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Background and Hypothesis: Public stigma reduces
treatment-seeking and increases the duration of untreated
psychosis among young people with psychosis. Social
contact-based video interventions have been shown to be
effective at reducing stigma; however, more research is
needed regarding very brief interventions less than 2 min-
utes long, which are suitable for social media platforms
and particularly relevant for young adults. We recently
conducted three randomized control trials and demon-
strated the efficacy of such videos to reduce stigma to-
ward individuals with psychosis among young adults of
the general public. However, it is unclear what elements
contributed to the effectiveness of these very brief inter-
ventions. Study Design: The present article proposes
a conceptual framework to discern what elements con-
tributed to the efficacy of these interventions. We first
review the existing literature describing social contact-
based interventions and how they impact the cognitions,
emotions, and behaviors of participants. Study Results:
Then, using this lens, we suggest an alternate observa-
tion of the data from our studies by examining changes
in stigmatizing views across time, rather than utilizing
mean scores and conceptualizing how key characteristics
of our interventions helped reduce stigma. We also high-
light future research directions, including the need to look
at mediators and moderators of change and the need to
examine behavioral outcomes. Study Conclusions: By
hypothesizing how these interventions are proposed to
work, this framework is intended to provide a roadmap
for further development of brief video-based interventions
to reduce stigma.
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Schizophrenia affects approximately 20 million people
worldwide with a typical age of onset of 15-35.12 More
than 30% of these individuals do not receive treatment,
due to barriers such as stigma and shame, a preference for
self-reliance, and poor mental health literacy.** Early ac-
cess to care is important as it is associated with a shorter
duration of untreated psychosis and better short- and
long-term outcomes.® Public stigma, which includes neg-
ative attitudes and beliefs that lead people of the general
public to avoid, fear, or reject individuals with mental
illness, can contribute to social isolation, loneliness, and
fear among individuals with psychosis®” and may play a
role in treatment seeking.®

Alarmingly, there is evidence that public stigma is
increasing in the United States (US). A recent study
examining changes in mental illness stigma among US
residents from 1996 to 2018 found an approximately 10%
increase in beliefs that individuals with schizophrenia are
dangerous.’ This study also showed increased support for
using coerced treatments, possibly due to media linking
mental illness with crime and mass shootings. Yanos,
DeLuca, and Gonzales!® speculated that gun rights ad-
vocacy organizations seeking to direct public outrage
about mass shootings away from the widespread availa-
bility of guns in the US, had succeeded in mounting a
national “pro-stigma” campaign blaming people with
mental illness and the mental health system. Regardless
of the explanation, the trends are concerning, suggesting
that there is a need for organized efforts to reduce stigma
in the US, specifically toward people with schizophrenia.
Schizophrenia is perceived as more dangerous and un-
predictable than other mental disorders®’ and was found
to be perceived as the most “disruptive” of 93 poten-
tially stigmatizing human statuses (including being an
injecting drug user and having a sex offense history).!!
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Furthermore, there is a need for stigma reduction inter-
ventions targeted toward young adults as this group over-
laps with the age of onset of psychosis and is a possible
peer group of individuals with psychosis.

Although intuitive approaches to addressing stigma
involve educating the public about mental illness, or
public service announcements in which celebrities dis-
close histories of mental illness, Corrigan'?> has noted
that such anti-stigma efforts are generally ineffective and
need to take care to avoid unintended consequences that
might even increase stigma. Based on research evidence,
Corrigan? recommended that anti-stigma efforts be
contact-based, involving interpersonal contact with rep-
resentatives of a stigmatized group sharing their personal
stories. Further, he argued that the most effective contact-
based interventions are “targeted” (focusing on specific
communities or subgroups in which stigma is a partic-
ular concern), “local” (taking into account local interests
and factors and providing contact with members of the
local community), and “credible” (providing stories that
highlight recovery, but in a manner that is plausible to
most community members). Prior research has also sug-
gested that social contact-based interventions are most
effective.’1

Although historically conducted in-person in class-
rooms or community centers, these interventions have
also been shown to have similar efficacy when presented
in video format, which is potentially less expensive and
easier to disseminate.'*!® However, while most video
interventions have lasted 7-60 min, younger audiences
may prefer briefer content, similar to what they may en-
counter on social media'*!” (eg, 60 s videos on TikTok
or Instagram). Given the widespread use of social media
among younger audiences, brief video-based interven-
tions might allow contact to be both “targeted” and
“local.” To our knowledge, no prior studies have exam-
ined interventions suitable for social media platforms
that are under 2 min long.

To address these gaps, we conducted a series of ran-
domized controlled trials (RCTs), which demonstrated
the efficacy of brief social contact-based video interven-
tions in reducing public stigma toward individuals with
psychosis among young adults ages 18 to 35."%2° In the
first study, 1203 young adults were randomized to video,
written vignette, or no intervention conditions.'® In a
brief 90-s video, a young woman with schizophrenia hu-
manized her illness through her emotional description
of living a meaningful and productive life. The video
group had lower rates of stigma than the written vi-
gnette and control groups. In a randomized controlled
replication study, 1055 young adults were randomly as-
signed to the same video intervention, a written vignette,
and control condition."” The video intervention reduced
stigma at post-intervention and 30-day follow-up, more
than vignette and control groups, despite a small re-
bound. Lastly, we randomized 1993 young adults into
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one of four brief video conditions with varying pre-
senters (Black/White female, Black/White male) or a
non-intervention control condition.”® A link to one of
the videos is available in Appendix 1. Results showed a
greater reduction in video intervention groups than in
control at post-intervention and 30-day follow-up, but
no differences between video groups. Matching partici-
pant and presenter race and gender had no impact. In
all of the studies, we used the same 19-item assessment
to measure public stigma across five domains: social dis-
tance, stereotyping, separateness, social restriction, and
perceived recovery.

Although these interventions and other social contact
video-based interventions have been shown to be effec-
tive, there is a lack of information on /ow exactly they
work and what elements are necessary to induce change,
especially among young adults.'*?! This is especially true
for very brief video-based interventions under 2 min in
length where special care has to be taken to select appro-
priate content and information that must be included in
these videos. The present article proposes a conceptual
framework to discern what elements contributed to the
efficacy of the brief video-based stigma reduction inter-
ventions listed above in our prior studies among youth.
We first review the existing literature describing social
contact-based interventions and how they impact the
cognitions, emotions, and behaviors of participants.
Then, we conceptualize how the key characteristics of
these interventions helped reduce stigma. We conclude
by highlighting future research directions.

General Factors Contributing to Effective Stigma
Reduction

As noted, prior research suggests that stigma reduc-
tion interventions should be targeted toward specific
groups.”? Examples of targeted groups include a spe-
cific age range (such as people under 30), landlords,
employers, and healthcare providers, rather than the pop-
ulation as a whole to address specific beliefs or behaviors.
Additionally, the intergroup contact hypothesis suggests
that optimal contact conditions such as equal status,
cooperation, common goals, and institutional support
can reduce stigma by challenging preconceived notions
about the group and reduce an “us” vs “them” mentality,
in which members of an outgroup are seen as somehow
fundamentally different or less than human.>** Optimal
contact conditions require that there not be a definitive
power-differential between the groups, such as teacher-
student or guard-inmate. However, Allport’s* conditions
are not crucial for intergroup contact to achieve positive
effects. In particular, Pettigrew and Tropp* found that
samples with no claim to these key conditions still show
significant relationships between contact and prejudice.
Thus, Allport’s conditions may not be necessary for pro-
ducing positive contact effects. Perhaps, these conditions



act as facilitating factors that enhance the tendency for
positive contact effects to emerge.

Since a diagnosis of schizophrenia can be a conceal-
able stigmatized identity that is not immediately made
known to others, the presenter should seem typical of the
outgroup but atypical enough to counter preconceived
ideas.?!"*” This suggests that efforts geared toward youth
need to feature youth who are both “relatable” and be-
lievably “unique.” It is crucial to include individuals with
psychosis as partners in the intervention and study design
process to ensure that their voices are heard.?>?

Evidence for Impact on Cognitive, Emotional, and
Behavioral Components of Stigma

Broadly, stigma has been conceptualized as consisting
of cognitions, emotions, and behaviors.? Stereotypes (ie,
cognitions) are cued by “marks,” or labels, such as dishev-
eled appearance, behaviors such as talking to oneself, or
knowledge of someone’s diagnosis. Stigma can also in-
clude beliefs that the individual is dangerous and un-
predictable, responsible for their illness, or incompetent
and unable to be successful in work or school.” These
stereotypes result in an “us” vs “them” mentality and can
lead to emotional responses (eg, fear or anger) and de-
creased helping behavior.?!3

As described above, prior research suggests that con-
tact with a person with schizophrenia who disconfirms
stereotypes is the most effective in reducing stigma.’' It
leads to reduced intergroup anxiety and increased empathy
and identification with the presenter.?!-* Considering that
stigma consists of cognitive, emotional, and behavioral
elements, contact-based interventions should aim to
target these domains. In the following sections, we will
examine each component of stigma, how contact-based
interventions can affect these domains, and how these
elements were targeted in our studies.

In our prior studies, we solely looked at changes in
mean stigma scores in these domains over time. To have
a better understanding of a possible change in cogni-
tion, emotions, or behaviors, we suggest a different ob-
servation of the data. We combined the video groups
participants (n = 1945) from the previous studies!®?
(see Table 1 for demographic information) and exam-
ined changes from baseline to post-intervention and
30-day follow-up among participants who hold a pre-
dominant stigmatizing perception, (table 2). Due to the
five domains and 19 stigma items we used Bonferroni
correction and set the significance at .001. For ex-
ample, 64% of the 428 participants who disagreed that
a person with schizophrenia should make decisions
about their own treatment changed their minds im-
mediately following the brief video. A similar change
was found between baseline and 30-day follow-up.
Significant changes were found across all five stigma
domains. Cohen’s d effect sizes ranged from 0.44 to 0.81

Reducing Public Stigma Towards Psychosis

Table 1. Demographics

Total, N = 1945

Items Mean SD
Age 26.9 4.1
N %
Gender female 1374 54
Hispanic 172 9
Race
Asian 34 2
African American/Black 829 43
Native American 5 0
White 1060 54
Other 17 1
Familiarity with a person with SMI 811 42

for baseline-post changes and 0.32 to 0.63 for baseline-
follow-up changes. This suggests an overall shift in
perception among those participants. Note that parti-
cipants from our first study'® were not included in this
secondary analysis due to a lack of post-intervention
and 30-day follow-up assessments.

Cognition

The most common thoughts or stereotypes that occur
among the general public in response to psychosis are
that the individual is dangerous and unpredictable, re-
sponsible for their illness, or incompetent and unable to
be successful in work or school.?? Cognition can broadly
be divided into associative and rule-based processes.*
Associative processes are quick and automatic affective
reactions that do not require much conscious effort, while
rule-based processes are delayed and involve more delib-
erate thinking based on information provided.’? For ex-
ample, an associative process may involve equating the
label schizophrenia with dangerous, while a rule-based
process may involve reflection on the appropriateness of
this associative response and consideration of the pros
and cons of further interaction with someone who has
schizophrenia.*

When evaluating the effectiveness of stigma programs
it is important to distinguish between these two pro-
cesses as they require different measurement techniques.??
Associative processes can be measured using implicit
measures, such as the Implicit Association Test’** or
affective priming measures® (see Fazio & Olson’® for a
more detailed review on implicit measures). Rule-based
processes can be measured through explicit measures,
such as self-report. Most prior studies have focused solely
on rule-based processes, utilizing self-report measures
that are subject to social desirability."?’ Social desira-
bility involves the tendency for people to say what they
think conforms to cultural norms rather than their actual
belief.?> Most prior studies have neglected to measure as-
sociative processes.?!3’
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Table 2. Level of Stigmatizing Perceptions at Baseline, Post-Intervention, and 30-Day Follow-Up, and the Percentage of Participants

Changing their Mind Following the Intervention (n = 1945).

Changes from Stigmatizing
to Non-Stigmatizing *

Stigmatizing Perceptions Toward
Individuals with Psychosis

30-day
Baseline Post FU Baseline to  Baseline to
Items n=1945 n=1851 n=1341 Post FU
Social distance: would you be willing to... N % n % n % % xX? % X?
1 ...have someone with schizophrenia as a neighbor? 466 24 228 12 216 16 50 9153 33 939.6
2 ...beclose friends with someone with schizophrenia? 489 25 217 12 222 17 52 916.1 32 906.0
3 ...have a person with schizophrenia working closely with you 589 30 266 14 227 17 S3 731.1 43 803.8
on a job?
4  ...allow a child of yours to date a person with schizophrenia? 875 45 515 28 455 33 38 193.6 27 247.2
5 ...allow a child of yours to marry a person with schizophrenia? 881 45 571 31 458 34 31 148.21 24 240.5
6 ...allow a child of yours to have a baby with a person with 938 48 615 33 531 40 31 943 17 146.7
schizophrenia?
Stereotyping: How able is a person with schizophrenia to...
7  ...make his own decisions about the treatment he should re- 428 22 141 8 113 8 64 1,140.3 64 1,207.6
ceive?
8 ...make his/her own decisions about managing his own money? 438 23 147 8 126 9 65 1,116.6 61 1,166.2
How likely is it that a person with schizophrenia would...
9 ...do something violent towards other people? 1,082 56 729 39 490 37 30 1.1 34 102.3
10 ...do something violent towards himself? 1,408 72 993 54 739 55 25 1353 24 31.7
Separateness
11 When you think of a person with schizophrenia, how different 1,160 60 829 45 0649 48 25 1.14 20 12.7
do you think he is from other people?
12 Although a person with schizophrenia may seem just like eve- 1,325 68 1,115 60 809 60 12 140.7 12 24.7
ryone else, he is actually different in important ways
13 Someone with arthritis has just one thing wrong with them, but 950 49 793 43 553 41 12 22.6 16 125.6
a person with schizophrenia is very different from other people
14  Although he may be like other people in many ways, a person 1200 62 1008 54 762 57 13 39.2 9 0.17
with schizophrenia is fundamentally different from other
people
Social restriction: a person with schizophrenia...
15 ...could be trusted to babysit small children 1203 62 845 46 655 49 26 6.6 21 5.3
16 ...shouldn’t get married- that is, he should stay single 348 18 286 15 143 11 17 911.4 39 12134
17 ...shouldn’t have children of his own- that is, he should remain 555 29 405 22 295 22 24 5394 24 710.3
childless
Recovery assessment scale: 1 believe that a person with schizophrenia...
18 ...has a plan for how to stay well 458 24 225 12 190 14 50 928.8 42 1,001.6
19 ...can meet his current personal goals 276 14 166 9 126 9 36 11,2294 36 1,324.7
Note:

* Higher percentage indicates higher improvement in stigmatizing attitudes; items 9, 10, 15, 18, 19 are reverse-scored; bold indicates sig-
nificance at P < .001 (McNemar’s test). Cohen’s d effect sizes ranged from 0.44 to 0.81 for baseline-post changes, and 0.32 to 0.63 for

baseline-F/U changes.

As also noted above, “credible” contact-based inter-
ventions, in which stories of hope and recovery are bal-
anced with discussions of struggles and symptoms, are
considered ideal.'? Prior research has suggested that con-
tact following the principle of moderately disconfirming
stereotypes is more effective in reducing stigma than no
disconfirmation and trended towards better effects than
highly disconfirming conditions.?! For example, on the
one hand, contact with someone who is exhibiting acute
psychosis symptoms and acting in an aggressive manner
would not be expected to reduce stigmatizing attitudes or
behavior. This is referred to as contact with little or no
disconfirmation of prevailing stereotypes and videos like
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this solely mention symptoms and the negative impact of
the illness on the person’s life.!

On the other hand, high disconfirmation videos which
overly focus on the person’s accomplishments, while only
briefly mentioning symptoms or a diagnosis, would also
not be expected to be maximally effective. Similarly, inter-
actions with celebrities with mental illness may not re-
duce stigma in a significant way because these individuals
may be viewed as extreme exceptions to the rule (ie, high
disconfirmation). Additionally, researchers in other areas
such as addiction have suggested the need to use “person-
first” language, and emphasize solutions and effective-
ness of treatments rather than framing mental illness as



on par with chronic physical diseases.* They also stressed
the need to use sympathetic narratives with careful atten-
tion paid to intersectional identities (eg, socioeconomic
status and presence of mental illness).

We developed our studies following the principle of
moderately disconfirming stercotypes.'®?* One notable
strength of our studies included creating targeted inter-
ventions towards young people that are not solely college
students and utilizing presenters who were also young
adults. The videos provided the opportunity for partici-
pants to virtually come in contact with same-aged peers,
of equal status, who shared their stories about their re-
covery process, daily struggles, and engagement in re-
latable activities such as being in school or dating. This
can disarm participants and potentially challenge their
notions about people diagnosed with schizophrenia and
lessen the “us” vs “them” mentality since the individ-
uals in the videos could have been a classmate, friend,
or family member. Our studies primarily measured rule-
based processes as well by asking participants about ex-
plicit cognitions regarding how different individuals with
psychosis are from other people (Separateness) and their
abilities to make decisions about treatment or finances
and behave in a dangerous manner (Stereotyping), get
married or have children (Social Restriction), or recover
(Recovery Assessment Scale).

Regarding cognition-related statements, we found
changes in stereotyping, separateness, social restriction,
and recovery domains. Some elements in our videos that
could have contributed to changes in cognitions in these
areas include statements regarding engaging in work or
school and what their recovery process looked like: “I am
in school full-time,” “They helped me get a job,” “I’ve been
with my boyfriend for three years now,” “It’s not something
that’s impossible to live with,” “And then slowly, but surely I
started putting the pieces together and my recovery began”.
Following the principle of moderately disconfirming
stereotypes, these recovery themes were balanced with
daily struggles, such as “every day is a battle,” “every day
I experience auditory and visual hallucinations,” “Things
aren’t going to be easier, they’re going to be tough but
you're going to get better,” and reports of symptoms that
were present at the beginning of illness “I went four days
without sleeping,” “While shopping I was having very vivid
visual and auditory hallucinations.” Presenting both of
these themes provided participants with the opportunity to
challenge their preconceived notions about psychosis, while
also confirming some of their prior beliefs. Although asso-
ciative processes were not directly measured, we hypothe-
size that these elements may have contributed to changes in
this domain; however, this needs to be further studied.

Emotions

Emotional processes that can be targeted by contact-
based stigma reduction programs include intergroup
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anxiety and empathy through identification with the
presenter.”’¢ Contact-based interventions provide the
opportunity to engage in intergroup contact with an
outgroup member in the hopes that this will reduce anx-
iety or fear.* A recent study by Maunder et al* tested the
effect of an intergroup electronic chat contact interven-
tion on stigma reduction against individuals with schizo-
phrenia and examined the mediating role of fear, anger,
and pity. Compared to the intragroup contact and control
condition, intergroup e-contact reduced fear, anger, and
stereotyping toward people with schizophrenia and fear
and anger were significant mediators of the intervention’s
effect on the desire for social distance, but pity was not.
Other studies have shown similar findings regarding the
mediating role of emotions. In West et al®* contact with
a person with schizophrenia improved attitudes and de-
creased avoidance due to reduced fear. In another study,
imagining contact with a person with schizophrenia de-
creased stereotypes and increased intentions for future
contact via reduced anxiety.*® Maunder et al** note that
it is unclear whether interventions impact emotions or
cognitions first; however this relationship is likely to be
cyclical and that the role of intergroup contact vs levels
of disconfirming stereotypes should be examined further.

Empathy is also another important emotion to con-
sider as it involves seeing the other person as a fellow
human and taking their perspective.*! Anti-stigma inter-
ventions that provide opportunities for contact with
“local” representatives who can be seen as “one of us”
may be most likely to be effective in fostering empathy.
Tippin & Maranzan* suggest that empathy can be situ-
ational (present emotional response) or dispositional (a
general tendency or trait) and those emotional responses
can be further divided into experiencing distress from
hearing about someone’s experience or feeling empathic
concern for the other person. If the individual’s group
membership is contributing to their difficulties, empathy
for the presenter may generalize to the group as a whole,
which in turn may increase positive beliefs.*' In a recent
study, Tippin & Maranzan** showed the efficacy of a
photovoice-based video intervention in reducing fear and
anger towards people with mental illness, perceptions of
dangerousness, and desire for social distancing in 303 un-
dergraduate students. Empathic concern was found to
mediate the relationship between the video and stigma
reduction.

Although not directly measured in our studies,'>** 30%
of the 1082 participants who agreed that people with schiz-
ophrenia are violent changed their minds immediately
following the brief video, suggesting that participants
may have had a reduction in fear regarding individuals
with schizophrenia. We hypothesize that empathy with
the presenter and emotional engagement could have con-
tributed to reductions in these areas and the desire for
social distance. Some elements in our videos that could
have contributed to this include having a presenter with
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lived experience of psychosis who shows vulnerability
and fosters audience empathy by revealing information
about past and current symptoms and personal strug-
gles that are applicable to all individuals regardless of
whether they have psychosis: “I was just recovering from
the death of my dad,” “People who have been in your life
for so many years just turn their backs on you. It took
me a lot of years to get over the pain of losing all those
friends.” These types of elements may also be particularly
“relatable” to many young people and therefore increase
the “local” aspect of such interventions.

The video presenters also discussed their need to be
seen as fellow humans worthy of dignity and respect:
“I am just another person,” “One of the best things I've
learned about myself is that youre more than your di-
agnosis, youre a person who still has dreams.” They
also expressed a desire to connect with others and play
a meaningful role in society: “When I was going through
my own recovery I feel like if I had somebody that said
‘me too’ that would have been really powerful.” Including
these elements likely contributed to audience empathy
and emotional connection and reductions in fear and
anger. However, future studies should directly measure
emotional engagement with the video presenter as a pos-
sible moderator to stigma reduction.

Behavior

Overall, there has been much less emphasis on behav-
ioral outcomes of anti-stigma interventions with most
only measuring behavioral intentions, such as willingness
to interact with someone with mental illness in the fu-
ture, or how much money they are willing to donate to
mental health advocacy groups.?' Large-scale anti-stigma
campaigns have demonstrated impact on intended so-
cial distance toward people with mental illness,* but a
limitation of measures that focus solely on self-report is
that they might be influenced by social desirability. One
method that has been used to measure behaviors includes
behavioral observation, which involves following a re-
search participant and counting how often a behavior oc-
curs; however, this can be costly and may bias participant
behavior if they are aware of the observation.””* Other
methods include examining archival data (eg, how many
people with schizophrenia were hired or interviewed
during a specific time period), utilizing videotaped ob-
servations or role plays, or utilizing confederates (eg, an
actor would contact employers and reveal their schizo-
phrenia diagnosis during the interview).?

There is a need to clearly define what types of behav-
iors need to be measured and what signifies appropriate,
non-stigmatizing ways of interacting with someone with
schizophrenia.”? Four common types of discriminating
behaviors include withholding help, avoidance, segrega-
tion, and coercion.” There should also be more of an
emphasis on increasing positive behaviors rather than
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decreasing negative ones.? Possible behaviors to measure
in young people include providing interpersonal (, friend-
ship) or instrumental support (eg. covering a co-worker’s
shift or taking notes for someone in class); challenging
discriminating behaviors or prejudicial attitudes perpetu-
ated by co-workers, fellow students or family members
against people with schizophrenia; increasing interviews
and hiring decisions, if the young person is involved in a
managerial position; volunteering for mental health or-
ganizations or posting supportive messages for individ-
uals with schizophrenia on social media; or willingness
to sit next to a person with psychosis. More subtle stig-
matizing behaviors (known as “microaggressions”), such
as invalidating or patronizing statements might also be
important targets as research indicates that they are prev-
alent and impactful.*4

Similar to prior studies, our studies'® ?* did not measure
overt behaviors; however, we did measure behavioral in-
tentions, such as being willing to have someone with
schizophrenia as a neighbor, close friend, or coworker,
or allowing a child to be in an intimate relationship
with someone with schizophrenia (intended social dis-
tance). Table 2 suggests that following the video interven-
tions, 50% of the 466 participants who disagreed to be a
neighbor to a person with schizophrenia changed their
minds following the brief video. Elements that could have
impacted behavioral intentions include reduced fear due
to seeing a presenter who is similar age to participants
and who is engaging in similar prosocial activities, despite
still experiencing daily struggles associated with psy-
chosis. Additionally, changes in cognitions and emotions
noted above may have influenced behavior intentions.

Measuring the impact of the interventions on ac-
tual behavior requires follow-up studies that specifically
measure this area. Example follow-up studies could in-
clude having participants engage in role plays or simu-
lated scenarios where they have to engage with individuals
with psychosis or challenge stigmatizing behaviors they
observe in others. Another example can be utilizing
booster videos aimed at changing behaviors, similar to
commercials in the marketing world that are repeatedly
presented to change viewer behavior. Videos could also
include specific behaviors that may be helpful for individ-
uals with psychosis, such as “I really enjoy it when people
are less judgmental in their language, because it can be
very dehumanizing even if people say you’re acting crazy,
it means more than you might realize to certain people.”

Next Steps to Address Gaps in the Literature

Future studies should continue to examine what factors
contribute to public stigma reduction and be tailored
to address cognitions, emotions, or behaviors. A meta-
analytic review looking at the impact of mental illness-
related stigma reduction interventions broadly found
significant intervention effects persisting at follow-up



for cognitive beliefs and behavioral intentions, but not
for affective responses.’’” Only three studies examined
mediators of change. This suggests a need to look at
mediators and moderators of change such as emotions,
empathy with the presenter, emotional engagement, and
memorability of the videos. The empathic concern could
be measured using the six-item Self-Reported Empathy
Scale** and/or open-ended questions such as those util-
ized by Clinton & Pollini.* Maunder et al?* suggest that
it is important to differentiate between different types
of emotions, like fear vs anger, and include “positive”
emotions such as pity rather than looking at emotional
reactivity as a unitary construct. To measure emotional
response, the Attribution Questionnaire may be util-
ized to determine attributions of responsibility and fear
and anger towards people with mental illness**>*! or
the Corrigan et al®®> 10-item Emotional Response Scale
could be used to measure fear, anger, and pity.** A pos-
sible 3-item measure of emotional engagement was cre-
ated by de Vreede et al*

In addition, there is an overreliance on self-report meas-
ures which increases the possibility that participants are
responding in a socially desirable way and may only be cap-
turing rule-based processes of cognition.?'** Studies should
include measures of associative cognitive processes such
as the Implicit Association Test* or affective priming.** A
possible measure of social desirability that can be utilized
as a control includes the 13-item Marlowe-Crowne Social
Desirability scale.™ Another option includes error choice
measures which appear to be multiple choice knowledge
questions but actually measure stigma.?

Another important area to study concerns the percep-
tions of stigma among youth with psychosis themselves.
Community stigma is believed to lead to a “chain-
reaction” which leads people diagnosed with mental ill-
ness to avoid seeking help, internalize negative stereotypes,
and diminish community participation (including em-
ployment and social relationships).’® Ultimately, the goal
of reducing stigma is to improve these outcomes, so it
is important for any anti-stigma efforts to demonstrate
an impact on perceptions of stigma and the internaliza-
tion of negative stereotypes among youth with psychosis
themselves. This might be challenging to study, but if
interventions were to target a specific community (eg,
a small city) for an extended period (for example, one
year), it might be possible to survey youth with psychosis
about their perceptions of stigma before and after the
implementation of such an intervention to determine if
anti-stigma initiatives are impacting their perceptions of
stigma.

Lastly, there is a pressing need to develop new meas-
urements and experimental paradigms of behavioral out-
comes, as most studies typically only examine behavioral
intentions. Possible domains for measurement include in-
terpersonal and instrumental support, advocacy, hiring
practices, and in-vivo treatment of individuals with

Reducing Public Stigma Towards Psychosis

psychosis. In addition, rather than having participants as-
sume what behaviors may be helpful to individuals with
psychosis, it may be helpful for videos to include mes-
sages of concrete steps participants can take to assist in-
dividuals with psychosis that they encounter (eg including
ways they can be a supportive co-worker or friend) or not
behave in a stigmatizing manner.

Supplementary Material

Supplementary material is available at https://academic.
oup.com/schizophreniabulletin/.
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