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Abstract
The current study primarily investigates the effect of education and contact on stigma and helpseeking intentions surrounding bipolar disorder. A large body of research has identified education
and contact as effective at decreasing mental health stigma, however research into their ability to
decrease stigma and subsequently increase help-seeking surrounding bipolar disorder is limited.
The study also aimed to determine whether attitudes predict help-seeking intentions, with past
research identifying attitudes as important predictors of help-seeking. Three conditions (education
n58, contact n50, control n57) were randomly assigned to n165 (male n74, female n91) participants
who were members of the public recruited via a between groups true-experimental online survey
design on social media platforms including Linked In, Facebook and Instagram. The study also
incorporated a correlational aspect to determine if attitudes predict help-seeking. Two scale
questionnaires, the Community Attitudes Towards Mental Illness and The General Help-Seeking
Questionnaire assessed attitudes towards MI and help-seeking intentions respectively. Initial
hypothesis suggested a decrease in stigma and increase in help-seeking intentions post conditions
and that attitudes would predict help-seeking intentions. Findings demonstrated a non-significant
decrease in stigma and increase in help-seeking intentions regardless of the condition applied and
that attitudes did not predict help-seeking. The results of this study therefore refute general
literature on mental health stigma that education and contact reduce stigma and that attitudes
predict help-seeking. Future research should incorporate implicit measures of stigma and test
interventions of a more educationally diverse population.

Chapter 1 Introduction
The past several decades has seen dramatic shifts in both the quality and effectiveness of mental
health (MH) services, however despite these advances many individuals in need of help choose to
abstain from or not fully adhere to treatment. The consequences of such choices are complex;
however delayed help-seeking can lead to a worsening of symptoms and decreased quality of life
for the affected individual. Given the adverse consequences associated with avoiding and/or
delaying treatment much research has been conducted on factors which influence help-seeking.
One factor identified to possess a detrimental influence on help-seeking is stigma. Interventions
which focus on education and positive consumer contact are recognised for their ability to curtail
MH stigma. Despite their tested effectiveness there is a dearth of research pertaining to their ability
to decrease stigma and subsequently increase help-seeking behaviours surrounding severe mental
illnesses (MI) such as bipolar disorder (BD). The purpose of this study is to add to the growing
body of literature in this area and test and compare the effectiveness of education and positive
consumer contact at reducing stigma and increasing help-seeking intentions surrounding BD.
Help-seeking
Help-seeking can be operationally defined as the action of energetically seeking out help
from health care services or trusted individuals in the community when one's MH is compromised
(Rickwood, & Thomas, 2012). Recent research suggests that approximately 70% of individuals
who self-disclose as struggling with their MH do not seek treatment (Henderson, Evans-Lacko &
Thornicroft, 2013). This figure is made increasingly worrying by reports that individuals with
severe MI are no more likely to seek or adhere to treatment than those with relatively minor
disorders (Narrow, Regier, Norquist, Rae, Kennedy & Arons, 2000). This is despite the long-term
consequences of delaying treatment for severe MI’s such as BD contributing to adverse pathways

to care and significantly diminished outcomes for individuals compared to other milder conditions
(Dell'Osso, Glick, Baldwin, & Altamura, 2013). Suicide and violence are among the most serious
consequences of MI, with delaying, abstaining from and failing to adhere to treatment exacerbating
such issues. Figures suggest 25%-60% of individuals diagnosed with a serious MI report suicide
attempts (Goodwin & Jaminson, 2007), compared to 1% in the general population (Crosby, Han,
Ortega, Parks, & Gfroerer, 2011). Additionally, violence committed by and against people with
serious MI can be higher than the general population, with epidemiological research suggesting
frequencies that are 2.5 times greater than the comparable demographic populations (Corrigan and
Watson, 2005).
Stigma
Given the negative consequences associated with avoiding or not adhering to treatment,
much research has been conducted into what influences the decision-making process behind help
seeking. Stigma is one of several factors that has been implicated for its role in impeding helpseeking, with high levels of stigmatising attitudes producing a strong negative correlation with
help-seeking intentions in past research (Eisenberg, Downs, Golberstein, & Zivin, 2009; Yap,
Wright, & Jorm, 2011). More than 100 peer reviewed empirical articles have published evidence
supporting the stance that stigma serves as a barrier to help-seeking (Clements et al., 2013).
Additionally, several systematic and non-systematic reviews have concluded that MH stigma
impedes help seeking (Clements et al., 2013; Corrigan, 2004; Corrigan & Rüsch, 2002; Gary,
2005; Gulliver, Griffiths, & Christensen, 2010; Schomerus & Angermeyer, 2008; Thornicroft,
2008). The influence of stigma extends beyond inhibiting initial help seeking and has a detrimental
impact on treatment adherence (Corrigan, Druss & Perlick, 2014) which has been recognised to

contribute to adverse outcomes for the stigmatised individual (Barrett, Chua, Crits-Christoph,
Gibbons, Casiano, & Thompson, 2008).
Stigma is a multifaceted concept and has evolved greatly from the ‘spoiled identity’ first
coined by Goffman (1963). A contemporary view of stigma regards it as a process involving
labelling, separation, stereotype awareness and endorsement, prejudice and discrimination in a
context in which social, economic, or political power can be exercised over members of a
marginalised social group to their detriment (Link & Phelan, 2006). On a basic level stigma arises
from an individual or group of individuals being identified or labeled as different. Dominant social
norms and values link ‘difference’ with undesirable characteristics and fears, which leads to the
creation of negative stereotypes (Link & Phelan, 2006). Prevalent stereotypes surrounding MI
include beliefs that people affected by MI are dangerous, unpredictable, irrational, lazy,
responsible for their illness and that they cannot be cured (Read, Haslam & Magliano, 2013;
Sheehan, Nieweglowski & Corrigan, 2017). Agreement with such statements results in prejudice
which involves emotional evaluation of stereotypes. Prejudicial views lead the public to identify
individuals belonging to marginalised groups primarily in terms of a single attribute which
becomes their defining attribute or ‘master status’ (Benoit, Shumka, & Barlee, 2010). This labeling
allows for individuals with MI’s to be placed in a separate or distinct social category. The creation
of this social divide between marginalised individuals and the general population inevitably leads
to status loss, blame and discriminatory behaviours being exhibited towards people with MI
(Benoit et al., 2010).
Classifications of stigma.
According to Pescosolido and Martin (2015), stigma can be classified depending on how
it is experienced by individuals and the source from which it stems and who it is directed towards.

The classification of stigma that distinguishes the source of stigma and who is receiving it is often
referred to as the action orientated perspective of stigma (Pescosolido & Martin, 2015). Structural
or systemic stigma is one source of stigma that allows for the perpetuation of prejudice and
discrimination through laws, policies, and constitutional practices. Public stigma is perhaps the
most widely encountered source of stigma by individuals with MI and refers to the stereotypes,
prejudice and discrimination that is endorsed by the public. Public stigma is often internalised by
stigmatised individuals, resulting in self-stigma, which sees members of marginalised groups
believing, accepting, and conforming to the negative beliefs associated with their condition (Wahl,
2012). Courtesy stigma is also common in care givers and close relatives of individuals with MI
and occurs when such individuals internalise the negative stereotypes portrayed about MI and start
to see themselves as devalued members of society. The second classification of stigma accounts
for the way in which stigma is experienced by individuals. Perhaps the most detrimental
experiences of stigma are enacted or received stigma, which is the overt exhibition of
discriminatory behaviours by members of the public or the experience of overt rejection or
devaluation by marginalised individuals (Pescosolido, & Martin, 2015).
Stigma is not exclusive to the public, with stigma amongst health care providers common
(Pescosolido and Martin, 2015; Sartorius et al., 2010). Compared with patients not diagnosed with
MI, health care providers are less likely to refer patients with MI for mammography (Koroukian,
Bakaki, Golchin, Tyler, & Loue, 2012), inpatient hospitalisation after diabetic crisis (Sullivan,
Han, Moore & Kotrla, 2006), cardiac catheterisation (Druss, Zhao, VonEsenwein, Morrato &
Marcus, 2011) or refill a patients analgesic prescription or refer them to a doctor for arthritic pain
(Corrigan, Mittal, Reaves, Haynes, Han, Morris & Sullivan, 2013). The cognition behind such
decision making is thought to be influenced by provider endorsement of stigma (Jones, Howard,

& Thornicroft, 2008; Thornicroft, Rose & Kassam, 2007) and may directly contribute to the
reduced life expectancy of individuals with MI (Gissler, Laursen, Osby, Nordentoft & Wahlbeck,
2013; Saha, Chant & McGrath, 2007). A study conducted by Magliano and colleagues (2004) into
attitudes held by MH providers also demonstrated that they serve as a source of stigma, with over
half of those interviewed failing to endorse recovery. Other researchers found MH professions
endorse stereotypes including dangerousness, unpredictability, blame and need for greater social
distance (Kingdon, Sharma & Hart, 2004; Lauber, Anthony, Ajdacic-Gross, & Rössler, 2004).
Self-stigma.
The stigma encountered by marginalised groups, including those with MI is often
internalised by individuals in the form of self-stigma. A progressive model of self-stigma proposes
that it is the result of four distinct processes which result in decreased self-esteem and self-efficacy
(Hayward, Wong, Bright, & Lam, 2002). This model proposes that self-stigma occurs when an
individual is aware of stereotypes surrounding MI and agrees with them, the individuals then
applies these stigmatizing views to themselves, believing they are a direct reflection of themselves,
which results in decreased self-esteem and self-efficacy (Corrigan et al., 2011). This in turn can
perpetuate the ‘why try’ effect which leaves individuals with MI unwilling to strive for help,
remission, recovery and a better life and results in them expecting very little from and putting little
pressure on services that are there to aid and protect them such as healthcare and the justice system.
The ‘why-try’ effect associated with self-stigma is recognised as having a direct negative impact
on quality of life (Alonso et al., 2009) and occupational functioning (Alonso et al., 2009). Selfstigma also restricts the frequency and/or quality of social and leisure activities (Alonso et al.,
2009) and increases the risk of relapse (Wahl, 2012), all of which in effect add to the perpetuation
of public stigma (Sartorius, 2007).

Theories on stigma deterring help-seeking.
Corrigan (2004) hypothesized that stigma deters individuals from seeking help for one of
two reasons. Individuals primarily avoid help-seeking to avoid receiving a label that formal care
often brings, with these labels rendering individuals subject to discriminatory behaviours such as
unfair employment practices and unequal access to healthcare and education. Corrigan (2004) also
hypothesized that individuals avoid help-seeking to shield themselves from the self-stigma that
manifests as shame and embarrassment that having a formal diagnosis brings. Individuals may
also wish to shield their families from the stigmatising mark of MI (Beldie et al., 2012). There are
conceptual models of self-stigma that lead to additional stress and the worsening of MI in a vicious
cycle of stigmatization (Alonso et al., 2009).
Bipolar Disorder
BD refers to a group of affective disorders, which are characterised by depressive and
manic or hypomanic episodes. Four classifications of BD are included in the Diagnostic and
Statistical Manual of Mental Disorders (DSM-5) (American Psychiatric Association, 2013);
bipolar type I, bipolar type II, cyclothymic disorder and bipolar disorder not otherwise specified.
Depressive symptoms include but are not limited to low mood, loss of pleasure, anhedonia and
reduced energy (Phillips & Kupfer, 2013). Symptoms associated with mania include elation,
impulsivity, euphoria, increased energy and irritable mood, hypomanic episodes involve
symptoms similar to those of mania, however they are less severe and protracted than are those of
mania (Phillips & Kupfer, 2013).
Bipolar disorder and Stigma.
A systematic review conducted by Ellison and colleagues (2013) has identified severe MI’s
including BD to be associated with increased stigma compared to relatively milder MI’s such as

depression and anxiety. Given the apparent erratic mood swings and behavioural shifts portrayed
by the media of individuals with BD it is unsurprising that a great deal of negative perceptions,
erogenous beliefs and stigma surround the disorder (Bonnington & Rose, 2014). Additionally,
certain treatment methods are more stigmatised that others. The public often regard
psychotherapies as synonymous with brainwashing and psychotropic medication as turning
patients into ‘zombies’, with both methods commonly utilised to manage BD symptoms (Versiani,
Cheniaux, & Landeira-Fernandez, 2011). Certain aspects of BD, particularly manic episodes
characterized by extreme sociability or hypersexuality are also more highly stigmatised than
depressive episodes (Wolkenstein & Meyer, 2008; 2009). Additionally, BD is often comorbid with
other conditions including addiction, which brings with it added stigmatising marks including the
belief that affected individuals are amoral or lack self-control (Hawke, Parikh & Michalak, 2013).
The stigma incurred by individuals with BD is often regarded as more permanent and
incapacitating than the symptomatology of disorder itself (Hawke et al., 2013), and those with a
diagnosis often report feeling like objects of ridicule and tend to exhibit therapeutic nihilism
(Nilsson, Kugathasan & Straarup, 2016). Aside from inhibiting help-seeking, the stigma possessed
by the general public manifests as discriminatory behaviours and results in individuals with MH
conditions receiving reduced educational opportunities (Suhrcke & dePaz Nieves, 2011), reduced
employment opportunities (Gronholm, Henderson, Deb & Thornicroft, 2017), increased risk of
contact with the criminal justice system (Clement, Brohan, Sayce, Pool & Thornicroft, 2011), and
suffering from victimisation, poverty and homelessness (Gronholm et al., 2017) as a direct result
of stigma.
Despite stigma being widely recognised as the primary barrier to help seeking, several
studies have noted that individuals with BD often fail to recognise their conditions, particularly

when in a heightened manic state which also contributes to treatment delays or evasion (Latalova,
Ociskova, Prasko, Kamaradova, Jelenova, & Sedlackova, 2013). One study indicated that over
half of participants diagnosed with BD were unaware of their symptoms (Kessler et al., 2001),
with this lack of insight identified to interfere with one’s ability to participate in and adhere to
treatment (Link, Castille & Stuber, 2008). Aside from failure to recognise one’s illness other
factors which have been implicated for hindering help-seeking include a desire to handle MI’s on
one’s own and a low perceived need for help (Mojtabai et al., 2011). However, although these
factors are not directly related to stigma, stigma may be influential in their existence (Clement et
al., 2012). Additionally, individuals may possess a desire to deal with difficulties in isolation due
to subconscious stereotypes and prejudice surrounding MH that relate back to stigma.
Intervention to reduce stigma
Reports as to whether MH stigma is the primary cause of individuals neglecting to seek
help or adhere to treatment vary. However, there is widespread evidence for the detrimental
influence it exerts on peoples physical and mental wellbeing and the implications it possesses for
help-seeking. Additionally, the financial implications of individuals failing to primarily seek and
later adhere to treatments are significant, with figures suggesting that the global cost will be in
excess of sixteen trillion dollars over the next twenty years (World Health Organisation, 2013).
Three broad omnibus strategies have been identified as having the potential to decrease
stigmatising attitudes; education, protest (Corrigan & Watson, 2002) and consumer contact
(Alexander & Link, 2003). However, the research pertaining to the ability of protest to reduce
stigmatising attitudes is contradictory. Advocates for MH have an increasing tendency to suppress
discriminatory behaviours which prevent individuals from pursing independent living and
achieving a satisfactory quality of life by campaigning against discriminatory actions (Corrigan et

al., 2014). Although this method has received moderate success, protest is ineffective at addressing
the fundamental causes of stigma and focuses more so on individual cases as opposed to global
change. Additionally, protest has also been observed to result in adverse outcomes, with reports
suggesting that protest may lead to thought rebound and as a result exacerbate people’s attitudes
towards individuals with MI’s (Corrigan, Larson, Sells, Nissen &Watson, 2007). Therefore, given
the conflicting reports of the effectiveness of protest, education and contact are the most widely
employed interventions for reducing MH stigma. These interventions are employed to target MH
stigma in the general population and in targeted cohorts, who have a high level of contact with
individuals with severe MI’s such as health care professionals or those in positions of power such
as law enforcement or employers, as well as young people who may discriminate in the future
(Gronholm et al., 2017).
Education.
Educational interventions aim to decrease stigmatising attitudes by contrasting myths
surrounding MI with facts which refute inaccurate stereotypes and aims to undermine label
avoidance (Corrigan et al., 2014; Morgan, Reavley, Ross, Too & Jorm, 2018). Some educational
programmes emphasise the detrimental impact stigma has on people with MI, whilst others provide
information and skills on how to support and interact with people with MI (Morgan et al., 2018).
Other educational interventions portray MI in a curative manner and provide information regarding
services in one’s geographical location (Corrigan, Morris, Michaels, Rafacz, & Rusch, 2012).
Attribution theory has been central in the development of anti-stigma educational interventions
and proposes that the perceived cause of one’s illness determines the publics emotional reactions
towards the stigmatised individual, future expectations for that individual and the altruistic actions

towards them (Weiner, Perry, & Magnusson, 1988). Much debate exists on how best to inform the
public about the aetiology of MI due to this.
Past research has relied on biogenetic, psychosocial and a combination of both to educate
the public about the aetiology of MI. It was rationalised that portraying MI as an “illness like any
other” would reduce stigmatising attitudes (Read, Haslam, Sayce & Davies, 2006). However,
research has since found that portraying MI in this manner increases public stigma, perceived
dangerousness and rejection (Angermeyer, Holzinger, Carta & Schomerus, 2011; Pescosolido,
Martin, Long, Medina, Phelan & Link, 2010; Schomerus et al., 2012). Biogenetic essentialism
provides an explanation for these observations (Haslam, 2011), stating that a biogenetic aetiology
may reduce blame but also cause individuals to perceive MI as springing from incurable and
specific deficits.
Psychosocial explanations which focus on the psychological and social factors have been
proposed to render MI as more understandable and controllable and result in more prognostic
optimism and less perceived otherness (Kvaale, Haslam, & Gottdiener, 2013; Schlier, Schmick &
Lincoln, 2014). However, psychosocial explanations can cause increased blame (Lincoln, Arens,
Berger & Rief, 2008). The shortcomings associated with relying solely on biogenetic or
psychosocial aetiologies to describe MI has prompted researchers to propose a framework that
incorporates both biogenetic and psychosocial explanations (Schlier et al., 2014). This integrative
framework is proposed to counteract the negatives associated with each form of explanation, with
individuals less inclined to overestimate personal control due the model demonstrating varying
levels of predisposition whilst stressing that personal control is not unlimited (Schlier et al., 2014).

Contact.
Contact interventions focus on social contact between targeted members of the public with
service users of MH facilities and are thought to work by reducing anxiety and increasing empathy
(Pettigrew, 2006; Pettigrew & Tropp, 2008). Social contract interventions are based on findings
that positive interpersonal contact with outgroup members increases positive attitudes towards
members of that group (Couture & Penn, 2003; Pettigrew, 2006). Pettigrew (1998) theorised that
positive outgroup contact can decrease stigma associated with outgroups through four processes;
1) learning about the outgroup, 2) behavioural change, 3) the generation of affective ties through
emotion, especially decreased anxiety and increased empathy, and 4) ingroup reappraisal.
Past research indicated that contact is most effective when in vivo (face-to-face) with the
service user providing an “on-the-way-down” summary of their diagnosis and symptoms and an
“on-the-way-up” summary of the recovery, additionally, statements of the service users experience
of stigma and calls to action have also been identified as imperative (Corrigan, Vega, Larson,
Michaels, McClintock, Krzyzanowski , Gause & Buchholz, 2013). Other researchers also stress
placing an emphasis on recovery and that multiple forms and/or points of social contact increase
the probability of a positive outcome (Knaak, Modgill & Patten, 2014). Recent findings suggest
that in vivo exposure may not be necessary and that parasocial contact via video or written text
can reduce MH stigma (Brown, Evans, Espendschade & O’Connor, 2010; Corrigan et al., 2010;
Clements et al., 2012; Mann & Himelein, 2008; Rusch, Kanter, Angeline & Ridley, 2008; Wong,
Lookadoo, & Nisbett, 2017).
Research to date.
Several systematic and non-systematic reviews contest to the effectiveness of both
education and contact at reducing stigmatising attitudes (Clement et al., 2013; Corrigan et al.,

2012; Hanisch et al., 2016; Holzinger, Dietrich, Heitmann, & Angermeyer 2008; Janoušková et
al., 2017; Knaak et al., 2014; Yamaguchi et al., 2013). Clements, Corrigan, Holzinger, and
Yamaguchi in conjunction with their colleagues all propose that social contact is superior to
education at reducing stigma. Several meta-analysis also support the effectiveness of education
and contact at producing significant attitudinal change in relation to MH (Corrigan, Michaels &
Morris, 2015; Griffiths, Carron-Arthur, Parsons, & Reid, 2014; Mehta et al., 2015; Morgan et al.,
2018). Although Mehta (2015) and Corrigan (2015) tested the sustainability of results at long-term
follow-up, they both included non randomised control trials (RTC) and did not specifically look
at interventions to combat stigma surrounding severe MI. Mehta and colleagues found that contact
and education led to a reduction in stigmatising attitudes immediately after the intervention and at
four-week follow-up small improvements were maintained, however, they were unable to support
the superiority of either intervention at decreasing stigma. Corrigan and colleagues (2015)
concluded that both education and contact resulted in significant post-intervention improvements,
with significant small improvements maintained at follow-up for education (d= .20) and contact
(d= .22).
Griffith et al., (2014) and Morgan et al., (2018) focused their meta-analysis on RCTs which
evaluated the effectiveness of education and contact interventions at reducing stigma for severe
MI.

Griffith and colleagues concluded education led to small improvements (d= 0.23, 5

comparisons) and contact led to very small improvements (d = 0.14, 2 comparisons), however they
did not evaluate the sustainability of the results at follow up. Morgan and colleagues meta-analysis
found that contact resulted in small-to-medium reductions in stigmatising attitudes (d=0.39, 95%
CI: 0.22 to 0.55) and desire for social distance (d=0.59, 95% CI: 0.37 to 0.80) at immediate follow
up, regardless of the type of contact. The effects at follow-up were smaller and non-significant and

the effects did not vary based on type or duration of the contact. Morgan et al., (2018) also found
education interventions led to a small-to-medium decrease in stigmatising attitudes (d=0.30, 95%
CI: 0.14 to 0.47) and desire for social distance (d=0.27, 95% CI: 0.08 to 0.46) at immediate followup. At a six month follow up small improvements in social distance remained (d=0.27, 95% CI:
0.05 to 0.49), but not attitudes.
Although some past research advocates contact over education at reducing generic MH
stigma (Clements et al., 2013; Corrigan et al., 2011; Holzinger et al., 2008; Yamaguchi et al.,
2013), the meta-analysis reviewed above failed to conclusively rule which intervention is superior.
Morgan and Griffith’s meta-analysis’s both focused on severe MI, with Griffith’s review findings
that education led to a larger improvement than contact with regards to stigma reduction, however
the improvements for both interventions were small and the results were not maintained at followup. Morgan and colleagues found that contact yielded larger reductions in stigmatising attitudes
and desire for social distance at immediate follow-up than education. However, the improvements
obtained in the contact intervention were not sustained, whilst the smaller improvements for desire
for social distance after the education intervention were sustained at a six-month follow-up.
Research conducted by Ellison and colleagues (2013), also cast doubt on the superiority
of contact at reducing MH stigma for BD, with their systematic review finding that familiarity or
contact with someone with BD had no impact on public stigma or a negative one. Hawke and
colleagues also proposed that contact may not be a solution for reducing stigma surrounding mania,
with mania associated with increased desire for social distance following personal contact (Hawke
et al., 2013).These findings serve as a direct contrast to the general literature on MH stigma which
has found a positive effect of contact on attitudes and discrimination.

Rationale and Hypothesis
The detrimental effect of stigma on help seeking is well established. Given that BD is
classified as a serious MI it is met with considerably higher levels of stigma than relatively milder
conditions. This may result in individuals displaying signs of BD avoiding help-seeking. Previous
research has substantiated the effectiveness of education and contact at reducing stigma for various
MH conditions, however there is a lack of consensus as to which intervention is superior and
studies which focus on how these interventions impact help-seeking also remains unseen.
Additionally, there is a lack of studies which focus solely on BD, with most studies focusing on
MH in a generic sense. This study aims to test and compare the effectiveness of education and
contact interventions at decreasing stigma and increasing help-seeking intentions for BD.
Online interventions.
Interventions aimed to decrease MH stigma are increasingly being disseminated online due
to their potential to reach and gage insights from a vast and diverse audience (Block, 2013;
Livingston, Cianfrone, Korf-Uzan, & Coniglio, 2014). Online interventions are also identified to
be at least ‘as effective’ as in-vivo interventions (Griffiths et al., 2014). In line with these recent
trends this study will be disseminated exclusively online. The mass media serves as a major source
of information about MI and can perpetuate or reduce stigma due to its ability to influence
audiences’ attitudes, knowledge and behaviour (Franklin, Hamer, Hanna, Kinsey, & Richardson,
2005). Additionally, people with MI use social media platforms at a higher rate than the general
public. The onset of MI usually occurs in young adulthood, which coincides with the age group
that are most active on social media (Smith & Anderson, 2018). Therefore, anti-stigma
interventions on social media sites are more likely to target young individuals who are at an
increased risk of developing MI. Decreasing stigmatising attitudes in this cohort has the potential

to increase help-seeking before illnesses deteriorate. Additionally, parasocial contact via social
media is advantageous due to the ease at which interventions can be disseminated, its reduced
financial costs (Wong et al., 2017) and due to its ability to reach highly segregated populations
(Stathi, Tsantila, & Crisp, 2012).
Parasocial written contact.
Many online interventions aimed at decreasing MH stigma have focused on the medium of
film to relay contact and educational interventions in past research (Clements et al., 2012; Corrigan
et al., 2006). However, Morgan and colleagues (2018) meta-analysis found that the medium
employed for online interventions was irrelevant to its effectiveness. There were no significant
differences between imaginary contact, written text contact and video contact at reducing MH
stigma for severe conditions, with all forms of contact producing significant reductions (Morgan
et al., 2018). Similarly, educational interventions relayed via video and text did not differ
significantly in their ability to reduce stigma, however both interventions were successful at
producing attitudinal change (Morgan et al., 2018).
Narrative theory has been instrumental in gaining support for the effectiveness of
parasocial written text at reducing stigma, with it proposing that stories as opposed to contact serve
as the primary mechanism for attitudinal change (Clements et al., 2008). A conceptual theory
which emphasises the role of narrative theory in generating attitudinal change states that from
‘older childhood’ onwards, responses may include ‘mediated’ associations in which an individual
feels empathy towards the suffering of others, which results in a commitment to social justice,
independent of physical contact (Kumagai, 2008). Numerous governmental and non-governmental
organisations have incorporated written text into public service campaigns which aim to reduce
stigma and discrimination through both education and positive contact. One such campaign is

Time To Change in the UK, which aims to promote care and challenge discriminatory behaviours
to afford those with MI the same opportunities as the general public (Smith, 2013). The initiative
is recognised by 38% to 64% of the population, with reductions in stigmatising attitudes and
increases in MH literacy coinciding with its implementation (Evans-Lacko, Malcolm, West, Rose,
London, Little, Henderson & Thornicroft, 2013).
Therefore, this study aims to determine if written vignettes focusing on education and
contact independently are effective at reducing MH stigma and increasing help-seeking intentions,
and if so, is there a significant difference between the interventions. Additionally, the study aims
to determine whether attitudes predict help-seeking intentions. If the interventions prove effective,
they may have important implications for future research as they are cost effective, easy to produce
and can be scaled up for use at a population level. Additionally, written vignettes will not date at
the same rate as video interventions and therefore do not need to be updated as regularly.
Building on previous research findings, a RTC will be employed to investigate the
effectiveness of education and contact at reducing stigma and increasing help-seeking behaviours,
relative to a control condition. Both experimental conditions will consist of written vignettes that
are similar in word count and reading level. A control condition which will receive no intervention
and will serve as a comparison for both interventions.

Hypotheses
There will be a significant difference between groups (educational, contact,
control) on attitude scores (authoritarianism, benevolence, social restrictiveness, and
community mental health ideology).
There will be a significant difference between groups (educational, contact,
control) on help-seeking intentions.
There will be significant negative correlation between attitude scores (authoritarianism,
benevolence, social restrictiveness, and community mental health ideology) and help-seeking
scores.

Chapter 2: Methodology
Participants
A sample of 165 adults (N = 165) who were members of the public was recruited from
various social media platforms including Facebook, Instagram, Twitter and Linked-In. Of the 165
participants 74 were males (44.8%) and 91 were females (55.2%). Participants ranged from 21 to
75 years, with a mean age of 40.98 years (standard deviation 12.66 years). All 165 participants
were randomly assigned to one of three groups, two groups were experimental in nature; contact
and education and the third group served as a control. Of the 165 participants 30.3% were in the
contact interventions, 35.2% were in the education intervention and 34.5% were in the control
group (50 contact, 58 education, 57 control). As per Cohens table a minimum number of n52
participants were required for each group to produce a medium effects size (Cohen, 1992).
Research design
The present study employs a quantitative approach, using a between groups trueexperimental online survey design to explore and contrast the effectiveness of education and
contact at reducing stigma and increasing help seeking intentions surrounding BD. The
methodology follows a positivist, objectivist approach, which conceptualises reality as measurable
and proposes that scientific analysis can be utilised as an appropriate measure of reflecting this. In
line with this approach a strong onus has been placed on the reliability and validity of the measures
used, along with significance levels and effect sizes, all of which have been recognised to
contribute to objective and dependable data which can be reproduced using the same methods
regardless of the researcher (Hunsley, Elliott & Therrien, 2014; Neuman, 2007).
As with true experiments this research is an example of a RTC, with each participant having
an equal probability of being assigned to one of three groups at random. Two the three groups are

experimental in nature to accommodate the educational and contact interventions, the third group
serves as a control. Random assignment ensures the differences obtained between groups are the
result of chance and not confounding variables.
The study is cross sectional in nature, with participants measured at only one time point
(post intervention). The independent variable under investigation has three levels, the education
and contact interventions make up the experimental conditions, with a control condition also
incorporated into the study to provide a comparison against which the interventions can be
assessed. The control condition introduces participants to the measures employed to assess
attitudes and help-seeking intentions without providing them with any intervention.
The dependent variables under investigation are attitudes (authoritarianism, benevolence,
social restrictiveness, and community mental health ideology) and help-seeking intentions. The
study also incorporates a correlational aspect with a multiple regression assessing whether attitudes
to predict help-seeking.
Vignettes
Two written vignettes served as the education and contact intervention. Participants who
were assigned to either group were presented with the vignette specific to that group. Both
vignettes were similar in length and reading comprehension levels. A third vignette was presented
to all participants and was attached to the General Help Seeking Questionnaire (GHSQ), with
participants answers on the GHSQ relating directly to the vignette.
Educational Vignette.
A vignette (see Appendix A) providing a factual overview of BD in layman’s terms served
as the educational intervention. The information contained within the vignette was sourced from

the Health Service Executive (HSE) website (Bipolar Disorder, 2018). BD was presented as a
serious MI with a classification as a mood disorder. An overview of the symptomology,
aetiologies, treatment options and classifications of BD were included in the education
intervention.
Contact Vignette.
A vignette (see Appendix B) providing a detailed account of a service user who told their
personal story of living with a diagnosis of BD served as the contact intervention. The vignette
detailed the service users subjective experience of the symptoms including depression and mania
and the treatments they chose to pursue. The vignette also detailed the personal successes of the
service user.
Bipolar Vignette for General Help Seeking Questionnaire.
A vignette (see Appendix C) adapted from Division 12 of the American Psychology
Association’s Bipolar vignette (2016) was presented to all participants prior to conducting the
GHSQ. The GHSQ asked participants how likely they would be to seek help from various sources
if they were experiencing similar symptoms to the individual depicted in the vignette. The vignette
portrays a male in his early 20’s who is exhibiting erratic behaviour similar to those experienced
during a manic episode. No mention of mania or BD is made in the vignette.
Materials
Qualtrics was used to compile the following instruments together onto an online survey.
Responses were generated by ticking the box which applied to them. All materials utilised in the
current study were self-reported measures including the General Help-Seeking QuestionnaireVignette version (GHSQ-V, Wilson, Deane, Ciarrochi &Rickwood, 2005) (see Appendix D) and

The Community Attitudes Towards MI Questionnaire (CAMI; Taylor & Dear, 1981) (see
Appendix E). Other materials included were an information page inviting participation and
providing an overview of the research (see Appendix F), a consent sheet to obtain informed consent
(see Appendix G), a debrief page providing supports and thanking participants for completing the
research (see Appendix H) and the three vignettes detailed above.
GHSQ-V.
The General Help Seeking Questionnaire (GHSQ) assesses future help-seeking
behavioural intentions. The GHSQ has recently been adopted to include a vignette format (GHSQV) which investigates help-seeking intentions for specific disorders. The GHSQ-V presents
participants with a vignette depicting an individual with an ailment and assesses participants help
seeking intentions if they were to experience similar symptomology. In the current study the
vignette presented an individual experiencing a manic episode. The scale contains 10-items rated
on a seven-point Likert scale ranging from 1 (extremely unlikely) to 7 (extremely likely). The scale
consists of 5 subscales: Peers (items A and B), Family (items C and D), Professionals (items E and
G), Help-line/Religious leader (items F and H), No-one (item I) or other (item J). Some previous
studies score and assess help-seeking intentions for each of the subscales separately. In the current
study a cumulative of the 10 scores was used to assess overall help-seeking intentions, with higher
scores indicating increased intention to seek help. The decision to not assess the subscales
individually was based on the lack of clear distinction between the subscales, with intimate partner
included in the peer’s subscale when some may consider their intimate partner family.
Additionally, one subscale combined the scores for seeking help from non-specified other with the
intentions to not seek help from any source, these conflicting sources made the validity of the
subscale questionable, hence only the cumulative score are utilised for the purpose of analysis.

The item relating to seeking help from ‘no-one’ was scored by reverse coding. In the present
sample, the alpha coefficient for this scale was .77.
CAMI.
The CAMI assesses public stigma towards MI. The scale contains 40 items rated on a fivepoint Likert scale ranging from 1 (strongly agree) to 5 (strongly disagree). The scale contains four
subscales: Authoritarianism (AU), Benevolence (BE), Social Restrictiveness (SR), and
Community Mental Health Ideology (CMHI). Each subscale contains 10 items. AU is the view
that individuals with MI are inferior and require supervision and coercion. BE refers to a
humanistic and sympathetic view of individuals with MI. SR refers to beliefs that mentally ill
individuals are a threat to society and should be avoided. CMHI refers to an acceptance of MH
services and the integration of individuals with MI into local communities.
To avoid response bias, scale items are both positively and negatively worded. Negatively
worded items are scored by reverse coding. Overall stigma towards MI was calculated by
accumulating the four subscale scores. Higher scores indicate low stigmatising attitudes whilst
lower scores indicate highly stigmatising attitudes. In the current study the AU subscale had an
alpha coefficient of .625, the BE subscale had an alpha coefficient of .737, the SR subscale had an
alpha coefficient of .766 and the CMHI subscale had an alpha coefficient of .888. The overall
CAMI had an alpha coefficient of .876.
Procedure
Upon obtaining ethical approval, the survey for this experiment was composed on Qualtrics
and once finalized the recruitment process began. Recruitment took place exclusively online and
a link was circulated on different social media forums, which automatically directed participants

to the online questionnaire. The sampling methods relied upon were examples of non-probability
sampling hence the results could not be generalised to the population. The study relied on both
convenience and snowball sampling with a reshare request asked of all participants following
completion of the study.
Once potential participants followed the link, they were presented with the information
page which detailed the true nature of the experiment and assured potential participants that they
were not obliged to partake. After reading the information sheet participants were asked to indicate
they were over 18 years and that they consented to participating in the research. Following
informed consent being obtained participants were redirected to one of the three groups. Two of
the groups were experimental in nature and served as the education and contact intervention and
the third group served as a control. Participants assigned to the education or contact group had to
read the vignette specific to that group. Following this they were redirected to the vignette attached
to the GHSQ. Participants assigned to the control group were introduced to the vignette attached
to the GHSQ immediately. Once participants had read the vignette, they answered the GHSQ
which required participants to rate their intentions to seek help from various informal and formal
sources if they were displaying the same symptoms as the individual depicted in the vignette.
Following completion participants were redirected to the CAMI, which required them to express
their level of agreement with a number of statements about MI. Participants were reminded that it
was their initial reaction that was important when expressing their level of agreement.
Following completion of the CAMI participants were presented with the debrief sheet
which thanked participants for their contribution and listed several support services that were
available if warranted. Also included on the debrief sheet was a reshare request as well as contact
details for the primary researcher and supervisor should any participants want to get in touch. Once

the minimum number of participants were recruited for each group the survey was paused and
responses were no longer generated. Responses were downloaded onto an excel spread sheet where
the data was cleaned, and coded, the data was then exported to SPSS for data analysis.
Ethics
Prior to conducting this research ethical approval was sought from the Dublin Business
School Ethics committee in accordance with the Dublin Business School’s Code of Ethics and
Psychology Society of Ireland’s Code of Ethics. A detailed research proposal outlined the
proposed nature of the study to the ethics committee. The sample recruited for the study were
members of the general public over 18 years of age who gave their voluntary consent to partake
and were not considered to be a vulnerable sample. However, given the online nature of the study
and the minimal control the researcher could exercise over participants there was the potential that
individuals below the age of 18 could partake. To mitigate this risk the debrief page included
support services for children with MH difficulties.
Participants were assured that they were not obliged to partake and were informed that they
could withdraw at any stage up to submitting the survey. None of the participants were identifiable
hence participation could not be withdrawn once final submission was made, participants were
clearly informed of this on the information sheet. All survey responses were stored securely on a
password protected laptop.
Although the sample was not identified as vulnerable, the nature of the constructs under
investigation had the potential to cause some distress. Participants who have struggled with MI
may be reminded about past experiences of stigma, individuals with MI may be alerted to stigma
that they were previously unaware of or individuals with stigmatising views may be made aware

of their biases. The information sheet informed potential participants of the possible distress that
may be caused prior to commencing the research. Again, participants were reminded of the
voluntary nature of the research and were also assured that they would be provided with relevant
supports on the debrief page should they be necessary. The supports provided at the end of the
study were all national services given the online nature of the study and the potential for individuals
to partake from any geographical region.

Chapter 3 Results
Reliability and Validity analysis of measures
Reliability.
According to Wilson and colleagues (2005), the GHSQ-V has good internal consistency
reliability with α = .85 (Wilson et al., 2005). The current study tested the internal consistency and
found the alpha coefficient to be .769, indicating good internal consistency.
According to Taylor and Dear (1981), the CAMI has good internal consistency with α =
.876. The scale is comprised of four subscales: Authoritarianism (AU), Benevolence (BE), Social
Restrictiveness (SR), and Community Mental Health Ideology (CMHI). According to Taylor and
Dear each the alpha coefficient for each of the subscales is as follows AU α = 0.555, BE α = .637,
SR α = .690 and CMHI α = .804, indicating moderate to good internal consistency reliability.
The current study found the CAMI to have an overall α = .923, indicating high internal
consistency. The internal consistency for each of the four CAMI subscales was also calculated
independently. The AU subscale had an α = .625. The BE subscale had an α = .737. The SR
subscale had an α = . 766. The CMHI subscale had an α = .888.

Validity.
The 10 items composing the AU subscale in the CAMI were subjected to principal components
analysis (PCA) using SPSS version 24. Prior to performing PCA, the suitability of data for factor
analysis was assessed. Inspection of the correlation matrix revealed the presence of many
coefficients of 0.3 and above. The Kaiser-Meyer-Olkin value was .744, exceeding the
recommended value of .6 (Kaiser, 1970, 1974) and the Bartletts Test of Sphericity (Bartlett, 1954)
reached statistical significance p < 0.05, supporting the factorability of the correlation matrix.
PCA revealed the presence of 4 components with eigenvalues exceeding 1 (see Table 1).
Although 4 eigenvalues are above 1, the scree plot supports a one factor solution, with a clear
break revealed after the first component (see Figure 1).

Table 1.
Summary of the variance explained by components of authoritarianism subscale with eigenvalue
> 1.
Component

Eigenvalue

% Variance
Explained

Cumulative %Variance
Explained

1

2.57

25.71

25.71

2

1.14

11.44

37.15

3

1.08

10.84

47.99

4

1.01

10.14

58.14

Figure 1. Annotated scree plots of eigenvalues for the components composing authoritarianism
subscale.

The 10 items composing the BE subscale in the CAMI were subjected to PCA using SPSS
version 24. Prior to performing PCA, the suitability of data for factor analysis was assessed.
Inspection of the correlation matrix revealed the presence of many coefficients of 0.3 and above.
The Kaiser-Meyer-Olkin value was .757, exceeding the recommended value of .6 (Kaiser, 1970,
1974) and the Bartletts Test of Sphericity (Bartlett, 1954) reached statistical significance p < 0.05,
supporting the factorability of the correlation matrix.
PCA revealed the presence of 3 components with eigenvalues exceeding 1 (see table 2).
Although 3 eigenvalues are above 1, the scree plot supports a one factor solution, with a clear
break revealed after the first component (see figure 2).

Table 2.
Summary of the variance explained by components of benevolence subscale with eigenvalue > 1.
Component

Eigenvalue

% Variance
Explained

Cumulative %Variance
Explained

1

3.17

31.68

31.68

2

1.38

13.76

45.44

3

1.09

10.85

56.29

Figure 2. Annotated scree plots of eigenvalues for the components composing benevolence
subscale.

The 10 items composing the SR subscale in the CAMI were subjected to PCA using SPSS
version 24. Prior to performing PCA, the suitability of data for factor analysis was assessed.
Inspection of the correlation matrix revealed the presence of many coefficients of 0.3 and above.
The Kaiser-Meyer-Olkin value was .818, exceeding the recommended value of .6 (Kaiser, 1970,
1974) and the Bartlett’s Test of Sphericity (Bartlett, 1954) reached statistical significance p < 0.05,
supporting the factorability of the correlation matrix.
PCA revealed the presence of 3 components with eigenvalues exceeding 1 (see table 3).
Although 3 eigenvalues are above 1, the scree plot supports a one factor solution, with a clear
break revealed after the first component (see figure 3).

Table 3.
Summary of the variance explained by components of social restrictedness subscale with
eigenvalue > 1.
Component

Eigenvalue

% Variance
Explained

Cumulative %Variance
Explained

1

3.39

33.95

33.95

2

1.09

10.91

44.87

3

1.03

10.34

55.20

Figure 3. Annotated scree plots of eigenvalues for the components composing social
restrictedness subscale.

The 10 items composing the CMHI subscale in the CAMI were subjected to PCA using
SPSS version 24. Prior to performing PCA, the suitability of data for factor analysis was
assessed. Inspection of the correlation matrix revealed the presence of many coefficients of 0.3
and above. The Kaiser-Meyer-Olkin value was .917, exceeding the recommended value of .6
(Kaiser, 1970, 1974) and the Bartlett’s Test of Sphericity (Bartlett, 1954) reached statistical
significance p < 0.05, supporting the factorability of the correlation matrix.
PCA revealed the presence of 1 component with an eigenvalue exceeding 1 (see table 4).
The scree plot also supports a one factor solution, with a clear break revealed after the first
component (see figure 4).

Table 4.
Summary of the variance explained by components of the community mental health ideology
subscale with eigenvalue > 1.
Component

Eigenvalue

% Variance
Explained

Cumulative %Variance
Explained

1

5.09

50.90

50.90

Figure 4. Annotated scree plots of eigenvalues for the components comprising the community
mental health ideology subscale.

The 10 items composing the GHSQ were also subjected to PCA using SPSS version 24.
Prior to performing PCA, the suitability of data for factor analysis was assessed. Inspection of the
correlation matrix revealed the presence of many coefficients of 0.3 and above. The Kaiser-MeyerOlkin value was .821, exceeding the recommended value of .6 (Kaiser, 1970, 1974) and the
Bartlett’s Test of Sphericity (Bartlett, 1954) reached statistical significance p < 0.05, supporting
the factorability of the correlation matrix.
PCA revealed the presence of 3 components with eigenvalues exceeding 1 (see table 5).
Although 3 eigenvalues are above 1, the scree plot supports a one factor solution, with a clear
break revealed after the first component (see figure 5).

Table 5.
Summary of the variance explained by components of the general help seeking questionnaire with
eigenvalue > 1.
Component

Eigenvalue

% Variance
Explained

Cumulative %Variance
Explained

1

3.62

36.20

36.20

2

1.27

12.70

48.90

3

1.17

11.72

60.62

Figure 5. Annotated scree plots of eigenvalues for the components comprising the general helpseeking questionnaire.

Descriptive Statistics
The present study had a total of 165 participants (N = 165) that completed the survey. No
missing values were logged as incomplete submissions were viewed as a withdrawal of consent.
Participants ranged from 21 to 75 years of age, with a mean age of 40.98 years (standard deviation
12.66 years). The frequencies of males and females who participated in the research is displayed
in Table 6. A further breakdown of the distribution of genders across the three groups is
demonstrated in Figure 6.

Table 6.
Frequency of gender (N=171)
Gender

Frequency

Percentage

Cumulative Percentage

Male

74

44.8

44.8

Female

91

55.2

100

Total

165

100

Figure 6. Bar chart comparing the distribution of genders for each group.

Descriptive stats were also used to generate a report of the means (M), standard deviations
(SD), and minimum and maximum values recorded of the criterion variables (see Table 7). Each
of the CAMI subscales had a possible range of 10-50, with 50 indicating the highest score possible.
The GHSQ had a possible range of 10-70, with 70 indicating the highest score possible.

Table 7.
Means, Standard Deviations and minimum and maximum scores for each dependent variable.
Variable

M

SD

Minimum

Maximum

Authoritarianism

40.15

4.34

28

50

Benevolence

42.70

4.28

28

50

Social restrictedness

39.12

5.30

23

50

Community Mental Health

39.04

5.89

21

50

29.60

10.20

8

54

ideology
Total general help seeking
scores
N=165

Preliminary Analysis for Multivariate Analysis of Variance (MANOVA)
A MANOVA was conducted to investigate the effect of the intervention (group) on attitude
measures (CAMI subscale scores). Prior to conducting the MANOVA, the normality of the data
was assessed. The CAMI subscales BE, CMHI and SR all violated the assumption of univariate
normality, p < 0.05, the CAMI subscale AU was observed to be normally distributed, p > 0.05 (see
Table 8).

Table 8.
Results from the Kolmogorov Smirnov test of normality.
Kolmogorov Smirnov

Kolmogorov Smirnov

Statistic

Significance level

.103

.000*

.090

.002*

Benevolence

.092

.002*

Authoritarianism

.059

.200

Community Mental
Health Ideology
Social
Restrictedness

Note: *p<.05

All dependent variables were investigated for univariate outliers using histograms and
boxplots. The AU subscale no outliers. The BE, CMHI and SR subscales all demonstrated outliers
defined as data points more than 1.5 box lengths away from the edge of the box. Despite the
presence of outliers, no dependent variables demonstrated the presence of extreme outliers defined
as data scores more than 3 box lengths away from the edge of the box, therefore no action was
taken. For the BE, CMHI and SR scales further investigation was conducted to demonstrate if the
outliers greatly impacted the mean score (see Table 9).

Table 9.
Means and 5% trimmed means for each of the dependent variables.
Variable

Mean

5% Trimmed Mean

Authoritarianism

40.15

40.20

Benevolence

42.70

42.83

Social Restrictedness

39.12

39.24

Community Mental
Health Ideology

39.04

39.16

The multivariate normality for each of the dependent variables was also assessed. The
maximum Mahalanobis distance was calculated for the four dependent variables and was 16.33,
this Mahalanobis distance was less than the critical value of 18.47 as outlined by Tabachinck and
Fidell (1996), therefore the assumption of multivariate normality was not violated.
The assumption of linearity was also assessed prior to conducting the MANOVA, with a
matrix of scatterplots generated to demonstrate a straight-line relationship between each of the
dependent variables (AU, BE, SR and CMHI).
A Pearson Product-Moment Correlation was generated between each of the dependent
variables to assess the assumptions of multicollinearity and singularity (see Table 10).

Table 10.
Pearson Product-Moment Correlations Between detailing relationship between each of the four
subscales on the CAMI
CAMI
Subscale
1.Authoritarianism

1.

2.

3.

4.

--

.674**

.658**

691**

2.Benevolence

.674**

--

.622**

.688**

3.Social Restrictedness

.658**

.622**

--

.830**

4.Community Mental
Health ideology

.691**

.688**

.830**

--

Note: *p<.05, **p<.01

The assumption of homogeneity of variance-covariance was assessed once the MANOVA
was performed by assessing the output generated by the Box’s M Test of Equality of Covariance
Matrices. The significance value was found to be .057. Given p > .001 the data did not violence
the assumption of homogeneity of variance-covariance.
The Levene’s Test of Equality of Error Variance was also assessed to ensure the data did
not violate the assumption of equality of variance. One of the dependent variables under
investigation produced a significant result and hence violated the assumption of equality of
variance (see Table 11).

Table 11.
Levene’s test of equality of error variance of each of the dependent variables under
investigation
Variables

Levene Statistic

Significance value

Authoritarianism

2.008

.080

Benevolence

2.567

.029*

Social Restrictedness

1.549

.178

Community Mental
Health ideology

1.245

.291

Note: *p < .05

Multivariate Analysis of Variance
Table 12.
One-way between-groups MANOVA showing differences between groups for each of the
subscales composing CAMI.
Educational

Contact

Control

Significance
(p-value)

Authoritarianism

Mean
(SD)
40.67 (4.21)

Mean
(SD)
40.46 (4.35)

Mean
(SD)
39.33 (4.41)

.186

Benevolence

43.31 (4.18)

43.06 (3.64)

41.75 (4.77)

.130

Social
Restrictedness

39.90 (5.55)

38.90 (4.84)

38.53 (5.43)

.305

Community
Mental Health
Ideology

39.83 (5.84)

39.22 (5.03)

38.09 (6.57)

.283

A one-way between groups MANOVA was performed to investigate the effectiveness of
the educational and contact interventions on attitudes. The four subscales of the CAMI;
Authoritarianism, Benevolence, Social Restrictedness and Community Mental Health Ideology,
served as the dependent variables under investigation.
The independent variable was the group the participant was assigned to and contained
three levels; Education, Contact and Control. Preliminary assumption testing was conducted to
check for normality, linearity, univariate and multivariate outliers, homogeneity of variancecovariance matrices and multicollinearity, although some assumptions were violated the large
sample size make it robust to minor violations, additionally no non-parametric test exists to
replace the MANOVA.
The results of the MANOVA indicated that there was no statistically significant
difference between each of the three groups (education, contact, control) on the combined
dependent variables, F (8, 312) = .826, p = .580; Wilks’ Lambda = .959; partial eta squared =
.021.

When the results for the dependent variables were considered separately, using a

Bonferroni adjusted alpha level of .0125 no statistically significant results were noted.

Preliminary analysis for One-way Analysis of Variance (ANOVA)
A one-way ANOVA was conducted to investigate the effect of intervention (group) on help
seeking intentions (GHSQ-V scores). Prior to conducting the ANOVA, the normality of the
dependent variable under investigation, total GHSQ scores was confirmed (see Table 13). A
histogram also confirmed that the data did not violate the assumption of normality (see Figure 7).

Table 13.
Results from the Kolmogorov Smirnov test of normality for GHSQ total scores.

Total GHSQ scores

Kolmogorov Smirnov

Kolmogorov Smirnov

Statistic

Significance level

.064

.149

Figure 7. Histogram detailing distribution of total GHSQ scores.
The assumption of homogeneity of variance was assessed once the ANOVA was
performed by assessing the output generated by the Levene’s Test of Equality of Error Variance.
The Levene’s test indicated equal variance (F = 1.125, p = .327), therefore the assumption of
homogeneity of variance was not violated.

One-way Analysis of Variance

Table. 14
One-way between-groups ANOVA with General Help-Seeking Questionnaire total scores as
Dependent variable and group as the independent variable.

General help
seeking
questionnaire
overall scores

Educatio
n
Mean
(SD)

Contact

Control

Mean
(SD)

Mean
(SD)

28.43
(10.92)

31.76
(9.26)

28.89
(10.11)

Significance
(p-value)

.195

A one-way between-groups ANOVA was conducted to explore the impact of group
(education, contact, control) on help seeking intentions as measured by the GHSQ. Participants
were randomly assigned into three groups (education, contact, control). There was no statistically
significant difference for the three groups observed for help-seeking intentions at the p < .05
significance level, F (2, 162) = 1.65, p = .195; partial eta squared = .02, indicating a small effect
size.

Preliminary analysis for Multiple Regression
A multiple regression was conducted to investigate whether attitudes (CAMI subscale)
significantly predicted help seeking intentions (GHSQ-V). Prior to conducting the multiple
regression, the assumption of multicollinearity and singularity were assessed. As demonstrated in
table 9 above each of the independent or predictor variables produce a significant correlation with

each other, at the p < .01 significance level. Given that the SR and CMHI subscales produced a
significant correlation of .830 further analysis was undertaken to ensure the assumptions
multicollinearity and singularity were not violated, with the Tolerance and VIF output from the
Coefficients table examined. No further indication of violations of multicollinearity and singularity
were observed with the all Tolerance values above .10 and all VIF values below 10 (see Table 15).

Table 15.
Tolerance and VIF values for each predictor variable.
Predictors
Tolerance value

VIF value

Authoritarianism

.430

2.327

Benevolence

.463

2.158

Social restrictedness

.295

3.386

Community Mental Health
Ideology

.260

3.849

As part of the preliminary analysis for the multiple regression the presence of outliers was
also assessed. As stated previously, the BE, SR, and CMHI subscale scores all contained outlies,
however no extreme outliers were observed. The AU and GHSQ subscale scores did not contain
outliers and were normally distributed (see Table 7 and see Figure 8). The data was also assessed
for multivariate outliers with the Mahalanobis found to be 16.33, this Mahalanobis distance was
less than the critical value of 18.47 as outlined by Tabachinck and Fidell (1996), therefore the
assumption of multivariate normality was not violated.

The assumptions of linearity, homoscedasticity and independence of residuals were
assessed by inspecting the Histogram of Standardised Residuals, the Normal Probability Plot (PP) of the Regression Standardised Residual and the Scatter plot. The assumptions of normality and
outliers were further investigated using these plots. The Histogram of Standardised residuals
indicated that the data contained approximately normally distributed errors (see Figure 8),
as did the normal P-P plot of standardised residuals, which demonstrated a relatively straight

diagonal line from bottom left to top right, suggesting no major deviations from normality (see
Appendix V). The scatterplot of standardised residuals showed that the data met the assumptions
of homogeneity of variance and linearity (see Figure 9).

Figure 8. Histogram displaying the errors between observed and predicted values for the
criterion variable (total GHSQ scores) is normally distributed.

Figure 9: Scatterplot demonstrating a linear relationship between the criterion variable and each
of the predictors.

Multiple Regression
Table 16.
Multiple regression CAMI subscale factors ability to predict help seeking intentions
Predictors

R

Adj. R2

β

t

Sig.

Authoritarianism

.136

-.006

-.031

-2.66

.791

Benevolence

.136

-.006

.105

.914

.362

Social Restrictedness

.136

-.006

-.052

-.361

.719

Community Mental
Health ideology

.136

-.006

.109

.707

.480

Multiple regression was used to test whether attitudes measured using by the CAMI
subscale factors (authoritarianism, benevolence, social restrictedness and community mental
health ideology) were predictors of help seeking intentions. Preliminary analyses were performed
to ensure no violation of the assumptions of multicollinearity, normality, linearity and
homoscedasticity.
The results of the regression indicated that the predictors explained 0.6% of the variance
(R2 = -.006, F (4, 160) = .757, p > .001. No predictors significantly predicted help seeking
intentions.

Chapter 4 Discussion
Recap of Purpose and Aims
The present study set out to investigate the effectiveness of education and contact at
decreasing stigma and increasing help-seeking intentions surrounding BD. Dealing with and
navigating stigma is an everyday reality for individuals with BD, as they experience it internally
in their social circles, at school and work and in healthcare settings (Sartorius et al., 2010). The
stigma incurred by such individuals reduces their quality of life, increases their burden of disease,
and prohibits them from effectively seeking out and engaging with services designed to provide
help and treatment. A wealth of previous research has identified both contact and education to be
effective at decreasing MH stigma, with several meta analysis supporting these findings (Corrigan
et al., 20015; Grifftiths et al., 2014; Mehta et al., 2015; Morgan et al., 2018).
Taking these findings into account the researcher hypothesised that both education and
contact would lead to significant improvements in attitudes. Previous research identifies that
decreasing stigma can positively impact help-seeking, therefore it was hypothesised that education
and contact would also lead to significant improvements in help-seeking. Finally, it was
hypothesised that stigma would produce a significant negative correlation with help seeking.
Discussion of Key Findings
The findings from the present study fail to support previous research which asserts that
education and contact lead to significant reductions in stigma. Despite the education and contact
groups producing higher average scores for each of the attitudinal measures relative to the control
condition, these results were non-significant. The average results across the three groups displayed
highly positive attitudes towards MI. Previous research conducted in the UK among a highly

educated sample mirrored these positive attitudes with beliefs about BD consistent with Western
psychiatry (Furnham & Anthony, 2010). Such findings may be the result of repeatedly exposing
the public to anti-stigma campaigns. The level of education among the UK sample in Furnham and
Anthony’s research is likely to be comparable to that of the present sample given the similarities
between the two countries in terms of education standards.
The positive attitudinal scores obtained in this research may also be the result of socially
desirable responding, which sees participants respond in a manner that is favourable to society
(Paulhus, 2002). The risk of socially desirable responding was somewhat mitigated due to the
anonymous nature of the study; however, participants may respond in this manner to avoid
confronting their explicit biases and thus cause an underestimation of stigma. Social desirability
at baseline may yield ceiling effects which diminish sensitivity to change and may account for the
present research failing to replicate past findings in which contact and education effectively and
significantly reduced stigma.
Although past research has cited contact as effective for reducing MH stigma for mild to
severe conditions, contradictory reports exist with some suggesting contact may be an ineffective
mechanism at reducing stigma surrounding BD (Ellison et al., 2013; Wolkenstein & Angermeyer,
2008). Such research has suggested that familiarity or contact with someone with BD, has no effect
on stigma or a negative one. Additionally, symptoms of mania are often associated with marked
increases in stigmatising attitudes, participially desire for social distance (Wolkenstein &
Angermeyer, 2008). The GHSQ-V depicted an individual with stereotypical manic symptoms. The
CAMI subscales SR and CMHI both contain scale items which relate to desire for social distance,
with the average scores obtained on these scales indicating higher levels of stigmatising attitudes
for the contact intervention relative to the education. These results may support findings that

contact is not as suitable as education in reducing stigma surrounding BD, however given these
results were non-significant no conclusive remarks can be made.
Individuals belonging to the educational group had the highest scores on each of the
attitudinal measures across the three groups. These findings although non-significant do align with
findings by Griffith et al., (2014) that education led to larger significant reductions in stigma.
Although Morgan et al., (2018) found contact to result in slightly larger reductions in stigma than
education, the reductions for both were small, however, the educational intervention maintained
significant results at follow up which the contact intervention failed to do. The education
intervention in the present study incorporated an integrative approach to explaining the aetiology
of BD. Controversy exists regarding how best to explain the aetiology of BD, with short comings
associated with relying on a solely biogenetic or psychosocial explanation. Although past research
has speculated that incorporating a both explanations to account of the aetiology of BD may be
beneficial (Schlier et al., 2014), our study fails to support this.
The findings from the present study also failed to find any support for the effectiveness of
education or contact at increasing help-seeking intentions. Vast amounts of literature support the
findings that stigma exerts a detrimental influence on help-seeking (Clements et al., 2013;
Corrigan, 2004; Corrigan & Rüsch, 2002; Gary, 2005; Gulliver et al., 2010; Schomerus &
Angermeyer, 2008; Thornicroft, 2008). Additionally, interventions which focus on increasing
help-seeking often rely on destigmatisation (Xu, Kösters, Staiger, Becker, Thornicroft, & Rüsch,
2018). Given that contact and education are widely employed interventions for reducing stigma, it
was proposed that they would result in increased help-seeking intentions. However, given no
significant reductions in stigma were observed these results are unsurprising given that it was
rationalised that an increase in help-seeking would occur secondary to a reduction in stigma.

The findings from the present study fail to support previous research that indicates
stigmatising attitudes predict help-seeking intentions. Past research has demonstrated that highly
stigmatising attitudes produce strong negative correlations with help-seeking (Eisenberg et al.,
2009; Yap et al., 2011). Additionally, numerous systematic and non-systematic reviews report that
MH stigma impedes help-seeking. Several factors may have contributed to the findings relayed in
this study. The average attitude scores obtained were very high, with participants on average not
holding stigmatising views of MI. These high scores may be the result of socially desirable
responding or representative of a shift in attitudes towards MI due to public exposure to anti-stigma
campaigns. The GHSQ-V used to assess help-seeking also produced difficulties in relation to
interpreting help-seeking intentions. As a result of how the measure was scored a participant who
identified as being extremely likely to seek help from one or two listed sources and extremely
unlikely to seek help from the other sources would receive a score similarly to a participant who
indicated they would be unlikely to seek help from any listed source. Therefore, a low score on
the GHSQ-V may not be indicative of a low intention to seek help, but rather an intention to seek
help from only a limited number of sources. The results of the regression should therefore be
interpreted with caution.
The results of the multiple regression may also have been compromised due to violations
of assumptions. The Pearson’s product moment correlation prior to conducting the multiple
regression demonstrated a strong positive relationship between the SR and CMHI scores,
suggesting possible multicollinearity. Further analysis of the VIF and tolerance did not exceed
critical values, so it was decided to retain the two subscales for analysis. However, given that there
was a strong positive correlation between two predictors multicollinearity may have been present,
which may have affected the regression scores. The assumption of normality was also violated for

three of the four predictor variables, which may have impacted the results. The decision to retain
the multiple regression was made due to no alternative nonparametric test.
Although stigma is identified as a predictor of help-seeking, it is only one possible factor
that has been recognised as influential with regards to help-seeking. Other widely cited factors
which influence help-seeking include a desire to handle MI’s on one’s own and a low perceived
need for help as other significant predictors of help-seeking (Mojtabai et al., 2011). These results
may indicate that stigma is not as influential at predicting help-seeking as past research suggests,
which may warrant an investigation into the other factors identified to deter help-seeking.
Limitations of study
Throughout the course of the research, data analysis and write up several limitations were
identified. As with all online research, the control of the researcher is limited. This can compromise
the study as participants may be unclear of what is being asked of them and the opportunity to
provide guidance to those who may need it is unavailable. The environment in which the
participants undertook the study may have rendered them subject to competing stimuli which also
has the ability to adversely affect results.
Past research has suggested that familiarity with someone with BD can result in increased
levels of stigma (Ellinson et al., 2013; Wolkenstein, & Angermeyer, 2008). The current study
failed to determine if participants has close contact with anyone with a diagnosis of BD either
currently or in the past. Failing to control for participants knowing someone with BD may have
impacted the studies sensitivity to detect change, with participants holding preexisting beliefs and
biases that were not altered during the brief intervention. However, the random allocation of
participants to each of the three groups should mitigate this risk.

The measure of help-seeking, the GHSQ-V also posed several issues. The measure failed
to provide a clear distinction between subscale categories, hence a cumulative score had to be used
to assess overall help-seeking. Relying on this single cumulative score may have had a detrimental
effect on the ability of the study to detect whether the interventions increased help-seeking or
whether attitudes predicted help-seeking. The rationale behind the cumulative GHSQ-V score was
that low scores were indicative of low intentions to seek help. However, low scores could also
represent a strong intention to seek help from a limited number of sources but no other sources, as
opposed to not seeking help at all. However, the inferential statistical tests used to test the
hypothesis would not be able to detect this and may have led to non-significant results.
Several violations of assumptions of the parametric tests used to test the hypothesis were
observed during preliminary analysis. The assessment of the normality of the distribution
highlighted that three of the four CAMI subscales (BE, CMHI and SR) deviated from normal
distribution. Despite being non-normally distributed the decision was made to conduct parametric
testing as no nonparametric alternative for the multiple regression, MANOVA or factor analysis
exists. Additionally, parametric tests including the ANOVA and MANOVA which were used to
test the hypothesis are robust to violations of normality and a change to their nonparametric
alternatives would result in a loss of statistical power (Norman, 2010). The preliminary analysis
for the MANOVA also demonstrated a significant Levene’s statistic for the CAMI subscale BE,
meaning the assumption of equality of variance was also violated. Multicollinearity may also have
been violated prior to the multiple regression, however as no non-parametric alternatives exist the
decision was made to proceed.
Strengths of study
The present study has a number of strengths. Firstly, it is an RCT, meaning that if any

significant results had of been observed they would have resulted from chance rather than due to
confounding variables. Additionally, prior to commencing data collection an effect size calculation
was conducted as per Cohens table it was established that a minimum of 52 participants were
required for a medium effects size (Cohen, 1992), which this study achieved. The measures
employed also demonstrated good internal consistency reliability and validity, despite the issues
with the GHSQ-V. The GHSQ-V assessed help-seeking intentions as opposed to behaviours and
although attitudes and intentions can predict behaviour they cannot be taken as proof that helpseeking behaviours will be facilitated (ten Have, de Graaf, Ormel, Vilagut, Kovess, & Alonso,
2010). However, despite the discussed shortcomings associated with the GHSQ-V, it was one of
the only measures of help-seeking intentions that past research identified as having positive
associations between the GHSQ-V and retrospective help seeking behaviours (Wilson, Deane,
Ciarrochi, & Rickwood, 2005).
Although the online nature of the study diminished the control the researcher could exert,
it is consistent with recent trends that have seen increased dissemination of studies and
interventions via online platforms (Block, 2013; Livingston et al., 2014). Disseminating
interventions online has the potential to reach and gage insights from large, diverse audiences,
without compromising effectiveness, with numerous reviews reporting that online interventions
were at least as effective at reducing stigma as in-vivo interventions. Online interventions also
have the potential to be scaled up to population level at a relatively low cost and be disseminated
at ease. The written vignette format of the interventions presented in the study are also
advantageous over mediums such as video as they will not date as quickly.
The current study also looked at stigma and help-seeking simultaneously. Much of the
previous research investigates the ability of education and contact at decreasing MH stigma,

however it neglects to determine how the interventions impact on help-seeking. Given one of the
major concerns associated with stigma is the reported detrimental influence it exerts on helpseeking it is vital to investigate how interventions which reduce stigma impact help-seeking.
Although the current study failed to produce significant findings, it is advantageous over previous
research which examine stigma reduction interventions in a vacuum.
Plan for dissemination
The purpose of dissemination plans is to add to current literature and inform professionals of the
most up to date findings in relation to interventions to reduce MH stigma. It is important for new
research to be made available and for researchers and organisations to ensure they are up to date
on the most recent literature available given the pertinent problems associated with MH stigma
and the need to establish evidence based intervention to elevate these problems. Although the
cumulative results of this intervention are nonsignificant the research did find that participants
assigned to contact, and education interventions had lower stigmatising attitudes and higher helpseeking intentions relative to the control condition. The takeaway message from the study indicates
that there is still much research to be conducted to determine whether education or contact are
more effective at reducing MH stigma, and through which medium they are most effective.
Dissemination of this research will begin by uploading a copy onto the college repositories of
Dublin Business School (e-source) for other students and the public to view. As well as
disseminating the study on the of DBS college repository, the research may be put forward for
publication. Possible journals to which the paper can be submitted are Community Mental Health,
the Journal of Psychiatric Research and the Journal of Affective Disorders. Although the research
produced non-significant results it is still important to make it available to fellow researchers who
may replicate the study with the recommended adjustments in an effort to further investigate the

effectiveness of interventions at reducing stigma surrounding BD. The ideal target audience for
the dissemination will be researchers and policy makers who decide on funding for interventions.

Chapter 5 Conclusion and Recommendations
Direction for future study
Future research may benefit from disseminating interventions in populations which
typically have lower socio-economic status and education level than the population from which
the current sample was drawn. The sample recruited in the present study were from a high-income
country, with the positive attitudes towards MI mirroring research from other countries with
similar socio-economic status and educational levels (Furnham & Anthony, 2010). Although
socially desirable responding may be implicated in these results, they too may be reflective of the
positive effects of repeatedly exposing the public to anti-stigma campaigns. To test the
effectiveness of education and contact objectively it may be advisable to incorporate a sample that
does not typically possess the same level of education and has not been exposed to anti-stigma
campaigns to the same extent as those in the present study. Low to middle income countries, which
account for 85% of the world’s population, are significantly underrepresented in anti-stigma
research (Lasalvia, Van, Weeghel, Reneses, Bacle, Thornicroft, & Bonetto, 2013), and may serve
as a valuable population to disseminate anti-stigma campaigns to. Conducting research in such
countries provides an opportunity to test interventions on a population that is less likely to have
been exposed to education surrounding MI and anti-stigma campaigns incorporating contact. This
would provide a level playing field for comparing the effectiveness of both interventions and may
yield results which definitively declare which intervention is most effective.
Due to the nature of the constructs under investigation in the present study, there was a risk
of socially desirable responding which may have compromised the results by producing ceiling
effects that diminish sensitivity to change. Future research may benefit from exploring implicit

attitudes towards stigmatised populations. Measuring implicit attitudes provides a more dynamic
and less biased measure of stigma and stigma change compared to attitudinal measures. Corrigan
and colleagues (2009) devised a study which measures implicit attitudes following participants
listening to a service user give their subjective experience of MI as past of a contact intervention.
Participants were requested to recall as many positive and negative attributes about the service
user as possible, with positive attributes being interpreted as non-stigmatising views. The memory
task serves as a more direct representation of cognition and behavioural response to real
interactions with people with MI.
Future research should also aim to include a measure of help-seeking whose cumulative
scores are not open to interpretation as was the case with the GHSQ-V. Assessing past help-seeking
may also be beneficial as it can be directly compared to attitudes to determine if the two constructs
are interlinked. Additionally, past help-seeking can be compared to help-seeking intentions to
determine if the interventions improved individual’s intentions to seek help relative to their past
experiences.
Future interventions should also control for whether or not the participant has close contact
with anyone diagnosed with BD, either currently or in the past. Past research has stated that
familiarity with individuals with BD can increase stigma. Although, this may be interpreted as
contact being unsuitable for reducing stigma surrounding BD, this may not be the case. Participants
who have a close relationship with an individual with a diagnosis might dwell on periods of time
when the individual was experiencing severe symptoms or when their condition was unmanaged.
The tendency to dwell on negatives is a well-established concept in psychology and is referred to
as the negative response bias (Franzen and Iverson, 2006). Contact interventions would not expose
participants to service uses experiencing unmanaged or challenging symptoms and may therefore

be useful for participants who have no prior experience with individuals diagnosed with BD.
Controlling for familiarity or contact may also determine if contact interventions are unsuitable
for individuals who know someone with BD and may indicate that other forms of intervention are
more effective for this cohort.
Future research should also assess different mediums through which interventions are
presented. The interventions in the present study were presented in the form of written vignettes,
which have numerous benefits including their low cost and ease of dissemination. Morgan et al.,
(2018) meta-analysis noted that medium through which interventions were relayed did not impact
their effectiveness. However, future research may benefit from presenting education and contact
interventions via various mediums to determine if participants respond more favourable to
different types of mediums for contact or education interventions.
The inability of the current interventions to significantly change attitude or help seeking
intentions may have been due to the brief nature of the intervention. The written vignettes which
comprised the interventions had an approximate reading time of 4-5 minutes. The shortness of the
vignettes was deliberate to retain participants attention and to not overload them with information.
Much of the previous research presented interventions that were longer in duration. Future research
may benefit from incorporating longer interventions. Additionally, repeated exposure to
interventions may be necessary to bring about prolonged changes in attitudes (Mehta et al., 2014),
with past studies noting that multiple forms and/or points of social contact increase the probability
of a positive outcome (Knaak, Modgill & Patten, 2014). It is vital to assess that if the intervention
is deemed effective that the results are maintained at follow up and if not the possibility of
incorporating a booster intervention should be assessed to achieve sustainability (Mehta et al.,
2014). Future research should also evaluate the effectiveness of prolonged or repeated exposures

to interventions, which have been suggested to produce greater effects in past research.
Conclusion
Stigma has a detrimental effect on individuals living with MI and is associated with
reduced quality of life, reduced employment and educational opportunities, reduced access to
health care and the justice system and reductions in the quality and quantity of social and leisure
activities (Alonso et al., 2009; Clement et al., 2011; Gronholm, et al., 2017). Stigma is also
identified as one of the most significant barriers to individuals seeking out help and support for
MI, it is recognised not only to deter initial help-seeking but also impacts treatment adherence
and relapse (Clements et al., 2013; Corrigan, et al., 2014; Wahl, 2012). Delaying help-seeking
and inadequate treatment adherence lead to the exacerbation of symptoms which can further
perpetuate public stigma and result in a vicious cycle of stigmatisation (Sartorius, 2007).
Education and contact are the most widely utilised interventions for reducing MH stigma
both in the general public and targeted cohorts. Several meta-analyses support the effectiveness of
both interventions at reducing stigma for mild to severe MI (Corrigan, et al., 2015; Griffiths, et al.,
2014; Mehta et al., 2015; Morgan et al., 2018). Griffith and Morgan focused their analyses on
RCT’s which investigated the effectiveness of contact and education at reducing stigma for severe
MI’s only. Findings from these meta-analyses provide tentative evidence that education may be
advantageous over contact for reducing stigma for severe MI including BD. Although the
cumulative findings from the present study failed to find a significant improvement in attitudes for
either contact or education, the education intervention was associated with less stigmatising
attitudes and higher helping-seeking intentions relative to the contact intervention and the control.
These results may therefore indicate that education is more effective than contact for reducing
stigma for severe MI. The incorporation of a help-seeking measure post intervention is vital to

include in future research investigating interventions to reduce stigma. It is commendable for an
intervention to decrease stigma, however if it is not observed to increase help-seeking it is
insufficient, as it is the act of seeking out help that is the first step in an individuals road to symptom
management and recovery.
Study designs which investigate the effectiveness of education and contact on populations
which are not widely exposed to anti-stigma campaigns and education surrounding MI may prove
fruitful in deciphering which interventions are more suitable for severe MI. Additionally, internet
research which directly compares different mediums of contact and education interventions may
be beneficial to rule conclusively on how interventions should be presented.
From an applied perspective, this study provides some tentative evidence that education is
more effective than contact at reducing stigma for BD. The formulation of interventions which
successfully decrease stigma across various populations have the ability to dramatically improve
the quality of life of those living with MI. The study also provides some evidence that written
vignettes may be beneficial at reducing stigma, this is an interesting avenue to investigate for future
research as written vignettes are low cost and easy to produce and distribute relative to other forms
of interventions.

References
Alonso, J., Buron, A., Rojas, S., de Graaf, R., Haro, J.M., de Girolamo, G., Bruffaerts, R., Kovess,
V., Matschinge, K., & Vilagut, G. (2009). Perceived stigma among individuals with common
mental disorders. Journal of Affective Disorders, 1, 180–186.
American Psychiatric Association. (2013). Diagnostic and statistical manual of mental disorders
(DSM-5). American Psychiatric Pub.
Angermeyer, M.C., Holzinger, A., Carta, M.G., Schomerus, G., 2011. Biogenetic explanations
and public acceptance of MI: systematic review of population studies. The British Journal of
Psychiatry 199, 367–372.
Barrett, M.S, Chua, W., Crits-Christoph, P., Gibbons, M.B., Casiano, D., & Thompson, D. (2008).
Early withdrawal fromMH treatment: implications for psychotherapy practice. Psychotherapy:
Theory, Research, Practice, Training 46, 247–267.
Beldie, A., Den Boer, J.A., Brain, C., Constant, E., Figueira, M.L., Filipcic, I., Gillain, B.,
Jakovljevic, M., Jarema, M., Jelenova, D. and Karamustafalioglu, O. (2012). Fighting stigma of
MI in midsize European countries. Social psychiatry and psychiatric epidemiology, 47(1), 1-38.
Benoit, C., Shumka, L., & Barlee, D. (2010). Stigma and the health of vulnerable women. Womens
Health Research Network.
Block, E. (2013). A culturalist approach to the concept of the mediatization of politics: The age of
“media hegemony.” Communication Theory, 23(2003), 259–278. doi:10.1111/comt.12016

Bonnington, O., & Rose, D. (2014). Exploring stigmatisation among people diagnosed with either
bipolar disorder or borderline personality disorder: a critical realist analysis. Social Science &
Medicine (1982), 123,7 –17.
Clement, S., Brohan, E., Sayce, L., Pool, J., & Thornicroft, G. (2011). Disability hate crime and
targeted violence and hostility: aMH and discrimination perspective. Journal of Mental Health,
20, 219–225. doi:10.3 109/09638237.2011.579645
Clement, S., Lassman, F., Barley, E., Evans‐Lacko, S., Williams, P., Yamaguchi, S., Slade, M.,
Rüsch, N. & Thornicroft, G. (2012). Mass media interventions for reducing Mental Health-related
stigma. Cochrane Database Syst Rev, (7).
Clement, S., Schauman, O., Graham, T., Maggioni, F., Evans-Lacko, S., Bezborodovs, N.,
Morgan, C., Rüsch, N., Brown, J.S. & Thornicroft, G., (2015). What is the impact of Mental
Health-related stigma on help-seeking? A systematic review of quantitative and qualitative studies.
Psychological medicine, 45(1), 11-27.
Clement, S., van Nieuwenhuizen, A., Kassam, A., Flach, C., Lazarus, A., De Castro, M., McCrone,
P., Norman, I. & Thornicroft, G. (2012). Filmed v. live social contact interventions to reduce
stigma: randomised controlled trial. The British Journal of Psychiatry, 201(1), 57-64.
Corrigan, P. W., & Watson, A. C. (2005). Findings from the National Comorbidity Survey on the
frequency of violent behavior in individuals with psychiatric disorders. Psychiatry Research, 136,
153–162. doi:10.1016/j.psychres.2005.06.005
Corrigan, P. W., Druss, B. G., & Perlick, D. A. (2014). The impact of MI stigma on seeking and
participating in Mental Health care. Psychological Science in the Public Interest, 15(2), 37-70.

Corrigan, P. W., Larson, J., Sells, M., Niessen, N., & Watson, A. C. (2006). Will Filmed
Presentations of Education and Contact Diminish MI Stigma? Community Mental Health Journal,
43(2), 171–181. doi:10.1007/s10597-006-9061-8
Corrigan, P. W., Mittal, D., Reaves, C. M., Haynes, T. F., Han, X., Morris, S., & Sullivan, G.
(2013).MH stigma and primary health care decisions. Manuscript submitted for publication.
Corrigan, P., Michaels, P.J., & Morris, S. (2015). Do the effects of antistigma programs persist
over time? Findings from a meta-analysis. Psychiatric Services, 66(5), 543-546.
Corrigan, P.W., Morris, S.B., Michaels, P.J., Rafacz, J.D., & Rusch, N. (2012). Challenging the
public stigma of MI: a meta-analysis of outcome studies. Psychiatric Services, 63, 963–73.
Corrigan, P.W., Vega, E., Larson, J., Michaels, P.J., McClintock, G., Krzyzanowski, R., Gause,
M. & Buchholz, B., (2013). The California schedule of key ingredients for contact-based
antistigma

programs.

Psychiatric

Rehabilitation

Journal,

36,

173–179.

http://dx.doi.org/10.1037/prj0000006
Corrigan, PW (2004). How

stigma

interferes

with

Mental

Health

care. American

Psychologist 59, 614–625.
Crosby, A. E., Han, B., Ortega, A. G., Parks, S. E., & Gfroerer, J. (2011). Suicidal thoughts and
behaviors among adults aged 18 years—United States, 2008–2009. MMWR Surveillance
Summaries, 60(SS13), 1–22.
Dell'Osso, B., Glick, I.D., Baldwin, D.S., & Altamura, A.C. (2013). Can long-term outcomes be
improved by shortening the duration of untreated illness in psychiatric disorders: a conceptual
framework. Psychopathology 14, 14–21.

Druss, B. G., Zhao, L., Von Esenwein, S., Morrato, E. H., & Marcus, S. C. (2011). Understanding
excess mortality in persons with MI: 17-year follow up of a nationally representative US survey.
Medical Care, 49, 599–604. doi:10.1097/MLR.0b013e31820bf86e
Eisenberg, D., Downs, M. F., Golberstein, E., & Zivin, K. (2009). Stigma and help seeking for
Mental Health among college students. Medical Care Research and Review, 66(5), 522-541.
Ellison, N., Mason, O., & Scior, K. (2013). Bipolar disorder and stigma: A systematic review of
the literature. Journal of Affective Disorders, 151(3), 805-820.
Evans-Lacko, S., Malcolm, E., West, K., Rose, D., London, J., Rüsch, N., Little, K., Henderson,
C. & Thornicroft, G. (2013). Influence of Time to Change’s social marketing interventions on
stigma in England 2009–2011. British Journal of Psychiatry, 202, 77–88. Retrieved from
http://dx.doi.org/10.1192/bjp. bp.113.126672
Franklin, B., Hamer, M., Hanna, M., Kinsey, M., & Richardson, J. (2005). Key concepts in
journalism studies. London: Sage.
Franzen, M. D., & Iverson, G. L. (2006). Detecting Negative Response Bias and Diagnosing
Malingering: The Dissimulation Exam. In P. J. Snyder, P. D. Nussbaum, & D. L. Robins
(Eds.), Clinical neuropsychology: A pocket handbook for assessment (p. 102–119). American
Psychological Association.
Furnham, A., & Anthony, E. (2010). Lay theories of bipolar disorder: The causes, manifestations
and cures for perceived bipolar disorder. International Journal of Social Psychiatry, 56(3), 255269.

Gary, F. (2005). Stigma: barrier to Mental Health care among ethnic minorities. Issues in Mental
Health Nursing 26, 979–999
Gissler, M., Laursen, T. M., Ösby, U., Nordentoft, M., & Wahlbeck, K. (2013). Patterns in
mortality among people with severe mental disorders across birth cohorts: a register-based study
of Denmark and Finland in 1982–2006. BMC Public Health, 13(1). Doi 10.1186/1471-2458-13
834.
Goodwin, F.K., & Jamison, K.P. (2007). Manic-Depressive Illness: Bipolar Disorders and
Recurrent Depression, 2nd edn. New York: Oxford University Pres.
Griffiths, K.M., Carron-Arthur, B., Parsons, A., & Reid, R. (2012). Effectiveness of programs for
reducing the stigma associated with mental disorders. A meta-analysis of randomized controlled
trials. World Psychiatry, 13, 161–75.
Gronholm, P. C., Henderson, C., Deb, T., & Thornicroft, G. (2017). Interventions to reduce
discrimination and stigma: the state of the art. Social Psychiatry and Psychiatric Epidemiology,
52(3), 249–258. doi:10.1007/s00127-017-1341-9.
Gulliver, A., Griffiths, K. M., & Christensen, H. (2010). Perceived barriers and facilitators to
Mental Health help-seeking in young people: a systematic review. BMC psychiatry, 10(1), 113.
Gulliver, A., Griffiths, K.M., & Christensen, H. (2010). Perceived barriers and facilitators to
Mental Health help-seeking in young people: a systematic review. BMC Psychiatry 10, 113.
Haslam, N. 2011. Genetic essentialism, neuroessentialism, and stigma. Psychological Bulletin
137, 819-824.

Hawke, L. D., Parikh, S. V., & Michalak, E. E. (2013). Stigma and bipolar disorder: a review of
the literature. Journal of affective disorders, 150(2), 181-191.
Hayward, P., Wong, G., Bright, J.A., & Lam, D. (2002). Stigma and selfesteem in manic
depression: an exploratory study. Journal of Affective Disorders, 69, 61–67.
Henderson, C., Evans-Lacko, S., & Thornicroft, G. (2013). MI stigma, help seeking, and public
health programs. American journal of public health, 103(5), 777-780.
Holzinger, A., Dietrich, S., Heitmann, S., & Angermeyer, M. (2008). Evaluation of target group
oriented interventions aimed at reducing the stigma surrounding MI. Psychiatr Prax, 35, 376–86.
Jones, S., Howard, L., & Thornicroft, G. (2008). “Diagnostic overshadowing”: Worse physical
health care for people with MI. Acta Psychiatrica Scandinavica, 118, 169–171.
doi.org/10.1111/j.16000447.2008.01211.x
Jorm, A.F., Christensen, H., & Griffiths, K.M. (2005). The impact of beyondblue: the national
depression initiative on the Australian public’s recognition of depression and beliefs about
treatments. Australian and New Zealand Journal of Psychiatry 39, 248–254. doi:10.1111/j.14401614.2005.01561.x
Kessler, R.C., Berglund, P.A., Bruce, M.L., Koch, J.R., Laska, E.M., Leaf, P.J., Manderscheid,
R.W., Rosenheck, R.A., Walters, E.E. and Wang, P.S. (2001). The prevalence and correlates of
untreated serious MI. Health Services Research, 36(6, Pt. 1), 987–1007.
Kingdon, D., Sharma, T., & Hart, D. (2004). What attitudes do psychiatrists hold towards people
with MI? Psychiatric Bulletin, 28, 401–406. doi.org/10.1192/pb.28.11.401

Knaak, S., Modgill, G., & Patten, S. B. (2014). Key ingredients of anti-stigma programs for health
care providers: a data synthesis of evaluative studies. The Canadian Journal of Psychiatry,
59(1_suppl), 19-26.
Koroukian, S. M., Bakaki, P. M., Golchin, N., Tyler, C., & Loue, S. (2012). MI and use of
screening mammography among Medicaid beneficiaries. American Journal of Preventive
Medicine, 42, 606–609. doi.org/10.1016/j.amepre.2012.03.002
Kvaale, E. P., Haslam, N., & Gottdiener, W. H. (2013). The ‘side effects’ of medicalization: A
meta-analytic review of how biogenetic explanations affect stigma. Clinical psychology review,
33(6), 782-794.
Lasalvia, A., Van Weeghel, J., Reneses, B., Bacle, S.V., Thornicroft, G., & Bonetto, C. (2013).
Discrimination reported by people with major depressive disorder: authors’ reply. Lancet, 381,
1181–2.
Latalova, K., Ociskova, M., Prasko, J., Kamaradova, D., Jelenova, D., & Sedlackova, Z. (2013).
Self-stigmatization in patients with bipolar disorder. Neuroendocrinology letters, 34(4), 265-272.
Lauber, C., Anthony, M., Ajdacic-Gross, V., & Rössler, W. (2004). What about psychiatrists’
attitude

to

mentally

ill

people?

European

Psychiatry,

19,

423–427.

doi.org/10.1016/j.eurpsy.2004.06.019
Laursen, T.M., Munk-Olsen, T., Nordentoft, M., & Mortensen, P.B. (2007). Increased mortality
among patients admitted with major psychiatric disorders: a register-based study comparing
mortality in unipolar depressive disorder, bipolar affective disorder, schizoaffective disorder, and
schizophrenia. Journal of Clinical Psychiatry 68, 899–907.

Lincoln, T.M., Arens, E., Berger, C., Rief, W., 2008. Can antistigma campaigns be improved? A
test of the impact of biogenetic vs psychosocial causal explanations on implicit and explicit
attitudes to schizophrenia. Schizophrenia Bulletin 34, 984-994.
Link, B. G., & Phelan, J. C. (2001). Conceptualizing stigma. Annual Review of Sociology, 27, 363–
385. doi:10.1146/ annurev.soc.27.1.363
Link, B. G., Castille, D. M., & Stuber, J. (2008). Stigma and coercion in the context of outpatient
treatment

for

people

with

MI’s.

Social

Science

&

Medicine,

67,

409–419.

doi:10.1016/j.socscimed.2008.03.015
Link, B.G., & Phelan, J. (2006). Stigma and its public health implications. Lancet, 367, 528-29
Livingston, J. D., Cianfrone, M., Korf-Uzan, K., & Coniglio, C. (2014). Another time point, a
different story: One year effects of a social media intervention on the attitudes of young people
towardsMH issues. Social Psychiatry and Psychiatric Epidemiology, 49(6), 985–990.
doi:10.1007/s00127-013-0815-7
Magliano, L., Fiorillo, A., De Rosa, C., Malangone, C., & Maj, M. (2004). Beliefs about
schizophrenia in Italy: A comparative nationwide survey of the general public, mental Health
professionals, and patients’ relatives. Canadian Journal of Psychiatry/La Revue Canadienne De
Psychiatrie, 49, 323–331.
Morgan, A. J., Reavley, N. J., Ross, A., Too, L. S., & Jorm, A. F. (2018). Interventions to reduce
stigma towards people with severe MI: Systematic review and meta-analysis. Journal of
Psychiatric Research, 103, 120–133. doi:10.1016/j.jpsychires.2018.05.017

Narrow, W. E., Regier, D. A., Norquist, G., Rae, D. S., Kennedy, C., & Arons, B. (2000).MH
service use by Americans with severe MI’s. Social Psychiatry and Psychiatric Epidemiology,
35(4), 147-155.
Nilsson, K. K., Kugathasan, P., & Straarup, K. N. (2016). Characteristics, correlates and outcomes
of perceived stigmatization in bipolar disorder patients. Journal of affective disorders, 194, 196201.
Paulhus, D. L. (2002). Socially desirable responding: The evolution of a construct. In Braun, H.
I., Jackson, D. N., Wiley, D. E. (Eds.), The role of constructs in psychological and educational
measurement (pp. 49-69). Mahwah, NJ: Lawrence Erlbaum.
Pescosolido, B. A., Martin, J. K., Long, J. S., Medina, T. R., Phelan, J. C., & Link, B. G. (2010). “A
Disease Like Any Other”? A Decade of Change in Public Reactions to Schizophrenia, Depression,
and

Alcohol

Dependence.

American

Journal

of

Psychiatry,

167(11),

1321

1330. doi:10.1176/appi.ajp.2010.09121743
Pescosolido, B.A., & Martin, J.K. (2015). The stigma complex. Annual Review Sociology, 41, 87–
116. doi:10.1146/ annurev-soc-071312-145702
Pettigrew, T.F., & Tropp, L.R. (2008). How does intergroup contact reduce prejudice? Metaanalytic tests of three mediators. European Journal of Social Psychology, 38(6), 922-934.
Phillips, M. L., & Kupfer, D. J. (2013). Bipolar disorder diagnosis: challenges and future
directions. The Lancet, 381(9878), 1663–1671. doi:10.1016/s0140-6736(13)60989-7
Read, J., Haslam, N., & Magliano, L. (2013). Prejudice, stigma and 'schizophrenia': The role of
bio-genetic ideology.

Read, J., Haslam, N., Sayce, L., Davies, E., 2006. Prejudice and schizophrenia: A review of the
“MI is an illness like any other” approach. Acta Psychiatrica Scandinavica, 114, 303-318.
Rickwood, D., & Thomas, K. (2012). Conceptual measurement framework for help-seeking for
mental health problems. Psychology research and behavior management, 5, 173.
Saha, S., Chant, D., & McGrath, J. (2007). A systematic review of mortality in schizophrenia: Is
the differential mortality gap worsening over time? Archives of General Psychiatry, 64, 1123–
1131. doi.org/10.1001/ archpsyc.64.10.1123
Sartorius, N., Gaebel, W., Cleveland, H. R., Stuart, H., Akiyama, T., Arboleda-Flórez, J.,
Baumann, A. E., Gureje, O., Jorge, M. R., Kastrup, M., Suzuki, Y., & Tasman, A. (2010). WPA
guidance on how to combat stigmatization of psychiatry and psychiatrists. World psychiatry :
official

journal

of

the

World

Psychiatric

Association

(WPA), 9(3),

131–144.

https://doi.org/10.1002/j.2051-5545.2010.tb00296.x
Schomerus, G., & Angermeyer, M. C. (2008). Stigma and its impact on help-seeking for mental
disorders: what do we know?. Epidemiology and Psychiatric Sciences, 17(1), 31-37.,
Schomerus, G., Schwahn, C., Holzinger, A., Corrigan, P.W., Grabe, H.J., Carta, M. G.,
Angermeyer, M.C., 2012. Evolution of public attitudes about MI: a systematic review and metaanalysis. Acta Psychiatrica Scandinavica 125, 440–452.
Sheehan, L., Nieweglowski, K., & Corrigan, P. W. (2017). Structures and types of stigma. In The
stigma of MI-end of the story? (pp. 43-66). Springer, Cham.

Smith, A., & Anderson, M. (2018). Social media use in 2018. Retrieved from
https://www.pewresearch.org/internet/wpcontent/uploads/sites/9/2018/02/PI_2018.03.01_Social-Media_FINAL.pdf
Smith, M. (2013). Anti-stigma campaigns: Time to Change. British Journal of Psychiatry, 202,
49–50. Retrieved from http://dx.doi.org/10.1192/bjp.bp.113.126813
Stathi, S., Tsantila, K., & Crisp, R. J. (2012). Imagining Intergroup Contact Can Combat Mental
Health Stigma by Reducing Anxiety, Avoidance and Negative Stereotyping. The Journal of Social
Psychology, 152(6), 746–757. doi:10.1080/00224545.2012.697080
Stier, A., & Hinshaw, S. P. (2007). Explicit and implicit stigma against individuals with
MI. Australian Psychologist, 42(2), 106-117.
Suhrcke, M., & de Paz Nieves, C. (2011). The impact of health and health behaviors on
educational outcomes in high-income countries: a review of the evidence. WHO Regional Office
for Europe, Copenhagen
Sullivan, G., Han, X., Moore, S., & Kotrla, K. (2006). Disparities in hospitalization for diabetes
among persons with and without co-occurring mental disorders. Psychiatric Services, 57, 1126–
1131. doi.org/10.1176/ appi.ps.57.8.1126
Thornicroft, G., Rose, D., & Kassam, A. (2007). Discrimination in health care against people with
MI. International Review of Psychiatry, 19, 113–122. doi.org/10.1080/09540260701278937
Thornicroft, G (2008). Stigma and discrimination limit access to MH care. Epidemiologiae
Psichiatria Sociale 17, 14–19.

Versiani, M., Cheniaux, E., & Landeira-Fernandez, J. (2011). Efficacy and safety of
electroconvulsive therapy in the treatment of bipolar disorder: a systematic review. The journal of
ECT, 27(2), 153-164.
Wahl, O. F. (2012). Stigma as a barrier to recovery from MI. Trends in cognitive sciences, 16(1),
9-10.
Weiner, B., Perry, R. P., & Magnusson, J. (1988). An attributional analysis of reactions to
stigmas. Journal of personality and social psychology, 55(5), 738.
Wieber, F., Thürmer, J. L., & Gollwitzer, P. M. (2015). Promoting the translation of intentions
into action by implementation intentions: behavioral effects and physiological correlates.
Frontiers in Human Neuroscience, 9. doi:10.3389/fnhum.2015.00395
Wilson, C. J., Deane, F. P., Ciarrochi, J. V. & Rickwood, D. (2005). Measuring help seeking
intentions: Properties of the General Help Seeking Questionnaire. Canadian Journal of
Counselling, 39 (1), 15-28.
Wolkenstein, L., & Meyer, T. D. (2008). Attitudes of young people towards depression and mania.
Psychology and Psychotherapy: Theory, Research and Practice, 81(1), 15-31.
Wolkenstein, L., & Meyer, T. D. (2009). What factors influence attitudes towards people with
current depression and current mania?. International Journal of Social Psychiatry, 55(2), 124-140.
Wong, N. C., Lookadoo, K. L., & Nisbett, G. S. (2017). “I’m Demi and I have bipolar disorder”:
Effect

of

parasocial

contact

on

reducing

disorder. Communication Studies, 68(3), 314-333.

stigma

toward

people

with

bipolar

World Health Organisation (2013). Investing in Mental Health: evidence for action. Retrieved
from https://www.pna.ie/images/stories/0410131.pdf
Xu, Z., Huang, F., Kösters, M., Staiger, T., Becker, T., Thornicroft, G., & Rüsch, N. (2018).
Effectiveness of interventions to promote help-seeking for Mental Health problems: systematic
review and meta-analysis. Psychological Medicine, 1-10. doi:10.1017/s0033291718001265
Yamaguchi, S., Wu, S. I., Biswas, M., Yate, M., Aoki, Y., Barley, E. A., & Thornicroft, G. (2013).
Effects of short-term interventions to reduce Mental Health–related stigma in university or college
students: a systematic review. The Journal of nervous and mental disease, 201(6), 490-503.
Yap, M. B., Wright, A., & Jorm, A. F. (2011). The influence of stigma on young people’s helpseeking intentions and beliefs about the helpfulness of various sources of help. Social Psychiatry
and Psychiatric Epidemiology, 46(12), 1257-1265.

Appendices

Appendix A- Educational Vignette

Bipolar disorder is a mental health condition and is classified as a mood disorder.
Individuals with Bipolar disorder experience extreme mood swings that include
emotional highs referred to as mania or hypomania and lows which are referred to as
depression. When you are experience an extreme high or low, they are referred to as
episodes and can last from several weeks to months. Individuals with Bipolar disorder
also experience shifts in energy and activity levels. The onset of bipolar disorder
often occurs in late teens or early adulthood. Women are more likely to receive a
diagnosis of bipolar disorder than men, although the cause for this is unknown.
An individual experiencing an episode of depression may demonstrate symptoms
including feelings of sadness, hopeless, irritability, self-doubt, worthlessness and
emptiness most of the time. Individuals experiencing depression often exhibit a lack
energy and have difficulties with concentration and memory. Often there is a loss of
interest in daily activities, difficulties sleeping and in extreme cases suicidal thoughts.
During an episode of mania individuals may feel very happy, elated, overjoyed and
energetic. They can display excessive talking and are easily distracted or agitated.
Individuals going through a manic episode may experience delusions, in some
instances they may believe they are very important such as a famous actor or singer.
Disturbed thoughts can also be experienced during manic episodes. Often individuals

say or do things impulsively which are out of character and they usually regret these
actions after the manic episode has passed. Additionally, individuals often feel they
don’t need to sleep or eat.
There are several types of bipolar disorders including Bipolar I, Bipolar II and
Cyclothymic disorder and bipolar disorder not otherwise specified. Symptoms vary
depending on what classification of Bipolar disorder you have been diagnosed with.
Bipolar I is the most classic form of bipolar disorder, with the manic episodes clearly
evident. Individuals with Bipolar I experience extreme shifts in mood and their
behaviour escalates to a point where it is out of control. If left untreated the individual
may require hospitalisation. Individuals with Bipolar I do experience depressive
episodes although they are not required to receive a diagnosis.
Bipolar II involves depressive symptoms, however, the manic symptoms are much
less severe and are referred to as hypomanic symptoms. Hypomania can become
progressively worse without treatment and can result in the person becoming severely
manic or depressed.
Cyclothymic disorder involves changes in mood, energy and activity levels similar to
Bipolar I and Bipolar II, however these shifts are more subtle in nature. Individuals
with cyclothymic disorder can function normally without medication, however this
may be difficult. Over time, individuals shift in mood may develop into a diagnosis of
Bipolar I or II.

Bipolar disorder not otherwise specified is a general category for a person who
exhibits some symptoms of bipolar disorder, however these symptoms are not enough
to warrant a diagnosis or Bipolar I, II or cyclothymic disorder.
Bipolar disorder does not appear to have a single cause but is more likely to result
from a range of factors that interact. Genetic, biological and environmental factors
have all been implicated in contributing to Bipolar disorder.
Genetic factors have been implicated as you are more likely to develop Bipolar
disorder if a close relative such as a parent or sibling has bipolar disorder. Biological
factors have been implicated as patients with bipolar disorder show physical changes
in their brains. Finally, environmental factors are also thought to contribute to bipolar
disorder, with the occurrence of both physical and emotional abuse, stress,
experiencing a significant loss such as the death of a loved one or some other
traumatic event demonstrated to contribute to or trigger bipolar disorder. One
commonly proposed possibility is that some people with a genetic predisposition for
bipolar disorder may not have noticeable symptoms until an environmental factor
triggers a severe mood shift.
Although bipolar disorder is generally a lifelong condition, mood swings and other
symptoms can be controlled by following a treatment plan. In most cases, bipolar
disorder is treated with medications and psychological therapies.
Medication can be particularly useful at combating symptoms and treatment options
include antidepressants, antipsychotics, lithium salts and benzodiazepines. However,

these medications can have side effects and lead to nonadherence, it is also common
for individuals when experiencing a manic episode to stop taking medication as they
feel nothing is wrong with them.

Appendix B- Contact Vignette
When I was 13-14 years of age, I first noticed the mood swings. I would feel so alone, so
withdrawn, suicidal, even after fantastic weeks spent in school or playing sport those feelings
were still there. I always thought the problem stemmed from me, that I was weak, that I just had
to accept all this, that I would never be able to change it, and I guess I did just that. I carried on
and expected very little of myself and suffered from low confidence and self- esteem.
I wasn’t diagnosed with Bipolar until I was 22, however the symptoms came long before that. At
17 I fell into a deep depression after starting university. Depression felt like the end of the world,
I stopped doing everything I was interested in, sport, university, even eating. It took me to places
where I contemplated suicide daily for four months. I was worthless, or so I believed, it was a
very tough time to get out of.
Prior to my first hospitalisation I started to experience symptoms of mania. I felt like I was the
smartest person in the room, I was extremely confident and it was great to feel like I could talk to
anyone. I have never taken a class A drug like ecstasy; however, I now feel like the feelings of
being ‘high’, especially when out socially, could be likened to the highs experienced when taking
drugs. I still gets moments of feeling ‘high’ but I now have the holistic skills to ground myself
and harness the energy.
After I was first diagnosed the only books I could find on Bipolar at the time mentioned famous
people with Bipolar, however these never helped me. These people never had to queue for
disability in rural Ireland, it was very tough and I was unsure whether I’d ever work again at 23.
I often given talks on mental health and hear more often than not “What works for you won’t
work for everyone”. However, I believe if you are willing to put in the work as I have done you

will reap the benefits. I am living a life today which has surpassed what I believed was possible
before. Since my last hospitalisation I have worked steadily and progressively on myself and
with that came new employment opportunities. Each year I have worked my way into more
senior positions and I am now working as a senior IT infrastructure engineer.
It wasn’t until my 40th birthday that I learned more about my family’s circumstances. My
parents had lost a child to cot death. Her name was Siobhan. I always knew growing up that
Mam had survived breast cancer and also went through the ordeal of losing Siobhan, however it
wasn’t until my 40th birthday that I learned they both occurred at the same time.
I was 2 months premature and was close to death as a baby. I was born a year after Siobhan’s
death. I grew up very sheltered and stayed in my parents’ bed until I was 5. I believe the trauma
of Siobhan’s death and what happened afterwards played a huge part in the anxiety I had both as
an adolescent and teenager.
If I grew in the current era where teenagers are given holistic help and talk therapy. I don’t
believe either of my hospitalisations would have happened. I believe that mental health is borne
from trauma and is brutally stigmatised by people with either no experience or understanding of
what’s happened to the people involved. People are punished with trauma, and then punished
again by proxy and that can’t be right.
To anyone reading this and recognising yourself, family or friends. I would ask you to become
your own therapist. At the start you will have to be compliant with medication but introduce
different aspects of therapies into your life. Talk therapy is amazing, the holistic area is so useful
and a lot of the people I worked in that field had gone through similar life experiences as myself.
I am the sum of all my therapies, the time spent working on myself. Believe me when I tell you,

that there is a way out of all this. I believe the light at the end of the tunnel is not an illusion, it’s
really the tunnel that is.

Appendix C- Bipolar Disorder Vignette
Gary is a 22-year-old male who is currently being treated for insomnia and depression, however
recently he has begun drinking excessively. He has recently dropped out of college due to being
brought to the attention of a disciplinary board for setting off a fire alarm. He stated, “I took the
responsibility to pull the fire alarms on the main campus building to ensure it was working, given
the life or death nature of fires”. Before dropping out he had changed his major from geography
to philosophy and is convinced about the importance of his ideas. He has recently started staying
up until 4 or 5 am in the morning writing excitedly into several different notebooks. When asked
about this he claims he is on the verge of revolutionizing philosophy and that he is intellectually
superior to leading professionals in the field. Although he does not take illegal substances he has
admitted to increasing alcohol consumptions “like all great thinkers do”. Gary’s parents are
somewhat shocked by his behaviour and efforts by his family to understand the recent changes in
his behaviour and thought have led to long and rambling arguments.

Appendix D- General Help Seeking Questionnaire (Deane et al., 2005)

Appendix E- Community Attitudes Towards Mental Illness (Taylor & Dear, 1981)

F- Information sheet

Appendix G- Consent sheet

Appendix H- Debrief sheet

Thank you for taking the time to participant in our study “Education vs. service user perspective
at decreasing stigma and increasing help seeking surrounding bipolar disorder.”.
As you have been previously informed, participation is anonymous and completely voluntary. If
upon completion you have experienced any negative feelings, upset or distress, below are contact
details for support services with the field.
• Pieta House:
• Aware:
• Samaratians:
• SpunOut:
• Childline:

www.pieta.ie
www.aware.ie
www.samaritans.org
https://spunout.ie/
www.childline.ie

or Free phone: 1800 246 247
or Free Phone: 1800 804 848
or Free Phone: 116 123 or email: jo@samaritans.ie
or Free Phone: 1800 666666

As stated in the information sheet no aspect of this study should be interpreted as mental health
advice and if you seek advice you should refer to one of the resources listed above or your GP.
If you have any further questions or queries about the research, please do not hesitate to contact
the researcher at the following email; Andrea Ladley: 10534386@mydbs.ie
My supervisor can be contacted at: Patricia Frazer: patricia.frazer@dbs.ie
Thank you so much for your participation!
I would appreciate if you could reshare this study!

