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Abstract: The aim of this study was to investigate whether personal stigma
decreases self-identification as having a mental illness in individuals with un-
treated mental health problems. We interviewed 207 persons with a currently
untreated mental health problem as confirmed by a structured diagnostic in-
terview. Measures included symptom appraisal, self-identification as having
a mental illness (SELFI), self-labeling (open-ended question on the nature of
their problem) stigma-related variables (explicit and implicit), as well as
sociodemographics, current symptom severity, and previous treatment. Support
for discrimination and implicit stigmatizing attitude were both associated
with lower likelihood of self-identification. More social distance and support
for discrimination were associated with less self-labeling. Previous treatment was
the strongest predictor of symptom appraisal, SELFI, and self-labeling. Destig-
matizing mental illness could increase awareness of personal mental health prob-
lems, potentially leading to lower rates of untreated mental illness.
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R ecognizing one's own symptoms as part of an impending mental
illness is a crucial but yet underresearched early step in the pro-

cess of seeking professional help. Self-identification as potentially
having a mental illness has been conceptualized in two theoretical
models of help-seeking: Thoits' model of the self-labeling process in
mental illness, which is based on labeling theory, suggests that indi-
viduals “can self-label because they are able to observe and classify
their behaviors, thoughts, and feelings from the perspective of the
wider community” and that self-labeling can motivate help-seeking
behavior (Thoits, 1985, p. 243). Over the last two decades, the term
“self-labeling” has only sporadically been used regarding mental
health conditions, but rather in other contexts like sexual orientation.
Leventhal's self-regulation model of illness representation (Leventhal
et al., 1998) also emphasizes the essential role of identity (what is it?)
for illness behavior.

In this article, we examine whether and to what extent stigma
is a barrier to self-labeling as having a mental illness in persons with
untreated mental health problems. Stigma is an established barrier to
help-seeking for mental illness (Clement et al., 2015; Corrigan et al.,
2014; Eisenberg et al., 2009), willingness to seek help (Mojtabai,
2010), and even to seeking information about mental health and
counseling (Lannin et al., 2015). Label avoidance has been identi-
fied as an important mechanism on how stigma can interfere with
the help-seeking process. To avoid the negative consequences of
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stigma, persons with untreated mental health problems can choose
to avoid the label of having a mental illness by not seeking profes-
sional help (Corrigan et al., 2014; Savage et al., 2016). Data from
the World Health Organization world mental health surveys shows
that, in fact, only 1.7% to 26.2% of respondents with mild mental
disorder, 13.3% to 39.9% of those with moderate mental disorder,
and 11.0% to 59.7% of those with severe mental disorder had used
any type of service in last 12 months (Wang et al., 2007). Epidemiolog-
ical studies consistently show a large treatment gap in mental health
care, for example, for major depressive disorder (Thornicroft et al.,
2017), which is one of the most common mental disorders in the
general population (Alonso et al., 2004; Dietrich et al., 2017).

So far, label avoidance has mostly been described as an active
decision not to disclose a recognized mental health problem (Corrigan,
2004; Corrigan et al., 2014). At a closer look, however, label avoidance
may start earlier than that and occur on an intrapersonal level, when
symptoms occur and need to be recognized as potential signs of a mental
illness. To avoid stigma, a person may already avoid appraising his
or her mental health symptoms as being a sign of a mental disorder,
thus avoiding the perceived need to seek for help (Schomerus et al.,
2012). By sidestepping self-labeling as having a mental illness, indi-
viduals may also avoid self-stigma, the application of personal neg-
ative views about mental illness to themselves.

For this study, we conceptualize the complex process of self-
labeling as four successive, interrelated steps. First, people need to rec-
ognize that they have a problem at all or that there is something wrong
with them (symptom awareness). Second, they need to consider that
their symptoms or problems could be part of an illness (symptom
appraisal). Third, they need to contemplate specifically whether their
symptoms could be part of a mental illness (self-identification as hav-
ing a mental illness). Finally, they could conclude that they have a men-
tal illness and decide to self-label as being mentally ill (self-labeling).
Personal stigmatizing attitudes could interfere with this process at
any stage: the more negative individuals feel about other people with
mental illness, the more difficult it would be for them to be aware of
their symptoms, appraise symptoms as part of an illness, self-identify,
and, finally, self-label as having a mental illness.

Few studies examine whether stigma impacts self-labeling as
having a mental illness. A systematic review of studies addressing health
beliefs and perceived need for mental health care showed that none of
the included studies purely assessed the “identity” illness perceptions
in terms of the self-regulation model (Prins et al., 2008). Four other
studies measured group identification, but these studies assessed group
identification with regard to special support groups or the group of the
mentally ill (Crabtree et al., 2010; Rüsch et al., 2006, 2009; Schibalski
et al., 2017) but not individual self-identification as having a mental ill-
ness. To close this gap, we aim to investigatewhether personal stigmatizing
attitudes have a negative impact on the process of self-labeling as having a
mental illness in persons with currently untreated mental health problems.

To assess respondents' stigmatizing attitudes, we will use both
explicit and implicit measures. Implicit measures avoid social desirabil-
ity bias, which could influence answers to explicit questions on per-
sonal attitudes toward a stigmatized group (Greenwald et al., 1998).
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In addition, in persons who have not identified as having a mental
illness and who have not been in contact to services previously, the
stigma of mental illness may be a nonsalient topic, and implicit
measures could capture biases that would remain unnoticed in
explicit statements.

METHODS

Sample and Study Design
The target population for our study included individuals with

a currently untreated mental illness in the early stages of the process
of self-labeling as having a mental health problem. For this purpose,
we invited persons with symptoms of depression via newspaper
advertisements, Facebook posts, and flyers to participate in our
study. In our adverts, we described the symptoms of depression without
mentioning the diagnosis, nor referring to psychiatry or mental illness,
nor using the term “illness” or “disease” (see Appendix for details). We
explained that many persons have such symptoms and that we wanted
to find out why some do seek medical or therapeutic help and others
do not. We focused on depression because of its high prevalence in
the general population (Alonso et al., 2004) and because many of its
symptoms can be easily described without using psychiatric terminol-
ogy (e.g., sleep disturbances and lack of energy instead of insomnia
and fatigue). By asking about present symptoms, we included persons
being aware of their symptoms but potentially reluctant to appraise the
symptoms as being part of an illness, or self-identify and self-label as
having a mental illness. In the adverts, persons interested in the study
were asked to call the study center. Altogether, 429 persons contacted
the study center and underwent telephone screening using the Patient
Health Questionnaire–9 (PHQ-9; Depression subscale; Kroenke et al.,
2001). PHQ-9 scores of 5 to 9 are considered indicating mild, 10 to
14 moderate, and higher than 14 severe depression (Kroenke et al.,
2010). Participants scoring 8 or higher and reporting that they did cur-
rently not receive any professional treatment for their complaints were
invited for a face-to-face interview. We chose a screening threshold
below the “moderate” category accounting for persons who would
only reluctantly disclose their symptoms in a telephone screening.
Thus, 266 participants were invited, of which 31 (12%) did not re-
spond after two to three follow-up calls and attempts to reschedule
the interview, resulting in 233 persons attending and completing
the interview. The average interview duration was 142 minutes
(SD = 36 minutes). The interviewer was present during the whole
interview time and clarified any potential difficulties in the under-
standing of the self-report questionnaire. Every participant who
finished the interview received€30 as a reimbursement for their time.
The study was approved by the local ethics committee of the University
Medicine Greifswald.

Twenty-six participants who completed the interview were
excluded. Four participants stated during the interview that they were
presently in treatment, and 22 participants were excluded because
they did not fulfill the ICD-10 criteria for any mental illness as
assessed in the diagnostic interview (Mini International Neuropsy-
chiatric Interview [MINI]). So, our final sample consisted of 207
participants with a present untreated mental health problem, fulfilling
ICD-10 criteria for a depressive or another mental illness.

Measures
The interview comprised a self-report questionnaire and implicit

tests as well as a diagnostic interview. At the beginning, sociodemo-
graphic variables were assessed (sex, age, education, employment, and
previous treatment). We assessed the proposed stages of self-labeling
by the following measures:

The German version of the Patient Health Questionnaire (PHQ-9;
Gräfe et al., 2004; Kroenke et al., 2010) was used to assess perceived
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symptoms of depression at the time of the interview (symptom aware-
ness). Items referred to the last 2 weeks, using a 4-point Likert scale
(0 = not at all to 3 = nearly every day); sample items are little interest
or pleasure in doing things; trouble concentrating on things, such as
reading the newspaper or watching television; trouble falling or
staying asleep; or increased sleep. The subscale showed an accept-
able to good internal consistency in our sample (Cronbach's α = .78).
On average, participants had a mean total PHQ-9 score of 12.9
(SD = 4.7, range = 3–27), which corresponds to moderate depression
(Kroenke et al., 2010).

We assessed whether participants considered their own com-
plaints being related to a disease in general (“My complaints are part
of an illness”, symptom appraisal). This single item was answered
on a 5-point Likert scale anchored with 1 = not at all, 2 = rather no,
3 = don't know, 4 = rather yes, and 5 = definitely. On average, partici-
pants rated 3.3 (SD = 1.1, range = 1–5) on this item, showing a slight
tendency to appraise their complaints as part of an illness.

We used the self-identification as having a mental illness – scale
(SELFI) to measure self-identification with the group of persons with
mental illness. Schomerus et al. (2012) developed this five-item scale
(originally termed “Mental Health Problem Appraisal Scale”), which
measures towhat extent participants regard present personal complaints
as evidence for a mental illness. Items are “Current issues I am facing
could be the first signs of a mental illness,” “The thought of myself
having a mental illness seems doubtful to me” (reversely coded), “I
could be the type of person that is likely to have a mental illness,” “I
see myself as a person that is mentally healthy and emotionally stable”
(reversely coded), and “I am mentally stable, I do not have a mental
health problem” (reversely coded). Participants rated each item on a
5-point Likert scale anchored with 1 = don't agree at all and 5 = agree
completely. In our sample, the scale showed good internal consistency
(Cronbach's α = .84). On average, participants had a mean total score of
15.8 (SD = 4.8, range = 5–25) and an item-level mean of 3.2 (SD = 1.0),
showing a slight tendency to self-identify as having a mental illness.

Participants stating that their complaints were “rather yes” or
“definitely” part of an illness (symptom appraisal, as described above)
were subsequently asked to name a disease that described their symp-
toms best. From this open-ended question, we defined a dummy vari-
able, with 1 indicating that participants had named any mental illness
as a cause for their symptoms and used this variable self-labeling for
our analyses. One in four participants (24.6%) named a mental illness
describing their current complaints best.

To establish whether participants met criteria of a mental dis-
order according to ICD-10, we conducted a short structured diag-
nostic interview—the German version of the MINI (Ackenheil
et al., 1999; Sheehan et al., 1998). The MINI assesses psychiatric
Axis-I disorders from the Diagnostic and Statistical Manual of
Mental Disorders, 4th Edition, and ICD-10. Because of the psychi-
atric terminology used in this interview, which could influence
both self-identification and attitudes, the MINI was conducted at
the end of the session and was used in retrospect to define the final
sample of participants who did fulfill our inclusion criterion of a
present mental illness.

Other measures examined personal stigmatizing attitudes of the
respondents. The Social Distance Scale uses seven items that assess
respondents' willingness to interact with persons with mental illness
in various everyday situations, such as moving next door or spend an
evening socializing (Link et al., 1987), indicating the extent of per-
sonal stigmatizing attitudes. A sample item is “How would you feel
about renting a room in your home to a person with severe mental
illness?” Items are rated on a 5-point Likert scale, with 1 = very
likely to 5 = very unlikely. In our sample, the scale showed good
internal consistency (Cronbach's α = .85). On average, participants
had a mean total score of 11.5 (SD = 3.9, range = 5–25) and an item-
level mean of 2.3 (SD = 0.8).
© 2017 Wolters Kluwer Health, Inc. All rights reserved.
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TABLE 1. Characteristics of the Sample (N = 207)
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We used three items to assess support for discrimination of
persons with mental illness (Schomerus et al., 2007). Discrimination
refers to a behavior that is intended to have a differential or harmful
effect on the members of a stigmatized group and “is the behavioral
result of prejudice” (Corrigan et al., 2014, p. 42). Items were rated
on a 5-point Likert scale anchored with 1 = don't agree at all and
5 = agree completely. Items were as follows: “If persons with mental
illness do not consent to medical treatment, they should receive
compulsory treatment,” “Persons with mental illness should not be
allowed to have a driving license,” “Persons with mental illness
should not be allowed to hold public office.” The three-item scale
showed acceptable internal consistency (Cronbach's α = .70). On
average, participants had a mean total score of 7.1 (SD = 3.0,
range = 3–15) and an item-level mean of 2.4 (SD = 1.0).

We conducted a Brief Implicit Association Test (BIAT) to mea-
sure the strength of implicit stigma. A BIAT is a short version of the
original Implicit Association Test, which is an established measure of
a person's association strength between different mental concepts
(e.g., to assess the extent of stereotypes; Nosek et al., 2014; Sriram
and Greenwald, 2009). The BIAT has already been used to assess
implicit stigma-related associations in persons with severe mental
illness (Rüsch et al., 2010). The BIAT was administered using the
proprietary software Inquisit 4. The software computes a final score D,
which is a measure of association strength. D is computed as the
difference between response latencies and standard deviations of
two different combinations of concepts (Nosek et al., 2014). D has
a theoretical minimum of −2 and a maximum of +2. Positive D scores
represent a stronger implicit association between “mental illness” and
“different,” whereas negative D scores represent a stronger association
between “mental illness” and “normal.” Conventionally, a D score of
0.2 is regarded small, a score of 0.5 medium, and a score of 0.8 large
(Greenwald et al., 1998). On average, participants had a mean D score
of 0.06 (SD = 0.30, range = −0.70 – 0.85), showing that there was, on
average, no tendency to associate “mental illness” with “normal” or
“different” in our sample.
n %

Sex
Female 147 71.0
Male 60 29.0

Age
18–24 21 10.6
25–34 30 14.5
35–44 15 7.3
45–54 47 22.7
55–64 58 28.0
>65 36 16.9

Education in school years
12 or 13 yr 74 35.9
10 yr 114 55.1
9 yr or less 14 6.8

Family status
Married 76 36.7
Divorced 44 21.3
Single 78 37.7

Employment
University student 26 12.9
Unemployed 24 11.9
Employed 79 38.2
Pension/unable to work 12 6.0
Retired 50 24.9

Total numbers of cases n < 207 due to nonresponse.
Statistical Analyses
We computed the total scores of the different measures, imputing

missing values using individual mean participant response of that scale,
if no more than 25% of values were missing (Downey and King, 1998;
Roth et al., 1999). In all analyses concerning implicit stigma, we ex-
cluded participants who produced an error rate of more than 25% in
classifying attributes into subordinate categories (Nosek et al.,
2014). Hence, a smaller sample size was available for statistical analy-
ses including the implicit stigma measure (BIAT; n = 183).

First, testing whether the variables on self-labeling and stigma
were correlated in the expected direction, we assessed pairwise corre-
lation coefficients to examine the association between the stages of
the self-labeling process (symptom awareness, symptom appraisal,
self-identification, and self-labeling) with explicit and implicit stigma
variables. Second, to test whether the associations between stigma
variables and self-labeling remain significant when control variables
are added to the model, we used regression analyses simultaneously
including the stigma variables and previous treatment, age, sex,
and education. Third, as a sensitivity analysis, we additionally in-
cluded depressive symptoms (which is identical to symptom aware-
ness) in the models for symptom appraisal, self-identification, and
self-labeling.

Because of different types of dependent variables (symptom
appraisal: categorical; symptom awareness and self-identification:
continuous; and self-labeling: binary), we used ordinal logistic
regression, linear regression, and logistic regression as appropriate.
Assumptions for linear regression analyses such as normality distri-
bution from residuals, heteroscedasticity, and multicollinearity were
© 2017 Wolters Kluwer Health, Inc. All rights reserved.

Copyright © 2017 Wolters Kluwer H
tested and were met. All statistical procedures were computed using
STATA (version 14).

RESULTS

Sample Characteristics
Participants were on average 49.6 years old (SD = 16.3), 71.0%

were women. As seen in Table 1, the sample included people of a range
of ages, with lower numbers in the 35-to-44 years age group. Most
participants were employed (38.3%) or retired (24.8%). The follow-
ing are the participants' level of education compared with local sta-
tistical data (Statistical Office Germany, 2015): 35.9% had completed
12 or 13 years of schooling (local general population: 20.3%), 55.1%
had completed 10 years of schooling (local general population: 53.3%),
and only 6.8% had completed 9 years of schooling or less (local
general population: 19.7%).

All individuals in our final sample met diagnostic criteria for at
least onemental illness according to ICD-10. Most participants fulfilled
diagnostic criteria for a mood disorder (F3: n = 181, 87.4%) or neurotic,
stress-related and somatoform disorder (F4: n = 120, 58.0%). Fourteen
participants fulfilled diagnostic criteria for a substance use disorder
(F1: 6.7%), and two participants for behavioral syndromes associated
with physiological disturbances and physical factors (F5: 1.0%). The
most frequent disorders were recurrent depressive disorder (n = 69,
33.3%), major depression (n = 62, 30.0%), and double depression
(n = 25, 12.1%). Altogether, 103 (49.8%) of the participants met diag-
nostic criteria for only one disorder, 132 (63.8%) simultaneously met
criteria for two disorders, and 3.9% (n = 8) met criteria for three disor-
ders, the most frequent combination being a mood disorder with a dis-
order from ICD-10 section F4 (n = 98, 47.3%).
www.jonmd.com 905
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TABLE 2. Pairwise Correlation Coefficients Between Self-Identification and Stigma Variables (n = 178–207)

1 2 3 4 5 6 7

1 Symptom awareness (PHQ-9) 1
2 Symptom appraisal .24*** 1
3 Self-identification (SELFI) .37*** .49*** 1
4 Self-labeling .25*** .51*** .52*** 1
5 Social distance −.14* −.02 −.14 −.21** 1
6 Support for discrimination −.06 .01 −.22** −.23*** .50*** 1
7 BIAT-different −.13 .07 −.18* −.06 .14 .10 1

BIAT-different (implicit stigma), D value (positive values indicate stronger implicit association between differentness and mental illness).

*p < 0.05, **p < 0.01, ***p < 0.001.

Stolzenburg et al. The Journal of Nervous and Mental Disease • Volume 205, Number 12, December 2017
About half of the participants (n = 107; 53.2%) indicated that
they had previously been in treatment because of a mental health
problem. Fifty persons (24.2%) reported that they had previously
seen a psychiatrist, and 86 persons (41.5%) reported having seen
a psychotherapist/psychologist.

Self-Labeling and Stigma—Pairwise Correlation
Table 2 shows pairwise correlation coefficients between symp-

tom awareness, symptom appraisal, self-identification, self-labeling,
and stigma-related variables. The following are the main results from
Table 2: a) symptom awareness, symptom appraisal, self-identification,
and self-labelingwere positively interrelated (r = 0.24 to 0.52). b) Stronger
stigma was negatively associated with the stages of the self-labeling
process. In particular, desire for social distance was associated with
less symptom awareness, less self-labeling, and (below significance)
less self-identification (r = −0.14 to −0.21). Stronger support for dis-
crimination was associated with both lower self-identification as
having a mental health problem and less self-labeling (r = −0.22
and −0.23). Stronger implicit stigma was associated with lower self-
identification (r = −0.18).

Self-Labeling and Stigma—Regression Analyses
To further test our hypothesis that stronger expression of stigma

was associated with lower symptom awareness, symptom appraisal,
self-identification, and self-labeling, we used multiple regression
analyses, regressing explicit and implicit stigma variables on different
TABLE 3. Regression Analyses Regressing the Four Steps of the Self-Labe

Symptom Awareness (PHQ-9) Symp

β p OR

Social distance −.09 0.347 1.00
Support for discrimination .04 0.638 0.98
BIAT-different −.15 0.056 1.13
Previous treatment .16 0.035 2.62
Age −.13 0.103 1.02
Sex −.08 0.288 1.00
Education −.05 0.484 0.75
Adjusted R2 .04
Pseudo-R2

Linear regression (symptom awareness, self-identification); ordinal regression (sym
face. BIAT-different (implicit stigma), D value (positive values indicate stronger im
(1 = yes); sex (1 = woman).

906 www.jonmd.com
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stages of process of self-labeling. Each analysis was controlled for var-
iables that might also impact on outcome variables (previous treatment,
age, sex, and education). Table 3 shows beta coefficients of linear re-
gression analyses and odds ratios (ORs) of logistic and ordered regres-
sion analyses, confirming the negative associations of support for
discrimination with self-identification and self-labeling, and of
implicit stigma with self-identification (Table 3). In these analyses,
stigma variables were not significantly related to the early stages
of self-labeling (symptom awareness and symptom appraisal).

Of the control variables, having previously been in treatment
was positively associated with all stages of self-labeling: symptom
awareness, symptom appraisal, self-identification, and self-labeling.
Higher age was positively associated with symptom appraisal and
with self-labeling. Higher education was negatively associated with
symptom appraisal.

To validate our results, we conducted a sensitivity analysis
adding depression severity (PHQ-9) as an additional predictor variable
for the later stages of the process of self-identification. Depression
severity was in fact positively associated with symptom appraisal
(OR = 1.10, 95% confidence interval [CI] = 1.03–1.18), self-
identification (β = .31, p = 0.000), and self-labeling (OR = 1.10,
95% CI = 1.01–1.20). However, all reported associations between
stigma variables and the stages of self-labeling remained significant.

DISCUSSION
Our study supports our hypothesis that personal stigma impedes

the process of self-labeling as having a mental illness in persons with
ling Process on Stigma Variables (n = 171–175)

tom Appraisal Self-Identification (SELFI) Self-Labeling

[95% CI] β p OR [95% CI]

[0.92–1.09] .04 0.634 0.94 [0.83–1.06]
[0.87–1.10] −.18 0.036 0.83 [0.70–0.98]
[0.43–2.97] −.18 0.013 0.59 [0.17–2.09]
[1.48–4.63] .35 0.000 2.89 [1.32–6.35]
[1.00–1.04] −.07 0.364 1.03 [1.00–1.05]
[0.53–1.87] .01 0.859 0.58 [0.25–1.36]
[0.58–0.97] −.03 0.623 1.02 [0.73–1.44]

.17
.05 .13

ptom appraisal); logistic regression (self-labeling). Significant results are in bold-
plicit association between differentness and mental illness); previous treatment

© 2017 Wolters Kluwer Health, Inc. All rights reserved.
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untreated mental health problems and may thus pose a barrier to
help-seeking. Label avoidance as a reaction to stigma seems to be
not only an active decision to avoid stigma but also an intrapersonal
phenomenon involving personal stigmatizing attitudes, leading to
avoidance of self-labeling. Personal stigma deters people from fram-
ing their present mental health problem as being related to a possible
mental illness.

Before discussing our findings in detail, some limitations of our
study should be mentioned. First, we used a convenience sample of
untreated people with a mental health problem in a Western industri-
alized country (Germany) that cannot be considered representative
for all persons with mental disorders. Findings might differ in other
cultural and national contexts. Sampling persons who are not in contact
with services is generally challenging, and a gold standard approach
would certainly have been using a sample of persons recruited by a
representative epidemiological study. However, our approach via news-
paper and social media adverts yielded a diverse sample with a consid-
erable burden of untreated mental disorders, and almost half of our
sample had never sought help for their mental health problems. Second,
it is unclear whether the incentive of €30 had any impact on the re-
sponse behavior of participants. Albeit, we hold the view that the incen-
tive was important to promote motivation for participation in this study.
Third, the presence of interviewers may have introduced response
biases like social desirability during completion of the questionnaire.
However, presence of interviewers was of benefit for many partici-
pants, especially older people, because they could pose questions
when filling out the questionnaire. Fourth, the PHQ-9, which we
used as an indicator of symptom awareness, had also been used at
first contact with the study center to identify individuals likely hav-
ing a present mental health problem, thus excluding persons who
were unaware of their mental health–related symptoms. Because
symptom awareness showed a weak negative correlation with per-
sonal stigma, our screening procedure likely introduced a selection
bias toward lower personal stigma.

Multiple regression analyses showed that associations with stigma
were most robust for those stages of the self-labeling process that
involved explicit mention of mental disorders, namely, self-identification
and self-labeling. Appraising symptoms as being part of an illness in
general (regardless of illness type, physical or mental), in contrast,
was not associated with stigmatizing attitudes in this study, indicating
that mental illness stigma is a barrier specifically to the mental illness–
related stages of the self-labeling process.

Previous treatment for mental health problems also showed
strong significant positive associations with all stages of self-labeling.
By seeking help previously, respondents presumably have been labeled
as having a mental illness and thus were more likely to regard their
present problem as being part of a mental disorder (Peter et al.,
2017). In addition, persons more ready to self-identify as having a
mental illness could have been more willing to seek help in the past.
Our findings that both more severe symptom load and previous
help-seeking are associated with more self-labeling mirror previous
studies on help-seeking that have similarly shown that higher dis-
tress levels and previous help-seeking are positively associated with
actual help-seeking (Biddle et al., 2004; Gulliver et al., 2010; Komiti
et al., 2006).

Our study demonstrates that there is indeed a link between
higher stigma and lower readiness to conceptualize personal com-
plaints as potential signs of a mental illness. Clement et al. (2015)
reported within a systematic review of 144 studies that stigma has
a small- to moderate-sized negative effect on help-seeking intentions
or behavior. The authors synthesized past research into a conceptual
model representing the process underlying the relationship between
stigma and help-seeking. In this model, self-identification as having
a mental illness plays an indirect role by producing a dissonance be-
tween the preferred social identity and mental illness stereotypes.
© 2017 Wolters Kluwer Health, Inc. All rights reserved.
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However, past research has mostly focused on predictors of help-
seeking intentions or behavior, without investigating factors that might
facilitate earlier stages of the help-seeking process. Our results indicate
that stigma might interfere with help-seeking at this very early stage
of the help-seeking process.

From an epidemiological point of view, our findings could help
explain the service use gap consistently found with regard to mental
disorders. When examining predictors of help-seeking, epidemio-
logical studies usually account for symptoms and diagnoses but do
not enquire whether participants actually consider having a mental
illness (Brandstetter et al., 2017). Our study shows that in persons
with untreated mental disorders, not only symptom severity and
treatment experience but also personal stigma determine whether a
person considers himself or herself being mentally ill. Our results
suggest that epidemiological studies aiming to assess help-seeking
behavior also need to assess relevant attitudes like personal stigma
and self-labeling as having a mental illness to fully understand delay
and failure to seek help for mental health problems.

Our study also adds to the evidence that personal endorsement
of stigma poses a barrier to help-seeking. Personal attitudes are
shaped by the cultural context and reflect public attitudes (Evans-
Lacko et al., 2012), so reducing the public stigma of mental disorders
is necessary and would also improve readiness to self-identify if
encountering mental health problems. Beyond this, however, there is
also a need to develop a multifaceted approach targeting interventions
that help persons with untreated mental illness as well as persons with
treated mental illness to overcome their personal stigmatizing attitudes.
Such interventions could be part of secondary or tertiary preventive
efforts, and they could rely on evidence-based strategies to reduce
the stigma of mental illness, for example, contact (Corrigan et al.,
2012; Thornicroft et al., 2016). In addition, interventions promulgating
the continuum concept of mental health have been shown to reduce
stigma (Corrigan et al., 2016; Schomerus et al., 2016), but have so far
not been evaluated with regard to self-identifying as having a
mental illness. The cognitive concept of a permeable illness continuum
from being mentally ill to being mentally healthy (as opposed to a
categorical distinction between two different states “ill” and “healthy”)
could facilitate identifying as having a mental illness and, ultimately,
increase help-seeking.

CONCLUSION
Stigma seems to hinder the framing of personal mental health

problems as being part of a possible mental disorder. Longitudinal stud-
ies are needed to explore how this affects actual help-seeking behavior.
Antistigma interventions should also target those at risk or in the early
stages of a mental illness (Gronholm et al., 2017).
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APPENDIX

Advertisement Text

Many people have everyday complaints like sleep disturbances,
tiredness, lack of energy, concentration problems, loss of appetite,
joylessness, irritability, lack of interest, and aching head and limbs.
Researchers at the Department of Health and Prevention at the Uni-
versity of Greifswald want to find out why some people with such
complaints seek medical help while others do not. If you have experi-
enced the abovementioned complaints during the last weeks, please
contact us for a detailed interview: xxx@uni-greifswald.de, xxx or
xxx (SMS/WhatsApp). All participants of our study will receive a small
financial compensation for their efforts.
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