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Abstract

Perceived stigma relating to seeking mental health services has been identified as a

barrier that inhibits people from seeking psychological services (e.g., Stefl & Prosperi,

1985). The aim of the current study was to determine if social influence could be used to

reduce perceived stigma and increase the likelihood of seeking mental health services

amongst a group of university students. Participants in this study were 165 undergraduate

students who were divided into two groups. The experimental group listened to an

account of a non-stigmatizing experience with therapy, and the control group listened to

an account of an individual's difficulties with study habits. The experimental group was

found to have had a greater decrease in perceived stigma than the control group following

the intervention. Qualitative data also suggest that some individuals in the experimental

group experienced an increase in likelihood of seeking mental health services.
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Reducing Perceived Stigma Related to Seeking Mental Health Services: A Social

Influence Approach

A multitude of research studies have been conducted to determine if mental health

interventions are effective at aiding those individuals they are designed to help. Lipsey

and V/ilson (1993) compiled and analyzed302 meta-analyses that examined the efficacy

of various psychological, behavioural and educational interventions. Lipsey and Wilson

found that over 90o/o of the meta-analyses reported that the examined treatments had a

positive effect on the treatment groups as compared to control groups. This study

concluded that, overall, mental health interventions are efficacious. Other reviews of the

available outcome research have also arrived at similar conclusions (e.g. Lambert &

Barley, 2002; Lambert & Bergin, 1994). Lambert and Barley have concluded that

"psychotherapy is successful in general, and the average treated client is better off than

80% of untreated subjects" (p.26). As reviews and meta-analyses of psychotherapy

outcome research have shown that mental health interventions tend to produce positive

outcomes, it would be beneficial to determine who is having emotional and psychological

difficulties and to maximize the number of these individuals who will receive appropriate

mental health services.

Prevalence of Mentøl Health Disorders and Service Usage

Epidemiological research has been conducted in order to better understand

etiology, clinical course and treatment response of mental health disorders. Several large

scale epidemiological surveys have examined prevalence of mental disorders within

particular populations. The Epidemiological Catchment Area Survey (ECA) conducted in

the United States found that2SYo of noninstitutionalized adults had a mental disorder
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during the year prior to the survey (Regier, Narrow, Rae, Manderschied, Locke, &

Goodwin, 1993). Similarly, the National Comorbidity Survey (NCS) found that29%o of

individuals in their United States sample reported having a mental disorder during the

past 12 months (Kessler et al., 1994). In Canada epidemiological surveys found similar

prevalence rates. Bland, Newman, and Om (1997) found that the one-year prevalence for

their Edmonton, Alberta sample was 31.2%. Although these surveys indicate that

approximately 30Yo of the general population is afflicted with a mental disorder within a

given year, not nearly as many individuals seek psychological help. Bland et al. (1997)

found that 14.i% of their overall sample sought help for an emotional or mental problem

during the year prior to the survey. Only 28.I%o of those individuals with a past year

diagnosis in the sample utilized mental health services. Therefore, 71 .9% of individuals

with a diagnosis did not receive psychological help. Similarly, Lin, Goering, Offord,

Campbell, and Boyle (1996) found that75%o of those individuals with a past year

diagnosis in their Ontario sample did not seek help. Epidemiological surveys have

brought attention to the fact that a gap exists between the number of people in need of

care and the number of individuals who actually receive appropriate mental health care.

Stefl and Prosperi (1985) referred to this gap between need and care as the "service gap."

Understanding the Service Gap

Part of the research community has focused its efforts on understanding why the

"service gap" exists and how to lessen the severity of this gap.A number of studies have

examined what factors are associated with psychological service utilization. Several

sociodemographic variables have been found to be related to seeking psychological help.

One of these factors is gender. Women tend to hold more favorable attitudes towards
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seeking psychological help and are more willing to actually seek psychological services

than men (Fischer & Turner, 1970; Leaf, Bruce, Tischler, &.Holzer, I997;Leong &.

Zachar,1999; Ang, Lin, Tan, & Yau, 2004). Age has also been associated with likelihood

of psychological service utilization. Leaf et al. (1987) found that individuals between the

ages of 18 and 24 as well as those over 64 years old were less likely to seek mental health

services. Some other sociodemographic variables that appear to play a role in the decision

to use psychological services are education, income and marital status (Leaf et al., 1987;

Bland et al., 1997). Previous research has also found statistical association with other

personal characteristics including personality dispositions and sociocultural variables

Q.Jadler, 1983).

The research examining factors associated with likelihood of receiving

psychological treatment helps determine which individuals within a population are at risk

of not utilizing mental health care. These studies, however, provide little insight into the

reasons individuals do not or are unable to seek treatment for their emotional and

psychological problems. This much needed insight is provided by studies that examine

barriers that hinder people from seeking mental health services. Three types of barriers

havé been identified: professional, practical and personal (Mackenzie,2000).

Professional barriers are related to the ability or willingness of mental health

professionals to treat particular groups of individuals. Mental health professionals have

personal biases that interfere with some groups of people receiving appropriate treatment.

Loring and Powell (1988) found that sex and race of clinicians and their clients can

influence diagnoses even when the diagnostic criteria presented are clear-cut. Thus, if

diagnoses are affected by clinicians' biases so is subsequent treatment. General
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practitioners also demonstrate biases when recommending psychological counseling to

their patients. It has been found that physicians tend to recommend that female patients

with somatic presentation seek counseling more than they do for male patients with

somatic presentation (Badger et al., 1999). Mental health professionals have also

demonstrated a preference to treat female clients (Zivian, Larsen, Knox, Gekoski, &

Hatchette, 1992). Ageist attitudes also affect whom psychologists and psychiatrists treat.

Mental health professionals have biases related to age; they have been found to have

preferences for younger clients and believe treatment to be more effective for these

younger clients (Ray, Mckinney, & Ford, 1987; Zivian et al., 1992).

Another type of professional banier is the under-recognition of emotional and

psychological problems. General practitioners often do not recognize that their patients

have a mental health problem. In one study, approximately half of patients with

depression were not recognized by their doctor as having the disorder (Ormel et al.,

1994). Thus, many individuals are not receiving much needed referrals for psychological

treatment by the medical sector.

Practical barriers have also been acknowledged as preventing some distressed

individuals from receiving appropriate psychological care. Stefl and Prosperi (1985)

identified three practical barriers that affected anticipated service use: affordability,

accessibility and availability. Affordability was identified more often as an anticipated

barrier by Stefl and Prosperi's study participants. Expensive hourly fees for psychological

services often prevent people from seeking help as these people have other financial

burdens that take priority (Thompson ,Banile,& Akbar, 2004).Lack of adequate

insurance coverage for mental health care is often reported as a financial barrier
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preventing psychological service use (Olfson et al., 2000; Thompson et a1.,2004). Apart

from lack ofinsurance and high costs, there are other potential issues related to

affordability such as having to take time off from work to go to therapy sessions (Stefl &

Prosperi, 1985).

Availability of services is another obstacle that is viewed as hindering people

from becoming psychological service users. Stefl and Prosperi (1985) found that their

study's respondents cited that not being aware that services are available or where they

are located were significant barriers that would inhibit them from seeking services. Some

communities have fewer services available than others. Individuals in rural, impoverished

areas f,rnd it difficult to receive treatment as service providers are not available in their

community (Fox, Blank, Rovnyak, & Barnett, 2001). Although causality cannot be

established, Lefebvre, Lesage, Cyr, Toupin, and Founier (1998) suggested that there may

be a connection between abundance of mental health resources and use of services. They

found that Quebec had higher service utilization rates than Ontario, which may be related

to the fact that Quebec has a greater number of psychologists.

Another barrier related to availability is accessibility of services. Some

individuals have difficulty getting to locations where services are offered. Stefl and

Prosperi (1985) found that people felt not having proper transportation to get to service

locations posed a significant problem when seeking services. Stefl and Prosperi's

participants also felt that not having anyone to go with may prevent them from seeking

needed mental health services.

The final category of barriers is personal bariers. "Personal barriers consist of

reasons [individuals] contribute to their own low rates of mental health service use"
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(Mackenzie, Gekoski, & Knox, 2000a,p.44). There are a multitude of reasons that can be

subsumed under this category. For example, some individuals do not seek psychological

treatment because they do not recognize that they have a problem that warrants such care

(Kessler et al., 2001). Another personal barrier inhibiting service usage is lack of

emotional openness (Komiya, Good, & Sherrod, 2000). Although there are discrepant

frndings, personal attitudes have also been suggested as possible barriers to seeking

psychological help. Some studies suggest there is a relationship between attitudes and

mental health service use (e.g. Cash, Kehr, & Salzbach, 7978 Fischer & Farina, 1995;

Greenley, Mechanic, &. Cleary,1987). Leaf, Livingston, Bruce, and Tischler (1986), on

the other hand, found that only women's mental health service utilization was affected by

attitudes. Finally, some research suggests that attitudes do not factor into the equation at

all (e.g. Leaf et al., 1988; Lefebvre et al., 1998.) Mackenzie, Knox, and Gekoski (2000)

suggest these discrepant findings may be due to the nature of the studies themselves. The

measurement of attitudes has been inconsistent across studies. Measures used may also

have had validity and reliability concerns. In order to address these methodological

issues, Mackenzie, Knox, and Gekoski (2000) developed a questionnaire designed to

measure help-seeking attitudes that is theoretically based, valid and reliable. Using this

instrument, they found that attitudes are related to the intention to utilize mental health

services (Mackenzie et al., 2000b).

Several personal barriers have been identifìed through factor analysis during the

development of scales designed to measure attitudes towards seeking psychological

assistance (Fischer & Turner, 1970; Mack enzie,Knox, & Gekoski, 2000). These factors

can be said to contribute to low psychological service rates as the scales have been found
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to be related to service usage. Some people think that seeking psychological services is

not necessary, as they believe problems will solve themselves. Other attitudes identif,red

in these scales are related to being open to receiving psychological treatment and to

disclosing personal issues. The attitude of particular interest to this current study is

related to perceived stigma. Perceived stigma refers to the belief that an individual will be

devalued and discriminated against for seeking psychological assistance. This barrier to

mental health services will be discussed below.

Stigma

Originally, the Greeks used the term stigma to refer to a bodily sign, such as a

tattoo, that signified the branded individual has a blemished moral status. Goffman

(i961) indicated that the modern use of the term has shifted from denoting a bodily sign

suggesting disgrace to identifuing the disgrace directly. In social psychological terms,

stigma can be equated to negative stereotyping (Conigan & Penn, 1999). Hilton and von

Hippel (1996) suggest that "stereotypes operate much like object schem.as" (p. 2a0). An

object schema is a cognitive representation of a category of items. If an object is

perceived to belong to a particular category, then the perceiver infers that the object has

attributes that are characteristic of objects within that category. Similarly, stereotypes are

cognitive representations of social categories. Thus, if an individual is perceived as a

member of a certain group, the perceiver will infer that the individual will behave and

possess attributes that are presumed characteristic of members belonging to that

particular group. Stereotypes, like object schemas, are efficient means of processing

information (Hilton & von Hippel, 1996). Rather than developing an understanding of a

specific individual by processing current incoming information, it is quicker and easier to
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make assumptions about that person based on previously stored knowledge regarding

members of a certain group. Therefore, stereotyping can be bpneficial as it makes

information processing less time consuming. However, when an individual is labeled as

belonging to a particular social category, this can lead to discrimination as they are

believed to posses the negative attributes associated with that group. Thus, stigma refers

to the disgrace or negative effects of being labeled as belongingto aparticular social

category.

Link and Phelan (2001, 2006) also suggested that stigma involves stereotyping.

Their conceptualization of stigma involves five components. The first component is that

people recognize and label differences that exist between individuals. Second, these

differences are linked to undesirable characteristics. In other words, negative stereotyping

occurs. The third component'involves setting apart the individuals who have been labeled

in an "us" versus "them" categonzation. The fourth component consists of devaluation

and discrimination against the labeled individuals. Finally, the fifth component is that a

power situation exists that allows for the aforementioned components to occur.

Stigma and Mental IIIness

It is commonly accepted that there is stigma associated with being mentally ill.

This stigma is evident in everyday life. Terms referring to mental illness, such as "ctazy,"

carry negative corurotations and are used as insults in colloquial language (Hayward &

Bright, 1997). Television tends to portray the mentally ill primarily in a negative way.

Primetime television characters depicted as mentally ill are more likely to be viewed as

violent, to have a poor quality of personal life, be a failure at work, and to have a
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negative impact on society (Diefenbach, 1997; Signorelli, 1989). These references to

mental illness suggest that the public has a negative, stigmatizing view of the mentally ill.

Byrne (1997) suggests that there are four stereotypes that tend to be associated

with the mentally ill. One stereotype portrays the mentally ill as "frgures of fun." These

individuals are viewed as uazy and ineffectual. A second stereotype depicts the mentally

ill as persons to be pitied. They require assistance as they are unable to function on their

own. Another common way of stereotyping the mentally ill is to view these individuals as

dangerous and insane. Finally, the mentally ill may also be characferized as lazy. These

individuals do not want to recover. Endorsements of these stereotypes lead to the

discrimination against the mentally ill. A majority of mental patients believe that others

will view individuals who have been hospitalized for the treatment of mental illness in a

negative way (Weinstein, 1983). People with and without experience with mental health

care are under the impression that mental health care patients will be discriminated

against, devalued, and rejected (Link, 1987; Link, Cullen, Struening, Shrout, &

Dohrenwend, 1989). These impressions are not far from the truth. Qualitative accounts

by individuals with a mental illness indicate that individuals are overtly discriminated

against. Dinos, Stevens, Serfaty, Weich, and King (2004) found that 630/o of their sample

of participants with a mental illness reported experiencing personal harassment that was

either verbal or physical in nature. Research has also suggested the mentally ill can be

discriminated against when applying for employment (Brodreri &. Drehmer, 1986) and

attempting to rent an apartment (Page, 1977). There is also evidence that the public has a

low level of tolerance for individuals labeled as having a mental illness. Hall,

Brockington, Levings, and Murphy (1993) found that only 4 to Izyo of their study's
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respondents would have a close relationship or live with an individual described as

having either paranoid schizophrenia, schizophrenic defect state, depression or

obsessional neurosis. The responses obtained also indicated that only 32 to 53o/o would

work with or live next door to these individuals.

Although research has demonstrated that there is a perception that the mentally ill

are stigmatized, it has been suggested that the actual rejection of the mentally ill is not a

result of being labeled as such. Research has shown that public rejection of the mentally

ill is significantly related to abnormal behaviour engaged in by these individuals (Link,

Cullen, Frank, & Wozniak, 1987; Socall & Holtgraves, 1992). However, it would be an

enor to suggest that labels do not play a role in the stigmatization of the mentally ill.

Socall and Holtgraves (1992) found that individuals who were labeled mentally ill were

rejected more than those who were labeled physically ill with the same symptomology.

Similarly, Piner and Kahle (1984) found that perceiving someone as unusual increased

when an individual was labeled as mentally ill even though this individual did not engage

in any bizarcebehaviour. Thus, these studies suggest that the mental illness label is

stigmatizing.

Lack of visibility differentiates mental illness stigma from other stigmas

(Corrigan, 2000; Goffman, 1961). Unlike, race, physical deformities, and so on, mental

illness is not visible to the naked eye. Penn and Martin (1998) suggest that there are four

signals that people use to infer mental illness: labels, psychiatric symptoms, social skill

deficits and physical appearance. Therefore, if an individual is not exhibiting any bizarre

behaviour and outwardly appears normal, then the only way for him or her to be

stigmatized for being mentally ill is to be labeled mentally ill. This label and associated
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stigma can arise from someone being informed about an individual's diagnosis or from

an individual being associated with mental health care (Corrigan,2004). For example,

someone may be labeled mentally ill if he or she is seen going into a psychologist's

office. Thus, seeking psychological help can be stigmatizing as it may result in being

labeled mentally ill. This line of reasoning is consistent with research findings that

suggest that there is stigma associated with receiving mental health services. Phillips

(1963) found that rejection, as measured by a social distance scale, was related to seeking

mental health care. Moreover, Phillips discovered that this rejection increased depending

on the helper from whom this care was obtained. Although rejection was related more to

behaviour than help source, help source did appear to play a role. "An individual

exhibiting a given type of behavior is increasingly rejected as he is described as seeking

no help, as seeing a clergyman, as seeing a physician, as seeing a psychiatrist, or as

having been in a mental hospital" (Phillips, 1963,p.968). The obtained results also

suggest that seeking help iò stigmatizing in and of itself, as an individual who is described

as having "rìormal" behaviour and receiving help at a mental hospital was rejected more

than individuals who did not seek help who were described as simple schizophrenic,

depressed neurotic, phobic compulsive, or normal. "Normal" individuals who were

described as seeing a psychiatrist were also rejected more than individuals described as

exhibiting simple schizophrenic, phobic-compulsive, or noÍnal behaviour who did not

seek help. Many individuals are aware that this stigma associated with help-seeking

exists. More recently, Barney, Griffiths, Jorm, and Christensen (2006) found that a

substantive minority of their sample felt that they would be stigmatized by other people if

they received help for depression. This perception of stigma varied by help-source. Forty-
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six percent of respondents felt that they would be stigmati zed for seeking help from a

psychiatrist,39yo for seeing a psycholo gist,32%o for receiving help from a counselor and

2Io/o for seeking help from a general practitioner.

As discussed above, mental illness is perceived by many to be stigmatizing. Due

to the fact that mental illness lacks visibility, seeking psychological help also is

stigmatizing, as it is a signal that a person may be mentally ill. Therefore, if an individual

wishes to avoid being stigmatized, he or she may avoid seeking mental health care.

Goffman (196i) suggested that if an individual has the ability to conceal a stigmatizing

characteristic, he or she will often do so in order to pass as normal. According to Major

and Eccleston (2004) concealing a stigma "may also preserve important social

relationships that could be threatened if the stigma was known" (p.63). Thus, an

individual may not seek psychological help so he or she may pass as normal. The

individual avoids therapy in order to avoid being stigmatized. Therefore, a barrier to

seeking mental health services is the perception that there is stigma associated with help-

seeking.

Perceived stigma has been noted as a psychological treatment barrier in a number

of different studies (e.g. Amato & Bradshaw, 1985; Kessler etal.,200I; Olfson et al.,

2000; Stefl & Prosperi, 1985; Thompson et al., 2004). Barney et al. (2006) found that as

perceived stigma increased, the likelihood of seeking help for depression decreased

amongst their study participants. Although this attitude of perceived stigma is related to

decreased help-seeking, it is not usually noted by respondents as the most dominant

service barrier (Olfson et al., 2000; Stefl & Prosperi, 1985). However, perceived stigma is

an important barrier to examine and reduce, because this barrier is more poignant for
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those individuals in the "service gap" (Stefl & Prosperi, 1985). In Stefl and Prosperi's

sample, individuals in need of but not receiving mental health services noted perceived

stigma as a barrier to service utilization twice as often as compared to those individuals

who were in need of and using mental health services. Thus, changing attitudes that view

service utilization as stigmatizing may be beneficial, because this may increase service

utilization among individuals in the "service gap."

Attitudes and Social Influence

Attitudes can be considered to be "characteristic modes of readiness in reacting to

definite objects, situations and persons" (Sherif, 1952, p.262). This is to say that attitudes

are predisposed reactions to given stimuli. Kafz (1960) postulated that attitudes consist of

two types of elements: affective and cognitive. The affective element refers to whether an

individual likes or dislikes a particular stimulus. The cognitive element refers to the belief

an individual has about the given stimulus. Definitions of attitude often incorporate a

behavioural element (Lana, 2002). Attitudes are behavioural in that they are expressible

through verbal and/or non-verbal behaviour.

People hold attitudes that they deem to be valid. This validity can be based on

physical or social reality. When a stimulus is objective and unambiguous, individuals use

information from the physical world to evaluate their attitudes, beliefs, or opinions

related to this stimulus. However, when the physical environment provides objectively

ambiguous information regarding a particular stimulus, individuals turn to social reality.

Therefore, in the absence of physical means of evaluation, attitude validity is based upon

social comparisons (Festinger, 1950, 1954).People compare their own attitudes with

attitudes of similar others to assess attitude validity. Hardin and Higgins (1996) stated
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that experience that is socially verified (i.e., it is shared by others) transitions from

subjective to objective reality. That is, if a certain reality is shared, then it becomes

objective as it is now viewed as valid and reliable. This concept of shared reality applies

to attitude validation. An attitude becomes viewed as objectively valid and reliable when

shared by others, because it is reproducible and generalizable.

The aforementioned attitude validation process can lead to social influence. Hogg

and Turner (i 987) suggested that "social influence stems from a person's need to agree

with members of a relevant social group in order to validate their responses as correct,

appropriate or desirable" @.149). Research utilizing the autokinetic effect (e.g. Hood &

Sherif, 1962; Sherif, 1952) has demonstrated that when faced with objectively ambiguous

information from the stimulus world, individuals' judgments are influence by others.

Asch's (1951) conformity experiments demonstrated that judgments of unambiguous

stimuli are also susceptible to social influence. Social influence, however, is not limited

to affecting judgments of physical reality. Attitudes are also subject to social influence.

Tan et al. (2001) found that stereotypes and rccial attitudes can be influenced by peer

groups. Newcomb (1952) found that reference groups can influence the development of

attitudes towards public issues.

Deutsch and Gerard (1955) hypothesized that there are two types of social

influence: normative and informational. Normative influence was def,rned as "an

influence to conform with the positive expectations of others?' (p.629).Informational

influence, on the other hand, was defined as "an influence to accept information obtained

from another as evidence about reality" (p.629). A similar dichotomy was presented by

Kelley (1952) regarding the functions of reference groups in relation to attitude
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determination. Kelley suggested reference groups could have a normative function.

Reference groups influence individuals to hold attitudes similar to those attitudes held by

the group. Group members are rewarded for conforming to group norrns and punished for

non-conformity. The second function of a reference group is comparative. Individuals use

group norrns as a comparison point to use to evaluate the validity of their own attitudes.

In summary, both dichotomies suggest that attitudes can be socially influenced to

coincide with group norrns so that individuals are evaluated positively by the group and

rewarded accordingly. The other half of both dichotomies suggests that individuals are

influenced to accept the attitudes of others as their own because information from others

is viewed as a benchmark for validity.

Hogg and Turner (1987) argue against the existence of the abovementioned

di chotomy between normative and informational infl uence. S elf- cate go rization theory

offers a perspective in which normative and informational influence can be subsumed

under the same process (David & Tumer, 2001). Self-catego rizationtheory is a set of

hypotheses surrounding self-categorization, a process thought to underlie the

psychological group (Turner, 1987). This theory views the psychological group from a

cognitive perspective (Tajfel & Tumer, 1985). From this viewpoint, a group exists to the

extent that people perceive themselves to be part of the same social category. This

perception relates to an individual's selÊconcept. Tumer (1987) suggests that one person

has multiple conceptualizations of his or her self. Some of these conceptualizations are

self-categorizations. That is to say that an individual views him or herself as similar to

other stimuli in a particular category and dissimilar to those stimuli in another category.

According to Tumer (1987), self-categorizations fall into a hierarchy with at least three
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levels of abstraction: human being, social groups and unique individuals. At the human

level, the individual differentiates him or herself from other species and categorizes him

or herself as similar to other humans. The subsequent level of abstraction relates to an

individual's social identity. An individual categorizes him or herself as belonging to

particular social groups and not belonging to other social groups. An individual forms

ingroup-outgroup categorizations based on perceived similarities and differences with

other human beings. The final level of abstraction entails an individual categorizing him

or herself as a unique individual. Unlike the previous levels, this type of categorization

differentiates the individual from all other people. SelÊcategorization theory focuses on

the social group level of abstraction.

The self-categorization theory perspective does not view the self as an inflexible,

unchanging identity. Rather, this approach views the self as comprised of many self-

concepts that are often context specif,rc (Tumer, 1987).In other words, different self-

concepts are salient in different situations. A salient self-concept is one that is cognitively

prepotent in that it influences perception and behaviour. When a particular group

membership is salient, an individual defines him or herself as a group member, as

opposed to a unique individual. Therefore, when a group membership is salient, the

individual is categorizing him or herself using the social group level of abstraction.

According to Oakes (1987), salience of social categories is a function of the interaction

between the "relative accessibility" and "fit of the social category." Oakes borrowed the

concepts of accessibility and fit from Bruner's (1957) analysis of categorization in

perception. For Bruner's purposes, accessibility referred to the "readiness with which a

stimulus input with given properties will be coded or identified in terms of a category" (p.
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133). Oakes (1987) applied this definition to social categories. Relative accessibility, in

this case, refers to the "latent readiness of given social categonzations to become

activated" (Oakes, 1987, p.I28). Several factors have been identified as playing a role in

the determination of relative accessibility. One factor that affects a social category's

relative accessibility is an individual's self-definition (Oakes, 1987; Turner, 1987). The

more an individual identifies with a particular group membership, the more likely the

social categorization is to be activated. Two determinants of relative accessibility

suggested by Bruner also apply to social category salience (Oakes, 1987). An individual's

goals and needs are likely to determine if a particular social category is accessible. For

example, an individual is likely to be perceived as a sales clerk if the perceiver is looking

for a sales clerk. The other determinant is learned expectations of the environment.

Individuals leam from past experience what is likely to be seen in particular places or

situations. For example, past experience would make someone more ready to perceive

that aperson is a bartender if the person is standing behind a bar.

The second factor that influences the salience of a social category is fit. Fit refers

to how well reality coincides with a social category (Turner, 1987). Oakes (1987)

suggests that fit has two elements: structural and normative. Structural fit relates to the

principle of meta-contrast (Tumer, 1987). This principle states that stimuli are more

likely to be perceived as belonging to the same category to the extent that intra-category

differences are less than inter-cãtegory differences. Thus, input from reality fits a social

categorization to the extent that observed differences between individuals within a group

are less than the observed differences between these individuals and other people in the

stimulus field. Structural fit is also dependent on the extent that individuals in a group are
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more similar to each other than to those individuals not in the group. Normative fit refers

to whether or not the similarities and differences between individuals within a group and

between individuals in that group and other people are in normatively consistent

directions. Therefore, input fits a social categorization to the extent that observed

similarities and differences between individuals are consistent with the normative

expectations of such a categorization.

As indicated earlier salience is a function of the interaction of accessibility and fit.

If two categorizafions are equally accessible, then the one that "fits" better will become

salient. Similarly, if two categories "fit," then the one that is more accessible will become

salient.

When a self-categorization is salient, depersonalization occurs (Turner, Oakes,

Haslams, & McGarty, 1994). Turner (1987) def,rnes depersonalization as an individual

applying a group stereotype to him or herself. That is, rather than viewing him or herself

as a unique individual, this person views him or herself as an interchangeable

representation of a social category. Thus, depersonalizationrefers to the change in the

individual's self-concept from the personal level of abstraction to the social level of

abstraction. When the self is perceived as a prototypical group member, the individual

expects to behave and think like a prototypical group member.

Self-categorization and the resulting depersonalization may lead to social

influence. According to self-categorization theory, people expect tó agree with similar

others. Thus, if a particular group membership is salient, people expect to hold the same

attitudes and behave the same way as other people belonging to the same social category.

Uncertainty arises if an individual's attitudes and /or behaviours are inconsistent with
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those attitudes and/or behaviours of people perceived as belonging to the same social

category (David & Turner, 2001). Matz and Wood (2005) found that participants in their

experiment experienced dissonance discomfort when they disagreed with other group

members. This dissonance can be reduced by changing groups, redefining the stimulus

situation or persuading others to change their attitudes or opinions (David & Tumer,

2001;Matz &. Wood, 2005). The uncertainty created by the disagreement can also be

reduced by the individual being influenced to change his or her attitudes or opinions in

order to agree with the group.

As previously indicated, social cafegorizalion theory conceptualizes social

influence as simultaneously normative and informational. Van Knippenberg (2000)

illustrates this point by stating that "normative influence is based on the informational

value of norms (i.e., is informational), and informational influence is derived from the

normativeness of the information (i.e., is normative)" ft1. 160). Therefore, the social

categorization theory perspective on social influence suggests that an individual adopts

an attitude expressed by a fellow group member for both normative and informational

reasons. The attitude expressed by the group member is viewed as valid due to the

perceived normativeness of the attitude. In other words, the attitude has been socially

validated. This perceived validity can be equated to the informational value of the

attitude. The attitude change also results from the feeling that the individual should hold

the same attitudes as members of the same social category. People of the same social

category are perceived as holding correct attitudes, thus an individual feels compelled to

adopt the expressed attitude of the group member. This feeling of obligation is the

normative component of social influence.
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Several studies have provided support for the social categorization theory

approach to social influence. One example is an experiment conducted by Abrams,

Wetherell, Cochrane, Hogg, and Turner (1990) that used the same procedure as Asch

(1956). Participants were asked to make judgments about line lengths after hearing the

judgments of three confederates. At the beginning of the experiment the confederates

were identified as either ingroup members or outgroup members. Participants in the

ingroup condition reported more uncertainty about their judgments due to disagreement

with the confederates than those in the outgroup condition. Participants also conformed

more to elroneous responses of confederates in the ingroup condition. Thus, this study

provides support for the self-categorization theory's hypothesis that influence is related to

uncertainty that occurs when comparisons are made with ingroup members. Other studies

have also shown that ingroup sources are more influential than outgroup sources. For

example, Haslam, Jetten, O'Brien, and Jacobs (2004) found that ingroup sources could

influence the appraisal of stressful situations. Another example is a study conducted by

Platou and Voudouris (2003). Reassurance from ingroup members led to study

participants experiencing lower physiological arousal to experimentally induced pain

compared to reassurance from outgroup member or no reassurance at all. These studies

suggest that people perceived as belonging to the same salient social category have the

ability to influence other group member's attitudes, opinions or behaviours.

Present Study

Although epidemiological surveys indicate that approximately 30% of the general

population is afflicted with a mental disorder within a given year, not nearly as many

individuals seek psychological help (e.g. Bland, et al., 1997; Regier, et al., 1993). The
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discrepancy between need and utilization of mental health services might be lessened if

interventions aimed at reducing service barriers were implemented. There are a number

of different barriers that inhibit people from seeking psychological services. One of these

barriers is the attitude that seeking psychological help is stigmatizing. Perceived stigma

appears to be a poignant barrier for those individual in need of but not receiving mental

health services (Stefl & Prosperi, 1985). Thus, reducing perceived stigma attitudes may

result in increased service utilization. There is some evidence that changing attitudes

regarding utilization of mental health services can increase utilization of these services.

Nelson and Barbaro (1985) used a multimedia campaign aimed at creating favourable

impressions toward the utilization of mental health services. During this campaign,

utilization of mental health services increased at several of the service centres within the

target market. Thus, developing interventions aimed at changing attitudes related to

perceived stigma may be beneficial as it may increase service utilization.

Research has shown that social influence can be used to change attitudes. Social

categorization theory suggests that if a particular group membership is salient, an

individual views him or herself as a group member rather than a unique individual

(Turner, 1987). According to this theory, people expect to agree with similar others and

uncertainty arises if there is disagreement with other group members (David & Turner,

200I;Matz &. Wood, 2005). This uncertainty can be resolved by an individual changing

his or her attitudes. Thus, if a group member suggests that therapy is not stigmatizing, it

can be expected that individuals may change their attitudes regarding stigma related to

psychotherapy to coincide with this group member's information about reality.
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The aim of the current study was to answer the following questions: 1. Can

attitudes pertaining to perceived stigma related to psychotherapy be altered using social

influence? 2. Can likelihood of seeking psychotherapy be socially influenced? 3. Does

group membership salience affect the aforementioned social influence? In order to

address these questions, a study using an experimental group and a control group was

conducted. The experimental group's participants listened to an ingroup source discuss

her non-stigmatizing experience with therapy. The control group's participants listened to

an ingroup member talk about her study habits. There were three independent variables in

the current study. The first variable was group placement (control group or experimental

group). The second independent variable was university group membership salience (low

salience or high salience). Finally, the last independent variable was gender. Gender was

included as a variable as it is a group membership that was likely to be salient. The first

dependent variable for this study was perceived stigma. As indifference to perceived

stigma has been found to be related to intention to seek mental health services

(Mackenzie, Knox, Gekoski, & Macaulay,2004), the second dependent variable was

likelihood of seeking mental health services.

Hypotheses

i. Following the intervention, the experimental group will have a greater decrease in

- 
perceived stigma as compared to the control group.

2. Following the intervention, the experimental group will have a greater increase in

likelihood of seeking therapy as compared to the control group.
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Following the intervention, participants within the experimental group with high

group salience scores will have a greater decrease in perceived stigma compared

to participants with low group salience scores.

Following the intervention, participants within the experimental group with high

group salience scores will have a greater increase in likelihood of seeking mental

health services compared to participants with low group salience scores.

Following the intervention, female participants in the experimental group will

have a greater decrease in perceived stigma as compared to male participants in

the experimental group.

Following the intervention, female participants in the experimental group will

have a greater increase in likelihood of seeking mental health services as

compared to male participants in the experimental group.
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Method

Participants

Participants in this study were undergraduate introductory psychology students

recruited from the University of Manitoba. These students were recruited during the

suÍìmer and fall sessions and were between the ages of 17 and 25. All participants

received course credit for their voluntary participation. A total of i 90 students

participated in the study. However, 25 of these participants were not included in the data

analysis. Two open-ended questions were used to determine if the participants understood

and were attending to what was said during the study. Thirteen students' responses were

excluded from data analysis based on their responses to these open-ended questions.

Another 12 students were also excluded from data analysis because of missing data.

Therefore, the final analysis was completed using data acquired from 165 students. The

sample was comprised of 116 females (70.3%) and 49 males (29.7%). The four most-

reported ethnicities were Caucasian (44.8%o), Chinese (I3.3%), East Indian (3.60/o), and

Filipino (3.6%). However, 14.5% of individuals did not report their ethnicity. Of the

sample of participantsT5.SYo reported being single, 56/% reported belonging to a

religion, and 57.6Yo reported being employed. In terms of faculty enrollment, most

participants were enrolled in University I (55.2%), followed by Science (17.6%) and Arts

(t2.r%).

The participants were randomly assigned to either the control or expérimental

group. There were 85 participants in the control group and 80 participants in the

experimental group. There were 55 females (84.7%)and 30 males (35.3%)in the control
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group. The experimental group was comprised of 61 females (76.3%) and 19 males

(23.8%).

Materials

Inventory of Attitudes Toward Seeking Mental Health Services (IASMHS). The

IASMHS is a self-report measure of attitudes related to seeking professional

psychological help (Mackenzie, Knox, Gekoski & Macaulay,2004). Participants are

instructed to rate how much they agree with24 statements on a 5-point Likert scale, from

0 "disagree" to 4 "agree". The IASMHS is comprised of three subscales: "Psychological

openness," a measure of the degree of openness to acknowledging psychological

problems and seeking psychological treatment for these problems; "Help-seeking

propensity," a measure of willingness and ability to seek professional psychological help;

and "Indifference to stigma," a measure of perceived stigma related to seeking mental

health services. The internal consistency using Cronbach's alpha was .87 for the full scale

iASMHS, .82 for psychological openness subscale, .76 for help-seeking propensity

subscale, and .79 for indifference to stigma subscale. The test-retest reliabilities for the

total scale and each of the subscales are as follows: full scale IASMHS, r: .85, p<.01;

psychological openness, r : .86, p<.01; help-seeking propensity, r : .64, p<.01; and

indifference to stigma, r : .91, p<.01.

Other questionna¿res. This study used a pre-manipulation questionnaire (see

Appendix A) and a post-manipulation questionnaire (see Appendix B). These

questionnaires were comprised of a variety of questions developed for this study. Both

questionnaires included items relating to likelihood of seeking mental health services and

study habits. The pre-manipulation questionnaire was also comprised of questions
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regarding demographics and past service usage. Questions used to assess salience of

group membership were also present in the pre-manipulation questionnaire. The post-

manipulation questionnaire included questions that asked participants to recall and reflect

on the testimonial. It also contained questions about the speaker.

Procedure

A total of hve sessions were conducted. Participants were tested in a classroom

setting. At the beginning of the each session all participants started in the same

classroom. The experimenter informed the participants of the format of the study. The

study's purpose was not fully disclosed to the participants in order to avoid response bias.

Instead, the participants were informed that the study was regarding how speaker

attributes affect the interpretation and recall of personal communications. They were told

that they would be listening to a fellow university student talk about a personal topic.

They were also advised that they would be filling out questionnaires before and after

listening to the speaker.

Following the introduction of the study, participants were randomly assigned to

either the experimental group or control group. The experimental group remained in the

original classroom. The control group was placed in an adjacent classroom. Both groups

were asked to fill out consent forms (see Appendix C), a pre-manipulation questionnaire

and the IASMHS. After all the participants completed the questionnaire, each group

listened to a live speaker who was introduced as a fellow university student. The control

group listened to an actress talk about her recent change in study habits (see Appendix C

for script). The experimental group listened to an actress talk about her non-stigmatizing

experience with psychotherapy (see Appendix D for script). After the speakers f,inished,
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the participants were asked to f,rll out a post-manipulation questionnaire and the IASMHS

again. Before they completed these questionnaires, participants were notified that some

questions from the first set of questionnaires would reappear. They were asked to answer

these questions as honestly as possible, even if their responses differed from how they

responded earlier. After handing in their questionnaires and consent forms, participants

received debriefing forms (see Appendix E). The debriefing form informed the

participants of the actual purpose and hypotheses of the study. It also contained contact

information for those parlicipants who wish to be informed of the results of the study.

Results

B ac kgr o und Info r m at i o n

Twenty-two (13 .3%) of the 165 participants reported having seen a mental health

professional, and 59 (35.8%) participants reported that a close füend or family member

had seen a mental health professional. Table I provides the median scores for

participants' reported attitudes toward seeking mental health services and likelihood of

seeking mental health services. It should be noted that perceived stigma scores were

calculated by reverse coding and summing the responses to the questions from the

IASMHS indifference to stigma subscale. Likelihood of seeking mental health services

was measured using question 10 in the pre-manipulation questionnaire. This table also

reveals that male and female participants did not differ on these measures prior to the

intervention.

Salience of Uníversity Group Membership

Questions 26,27 and 28 from the pre-manipulation questionnaire (see Appendix

A) were used to assess the participants' university group membership salience. Table2
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provides the frequencies of each of the five possible response options for these questions.

Very few individuals responded in disagreement or mild disagreement to the salience

questions. Only 16.40/o,l8.2yo and 13.3Yo of participants chose the two lowest Likert

scale options as their responses to questions26,27 and28 respectively. A total salience

score was computed for each participant by adding their responses to the three

aforementioned questions together. The median total salience score was I I for the total

group as well as the control and experimental groups. In order to create low and high

salience groups to be used for data analysis, salience scores were split using the median

score. Those participants with scores that fell below 11 were categorized as belonging to

the low salience group, and those participants whose scores were 11 and above were

categorized as belonging to the high salience group. Within the experimental group, there

were 34 participants in the low salience group and 46 participants in the high salience

group. The control group had 40 participants in the low salience group and 45

participants in the high salience group.

Preliminary Analyses

Preliminary analyses were run to determine if the data should was to be analyzed

using parametric or non-parametric tests. Preliminary analyses were also performed to

ensure that the differences between groups were a result of the intervention. Specifically,

analyses were run to determine whether or not the groups differed before any intervention

was delivered. Furthermore, preliminary analyses were performed to verifr that any

differences between the control group and experimental group were not due to speaker

effects.
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Parametric test assumptions. Data were analyzed to determine if they violated

parametric test assumptions. Specifically, tests were run to assess the assumptions

relating to normality and homogeneity of variance. To assess normality Kolmogorov-

Smimov tests were run for the control group and experimental group on the difference in

perceived stigma. Difference in perceived stigma was calculated by subtracting the pre-

manipulation perceived stigma score from the post-manipulation perceived stigma score.

Results revealed that data for both the control group [D(85) : 0.1 1 l, p :0.01 1] and the

experimental group lD(78): 0. i I 8, p :0.010] were not normally distributed. To assess

homogeneity of variance a Levene's test was run using group placement as a factor and

difference in perceived stigma as the dependent measure. This test demonstrated that the

homogeneity of variance assumption was violated [F(1, 161) :0.246, p:0.6201. As

these analyses demonstrated that both the normality and homogeneity of variance

assumptions were violated, non-parametric tests were used to analyze data relating to

difference in perceived stigma. Non-parametric tests were also employed when running

tests using change in likelihood of seeking mental health services as a variable as this

data is ordinal and limited in variability.

Difference between groups before the intervention.In order to rule out that the results

were the product of differences that existed between groups prior to the intervention,

Mann Whitney Utests were performed. The control and experimental groups were

compared on pre-test measures of perceived stigmã and likelihood of seeking mental

health services. Using these same measures, comparisons were also made between males

and females within the experimental group and between the low and high salience groups

within the experimental group. Table 3 shows that none of the Mann-Whitney Utests
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was found to be significant. Thus, the various groups did not differ in terms of perceived

stigma and likelihood of seeking mental health services prior to the experimental

intervention.

Dffirences between speakers.In order to determine that the results were not artefacts

produced by speaker effects, analyses comparing the control and experimental groups'

evaluations of the speakers were run (see Table 4). The results suggest that the speaker

from the control group and the speaker from the experimental group were similar in

attractiveness, likeability and vocal volume. However, some differences were found

between the evaluations of the control and experimental groups' speakers. The

experimental group rated their speaker as a more typical University of Manitoba student

than the control group rated their speaker. The experimental group also found that their

speaker communicated more effectively. Another difference between the speaker

evaluations was related to identification. The control group responses suggested that they

identif,red with their speaker more. Many of the participants in the control group indicated

in their responses to the open ended questions that they had experienced difficulties that

were similar to those that the speaker described. Thus, the difference in identification is

not surprising as students may identify more with a fellow student who is struggling with

study habits than one who is seeing a therapist. In summation, preliminary analyses

suggest that the speakers were evaluated similarly in some respects and dissimilarly in

others.

Main Analyses

Change in perceÌved stigma: Control group versus experimtental group. Within

the experimental group, 53.ïyo of participants had a decrease in perceived stigma. The
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median score for change in the perceived stigma for the experimental group was -1.00.

Whereas, on average, there was no change in perceived stigma for the participants in the

control group (Mdn:0). The experimental group and control group differed significantly

on change in perceived stigma (U:2705.500,p:0.021, r: -0.160).

Change Ìn likelihood of seeking mental health servíces: Control group versus

experimental group. Change in likelihood of seeking mental health services was

calculated by subtracting a participant's response to question 10 on the pre-manipulation

questionnaire from his or her response to question 8 on the post-manipulation

questionnaire. The median score for change in likelihood of seeking mental health

services for the experimental group was zero. Similarly, as a whole, the control group did

not experience a change in likelihood of seeking mental health services (Mdn :0). Thus,

the experimental group and control group did not differ significantly in terms of change

in likelihood of seeking mental health services (U : 3215 .500, p : 0 .260).

Change in perceived stÌgma: High salience group versus low salíence group. The

high salience group within the experimental group had a change of -2.00 in perceived

stigma. Whereas, on average, there was no change in perceived stigma for the

participants in the low salience group within the experimental group (Mdn:0). Although

their medians are in the predicted direction, the high and low salience groups within the

experimental group did not differ significantly on change in perceived stigma (U:

597 .000, p: 0.070).

Change in likelihood of seeking'mental health services: HÌ.gh salience group

versus low salience group. The median scores for change in likelihood of seeking mental

health services for both the high salience group and low salience group within the
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experimental group were zero. Accordingly, the high and low salience groups within the

experimental group did not differ significantly in change on likelihood of seeking mental

health services (U :752.000, p :0.382).

Change Ìn perceived stigma: Males versus females. The median score for change

in the perceived stigma for females within the experimental group was -1.00. Whereas,

on average, there was no change in perceived stigma for male participants within the

experimental group (Mdn:0). However, the difference between males and females

within the experimental group on change in perceived stigma was not significant (U:

426.000, p : 0.132).

Change in líkelihood of seeking mental health services: Males versus females.

The median score for change in likelihood of seeking mental health services for female

participants within the experimental group was zero. Similarly, on average, there was no

change in likelihood of seeking mental health services for male participants within the

experimental group (Mdn:0). Thus, male and females within the experimental group did

not differ significantly in change on likelihood of seeking mental health services (U:

496.000,p:0.169).

Addítíonal Analyses

' Dffirences between high and low salÌence females within the experimental

group. As it was hypothesized that both university group membership and gender would

be possible salient social categories for participants, it is possible that an interaction

between gender and group membership salience may account for differences in changes

in likelihood of seeking mental health services and in perceived stigma. Thus, Mann-

Whitney Utests were run to determine if the females within the experimental group with



Reducing Perceived Stigma 33

high group membership salience and females within the experimental group with low

group membership salience differed on the dependent measures. Both the high and low

salience females had a median score of zero for change in likelihood of seeking mental

health services. Thus, these groups did not differ on this dependent measure (U:

429.500, p: 0.457). The median score for change in the perceived stigma for low

salience females within the experimental group was -1.00. Whereas, the median score for

change in perceived stigma for high salience females within the experimental group was -

2.00. Although in the predicted direction, the difference between these two groups on

change in perceived stigma was also not signif,rcant (U :339.500, p: 0.073).

Dffirence on IASMHS scales. As the experimental group and control group

differed on change in perceived stigma, additional analyses were run to determine if these

groups differed in terms of change on the other IASMHS scores. The results of these

analyses can be found in Table 5. These results suggest that the experimental group

differed significantly from the control group on change in psychological openness and

total IASMHS scores. The experimental group had a median score of 2.00 for change on

total IASMHS scale, and a median score of 1.00 for change on the psychological

openness scale. These results suggest there was a positive change on these scales for the

experimental group.

Qualitative Data

Participants were asked to write down any thoughts they had after listening to the

speaker. Although participants within the experimental group were not directly asked to

discuss topics that related to this study's hypotheses? many individuals expressed that

their attitudes relating to seeking mental health services had changed. Responses to this
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open-ended question suggested that 38 (47 .5%) individuals had either a decrease in

perceived stigma related to seeking mental health services or more favourable attitudes

towards seeking mental health services. One participant wrote that "[the speaker] made

me realize that getting psychological help isn't a bad thing. Psychologists and other

therapists always seemed scary to me, but they don't now." Another participant indicated

that the intervention had "solidified the idea that it's common for "normal" people to seek'

out mental help." Seventeen (2I.3%) participants specifically stated that they would be

more likely to seek mental heath care. The responses provide qualitative data that suggest

that there was a decrease in perceived stigma relating to seeking mental health services

and an increase in likelihood of seeking mental health services at an individual level

following the intervention. Thus, the intervention appears to have been effective for some

individuals. One participant conveyed this sentiment by indicating that "students who

need help should hear fthe speaker's] story."

Discussion

The main purpose of the current study was to determine if attitudes pertaining to

perceived stigma related to psychotherapy could be altered using social influence.

Another aim of this study was to ascertain if likelihood of seeking of mental health

services could also be socially influenced. The first hypothesis stated that following the

study's intervention, the experimental group will have a greater decrease in perceived

stigma as compared to thê control group. The data from this study supported this

hypothesis. The experimental group had a decrease in perceived stigma that was

significantly different from the control group. These findings suggest that it is possible to
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reduce perceived stigma related to psychotherapy using a social influence approach. This

study also provides further credence to the belief that attitudes can be socially influenced.

Self-categorization theory and research have suggested that people perceived as

belonging to the same salient social category have the ability to influence other group

members' attitudes (e.g. David & Turner, 2001;Matz & Wood, 2005). Thus, it was

hypothesized that following the experimental manipulation, participants within the

experimental group with high group salience scores will have a greater decrease in

perceived stigma compared to participants with low group salience scores. This

hypothesis was not confirmed. The difference between the two groups approached but

did not reach significance. This lack of support may have resulted from the low salience

group not having very low salience scores. For each of the questions pertaining to

university gïoup salience, less than 20%o of pafücipants responded that they disagreed or

slightly disagreed with the statement. Thus, it seems that university group membership

was salient for most of the participants. Since the low salience group did not differ much

from the high salience group in terms of group membership salience, it follows that these

two groups should not differ much on change in perceived stigma.

It was posited that gender could also be a salient self-categorization for

participants. Thus, a secondary hypothesis regarding gender was also generated to

address this possible confounding variable. It was speculated that the female participants

would be socially influenced, as they belonged to the same social category as the speaker.

Whereas, males would not be socially influenced, as they would perceive themselves as

belonging to a different social category from the female speaker. Thus, it was

hypothesized that following the intervention, female participants in the experimental
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group will have a greater decrease in perceived stigma as compared to male parlicipants

in the experimental group. This hypothesis was not supported. The males and females

within the experimental group did not differ significantly on change in perceived stigma.

This finding may be due to the fact that most people found that the university group

membership was a salient self-categonzation. According to Oakes (1987), salience of

social categories is a function of the interaction between the "relative accessibility" and

"flt of the social category." It is possible that the university student self-categoÅzation

was more salient than the gender categorization because it was more accessible or fit

better in this situation.

Additional analyses were run to determine if it was possible that an interaction

between gender and group membership salience accounted for differences in changes in

likelihood of seeking mental health services and in perceived stigma. No significant

differences were found between the high and low salience females within the

experimental group. This f,rnding may also be related to the fact that low and high

salience groups did not differ much on group membership salience scores.

Hypotheses were also made regarding change in likelihood of seeking mental

health services. It was hypothesized that following the intervention, the experimental

group will have a greater increase in likelihood of seeking therapy as compared to the

control group. It was also hypothesized that following the intervention, participants

within the experimental group with high group salience scores will have a greater

increase in likelihood of seeking mental health services compared to participants with

low group salience scores. Finally, it was hypothesized that following the intervention,

female participants in the experimental group will have a greater increase in likelihood of
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seeking mental health services as compared to male participants in the experimental

group. None of these hypotheses related to change in likelihood of seeking mental health

services were suppoted. These findings were further substantiated by the fact the

experimental group did not differ from the control group on change in help-seeking

propensity as measured by the IASMHS. One possible reason for the lack of change in

likelihood of seeking mental health services is that perceived stigma is not the only

barrier inhibiting individuals from seeking mental health services. Stefl and Prosperi

(1985) found that accessibility, affordability and availability of mental health services

were also barriers preventing people from seeking appropriate services. Although the

intervention in the current study may have resulted in a change in perceived stigma,

likelihood of seeking psychological assistance may not have changed because other

barriers still remain.

Despite the fact that there was no statistical evidence suggesting a change in

likelihood of seeking mental health services, there was some indication that some

individuals did experience an increase in likelihood. The data suggests that some

individuals did report a positive increase in likelihood. Also, some of the responses

participants gave to the open-ended questions indicated that following the intervention

they were more open to seeing a mental health professional. One male participant wrote,

"it makes me think that I might be more likely to consider the option of going to see a

psychologist, now that I see that it's just a thing that any normal person can do and not

just people we classify as cÍazy." Several other participants conveyed the same sentiment

in their responses. Thus, the manipulation seems to have affected some individual's

willingness to seek psychological assistance.
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Although no hypotheses were made about changes in the other IASMHS scales

following the intervention, analyses were run to see if the control group and experimental

group differed on the other IASMHS scales. Following the intervention, the experimental

group had an increase in psychological openness. That is to say, the data suggests that

participants in the experimental group had a change in degree of opermess to

acknowledging psychological problems and seeking psychological treatment for these

problems. The control group and experimental group did not differ in terms of help-

seeking propensity, which refers to the participants' willingness and ability to seek

professional psychological help. The experimental group also experienced positive

changes in the IASMHS scores overall. Thus, the intervention appears to have had an

effect on participants' level of perceived stigma related to seeking mental health services

and psychological openness.

Limitations

It should be noted that there are some limitations to this study. As previously

stated, one limitation is that the low salience group did not have many low salience

scores. This lack of low scores may be due to the fact that the university student self-

cafegoÅzation was salient for most of the participants. The small number of low salience

scores could also be due to a methodological issue. It is possible that the three salience

questions used do not adequately assess the degree to which university group

membership is salient for participants. Regardless of the reason, the limited variability of

salience scores inhibited this study from adequately testing the hypotheses concerning

university group membership salience. An additional limitation is related to the speakers

used for each of the experimental conditions. Although the speakers were chosen based
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on their similarity and were coached to deliver their testimonials in similar fashions,

participants rated the speakers differently on several dimensions. These differences may

have influenced the results. Another limitation is that the participants were undergraduate

students who were predominantly in their first year of university. Thus, the findings

cannot be extended to the general population. A final limitation to the current study is

that a number of the students who participated in the experimental sessions run during the

summer were English second language students. These students may have had diff,iculties

understanding the speaker and the questionnaires. They could have also not categorized

themselves as belonging to the same social category as the speaker because of perceived

language or cultural differences. Therefore, these participants' responses may have

altered the outcome of the analyses somewhat.

Implications and Future Directions

The current study found social influence could be used to reduce perceived stigma

related to seeking mental health services. Although the intervention used in the study did

not increase perceived likelihood of seeking psychological assistance, the findings of the

current study have important implications. These findings suggest that an intervention

using social influence could be used to reduce perceived stigma. The benefits to such an

intervention are two-fold. First, an intervention that reduces perceived stigma may result

in less discrimination against those individuals who seek mental health services. If an

lndividual views seeking psychological assistance as more acceptable, then they may not

discriminate against people who are actually seeking these services. Secondly, reducing

perceived stigma may increase psychological service usage. Although this study's

findings did not find a change in likelihood of seeking mental health services following
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the experimental manipulation, this does not mean that a change in perceived stigma will

not affect service usage. Kushner and Sher (1989) conceptualizethe decision-making

process related to seek psychological assistance as a conflict between approach and

avoidance tendencies. Approach tendencies refer to factors that increase one's likelihood

of seeking mental health services, such as the desire to reduce one's level of distress.

Avoidance tendencies, on the contrary, refer to factors or barriers that decrease one's

likelihood of seeking psychological assistance. Thus, according Kushner and Sher,

deciding to seek mental health services would occur when the approach tendencies

outweigh the avoidance tendencies. As perceived stigma is noted as a barrier inhibiting

people from receiving mental health services (Stefl & Prosperi, 1985), diminishing

perceived stigma would reduce or eliminate this avoidance factor. Therefore, an

individual who experiences a reduction in perceived stigma may be more likely to seek

therapy when the need arises, since they have one less barrier preventing them from

doing so. The current study also found that the intervention was associated with an

increase in psychological openness. This change in attitude may also affect likelihood of

seeking mental health services in the future as being more open to psychological

treatment may also reduce the number of barriers inhibiting someone from seeking

psychological assistance.

Before an intervention can be implemented, further research is needed to address

the limitations of this study. One area that needs further exploration is related to group

membership salience. It would be beneficial to manipulate group membership salience to

examine the full effect it has on change in perceived stigma following the experimental

intervention used in this study. This manipulation could entaii utilizing in-group and out-
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group speakers for both experimental conditions. This procedure should ensure that the

participants in the low salience goup are not categorizing themselves as belonging to the

same social group as the speaker. This change in methodology would allow researchers to

properly test this study's hypotheses relating to group membership salience. Further

research is also need to determine if this study's intervention would be effective for other

populations. It would also be useful to rule out possible speaker effects by having only

one speaker for all the experimental conditions or counterbalancing speakers in multiple

sessions. The testimonials could be videotaped so as to standardize the intervention

presentation as much as possible. Using videotaped speeches may also test whether the

intervention could function as a television campaign.
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Appendix A: Pre-manipulation questionnaire

This questionnaire is meant to be completed anonymously. Please do not sign

your name or in any other way reveal your identity. If you cannot or prefer not to answer

a question please leave it blank.

Please fill in the blank for the following questions regarding demographic information.

l) What is your age?

2)What is your gender?

3) What is your marital status?

4) What faculty are you enrolled in?

5) What is your ethnicity?

6) Do you belong to a religion?

If yes, please specify the religion:

7) Are you employed?

Ifyes, please specify your occupation:

For the following questions please circle your response.

8) Have you ever been to see a mental health professional?

1-Yes
2-No

9) Have your close friends or family ever gone to see a mental health professional?

1-Yes
2-No
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10) If you were experiencing significant psychological or emotional problems how likely

is it that you would see a psychologist or other mental health professional?

Veryunlikely 1 2 3 4 5 Verylikely

l1) If you were experiencing significant academic problems how likely is it that you

would see a tutor?

Veryunlikely 1 2 3 4 5 Very likely

12) If you were experiencing difficulties in one class how likely is it that you would

change your study habits?

Veryunlikely I 2 3 4 5 Verylikely

13) On average, how often do you study?

1 - Never
2 - Rarely
3 - Sometimes
4 - Often
5 - Very often

14) On avetage, how involved do you get when you study?

1 - Not at all
2 - Slightly
3 - Moderately
4 - Quite
5 - Very

15) Do you employ any particular studying techniques (i.e. using flashcards)?

1-Yes
2-No

l6) If someone were to ask you how often you studied for an exam, would you...

1 - tell them you studied more than you actually had
2 - tell them you studied less that you actually had
3 - tell them an accurate estimate of how much you studies
4 - tell them you don't know
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17) Where do you study most?

| - at the library
2 - at a desk at home
3 - on your bed or couch at home
4 - other

How much do you agree with the following statements? Please circle your ans\ /ers.

18) Everyone has the same ability to remember facts.

Disagreel2345Agree

19) Everyone should use the same techniques to study.

Disagreel2345Agree

20) Different subjects require different study methods.

Disagreel2345Agree

21) I would consider going to a workshop on effective studying techniques

DisagreeI2345Agree

22) Cramming before an exam works for me.

Disagreel2345Agree

23) Inueasing the amount of time I study would help my grades

Disagreel2345Agree

24) I believe that studying too much can be ineffective.

Disagreel2345Agree

25) I like to participate in study groups.

Disagreel2345Agree

26) I consider myself to be a typical University of Manitoba student.

Disagreel2345Agree
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27) | believe my attitudes and values are similar to those of most U of M students.

Disagreel2345Agree

28) Being a University of Manitoba student is currently an important part of my identity.

DisagreeI2345Agree
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Appendix B: Post-manipulation questionnaire.

Please take the next few minutes to write down what you can remember about what the

speaker said.
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Please take the next few minutes to write down any thoughts you have after listening to

the fellow student talk about their personal experience.
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1) Have you ever met the speaker before?

I2
Yes No

How much do you agree with the following statements? Please circle your answers

2) I consider the speaker to be attractive

DisagreeI2345Agree

3) The speaker seems like a typical University of Manitoba student

Disagreel2345Agree

4) The speaker spoke quietly.

Disagreel2345Agree

5) I could identify with the speaker

Disagreel2345Agree

6) The speaker seemed likeable

Disagreel2345Agree

7) The speaker communicated effectively

Disagreel2345Agree

For the following questions please circle your response

8) If you were experiencing significant psychological or emotional problems how likely

is it that you would see a psychologist or other mental health professional?

Veryunlikely 1 2 3 4 5 Verylikely

9) If you were experiencing signif,rcant academic problems how likely is it that you

would see a tutor?

Veryunlikeiy 1 2 3 4 5 Verylikely
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10) If you were experiencing difficulties in one class how likely is it that you would

change your study habits?

Veryunlikely | 2 3 4 5 Verylikely

11) On average, how often do you study?

12345
Never Rarely Sometimes Often Very Often

12) On avetage, how involved do you get when you study?

12345
Not at all Slightly Moderately Quite Very

13) Do you employ any particular studying techniques (i.e. using flashcards)?

T2
Yes No

14) If someone were to ask you how often you studied for an exam, would you. ..

1 - tell them you studied more than you actually had

2 - tell them you studied less that you actually had

3 - tell them an accurate estimate of how much you studies

4 - tell them you don't know

15) Where do you study most?

1 - at the library

2 - at a desk at home

3 - on your bed or couch at home

4 - other

How much do you agree with the following statements? Please circle your answers.

16) Everyone has the same ability to remember facts.

Disagreel2345Agree
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17) Everyone should use the same techniques to study.

DisagreeI2345Agree

18) Different subjects require different study methods.

DisagreeI2345Agree

19) I would consider going to a workshop on effective studying techniques

Disagreel2345Agree

20) Cramming before an exam works for me.

Disagreel2345Agree

2i) Increasing the amount of time I study would help my grades

Disagreel2345Agree

22) Ibelieve that studying too much can be ineffective.

DisagreeI2345Agree

23) I like to participate in study groups.

Disagreel2345Agree
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Appendix C: Consent Form

Research Project Title: The Effects of Speaker Attributes on Recall and Interpretation

of Personal Communications

Researcher: Kimberly J. Kiley

Supervisor: Dr. David Martin

This consent form, a copy of which will be left with you for your records and

reference, is only part of the process of informed consent. It should give you the basic

idea of what the research is about and what your participation will involve. If you would

like more detail about something mentioned here, or information not included here, you

should feel free to ask. Please take the time to read this carefully and to understand any

accompanying information.

You are invited to participate in a research study conducted by Kimberly Kiley, a

M.A. student from the Psychology Department of the University of Manitoba. This study

is concerned with determining if speaker qualities, effect how people recall and interpret

communications that are personal in nature. The study should take about 40-50 minutes

and you will receive 2 experimental credits for your participation. Participation in this

study is voluntary. There will be no negative consequences if you choose to not to

participate. If you become uncomfortable at any time, you are free to end your

participation without loss of course credit. The study will involve listening to a speaker

talk about a personal topic and answering questions in written form before and after

listening to this speaker. There will be questions about demographics and about the topics

the speakers have chosen to talk about, as well as questions about the speakers. All

information will be held in the strictest confidence. To maintain your anonymity, you will
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be asked to not make any identifring marks on the questionnaires. When you hand in

your questionnaire, it will be kept separate from your consent form. This precaution will

ensure that there is no way of knowing which questionnaire was completed by you. Only

the researchers will have access to the questionnaires. The results of this study will only

be presented as group data (e.g., mean score). The results of this study will be used in a

M.A. thesis paper, and may be referred to in journal articles and presentations at

psycholo gical conferences.

Your signature on this form indicates that you have understood to your satisfaction

the information regarding participation in the research project and agree to participate as

a subject. In no way does this waive your legal rights nor release the researchers,

sponsors, or involved institutions from their legal and professional responsibilities. You

are free to withdraw from the study at any time, and /or refrain from answering any

questions you prefer to omit, without prejudice or consequence. Your continued

participation should be as informed as your initial consent, so you should feel free to ask

for clarification or new information th¡oughout your participation.

If you have any questions or concerns about the following study please feel free to

contact the researcher, Kimberly Kiley, at the Department of Psychology at the

University of Manitoba or by e-mail at umkileyk@cc.umanitoba.ca or Dr. David Martin

at the Department of Psychology at the University of Manitoba (phone, 474-8194; e-mail,

martin@c c. umanito b a. c a).

This research has been approved by the Psychology/Sociology Research Ethics

Board. If you have any concerns or complaints about this project you may contact any of

the above-named persons or the Human Ethics Secretariat at 474-7122, or e-mail
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margaret bowman@umanitoba.ca. A copy of this consent form has been given to you to

keep for your records and reference.

If you choose to participate in this study, please sign and date both copies of the

consent form.

Participant' s Signature Date

Researcher and/or Delegate's Signature Date

If you wish to receive a surnmary of the study's result, please provide your email or

mailing address as of Decembe\2007.

Ifnot, please do not provide your address.

Email or Mailing Address (if interested in receiving summary of results):
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Appendix D: Control group script

Hi. My name is . I'm _ years old. I am a student here at U of M.

When I was asked to choose a personal topic to talk about, I wasn't sure what to pick.

Finally I decided to talk about study habits. So I guess I'll give you a little background

about myself. I consider myself to be a typical university student. I pulled off decent

grades in high school. But my first term here, my grades were far from stellar. I had a lot

going on in my personal life and I couldn't really focus properly on my studies. When I

got my final grades after the first term, I was really concerned. They pretty much sucked.

I realized there is no way that I could keep going the way I was. I wasn't really sure what

to do about it though. I realized that maybe I needed to change my study habits. In high

school my studying usually involved just involved reading over the textbook and maybe

making a couple of notes. That always seemed to do the trick. In university, this tactic

wasn't cutting it any more. I wasn't sure how to go about changing my study habits. So

one night I was surfing the intemet and found a website with study strategies. I found this

site that gave you steps regarding how to study. I figured that it couldn't hurt to give it a

shot as what I was doing at the time wasn't working. This new technique changed how I

approached the material in the textbook. Now before I even start reading the section I

need to cover, I read the headings and I try to figure out what the text is actually going to

be covering. Then I come up with questions that might be answered during the chapter or

section. Some of these questions are ones that come from the end of chapters others I

come up with on my own based on the headings. The questions are helpful because when

I start reading the text I am trying to f,igure out the answers so I am not just reading

without a purpose. When I do start reading I read the first and last sentences of every



Reducing Perceived Stigma 67

paragraph to figure out what the author is trying to say. Then I finally read the actual text.

During this time I try and answer the questions I already have and actively come up with

and answer questions as I go along. After I read a section, I try to summarize the section

out loud and then I write down notes in my own words. When I study the material I come

up with questions and write down the answers to them. Then I quiz myself orally using

the questions. I really find this new technique works for me. I have an easier time

remembering what I have read and my test results have improved. So I guess that covers

my personal topic. Thanks for listening.
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Appendix E: Experimental group script

Hi. My name is . I'm _ years old. I am a student here at U of M.

When I was asked to choose a personal topic to talk about, I wasn't sure what to pick.

Finally I decided to talk about my experience with therapy as I don't think it gets much

more personal than that. Before I get started I just feel I need to say that I am not crazy. I

consider myself to be a typical university student. I pulled off decent grades in high

school. But my first term here, my grades were far from stellar. I had a lot going on in my

personal life and I couldn't really focus properly on my studies. When I got my final

grades after the f,trst term, I was really concemed. They pretty much sucked. Irealized

there is no way that I could keep going the way I was. I wasn't really sure what to do

about it though. I thought about going to see a psychologist but I was womied about what

other people would think of me if they found out I was getting psychological help. When

the second term started nothing had really changed. Personal stuff was still getting in the

way and I was getting really stressed about school. So I decided to suck it up and

schedule an appointment with a psychologist. I started seeing this psychologist once a

week. It tumed out to be really helpful. I got to talk about what was going on with me and

deal with the issues that kept getting in the way of my school work. So seeing the

therapist seemed to be doing the trick but I was pretty nervous about someone finding out

about it. I hid it from my friends and family. I was usually pretty careful about hiding

where I was going when I went to see my therapist. I would have managed to keep it a

secret except one day I was chatting with some friends and I accidentally said something

about my therapist's office. I felt like time had stopped as I knew I couldn't take it back. I

had let the cat out of the bag. So I ended up coming clean about my psychological issues
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and my going to see someone for it. I was completely shocked that I wasn't the only one

of my friends to have gone to see a mental health professional. One of my friends had

seen a psychiatrist for several months. My other friends were completely okay with my

seeing a therapist. It wasn't a big deal to them. They acted like seeing a therapist was like

seeing any other doctor. So it tumed out I was all worried for no reason at all.I am glad

that I went to see a therapist and found out that my friends don't think that I arn crazy for

it. So I guess that about covers my personal topic. Thanks for listening.
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Appendix F: Debriefing form

Thank you for your participation in this study. You were informed earlier that the

experiment was designed to examine if speaker qualities affect recall and interpretation of

personal communications. However, the actual purpose of the study is to determine if

social influence can be used to reduce perceived stigma related to seeking mental health

services. You were misled about the real purpose of the study to prevent you from

ascertaining the exact nature ofthe research question and possibly biasing your responses

as a result of any pre-existing beliefs you may have about this particular research

question.

Although epidemiological surveys indicate that approximately 30% of the general

population is afflicted with a mental disorder within a given year, not nearly as many

individuals seek psychological help (e.g. Bland, Newman, &. Om,1997; Regier, et al.,

1993). There are a number of different barriers that inhibit people from seeking

psychological services. One of these barriers is the attitude that seeking psychological

help is stigmatizing. Perceived stigma appears to be a poignant barrier for those

individual in need of but not receiving mental health services (Stefl & Prosperi, 1985).

Thus, reducing perceived stigma attitudes may result in increased service utilization.

The aim of this current study is to determine if social influence can be used to

reduce perceived stigma related to psychotherapy amongst a group of university students.

This study will compare an experimental group and a control group on measures of

perceived stigma and likelihood of seeking mental health services. Each group listened to

an individual identified as a University of Manitoba student talk about a personal topic.

These speakers were actually actors reciting scripts written by the experimenter. The
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control group script was about a student's change in study habits. The experimental group

script was about a student's non-stigmatizing experience with psychotherapy. Self-

categonzation theory suggests that people can be influenced to change their attitudes,

opinions or behaviours by members of the same social category (Turner, 1987). Thus, it

is hypothesizedthat participants in the experimental group will change their attitudes

related to perceived stigma and seeking psychotherapy.

You have just listened to a speaker talk about changing her study habits or

receiving mental health services. As the result of listening to these topics, you may be

considering seeking mental health services or learning assistance services. As a

University of Manitoba student, you have access to mental health and learning assistance

resources. The Student Counseling and Career Centre (474-8592) offers University of

Manitoba students counseling for academic, vocational, emotional, personal or social

concerns. The Learning Assistance Centre (480-1481) provides academic support

services for University of Manitoba students.

If you would like further information about the study, please do not hesitate to

contact me by email (umkileyk@cc.umanitoba.ca). Once again thank you for

participating in the study. I'd also like to remind you that all your responses will remain

confidential. In order to ensure confidentiality, questionnaires and data will be held in a

locked cabinet in a lab.

Sincerely,

Kimberly Kiley
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Table 1

Median Scores and Mann-Whitney U Tests Usíng Gender as a Factor for Pretest Mental
Health Service Related Measures

Men Women Total U p-value

Likelihood of seeking
metal health service

Perceived stigma

Help-seeking propensity

Psychological openness

Total IASMHS

J

t4

19

15

J

I4

16

14

50

J

T4

2462.500 0.165

2664.000 0.821

47

18 230i.000 0.081

14 2468.s00 0.183

s0 2416.000 0.2s7
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Table2

Frequency of Responses to Salience Questions

Question statements

Frequency ofResponses

t2345

I consider myself to be a typical University 
1 I 16 54 5l 33of Manitoba student.

I believe my attitudes and values are
similar to those of most U of M students. 9 21 57 63 15

3Jä'"åJ;rTil:#,lYTi':""ff'å1ïH s 2t st 63 15
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Table 3

Mann-Whitney U Tests Comparing Groups on Pretest Measures

Pretest measure Groups Mean rank U p-value

Likelihood of seeking Control 83.44
metal health service

Experimental 82.54

Low salienceu 39.28

High salienceu 41.40

Malesu 41.50

Femalesu 40.19

Perceived stigma Control 81.86

Experimental 82.15

Low salienceu 42.30

High salienceu 37.44

Malesu 41.80

Femalesu 31.26

3363.000 0.903

740500 0.684

560.500 0.828

3303.000 0.969

650.000 0.352

378.500 0.090

oGroup within the experimental group.
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Table 4

Mann-Whitney U Tests Comparing the Control and Experimental Groups' Speakers

Mean rank

Statement about speaker Ctrl Group Exp Group U p-value

I consider the speaker attractive

The speaker seems like a typical
U of M student
The speaker spoke quietly

I could identify with the speaker

The speaker seemed likeable

The speaker communicated
effectively

78.22

7s.69

88.00

91.14

81.56

75.64

86.99

90.76

77.69

73.20

84.53

90.83

3000.500 0.215

2179.000 0.021*

2975.000 0.149

2623.000 0.012*

3277.s00 0.669

2774.000 0.033*

* n < 0.05.
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Table 5

Mann-Whitney U Tests Comparing the Control and Experimental Groups on Change in

IASMHS Scores

Mean rank

IASMHS scales Ctrl Group Exp Group U p-value r

Psychological openness 70.58 93.85 2372.000 0.001+ -0.249

Help-seeking propensiry 77.69 86.69 2g4g.000 0.221

Total IASMHS 68.64 93.28 2211500 0.001* -0.266

Note. Dashes indicate that effect size was not computed.
* p < 0.01.


