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Stigma is considered an important barrier to seeking mental health services. Two types of stigma exist:
public stigma and self-stigma. Theoretically, it has been argued that public stigma leads to the
development of self-stigma. However, the empirical support for this assertion is limited to cross-sectional
data. Therefore, the goal of this research was to examine the relationship between public stigma and
self-stigma over time. Perceptions of public and self-stigma were measured at Time 1 (T1) and then again
3 months later at Time 2 (T2). Using structural equation modeling, we conducted a cross-lag analysis of
public stigma and self-stigma among a sample of 448 college students. Consistent with assertions that
public stigma leads to the development of self-stigma, we found that public stigma at T1 predicted
self-stigma at T2, whereas the converse was not true. These findings suggest that if self-stigma develops
from public stigma, interventions could be developed to interrupt this process at the individual level and
reduce or eliminate self-stigma despite perceptions of public stigma.
Keywords: public stigma, self-stigma, internalized stigma, help seeking, cross-lag
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Public and Self-Stigma

According to the National Institute for Mental Health (NIMH),
in any given year, a quarter of the American population is experiencing at least one diagnosable mental illness (NIMH, 2005).
However, despite the consistent finding that psychological treatments are effective for a broad range of mental health concerns
(Lambert & Ogles, 2004), approximately three fourths of Americans affected by a mental illness never seek treatment, and many
of those who do drop out of treatment early (NIMH, 2005).
Researchers have noted that concerns about stigmatization are one
of the primary factors inhibiting mental health service utilization
and treatment adherence (Corrigan, 2004; Zartaloudi & Madianos,
2010). Specifically, greater concerns about stigma have been
linked with decreased initial intentions to seek therapy (Vogel,
Wade, & Hackler, 2007) and, once in therapy, with decreased
compliance with therapeutic interventions (Fung, Tsang, Corrigan,
Lam, & Cheng, 2007; Sirey, Bruce, Alexopoulos, Perlick, Friedman, & Meyers, 2001), missed appointments (Vega, Rodriguez, &
Ang, 2010), early termination of treatment (Sirey, Bruce, Alexopoulos, Perlick, Raue, et al., 2001), and less intention to return for
subsequent sessions (Wade, Post, Cornish, Vogel, & Tucker,
2011). As a result, there is a clear mandate to better understand the
factors involved in the development of stigma in order to improve
interventions that decrease stigma and increase people’s willingness to seek help when experiencing psychological distress.

Past research has demonstrated the existence of two types of
stigma associated with mental health and psychological services:
public stigma and self-stigma (Corrigan, 2004). Public stigma
refers to the stigmatizing perception, endorsed by the general
population, that a person who seeks mental health services is
undesirable or socially unacceptable (Vogel, Wade, & Haake,
2006). Consistent with this, people labeled as having received
counseling services were rated less favorably and treated more
negatively than those who were not treated (Sibicky & Dovidio,
1986). Similarly, individuals described as seeking help for depression are rated as more emotionally unstable, less interesting, and
less confident than those individuals seeking help for back pain
(Ben-Porath, 2002). The public also associates the utilization of
psychological services with not being in control of one’s emotions
(Oppenheimer & Miller, 1988).
This public stigmatization can be problematic as large-scale
negative perceptions about a group can lead to stereotyping, prejudice, and discrimination (Corrigan, 2004). Researchers have suggested that beliefs and stereotypes about those who seek help for
mental illness often lead to various forms of discrimination such as
avoidance, lack of opportunity, and loss of self-determination
(Corrigan & Shapiro, 2010). In fact, those who have sought mental
health treatment report higher levels of perceived discrimination
than do those who have not received treatment (Jorm & Wright,
2008). Additional research has suggested that perceived public
stigma results in lower prospects for recovery (Link, Struening,
Neese-Todd, Asmussen, & Phelan, 2001; Perlick et al., 2001;
Wright, Gronfein, & Owens, 2000).
Studies have also delineated a construct that is separate from but
related to public stigma called self-stigma. In the literature, self-
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stigma is defined as the reduction in a person’s self-esteem or
sense of self-worth due to the perception held by the individual
that he or she is socially unacceptable (Vogel et al., 2007). Selfstigma is thought to occur when people experiencing a mental
illness or seeking help self-label as someone who is socially
unacceptable and in doing so internalize stereotypes, apply negative public attitudes to themselves, and suffer diminished selfesteem and self-efficacy (Corrigan & Shapiro, 2010). Research has
shown that individuals who experience self-stigma suffer from
lowered self-esteem (Link et al., 2001), increased depression (Manos, Rusch, Kanter, & Clifford, 2009), negative attitudes toward
psychological treatment (Conner et al., 2010), and lower treatment
compliance (Fung et al., 2007). Common demonstrations of selfstigma include feeling shame and limiting integration with others
(Kranke, Floersch, Kranke, & Munson, 2011). Researchers have
also noted that individuals who self-stigmatize may avoid seeking
psychological services to avoid being labeled as having a mental
illness (Link et al., 2001). Studies have also shown that those who
endorse greater self-stigma associated with seeking help are less
willing to return for subsequent sessions (Wade et al., 2011). In
other words, self-stigma plays a powerful and unique role in
attitudes toward mental illness and seeking psychological services.

The Relationship Between Public and Self-Stigma
Modified Labeling Theory (MLT) has frequently been used to
explain the effects of stigma and the relationship between public
and self-stigma (e.g., Link, Cullen, Struening, Shrout, & Dohrenwend, 1989). According to the theory, negative external perceptions such as public stigmatization can have a harmful impact on
a person’s internal sense of self. In other words, self-stigma is
explained as a person’s internalization of public stigma (Vogel et
al., 2007). Several researchers have reported results consistent with
the assertion that people internalize negative perceptions of mental
illness (Link & Phelan, 2001; Vogel et al., 2007). For example,
Vogel and colleagues (2007) examined the influence of public
stigma and self-stigma on attitudes and intentions toward seeking
individual counseling. Consistent with the hypothesized relationship between public and self-stigma, the researchers found that
perceived public stigma was positively related to self-stigma and
that self-stigma was then negatively associated with attitudes toward counseling. When accounting for the role of self-stigma, no
direct link between public stigma and attitudes remained. That is,
public stigma appeared to lead to an internalization of negative
external messages, and it was these internal messages that predicted subsequent help-seeking decisions. In similar studies, the
relationships between public stigma, self-stigma, and attitudes
toward counseling were demonstrated for different forms of therapy such as career counseling (Ludwikowski, Vogel, & Armstrong, 2009) and group counseling (Vogel, Shechtman, & Wade,
2010). These findings have led researchers to assert that public
stigma is internalized as self-stigma.
However, the evidence that public stigma is internalized as
self-stigma is not as strong as past studies have postulated. This is,
in large part, due to the fact that previous research on the stigma
of help seeking is mostly cross-sectional in nature. Cross-sectional
designs, although often easier to conduct, are limited in that they
can explain correlations only based on data gathered at a single
point in time, even when structural models are conducted. Thus,

they do not allow researchers to rule out the possibility that the
theorized criterion variable causes the predictor variable. Because
published studies to date have not investigated the impact of public
stigma on self-stigma over time, it is not yet known if public
stigma is internalized as self-stigma, as suggested by MLT. For
effective interventions to be developed, it is essential that research
investigate the direction of the relationship between public and
self-stigma, in order to confirm that stigma internalization does
function as theorized. A better understanding of how these constructs relate to each other across time will provide essential
information and guidance for designing interventions at the individual and societal level aimed at reducing stigma associated with
mental illness and seeking help.

The Current Study
The goal of the present study was to test the assertion of MLT
(Link et al., 1989) by examining the relationship between public
stigma and self-stigma using a cross-lagged panel design within a
structural equation model (SEM) framework. Cross-lag analysis
allows for an examination of the relative likelihood of differing
causal relationships over time (Huck, Cormier, & Bounds, 1974).
For example, counseling researchers Martens and Haase (2006)
stated that “by comparing . . . two cross-lagged relationships, the
researcher is able to determine the variable that is a stronger
temporal predictor of the other, which can be considered evidence
that one variable is a more likely cause of the other” (p. 881).
Therefore, we used the cross-lag analysis to test the hypothesis,
based on MLT, that the relationship between public stigma at Time
1 (T1) and self-stigma at Time 2 (T2) is larger than the relationship
between self-stigma at T1 and public stigma at T2. In other words,
we predicted that public stigma would be a stronger temporal
predictor of self-stigma than the reverse.

Method
Participants and Procedures
Perceptions of public and self-stigma were measured at T1 and
then again 3 months later (T2). Participants were 448 individuals
(67% women) from a large midwestern university. Participants
were predominantly European American (85%; African Americans [1%], Asian Americans [4%], Latino/a Americans [2%],
Multi-Racial American [3%], and International [5%]), which was
similar to the demographic makeup of the university student body.
Fifty-one percent were first-year students, 27% were second-year
students, 15% were third-year students, and 7% were fourth-year
or beyond. Participants were recruited through a psychology department’s subject pool, which consisted of students majoring in
various fields of study who were enrolled in an introductory
psychology or communication studies course. Participants were
invited to confidentially complete the survey online and received
course credit for their participation. University Human Subjects
approval was obtained before data collection began.

Measures
Stigma Scale for Receiving Psychological Help (SSRPH;
Komiya, Good, & Sherrod, 2000). Public stigma was assessed
using the SSRPH, which contains five items rated on a Likert scale
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from 1 to 5, with higher scores reflecting greater perceptions of
public stigma. A sample item is “Seeing a psychologist for emotional or interpersonal problems carries social stigma.” The internal consistency for the measure was .73. The SSRPH has been
found to correlate with attitude toward seeking therapy (Komiya et
al., 2000). However, the wording of one item (“It is a sign of
personal weakness or inadequacy to see a psychologist for emotional or interpersonal problems”) seems to assess a concept more
similar to self-stigma than public stigma. Therefore, to avoid
artificially inflating the construct overlap between the two measures, we dropped this item. The correlation between the four-item
and five-item versions was .96. The internal consistency of the
four remaining items in this sample was similar to that in previous
studies (.72).
Self-Stigma of Seeking Help scale (SSOSH; Vogel et al.,
2006). Self-stigma was measured using the SSOSH, which contains 10 items rated on a Likert scale from 1 to 5, with higher
scores reflecting greater reports of self-stigma. A sample item is “I
would feel inadequate if I went to a therapist for psychological
help.” Estimates of the internal consistency range from .86 to 90,
and the 2-week test–retest reliability has been reported to be .72
(Vogel et al., 2006). The SSOSH has been shown to correlate with
attitudes toward and intention to seek therapy and to differentiate
those who sought services from those who did not (Vogel et al.,
2006). The internal consistency of the scale in this sample was .90.

Results
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We conducted a cross-lag analysis (see Martens & Haase, 2006)
using the full-information maximum likelihood method in Lisrel
8.8 to examine the effects of public stigma on self-stigma (see
Figure 1) across two time points. Cross-lag analysis using a structural equation model (SEM) framework allows researchers to
determine the relationships between variables of interest after
accounting for a number of factors in the model that could otherwise bias the results. These include (a) the overlap between latent
variables measured at the same time (i.e., the relationship between
public stigma and self-stigma at T1 as well as public stigma and
self-stigma at T2), (b) the correlations in the error terms in the
observed indicators from T1 to T2, and (c) the invariance in factor
loadings between T1 and T2 observed indicators and latent vari-

Public Stigma

Public Stigma

T1

T2

Self-Stigma
T1

Figure 1.

Self-Stigma
T2

Hypothesized cross-lag paths. T1 ! Time 1; T2 ! Time 2.
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ables (Martens & Haase, 2006). For example, controlling for the
correlations in latent variables measured at the same time helps to
control effects that might be accounted for by an unmeasured third
variable (Anderson & Williams, 1992). In addition, the error terms
of an assessed variable measured at two or more time points should
be consistent across assessment points, and therefore specifying
them as equivalent can help reduce bias in the cross-lag estimates
(Anderson & Williams, 1992). Additionally, equivalence in the
factor loadings of the latent variables across T1 and T2 assessments can be implemented to ensure similarity in measurement
across time points (i.e., longitudinal invariance), which if not
present can lead to difficulties in interpreting cross-lag correlations
(Horn & McArdle, 1992). As such, we controlled for each of these
in the subsequent models.
For each model, parcels of the latent variables of public and
self-stigma were created, following the recommendation of Russell, Kahn, Spoth, and Altmaier (1998), by separately fitting a
one-factor model using exploratory factor analyses with the maximum likelihood method on the items from each scale. To equalize
the average loadings of each parcel on its respective factor, we
assigned the highest and lowest ranking items in pairs to a parcel.
We chose to parcel these variables in order to reduce the number
of parameters that would result from using the individual items,
thereby improving the estimation of the effects (see Russell et al.,
1998). For the latent variable of public stigma at Time 1 and Time
2, two observed indicators (parcels) from the SSRPH were created.
For the latent variable of self-stigma at Time 1 and Time 2, three
observed indicators (parcels) from the SSOSH were created. Internal consistency for the parcels was between .62 and .67 for
public stigma and between .68 and .78 for self-stigma. Next, we
examined the multivariate normality of these observed variables
(parcels). The result indicated that the multivariate data were not
normal, "2(2, N ! 448) ! 190.20, p # .001. Therefore, the scaled
chi-square was used in the subsequent SEM tests (Satorra &
Bentler, 2001).
To examine temporal predictions using SEM, Martens and
Haase (2006) suggested testing four nested models: (a) an initial
model that includes just the autoregressive correlations of the
baseline latent variables (e.g., public stigma at T1 ¡ public stigma
at T2 and self-stigma at T1 ¡ self-stigma at T2), (b) a second
model that adds the longitudinal prediction of one variable at T1
on the other variable at T2 (e.g., autoregressive paths plus selfstigma at T1 ¡ public stigma at T2), (c) a third model that
examines the other cross-lag path (e.g., autoregressive paths plus
public stigma at T1 ¡ self-stigma at T2), and (d) a fourth model
with both of the cross-lagged paths and the autoregressive paths.
The results and fit indices of these four nested models are presented in Table 1. We conducted chi-square difference tests to
examine which of the nested models provided the best fit (see
Martens & Haase, 2006). The Self-Stigma ¡ Public Stigma model
provided no improvement in model fit compared to the baseline
2
model, "diff
(1) ! 0.85, p ! .36. The path from self-stigma at T1 to
public stigma at T2 was not statistically significant (p $ .05) and
did not add to overall model fit. However, the Public Stigma ¡
Self-Stigma model provided a better fit than did the baseline
2
model, "diff
(1) ! 4.52, p ! .03. Specifically, the added path from
public stigma at T1 to self-stigma at T2 was statistically significant
(% ! .15, p # .05) and added to the overall model fit. Next, we
followed Martens and Haase’s (2006) example and compared the
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Table 1
Cross-Lagged Panel Model Summary
Model

scaled "2

df

p

CFI

RMSEA

SRMR

Autoregressive
Self-Stigma ¡ Public Stigma
Public Stigma ¡ Self-Stigma
Full cross-lag

56.15
55.29
50.64
50.14

29
28
28
27

.002
.002
.006
.004

.99
.99
.99
.99

.046
.047
.043
.044

.039
.037
.029
.028

Note.

F2,Fn1

Fn2

CFI ! comparative fit index; RMSEA ! root-mean-square error of approximation; SRMR ! standardized root-mean-square residual.

full cross-lag model to the previous best fitting model (i.e., the
Public Stigma ¡ Self-Stigma model). The full cross-lag model
(with the addition of the self-stigma ¡ public stigma path) did not
2
show a better fit, "diff
(1) ! 0.44 p ! .51, than did the previous
model. As such, the Public Stigma ¡ Self-Stigma model provided
the most parsimonious results (see Figure 2).1 Therefore, the
results are consistent with previous theoretical assertions that
public stigma has a greater influence on future self-stigma than the
reverse.2

Discussion
The present study examined the relationship between public
stigma and self-stigma over a 3-month time span. Consistent with
the hypothesis that public stigma is internalized as self-stigma over
time, higher initial public stigma predicted higher subsequent
self-stigma, but this was not the case for the reverse. Whereas prior
cross-sectional studies could not rule out reverse-causality, the
present investigation used a cross-lag model within a structural
equation framework to provide evidence for a temporal effect of
public stigma on self-stigma. This finding supports previous assertions regarding the role of public stigma on the development
(i.e., internalization) of self-stigma. Specifically, results support
the theorized relationship between public stigma and self-stigma as
posited by MLT and the work of researchers who have argued that
people internalize negative perceptions about mental illness (Link
& Phelan, 2001; Vogel et al., 2007).
Past studies have highlighted that negative societal perceptions
about mental illness and seeking help can have negative consequences, especially for individuals suffering from mental illness.
One such example is that individuals with mental illnesses may

Public Stigma

.65***

T1

.46***

T2

.18***

.15*

Self-Stigma
T1
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Public Stigma

.64***

Self-Stigma
T2

Figure 2. Final cross-lag model results. T1 ! Time 1; T2 ! Time 2. ! p
# .05. !!! p # .001.

avoid seeking treatment for fear of receiving a negative label.
Furthermore, the results of this study support the notion that public
stigma may serve as a direct barrier to not only seeking treatment
but also to people’s ability to form positive and healthy attitudes
about themselves and their capabilities (i.e., increased self-stigma).
This insidious effect of public stigma can be particularly problematic, as it may not only reduce the likelihood of seeking services
but also increase the occurrence of symptoms, relapse, and feelings
of distress and hopelessness (Corrigan, 2004).
The results from this study provide further corroborating evidence that self-stigma is more proximal to attitudes toward seeking
counseling and intention to seek help when experiencing a psychological concern (e.g., Vogel et al., 2007). If public stigma
affects self-stigma over time and self-stigma is a stronger predictor
of attitudes and intentions, then self-stigma is likely to be the more
proximal variable. This does not mean that public stigma is not an
important variable. To the contrary, by indicating a longitudinal
relationship between public and self-stigma, the present results add
support to past research that has found public stigma to be an
important obstacle to seeking psychological help (Brown et al.,
2010). Furthermore, the results add important information to the
way in which public stigma might operate on attitudes and intentions concerning seeking help: through the development of selfstigma.

Implications for Counseling
Whereas public stigma is based on societal factors that can be
difficult to change, this study highlights an alternate avenue for
reducing the negative effects of stigma: the individual. Changing
society’s attitudes toward mental illness and psychological help
seeking remains an important step and may be the ultimate goal.
However, researchers and clinicians could assist those in need by
helping them to interrupt the internalization of public stigma. This
could be done by developing interventions that can be applied in
clinical settings or by the individuals themselves (e.g., online
self-help materials)—interventions that focus on strategies and
1

Although the correlation between the four- and five-item versions of
the public stigma scale was .96, we also ran the model with the five-item
version to see what effect the removal of the one item may have had on the
results. As expected, the results were stronger with the five-item version.
In particular, the strength of the relationship between public stigma at T1
and self-stigma at T2 was .21 rather than .15. The link between self-stigma
at T1 and public stigma at T2 was the same and nonsignificant.
2
The effect of public stigma on self-stigma was found over and above the AQ: 6
effect of self-stigma from T1 to T2. Conducting the model without controlling
for the effects of T1 public and self-stigma, the relationship between T1 public
and T2 public stigma was .82 (p # .001) and the relationship between T1
self-stigma and T2 public stigma was .35 (p # .01).
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techniques to combat the influence of public stigma and reduce
extant self-stigma. For example, borrowing from the social psychological literature, mechanisms known to impact the ways that
stigma affects the individual (i.e., expectancy confirmation, stereotype activation, identity threat processes; Major & O’Brien,
2005) could be used to reduce self-stigma. Given the association
between stigma and treatment adherence, reducing self-stigma
may lead to better treatment adherence and decreased premature
termination (Sirey, Bruce, Alexopoulos, Perlick, Friedman, &
Meyers, 2001). Ultimately, further research is needed to examine
additional variables (e.g., conformity to masculine norms, level of
exposure to education about mental illness and its treatment) that may
impact the internalization of self-stigma over time. The focus on
internal factors as opposed to external factors may provide a more
direct way to examine the role of stigma and the magnitude of its
impact on help-seeking behaviors of individuals with mental illness.
Additional research is also needed to provide information regarding
the efficacy of specific interventions. Some existing evidence suggests that people may feel less self-stigma if their symptoms are
normalized and if they are given an explanation for their symptoms
(Schreiber & Hartrick, 2002). People tend to view their problems with
less shame and guilt when given information that suggests that their
problems (a) are not their fault, (b) are reversible (Rosen, Walter,
Casey, & Hocking, 2000), and (c) will improve through treatment
(Mann & Himelein, 2004). Because most of the problems that psychologists treat meet these three criteria, those in the helping professions have an important opportunity. By communicating with the
public that mental health problems do not need to be internalized as
personal incompetence or something shameful, counselors might be
able to reach more of those who are suffering.

Limitations
It is important to note that this study is not without its limitations. One potential limitation is the use of a general sample of
college students. Therefore, the results obtained using the present
sample may not suit other populations, such those with less education or those from different age cohorts. The relationship between public and self-stigma could also be different for those
experiencing significant difficulties that could have more immediate need of services. As such, whereas some researchers have
found similar patterns in reported help-seeking processes of those
currently distressed and those not currently distressed (see Vogel,
Wade, & Hackler, 2008), researchers may want to directly examine the longitudinal relationships between public and self-stigma
among those currently experiencing clinical symptoms of distress.
Furthermore, the majority of the sample was European American.
Researchers have noted that certain ethnic or racial groups have
greater tendencies to avoid seeking help than have European
Americans, which may be due to concerns about stigma (Leong,
Wagner, & Tata, 1995). Previous research has suggested that the
impact of public and self-stigma may differ depending on ethnicity, race, and other cultural factors (Brown et al., 2010; Vogel,
Heimerdinger-Edwards, Hammer, & Hubbard, 2011). As a result,
future researchers could examine the longitudinal relationship between public and self-stigma for people of diverse ethnicities and
from different cultures.
A second limitation of this study is the lack of a true experimental design. Although the current cross-lag design using a

structural equation model framework provides further evidence in
the direction of a causal relationship of the two variables over a
3-month time span, future interpretation of causality would be
strengthened with experimental designs where public and/or selfstigma are manipulated in the lab (e.g., a confederate who says
something negative or positive to the individual about seeking
help) to help clarify the relationship between the different types of
stigma. In addition, more complex, longer term longitudinal designs (i.e., growth curve models of multiple time points) over the
course of 6 months, 1 year, 2 years, or longer would provide
additional evidence regarding the stability or instability of these
relationships over time (Campbell & Kenny, 1999).

Conclusion
The findings of the present study provide a clearer understanding of the likely temporal relationship between public sigma and
self-stigma. A cross-lag design using a structural equation framework has proven to be an effective method for examining directionality of such relationships over time (Martens & Haase, 2006).
Results suggest that public stigma predicts future self-stigma
across a 3-month time period. Although future research is warranted
to expand on these findings, the results obtained in this study add to
the existing body of literature by providing evidence supporting
MLT’s (Link et al., 1989) theoretical assertions of stigma internalization. A better understanding of the influence of public stigma on
self-stigma may help guide future research and intervention efforts
aimed at reducing the impact of stigma on help-seeking behaviors and
ultimately increasing opportunities to help individuals who suffer with
mental illness lead more satisfying lives.
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