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Abstract
Objective—Accumulated evidence suggests that approximately one third of people with a
serious mental illness (SMI) experience elevated self-stigma. Narrative enhancement and
cognitive therapy (NECT) is a structured group-based intervention aimed to reduce self-stigma.
The current study aims to examine the effectiveness of NECT. A quasi-experimental design.

Design—Baseline and follow-up data were collected and outcomes were compared between 63
persons with SMI who participated in NECT and 56 persons who received treatment as usual.

Results—The NECT treatment group showed significant (p < .05) reductions in self-stigma and
increases in self-esteem, quality of life, and Hope-Agency scores between pre- and posttreatment
assessments, compared with the control group.

Conclusions—The current results provide preliminary support for the use of NECT as an
effective treatment to reduce self-stigma and its implications for treatment and practice are
discussed.
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Approximately one third of people with a serious mental illness (SMI) experience elevated
self-stigma (Ritsher & Phelan, 2004; Brohan, Elgie, Sartorius, & Thornicroft, 2010; West,
Yanos, Roe, & Lysaker, 2011). Self-stigma refers to the acceptance by a person with SMI
that stigmatizing views (e.g., dangerousness) widely held by the general public apply to
themselves. Research has shown that self-stigma is negatively linked to both subjective and
objective aspects of recovery, including hopelessness (McCay & Seeman, 1998; Lysaker,
Roe, & Yanos, 2007; Yanos, Roe, Markus, & Lysaker, 2008), diminished self-esteem
(Corrigan, Watson, & Barr, 2006; Watson, Corrigan, Larson, & Sells, 2007; Yanos et al.,
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2008), shame (Hasson-Ohayon et al., 2012), meaning in life (Ehrlich-Ben Or et al., 2013),
and fewer social relationships (Lysaker et al., 2007).

Despite the substantial evidence for the negative effect of self-stigma, there have been few
efforts to develop treatments to address this major roadblock to recovery. A number of
preliminary efforts reveal the limitations of educational interventions to combat self-stigma
(Wieczynski, 2000; Link, Struening, Neese-Todd, Asmussen, & Phelan, 2002). There is
support, though, for the potential promise of group-based interventions that move beyond
education and focus on changes in cognitions (Knight, Wykes, & Hayward, 2006; McCay et
al., 2006). Two reports of recently developed treatment approaches targeting internalized
stigma (Lucksted et al., 2011; Fung, Tsang, & Cheung, 2011) have discussed using
primarily cognitive restructuring based methods to address negative beliefs about the self
related to self-stigma and demonstrate the promise of this approach.

In an effort to build upon what was learned from these previous attempts, we developed
narrative enhancement and cognitive therapy (NECT), targeting self-stigma among people
with SMI (for a detailed description of the NECT, see Yanos et al., 2011). NECT (Yanos et
al., 2011) is a structured, group-based treatment that combines (a) psychoeducation to help
replace stigmatizing views about mental illness and recovery with empirical findings, (b)
cognitive restructuring geared toward teaching skills to challenge negative beliefs about the
self, and (c) narrative therapy focused on enhancing one’s ability to narrate one’s life story.
We developed a group-based intervention, as we believed that a group orientation has
several notable advantages for participants to gain feedback and support from peers (Yalom,
1995), and within this context to provide opportunities for interactions with an audience for
their storytelling (Lysaker et al., 2007). We designed a manual that is geared to be user-
friendly and could easily be implemented with reasonable fidelity by master’s-level
clinicians.

NECT is unique in its focus on facilitating the transformation of personal narratives.
Phenomenological observations suggest that SMI often involves a profound diminishment in
a person’s ability to narrate his or her own life’s evolving story (Gallagher, 2003; Lysaker,
Wickett, Wilke, & Lysaker, 2003). People with SMI may describe their lives without
sufficient temporal organization (Gallagher, 2003; Lysaker, Clements, Placak-Hallberg,
Knipschure, & Wright, 2002) and have difficulty differentiating themselves from their
disorder (Roe & Ben Yishai, 1999). It has been argued that narrative transformation is
essential to the process of identity transformation among people with SMI (Rhodes & Jakes,
2009). NECT attempts to help individuals transform their narratives by engaging
participants in a series of story-telling exercises where they are encouraged to write or
dictate stories about themselves, and then receive feedback from the facilitator and group
members on alternative perspectives regarding the themes that their stories contain.

Thus, for an individual whose story stresses themes of being unable to overcome
impairments associated with having a mental illness, feedback may guide the individual
toward a reassessed conceptualization, wherein his or her story emphasizes personal
strength, change, and success over adversity. In this way, disempowered narratives in which
themes dominated by internalized stigma prevail can be gradually reframed and revised so
that the narrator becomes the protagonist and themes of agency and personal strength
prevail.

Recent efforts have begun to investigate the effectiveness of NECT. Qualitative analyses of
interviews conducted with 18 NECT completers perceived NECT as helpful. Six domains of
improvement were revealed in which participants attributed to participating in the
intervention experiential learning, positive change in experience of self, acquiring cognitive
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skills, enhanced hope, and coping and emotional change (Roe, Hasson-Ohayon, Derhi,
Yanos, & Lysaker, 2010). Recently (Yanos, Roe, West, & Smith, 2012), 39 persons with
SMI were randomized to NECT or to treatment as usual (TAU) and were assessed at
baseline, posttreatment, and 3-month follow-up. Fifteen of the 21 individuals assigned to
NECT were classified as “exposed” to treatment and, compared to unexposed participants,
improved more in two aspects of self-stigma as well as insight; however, the small sample
size and significant dropout rates restricted the ability to detect an effect.

In the current study, we examined the effectiveness of NECT in a larger sample of persons
experiencing a mental illness judged to have been significantly disabling. Research supports
that elevated self-stigma is a common concern among persons with a variety of disabling
mental disorders including schizophrenia, bipolar disorder, and major depression (Brohan et
al., 2010). Qualitative research on the experience of self-stigma has also supported that
people with bipolar disorder express concerns about self-stigma similar to persons with
schizophrenia-spectrum disorders (Suto, 2012). Thus, these findings suggest that the
endorsement of self-stigmatizing attitudes and their subsequent effect on hope, self-esteem,
and quality of life are common to people who have experienced SMI. The purpose of the
present study was to investigate whether people with SMI who participated in NECT would
show reductions in self-stigma and increases in self-esteem, quality of life, and hope
between pre- and posttreatment assessments, compared with a control group.

Methods
Research Setting

The study was conducted at two psychiatric rehabilitation agencies and one University
Community Clinic in Israel. The NECT manual had been previously translated into Hebrew
through a standard back-translation approach. In one agency study, participants received
employment services, and in the second agency, study participants received supportive
residential and social club services. All participants heard about the possibility to participate
in the intervention through flyers, local presentations about the intervention, or directly from
their primary clinician. Thirty-five mental health practitioners, all of whom had experience
providing psychiatric rehabilitation services, completed a 2-day NECT training, after which
they advertized the opening of NECT groups. This led to the opening of a total of 25 NECT
groups, each attended, at first, by approximately eight consumers and all but eight groups
led by two facilitators. Upon completing the 2 full days of NECT training, practitioners
attended bimonthly 2-hour group supervisions and two additional training enrichment days
during the 5 months they carried out the intervention.

Data were collected between 2009 and 2011. Ethical approval for the study was obtained
from the local ethics committee of the department of psychology at the Bar Ilan University.
After receiving a detailed explanation of the study, all research participants provided written
informed consent. Data were collected by an experienced mental health practitioner who
was trained to administer the study measures.

Participants
The treatment group included 137 people who completed baseline assessment, after which
they attended the first NECT group where they met the facilitators and other participants and
were exposed to the NECT manual. Thirty-nine (28%) attended only one to three sessions.
Ninety-five people attended most of the 20 NECT groups, of which 63 (66%) completed the
Time 2 follow-up assessment upon completion of the NECT, an average of 6 months later.

A control group of 85 people, who received TAU from the same psychiatric rehabilitation
agencies, at different geographical regions where NECT was not offered completed the same
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assessments at an equivalent time interval. Of the 85 participants in the control group who
completed baseline assessment (Time 1), a total of 56 (66%) completed the follow-up
assessment (Time 2).

To be eligible for participation in the study, participants had to meet Israeli criteria for
having a “psychiatric disability,” severe enough to compromise at least 40% of one’s
functioning (roughly comparable to the U.S. designation of SMI). This is determined by a
medical committee, including a psychiatrist and recognized by National Insurance
regulations. While we did not conduct diagnostic interviews for each participant, we note
that research indicates that among the more than 16,000 people with at least a 40%
psychiatric disability in Israel, 86% have a diagnosis of psychotic-related disorder (Shtruch
et al., 2009). Thus, it is likely that the majority of our study sample had a psychotic disorder.

Demographic characteristics of the participants are presented in Table 1. There were no
statistically significant differences between the treatment and control groups in gender and
marital status. The treatment participants were significantly younger (t = −2.09, p < .05) and
less educated, χ2(2) = 9.44, p < .01. Comparing the demographic variables among all
participants (treatment and control) who completed Time 2 assessment and those who did
not, revealed that those who completed the Time 2 assessment included a larger number of
people with academic degrees, χ2(2) = 7.03, p < .05, but that otherwise the groups did not
differ in gender, age, and marital status.

Measures
The Internalized Stigma of Mental Illness Scale (ISMI; Ritsher, Otillinqam, &
Grajales, 2003)—ISMI is a 29-item self-report scale designed to assess an individual’s
personal experience of stigma related to mental illness and is rated on a 4-point Likert scale.
Higher total scores indicate higher levels of internalized stigma. The ISMIS can be broken
into five subscales: Alienation (feelings of being a devaluated member of the community),
Stereotype Endorsement (agreement with negative ideas about people with mental illness),
Discrimination Experience, Social Withdrawal, and Stigma Resistance. Previous research
has reported satisfactory internal consistency (α = .90) and test-retest reliability (r = .92) in a
sample of veteran administration psychiatric outpatients (Ritsher et al., 2003). The Stigma
Resistance subscale was excluded as it has been found to lack internal consistency and be
poorly correlated with the other ISMI subscales (Brohan et al., 2010). In our sample, we
observed a high level of internal consistency for the ISMI at Time 1 as a whole (α = .92).
Cronbach’s alphas for the four subscales were .76, .69, .81, and .78 for Alienation,
Stereotype Endorsement, Social Withdrawal, and Discrimination Experience, respectively.

The Manchester Short Assessment of Quality of Life (MANSA; Priebe, Huxley,
& Knight, 1999)—MANSA is a brief instrument that assesses subjective quality of life. It
comprises 12 items regarding satisfaction with life and is rated on a 7-point scale ranging
from 1 (negative extreme) to 7 (positive extreme). Higher scores indicate higher levels of
satisfaction. The scale demonstrates good levels of internal consistency, with alphas of .74,
and validity, more than .83 (Priebe et al., 1999). In our sample, we observed a high level of
internal consistency for the MANSA scale (α = .86).

Adult Dispositional Hope Scale (Snyder et al., 1991)—The Hope scale is a 12-item
self-report scale designed to measure an individual’s dispositional hope. It is an 8-point
scale, with higher scores indicating higher levels of hope. The Hope scale comprises two
subscales, Pathways and Agency. In our sample, we observed a high level of internal
consistency for the scale in Time 1 as a whole (α = .85) as well as for the two subscales (α
= .74 for Pathways and α = .78 for Agency items).
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Rosenberg Self-Esteem (RSE)—Rosenberg (1965) developed a 10-item self-report
measure of self-esteem on 4-point scale, ranging from 1 (strongly agree) to 4 (strongly
disagree). Higher scores indicate of higher self-esteem. The internal consistency for this
measure was satisfactory in the data (α = .81).

Intervention
The practitioners who provided services for the NECT groups were employed by the
psychiatric rehabilitation centers described above; almost all of them held degrees in mental
health professions (social work, occupational therapy, and psychology), all had experience
in providing psychiatric rehabilitation services, and all were trained in NECT. Participation
in NECT was always in addition to existing services. Sessions were an hour long and held
weekly for approximately 6 months (the completion of the 20 sessions).

Statistical Analysis
Analyses were computed using the Predictive Analytics SoftWare (PASW, Version 18.0).
To test whether the groups differed in their baseline scores on the scales and whether there
were differences between participants who did and did not complete Time 2 assessment,
two-way analyses of variance (ANOVAs) were performed. To examine improvement in the
four outcomes (internalized stigma, self-esteem, quality of life, and hope) mixed repeated
measures multivariate analysis of variance (MANOVAs) and ANOVAs were used to
compare to the intervention and control groups. Mixed repeated measures MANOVAs and
ANOVA allows for an examination of the extent to which participants improved over time
regardless of group, as well as if they improved significantly more over time in one group

versus the other (group by time interaction). Effect sizes ( ) for the interaction effect
between time and group were computed.

Results
As can be seen in Table 2, analyses revealed no significant differences in any of the baseline
assessments between the treatment and control group participants, although there was a
trend for TAU participants to have higher RSE scores. A difference in baseline quality of
life and Hope-Pathway subscale scores were found between those who did and did not
complete Time 2 assessments. Those who completed Time 2 assessments had higher quality
of life and Hope-Pathway scores at Time 1. In addition, there was a significant interaction
effect between “group” and “attendance” in the self-esteem variable. The participants in the
treatment group who completed Time 2 assessments had higher self-esteem at baseline than
those who did not, whereas participants in the control group who completed Time 2
assessments had lower self-esteem at baseline than those who did not complete Time 2
assessment.

To examine whether there was improvement among the treatment group compared to the
control group, a mixed repeated measures MANOVA was conducted. A significant group by
time interaction for the internalized stigma variable was found, F(4,114) = 2.68, p < .04,

. There was a significant difference in the mean change of self-stigma score between
Time 1 and Time 2 between the two groups. The improvement in self-stigma was
significantly higher in the treatment group.

Repeated measures ANOVAs were then conducted to test each subscale independently. As
can be seen in Table 3, there was a significant group by time interaction in three of the four
subscales: Alienation, Stereotype Endorsement, and Social Withdrawal. This indicates that
participants who completed NECT showed significant reductions in three aspects of self-
stigma between baseline and postassessment, in contrast to participants in the control group.
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A similar analysis was conducted for the Hope scale variable. As can be seen in Table 3,
there was no significant group by time interaction for the total score, but there was a
significant interaction for one of the two subscales, Hope-Agency. In addition, a significant
group by time interaction for the quality of life and for self-esteem variables was also found
(see Table 3). These analyses indicate that participants who completed NECT improved
significantly in subjective quality of life and self-esteem between baseline and
postassessment, in contrast to participants in the control group who did not.

Discussion
NECT is a group-based intervention designed to assist persons with SMI to recognize the
effect of stigma on how they think about themselves, identify and reconsider stigmatized
beliefs about themselves, and to construct a richer and more developed narrative. Results of
the current study found that NECT participants showed significant reductions in self-stigma,
and increases in self-esteem, self-reported quality of life, and the experience of the Hope-
Agency subscale, while TAU participants did not.

Considered as a whole, results suggest that participation in NECT was associated with
changes in almost all of the outcomes that NECT was designed to target. Participants were
specifically observed to reject stigma at the conclusion of the intervention and feel better
about themselves and their life circumstance in the moment, as well as their chances for
success in the future. Results, consistent with preliminary findings from a small randomized
controlled trial, have found NECT to be feasible and tolerable and identified trends of
improvement in two aspects of self-stigma and insight (Yanos et al., 2012) and a qualitative
study (Roe et al., 2010) in which participation in the intervention was linked to increased
hope and a richer and fuller experience of one’s identity. Thus, in combination with previous
work, this study offers additional evidence of the potential of NECT to assist persons along
their recovery process.

While the findings provide support for the positive effect of NECT on those who completed
both pre- and postassessments, of note, 28% attended no more than the first 3 sessions.
While we did not specifically examine reasons for early dropout, it is possible that the
subject matter of stigma is one that many consumers found uncomfortable, and that they
avoided returning to the group for this reason. It is thus important to further study whether
and what might make it difficult for some and try to remove any such barriers in an effort to
make it as accessible as possible to those who might benefit from it. In addition, the finding
of an interaction between “group” and “attendance” in the self-esteem variable suggests that
higher levels of preintervention self-esteem make it more likely to complete NECT. While
self-stigma was the primary outcome measure and main target of the intervention, it is
important to provide appropriate support so that people with low self-esteem, who may
particularly need and benefit from NECT, will be able to attend and complete it.

NECT contains a combination of psychoeducation, cognitive restructuring, and narrative
enhancement. While no analysis was attempted here to assess the relative effect of each
component, all three elements are intended to have a synergistic effect. Put another way, it is
assumed that knowing about the nature of stigma and having knowledge of the relationship
of thought and affect may not be sufficient for people to author a richer and more developed
sense of identity. NECT is predicated on the assumption that to reject a stigmatized view of
oneself requires the construction of a new story about oneself. To let go of a story of oneself
as a mentally ill person who may be dangerous or incompetent, for example, may require the
construction of a new story to gradually take its place (Roe & Lysaker, 2011).
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The narrative development section is accordingly theorized to be the element that allows
persons to form an idea of who they might be if not defined by stigma. As a result of the
synergy between psychoeducation, cognitive restructuring, and narrative enhancement, it is
assumed that participants develop more complex and integrated ideas of who they are as
unique individuals, allowing for a greater sense of agency when facing the distress that
comes with psychiatric challenges and an appraisal of oneself as more competent. This
possibility is consistent with other work suggesting that with greater metacognitive mastery
comes improved coping and self-esteem (Lysaker et al., 2011).

While considering these results, some important limitations of the study should be taken into
account. As noted above, there was no random assignment, and thus specific characteristics
of the participants who attended NECT groups may have led to their greater improvement in
these areas. Furthermore, 28% of those who attended a NECT group dropped out within the
first 3 sessions, and only 66% of those who attended most of the sessions completed both
assessments. This leads to the possibility that participants who did not respond to the
intervention may have self-selected themselves out of treatment, or, alternatively, that
participants who did not respond chose not to participate in the assessment.

In addition, the study participants were not limited to a specific diagnosis that could have
influenced the stigma they were subject to and what they would find helpful to cope with it.
Finally, the present study was that it did not include a follow-up assessment period, which
would help to determine if improvements related to participation in NECT can be sustained
over time.

With the consideration of the study’s limitations and future directions, the current study
provides preliminary support for the use of NECT as an effective treatment to reduce self-
stigma among people with SMI. This suggests the NECT as a recovery-promoting
intervention that elicit positive changes in the experience of the self.
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