-
tion to reflect the gender pairing of their
current relationship (e.g., to identify as
gay/lesbian while in a same-gender rela-
tionship or heterosexual while in a differ-
ent-gender relationship). However, little is
known about this unique stressor. To
address this, the current study examined
bisexual individuals’ experiences with
changing their self-identified sexual orien-
tation because of the gender of their part-
ner and pressure from their partner.

The Impact of Stigma on Willingness
to Date a Bisexual Partner

Heterosexual and gay/lesbian individu-
als both report negative attitudes toward
bisexual individuals (de Bruin & arndt,
2010; eliason, 1997; Mohr & rochlen,
1999; Mulick & wright, 2002; Yost &
Thomas, 2012). These negative attitudes
reflect the stereotypes that bisexuality is not
a stable sexual orientation (e.g., it is a tem-

porary or transitional identity) and that
bisexual individuals are not suitable
romantic relationship partners (e.g., they
are promiscuous and unfaithful; Brewster
& Moradi, 2010; Mohr & rochlen). for
example, bisexual individuals are perceived
as less likely to be monogamous than het-
erosexual individuals and more likely to
transmit an sTd to a partner than hetero-
sexual and gay/lesbian individuals (spald-
ing & Peplau, 1997), and bisexual men are
viewed as more confused, less trustworthy,
less inclined toward monogamy, and less
able to maintain a long-term relationship
than heterosexual and gay men (Zivony &
lobel, 2014). armstrong and reissing
(2014) found that men and women both
endorsed concerns about dating a bisexual
partner (e.g., that they would not be able to
fulfill the bisexual partner’s sexual needs,
that the bisexual partner would cheat on
them), and these concerns were most pro-
nounced for committed relationships com-
pared to casual sex and dating.

This bias against bisexual individuals as
potential relationship partners often goes
beyond negative attitudes and extends to
an unwillingness to have sex with or to date
a bisexual partner. for example, eliason
(1997) found that most heterosexual indi-
viduals reported that they were somewhat
or very unlikely to have sex with a bisexual
partner, and Mohr and rochlen (1999)
found that nearly one-third of gay/lesbian
individuals reported that they were unwill-
ing to date a bisexual partner. feinstein,
dyar, Bhatia, latack, and davila (2014)
also found that willingness to be in a rela-
tionship with a bisexual partner was lower
than willingness to have sex with or to date
a bisexual partner, suggesting that some
people are able to overlook their concerns

about bisexual partners when it comes to
casual sex and dating, but not when it
comes to serious or committed relation-
ships. This is not surprising, given that
bisexual individuals are stereotyped as
being promiscuous, unfaithful, and unable
to maintain monogamous relationships
(Brewster & Moradi, 2010; Mohr &
rochlen), all of which are more relevant
concerns for serious/committed relation-
ships compared to casual ones. Bisexual
individuals themselves have also described
being rejected as potential partners because
of their sexual orientation, noting that
people have rejected them because of
stereotypical expectations as well as nega-
tive past experiences with bisexual partners
(li, dobinson, scheim, & ross, 2013). in
sum, bisexual individuals face unique chal-
lenges related to dating, especially when it
comes to serious/committed relationships.

Ongoing Challenges for Bisexual
Individuals in Relationships

Bisexual individuals can also experience
challenges related to their sexual orienta-
tion after entering into relationships. for
example, in qualitative studies, bisexual
individuals have described experiences in
which their partners have invalidated their
identities and put them down for being
bisexual (Bostwick & Hequembourg, 2014;
Hequembourg & Brallier, 2009; ross,
dobinson, & eady, 2010). Bisexual women
have also described experiencing pressure
from their partners to change their self-
identified sexual orientation to reflect the
gender pairing of their current relationship
or because their partner was opposed to
dating someone who identified as bisexual
(Bostwick & Hequembourg). further,
bisexual women noted that attempts to
resist pressure to change their self-identi-
fied sexual orientation were often per-
ceived as reflecting stubborness or a lack of
committment to the relationship (Bostwick
& Hequembourg).

several potential explanations for this
pressure have been proposed. ochs (1996)
suggested that a partner who maintains
their bisexual identity while in a relation-
ship can be perceived as holding onto the
possibility of having a relationship with a
partner of a different gender. ochs also
suggested that gay/lesbian individuals may
be especially concerned that a bisexual
partner will leave them for a different-
gender partner to gain the privileges
afforded to people who are, or who are
assumed to be, heterosexual. However,
while being in a different-gender relation-
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ship can afford certain privileges, it can also
present challenges for bisexual individuals.
for example, bisexual individuals in differ-
ent-gender relationships are often assumed
to be heterosexual (ross et al., 2010) and
bisexual women with different-gender
partners report higher levels of stigma-
related stress (e.g., binegative discrimina-
tion) and negative mental health outcomes
(e.g., depression, binge drinking) com-
pared to bisexual individuals with same-
gender partners (dyar, feinstein, &
london, 2014; Molina et al., 2015). There-
fore, bisexual individuals can experience
stigma-related stress regardless of the
gender of their partner. steinman (2001)
also suggested that people prefer for their
partners to match their own sexual orien-
tation, because of their personal invest-
ment in their identity. of note, both schol-
ars proposed that lesbian women may be
more likely than gay men to reject bisexual

individuals as potential partners, because
of their strong community bonds and the
politicized nature of lesbian identity (e.g.,
connections with feminism and antipatri-
archy).

The Current Study
despite qualitative evidence that some

bisexual women experience pressure from
their partners to change their self-identi-
fied sexual orientation, little is known
about this experience. for example, given
that the qualitative evidence came from a
sample of 10 bisexual women (Bostwick &
Hequembourg, 2014), it is unknown how
common these experiences are among
bisexual individuals, including bisexual
men and transgender/nonbinary individu-
als. To address this, we conducted an
exploratory study of bisexual individuals’
experiences with changing their self-identi-
fied sexual orientation because of the
gender of their partner and pressure from
their partner. additionally, to better
understand these experiences, we exam-
ined their associations with other stigma-
related stressors. we hypothesized that
bisexual individuals who had changed
their self-identified sexual orientation
because of their partner’s gender would
report higher levels of other stigma-related
stressors, including discrimination, inter-
nalized stigma, acceptance concerns, diffi-
culty developing a positive bisexual iden-
tity, and uncertainty about which sexual
orientation label best reflects their attrac-
tions and behavior compared to those who
had not changed their self-identified sexual
orientation because of their partner’s
gender. similarly, we hypothesized that
bisexual individuals who had experienced
pressure from their partners to change
their self-identified sexual orientation
would also report higher levels of other
stigma-related stressors compared to those
who had not experienced pressure from
their partners to change their self-identi-
fied sexual orientation. To our knowledge,
this is the first quantitative study to exam-
ine these experiences.

Method
Procedure

data were collected as part of an inter-
net-based survey focused on sexual iden-
tity, minority stress, and relationship expe-
riences among individuals attracted to
more than one gender. Participants were
recruited from facebook groups and
online listservs for lGB individuals and
required to meet the following inclusion

criteria to participate: report being at least
18 years old, attracted to more than one
gender, and able to read english. Partici-
pants provided informed consent, com-
pleted a series of questionnaires, and were
offered the opportunity to enter a raffle for
one of six $50 gift cards. The question-
naires (described below) were adminis-
tered in the following fixed order: (1)
demographics; (2) experiences with chang-
ing one’s self-identified sexual orientation;
(3) binegative discrimination; (4) internal-
ized binegativity; and (5) acceptance con-
cerns, sexual identity uncertainty, and dif-
ficulty developing a positive bisexual
identity.

Participants
a total of 397 individuals who reported

attractions to more than one gender com-
pleted the survey. Most identified as bisex-
ual (70.3%), followed by pansexual
(12.8%), queer (11.0%), and other sexual
orientations (5.9%). additionally, most
identified as cisgender women (i.e.,
assigned female at birth and currently iden-
tified as female; 53.7%), followed by cisgen-
der men (i.e., assigned male at birth and
currently identified as male; 26.7%), and
other genders (e.g., transgender, nonbi-
nary; 19.6%). additional demographics are
reported in Table 1. of note, most partici-
pants were white and from the united
states and other english-speaking coun-
tries.

Measures
Demographics. Participants were asked

to report their age, self-identified sexual
orientation, gender identity, sex assigned at
birth, race/ethnicity, and country of resi-
dence. response options and descriptive
statistics are presented in Table 1.

Experiences with changing one’s self-
identified sexual orientation. Participants
were asked, “Have you ever identified with
another sexual identity/orientation
because of the gender of your relationship
partner?” response options included: (1)
no; (2) Yes, i identified as heterosexual
while in a different-gender relationship;
and (3) Yes, i identified as lesbian/gay
while in a same-gender relationship. Par-
ticipants could select more than one
response option, and responses were
dichotomized to represent whether or not
participants had ever changed their self-
identified sexual orientation because of
their partner’s gender (0 = no, 1 = yes).
Those who endorsed this experience were
also asked: “did you experience any pres-
sure from your relationship partner to

age (M, sd)
sexual identity

Bisexual
Queer
Pansexual
other

Gender
Cisgender male
Cisgender female
Transgender
Genderqueer
other

race/ethnicity
Caucasian/white
latino/Hispanic
african american/Caribbean

american/Black
south asian
Middle eastern
native american/

first nations
east asian
Biracial/Multiracial
other

Country of residence
united states
Canada
united Kingdom
australia
Germany
other

27.2 (9.9)

70.3%
11.0%
12.8%
5.9%

26.7%
53.7%
2.3%
9.0%
8.3%

82.1%
4.8%

2.3%
1.8%
1.0%

.8%

.5%
5.1%
1.8%

72.0%
7.6%
8.8%
1.8%
2.1%
7.7%

Note. for self-identified sexual orientation,
“other” included: lesbian, omnisexual, het-
erosexual, mostly lesbian, mostly gay,
mostly heterosexual, and other.

Table 1: demographics
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identify in this way?” (0 = no, 1 = yes). Par-
ticipants who had changed their self-iden-
tified sexual orientation because of their
partner’s gender in more than one relation-
ship were instructed to consider their most
recent experience.

Binegative discrimination. The anti-
Bisexual experiences scale (Brewster &

Moradi, 2010) was used to assess binegative
discrimination. it includes 17 items, each
administered twice—once referring to
experiences with heterosexual individuals
and once referencing experiences with les-
bian/gay (lG) individuals. There are three
subscales: (1) experiences in which people
assume that bisexuality is not a stable

sexual orientation (sexual orientation
instability, 8-items; e.g., “People have acted
as if bisexuality is ‘just a phase’ i am going
through”); (2) experiences in which people
assume that bisexual individuals are sexu-
ally irresponsible (sexual irresponsibility,
4-items, e.g., “People have treated me as if i
am obsessed with sex because i am bisex-

aBes-H instability
aBes-lG instability
aBes-H sexual irresponsibility
aBes-lG sexual irresponsibility
aBes-H Hostility
aBes-lG Hostility
internalized Binegativity
internalized Bi-illegitimacy
sexual identity uncertainty
acceptance Concerns
difficult Process

1, 386
1, 386
1, 385
1, 385
1, 384
1, 384
1, 385
1, 385
1, 385
1, 385
1, 385

2.79
2.39
1.05
.24
.29
.18
5.13
5.16
18.06
11.21
17.36

.10

.12

.31

.62

.59

.67

.08

.02
< .001
.001
< .001

2.67
2.53
2.09
1.94
2.05
1.89
2.15
1.16
1.92
3.36
3.36

.07

.08

.07

.06

.05

.06

.08

.03

.07

.07

.09

2.89
2.75
2.21
1.99
2.10
1.85
2.39
1.27
2.43
3.81
4.03

.11

.12

.10

.10

.09

.09

.12

.04

.10

.12

.14

Outcome

Omnibus

Table 2. Associations Between Changes in Self-Identified Sexual Orientation Because of the Gender
of One’s Partner and Stigma-Related Stressors

ANCOVA No Change Change

SEdf F p M SE

Notes. aBes = anti-Bisexual experiences scale; H = heterosexual; lG = lesbian/gay; means represent marginal means adjusting for
participant age and gender.

M

aBes-H instability
aBes-lG instability
aBes-H sexual irresponsibility
aBes-lG sexual irresponsibility
aBes-H Hostility
aBes-lG Hostility
internalized Binegativity
internalized Bi-illegitimacy
sexual identity uncertainty
acceptance Concerns
difficult Process

1, 108
1, 108
1, 108
1, 108
1, 107
1, 107
1, 108
1, 108
1, 108
1, 108
1, 108

5.99
3.50
4.12
1.17
6.77
.28
.08
3.68
.50
4.02
2.10

.02

.06

.04

.28

.01

.60

.78

.06

.48

.05

.15

2.72
2.67
2.14
2.01
1.97
1.81
2.31
1.20
2.36
3.54
3.80

.16

.18

.14

.15

.12

.13

.20

.08

.17

.15

.19

3.24
3.13
2.53
2.22
2.36
1.90
2.38
1.40
2.53
3.95
4.16

.18

.20

.16

.16

.12

.14

.22

.09

.19

.17

.20

Outcome

ANCOVA

Table 3. Associations Between Pressure From One’s Partner to Change One’s Self-Identified
Sexual Orientation and Stigma-Related Stressors

Change in Identity
with Pressure

Change in Identity
without Pressure

df F p M SE SEM

Notes. aBes = anti-Bisexual experiences scale; H = heterosexual; lG = lesbian/gay; means represent marginal means adjusting for partici-
pant age and gender.



F E I N S T E I N E T A L .

226 the Behavior Therapist

ual”); and (3) experiences of hostility (hos-
tility, 5-items; e.g., “People have not
wanted to be my friend because i identify
as bisexual”). items were rated on a 6-point
scale (1 = never, 6 = almost all the time) and
subscale scores were computed by averag-
ing item responses. Means, standard devia-
tions, and Cronbach’s alphas for each sub-
scale were as follows: sexual orientation
instability (from heterosexual individuals:
M = 2.75, SD = 1.20, α = .94; from lG indi-
viduals: M = 2.60, SD = 1.30, α = .95);
sexual irresponsibility (from heterosexual
individuals: M = 2.08, SD = 1.07, α = .81;
from lG individuals: M = 1.92, SD = 1.03, α
= .81); and hostility (from heterosexual
individuals: M = 2.02, SD = .90, α = .85;
from lG individuals: M = 1.86, SD = 1.00, α
= .87).

Internalized binegativity. The Bisexual
identity inventory (Paul, smith, Mohr, &
ross, 2014) was used to assess internalized
binegativity. The 8-item “illegitimacy of
bisexuality” subscale reflects internaliza-
tion of the attitude that bisexuality is not a
legitimate sexual orientation (e.g., “i think
that being bisexual is just a temporary iden-
tity”; M = 1.20, SD = .42, α = .78). The 5-
item “internalized binegativity” subscale
reflects a negative affective response to
being bisexual (e.g., “it’s unfair that i’m
attracted to men and women”; M = 2.24,
SD = 1.25, α = .82). items were rated on a
scale of 1 (strongly disagree) to 7 (strongly
agree) and subscale scores were computed
by averaging item responses.

Acceptance concerns, sexual identity
uncertainty, and difficulty developing a pos-
itive bisexual identity. The lesbian, Gay,
and Bisexual identity scale (Mohr &
Kendra, 2011) was used to assess accep-
tance concerns, sexual identity uncertainty,
and difficulty developing a positive bisex-
ual identity. all references to “lGB” were
changed to “bisexual.” The 3-item “accep-
tance concerns” subscale reflects concerns
about being accepted because of one’s
bisexual identity (e.g., “i often wonder
whether others judge me for my sexual ori-
entation”; M = 3.51, SD = 1.22, α = .79).
The 4-item “sexual identity uncertainty”
subscale reflects uncertainty regarding
which sexual identity label most accurately
describes one’s attractions and behavior
(e.g., “i can’t decide whether i am bisexual
or homosexual”; M = 2.06, SD = 1.10, α =
.85). The 3-item “difficult process” subscale
reflects difficulty developing a positive
bisexual identity (e.g., “admitting to
myself that i’m bisexual has been a very

slow process”; M = 3.56, SD = 1.45, α= .80).
each item was rated on a scale of 1 (strongly
disagree) to 7 (strongly agree) and subscale
scores were computed by averaging item
responses.

Data Analyses
analyses were conducted using sPss

version 24. less than 1% of the data were
missing and they were handled using pair-
wise deletion. first, we examined the pro-
portion of participants who had ever
changed their self-identified sexual orien-
tation because of their partner’s gender.
second, we used a chi-squared test and
follow-up z-tests to examine whether this
proportion differed based on participant
gender. Third, we used analysis of covari-
ance (anCova) and follow-up pairwise
comparisons of marginal means to exam-
ine whether levels of other stigma-related
stressors differed based on whether or not
participants had ever changed their self-
identified sexual orientation because of
their partner’s gender (adjusting for partic-
ipant age and gender). finally, in the subset
of participants who endorsed changing
their self-identified sexual orientation
because of their partner’s gender, we exam-
ined the proportion who had experienced
pressure from their partner to do so,
whether this differed based on gender, and
whether levels of other stigma-related
stressors differed based on whether or not
participants had experienced pressure
from their partner.

Results

Changes in Self-Identified Sexual
Orientation Because of the Gender
of One’s Partner

approximately one-third of partici-
pants (n = 116, 29.2%) reported that they
had ever changed their self-identified
sexual orientation because of their part-
ner’s gender. of those 116 participants, 72
(62.1%) reported that they had identified as
heterosexual while in a different-gender
relationship, 34 (29.3%) reported that they
had identified as gay/lesbian while in a
same-gender relationship, and 10 (8.6%)
reported that they had done both. There
was a significant gender difference, χ2 [2] =
9.26, p = .01, which indicated that cisgen-
der women were more likely than trans-
gender/nonbinary individuals to have ever
changed their self-identified sexual orien-
tation because of their partner’s gender
(cisgender women: n = 74, 34.7%; trans-
gender/nonbinary individuals: n = 13,

16.7%). neither group differed from cis-
gender men (n = 29, 27.4%). Compared to
those who had not changed their self-iden-
tified sexual orientation because of their
partner’s gender, those who had reported
higher levels of several stigma-related stres-
sors (see Table 2), including internalized
illegitimacy of bisexuality, acceptance con-
cerns, sexual identity uncertainty, and dif-
ficulty developing a positive bisexual iden-
tity. There was also a trend toward them
reporting higher levels of internalized
binegativity.

Pressure From One’s Partner to Change
One’s Self-Identified Sexual Orientation

of those who had ever changed their
self-identified sexual orientation because of
their partner’s gender (n = 116, but 3 did
not answer the follow-up question), 43
(38.1%) reported that they had experienced
pressure from their partner to do so, and
this proportion did not differ based on par-
ticipant gender, χ2 [2] = 3.45, p = .18. Com-
pared to those who had not experienced
pressure from their partners, those who
had reported higher levels of several
stigma-related stressors (see Table 3),
including all three binegative experiences
from heterosexual individuals (sexual ori-
entation instability, sexual irresponsibility,
and hostility) and acceptance concerns.
There were also trends toward them
reporting higher levels of binegative expe-
riences from lG individuals (sexual orien-
tation instability) and internalized illegiti-
macy of bisexuality.

Discussion
The goal of the current study was to

broaden our understanding of bisexual
individuals’ experiences with changing
their self-identified sexual orientation in
the context of romantic relationships. To
our knowledge, this was the first quantita-
tive study to examine this experience. Pre-
viously, a small qualitative study of 10
bisexual women found that some bisexual
women had experienced pressure from
their partners to change their self-identi-
fied sexual orientation to reflect the gender
pairing of their current relationship (Bost-
wick & Hequembourg, 2014). our findings
add to this literature by demonstrating that
29.2% of the bisexual individuals in our
sample had changed their self-identified
sexual orientation because of the gender of
their partner, of whom 38.1% had experi-
enced pressure from their partner to do so.
Therefore, 10.8% of our sample had experi-
enced pressure from a partner to change
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their self-identified sexual orientation.
Changing one’s self-identified sexual

orientation in and of itself should not be
pathologized. in fact, it is a relatively
common experience. for example, in a lon-
gitudinal study of a nationally representa-
tive sample, 12% of young adults (ages 18–
26) reported a different self-identified
sexual orientation 7 years later, 70% of
whom became more same-sex oriented
(everett, 2015). further, self-identified
sexual orientation can continue to evolve
after initially adopting a nonheterosexual
identity. rosario and colleagues found that
28% of sexual minority youth (ages 14–21)
reported a different self-identified sexual
orientation across four time points (prior
to baseline, baseline, 6 months later, and 12
months later; rosario, schrimshaw,
Hunter, & Braun, 2006). similarly, dia-
mond (2005) found that 32% of nonhetero-
sexual women (ages 18–25) reported both
lesbian and nonlesbian identities over 8
years, and everett and colleagues found
that 25%–26% of nonheterosexual women
(ages 18–82) reported a different self-iden-
tified sexual orientation 4 to 5 years later
and again 7 years later (everett, Talley,
Hughes, wilsnack, & Johnson, 2016).
There are diverse motivations for changing
one’s self-identified sexual orientation,
including experiencing fluctuations in
attractions and contextual changes across
development (e.g., new relationships; dia-
mond, 2008; Peplau, sparlding, Conley, &
veniegas, 1999). However, someone can
also be motivated to change their self-iden-
tified sexual orientation because of stigma
(e.g., discrimination), and pressure from
one’s partner represents a unique form of
discrimination affecting some bisexual
individuals. although speculative, pressure
from partners to change one’s self-identi-
fied sexual orientation may help explain
previous findings that relationship involve-
ment is associated with increased anxiety
(feinstein, latack, Bhatia, davila, & eaton,
2016) and psychological distress (whitton,
dyar, newcomb, & Mustanski, in press)
for bisexual individuals, but not for gay/les-
bian individuals. The extent to which
changes in self-identified sexual orienta-
tion are motivated by different factors (e.g.,
fluctuations in attractions, stigma) remains
an empirical question.

of note, more bisexual individuals had
changed their self-identified sexual orien-
tation to heterosexual while in a different-
gender relationship than to gay/lesbian
while in a same-gender relationship. This is
likely due, in part, to different-gender rela-
tionships being more common than same-

gender relationships among bisexual indi-
viduals (Pew research Center, 2013). How-
ever, it is also possible that it may be more
challenging to maintain one’s bisexual
identity while in a different-gender rela-
tionship compared to a same-gender rela-
tionship. Previous research has demon-
strated that bisexual women with male
partners are less open about their sexual
orientation, experience more binegative
discrimination, and report more depres-
sion, binge drinking, and alcohol-related
consequences compared to bisexual
women with female partners (dyar et al.,
2014; Molina et al., 2015). Therefore, the
unique challenges facing bisexual individu-
als with different-gender partners may lead
to them being more likely to change their
self-identified sexual orientation while in a
relationship. it will be important for future
research to examine the different motiva-
tions that bisexual individuals have for
changing their self-identified sexual orien-
tation in the context of different types of
relationships.

we also found that cisgender women
were most likely to have changed their self-
identified sexual orientation because of
their partner’s gender (34.7%), while trans-
gender/nonbinary individuals were least
likely (16.7%). These findings may reflect
sexual fluidity being more common among
women than men (i.e., women are more
likely than men to experience changes in
their sexual attractions, behaviors, and
identities; diamond, 2016). additionally,
women are more likely than men to engage
in accommodative behaviors in relation-
ships (schoenfeld, Bredow, & Huston,
2012). Therefore, it is also possible that
changing one’s self-identified sexual orien-
tation because of the gender of one’s part-
ner reflects a unique form of accommoda-
tion among cisgender bisexual women. in
regard to transgender/nonbinary individu-
als, it is possible that they are less influ-
enced by societal pressure to change their
bisexual identity compared to cisgender
individuals, because they are more accus-
tomed to belonging to a stigmatized social
group due to their minority gender iden-
tity. if our findings are replicated, it will be
important for future research to examine
why cisgender women are more likely to
change their self-identified sexual orienta-
tion because of their partner’s gender,
despite not being more likely to experience
pressure from their partner to do so.

in regard to other stigma-related stres-
sors, we found that bisexual individuals
who had changed their sexual orientation
because of their partner’s gender reported

more internalization of the belief that
bisexuality is an illegitimate sexual orienta-
tion, acceptance concerns, sexual identity
uncertainty, and difficulty developing a
positive bisexual identity. although specu-
lative, these stigma-related constructs may
reflect motivations for changing one’s self-
identified sexual orientation while in a rela-
tionship. we specifically asked participants
if they had ever changed their self-identi-
fied sexual orientation because of the gender
of their partner, but it is possible that such
changes were also motivated by having
internalizing negative beliefs about bisexu-
ality, concerns about being accepted by
others, uncertainty about the sexual iden-
tity label that most accurately describes
one’s attractions and behavior, and strug-
gling to accept one’s own bisexuality. it will
be important for future research to exam-
ine the extent to which each of these con-
cerns influences decisions to change how
one identifies.

finally, we found that having experi-
enced pressure from one’s partner to
change one’s self-identified sexual orienta-
tion was associated with having experi-
enced more binegative discrimination,
especially from heterosexual individuals.
although our measure of binegative dis-
crimination distinguished between experi-
ences with heterosexual and gay/lesbian
individuals, it did not distinguish between
experiences with different types of people
(e.g., strangers, family members, romantic
partners). it is possible that participants
who endorsed having experienced pressure
from their partner to change their self-
identified sexual orientation and binegative
discrimination were reporting on binega-
tive discrimination from their partner.
However, it is also possible that these find-
ings reflect a pattern wherein some bisex-
ual individuals experience binegative dis-
crimination from their partners and other
people. we also found that those who had
experienced pressure from their partners to
change their self-identified sexual orienta-
tion reported more concerns about being
accepted and a trend toward more inter-
nalization of the belief that bisexuality is an
illegitimate sexual orientation. it is possible
that experiencing pressure from one’s part-
ner to change one’s self-identified sexual
orientation contributes to bisexual individ-
uals being more concerned about whether
or not people accept them for being bisex-
ual and internalizing the belief that bisexu-
ality is an illegitimate sexual orientation.

The current findings highlight the need
for structural interventions to reduce
bisexual stigma at the population level.
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until attitudes toward bisexual individuals
improve, clinicians are tasked with helping
their bisexual clients to cope with stigma-
related stressors and their consequences for
mental health and relationship function-
ing. it is important for clinicians to recog-
nize that bisexual individuals can experi-
ence unique challenges related to finding
partners and after entering into relation-
ships. Therefore, interventions that address
stigma-related stress need to consider dis-
crimination and rejection from diverse
sources, including current relationship
partners. That said, it is also important that
clinicians do not pathologize changes in
one’s self-identified sexual orientation. if a
client is experiencing pressure from their
partner to change their self-identification,
then the clinician could help them explore
their feelings about being pressured to do
so, the pros and cons of changing their self-
identification (if they are considering it),
and the implications of changing their self-
identification (e.g., for their sense of self,
relationship, and community involve-
ment).

The decision to change one’s self-iden-
tified sexual orientation, regardless of the
motivating force, is a personal decision. as
such, we do not believe that there is a single
“right” decision that applies to everyone
who is considering doing so. instead, we
believe that clinicians can help their clients
to understand their thought processes and
emotional experiences in an effort to make
a decision that is in line with their personal
values and goals. depending on the indi-
vidual client’s goals, specific evidence-
based interventions may be useful as well.
for example, if a client is experiencing
pressure from their partner to change their
self-identified sexual orientation and it is
contributing to feelings of depression or to
internalizing negative beliefs about bisexu-
ality, then cognitive-behavioral interven-
tions guided by minority stress theory may
be useful (for an example, see Pachankis,
Hatzenbuehler, rendina, safren, & Par-
sons, 2015). if the client wants help resist-
ing pressure from their partner, regardless
of whether or not they want to maintain the
relationship, then they may benefit from
communication skills training (e.g., learn-
ing how to communicate their feelings in
an effective manner). again, if a client is
considering changing their self-identified
sexual orientation because of the gender of
their partner or because of pressure from
their partner, then we encourage clinicians
to focus on helping the client to understand
their experience and work toward their
individual goals, rather than assuming that

there is a “right” decision in such a situa-
tion.

The current findings should be consid-
ered in light of several limitations. first,
although we specifically asked whether
participants had ever changed their self-
identified sexual orientation because of
their partner’s gender, it is possible that
there were diverse motivations that influ-
enced their decision. it will be important
for future research to examine these moti-
vations in order to understand their conse-
quences on relationship satisfaction and
well-being. second, our sample was not a
representative sample of bisexual/non-
monosexual individuals. all of our partici-
pants were affiliated with an lGB-oriented
organization listserv or facebook group
and elected to participate in a research
study advertised to bisexual/nonmonosex-
ual individuals. further, most of our par-
ticipants identified as white and were from
the united states and other english-speak-
ing countries. Therefore, research is
needed with more diverse and representa-
tive samples of bisexual/nonmonosexual
individuals. Third, although we examined
gender differences in bisexual individuals’
experiences with changing their self-identi-
fied sexual orientation, it is possible that
other demographic characteristics (e.g.,
age, generational cohort) also influence
these experiences. for example, there is
some evidence that societal attitudes
toward bisexual individuals have shifted
from negative to more neutral, and that
younger individuals have more positive
attitudes toward bisexual individuals
(dodge et al., 2016). as such, younger gen-
erations of bisexual individuals may be less
likely to experience pressure from their
partners to change their self-identified
sexual orientations. However, younger
individuals are also more likely to identify
as bisexual (Copen, Chandra, & febo-
vazquez, 2016; Pew research Center,
2013), and this increased visibility may lead
to more opportunities to experience this
unique stigma-related stressor. it will be
important for future research to examine
the extent to which age, generational
cohort, and other demographic character-
istics influence these experiences. finally,
given our cross-sectional design, we do not
know if changes in self-identified sexual
orientation preceded or followed other
stigma-related stressors. longitudinal
research is needed to better understand the
direction of these associations. limitations
notwithstanding, to our knowledge, the
current study was the first quantitative
study of bisexual indivduals’ experiences

with changing their self-identified sexual
orientation in the context of a relationship.
Therefore, findings shed light on a unique
experience that warrants attention in
future research in order to understand the
unique stigma-related stressors facing
bisexual individuals and their conse-
quences.
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TwenTY Years aGo, i edited a series of
papers for another of aBCT’s journals,
Cognitive and Behavioral Practice, address-
ing cognitive behavioral strategies for eras-
ing the stigma of mental illness (Corrigan,
1998a). a lot has happened since then.
Most large western countries launched
nationwide antistigma programs including
beyondblue in australia, opening Minds
in Canada, and Time to Change in the uK.
The substance abuse and Mental Health
administration (saMHsa) supported a
consensus panel of the national academy
of science (nas) to summarize existing
research on stigma in order to inform
future antistigma programs in the u.s. The
nas (2016) report in many ways reflects
the status of research on stigma and stigma
change. This special issue of the Behavior
Therapist provides me with a chance to
look back at where we have come over the
past two decades as well as forward for
promising directions.

What Is Stigma?
understanding the object of stigma has

evolved significantly over the past 20 years.
early research focused on the stigma of
“mental illness” per se without unpacking
the complex ways in which mental illness is
understood (farina, 1981; link, Cullen,
frank, & wozniak, 1987). articles in this
issue show how the object of stigma has
evolved. Papers herein describe nuanced
issues such as the harm caused by stigma
related to child sexual abuse (Theimer &
Hansen, 2018; this issue) or intersectional-
ity with bisexual orientation (feinstein,
dyar, davila & Jabbour, 2018; this issue).
The nas (2016) panel was charged with
describing the stigma of “behavioral
health,” saMHsa’s way of grouping
mental illness with substance use disorder
(sud). The panel concluded that research
on the stigma of sud was exponentially
less than that of mental illness. Hence, we
summarized the literature of sud stigma,
seeking to extend directions for research
using theory and methods from the mental
illness research (Corrigan et al., 2017a,
2017b). one conclusion was that sud,
unlike mental illness, stigma seems to be

socially and legally sanctioned (Corrigan,
schomerus, & smelson, 2017). for exam-
ple, both civil and criminal law permits dis-
crimination against people with sud, but
not mental illness. Public health campaigns
often use disrespectful images of people
with suds to dissuade children from pick-
ing up abuse habits.

another paper in this special issue
shows stigma research has grown from a
narrow focus on mental illness to concerns
about stigma in other health conditions
such as Hiv-aids (leBeau & Bailey, 2018;
this issue). in this light, the american Psy-
chological association launched its quar-
terly journal, Stigma and Health. now in its
third volume, areas of frequent research in
addition to mental health include weight
concerns, Hiv-aids, and sexual orienta-
tion intersectionality. The broader enter-
prise of stigma change grows as we learn
how stigma varies with different experi-
ences.

How Do We Remedy Stigma?
in the 1998 special issue of Cognitive

and Behavioral Practice, i ended my chap-
ter by opining on the role of behavior ther-
apy in stigma change (Corrigan, 1998b). i
said behavior therapy is fundamentally a
change enterprise in which discrete inter-
ventions are used to strategically better a
person’s life. distinguished behaviorists
have extended the potential of behaviorism
from one-on-one therapeutic exchange to
societal change. B. f. skinner (1948)
provocatively described Walden Two, an
idyllic community based on learning
theory and operant psychology. More
humbly, Cyril franks (1984) called for
behavior therapists to join the ranks of
advocates, innovators, and planners to
have broad effect on a person’s problems.
franks called for environmental change
that complements personal efforts.

Behavioral therapists use a “practition-
ers’ criterion” for judging value of specific
interventions. does research, according to
the practitioner criterion, suggest that an
innovative approach to CBT leads to
meaningful improvement in client-thera-
pist exchange and, more important, better

outcomes for these clients? More basic
research on psychopathology is valued
according to the practitioners’ criterion
when it informs and advances innovative
approaches. stigma research is driven by
the “advocates’ criterion” (Corrigan, 2018).
in this light, descriptive research is impor-
tant when it provides insights into effective
ways to challenge stigma. More important,
research on antistigma strategies is benefi-
cial when advocates are able to incorporate
findings into their armamentarium for
effective stigma change.

schultz’s (2018; this issue) review in this
special issue echoes a major theme in the
nas (2016) report. stigma change efforts
need to proceed with caution. framing
mental illness as a brain disorder makes
stigma worse, at least in adults (Kvaale,
Haslam, & Gottdiener, 2013). while it may
decrease blame, it also diminishes the
extent to which the public believes people
recover. Mental illness is hardwired in.
“You may look okay now, but how do i
know you won’t flip out later?” other
examples emerged in the research litera-
ture. efforts to reduce stigma by focusing
on appropriate words are mostly feckless
(Corrigan, 2014). some advocates believe,
for example, that the public is better served
by replacing words like schizophrenia with
Bleuler’s syndrome (George, 2012). several
east asian countries—Japan, Korea, and
singapore—have actually changed words
for schizophrenia into less stigmatizing
variants in their language. word changes
in these countries led to many studies on its
impact on stigma with two emerging
trends (lasalvia, Penta, sartorius, & Hen-
derson, 2015). first, word change has no
real impact on the general population.
whether it’s called schizophrenia or
Bleuler’s syndrome, “those people are dif-
ferent than me and they are dangerous.”
word change, however, does seem to have
an effect on providers similar to the impact
of the american Psychiatric association’s
release of the dsM-5.0 in 2013. Providers
quickly learned which terms were in (e.g.,
autism spectrum disorder) and which were
out (Asperger’s Disorder) so they could
accurately complete billing codes. i am
unaware of evidence that learning new
terms led to decreased stigma in any group.

stigma change is prone to unintended
consequences because of mistakes that
occur from progressive zeal (Corrigan,
2018). The stigma of mental illness is fun-
damentally social injustice, which moti-
vates progressives to action. The world has
stirring examples of civil rights heroes—
Martin luther King, Jr., Mahatma
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Gandhi—that inspire us. as a result, pro-
gressives charge into battle often with
naïveté. education is an especially seduc-
tive way for westerners to right social
wrongs. we believe myths about a stigma-
tized group are easily corrected by facts that
counter it. summaries of research on edu-
cation, however, show it has very limited
effects from pre- to posttest (Corrigan,
Morris, Michaels, rafacz, & rüsch, 2012).
any benefits that do arise immediately
after education seem to disappear at subse-
quent follow-up (Corrigan, Michaels, &
Morris, 2015).

i do not believe, however, that stigma
change programs should be left to the
social scientists. we would still be waiting
for the wisdom of recovery if not for elo-
quent advocacy of people with lived experi-
ence. instead, advocates need to marry the
good intentions of progressivism with evi-
dence of effectiveness to promote
approaches that matter.

if word change and education are not
effective approaches to stigma, what are?
one effective approach to stigma is contact.
Members of the general public who have
contact with people with mental illness as
peers will show diminished stigma (Cou-
ture & Penn, 2003). The contact hypothesis
harkens back to the 1950s when Gordon
allport (1954) said that intergroup
exchange was the most effective way to
decrease conflict between social groups.
white people's prejudice against Black
people decreases when the two groups
interact in everyday, real-world exchanges.
Men oppress women less when the two
genders work together towards “com-
monly defined” goals. There is, however, a
notable difference between the stigmatiz-
ing experiences of people with mental ill-
ness and those of people of color, what
Goffman (1963) calls discredited versus dis-
creditable marks. The stigma of race and
gender is discredited based on obvious
marks: skin color and body features. The
stigma of mental illness is discreditable: it
is essentially hidden. Members of the
public can easily identify who in a crowd is
likely to be harmed by racism because of
skin color. not so mental illness. in fact, the
stigma of mental illness is in some ways
similar to that experienced by the lGBTQ
community. let me digress to assure the
reader i am not saying lGBTQ is a mental
illness. This assertion was among the most
egregious of modern psychiatry. However,
the experience of lGBTQ individuals being
in the closet to avoid the shame imposed
upon them by ignorant society is similar to
that of people with mental illness. research

recurrently shows that having to conceal
one’s mental health experiences—to be in
the psychiatric closet—has horrible effects
narrowly on one’s health and wellness,
more broadly on the pursuit of all life goals
(Corrigan et al., 2010).

The lGBTQ community began to dis-
mantle homophobia when courageous
individuals came out by disclosing not only
the downside of gay discrimination but,
equally important, the pride of their daily
lives. similar advantages may await people
with mental illness. a “mad” community
has already coalesced to tackle the preju-
dice and discrimination wrought by labels
related to mental illness (Corrigan, Kosy-
luk, & rüsch, 2017). Their kind of disclo-
sure, their public face, is what yields the
kind of contact that challenges mental ill-
ness stigma. disclosure also has benefits for
people in the closet with mental illness.
strategically deciding when and how to dis-
close aspects of one’s journey with mental
illness and corresponding recovery can
replace the shame of mental illness with
empowerment (Corrigan, rüsch, & scior,
in press). still, decisions to disclose should
not be made lightly. any benefits need to
be clearly considered against risks. The
Honest, open, Proud program is a peer-led
strategy that helps people weigh costs and
benefits of disclosing and then learn how to
do so should they decide. results of three
randomized trials show its impact on
decreasing stigma stress and related
depression (Corrigan et al., 2015; Mulfin-
ger et al., 2017; rüsch et al., 2014).

Moving Forward Another 20 Years
research is beginning to identify prin-

ciples for effective stigma change, ground-
ing them in contact and disclosure. as else-
where in behavior therapy, program
developers are posing innovative
approaches that complement or otherwise
extend the effects of existing evidence-
based approaches. The goal of aPa’s
stigma and Health is to provide a forum for
rigorous investigations that elucidate the
impact of stigma on health conditions and,
more important, suggest effective ways to
lessen its impact. Community-based par-
ticipatory research (CBPr) is essential to
this effort (Corrigan & shapiro, 2010).
Mango et al.’s (2018; this issue) paper
nicely highlights the role of CBPr in devel-
oping arts programs meant to replace
stigma with empowerment. CBPr
emerged out of public health efforts to
assure that science meant to impact a com-
munity reflects the priorities of that com-

munity. our research team has moved into
programs that address ethnic health dis-
parities in the health care system serving
those with serious mental illness (Corrigan
et al., 2017; Corrigan et al., in press). we
have developed and tested a peer navigator
program for african americans and for
latinxs with serious mental illness. The
research team is mostly white, many living
in the Chicago suburbs. The only way for
programs to be developed and evaluated
that meet the needs of the Black or latinx
community is for people from the commu-
nity to lead the effort.

Hence, the only way to meaningfully
develop and evaluate programs meant to
decrease stigma is for people from that
community to own the process. This
means that programs tackling the stigma of
mental illness need to be led by people with
mental illness. This can be a surprising
message for everyone else. if we are not out
as a person with lived experience, then our
role is as ally. i write this article as a straight
male. i am hugely in support of lGBTQ
rights. But my role is relegated to ally.
regarding mental illness, this means
people with lived experience of mental ill-
ness set the agenda and i, as ally, ask where
i can help. This can also be surprising news
for professionals, especially for psychia-
trists and psychologists who have inordi-
nate power in mental health care matters.
our effective place in the stigma battle is
either to come out with our own story of
recovery, or settle back comfortably into
the role of ally.
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ethan Hoffman
Hannah Holbrook
Kristyne Hong
Judy Hong
sarah Horvath
Kristene Hossepian
Jacqueline Howard
annMarie Huet
Maryam Huseini
Marina ibarra
Kelsey irvin
Paymon Jalali
Jesslyn Jamison
Brittany Jaso
Gracie Jenkins
Chris Jillard
Hallie Jordan
vanessa Kalach
raksha Kandlur
sungha Kang
demetra Keith
Thomas Kelly
Carisha Kelsey
samantha Kempker
Candice Kennedy
Christina Kiernan

Hyoun Kim
ellis King
Jamie Kirkpatrick
Patrycja Klimek
Miller Knight Jr
Haley Kolp
amanda Korff
Jessie Krier
shaina Kumar
laura Kurzius
Kate Kysow
Mark lachowicz
Kalina lamb
Taylor landis
Brittany lang
Melissa latham
Thien-an le
amy lee
Han na lee
nicole legg
Madison lenox
rebecca lieberman
Jessica llewelyn-

williams
faith logan
susanna lopez
Caitlyn loucas
Kristen luchene
Berta luis sanchez
ariadne lyon
Mollie lyon
robert lyons
Melanie Maddox
Kera Mallard
debesh Mallik
sybil Mallonee
Melyssa Mandelbaum
Madeline Marks
shelby Martin
william Martin
andrea Martinez-

abrego
onkar Marway
austen Taylor Matro
nichole Mazzulo
Hayden Mbroh
Kenneth McClure
Matison McCool
Katherine Mcdermott
Tyler Mcfayden
Kathryn McGill
Meghan McManners
alexandra Medina
auburn Meisner
Yesenia Mejia
Cecilia Melendez
richard Metcalfe
alesha Miller
alexandra Miller

alexandria Miller
Justin Misterka
Kelsey Moffitt
shahrzad Moradi
Kaitlyn Mosher
david Mou
Mazheruddin Mulla
Kristina Murphy
lindsay Myerberg
Zachary Myers
Katya naman
skye napolitano
sarah nelson
Tommy Ho-Yee ng
elizabeth nick
Kelsey nogg
lynnaea northey
nestor noyola
Maureen nugent
Kristin o’Brien
Cliodhna o’Connor
Bridget o’Connor
Maeve o’donnell
Kristen o’loughlin
Caitlin o’loughlin
Mary odafe
lauren oddo
feven ogbaselase
Cecilia olin
amanda oliver
Tate overbey
raul Palacios
Jacquelyn Palladino
Katherine Palma
Josiane Paradis
esther Park
Jonathan Parker
Briauna Paul
Kinsey Pebley
Marcelina Perez
Matthew Picchiello
liza Pincus
Marzena Podkalicka
Carolyn Ponting
rachel Porth
aubrie Potteiger
anabel Potts
olivia Preston
destiny Printz
Julie Prud`homme
luise Pruessner
Megan Pruitt
rachelle Pullmer
Brittany Quimby
ana rabasco
amrita ramanathan
Giovanni ramos
stephen ramos
Jessica randel

Hannah rea
nathan reed
rebecca reidy
Kristy rendler
lauren rentschler
samantha reznik
Paola ricardo
alisha rice
eric richardson
Yolanda rodriguez
Christine rodriguez
eli rolfes
sandra rublee
stephanie ruggiero
Keara russell
sarah sakov
lindsay samson
Marlyn sanchez
devon sandel
lee santore
niki sarrafian
Muqaddas sarwar
william sasiela
Kevin saulnier
ulysses savage
Charlayne scarlett
Jesus schink
sandra schlicker
simone schriger
david schuberth
lily schwartz
daniela scotto
Jed seltzer
stefanie sequeira
Jonathan shalom
Brittany sherrill
samantha sherwood
lyndsey shimazu
Meghan shippe
atara siegel
Karina silva
soleana silva
Chelsy simmons
Jordan skalisky
abigail skeens
alexis smith
alyssa smyth
anna snyder
Cody solesbee
Zachary soulliard
Jolene spellman
leigh spivey
samantha spoor
Brent stewart
Jordan stiede
eliza stone-Cribb
faith stoneking
amanda stransky
natalie stratton
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daniel sullivan
olivia summa
erica szkody
lindsay szota
nicholas Talisman
allison Temourian
Cori Tergesen
alexandra Thiel
fiona Thomas
Casey Thornton
Caitriona Tilden
ingrid Titzler
Brittany Tolstoy
alison Tracy
alec Trahan
Claire Trainor
lina Truong
lauren Tucker
dalton Tuggle
alec Twigden
shelley upton
Maria valenzuela
Benjamin van dyke
Katherine venturo-

Conerly
rebecca vestal
lelah villalpando
Cassandra vogt
Hannah walcoe
amanda wallace
shannyn waltz
shirley wang
James ward

sophie wardle
Craig warlick
akash wasil
aliya webermann
rachel weiler
Kiona weisel
david weiss
lauren weittenhiller
Jessica west
Travis westbrook
eden white
Paige whittenburg
Joseph wielgosz
Marcus wild
Brenna williams
emy willis
Mario wilson
Kaylie wiseman
alexandra wojda
noah wolkowicz
rebecca woo
sam worrall
Qingqing Yin
Johanna Younce
stephanie Young
lingyan Yu
li wei Yuan
Katherine Zambrana
anna-Carlotta Zarski
lauren Zimmerman
samantha Zohr
Zupa Zupin

VOTING

April is
ABCT
election
month!

Full Members, New Member Professionals,
and Fellows:
Remember to cast your electronic vote!
If we do not have your email in our system, then we mailed
you a paper ballot. If you did not receive voting materials,
please contact Dakota McPherson: DMcPherson@abct.org

This year’s candidates:

President
Martin Antony

Representative-at-Large
Jeffrey Goodie
Shireen Rizvi
David Tolin

Secretary Treasurer
Jessica Cronce
Sandra Pimentel

e l e c t r o n i c
ABCT

s

W E L C O M E , N E W M E M B E R S

ABCT Leadership and Elections Committee:
David Pantalone, Chair
Patricia DiBartolo and Kristen Lindgren, Members

in DC
52nd Annual Convention
November 15–18, 2018
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ADDRESS SERV ICE REQUESTED

To continue receiving issues of the Behavior Therapist
and other important ABCT communications:

4 Visit www.abct.org
4 Click “Member Log In”
4 Update the “Addresses” section of your member profile

MOVING SOON?
U p d a t e y o U r m a i l i n g a d d r e s s


