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Abstract

Aims: The current study sought to provide a greater understanding of stigma and
attitudes toward mental health services within an Irish context. This study examined how
perceived public stigma and personal stigma may be related with lower intentions of seeking
mental health treatment; if males reported higher perceived public stigma; and if females have
more favourable attitudes toward mental health services. Method: An online survey was
administered to participants (n=445) through social media via a snowball sampling technique.
The survey consisted of three scales; the Attitudes Toward Seeking Professional Psychological
Help Scale, the Devaluation-Discrimination Scale and the Adapted Personal Stigma Scale. These
scales consisted of likert-type statements by which the participant was asked to agree or disagree
with. Results: Results indicated that both perceived public stigma and personal stigma were
related with lower intentions with seeking mental health treatment. Both variables were found to
predict treatment intentions to a statistically significant level. Additionally, females were found
to have significantly more favourable attitudes toward utilising mental health services compared
to males. However, contrary to previous literature, males were not found to have significantly
higher levels of perceived public stigma. Conclusion: The findings of this study provide a
greater insight to the stigmatising attitudes held among Irish adults. Future directions may benefit
from the government adopting policies following international recommendations to tackle the

issues stated within the study.
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Introduction

Mental health is a global issue. Approximately 450 million people worldwide are
suffering from some form of mental health issue, with anxiety and depression being the two most
common mental health problems reported (Doherty et al., 2007). However, statistics seem to
indicate that the worldwide occurrences of mental health issues are becoming increasingly
prevalent (NIMH, 2019). Mental health disorders refer to a wide range of medical conditions
which affect an individual’s cognition which include their thoughts, feelings and mood, all of
which affect the individual’s behaviour (Bonney, 2008). Some commonly known mental health
disorders include depression, anxiety, bipolar disorder, schizophrenia and obsessive compulsive
disorder (WHO, 2019). Despite the high prevalence of mental health disorders, only a relatively
small percentage of people seek professional psychological care in a timely manner (Berlund et
al., 2005; Boerema et al., 2017; Wang, Lane, et al., 2005). There are various barriers that may
prevent an individual from engaging in professional psychological care, such as attitudes, gender
norms, financial cost and lack of awareness of treatment options (Mojtabai et al., 2011;
Rickwood et al., 2007). Importantly, one of the most cited barriers within psychological research

is the stigma towards mental health (Corrigan, 2004).

Stigma

Mental health disorders have been seen as a flaw and weakness in society from as far
back as the Middle Ages (Overton & Medina, 2008) and these beliefs are still commonly held in
modern times despite the ever increasing awareness of mental health (Corrigan & Watson,

2002). The stigmatisation of individuals suffering from mental health disorders is of particular
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concern, as there is now a large body of literature displaying the consequential effects that stigma
can have on the lives of those who suffer from mental health problems (Corrigan, 2000;
Markowitz, 1998; World Health Organisation, WHO, 2013). Sociologist, Erving Goffman, is
responsible for the origin of the term ‘stigma’ (Goffman, 1963). Goffman identified three types
of stigma, one of which includes stigma associated with mental illness (Fitzpatrick, 2009).
Various surveys taken by the general public have highlighted the stigma and commonly held
negative attitudes surrounding mental illness which include; people who suffer from mental
illness are incompetent, dangerous and should be locked up in mental institutions (Brockington
et al., 1993; Mahsoon et al., 2020). The concept of stigma contains several components such as
discrimination, stereotypes and prejudice (Haugen, McCerillis, Smid & Nijdam, 2017). Being
discriminated against can result in further problems such as a low self-esteem and lack of
confidence (Camp, Finlay & Lyons, 2002; Saadi & Ponce, 2020). These negative effects of the
stigmatization of mental health may ruminate into other aspects of a mental illness sufferer’s life
such as becoming socially withdrawn (Parle, 2012) and social rejection (Scrambler, 2009).

In a social context, the subtypes of stigma, including perceived public stigma and
personal stigma (Corrigan, 2004), may be influential. Perceived public stigma refers to an
individual’s awareness of negative beliefs and attitudes the general public holds with regard to
mental health disorders (Eisenberg et al., 2009). Whereas, personal stigma, also known as
self-stigma, refers to the individual’s own personal negative and stigmatising beliefs towards
their own mental health (Griffiths et al., 2004). Both public stigma and personal stigma can have
far-reaching negative effects. The current literature seems to suggest that those who experience

higher levels of both perceived public stigma and personal stigma are less likely to seek
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professional psychological help (Mehta & Edwards, 2018). Negative attitudes toward mental
health treatment was also associated with perceived public stigma (Pedersen & Paves, 2014). In
contrast, those with lower levels of stigma were more likely to seek mental health treatment
(Interian et al., 2010). This stigmatization surrounding mental illness can serve as a barrier to
individuals seeking the help and medical aid they need. Stigma can also result in an individual
concealing their mental disorder (Weiss, 2006) and in turn, lead to a higher risk of disability
(Corrigan, 2000; Clement et al., 2015). Suicide is ranked as the leading cause of death among
men, yet they are less likely to seek help for their mental health (Campbell, 2019). If an
individual seeks treatment for their mental illness early enough, it can prevent further ill health;
both mental health and physical health, and ultimately reduce the risk of suicide (Angermeyer,
2005).
Health Seeking Behaviour

Health seeking behaviour can be defined by the frequency of contact an individual has with
their doctor or other medical professionals (Olawuyi & Adeoye, 2018). Using this as an
indicator, findings within Europe indicate that men are much less likely to visit a medical
professional than their female counterparts (Eurostat, 2002). Although there has been an increase
in mental health literacy over the past few decades, the stigmatization and negative attitudes
surrounding mental health has not lessened. Attitudes toward mental health help-seeking
behaviour have been investigated previously within the literature (Roskar et al., 2017). One
particular study found that the majority of participants (87.9%) showed a poor level of
knowledge concerning the causes of mental health issues. This study also found that just under

half of the participants (47.5%) would not want other people to know that they had a mental
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illness. In addition to this, just over two-thirds of the participants reported negative attitudes
toward seeking help for their mental health with males showing a significantly higher difference
(Abolfotouh et al., 2019). This finding is further evidence for the hypothesis that males have less
favourable attitudes towards the use of mental health services than females. In a similar manner,
a study conducted by St Patrick’s University Hospital in Dublin demonstrated that stigma is a
major barrier when it comes to accessing treatment. The results from this study show that 40% of
participants believed that undergoing treatment for mental health was seen as a sign of failure
(Tinsley, 2009). The statistics highlight the stark reality of stigma echoed among various studies
(Almeida, 2018). Additionally, there is significant evidence to suggest that stigma and negative
attitudes surrounding mental health is still very prevalent in the modern world (Overton &
Medina, 2008). In fact, a meta-analysis using Farina’s and Fischer’s Attitudes Toward Seeking
Professional Psychological Help (ATSPPH-SF) scale to assess attitudes over the course of forty
years found that attitudes have become increasingly more negative regarding psychological
professional help (Picco et al., 2016).

However, the study conducted by St Patrick’s University Hospital is one of very few Irish
studies researching the stigma surrounding mental health and the subsequent treatment.
Moreover, many of these studies only refer to particular countries, thus highlighting a gap within
the literature when it comes to adult Irish populations. In addition to this, the vast majority of
these studies focus on student and young adult populations (Silke, 2015), thus characteristics of
these studies will affect applicability and generalisability to certain populations, demonstrating
the need for further research on Irish adult populations due to the current limited literature on this

population.
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Although there has been an abundance of studies researching the impact of mental health
disorders on an individual’s day to day living (Corrigan, Druss & Perlick, 2014), it is only in
recent times that researchers have begun researching the stigma of mental health help-seeking
behaviours. A study conducted by Phelan et al., shows that family members of a person suffering
from a mental illness often tend to hide and cover up the mental disorder from other people
(Phelan et al., 1999). The findings from the majority of the aforementioned studies demonstrate
that the stigma and negative attitudes surrounding mental illness is a serious obstacle for
sufferers to partake in daily life and seek help for their struggles.

Gender differences

As previously mentioned, statistics indicate that suicide and depression are ranked as a
leading cause of death among men worldwide (WHO, 2020). In fact, men die by suicide four
times higher than their female counterparts (MHA, 2020). According to the Central Statistics
Office in Ireland it has been reported that in recent years the number of deaths by suicide in Irish
men has surpassed the number of road/car deaths. Ireland now has one of the highest rates of
suicide in the world among men (DeBurca & Geoff, n.d.). This may, in part, be explained by the
excessive difference between the number of males experiencing a mental health disorder and
those seeking mental health treatment (Chatmon, 2020). Research suggests that even when males
do seek treatment, it tends to be involuntarily at the point of crisis rather than something they
actively seek out themselves (Seidler, et al., 2017). When treatment is delayed for mental health
issues, several problems may arise, including developing comorbid disorders and the increased

use of coercive methods in treatment (Williams, 2004).



MENTAL HEALTH STIGMA 11

Societal and gender norms guide socially acceptable behaviour (Cislaghi & Heise, 2019).
A notable additional barrier to seeking mental health treatment among males is masculinity
norms. Masculine norms are the societal expectations and beliefs about the way a man should
behave and act within society (Miller, 2008). In Western societies, such as Ireland, masculinity is
manifested by self-reliance, dominance (Iwamoto et al., 2012), stoic endurance of suffering and
unwillingness to seek help (Latalova et al., 2014). Studies suggest that there is an effect of
masculine norms on personal stigma which in turn results in the underutilisation of mental health
services. Those suffering from mental disorders are seen as inferior and weaker for needing
treatment (Vogel et al., 2011). In summary, the conformity to masculine norms has been found to
be related increased mental health disorders and higher suicide rates (Pirkis et al., 2017; Milner
et al., 2018) as well as lower use of mental health services (Milner et al., 2018).

In contrast, females have a higher prevalence of mental health disorders than their male
counterparts. In fact, females are twice as likely as males to be diagnosed with depression within
their lifetime (Salk et al., 2017). However, research has indicated that females have a more
tolerant attitude towards both mental health and the utilisation of mental health services
(Pederson & Paves, 2014). There have been some inconsistencies within psychological literature
among female attitudes toward mental health with a handful of studies showing a non-significant
effect with regard to attitudes toward mental health treatment, meaning that there was no
difference between male and female attitudes (Gonzalez et al., 2009). In spite of a few
inconsistencies, overall, the research suggests that there is a substantial difference among male
and female attitudes toward professional psychological help. The literature suggests that gender

differences in attitudes reflect greatly on whether an individual is likely to seek professional help
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or not; by which the majority of studies suggest that females are more likely to see professional
psychological help than males (Abrams, 2014; Gagné, Vasiliadis & Préville, 2014; Mackenzie,
Gekoski & Knox, 2006)
Summary

While there have been many conflicting and contrasting results found within the literature
regarding gender differences in attitudes toward seeking mental health treatment (Lally et al.,
2013; (Holzinger et al., 2011), research seems to lean toward females having more favourable
attitudes toward mental health treatment than their male counterparts (Campbell, 2019;
Ewalds-Kvist, Hogberg & Liitzén, 2012). The findings from these various studies highlight the
negative attitudes held by various populations across the globe which is linked to the widespread
stigmatisation of mental illness. With females being more open and males being more opposed, it
is clear that gender is a critical determinant as to whether an individual is going to seek
professional help in a timely manner. As previously mentioned, several problems may arise due
to delayed treatment for one’s mental health. Thus, future research in this area is important as it
is critical to tackle stigmatising attitudes which often act as a barrier to mental health services. If
the results of this study replicate previous findings, the importance of strengthening research on
the promotion of anti-stigma interventions and improving mental health literacy needs to be
emphasised to better serve the needs of the Irish population. It may be somewhat beneficial to
the public to be aware of the stark gender differences as a start to tackle the challenge of
changing the negative perceptions of mental health. Education and knowledge are important
factors in reducing stigma. The more people know about a topic, the less likely they are to hold

negative attitudes or beliefs (HSE, 2007).
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The Current Study

The purpose of this current study is to examine whether perceived public stigma and
personal stigma act as barriers to Irish individuals accessing mental health treatment. In addition,
the study aims to examine whether there is gender disparity regarding attitudes towards seeking
mental health treatment. If the hypotheses are supported, it will be necessary for further future
research to improve Ireland’s mental health literacy and to beat the stigma surrounding mental
health and treatment. This could potentially be tackled by introducing more up to date mental
health campaigns, educational interventions and anti-stigma interventions that encourage
equality between both physical health and mental health. A meta-analysis conducted in 2014
found that stigmatising attitudes decreased after educational interventions in relation to mental
health were employed (Griffiths, 2014).

The research will examine the following three research questions: (1) Are perceived
public stigma and personal stigma related with lower intentions of seeking mental health
treatment?; (2) Do males have greater perceived public stigma than females?; and (3) Do females
have more favourable attitudes toward mental health help seeking behaviours?. Apropos to
previous research it is hypothesised that (1) Perceived public stigma and personal stigma are
related with lower intentions of seeking mental health treatment; (2) Males will report greater
perceived public stigma; and (3) Females will have more favourable attitudes toward mental

health help seeking behaviours.
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Methods

Participants

The research sample within the current study consisted of 441 participants. Participants
were recruited using an opportunistic snowballing sampling technique. This was achieved by
posting a brief description of this study and a link to the Google Forms survey to various social
media sites including Facebook, Twitter, Instagram and LinkedIn. Additionally. Participants
were encouraged to share the survey link with other individuals they believed to be eligible to
participate. The Tabacknich & Fidell formula for calculating sample size (Tabacknich & Fidell,
2007) was a tool used to determine the sample size for this study in order to carry out a
statistically powerful and accurate analysis. The formula is as follows: N > 50 + 8m (N = number
of participants and m = number of predictor variables). Individuals were not offered any type of

incentives for participating.

The initial sample consisted of 449 participants, however four individuals were excluded
from the analyses as they did not meet the inclusion criteria (in line with ethical considerations,
participants were required to be eighteen years old or older). Furthermore, an additional four
individuals were excluded from the analyses due to the nature of this study; the analyses were
restricted to those who identified as either male or female, therefore anyone who clicked the
‘other’ option (i.e., non-binary) were excluded. Thus, the final sample for this study consisted of
441 participants (300 females and 140 males), with a mean age of 27.96 (SD = 152.06) ranging

from 18 to 75.
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Measures

Demographics. Participants were required to indicate their gender (female, male or

other) and provide their age.

Attitude Towards Seeking Professional Psychological Help Scale. The 10-item
Attitudes Towards Seeking Professional Psychological Help Scale (ATSPPH-SF) was used to
determine the hypothesis that females will have more favourable attitudes regarding mental
health treatment compared to their male counterparts. The internal reliability of this scale was
0.86 which indicates moderately good consistency within the scale (Fischer, 1970). An example
of an item in this scale is as follows: If I thought I was having a mental breakdown, my first
thought would be to get professional attention. The items in this scale are rated on a four point
likert scale (agree, 3; partly agree, 2; partly disagree, 1; disagree, 0). The items 2, 4, 8, 9, 10 are
reverse scored. When all the scores are summed together, higher scores will indicate more
positive attitudes toward seeking professional treatment, whereas lower scores will be associated
with more negative attitudes (Fischer and Farina, 1995). The Chronbach’s alpha for this scale

was .76 which indicates an acceptable internal reliability within the current sample.

Adapted Devaluation Discrimination Scale. The 12 item Adapted Devaluation
Discrimination Scale was used in order to measure the participants’ perceived public stigma. The
Adapted Devaluation Discrimination Scale is a well validated study with an internal consistency
of 0.86 to 0.88 in various samples including community samples and university samples (Lally et

al., 2013). Participants were asked to agree or disagree with statements on a likert type scale. An
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example of an item is as follows: Most people would willingly accept a person who has received
mental health treatment as a close friend. All items could be answered as one of the following:
strongly agree, 1; agree, 2; no opinion/neutral, 3; disagree, 4; strongly disagree, 5. Items 6, 9, 11
and 12 were reverse scored (i.e., strongly agree corresponds to five points instead of one point).
Similar to the aforementioned ATSSPH-SF scale, once the scores are summed together, a higher
score will indicate higher perceived public stigma whereas a lower score will indicate lower
levels of perceived stigma. The Chronbach’s alpha for this scale was (a = .89), this indicates a

good internal reliability within the current sample.

Adapted Devaluation Discrimination Scale: Personal Stigma Scale. The Personal
Stigma Scale is a variation of the previously used Devaluation Discrimination Scale. When used
in another study, this scale demonstrated a moderately high internal consistency with a
Cronbach’s alpha of 0.78 (Eisenberg et al., 2009). The Personal Stigma Scale is used to measure
the participants’ personal stigma. It is a 4-item scale in which participants were asked to agree or
disagree with the four statements. An example of an item in this scale is as follows: I believe that
a person who has received mental health treatment is just as trustworthy as the average person.
All items could be answered as one of the following: strongly agree, 1; agree, 2; no
opinion/neutral, 3; disagree, 4; strongly disagree, 5. Items 3 and four were reverse scored. The
Chronbach’s alpha for this scale was (a = .75), this indicates an acceptable internal reliability

within the current sample.
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Design

The present study is a cross sectional research design as all the obtained data was
collected at one specific point in time. The current study also adopted a quantitative approach,
employing survey research to collect the data. A standard multiple regression was conducted in
order to test the first hypothesis. This contained two predictor variables (PV’s), perceived public
stigma and personal stigma. The criterion variable (CV) was attitudes toward seeking mental
health treatment. Independent t-tests were conducted to assess the second and third hypotheses.
This examined the differences between 1) males and females perceived public stigma and 2)

males and females attitudes toward seeking mental health treatment.

Procedure

The data for the current study was collected through an online survey, using Google
Forms. The survey used was an anonymous, self-report questionnaire which was uploaded onto
several social media platforms including Facebook, Twitter, Instagram and WhatsApp.
Additionally, some participants were recruited by friends who had already completed the online
survey and had sent the link on to potential participants who met the inclusion criteria. When
participants had decided to participate in the current study, they were firstly provided with an
information sheet that contained all the necessary information about what was involved in
participating in the study as well as any possible risks or benefits of taking part (see appendix 2).
Participants were also informed here that they had the right to withdraw from the study at any

point up until submission, without penalty. Participants were then asked to click the “yes” box
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which indicated that they have read for and understand the terms and agree to give consent to
take part in the survey. The survey was completed by the participants within their own time and

it took an estimated 5 to 10 minutes to complete.

The survey consisted of three sections. The first section of the survey included 12 likert
style statements which were used in order to assess perceived public stigma. The second section
of the survey was the Personal Stigma Scale (Lally et al., 2013) which is an adapted version of
the Discrimination-Devaluation Scale used to measure personal stigma. The third section of the
survey was the Attitudes Toward Seeking Professional Psychological Help Scale (Fischer &
Farina, 1995) and this was a 10-item likert scale survey which measured attitudes toward seeking
treatment regarding mental health issues. Upon completion of this survey, participants were
provided with a debrief form which contained my supervisor’s and my own contact details
alongside helpline contact details encouraging participants to seek help if they experienced any

distress upon completion of the survey (see appendix 3).

All of the data was collected in accordance with the ethical guidelines of NCI. Within the
information sheet, all risks and benefits of participating in this study were clearly outlined and
there was no incentive for individuals to take part. All participants were required to and provided
informed consent before participating. Additionally, contact details for helplines such as the
Samaritans and Pieta House were provided in the debrief form should distress arise in any

participant as a result of taking part in the study (see appendix 3).
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Descriptive Statistics

The sample consisted of 441 participants (n = 441). Descriptive statistics were performed
for all the variables including age, perceived public stigma, personal stigma and attitudes. Means
(M), standard deviations (SD), medians (MD), and range were obtained during analysis, along
with tests of normality. Preliminary analysis performed on the data set indicated that all
continuous variables followed the assumptions of normality. The sample consisted of 300
(67.4%) females, 140 (31.5%) males and 5 (1.1%) of individuals identifying as ‘other’ (i.e.,

non-binary or transgender). The results for all the continuous variables (age, perceived public

Results

stigma and personal stigma) are presented below in Table 1.

Table 1

19

Descriptive statistics for Age, Perceived Public Stigma, Personal Stigma and Attitudes.

Variable n M [95% CI] SD Range

Age 445  27.96 [26.82,29.11] 12.33 18-75
Perceived Public Stigma 445 32.66 [31.83, 33.47] 8.79 12-58
Personal Stigma 445 6.13 [5.90, 6.35] 2.34 4-18
Attitudes 445 19.57 [19.06, 20.06] 5.27 1-30
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Inferential Statistics

Hypothesis 1

A standard multiple regression analysis was performed to determine how well attitudes to
mental health treatment could be explained by two variables including perceived public stigma

and personal stigma.

Preliminary analyses were conducted to ensure no violation of assumptions of normality,
linearity, and homoscedasticity. The correlations between the predictor variables and the
criterion variable included in the study were examined (see Table 2 for full details). All two of
the predictor variables were significantly correlated with the criterion variable, and these
significant effects ranged from r = -.31 (perceived public attitudes) to r = -.16 (personal stigma).
The correlations between the predictor variables were also assessed with r values. Tests for
multicollinearity also indicated that all Tolerance and VIF values were in an acceptable range.
These results indicate that there was no violation of the assumption of multicollinearity and that

the data was suitable for examination through multiple linear regression analysis.
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Table 2

Correlations between variables included in the model

Variable 1. 2. 3.

1. Attitudes -

2. Perceived Public Stigma -.16 -

3. Personal Stigma -.31 21 -

Since no a priori hypotheses had been made to determine the order of entry of the
predictor variables, a direct method was used for the analysis. The two predictor variables
explained 10.7% of variance in Attitudes Toward Mental Health Treatment levels (F(2, 441) =
26.34, p < .001). All two of the variables were found to uniquely predict Attitudes Toward
Mental Health Treatment levels to a statistically significant level: perceived public stigma (B =

-.10, p =.029 and personal stigma (B =-.29, p <.001) (see Table 3 for full details).
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Table 3

Multiple regression model predicting Attitudes Toward Mental Health Treatment scores

Variable R? B SE B t p
Model J6%%*

Perceived Public Stigma -.06 .03 -.10 -2.19 .029
Personal Stigma -.64 10 -.29 -6.31 .000

Note: ¥** p <.001

Hypothesis 2

An independent samples t-test was conducted to compare levels of perceived public
stigma between males and females. There was no significant difference in scores, with males (M
= 33.16, SD = 9.13), showing no significant difference than females (M = 32.23, SD = 8.59),

#(437) =-1.03, p = .30, two tailed.

Hypothesis 3

An independent samples t-test was conducted to compare levels of attitudes toward
seeking mental health treatment between males and females. There was a significant difference
in scores, with males (M =18.16 , SD = 6.19), scoring significantly lower than females (M =
20.20, SD = 4.60), t(438) = 3.87, p = .00, two tailed. The magnitude of the differences in means

(mean difference = 2.05, 95% CI: .88 to 3.20) was small (Cohen’s d = .37).
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Discussion

The purpose of this current research study was to determine whether the three
aforementioned hypotheses were supported by the data collected within an Irish context. It was
hypothesised, from prior literature, that (H1) there would be a relationship between perceived
public stigma and personal stigma with lower intentions of seeking mental health treatment. This
was explored using a standard multiple regression analysis; from this it was found that both
perceived public stigma and personal stigma are related with lower intentions of seeking
treatment. Overall, the model was significant, with the two predictor variables being significant
predictors of this particular health seeking behaviour. Consistent with numerous studies
(Nearchou et al., 2018; Wu et al., 2017), these findings support the existing literature that both
perceived public stigma and personal stigma are powerful factors that dissuade intentions of

seeking mental health treatment.

The second research question hypothesised that males will report greater perceived public
stigma when compared to their female counterparts. This was explored using an independent
samples t-test; from this it was found that there was no significant difference between males and
females regarding perceived public stigma. The results from this analysis conflicts with prior
research that suggests males often possess significantly higher levels of perceived public stigma
(Mason et al., 2013; Mojtabai et al., 2011). However, the conflicting results yielded from this
study may be due to methodological differences whereby the aforementioned studies often used
college, university and young adult populations unlike the current study which sought to examine

the Irish adult population. Additionally, previous studies have used a combination of different
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scales to measure stigma such as the Self-Stigma of Seeking Help Scale (Vogel et al., 2006), the
Peer Mental Health Stigmatisation Scale (McKeague et al., 2015) and the Prejudice towards
People with Mental Illness Scale (Kenny et al., 2018). Thus, the use of different scales might

potentially lead to different results due to differences in reliability and validity.

The third and final hypothesis, from prior research, hypothesised that females would have
more favourable attitudes toward seeking treatment for their mental health compared to their
male counterparts. This hypothesis was explored using an independent samples t-test. The
findings from this analysis supported the hypothesis, showing that females were significantly
more likely to seek treatment regarding their mental health compared to the male participants.
Overall, these findings contribute to the previous body of literature, demonstrating that males are

less willing to seek treatment than females.

The current study sought to provide greater understanding to attitudes concerning mental
health stigma and attitudes toward seeking professional psychological help within an Irish
population. As previously mentioned, both hypothesis one and hypothesis three were supported,
meaning that the findings are consistent with and provide support to previous research which has
suggested perceived public stigma, personal stigma and being male are all factors related with
lower intentions of seeking treatment and having less favourable attitudes toward such treatment.
Despite these hypotheses being supported by the results of this study, the findings are quite
concerning nonetheless. Physical health and mental health are equally as important, however, it
is evident that stigmatising attitudes towards mental health treatment persist among the Irish

population. The implications of such attitudes has resulted in the underutilisation of mental
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health services particularly for males and individuals with high levels of public and personal
stigma. The literature suggests that individuals with untreated mental illness are at high risk for
multiple negative outcomes which may profoundly affect not only themselves, but the people
around them (Carroll, 2016). Some of these negative outcomes include worsening mental health
problems, physical health problems such as an increased risk for stroke and heart attack,

homelessness and can sometimes result in suicide (Stuart, 2016).

In addition to this, there could be multiple factors contributing to males having less
favourable attitudes toward utilising mental health services than their female counterparts.
Learned cultural attitudes, traditional masculine norms and what is commonly known as ‘toxic
masculinity’ can often control an individual’s emotions which in turn may have influenced the
male participants’ to report more stigmatising attitudes. Traditional masculine norms are often
defined as meeting the societal expectations expected in men and manhood within a given
culture (Milner et al., 2018). Toxic masculinity closely aligns with traditional masculine norms
whereby certain behaviours such as crying (i.e., “boys don’t cry”) are frowned upon as they are
seen to denounce the dominance expected in males (Milner et al., 2019). However, it is not clear
as to how the male participants in this study responded to this survey; had they only considered
other males like themselves in their responses and attitudes or had they also considered females
in their responses. Moreover, this study does not take into account external factors that may
contribute to less favourable attitudes. It is important to take into account that barriers extend

beyond being male and perceived public and personal stigma. Other prevalent barriers to seeking
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treatment also include low mental health literacy, financial costs and beliefs that help is not

needed (Eisenberg et al., 2012).

On the other hand, contrary to the literature, we did not find that (H2) males have greater
perceived public stigma. There was no significant difference between males and females with
regard to public stigma, thus, resulting in the rejection of the second hypothesis. Although this
study did not replicate results from previous studies, the results from this study are somewhat
more promising, suggesting that Irish males do not have high levels of perceived public stigma.
As a consequence, it would seem that neither males or females have a misperception of how
individuals may perceive them seeking treatment. In other words, the general consensus toward
seeking professional psychological help may not be as negative as one believes. Previous
research has demonstrated that concerns about being viewed and treated negatively by one’s
family and friends are notable deterrents to seeking mental health treatment (Mason et al., 2013;
Mojtabai et al., 2011). After interpretation of statistical analyses for hypothesis two, the results
could be inferred as superior and more promising than previous results. Nonetheless, the results
are only generalisable to an Irish adult population and further research may be needed to

replicate such results for other populations.

Limitations & Strengths

Some study limitations merit comment. The current study was a cross sectional research
design that relied entirely on survey data. Future research designs may benefit from the inclusion
of a qualitative approach to understanding participants’ perceptions and concerns regarding

mental health stigma and attitudes toward mental health treatment. In addition to this, when
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researching the literature, many studies also included mental health literacy scales in their
research. Consequently, results from these studies suggest that low mental health literacy was
another contributing factor to the underutilisation of mental health services (Milner et al., 2019;
Thai et al., 2020). However, the current study did not take mental health literacy scores into

account when examining attitudes toward mental health services.

Moreover, due to the cross sectional nature of this study, no causal relationships can be
inferred. To progress from this study, future research would benefit from using a longitudinal
study to better infer causation. Additionally, although the sample ranged from ages 18 to 75, the
sample within this study was predominantly younger adults, and thus, would not be entirely
generalisable to the older population. The current worldwide coronavirus pandemic should also
be taken into consideration. Due to restrictions within Ireland, individuals were only able to
virtually participate which meant access to wifi, a smart phone or laptop was necessary, and thus,
computer/technology illiterate individuals were unable to partake. It should be noted that there
was a slight gender bias toward females in the sample for the current study; 300 (67.4%) females
and 140 (31.5%) males. However, this aligns with current research which states that females are
much more likely to partake in surveys, questionnaires and experiments compared to males

(Daly et al., 2011).

Nonetheless, despite the aforementioned limitations, the current study also has its
strengths. Firstly, in spite of the gender bias, by using a sample size formula (N > 50 + 8m), the
current study was able to exceed the number of required participants (Tabachnick & Fidell,

2007). The benefits of a large sample size include the results being more representative of the
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population, limits the influence of outliers and is also a way to combat uncertainty (Biau,
Kernéis, & Porcher, 2008). As previously mentioned, the second hypothesis was rejected,
however, the results are much more promising than expected. Results show that there is no
difference or significant high levels of perceived public stigma in both males and females. This is
a strength as it is a step in the right direction towards de-stigmatising mental health and mental
health services. Lastly, due to the anonymous and confidential nature of the survey for this study,
it is likely that the social desirability bias did not play much part in participants' answers as
studies have shown that anonymity tends to reduce social desirability in participant’s responses

(Joinson, 1999).

Future Research/Directions

Knowledge in this field, particularly in an Irish context, is quite limited. However, it is
evident from the current study that understanding stigma is integral to reduce its negative impact
on help seeking behaviours and treatment engagement. There is no doubt that some of the
findings of this study devalues the mentally ill and mental health services to a certain extent due
to the stigma held. However, as previously mentioned, stigma is not the only barrier to those
seeking mental health treatment, with accessibility and financial cost being other cited barriers.
Mental health services are not seen as a key priority to the Irish government, with only 5.2% of
the overall health budget being allocated to the mental health sector (Fagan, 2020). According to
Slainte Care, 10% of the health budget should be allocated to the mental health sector, thus, the
2020 Irish budget demonstrates that Ireland is below international recommendations (HSE,

2019).
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Moving forward, given the magnitude of challenges posed by mental health stigma and
other barriers, it is evident that there needs to be sufficient effort to fund research to provide
robust evidence to support policy decisions on investment in the mental health sector. An
example of emerging policy framework includes the World Health Organisation Mental Health
Action Plan which aims to “promote mental health, reduce stigmatisation and promote human
rights across the lifespan” (WHO, 2013). Ideally, Ireland needs to follow suit on these
international recommendations. In addition to this, in future work, investigating the effectiveness
of mental health stigma campaigns and interventions might prove important. Currently, there is
limited research done on the effectiveness of such campaigns and interventions in Irish
populations. However, other international studies have had promising results, suggesting that
anti-stigma interventions had reduced stigmatising attitudes after a four week follow up (Mehta
et al., 2015). Additionally, such interventions had seen a reduction in both perceived public
stigma and personal stigma (Waqas et al., 2020). However, more research is necessary to
investigate the longevity of attitude changes after interventions have ended as there is not enough

research to determine whether these attitude changes remain long term.

Lastly, the current study used a cross sectional design and so, due to the cross sectional
nature of this study, no causal relationships can be inferred. To progress from this study, future
research would benefit from using a longitudinal study to better infer causation. As well as that,
future research might also include longitudinal studies to investigate the long term effects of

stigmatising attitudes and to examine whether these attitudes change throughout the lifespan.
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Conclusion

This study has contributed to mental health stigma research focusing on attitudes and
gender disparity. Two of the three initial hypotheses had significant results giving further
evidence to the literature that males have less favourable attitudes to seeking mental health
treatment and that both perceived public stigma and personal stigma act as significant barriers to
seeking treatment. In spite of the second hypothesis being rejected, the findings were in fact
more promising than anticipated; neither males or females have high levels of perceived public
stigma. While this cross sectional study is one of the few studies investigating mental health
stigma and gender disparity within an Irish context, future studies may benefit from using
longitudinal data to determine if these results stay consistent throughout an individual’s lifespan
or if anti-stigma interventions and improved mental health literacy can influence these
stigmatising attitudes and beliefs held within Ireland. Moreover, the broader implications of this
study are perhaps how the Irish government could adopt newer policies in alignment with
international recommendations and allocate more monies to the mental health sector in order to

tackle these current issues.



MENTAL HEALTH STIGMA 31

References

Abolfotouh, M., Almutairi, A., Al Mutairi, Z., Salam, M., Alhashem, A., Adlan, A., &
Modayfer, O. (2019). Attitudes toward mental illness, mentally ill persons, and
help-seeking among the Saudi public and sociodemographic correlates. Psychology
Research and Behavior Management, Volume 12, 45-54. doi: 10.2147/prbm.s191676

Abrams, A. (2014). Women more likely than men to seek mental health help, Study Finds.
Retrieved 17 November 2020, from
https://time.com/2928046/mental-health-services-women/

Ahmed, M. (2016). G Power Analysis. Retrieved 10 October 2020, from
https://www.researchgate.net/post/How do you calculate the sample size for G Pow
er_Analysis

Akyurek, G., Sahadet Sezer, K., Kaya, L., & Temucin, K. (2019). Stigma in Obsessive
Compulsive Disorder. Retrieved 5 May 2020, from
http://http:/dx.doi.org/10.5772/intechopen.83642[ MK 28]

Angermeyer, M. C. & Matschinger, H. (2005). The stigma of mental illness in Germany: A

trend analysis. International Journal of Social Psychiatry, 51, 276-284.

Biau, D. J., Kernéis, S., & Porcher, R. (2008). Statistics in Brief: The Importance of Sample Size
in the Planning and Interpretation of Medical Research. Clinical Orthopaedics and

Related Research, 466(9), 2282-2288. https://doi.org/10.1007/s11999-008-0346-9


https://time.com/2928046/mental-health-services-women/
https://www.researchgate.net/post/How_do_you_calculate_the_sample_size_for_G_Power_Analysis
https://www.researchgate.net/post/How_do_you_calculate_the_sample_size_for_G_Power_Analysis

MENTAL HEALTH STIGMA 32

Boerema, A. M., ten Have, M., Kleiboer, A., de Graaf, R., Nuyen, J., Cuijpers, P., & Beekman,
A. T.F.(2017). Demographic and need factors of early, delayed and no mental health

care use in major depression: a prospective study. BMC Psychiatry, 17(1), 2-3.

https://doi.org/10.1186/s12888-017-1531-8

Bonney S, Stickley T. Recovery and mental health: a review of the British literature. J Psychiatr
Ment Health Nurs. 2008;15(2):140-153.

Camp, D., Finlay, W., & Lyons, E. (2002). Is low self-esteem an inevitable consequence of
stigma? An example from women with chronic mental health problems. Social Science &
Medicine, 55(5), 823-834. doi: 10.1016/s0277-9536(01)00205-2

Campbell, L. (2019). How Mental Health Stigma Affects Men. Retrieved 8 May 2020, from

https://www.healthline.com/health-news/how-can-we-reduce-mens-mental-health-stigma

Carroll, H. (2016, June). Victimization and Serious Mental Illness. Retrieved from
https://www.treatmentadvocacycenter.org/key-issues/consequences-of-non-treatment/363

0-victimization-and-serious-mental-illness

Chatmon, B. (2020). Males and Mental Health Stigma.American Journal of Men's Health,
14(4), 155798832094932. doi: 10.1177/1557988320949322
Clement, S., Schauman, O., Graham, T., Maggioni, F., Evans-Lacko, S., Bezborodovs, N., &

Thornicroft, G. (2015). What is the impact of mental health-related stigma on


https://www.healthline.com/health-news/how-can-we-reduce-mens-mental-health-stigma

MENTAL HEALTH STIGMA 33
help-seeking? A systematic review of quantitative and qualitative studies. Psychological
Medicine, 45(01), 11-27.

Corrigan, P. (2004). How stigma interferes with mental health care. American Psychologist,
59(7), 614-625. doi: 10.1037/0003-066x.59.7.614

Corrigan, P. W. (2000). Mental health stigma as social attribution: Implications for research

methods and attitude change. Clinical Psychology: Science and Practice, 7(1), 48-67.

Corrigan, P. W., Druss, B. G., & Perlick, D. A. (2014). The Impact of Mental Illness Stigma on
Seeking and Participating in Mental Health Care. Psychological Science in the Public

Interest, 15(2), 37-70. https://doi.org/10.1177/1529100614531398

Daly, J. M., Jones, J. K., Gereau, P. L., & Levy, B. T. (2011). Nonresponse Error in Mail
Surveys: Top Ten Problems. Nursing Research and Practice, 2011, 1-5.

https://doi.org/10.1155/2011/987924

DeBurca, S., & Day, G. Forward. Retrieved 17 November 2020, from
https://www.hse.ie/eng/services/list/4/mental-health-services/nosp/research/youngmenout
look.pdf

Eisenberg, D., Downs, M., Golberstein, E., & Zivin, K. (2009). Stigma and Help Seeking for
Mental Health Among College Students. Medical Care Research and Review, 66(5),

522-541. doi: 10.1177/1077558709335173


https://www.hse.ie/eng/services/list/4/mental-health-services/nosp/research/youngmenoutlook.pdf
https://www.hse.ie/eng/services/list/4/mental-health-services/nosp/research/youngmenoutlook.pdf

MENTAL HEALTH STIGMA 34

Eurostat, 2002, The Life of Women and Men in Europe: A Statistical Portrait, Data 1980-2000,
Theme 3 Population and Social Conditions, Luxembourg: Office for Official Publications
of the European Communities, p.118.

Ewalds-Kvist, B., Hogberg, T., & Liitzén, K. (2012). Impact of gender and age on attitudes
towards mental illness in Sweden. Nordic Journal of Psychiatry, 67(5), 360-368. doi:
10.3109/08039488.2012.748827

Faul, F., Erdfelder, E., Lang, A., & Buchner, A. (2007). G¥Power 3: A flexible statistical power
analysis program for the social, behavioural, and biomedical sciences. Behaviour
Research Methods, 39(2), 175-191. doi: 10.3758/bf03193146

Fischer, E., and Farina, A. (1995). Attitudes toward seeking psychological professional help: A
shortened form and considerations for research. Journal of College Student Development,
36, 368-373.

Fischer, Edward H. (1970). Orientations to seeking professional help: Development and research
utility of an attitude scale. Journal of Consulting and Clinical Psychology, 35(1, Pt.1),
79-90. doi: 10.1037/h0029636

Fitzpatrick, M. (2008). Stigma. British Journal of General Practice, 58(549), 294.1-294. doi:
10.3399/bjgp08x280092

Gagné, S., Vasiliadis, H., & Préville, M. (2014). Gender differences in general and specialty
outpatient mental health service use for depression. BMC Psychiatry, 14(1), 1. doi:

10.1186/1471-244x-14-135



MENTAL HEALTH STIGMA 35

Goffman, E. (1963). Stigma: Notes on the management of spoiled identity. Simon and Schuster.

Gonzalez, J., Alegria, M., Prihoda, T., Copeland, L., & Zeber, J. (2009). How the relationship of
attitudes toward mental health treatment and service use differs by age, gender,
ethnicity/race and education. Social Psychiatry and Psychiatric Epidemiology, 46(1),
45-57. doi: 10.1007/s00127-009-0168-4

Griffiths KM, Carron-Arthur B, Parsons A, Reid R. Effectiveness of programs for reducing the
stigma associated with mental disorders. A meta-analysis of randomized, controlled
trials. (2014).World Psychiatry. 13(2):161-175.

Griffiths, KM, Christensen H, Jorm AF, Evans K, Groves C. Effect of web-based depression
literacy and cognitive behavioural therapy interventions on stigmatising attitudes to
depression. Randomised controlled trial. Br J Psychiatry 2004; 185: 342-9.

Haugen, P., McCerillis, A., Smid, G., & Nijdam, M. (2017). Mental health stigma and barriers to
mental health care for first responders: A systematic review and meta-analysis. Journal

Of Psychiatric Research, 94, 218-229. doi: 10.1016/j.jpsychires.2017.08.001

Health Service Executive. (2007). Mental Health in Ireland: Awareness and Attitudes. Retrieved

March 10, 2021, from https://www.healthpromotion.ie/hp-files/docs/HSP00612.pdf

Holzinger, A., Floris, F., Schomerus, G., Carta, M., & Angermeyer, M. (2011). Gender

differences in public beliefs and attitudes about mental disorders in western countries: A



MENTAL HEALTH STIGMA 36

systematic review of population studies. Epidemiology And Psychiatric Sciences, 21(1),

73-85. doi: 10.1017/s2045796011000552

HSE. (2019). Slaintecare Action Plan 2019. Retrieved March 9, 2021, from

https://assets.gov.ie/22606/4e13¢c790cf31463491c2e878212e3¢29.pdf

Interian, A., Ang, A., Gara, M., Link, B., Rodriguez, M., & Vega, W. (2010). Stigma and
Depression Treatment Utilization Among Latinos: Utility of Four Stigma Measures.
Psychiatric Services, 61(4), 373-379. doi: 10.1176/ps.2010.61.4.373

Iwamoto, D., Gordon, D., Oliveros, A., Perez-Cabello, M., Brabham, T., Lanza, A., & Dyson,
W. (2012). The role of masculine norms and informal support on mental health in
incarcerated men. Psychology Of Men & Masculinity, 13(3), 283-293. doi:

10.1037/a0025522

Joinson, A. (1999). Social desirability, anonymity, and internet-based questionnaires. Behaviour
Research Methods, Instruments, & Computers, 31(3), 433-438.

https://doi.org/10.3758/b103200723

Kenny, A., Bizumic, B., & Griffiths, K. M. (2018). The Prejudice towards People with Mental
Illness (PPMI) scale: structure and validity. BMC Psychiatry, 18(1), 1-2.

https://doi.org/10.1186/s12888-018-1871-z



MENTAL HEALTH STIGMA 37

Lally, J., 6 Conghaile, A., Quigley, S., Bainbridge, E., & McDonald, C. (2013). Stigma of mental
illness and help-seeking intention in university students. The Psychiatrist, 37(8), 253-260.
Doi: 10.1192/pb.bp.112.041483

Latalova, K., Kamaradova, D., & Prasko, J. (2014). Perspectives on perceived stigma and
self-stigma in adult male patients with depression. Neuropsychiatric Disease And
Treatment, 1399. doi: 10.2147/ndt.s54081

Link, B., Phelan, J., Bresnahan, M., Stueve, A., & Pescosolido, B. (1999). Public conceptions of
mental illness: labels, causes, dangerousness, and social distance. American Journal Of
Public Health, 89(9), 1328-1333. doi: 10.2105/ajph.89.9.1328

Link, B., Phelan, J., Bresnahan, M., Stueve, A., & Pescosolido, B. (1999). Public conceptions of
mental illness: labels, causes, dangerousness, and social distance. American Journal Of
Public Health, 89(9), 1328-1333. doi: 10.2105/ajph.89.9.1328

Mackenzie, C., Gekoski, W., & Knox, V. (2006). Age, gender, and the underutilization of mental
health services: The influence of help-seeking attitudes. Aging & Mental Health,10(6),
574-582. doi: 10.1080/13607860600641200

Mahsoon, A., Sharif, L., Banakhar, M., Alasmee, N., Almowallad, E., Jabali, R., & Assur, S.
(2020). Parental support, beliefs about mental illness, and mental help-seeking among

young adults in Saudi Arabia. International journal of environmental research and public

health, 17(15), 5615.



MENTAL HEALTH STIGMA 38
Markowitz, F. (1998). The Effects of Stigma on the Psychological Well-Being and Life
Satisfaction of Persons with Mental Illness. Journal Of Health And Social Behavior,

39(4), 335. doi: 10.2307/2676342

McKeague, L., Hennessy, E., O’Driscoll, C., & Heary, C. (2015). Peer Mental Health
Stigmatization Scale: psychometric properties of a questionnaire for children and
adolescents. Child and Adolescent Mental Health, 20(3), 163—170.

https://doi.org/10.1111/camh.12088

Mehta, N., Clement, S., Marcus, E., Stona, A.-C., Bezborodovs, N., Evans-Lacko, S., ...
Thornicroft, G. (2015). Evidence for effective interventions to reduce mental
health-related stigma and discrimination in the medium and long term: Systematic
review. British Journal of Psychiatry, 207(5), 377-384.

https://doi.org/10.1192/bjp.bp.114.151944

Mehta, S. S., & Edwards, M. L. (2018). Suffering in Silence: Mental Health Stigma and
Physicians’ Licensing Fears. American Journal of Psychiatry Residents’ Journal, 13(11),

2-4. https://doi.org/10.1176/appi.ajp-1].2018.131101

Mental Health America. (2020). Infographic: Mental health for men.

https://www.mhanational.org/inforgraphic-mental-health-men


https://www.mhanational.org/inforgraphic-mental-health-men

MENTAL HEALTH STIGMA 39

Miller, K. (2008). Wired: Energy Drinks, Jock Identity, Masculine Norms, and Risk Taking.

Journal Of American College Health, 56(5), 481-490. doi: 10.3200/jach.56.5.481-490

Milner, A., Shields, M., & King, T. (2019). The Influence of Masculine Norms and Mental
Health on Health Literacy Among Men: Evidence From the Ten to Men Study. American
Journal of Men’s Health, 13(5), 155798831987353.

https://doi.org/10.1177/1557988319873532

Nearchou, F. A., Bird, N., Costello, A., Duggan, S., Gilroy, J., Long, R., ... Hennessy, E. (2018).
Personal and perceived public mental-health stigma as predictors of help-seeking
intentions in adolescents. Journal of Adolescence, 66, 83—90.

https://doi.org/10.1016/j.adolescence.2018.05.003

NIMH. (2019). NIMH » Mental Illness. Retrieved 9 October 2020, from

https://www.nimh.nih.gov/health/statistics/mental-illness.shtml

Olawuyi, A. T., & Adeoye, 1. A. (2018). The prevalence and associated factors of

non-communicable disease risk factors among civil servants in Ibadan, Nigeria. PLOS

ONE, 13(9), 2. https://doi.org/10.1371/journal.pone.0203587

Parle, S. (2012). How does stigma affect people with mental illness?. Retrieved 8§ May 2020,

from


https://www.nimh.nih.gov/health/statistics/mental-illness.shtml

MENTAL HEALTH STIGMA 40

https://cdn.ps.emap.com/wp-content/uploads/sites/3/2012/07/120710-How-does-stigma-a
ffect-people-with-mental-illness.pdf

Pedersen, E., & Paves, A. (2014). Comparing perceived public stigma and personal stigma of
mental health treatment seeking in a young adult sample. Psychiatry Research, 219(1),

143-150. doi: 10.1016/j.psychres.2014.05.017

Picco, L., Abdin, E., Chong, S. A., Pang, S., Shafie, S., Chua, B. Y., ... Subramaniam, M.
(2016). Attitudes Toward Seeking Professional Psychological Help: Factor Structure and
Socio-Demographic Predictors. Frontiers in Psychology, 7, 6.

https://doi.org/10.3389/fpsyg.2016.00547

Roskar, S., Braci¢, M., Kolar, U., Konec Juri¢i¢, N., Leki¢, K., Alenka, T. G., ... Vatovec, M.
(2017). Attitudes towards help seeking behaviour and professional psychiatric help in
Slovenia. European Psychiatry, 41(S1), S183-S184.

https://doi.org/10.1016/j.eurpsy.2017.01.2098

Saadi, A., & Ponce, N. A. (2020). Worse Mental Health Among More-Acculturated and Younger
Immigrants Experiencing Discrimination: California Health Interview Survey,
2015-2016. Journal of general internal medicine, 35(5), 1419-1426.

Scambler, G. (2009). Health-related stigma. Sociology of Health and Illness, 31(3), 441.


https://cdn.ps.emap.com/wp-content/uploads/sites/3/2012/07/120710-How-does-stigma-affect-people-with-mental-illness.pdf
https://cdn.ps.emap.com/wp-content/uploads/sites/3/2012/07/120710-How-does-stigma-affect-people-with-mental-illness.pdf

MENTAL HEALTH STIGMA 41
Seidler, Z. E., Rice, S. M., River, J., Oliffe, J. L., & Dhillon, H. M. (2017). Men’s mental health
services: The case for a masculinities model. The Journal of Men’s Studies, 26(1),

92-104. doi:10.1177/1060826517729406
Silke, C. (2015). An investigation into public stigma towards depression: measuring, predicting

and reducing negative responses among adolescents. ARAN, (1), 115.

Stuart, H. (2016). Reducing the stigma of mental illness. Global Mental Health, 3, 940.

https://doi.org/10.1017/gmh.2016.11

Thai, T. T., Vu, N. L. L. T., & Bui, H. H. T. (2020). Mental Health Literacy and Help-Seeking
Preferences in High School Students in Ho Chi Minh City, Vietnam. School Mental

Health, 12(2), 378-387. https://doi.org/10.1007/s12310-019-09358-6

Tinsley, O. (2009). Attitudes survey reveals mental health stigma. Retrieved 17 November 2020,
fromhttps://www.irishtimes.com/news/attitudes-survey-reveals-mental-health-stigma-1.7

53480

Vogel, D. L., Wade, N. G., & Haake, S. (2006). Measuring the self-stigma associated with
seeking psychological help. Journal of Counseling Psychology, 53(3), 325-337.

https://doi.org/10.1037/0022-0167.53.3.325

Vogel, D., Heimerdinger-Edwards, S., Hammer, J., & Hubbard, A. (2011). “Boys don't cry”:

Examination of the links between endorsement of masculine norms, self-stigma, and


https://www.irishtimes.com/news/attitudes-survey-reveals-mental-health-stigma-1.753480
https://www.irishtimes.com/news/attitudes-survey-reveals-mental-health-stigma-1.753480

MENTAL HEALTH STIGMA 42

help-seeking attitudes for men from diverse backgrounds. Journal Of Counselling
Psychology, 58(3), 368-382. doi: 10.1037/a0023688

Wang, P., Lane, M., Olfson, M., Pincus, H., Wells, K., & Kessler, R. (2005). Twelve-Month Use
of Mental Health Services in the United States. Archives Of General Psychiatry, 62(6),

629. doi: 10.1001/archpsyc.62.6.629

Wagqas, A., Malik, S., Fida, A., Abbas, N., Mian, N., Miryala, S., ... Naveed, S. (2020).
Interventions to Reduce Stigma Related to Mental Illnesses in Educational Institutes: a
Systematic Review. Psychiatric Quarterly, 91(3), 887-903.

https://doi.org/10.1007/s11126-020-09751-4

Weiss, M.G., & Ramakrishna, J. (2006). Stigma interventions and research for international

health. The Lancet, 367(9509), 536-538.

WHO. (2013). World Health Organisation. Global Mental Health Action Plan 2013-2020.

WHO. (2019, November 28). Mental disorders. Retrieved from

https://www.who.int/news-room/fact-sheets/detail/mental-disorders

Williams, D. O. (2004). Treatment Delayed Is Treatment Denied. Circulation, 109(15),

1806-1808. https://doi.org/10.1161/01.cir.0000126892.17646.83


https://doi.org/10.1007/s11126-020-09751-4

MENTAL HEALTH STIGMA 43

World Health Organisation. (2013). The European mental health action plan. Retrieved
November 13th, 2020, from
http://www.euro.who.int/en/health-topics-noncommunicable-diseases/mental-health/publi

cations/2013/the-european-mental-health-action-plan

Wu, L. H. C., Bathje, G. J., Kalibatseva, Z., Sung, D. H., Leong, F. T. L., & Collins-Eaglin, J.
(2017). Stigma, mental health, and counseling service use: A person-centered approach to

mental health stigma profiles. Psychological Services, 14(4), 490-501.

https://doi.org/10.1037/ser0000165


http://www.euro.who.int/en/health-topics-noncommunicable-diseases/mental-health/publications/2013/the-european-mental-health-action-plan
http://www.euro.who.int/en/health-topics-noncommunicable-diseases/mental-health/publications/2013/the-european-mental-health-action-plan
https://doi.org/10.1037/ser0000165

MENTAL HEALTH STIGMA 44

Appendices

Appendix 1

Attitudes Toward Seeking Professional Psychological Help Scale

Instructions:
Read each statement carefully and indicate your degree of agreement using the scale below. In
responding, please be completely candid.

0 =Disagree 1= Partly disagree 2 = Partly agree 3 = Agree

1. IfIbelieved I was having a mental breakdown, my first inclination would be to get
professional attention

2. The idea of talking about problems with a psychologist strikes me as a poor way to get rid of
emotional conflicts

3. If I were experiencing a serious emotional crisis at this point in my life, I would be confident
that I could find relief in psychotherapy

4. There is something admirable in the attitude of a person who is willing to cope with his or her
conflicts and fears without resorting to professional help

5. T'would want to get psychological help if I were worried or upset for a long period of time

6. I might want to have psychological counselling in the future

7. A person with an emotional problem is not likely to solve it alone; they are likely it solve it
with professional help

8. Considering the time and expense involved in psychotherapy, it would have doubtful value
for a person like me

9. A person should work out their problems; getting psychological counselling would be a last
resort

10. Personal and emotional troubles, like many things, tend to work out by themselves

Scoring:
Reverse score items 2, 4, 8, 9 and 10. Then add up the ratings to get a sum. Higher scores indicate
more positive attitudes toward seeking professional help.
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Appendix 2

Study Information Sheet

Participant Information Leaflet
Title of study:

Mental health stigma and gender disparity in attitudes toward seeking mental health treatment in
Ireland.

You are being invited to take part in a research study. Before deciding whether to take part, please
take the time to read this document which explains why the research is being done and what it would
involve for you. If you have any questions about the information provided, please do not hesitate to
contact me using the details at the end of this leaflet.

What is this study about?

I am a final year student in the BA Psychology programme at National College of Ireland. As part of
my degree I must carry out an independent research project.

For my project, I aim to investigate mental health stigma and how gender differences influence people
to seek mental health treatment among Irish adults/adults living in Ireland. The study involves a quick
online questionnaire which you can take part if you wish.

Will taking part be confidential and what will happen to my data?

The questionnaires are anonymous, it is not possible to identify a participant based on their responses
to the questionnaire. All data collected for the study will be treated in the strictest confidence.
Responses to the questionnaire will be stored securely in a password protected/encrypted file on the
researcher’s computer. Only the researcher and their supervisor will have access to the data. Data will
be retained for five years in accordance with the NCI data retention policy.

What will happen to the results of the study?
The results of the study will be presented in my final dissertation, which will be submitted to National

College of Ireland.

Who should you contact for information?




MENTAL HEALTH STIGMA 46

If you have any further questions regarding the study or concerns, please feel free to contact the
researcher, Aisling Mullally via email: x18731285@student.ncirl.ie or my thesis supervisor Aine
Maguire (afmaguir@tcd.ie).

What will taking part in the study involve?

If you decide to take part, there will be likert-type statements on three different scales where you will
be asked to agree or disagree with each statement. Upon completion of the study, you will be
encouraged to send the study link to other individuals who meet the inclusion criteria of the study.
However, this is completely voluntary.

You can take part in this study if you are aged 18 and live in Ireland.

You cannot take part if you are under the age of 18 or do not live in Ireland/are not an Irish citizen.
You have been invited to take part in this study as you meet the criteria of this study and we would
like to hear your response to the questionnaires provided.

Do I have to take part?

No. Participation is voluntary; you do not have to take part, and a decision not to take part will have
no consequences for you. If you do decide to take part, you can withdraw from participation at any

time before you submit your response. However, it will not be possible to withdraw your responses
once you have submitted due to participant confidentiality.

What are the possible risks and benefits of taking part?

There are no direct benefits to you for taking part in this research. However, the information gathered
will contribute to research that helps us to understand our research question.

There is a small risk that some of the questions and statements contained within this survey may
cause minor distress for some participants. If you experience this, you are free to discontinue and exit
the survey. Contact for relevant support services are also provided at the end of the questionnaire.
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Appendix 3

Debrief form

Debrief

Thank you for participating as a research participant in the present study concerning your attitude towards
seeking professional psychological help in Ireland.

If you know or are aware of any friends, family or acquaintances who fit the inclusion criteria for this study (Irish
and above the age of eighteen), we encourage you to ask them to take part in this study. We request that you do
not discuss the contents of the questionnaire with them until after they have completed it to ensure no biases
occur within their responses. Your cooperation and participation is greatly appreciated.

If you have any further questions regarding the current study, please feel free to contact the research via email:
x18731285 @student.ncirl.ie, or the thesis supervisor Aine Maguire: afmaguir@tcd.ie

In the event that you feel psychological distress following by taking part in this study, we encourage you to use
one of these avenues if this case arises. Pieta House: (01) 458 5490 or Aware: 1800 80 48 48.

Again, thank you for your participation.

Appendix 4

Adapted Devaluation Discrimination scale

Please indicate whether you agree or disagree with the following statements.

1. Most people would willingly accept a person who has received mental health treatment as a
close friend.

2. Most people believe that a person who has received mental health treatment is just as intelligent
as the average person.

3. Most people believe that a person who has received mental health treatment is just as
trustworthy as the average person.

4. Most people would accept a fully recovered person who has received mental health treatment as
a teacher of young children in a public school.
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5. Most people feel that receiving mental health treatment is a sign of personal failure*.

6. Most people would not hire a person who has received mental health treatment to take care of
their children, even if they had been well for some time*.

7. Most people would think less of a person who has received mental health treatment™.

8. Most employers will hire a person who has received mental health treatment if he/she is
qualified for the job.

9. Most employers will pass over the application of a person who has received mental health
treatment in the favour of another applicant.*

10. Most people in my community would treat a person who has received mental health treatment
just as they would treat anybody else.

11. Most people would be reluctant to date someone who has received mental health treatment®.

12. Once they know a person was in a mental hospital, most people will take his opinions less
seriously*.

All items above are answered from: Strongly agree, 1; Agree, 2; no opinion, 3; disagree, 4; strongly
disagree, 5.

Items with a “*” are reversed scored, e.g., ‘Strongly agree’ corresponds to five points instead of one
point.

Appendix 5

Personal Stigma Scale

Personal Stigma Scale
Please indicate whether you agree or disagree with the following statements.

1. I would willingly accept a person who has received mental health treatment as a close friend.

2. Ibelieve that a person who has received mental health treatment is just as trustworthy as the
average person.

3. Iwould think less of a person who has received mental health treatment*.

4. I would be reluctant to date someone who has received mental health treatment*.

All items above are answered from: Strongly agree, 1; Agree, 2; no opinion, 3; disagree, 4; strongly
disagree, 5.

Items with a “*’ are reversed scored, e.g., ‘Strongly agree’ corresponds to five points instead of one
point.
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Appendix 6

SPSS Data
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Appendix 7

SPSS Output Log
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