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ABSTRACT OF 

INITIAL EVALUATION OF ACTIVE MINDS:  THE STIGMA OF MENTAL 

ILLNESS AND WILLINGNESS OF COLLEGE STUDENTS TO SEEK 

PROFESSIONAL HELP 

This study explored whether an intervention program (Active Minds at CSU, a 

new student organization) aimed at increasing awareness of mental illness and reducing 

the stigma associated with it, had a positive impact on students’ perceptions about public 

stigma and their willingness to seek psychological help.  The sample of students came 

from three college student classes in the Spring Semester 2006, two in pathology and one 

in social work, an availability sample.  All participants in the study were introduced to 

the new student organization on campus and offered the chance to become involved in 

the organization’s activities.  These activities consisted of showing movies on mental 

illness with panel discussions immediately following these movies, holding support 

group meetings, and having fun activities sponsored by the organization in an effort to 

destigmatize mental illness and increase students’ awareness of their own mental health 

issues.  A pretest/post-test design (eight weeks) compared the mean scores on stigma and 

willingness to seek psychological help between participants who became involved in 

Active Minds with participants who did not become involved in Active Minds.  The 

findings revealed significant main effects for STIGMA scores from the pretest to the 

post-test.  If students became involved in Active Minds, their overall mean scores on 

STIGMA decreased from 52.07 to 47.26 (higher scores indicate higher levels of 

stigmatizing attitudes).    If the students were not involved in Active Minds, their overall 

mean scores actually increased from 48.84 to 51.47.  Thus, students who attended the 
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Active Minds programming appeared to have counteracted their own negative 

perceptions of public stigma.  However, becoming involved in an eight week 

intervention, such as Active Minds, did not reveal significant results on students’ 

willingness to seek psychological help.  The short time between pretest and post-test may 

be attributed to these insignificant findings. Additionally, this study revealed that the 

perceptions of stigma and help were different for students who came from families where 

there was a mental illness.  These students reacted negatively (increase in stigma scores 

and decrease willingness to seek help) by the efforts of Active Minds in terms of their 

stigma and help scores.  Thus, it is clear that this type of programming is effective but it 

needs to be sensitive to the kind of student who becomes involved in Active Minds. 

Kathleen McKinney 

School of Social Work 

Colorado State University 

Fort Collins, CO  80523 

Fall 2006 
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CHAPTER 1:  INTRODUCTION 

 We live in a time, the year 2006, where communication with others has reached 

astronomical proportions:  calling people on cell phones, text messaging, e-mailing, 

faxing, and using chat rooms all are used to engage in dialogue with people all over the 

world.  Having this kind of high speed communication has certainly added in our ability 

to learn and receive information.  Despite these technological advances, human nature 

still struggles in understanding how our connections or bonds with others affect how we 

function in the world.  It has been argued in theory (Bowlby, 1975; Erikson, 1968) that 

our attachments with others shape who we are, our identities.   

In fact, some relationships that are formed can be toxic and full of hostility which 

results in the feeling of shame (Retzinger, 2002). This “shame” is a social construction 

about which we know very little other than it is harmful and destructive most of the time 

(Lewis, 1971).  We struggle to connect through technology yet we find ourselves 

shaming others and creating social isolation.  This paradox may lie at the heart of why 

young adults in college are experiencing more depression and anxiety today as compared 

to 30 years ago (Voelker, 2003).   

Ross Szabo (http://www.nostigma.org/1on1.html) and Alison Malmon 

(http://www.dailypennsylvanian.com/vnews/display.v/ART/2001/11/08/3bea44e33f286?i

n_archive=1) share their experiences of mental illness while in college.  Ross was 

http://www.dailypennsylvanian.com/vnews/display.v/ART/2001/11/08/3bea44e33f286?in_archive=1
http://www.dailypennsylvanian.com/vnews/display.v/ART/2001/11/08/3bea44e33f286?in_archive=1
http://www.nostigma.org/1on1.html
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diagnosed with bipolar disorder while in college and Alison was the younger sister to a 

college student who died by suicide, a gunshot wound.   

Ross Szabo:  At age 16, I started to experience manic highs and depressive lows.  

Sometimes I would feel like nothing could stop me and other times I would feel 

like there was no reason to live.  My mood swings began to control my life and I 

began to abuse alcohol. I would drink alcohol until I would pass out or until there 

was no alcohol left.  A friend of my family suggested that I see a psychologist. I 

spoke with my family about what I was going through and we decided it would be 

best to get help for my problems. I went to a psychologist and I was diagnosed 

with bipolar disorder.  . . . After graduating high school I chose to attend 

American University.   Two months into my freshman year I had to take a leave 

of absence due to a relapse of my bipolar disorder.  It took me four years before I 

was able to return to American, but in that time I was able to find what treatment 

worked best for me.  I went back in the fall of 2000 and graduated with honors 

and a Bachelor of Arts degree in psychology in the summer of 2002. 

Alison Malmon:  My brother's story was (unfortunately) typical of the hundreds 

of students who suffer from depression, anxiety or a variety of other mental health 

problems. He "got sick" with an undiagnosed mental illness during his freshman 

year of college. Two-and-a-half years later, he finally went and talked to a 

therapist at his school.  

He suffered those two-and-a-half years in dire pain, with immense feelings of 

loneliness and solitude, before letting anyone into his world. He was scared to 

admit that something could be wrong because he had been the near-perfect 

teenager that we all seemed to be, and did not understand what was happening to 

him. Tragically, his story ended a short time later, when he decided the pain was 

just too much to bear, and he ended it. . . . 

Everyone deserves to be able to admit to psychological difficulties and seek help 

without feeling alone or ashamed; everyone has a right to enjoy life. Help is out 

there -- and you have every right to go get it. 

 

These stories describe the alienation and shame of having a mental illness but also give 

rise to hope in creating a better place to live with a mental illness.  Ross is alive today 

advocating for people with mental illness and is the director of Youth Outreach for the 

National Mental Health Awareness Campaign (see http://www.nostigma.org/), an 

organization initiated by Tipper Gore to help reduce the stigma of mental illness.  Alison 

http://www.nostigma.org/
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is the founder and executive director of a non-profit student organization called Active 

Minds (see http://www.activemindsoncampus.org/).  Two of the primary purposes of 

Active Minds are to promote awareness of mental health issues and to advocate on behalf 

of people with mental illnesses to reduce stigma.  

As the founder of a new chapter of Active Minds on Campus (the actual name of 

the organization includes the name of the university but it was removed to protect 

participant’s confidentiality), the author designed this study to investigate the 

programmatic efforts of the organization based on two factors:  the willingness to seek 

professional help and the attributions of stigma related to people diagnosed with mental 

illnesses.  Why is it that reducing the stigma of mental illness among young adults in 

college is so important?  Numerous studies have indicated that stigma surrounding mental 

illness affects people's perceptions about receiving treatment (Corrigan, 2004; Link, 

Yang, Phelan, Collins, 2004).  In fact, epidemiological data suggest only fewer than 30% 

of diagnosed individuals choose to pursue mental health treatment; many other students 

fear being labelled with a mental illness (Regier, Narrow, Rae, Manderscheid, Lock, & 

Goodwin, 1993).  Additionally, young adults between the ages of 18 and 24 have a very 

high rate of diagnosable mental illnesses, simply because the young adult years are often 

when mental illnesses first appear (Kuehn, 2005).  These data suggest a gulf exists 

between acknowledging a mental illness and getting help to address the pain associated 

with having a mental disorder.  Stigma has been seen by the leading agency in our 

country, the National Institutes of Mental Health, as the primary reason for the continuing 

gulf between having a mental illness and seeking treatment.  The surgeon general’s report 

stated, “Stigmatization of mental illness is an excuse for inaction and discrimination that 

http://www.activemindsoncampus.org/
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is inexcusably outmoded in 1999” (U.S. Department of Health and Human Services, 

1999, p. 3).  In 2006 we continue to stigmatize one of the most vulnerable groups in our 

society, people with mental illnesses, and it needs to stop. 

Statement of the Problem 

The primary focus of this study was to outline the intervention efforts of Active 

Minds on Campus as it unfolded in the Spring Semester 2006 and to evaluate its 

effectiveness (see Appendix A for Human Subject approval).  Selected students from 

academic classes from Spring Semester 2006 were asked to participate in the events 

sponsored by Active Minds on Campus.  Students who chose to become involved with 

Active Minds on Campus were compared with the students in these classes who chose not 

to become involved with the program.  The comparisons between these groups of 

students were generated through two self-report survey instruments that evaluated the 

effectiveness of the intervention:  (1) a measurement of stigma developed by the Chicago 

Consortium for Stigma Research (Corrigan, Green, Lundin, Kubiak, & Penn, 2001) and 

(2) a measurement of attitudes toward seeking mental health services revised by 

MacKenzie, Knox, Gekoski, and Macaulay (2004).  It was suspected that individuals 

involved with receiving support and/or are provided an educational element of the 

intervention were more likely to seek mental health services and less likely to have 

stigmatizing attitudes toward people with mental illnesses than those who opted not to 

take part in the intervention.   
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CHAPTER 2:  REVIEW OF LITERATURE 

 

 

 

Context and Significance of the Problem 
 

On Nov. 1, 19-year-old Linsey Norton, freshman interior design major, hung 

herself in her residence hall room, according to Larimer County deputy coroner 

Debbie Reisdorff. The official cause of death was asphyxiation, said coroner's 

investigator Diane Fairman.  Norton was transported to Poudre Valley Hospital, 

where doctors pronounced her dead, Reisdorff said (Canty & Patel, 2005). 

 As a person deeply invested in helping young people manage their stressors 

associated with mental illness, these incidents make me wonder whether everything has 

been done to accommodate students with mental health problems at Colorado State 

University.  What if Ms. Norton had known she had a group of peers on campus that she 

could talk to about her concerns?  What if she had been screened upon entry into school 

regarding her risk for mental health problems?  Would either of these two interventions 

have made a difference in her decision to end her life?  We will not be able to answer 

these questions for Ms. Norton, but there is hope for others entering the university 

setting. 

 Suicidal behavior is often associated with feelings of isolation and despair 

(American Association of Suicidology, 2004; Suicide Prevention Resource Center, 2004; 

U.S. Department of Health and Human Services, 2001).  Most suicidal behavior is 

associated with a mental illness, usually a mood disorder such as depression or bipolar 



 6 

disorder (Baca-Garcia, Perz-Rodriguez, Sastre, Saiz-Ruiz, & Leon, 2004; U.S. 

Department of Health and Human Services, 1999; Weisler, 2005).  The prevalence of all 

mental disorders has risen slightly but without statistical significance from 29.4% in 1990 

to 30.5% in 2003 (Kessler, et al., 2005).  According to data reported by the American 

Psychiatric Association (2006), about half of all students in college report they are so 

depressed at some point that they have trouble functioning.  Additionally, in a national 

survey of college counselors, 84% perceived an increase in the severity of students’ 

mental health needs over the previous five years (Gallagher, 2002).  In considering all 

these data, it is easy to understand why even some medical professionals working in 

higher education settings are calling this situation a crisis (Kadison & DiGeronimo, 

2004). 

Although the circumstances surrounding Ms. Norton’s case (as cited in the 

beginning of this chapter) are not known, one could suspect that she may not have 

garnered the social support she needed while living in the residence hall.  Perceiving that 

one has social support is one of the key factors in preventing impulsive actions such as 

suicide (Largo-Wight, Peterson, & Chen, 2005; Vogel & Wei, 2005; Westefeld, 

Homaifar, Spotts, Furr, Range, & Werth, 2005; need more citations).  The key word in 

the aforementioned statement is the college student’s perception of social support.  

Although there may be numerous activities available to the college student living in the 

residence halls, without important confidants or friends to share these experiences, life 

can feel hopeless and alienating.  Additionally, if the college student enters the residence 

hall already with a predisposing mental illness that may set him or her apart from the 

others in the residence hall, this may allow feelings of hopelessness and loneliness to 
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intensify.  It has been estimated that 7.2 million adults in the United States have to cut 

short their higher educational pursuits due to the inability to manage their mental illness 

and the stress of school life (Stein, 2005). 

 

College Student of Today 

 

Consider the typical developmental age of an incoming freshman, 18 or 19 years.  

The brain of this young adult is still developing in the prefrontal cortex (Killgore, Oki, & 

Yurgelun-Todd, 2001; Yurgelun-Todd, Killgore, & Young, 2002), the area most known 

to assist a person in making critical decisions based on careful thought and reasoning.  

The student is faced with some huge developmental transitions:  (a) living away from 

one’s parents, usually for the first time; (b) developing new friendships and serious adult 

relationships while studying and finding a vocation/profession; and (c) balancing the time 

required to arrive at an integrated identity—study, work, play, reflection, and often 

worship.  One developmental researcher refers to this young adult period from 18 to 24 as 

the thresholder years (Apter, 2001).  This term is used to refer to a widening time period 

between adolescence and adulthood in our society.  Many young college students are 

confused about what it means to be an adult, such as living away from home, financial 

independence, finding a partner, and/or securing a job in one’s field of study.  “Entry into 

adulthood is now less tangible and more individualistic than ever” (p. 21).  Adulthood 

appears less concrete today than in the past and the means for achieving adulthood, 

especially financial and social concerns, rely heavily on the individual (Kadison & 

DiGeronimo, 2004, pp. 65-87).  As a result, stress and frustration increase.  Thus, the 

typical developmental stress experienced by an incoming college student intensifies.  
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College freshmen often experience stress when transitioning away from their 

home environments to living on campuses.  At this time they are acutely aware of their 

expectations to fulfill independent roles in a society that is perhaps more complex than 

the one they knew in high school.  They are faced with the developmental task of 

beginning to integrate various components (career choice and academic achievement, 

partner selection, and recreational interests) of their identity (Erikson, 1968; Kroger, 

2000).  Some students’ stress levels elevate to clinical problems such as depression, 

anxiety, and/or substance abuse (Kadison & DiGeronimo, 2004; The American College 

Health Association, 2005).  If not treated or addressed with positive coping skills such as 

mentioned in the resilience literature (Campbell-Sills, Cohan, & Stein, 2006; Luthar, 

Cicchetti, & Becker, 2000 ; Werner, 1984) these students may then become more 

vulnerable to the vicissitudes of college life. 

Transitional and Developmental Theory as Applied to College Life 
 
 Two important developmental theories serve as a backdrop to understanding the 

relationship between becoming a successful young adult and adjusting to college.  The 

first of these theories involves an understanding of what it means to be a young adult in 

college.  Chickering and Reisser (1993) developed a comprehensive framework from 

which to understand the college student.  This framework is based on seven key vectors 

of development.  The term vector is used to denote dimensions of development that 

contain both magnitude and direction.  These vectors, numbered are (1) competence, (2) 

emotions, (3) autonomy, (4) interpersonal relationships, (5) identity, (6) purpose, and (7) 

integrity.  The first four vectors serve as critical components to developing a secure 

identity, the fifth vector.  Purpose (vocation, recreation, and lifestyle) and integrity 
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(personal belief system) are vectors that are explored only after a stable, yet dynamic, 

identity has been achieved.  These vectors operate concurrently in the college student and 

it becomes very clear that adulthood includes working with and alongside others, not 

achieving it all alone. 

 The second theory involves managing the adjustment to a new life phase, such as 

entering college.  Schlossberg, Waters, & Goodman (1995) refer to the change as a 

transitional process.  “A transition, broadly, is any event, or non-event, that results in 

changed relationships, routines, assumptions, and roles (p. 27)”.  Coming to college to 

study for a new field/occupation requires a shift in roles, routines, and relationships, thus 

a transition.  The transitional process involves three broad parts: (1) acknowledging a 

transition and the various impacts it has on the changing college student; (2) recognizing 

one’s own resources within oneself, in the situation, how much support one has from 

others, and strategies one can use to adjust to the new transition; and (3) making an 

adjustment to the transition by strengthening the available resources in some way.  

Although the transition to college may be the same for every incoming college student, 

each process is different depending on the unique capabilities, resources, and challenges 

facing college students.  This perspective provides an explanation for the fact that 

adjustment to college can go well despite unique challenges, such as having a major 

mental illness.   

 
Understanding the Millenial Cohort 
 

In addition to the typical stressors outlined by the aforementioned theorists, the 

college student cohort of today faces unique millennial challenges.  Graduating from 

college today places one in a tough economic job market with health insurance, 



 10 

retirement plans, and job stability not being assumed when taking a position after 

graduation (Berfield, 2005).  Thirty years ago, this kind of job stability would have been 

a given for college graduates taking a job position related to their educational level.  

Additionally, leisure pursuits are far different today for a person in college than they were 

three decades ago (Hendel & Harrold, 2004).  Students today are spending a great deal of 

time on the internet and communicating through e-mail and less likely to go out dancing 

or reading leisurely (the newspaper, books, or literary sources).  They are more likely to 

be involved in community service than go drinking at the bars (probably due to changes 

in the legal drinking age).  There appears to be no real change in how much time students 

today are spending with friends and family as compared to thirty years ago.  Thus, the 

advent of technology has shaped the way leisurely pursuits are experienced among 

today’s millennial cohort. 

One of the foremost writers, speakers, and researchers on the topic of college 

student development is Alexander Astin (for more information on his work, see his 

website http://www.gseis.ucla.edu/faculty/pages/aastin.html).  Astin is the founding 

director of one of the oldest and largest longitudinal studies conducted on college 

students’ attitudes and beliefs since 1966, the Cooperative Institutional Research Program 

(CIRP).  His work provides information about how students are affected by college as 

well as what the attitudes are of incoming freshman (Astin, 2001).  Thus, one can grasp 

an understanding about the attitudes and beliefs of college students from each year.  

These data have consistently shown that as students obtain more college experience, they 

develop a more positive self image (interpersonal and intellectual competency).  Yet, 

there are some negative effects as well.  “Perhaps the most notable decline observed 

http://www.gseis.ucla.edu/faculty/pages/aastin.html


 11 

during the college years is in the student’s sense of psychological well-being” (p. 397).  

This decline in psychological well-being refers to increases in the students’ self ratings 

on feeling depressed and overwhelmed (p. 133). Additionally, students who report being 

more involved in physical activities, religious services, and/or obtaining personal or 

professional counseling are more likely to reduce their feelings of depression and being 

overwhelmed.  More students are seeking personal counseling today than in the past.  In 

1989 approximately 34.7% of college students sought help while in 1996, 41.1% of 

college students sought help (Astin, 2000).  Getting involved at a deeper level than just 

applying oneself in the intellectual domain of college seems to be a protective factor 

against emotional distress.  Therefore, increasing the support provided to students to 

match their increased need appears warranted. 

DeBard (2004) has provided a thematic overview of the literature on the current 

cohort of college students, commonly called the millenials.  But first, the demographics 

of the change in students are highlighted.  College students today are a highly diverse 

group of students as compared to previous cohorts.  There are higher percentages of 

women and minority racial groups attending college today (56.12% of the total number of 

students today are women as compared to 51.45% in 1980; 69.38% of the total number of 

students today are white as compared to 81.53% in 1980).  Many more students intend to 

pursue post-baccalaureate training (75% in 2002 as compared to 66% in 1998) and come 

from wealthier families (with 45.2% of families making more than $75,000 yearly in 

2002 as compared to 25.1% of families in 1998).  Yet, the percentage of students coming 

from a lower income has remained consistent, between 14 and 15%.   
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These demographic statistics provide a glimpse of the college student today.  

However, the thematic characteristics of the millenials give an even deeper understanding 

the lives of young adults today.  The terms used by DeBard to describe college students 

of today are special, sheltered, confident, conventional, team-oriented, achieving, and 

pressured.  “Special” is used to describe the student who has received high praise from 

parents and other authority figures and feel that they are important to the future.  “As 

children, they were given trophies for their participation rather than victory” (p. 35).  

Thus, this cohort of college students expects to be treated with respect and provided 

service to meet their needs while in college.  “Sheltered” is used to describe college 

students coming from families where their lives, including recreational pursuits, have 

been planned for them.  When these students arrive on campus they are expected to fulfill 

the plans made for them.  “With few challenges all their own, [college students] are 

unable to forge their creative adaptations to the normal vicissitudes of life.  That not only 

makes them risk-aversive, it makes them psychologically fragile, riddled with anxiety” 

(Estroff Marano, 2004, p. 61).  “Confident” millenials receive high praise and the 

encouragement from authorities to think positively.  Thus, these college students go into 

college feeling good and expecting positive outcomes.  “Conventional” is the term 

applied to incoming college students because many of these students have learned to 

follow the rules and not question authority.  Thus, assignments that ask students to think 

critically on social policies may run counter to their upbringing.  “Team-oriented” is the 

term given to these incoming students because they have learned to accept and even like 

working together on projects, both academically and recreationally.  “Achieving” is the 

term DeBard uses for these students because they have followed the rules and expect due 
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rewards for their efforts.  These students expect to have empirically based assessments 

about the evaluation of their work and will strive to finish the tasks as prescribed.    

“Pressured” is used to describe this cohort of students because their life plans are 

designed for them and if they do not accomplish them to the fullest, they will disappoint 

their parents and themselves.  If they forge their own path, these students experience a 

high degree of existential angst.  While these terms are the opinions of one author, there 

appears to be some face validity to them in that DeBard does cite sources supporting 

these thematic generalizations.  Thus, the internal message that is subscribed to by the 

“typical” college student today can be characterized as the following:  Adults have very 

high expectations, follow the prescribed guidelines, don’t diverge, keep positive, and play 

well with others even if it means sacrificing your own creative spirit. 

Willingness to Seek Professional Help and Recovery 

 Coping with the normal transition to college life is stressful enough, but the 

additional stress of managing a mental illness can overwhelm many college students.  

When one couples the statistic that the onset for many of the major mental illnesses (such 

as bipolar disorder, depression, and schizophrenia) occurs in the teen to young adult 

years, one wonders how many resources are actually being devoted to meeting students’ 

needs diagnosed with mental illnesses.  According to a recent article on recommendations 

for changing mental health services on campuses, the authors state, “Presently, service 

delivery on campus appears to be designed more for provider than student needs” 

(Mowbray, et al., 2006, p. 230).  This article summarizes the literature on campus mental 

health issues and states that most college counseling centers are under-funded and 

overtaxed to meet the needs of students today.  In addition, some recent law suits on 
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campuses have opened “pandora’s box” on the issue (Capriccioso, 2006) and have even 

prompted some Ivy League schools (MIT and Harvard) to increase their budgets to help 

meet the service needs of students (Kadison & DiGeronimo, 2004, p. 165).  Just as the 

story of Pandora offers hope, there appears to be an opening toward meeting students’ 

needs.   

On an individual level this hope can be seen in the topic of recovery in mental 

illness.  Although the notion of recovery in psychiatric rehabilitation has existed since the 

early 1980s (see Ridgway, 2001 for a review), it wasn’t until scholars from the Center for 

Psychiatric Rehabilitation at Boston University (Spaniol, Koehler, & Hutchinson, 1994) 

developed practical strategies, outlined in a workbook for use by people with psychiatric 

disabilities, that the recovery constructs have been widely applied.  Their practical 

definition of recovery is comprehensive yet easy to grasp. 

Recovery is the process by which people with psychiatric disabilities rebuild and 

further develop these important personal, social, environmental, and spiritual 

connections, and confront the devastating effects of stigma through personal 

empowerment.  Recovery is a process of adjusting one’s attitudes, feelings, 

perceptions, beliefs, roles, and goals in life.  Recovery is a deeply emotional 

process (p. 1) 

This definition clearly articulates how stigma plays a huge role in the recovery process in 

that it requires people to envision their role in society in more hopeful, thus empowering 

ways.  Maintaining hope in the recovery process, not only requires a personal shift in 

attitudes and beliefs about oneself, but also requires the assistance of others to support the 

efforts along the way (Ralph & Corrigan, 2005; Stromwell & Hurdle, 2003).  Ralph 
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(2005) outlines four dimensions of recovery.  The first dimension includes the internal 

factors, such as how much perseverance the individual can manage as insight creates 

change in one’s perceptions of life.  The second dimension includes the daily 

management of creating change for oneself, self-managed care.  This dimension includes 

one’s self identification and use of coping skills and the strategies one plans to use to 

address the challenges still ahead.  The third dimension includes the external factors such 

as how much connection (support) a person has with others (family, friends, and 

professionals) as well as having a cadre of people who are available to offer emotional 

support to the person and help this person believe that recovery from mental illness is 

possible.  The fourth dimension integrates the skills from the three previous dimensions 

to create an overall attitude of empowerment for oneself and others.  This empowerment 

may include getting involved in advocacy, self-help groups, caring for others as well as 

helping others understand that mental illness is not a disease that incapacitates individuals 

for a lifetime. 

 For the traditional aged college student who is transitioning from a dependency on 

their parents or guardians, the idea of asking others for support in the recovery process 

may seem incongruent to their developmental needs.  The kind of support required for 

students with mental illnesses would include having trusted friends at school let them 

know if they are behaving erratically (in a manic phase, responding to hallucinations, 

sleeping too much or too little, withdrawing from others, being overly negative or 

depressed, or eating erratically).  In addition, the students would need a support group of 

people to talk with about their challenges in studying higher education while trying to 
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maintain a healthy psychological balance.  Thus, it is suspected that the support of peers 

would be an instrumental piece to recovery while in college.    

One recent study explored the needs of college students with psychiatric 

disabilities.  Blacklock, Benson, and Johnson (2003) conducted a needs assessment 

project using 39 focus groups at 13 different colleges and universities across the country.  

Their focus groups consisted of the following stakeholders:  college students with 

psychiatric disabilities, faculty, administrators, disability service providers, and campus 

and community mental health providers.  The purposes of their focus groups were to 

discover the barriers and opportunities for college students with psychiatric disabilities.  

The results of their study revealed five primary barriers and four strategies institutions of 

higher education can use to reduce the barriers.  Briefly outlined, the barriers include (1) 

stereotypes and stigma, (2) the complex nature of psychiatric disabilities, (3) limited 

student resources and insurance coverage, (4) limited access to information and services, 

and (5) lack of service coordination and communication among the service agencies 

within the university.  The strategies that were identified to reduce or alleviate these 

barriers include (1) improving the classroom climate, instruction, and accessibility for all 

students; (2) creating sub-commitees on campuses for students to connect with each 

other; (3) improving the coordination and communication of service agencies on 

campuses, and (4) ensuring that the entire university community is aware of and accesses 

the resources, strategies, and training to sensitize them about the needs of students with 

psychiatric disabilities.  Therefore, a logical way to reduce stigma on campuses would be 

to provide opportunities for peer support, improve communication and coordination of 
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services among agencies, and training the entire campus community about the needs of 

college students with mental illnesses. 

Not only does peer support facilitate the recovery process, but having or 

maintaining social and emotional ties with parents while attending the first year at the 

university/college leads to positive psychological outcomes (Mounts, 2004; Frey, Tobin, 

& Beesley, 2004; Hickman, Bartholomae, & McKenry, (2000).  These secure attachment 

relationships allow college students the ability to explore their new community in order 

to transfer the attachment relationships from their parents to establishing lasting social 

and emotional relationships with peers.  This shifting of relationship is one of the most 

important developmental tasks in young adulthood.  Students would be more likely to ask 

for help if they find themselves positively connected with others on campus (Frey, Tobin, 

& Beesley, 2004; Larose & Bernier, 2001; Norman, Malla, Manchanda, Harricharan, 

Takhar, & Northcott, 2005; Vogel & Wei, 2005). 

Stigma 

Seeking help for a mental health issue is seen in the literature as directly related to 

the stigma associated with mental illness (Corrigan, 2005; Wahl, 1999).  “Stigma has 

long-term and pervasive effects.  This is mostly seen in depressive symptoms among 

those who are stigmatized even in the context of effective mental health and substance 

abuse intervention” (Falk, 2001, p. 58).  Thus, many people will not seek help for their 

mental health issues simply for fear of being labeled.  Research reveals that only about 

one third of the people diagnosed with a mental illness actually seek mental health 

services (Regier, Narrow, Rae, Manderscheid, Lock, & Goodwin, 1993).  One of the 

primary reasons for not seeking help is to avoid the stigma associated with getting help.  
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This stigma is both internal (a perceptual openness to admitting there is a psychological 

problem) as well as external (seeing people who have mental illnesses being 

discriminated against, ridiculed, and viewing over-exaggerated portrayals of people with 

mental illnesses who are violent in the media.  Erving Goffman (1963) refers to people 

who are negatively labeled by a particular “flaw” as having a “spoiled identity”.  Their 

identity is spoiled because they are constantly in conflict with managing a life that is not 

accepted (having a mental illness) in a society that expects one to live without behaving 

outside the expectations it imposes.  These expectations are that people will act 

reasonably and rationally in public while independently performing the daily tasks of 

living, such as working and being involved with family and community life (Falk, 2001).  

If deviations occur on a regular basis due to some major mental illness, stigma about their 

“being crazy”, “a weirdo”, “nutty” prevails.   

College students perpetuate this blemishing attitude by being afraid to seek help if 

they sense their life slipping away due to mental health issues.  A recent survey of 10,962 

college aged individuals (between 16 and 29 years) revealed that 26% of the participants 

would reject a diagnosis of depression by their physician (VanVoorhees, Fogel, Houston, 

Cooper, Wang, & Ford, 2005).  Two of the strongest reasons given for rejecting the 

depression diagnosis were (1) a disbelief in a biological approach to depression (i.e., not 

believing medications are helpful and that biological changes in the brain occur with 

depression) and (2) maintaining a strong subjective negative social norm about 

depression (i.e., embarrassed if their friends knew about the diagnosis, reluctant to tell 

their employer, and their family would be disappointed if they knew they were diagnosed 

with depression).  Another study (Masuda, Suzumura, Beauchamp, Howells, & Clay, 
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2005) showed that being male and not having previous experience with receiving 

psychological help significantly affected their views about receiving help in a negative 

direction.  Thus, the stigma of mental illness perpetuates a negative attitude about seeking 

help, even though there are numerous effective interventions combining pharmacotherapy 

and psychotherapy (Marsh & Fristad, 2002). 

Even the leading agency in our country, the National Institutes of Mental Health, 

cites stigma as one of the primary reasons for the continuing gulf between having a 

mental illness and seeking treatment.  The surgeon general’s report stated, 

“Stigmatization of mental illness is an excuse for inaction and discrimination that is 

inexcusably outmoded in 1999” (U.S. Department of Health and Human Services, 1999).  

That is why people diagnosed with severe and persistent mental illnesses continue to be 

one of the most vulnerable groups in our society (Kuehn, 2005; Wahl, 1999). 

Defining Stigma 

 Some researchers have recently argued that taking a biological position regarding 

the cause(s) of mental illness serves to perpetuate the stigma of mental illness (Read & 

Harré, 2001).  Their argument revolves around the belief that negative attitudes about 

people with mental illnesses are readily adopted when medical explanations account for 

the cause of the illness.  These attitudes include that people with mental illness are 

dangerous, antisocial and unpredictable, and most people are less likely to become 

romantically involved with a person with a mental illness.  These data about stigma, 

indeed are important to acknowledge and it is imperative to counteract this type of 

thinking.  However, one cannot dismiss the role biology plays in the etiology of mental 

illness.  It would be like removing the heart out of a person and hoping the person would 
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live.  We are biological beings who exist in an environment composed of other living 

beings in an extremely complex world.  Callahan (2002) provides one of many examples 

of how our biology (immune system) can impact our thoughts and behaviors:   

 Rats, tree shrews, and monkeys—mammals like us, some very like us—

that become infected with Borna disease virus behave much like humans with 

bipolar disorder.  These animals exhibit periods of apparent mania and periods of 

obvious depression.  They are more anxious, less sexually active, less interested 

in food, and have greater desire for salt—just like manic-depressive humans. . . . 

 Humans are also susceptible to infection by Borna disease virus. . . At 

autopsy, nucleic acid from Borna disease virus has been found hidden in the 

brains of a disproportionately high number of people with afflictions such as 

bipolar disorder, severe depression, and schizophrenia.  Viral madness? (p. 150) 

 The findings from the biological literature are difficult to refute yet many people 

still feel a need to remain socially and physically distant from people who are diagnosed 

with mental illnesses (Byrne, 2000; Corrigan, 2004; Estroff, Penn, & Toporek, 2004; 

Link, Yang, Phelan, & Collins, 2004;).  This “distancing” behavior evolves from the 

stigma that one assigns to a person.  “Stigma, defined as being socially discredited or 

perceived as flawed based on a personal characteristic, has negative social implications” 

(Sanders Thompson, Noel, & Campbell, 2004).  The concept that people want to 

maintain distance because of some flaw, having a mental illness, is quite difficult to 

measure empirically.  Corrigan (2005) developed an interesting way of conceptualizing 

this kind of stigma that could be measured.  This conceptualization takes a broad focus in 

terms of the overall behavioral patterns people engage in when they interact with people 
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who are different in some way from their expectations.  It uses a social-cognitive model 

as portrayed below in Figure 2.1 (p. 13): 

Figure 2.1:  Cognitive-Behavioral Approach to How Stigma Forms in Mental Illness 

 

Signals are outward behaviors that clue a person into the belief that they are acting in 

some deviant way (i.e., talking to themselves, talking very rapidly, and/or always seeing 

things negatively without any glimpse of hope in one’s attitude).  After the observation of 

the behavior is processed cognitively, then certain stereotypes about the person’s deviant 

behavior forms (i.e., that person may hit me so she must be crazy, that person is not 

making any sense so he must be “off the wall”, and/or that person never finds anything 

positive, he must be a “loser”).  After making these stereotypes about a person, people 

find ways of distancing and ultimately discriminating against that person (i.e., I don’t 

want crazy people living near me; How can she work on this project with me, she never 

sees anything that goes right?).  These repeated discriminatory practices lead to creating 

an oppressive situation where the people with mental illnesses can’t find work, aren’t 

given similar educational opportunities, or are denied housing in a neighborhood just 

because of a mental illness. 

 Corrigan (2005) further stipulates that stigma can be publicly perceived, the way 

others show prejudice and discrimination, or self perceived, a person with mental illness 

loses their self-esteem and motivation to operate functionally due to constant 



 22 

discrimination.  Because this study is examining students’ attitudes and beliefs 

concerning people with mental illnesses, only the public stigma was explored.  There are 

seven constructs within the public stigma conceptualization:  (1) personal responsibility, 

(2) pity, (3) helping behavior, (4) anger, (5) dangerousness, (6) fear, and (7) avoidance.  

These constructs are related.  Corrigan, Rowan, Green, Lundin, River, Uphoff-Wasowski, 

White, and Kubiak (2002) offer a tested model using a survey instrument for 

understanding the relationships and found that people who are viewed as personally 

responsible for their mental illnesses are viewed more angrily and are less likely to elicit 

help from others.  People who are viewed as not being personally responsible for their 

mental illnesses tend to elicit pity and offers of help from others.  Additionally, in 

general, people who see individuals with mental illnesses as dangerous are more likely to 

fear and avoid them.  Thus, attitudes about mental illness elicit some sort of affect which 

then leads to a behavioral intention.  When these intentions are carried out, stigma against 

people with mental illnesses is the resulting outcome.  It would follow that people who 

hold stigmatizing beliefs about mental illness, contribute to the fear and shame associated 

with seeking help.  

On most campuses, the primary method for seeking help for mental health issues 

is to go to a counseling center and/or seek psychiatric assistance through the health 

centers.  It is not always true that the counseling centers and health services are located in 

the same building or departments.  Thus, fragmentation of service delivery often 

compounds the problem of seeking help on campuses (Mowbray, et al., 2006).  

Additionally, research in this area has revealed that only about 30% of people who could 

benefit from services actually seek treatment due to their perceptions of stigma (Corrigan, 
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2004; Link, Yang, Phelan, Collins, 2004; and Regier, Narrow, Rae, Manderscheid, Lock, 

& Goodwin, 1993).  When one combines these data with the increasing number of 

students (roughly 42%) entering college with serious depression and other psychiatric 

problems (Voelker, 2003; University of Michigan, 2003), the outcomes for this 

population are grim.  Thus, it seems prudent to think of other ways to address mental 

health issues, such as prevention.   

 

Stigma Reduction Programs 

There are a number of prevention programs emerging within the past 10 years.  In 

an article reviewing 102 programs aimed at reducing the stigma of mental illness, Estroff, 

Penn, and Toporek (2004) have outlined important elements of intervention programs.  

One of the most important elements they identified was when efforts toward 

programming focused on egalitarian relationships in decision making between consumers 

and providers of the service.  They further stated that to achieve this egalitarian 

philosophy in programming, a change in attitude about the “ableness” of people with 

mental illnesses is warranted.  Promising programs aimed at changing attitudes included 

(1) having a target audience experience greater contact with people diagnosed with 

mental illnesses (increased contact) and (2) having a target audience be more educated 

about mental illness in general (education).  The top five programs here in the United 

States included (pp. 502-503): 

1.  A youth radio program in Carbondale, Colorado that educates the community 

about various mental health issues and the recovery process. 
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2.  An improvisational theater group in Des Moines, Iowa that performs scenarios 

of people’s experiences in the mental health system in funny, dramatic, and 

poignant ways. 

3.  A non-profit consumer-run agency in Albany, New York that hosts regional 

conferences about empowerment and provides literature, guidance, and technical 

assistance to professionals and community members about the recovery 

process/empowerment. 

4.  A training program for bus drivers and other transit employees in Denver, 

Colorado that sensitizes them to the unique needs of people with disabilities. 

5.  A peer-support training program in Atlanta, Georgia for consumers of the 

mental health system to learn about effective strategies that promote self-

determination, personal responsibility, and empowerment. 

However, to the author’s knowledge there has not been any systematic evaluation of 

these programs or any dissemination of these programs to other communities in order to 

test their efficacy.  However, there are two national programs overseas that have been 

examined empirically and found to produce positive results in reducing stigma.  The first 

involves the collaboration of an entire country, Australia.  The second involves a smaller 

scale anti-stigma campaign run in Norway.  Each program was examined here in more 

detail.   

 The Australian government has adopted a national program of stigma reduction, 

Mental Health First Aid (MHFA) training.  “Mental Health First Aid is the help provided 

to a person developing a mental health problem or in a mental health crisis. The first aid 

is given until appropriate professional treatment is received or until the crisis resolves” 
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(MHFA, 2006).  The training includes a 12-hour course on how to respond to people 

diagnosed with a mood disorder, an anxiety disorder, a person in a psychotic state, and a 

substance use disorder.  The aim of the program is to improve the mental health literacy 

of members receiving the program by teaching the following five steps in the training: 

1. Learning how to assess the risk of suicide or harm, 

2. Listening non-judgmentally, 

3. Giving reassurance and information, 

4. Encouraging a person to get appropriate professional help, and  

5. Encouraging a person to use self-help strategies. 

There is also a five-day instructor training course that can be taken so that individuals 

may teach others in their community about MHFA (see 

http://www.mhfa.com.au/training.htm).  This program has been widely disseminated 

across Australia, New Zealand, Hong Kong, Scotland, and New York.  In addition, the 

course has been evaluated in a number of contexts, from rural areas to corporate agencies 

in Australia (Kitchener & Jorm, 2005).  The findings from the evaluation showed a 

significant difference between those receiving MHFA training and controls in a six-

month follow-up.  The trained subjects were better able to recognize mental disorders 

from case vignettes and displayed less stigma, decreased social distance, increased 

confidence in providing help when needed, and an increase in the amount of help 

provided to others.  For a complete review of the evaluation of MHFA see their website 

(http://www.mhfa.com.au/evaluation.htm).  Thus, this kind of comprehensive educational 

intervention has shown positive results in reducing the stigma of mental illness among 

the participants receiving the MHFA training. 

http://www.mhfa.com.au/evaluation.htm
http://www.mhfa.com.au/training.htm
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 The Norway study (Melle, et al., 2006) used a different approach.  The 

researchers ran an information campaign targeted to the general public, health care 

professionals, high school teachers, and students.  The aim of the campaign was to 

educate people about the early signs of psychosis and general information about 

psychiatric disorders.  The methods for the campaign were multifaceted:  educational 

workshops with training videos, brochures given to all community households, postcards 

and stickers distributed in places frequented by young adults (cinemas and libraries), and 

TV, newspaper, and radio advertisements giving information about the program.  Two 

communities were tested.  One received the early detection program campaign 

information while the other community did not receive any information.  The intent of 

the campaign was to reduce the time for getting help among people with severe 

symptoms of psychosis (help-seeking behavior) in order to reduce the risk for suicidal 

impulses.  The results of the study showed that the community receiving the early 

detection program campaign had fewer suicides and more frequent referrals to mental 

health agencies prior to a suicide attempt.  Thus, the campaign efforts were quite 

successful in reducing suicidal attempts among individuals with psychotic features. 

Active Minds and Stigma 

These findings show the importance of targeting whole communities in an effort 

to educate the public about mental illnesses.  Other researchers have highlighted the 

importance of having contact with a person who is diagnosed with a mental illness in 

order to reduce stigma (Corrigan, 2005; Estroff, Penn, and Toporek, 2004).  Again, 

education and contact are the two key ingredients to reducing stigma.  A newly founded 

student organization on the CSU campus was initiated with those goals in mind.  Active 
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Minds on Campus attempted to target the university community through education and 

contact.  Before providing a description of the programming completed by Active Minds 

on Campus members, it is important to describe the mission of this student organization 

as outlined in the constitution.   

The purpose of this organization shall be: 

1)  To increase awareness among Campus students about issues of mental health, 

symptoms of mental illness, and available resources in and around the Campus 

community. 

2)  To become a point of reference for Campus students for information on 

Depression, Bipolar Disorder, Schizophrenia, Eating Disorders, PTSD, and 

Generalized Anxiety Disorder. 

3)  To become a liaison between Campus students and the mental health community 

through “flyering” campus with fact sheets, hosting and/or sponsoring charity 

fundraisers, guest speakers, and related events, and maintaining a comprehensive 

website (McKinney, 2005).   

The ultimate goal of this organization is to attempt to reduce the stigma associated with 

mental illness on campus and encourage people to seek help for mental health issues. 

“Untreated mental illnesses—specifically depression, bipolar disorder, 

schizophrenia, and substance abuse—are the leading contributory causes of suicide in 

young adults” (Goldsmith, Pellmar, Kleinman, & Bunney, 2002) (Suicide Prevention 

Resource Center, 2004, p. 22).  Therefore, to reduce suicide on campuses and get 

students to seek professional help, one would need to focus on reducing the stigma 

associated with these mental illnesses.   
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Active Minds on Campus attempted to reduce the stigma of mental illness through 

several programmatic efforts.  First, the group had to organize and get others who may be 

interested in becoming members involved.  Activities were aimed initially at meeting 

each other and forming the student organization on campus.  Second, the group targeted 

the larger CSU community by holding events in public places, such as the Lory Student 

Center and the Plaza outside the Lory Student Center.  Additionally, some members used 

their own classrooms to teach their colleagues about the new student organization’s 

efforts and activities.  Third, the group held movie nights that attracted people and 

provided a discussion following each movie.  The movies, selected by members of Active 

Minds on Campus, were chosen because the content of the movies depicted characters 

with mental illnesses: 

1.  Prozac Nation (B@r & Skjoldbjærg, 2003) portrays a female freshman college 

student struggling with depression and cutting behaviors,  

2.  Manic (Callon  & Melamed, 2003) portrays a young adolescent teen male who 

finds himself hospitalized after a violent attack against another young male on the 

baseball field,  

3.  The Virgin Suicides (B@r & Coppola, 1999) portrays the struggles of family 

members and the surrounding community after the death of their teenage daughter 

by suicide. 

4.  The Famine Within (Jay & Gilday, 1999), in documentary format, reveals the 

desperation attempts of many females to “fit in” with society by engaging in 

disordered eating.   
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The discussions following the movies were the heart of the programming.  Panel 

members consisted of people who had been diagnosed with the mental illness portrayed 

in the movie as well as mental health professionals.  All panel members shared in 

answering questions and describing their own personal experiences.  These movies nights 

were quite successful in raising awareness of mental health issues.  In fact, the members 

of Active Minds on Campus were recognized for their efforts campus wide for hosting the 

movie nights referred to as Movie Madness.  A small plaque was given to the members at 

an awards ceremony on May 2, 2006 for the “Outstanding Social Consciousness 

Program” (see http://www.sc.colostate.edu/studentorg/soar/soar_winners2006.html).  

One of the key ingredients in the effectiveness of Active Minds is the fact that it 

allows people a forum/medium to talk about mental illness (in themselves or their loved 

ones) in an inclusive manner.  Inclusive for these purposes means listening without 

judgment, listening with some understanding and/or experience, and working/playing 

together on behalf of a common cause, to reduce the stigma associated with having a 

mental illness.   

The Active Minds activities are different than typical outreach activities regarding 

mental health issues on campus.  Traditionally, outreach involves activities that are 

advertised by staff to students and are then attended by interested students, usually at the 

Wellness Zone in the Lory Student Center.  So, these are activities that originate from the 

staff and are “directed” by staff.  In Active Minds, the students work together to create 

activities and ask mental health representatives from the counseling center and the larger 

community to attend.  Students benefit in creating these activities both by learning how to 

organize as well as facilitate the learning for people in the Campus community.  This is 

http://www.sc.colostate.edu/studentorg/soar/soar_winners2006.html
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an empowerment approach used for outreach in the university community.  The benefits 

of this kind of programming have been described extensively (Greene, Lee, & Hoffpauir, 

2005; Hardina, 2005; Rose, 2000)   Morrison van Horris and Hostetter (2006) have 

shown how this sense of personal empowerment plays out for the professional working 

with clients.   “[S]ocial workers who perceive themselves to be empowered will be more 

likely to use empowerment practice interventions that will aid clients to increase their 

self-efficacy and acquire the necessary skills. . .and build self-sufficiency” (p. 106).  

Thus, empowerment truly is a collaborative process “of realizing increasing personal, 

interpersonal, and/or political power to take action to improve, individual, family and 

community situations” (Hall, 2005, syllabus for SW611, p. 14). 

 

Summary and Integration 

 Why is it so important to reduce the stigma associated with mental illnesses in our 

country?  In a recent doctoral dissertation by Emer Day (2004), the reasons to work on 

attitude changes in our country are spelled out quite clearly.  First, Day cites numerous 

studies indicating the discriminatory practices of housing units against people with 

mental illness.  Second, the working relationships with co-workers and bosses are 

significantly impaired when the employer is aware of a worker having been diagnosed 

with a mental illness.  Third, Day also cites research indicating that many people in 

educational institutions hold wrong beliefs (maintain low expectations) about the 

intellectual and social skills of people diagnosed with mental illnesses.  Fourth, it has also 

been documented that physicians and other health care professionals are less likely to 
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treat the patient with mental illness coming in for medical treatments (i.e., they will 

dismiss a medical complaint more easily if they are aware of the patient’s mental illness).  

Fifth, police officers are more likely to arrest and put in jail a known person with mental 

illness for misdemeanor charges over other citizens.  The aforementioned discriminatory 

practices make it all the more difficult for a person with a mental illness to feel welcomed 

in a community as well as to garner enough support to achieve in the workforce, school, 

or even to find housing.  Given such practices, it is not surprising that 90% of all suicides 

in the United States are completed by persons having some sort of mental illness, usually 

a mood disorder (NIMH, 2003).  As conditions in the United States stand today, people 

with mental illnesses are neglected and subjected to inhumane living conditions of being 

warehoused in prisons or living on the streets (National Mental Health Association, 

2003).  This violates the core social work ethics of social justice and the dignity and 

worth of a person (NASW, 1999). 

 Additionally, for institutions of higher education, the ramifications for not 

addressing the needs of college students diagnosed with mental illnesses may result in 

costly lawsuits when students decompensate to the point of acting out on suicidal 

impulses.  “The law has remained relatively protective of institutions of higher education 

in cases of student suicide.  Current legal trends strongly suggest that those protections 

will begin to erode in the next decade or so” (Lake & Tribbensee, 2002, p. 33).  Monetary 

costs are not the only costs to lack of attention to mental health issues.  The long term 

emotional costs to not addressing mental illnesses are also articulated quite well by Fisher 

and Ahern (2006) in Figure 2.2.   
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Figure 2.2:  The Empowerment Model of Recovery from Mental Illness 

 

 

 

 

 

 

 

 

 

 

The challenge we all face is how to integrate after loss or conflict and return to a greater 
wholeness of self. This is accomplished through social supports, coping, and other resources. 
This we call the process of emotional healing and appears in the lower right side of the 
recovery diagram. Some people’s losses may be greater and/or their inner resources more 
limited. Instead of healing, those people may enter into a state of severe emotional distress 
seen at the top of the diagram. They still are in a major, accepted social role, but they may 
need to go through a state of severe emotional distress to experience the self-renewal which 
Dr. John Weir Perry has written of in The Far Side of Madness. There may be a state of social 
withdrawal. Their thoughts become more personalized. If the person’s social, cultural, 
economic and psychological worlds are able to support him as he goes through this deep 
reintegration process, his thoughts will return to shared reality. 

With the label of mental illness, a whole new set of discriminations and problems must be 
overcome. There is a loss of rights. People can lose property, lose custody of children, lose 
privacy and lose due process before the law. They are basically taken out of the traditional 
legal system and placed in the extra-legal psychiatric system. The major task then in 
recovering from mental illness is to regain social roles and identities which are recognized 
as valid by oneself and the people in one’s community (p.1). 
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 It is clear that certain changes are occurring in terms of liability and the overall 

costs for institutions of higher education in avoiding mental health issues.  The context 

surrounding students entering college has changed with increasing numbers of students 

entering college with mental illnesses (a reported increase between 30% and 100% within 

the Big Ten universities as cited in Sharpe, Bruininks, Blacklock, Benson, & Johnson, 

2004).  It is suspected that some of these college students would find themselves in a 

state of “mental illness” or “psychiatric disability” as delineated in figure 2.2 above.  The 

systemic response from higher education can be proactive rather than reactive in assisting 

these students toward recovery.  Instead of waiting for another tragedy to occur on 

campuses, higher education systems have the opportunity to address the changes that are 

occurring and either shift and/or invest more resources to meet the needs of incoming 

college students.  It is suggested that employing the efforts of a student organization such 

as Active Minds would assist in promoting mental health on campus, providing needed 

peer support, and allow students an opportunity to meet others struggling with similar 

issues surrounding mental illness. 
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CHAPTER 3:  METHODOLOGY 

 

 Because the Active Minds organization uses the energy from students on campus, 

it holds a pivotal role within the University for addressing the stigma of mental illness.  

First, by being one of over 300 recognized student organizations on campus, the group 

creates an identity and culture from which to create change on campus as well as 

legitimize the efforts of the group.  Second, being a recognized student organization on 

campus allows the group certain privileges.  At CSU, student organizations can apply for 

office space, compete for student funding of events/activities in the organization, use the 

resources on campus to hold events without paying (using rooms in the student center and 

renting equipment), and start to earn political clout with staff, administration, faculty, and 

other students on campus.  Probably the most important reason to organize around such 

an important topic as reducing the stigma related to mental illness is that like minded 

people bring together creative ideas in an atmosphere of inclusion.  The types of 

relationships that evolve from working together for a cause like reducing stigma creates 

attachment relationships that go beyond just living together in the same residence hall 

(physical propinquity) or being in the same class as other students (academic 

propinquity).  The students who learn about and are at least minimally active in the 

organization hold a sense of belonging in the university that transcends academic 

achievement.  This kind of identity has been shown to increase social and psychological 

functioning among college students (Frey, Tobin, & Beesley, 2004).  This belongingness 
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counters the “social pain” of feeling isolated and withdrawn from others, a known risk 

factor for physical and social/psychological diseases, such as heart disease, compromised 

immune systems, depression, and anxiety (Barnes, 2004; Eisenberger, Kemeny, & Wyatt, 

2003, Stargosz, Bebbington, Brugha, Jenkins, Farrell, & Meltzer, 2003).  Thus, 

measuring the impact of this important organization may lead to an understanding of how 

to promote the mental health of the entire university community. 

Sampling Procedure and Characteristics 

 The participants for this study were selected as an availability sample based on 

agreements made with two professors to allow the researcher time to speak to their 

classes about Active Minds and fill out pre-test and post-test questionnaires (see 

Appendix A for university human subjects approval letter).  Although efforts were made 

to obtain a larger sample than represented in the study, 25 faculty members at the 

university representing several majors (e.g., chemistry, computer science, journalism, 

sociology, engineering, biology, mathematics, English/literature, art, and history) 

declined to have their classes studied.  Most professors did not respond to the 

investigator’s requests or politely indicated that the topic was not related to their courses 

and that they did not have enough time to allow for two, 25 minute sessions in their 

classes.  As a result, three medium sized undergraduate classes were included in the 

study, two courses from pathology (92 and 63 students) and one course from social work 

(43 students).  The students were administered the questionnaire twice in the Spring 

Semester 2006, once in the early part of the semester (February 27 and March 6) and then 

again toward the end of the semester (April 23 and May 3).  The time frame between the 

pre-test and post-test was short (approximately 8 weeks), it is suspected that any 
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significant difference in these two scores would suggest powerful effects of the 

intervention (Active Minds programming).   

After matching pretest and posttest items from all three classes and eliminating 

incomplete questionnaires, a total of 136 subjects remained with complete data for the 

analyses.  The students were primarily female (females = 93, males = 43) with varying 

majors (social work = 25, business = 16, biology = 19, microbiology = 12, not declared = 

20, and other majors = 44) and representative of all class standings (freshmen = 31, 

sophomores = 31, juniors = 43, and seniors = 24, 2 missing) except graduate student 

status (graduate/professional status = 5).  The average age of the sample was 20.72 years 

(SD = 2.69). More than one fourth of the students reported having an immediate family 

member with a mental illness (N = 36.  Additionally, over 1/3
rd

 of the students reported 

having a close friend with a mental illness (N = 49).   

Overview of Active Minds Activities   

 In the spring semester of 2005, the investigator learned about the national 

organization, Active Minds (see http://www.activemindsoncampus.org/).  It was thought 

that by advertising a new student chapter devoted to reducing the stigma of mental illness 

to students on campus, there may be a few interested students.  Posting on the student 

university e-mail and printed handouts distributed to people on the CSU campus brought 

15 interested people to the first meeting on October 5, 2005.  After the initial meeting, 

ideas about what the organization could do and who would lead the organization 

surfaced.  An official election occurred and our first President, Becca Frazee, was elected 

on October 19, 2005 from a group of 17 members.  This has been approximately the 

number of members (give or take five individuals) attending and contributing to all the 

http://www.activemindsoncampus.org/
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activities/events that were held in the Fall 2005 and Spring 2006.  Numerous meetings 

were held (at least bi-monthly) to plan for the public activities/events listed below: 

1. The first event was called Active Minds Winter Warm-Up (held January 24, 

2006) from 10:00am to 2:00pm in the Lory Student Center Plaza (open space and 

central location of the university).  Members of Active Minds gathered donations 

from local vendors (grocery stores, donut shop, and coffee shop) to give out free 

coffee and tea with the name of our organization printed on each tea bag and 

coffee cup distributed.  The organization obtained permission from the university 

to have a booth to distribute the free items.  While distributing the coffee, tea, and 

candy, the members of the organization handed out flyers containing information 

about Active Minds as well as mental illness to people visiting the booth (see 

Appendix B).  This event brought in about 30 new people interested in being on 

an e-mail list about upcoming events of the organization.  At least 300 to 400 

people stopped by to learn more about us or to ask the members questions. 

2. The second major event was called, “Movie Madness” (held February 23, 2006).  

The members of the organization hosted a movie viewing of “Prozac Nation”, a 

movie made from a memoir written by Elizabeth Wurtzel.  The movie depicts a 

young college student who struggles with depression and relationship problems 

during her first years at Harvard.  This movie viewing brought in about 70 

people.  The heart of the programming occurred during the discussion following 

the movie.  Both professionals working in the community of mental health and 

consumers of the mental health services served on a panel to answer questions 

posed by audience members who had just viewed the movie.  These discussions 
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were rich in focus and highly educational while at the same time promoting an 

atmosphere of deep respect for people burdened with these mental illnesses.  

People stayed for over 45 minutes after the movie to talk about issues regarding 

depression, medication, how to help someone with a mental illness, or to just 

listen.  It was an empowering event in that people from all over campus asked 

candid questions about a topic that is considered to be a taboo.   

3. Because “Movie Madness” nights were so successful, Active Minds members 

agreed to host more of them.  A movie about eating disorders, “The Famine 

Within” was shown with another panel discussion (held on March 23, 2006).  A 

movie about suicides, “Virgin Suicides” was shown with a panel discussion 

(April 19, 2006).  “Manic”, a movie about being psychiatrically hospitalized was 

shown with a panel discussion (April 27, 2006).  Each of these events brought in 

different people asking questions relevant to the topic. 

4. The fourth type of event that was planned by Active Minds members was holding 

Support Groups for (1) people with a mental illness and (2) people who have 

family members and friends with a mental illness.  To prepare for the support 

groups to be held on campus, 15 Active Minds members attended a training 

session (about 90 minutes in length) held by the local Suicide Resource Center on 

how to effectively facilitate support groups.  The support groups were held 

(March 8, March 20, April 12, and April 17, 2006) with minimal attendance 

(between 0 and 7 members who were not affiliated already with Active Minds).  

However, those who did attend expressed appreciation for the efforts.  More 
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advertising and CSU community support (faculty, administration, staff) could 

assist in drawing more interested individuals. 

5. Finally an event was held in concurrence with the national organization’s efforts.  

This event was called “Scream Fest” (held April 19, 2006), and was designed to 

attract students to scream at a particular time (1:00pm) outside on campus in 

order to help alleviate stress from upcoming finals.  This event drew attention 

from media, The Denver Post (see http://www.denverpost.com/news/ci_3666797) 

and the university student paper (see 

http://www.collegian.com/media/storage/paper864/news/2006/04/20/Campus/Stu

dents.Scream.Out.The.Stress-

1862941.shtml?norewrite200607011808&sourcedomain=www.collegian.com). 

Although the investigator played an active role in the planning process (i.e., creating the 

organization’s constitution, finding space for meetings and events, organizing panelists, 

finding vendors to donate items, and advertising on campus), the role taken was that of a 

facilitator than a leader.  It is believed it was important to maintain this role in order to 

sustain the energy and investment of all group members. 

Research Design 

Because the focus of the study measured people’s attitudes toward individuals 

with a mental illness (public stigma) and whether they may seek out professional help 

when needed, self-report instruments were used in gathering data.  The investigator was 

interested in whether the programming of Active Minds on Campus had any impact on the 

aforementioned attitudes/beliefs in college students.  Much of the programming for the 

university community occurred in the Spring Semester 2006 and students were given 

http://www.collegian.com/media/storage/paper864/news/2006/04/20/Campus/Students.Scream.Out.The.Stress-1862941.shtml?norewrite200607011808&sourcedomain=www.collegian.com
http://www.collegian.com/media/storage/paper864/news/2006/04/20/Campus/Students.Scream.Out.The.Stress-1862941.shtml?norewrite200607011808&sourcedomain=www.collegian.com
http://www.collegian.com/media/storage/paper864/news/2006/04/20/Campus/Students.Scream.Out.The.Stress-1862941.shtml?norewrite200607011808&sourcedomain=www.collegian.com
http://www.denverpost.com/news/ci_3666797
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measures at the beginning and again at the end of the semester.  Additionally, students 

indicated on their questionnaires whether they would like to be placed on an e-mail 

notification list outlining all the upcoming events for Active Minds.  If the students gave 

the investigators their e-mail addresses, then they were considered willing participants for 

the study.  The design, therefore, investigated whether there were differences in beliefs 

between the students wanting information about Active Minds on Campus and those that 

did not want the information. 

In designing a study on the stigma of mental illness, it is important to consider not 

only the effect of an intervention program on subjects’ beliefs, but also how stigma is 

experienced differently by those having a family member with a mental illness.  There 

are effects both of public stigma, which are measured in this study, and also self-stigma.  

Self-stigma refers to the impact of being viewed as an outcast, which can have an effect 

of lowering one’s self-esteem and willingness to talk openly about the topic.  Self-stigma 

also occurs among family members caring for a person with a mental illness (Corrigan & 

Miller, 2004; Struening, Perlick, Link, Hellman, Herman, & Sirey, 2001).  Much of the 

literature written on this topic refers to this kind of self-stigma as burden (Lefley, 1996). 

Angell, Cooke, & Kovac (2005) reviewed studies on first person accounts of these 

experiences and articulated the unique way in which stigma is experienced both by 

people with a mental illness and those living with and caring for them.  These self beliefs 

can lead to a sense of shame.  This shame may take the form of denial as in the following 

statement, “Some family members report that the stigma of mental illness is so pernicious 

that family members and acquaintances were unable to acknowledge that the person’s 

behavior could possibly be a mental illness” (p. 82).  Or, the shame may take the form of 
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anger and internalized guilt as in the following statement, “Individuals who grow up with 

a mentally ill parent or sibling often recall embarrassing episodes that resulted in painful 

isolation from peer groups” (p. 80).  This kind of denial, anger, and internalized guilt may 

affect how subjects would respond to questions about public stigma.  Thus, by living 

daily with the hassles and joys of the disease in a household, subjects’ perceptions on 

public stigma will be affected by their experiences of their self stigma.  Because of these 

complexities in measuring public stigma among people intimately associated with 

someone with a mental illness, some level of control for this possible confound in 

measuring public stigma was addressed.   

This study attempted to control for the aforementioned factor first by separating 

the people in the study who did live with a family member with a mental illness from 

those who did not live with a family member with a mental illness.  The students were 

then placed into one of two groups:  Participants or Non-Participants.  The Participants 

agreed to be informed about the upcoming events of Active Minds on Campus.  The Non-

participants did not provide the investigator with their email addresses to be kept 

informed of the programming during the semester.  Lastly, the time interval between the 

pre-test and post-test was also considered in the study’s design.  Please see Figure 3.1 for 

a picture of the design in this study. 
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Figure 3.1:  Design of Stigma and Willingness to Seek Psychological Help Among 

College Students who may or may not have participated in Active Minds on Campus 

 

Objectives of the Study 

 This study explored two main objectives from a 2 X 2 repeated measures design:  

Family Member with a Mental Illness (Yes or No) X Participant in Active Minds (Yes or 

No).  These factors were analyzed using Pretest and Posttest Scores on Stigma and 

Willingness to Seek Psychological Help (a repeated measure).  The first objective was to 

examine whether being involved in Active Minds on Campus (Participants) had an impact 

on students Willingness to Seek Psychological Help and their perceptions of Stigma.  The 

second objective was to examine the impact that having a Family Member with a Mental 

Illness has on the perceptions/beliefs of the students. 
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Research Questions 

As Figure 3.1 shows, there were four main questions tested in this study: 

1. Are there significant differences from pretest to post-test scores on the 

Willingness to Seek Psychological Help between the Participants and the Non-

Participants who do not have a family member with a mental illness? 

2. Are there significant differences from pretest to post-test scores in the perceptions 

of Stigma between the Participants and the Non-Participants who do not have a 

family member with a mental illness? 

3. Are there significant differences from pretest to post-test scores on the 

Willingness to Seek Psychological Help between the Participants and the Non-

Participants who do have a family member with a mental illness? 

4. Are there significant differences from pretest to post-test scores in the perceptions 

of Stigma between the Participants and the Non-Participants who do have a 

family member with a mental illness? 

 

Conceptual and Operational Definitions 

There are four main variables used in the evaluation of the program.  Their conceptual 

and operational definitions are outlined below (see Appendix C for a copy of the 

instrument/questionnaire). 

Participants and Non-Participants 

The involvement in Active Minds on Campus served as the independent variable.  

By self-report, subjects indicated on the post-test questionnaire how involved they 

perceived themselves as participants in Active Minds on Campus.  Students also were 
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given an opportunity to provide their e-mail addresses to be placed on a group e-mail list 

that informed them of all the meetings, activities, and events.  Of the 27 self-reported 

students involved in Active Minds on Campus, 19 (70.4%) students also opted to be 

placed on this e-mail list.  Additionally, the investigator along with Active Minds on 

Campus members promoted Active Minds through advertising on mass e-mail, 

newspaper articles, and personal flyering served to promote the organization’s activities. 

 Operationalization:  As written on the questionnaire subjects circled their 

perceived level of involvement in Active Minds on Campus. 

Please circle the number that corresponds to your level of involvement with the new 

Student Organization, Active Minds: 

 

1 

Very little involvement.  I never attended meetings nor signed up to receive e-mail 

notification about the activities of Active Minds. 

 

 

2 

Little involvement.  I inquired about being on the e-mail notification list and 

thought some about getting involved with Active Minds. 

 

 

3 

Some involvement.  I signed up to be contacted by a peer mentor from Active 

Minds and attended at least one function/activity. 

 

 

4 

More involvement.  I signed up to be contacted by a peer mentor from Active 

Minds and attended several activities sponsored by the organization. 

 

 

5 

Highly committed.  I became highly involved in helping being an active 

participant of Active Minds.  I attended meetings, served on committees to 

organize activities, and consciously chose to learn more about and make a change 

for people diagnosed with mental illnesses. 

 

Any score higher than one was considered a “Participant”.  If the response was left blank, 

then the person was considered a “Non-Participant”.   

Family Member with a Mental Illness 

 As mentioned previously, having direct exposure to a person with a mental illness 

has an effect on how public stigma may be perceived.  This intervening variable is 

hypothesized to have an effect on the responses to the dependent variables (Willingness 
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to Seek Psychological Help and Stigma).  The current study controlled for this effect by 

incorporating the variable into the design. 

 Operationalization:  As written on the questionnaire, “Does anyone in your 

immediate family have a mental illness?”  If students answered, “Yes”, then they were 

coded as having a “Family Member with a Mental Illness”.  Conversely, if the student 

answered, “No”, then they were coded as “Not Having a Family Member with a Mental 

Illness”. 

Stigma 

 Stigma of mental illness is a broad concept that has been studied in numerous 

ways, from laboratory work to qualitative interviews (Corrigan, 2005).  One of the 

country’s most prolific researchers on stigma is Patrick Corrigan.  His work was 

examined and a measure chosen from his work and his colleagues at the Chicago 

Consortium for Stigma Research (see http://www.stigmaresearch.org/).  There were six 

main concepts of stigma chosen from an instrument entitled the General Attribution 

Questionnaire (Corrigan, Green, Lundin, Kubiak, & Penn, 2001; Corrigan, Rowan, 

Green, Lundin, River, Uphoff-Wasowski, et al., 2002).  The following six concepts were 

selected based on the ease of understanding the stigma held about people with mental 

illnesses. 

1.  People who hold more stigmatizing attitudes and beliefs are less likely to help the 

person with a mental illness (items 12 and 13),  

2.  People who hold more stigmatizing attitudes and beliefs are typically more fearful of a 

person with a mental illness (items 3, 11, and 16),  

http://www.stigmaresearch.org/
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3.  People who hold more stigmatizing attitudes and beliefs find people with mental 

illnesses more dangerous in the community (items 2, 5, and 9),  

4.  People who hold more stigmatizing attitudes and beliefs typically try to avoid people 

with mental illnesses (items 10, 18, and 20),  

5.  People who hold more stigmatizing attitudes and beliefs show more anger toward 

people with mental illnesses (items 1, 4, and 8), and  

6.  People who hold more stigmatizing attitudes and beliefs ascribe strong beliefs about 

responsibility toward individuals diagnosed with mental illnesses (items 7 and 15). 

An additional measure of pity was left out of this research because of the complexity of 

relating pity to stigma.  This measure has been refined reflecting some of the changes 

addressed on pity (see the following link for more information on this new measure 

http://www.stigmaresearch.org/publications/measures/measure.cfm?mdes=AQ-27) 

Operationalization:  As written on the questionnaire, all items were summed 

leaving off items 6, 14, and 17, and 19 (the items addressing the concept, pity).  The 

concept, help was reverse coded to reflect a tendency to be less likely to help a person 

with mental illness.  The range in scores for this measure fall between 16 and 144, higher 

scores indicating more stigmatizing beliefs. 

Willingness to Seek Psychological Help 

 Mackenzie, Knox, Gekoski, & Macaulay (2004) redesigned a measure that 

explores a person’s attitudes toward seeking psychological help.  These attitudes are 

multifaceted and the constructs behind the measure represent the complexity.  In a series 

of three studies designed to obtain internally consistent items using factor structure 

confirmation criteria, the following concepts evolved: 

http://www.stigmaresearch.org/publications/measures/measure.cfm?mdes=AQ-27
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1.  Psychological Openness: This refers to one’s willingness to admit there are 

psychological problems and their openness to seeking help for problems (items 1, 4, 

7, 9, 12, 14, 18, and 21), 

2.  Help-seeking Propensity:   This reflects a person’s willingness and ability to seek 

psychological help (items 2, 5, 8, 10, 13, 15, 19, and 22), and 

3.  Indifference to Stigma: This reflects what important significant others in one’s life 

may think about a person if they found out he/she was seeking professional help for 

psychological reasons (items 3, 6, 11, 16, 17, 20, 23, and 24). 

 Operationalization:  A higher score on the measure indicates more willingness to seek 

psychological help.  The scores can range between 24 and 120.  The following items 

were reverse coded before summing the items to obtain a total score:  1, 3, 4, 6, 7, 9, 

11, 12, 14, 16, 17, 18, 20, 21, and 24. 

 

Research Assumptions 

The assumptions that provide the parameters for the conduct of the current study 

included the following: 

1.  It is assumed that stigma about mental illness does impact the decision making process 

of the subjects in the sample as to whether they were willing to seek psychological help 

or not. 

2.  It is assumed that the participants answered the questionnaires with honesty and that 

the pre-testing of the subjects did not unduly affect the post-test scores.   

3.  It is assumed that the instrumentation used to measure stigma and willingness to seek 

psychological help were valid tools for use with college students. 
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4.  It is assumed that the way in which participants and non-participants were selected 

truly captured the intent of students’ desire to be involved in the programming of Active 

Minds on Campus. 

Limitations of the Design 

All research studies have inherent flaws through their methodology, the theories 

from which they are drawn, and the personal biases of the investigators.  Because the 

study was limited in time (only evaluated during one semester) and resources (evaluation 

using the resources of only one investigator), the following are apparent limitations of 

this study: 

1.  Because the sample size was small and not randomized, the generalizability of the 

findings should be considered with caution. 

2.. Given that the study was conducted in only one semester, the possibility of longer 

term effects of the programming of Active Minds on Campus can not be accurately 

assessed.   

3.  Because of the quantitative nature of the study, the meaning or richness of becoming 

involved in Active Minds on Campus was compromised.  Further research in this area 

would be enhanced by adding some qualitative dimensions to the study (i.e., conducting 

short interviews with Participants and Non-Participants about their view on stigma and 

help-seeking behaviors). 
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CHAPTER 4:  DATA ANALYSES 
 

 The sample was collected from three undergraduate classes held at CSU in the 

Spring Semester 2006.  The purpose of the study was to investigate whether the 

programming of Active Minds on Campus had an impact on college students.  The 

students were given pretest and post-test questionnaires inquiring about their personal 

beliefs of mental illness and mental health treatment.  The specific beliefs that were 

studied using self-report questionnaires include the public stigma of people with mental 

illness (STIGMA) and the willingness to seek psychological help (HELP).  It was 

expected that students involved in Active Minds on Campus would decrease their 

STIGMA scores and increase their HELP scores from pretest to post-test.  Additionally, 

the study examined whether the students in the sample who had family members with a 

mental illness (themselves included) affected the outcome of the STIGMA and HELP 

scores.  The findings were mixed and are detailed below. 

Descriptive Findings 

 The sample of students portrays traditional aged college students (M = 20.62 , SD 

=2.69) whose modal class standing is a junior (N = 43).  The only major exception to the 

normality of these data is that 68.4% of the students in the sample were female (N = 93).  

The students were not asked their ethnic/racial origin or their SES.  Current national data 

on the prevalence of mental illness in the general population does not reflect differences 

in ethnicity/race or SES (Kessler, et. al., 2005; NIMH, 2006).  The largest national 
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sociodemographic differences are for specific disorders where females outnumber males 

in depression and eating disorders.  Males, on the other hand, are four times more likely 

to die by suicide and to be diagnosed with ADHD.   

An intriguing demographic characteristic of this sample of students is that 26.5% 

(N = 36) of the students reported that they have someone in their immediate family 

diagnosed with a mental illness (themselves included).  This finding parallels national 

data in that approximately 26.2% of people in a given year in the U.S. have a mental 

illness (Kessler, et. al., 2005; NIMH, 2006).  Additionally, 36.0% (N = 49) of the sample 

indicated that they had a close friend who was diagnosed with a mental illness.  In fact, 

the Surgeon General’s Report (U.S. Department of Health and Human Services, 1999) 

indicates that “few families in the United States are untouched by mental illness” (p. 45).  

For a detailed summary of the demographic characteristics in this sample with respect to 

their involvement in Active Minds, (see Table 4.1). 

Table 4.1 

Demographic Characteristics and Chi-Square Test of Significance for Participants 

 Participants 

(N  =  27) 

Frequency 

NonParticipants 

    (N  = 109) 

   Frequency 

                          Chi-Square 

 

                      df         Value 

Sex                1            .06 

     Male    8   35 

     Female  19   74 

 

Class Standing**              4          1.58 

     Freshman    6   25 

     Sophomore     7   24 

     Junior    9   34 

     Senior    4   20 

     Grad/Prof     0     5 
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Table 4.1   (continued) 

 Participants 

(N  =  27) 

Frequency 

NonParticipants 

    (N  = 109) 

   Frequency 

                           Chi-Square 

 

                      df         Value 

Major**              4       14.75* 

     Math/Science   4   43 

     Social Science 14   24 

     Humanities    2     6    

     Business/Journal.     1   20 

     Not Declared   6   15 

 

Age                1         1.10 

     17 - 23 years 26   98 

      Older than 23   1   11 

 

Family Member with Mental Illness            1         3.11 

      Yes  17   48 

       No   10   61 

 

Close Friend with Mental Illness            1         5.57* 

      Yes  15   34 

       No   12   75 

 

Neighbor with Mental Illness             1           .75 

      Yes    4   10 

       No   23   99 

 

Wanted on e-mail List              1       33.34* 

      Yes  19   17 

       No     8   92 

 

Wanted to learn about Support Groups           1       17.08* 

      Yes    9    6 

       No   18           103 

 

*   Significant Chi-Square differences at p<.05 

** Missing data are reflected in class standing (N = 2) and major (N = 1).  The responses 

were left blank on these items. 

 

Significant chi-square analyses revealed that more students chose to participate in Active 

Minds if their major was in the social sciences.  If the student had a close friend with a 
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mental illness, they were more likely to be involved in Active Minds.  Not surprisingly, 

students who where involved in Active Minds were also more likely to provide their e-

mail addresses and be willing to be contacted about support groups for mental illness.  

What was surprising is that having a family member with a mental illness did not yield 

significant findings between the Active Minds’ participants and non-participants, χ
2 

(1, N 

= 136) = 3.11, p = .08. 

 One way to represent the descriptive findings of the dependent variables 

(STIGMA and HELP) are through histograms and bar charts.   Using the two factors, 

family member with a mental illness and participant status as the between subjects’ 

factors, the following figures were revealed (see Figures 4.1, 4.2, 4.3, and 4.4).  Figures 

4.1 and 4.2 first delineate the findings for participant status using histograms while 

Figures 4.3 and 4.4 show the results in bar charts when considering both participant 

status and  family member with a mental illness as factors.   
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Figure 4.1:  STIGMA and HELP scores for the Pretest and the Post-test of Non-

Participants, No Involvement in Active Minds 
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Figure 4.1 (continued):  STIGMA and HELP scores for the Pretest and the Post-test of 

Non-Participants, No Involvement in Active Minds 
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Figure 4.2:  STIGMA and HELP scores for the Pretest and the Post-test of the 

Participants, YES, Active Minds Involvement 
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Figure 4.2 (continued):  STIGMA and HELP scores for the Pretest and the Post-test of 

the Participants, YES, Active Minds Involvement 
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Figure 4.3.  Pretest and Post-test scores of STIGMA with Participation in Active Minds 

and Mental Illness in the Family as between subjects’ factors 
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Figure 4.4.  Pretest and Post-test scores of HELP with Participation in Active Minds and 

Mental Illness in the Family as between subjects’ factors 

 

 

SD=14.7 

SD=14.0 

SD=12.3 

SD=12.4 

SD=8.9 

SD=12.9 
SD=9.6 

SD=10.6 



 59 

These bar graphs and histograms at first glance seem to show differences in how people 

responded to the questionnaires from pretest to post-test on stigma and help seeking as a 

function of whether they were involved in the Active Minds Programming.  These 

differences reveal that there are slight to moderate decreases in mean STIGMA scores, 

while there were very slight increases in mean HELP scores for Active Minds 

Participants.  Additionally, students also appear to respond differently to the 

questionnaire items if they have mental illness in their family.  The inferential evaluation 

of the research questions will test for statistical significance. 

Evaluation of Research Questions 

 The research questions were examined with the summed items from the STIGMA 

and HELP questionnaires (see Appendix A).  As previously indicated, there were 136 

completed questionnaires.  However, 15 students left at least one item blank on these 

questionnaires (they either skipped the item or chose not to answer it).  In order to avoid 

losing these data in further analyses when summing the STIGMA and HELP scores for 

the pretest and post-test, the investigator computed the mean scores for those items and 

inserted the means into the blank items on the questionnaires.  The questions are 

reiterated in italics and answered in bold.   

Research Question 1:  Are there significant differences from pretest to post-test scores on 

the Willingness to Seek Psychological Help between the Participants and the Non-

Participants who do not have a family member with a mental illness? NO 

Research Question 2:  Are there significant differences from pretest to post-test scores in 

the perceptions of Stigma between the Participants and the Non-Participants who do not 
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have a family member with a mental illness? YES, decrease for Participants and an 

increase for Non-Participants 

Research Question 3:  Are there significant differences from pretest to post-test scores on 

the Willingness to Seek Psychological Help between the Participants and the Non-

Participants who do have a family member with a mental illness? YES, interaction 

effects 

Research Question 4:  Are there significant differences from pretest to post-test scores in 

the perceptions of Stigma between the Participants and the Non-Participants who do 

have a family member with a mental illness?  YES, interaction effects 

 In order to test the null hypotheses of these questions (that there are not 

statistically significant differences between the means), two separate repeated measures 

two-way ANOVAs were performed.  The findings on the STIGMA questionnaire 

revealed significant main and interaction effects while the HELP questionnaire revealed 

significant main effects without any significant interaction effects (see Tables 4.2 and 

4.3).   

 

 

 

 

 

 



 61 

Table 4.2  Repeated Measures ANOVA Comparing Differences in Scores on STIGMA 

for Involvement in Active Minds (PartStatus) and Whether Family Had a Mental Illness 

(MenILL) 

Source    df      F    η     p 

 

Within Subjects 

STIGMA (pre/post)  1   0.84  .006  .361 

STIGMA  X  PartStatus 1   9.73  .069  .002 

STIGMA  X  MenILL  1   1.79  .013  .183 

STIGMA  X  PartStatus 

X  MenILL   1   1.28  .010  .260 

Error           132     (Mean Square  55.81) 

 

Between Subjects 

PartStatus   1   0.03  .000  .874 

MenILL   1   0.94  .007  .334 

PartStatus  X  MenILL 1   4.53  .033  .035 

Error           132      (Mean Square 377.61) 

 

 

Table 4.3  Repeated Measures ANOVA Comparing Differences in Scores on HELP for 

Involvement in Active Minds (PartStatus) and Whether Family Had a Mental Illness 

(MenILL) 

Source    df      F    η     p 

 

Within Subjects 

HELP (pre/post)  1   1.45  .011  .230 

HELP  X  PartStatus  1   0.83  .006  .365 

HELP  X  MenILL  1   0.02  .000  .890 

HELP  X  PartStatus 

X  MenILL   1   2.25  .136  .136 

Error           132     (Mean Square  43.73) 

 

Between Subjects 

PartStatus   1   0.03  .000  .874 

MenILL   1   0.94  .007  .334 

PartStatus  X  MenILL 1   4.53  .033  .035 

Error           132      (Mean Square 377.61) 
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Tables 4.2 and 4.3 revealed significant interactions on the overall mean scores of 

STIGMA and HELP.   For students who were not involved in Active Minds (PartStatus) 

and had family members with mental illnesses (MenILL) their overall mean scores on 

STIGMA increased from 45.35 to 51.46.  If the students were involved in Active Minds 

(PartStatus) and did not have family members with mental illnesses (MenILL), their 

overall mean scores on STIGMA decreased from 54.95 to 47.87.  Thus, having a family 

member with a mental illness seems to create a reactive defense, as the student becomes 

more involved with the issue, stigma and mental illness, it creates increased negative 

stigma.  A similar pattern emerged for the overall mean HELP scores except that the 

mean scores for students who had family members without a mental illness did not reflect 

as large a change in score if the students were involved in Active Minds.  For students 

who had family members with mental illnesses (MenILL) their overall mean scores on 

HELP decreased from 93.81 to 84.73 if they were involved in Active Minds (PartStatus).  

If the students did not have a family member with a mental illness (MenILL), their 

overall mean scores on HELP only increased slightly from 83.61 to 85.70 if they were 

involved in Active Minds (PartStatus).  Again, students whose family members have 

mental illnesses seem to react more defensively about the issue.  These students are less 

likely to seek help if it is needed.  See Figure 4.5 (on the following page) for a graph of 

these interactions. 
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Figure 4.5.  Estimated Marginal Means of overall STIGMA and HELP scores with 

Involvement in Active Minds and Mental Illness in the Family as between subjects 

factors 
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 Table 4.2 also shows a main effect for STIGMA scores from the pretest to the 

post-test.  If students became involved in Active Minds (PartStatus), their overall mean 

scores on STIGMA decreased from 52.07 to 47.26.    If the students were not involved in 

Active Minds, their overall mean scores actually increased from 48.84 to 51.47.  Thus, 

taking direct steps to becoming more involved with stigma and mental illness issues, such 

as in participating in Active Minds programming, seems to counteract the negative 

perceptions of public stigma.  However, becoming involved in an eight week 

intervention, such as Active Minds, does not seem to have an impact on students 

willingness to seek psychological help.   

 

Additional Analyses 

 Because the sample that was collected was of convenience and some of the 

questions were deleted from the STIGMA questionnaire, additional analyses were 

conducted to testing for the reliability of these questionnaires.  The alpha reliabilities for 

the pretest and post-test 16-item STIGMA scale was .8347 and .8644, respectively.  The 

alpha reliabilities for the pretest and post-test 24-item HELP scale was .8553 and .8676, 

respectively.  These reliabilities reflect a moderate to high alpha level indicating an 

adequate check on measurement error for these scales. 
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CHAPTER 5:  DISCUSSION AND CONCLUSION 

 

 The tragedy of students ending their lives by suicide is probably the largest fear in 

studying and working with college students who have mental illnesses.  When one 

combines these fears with the complexity inherent in the question of why some students 

choose not to seek professional help when they are in a mental health crisis, the ultimate 

solution seems daunting.  However daunting this task, it is imperative that some 

interventions take place for these college students.  One way to approach this difficult 

task is to empower motivated students to help work with staff, faculty, and administrators 

in creating an environment where seeking help for mental health needs is not perceived 

with guilt or stigma.  Active Minds on Campus has begun to approach this issue and has 

shown some promising results. 

Brief Description of the Study and Discussion 

 This study explored whether an intervention program (Active Minds on Campus, a 

new student organization) aimed at increasing awareness of mental illness and reducing 

the stigma associated with it, had a positive impact on students’ perceptions about public 

stigma and their willingness to seek psychological help if it was needed.  The sample of 

students came from three college student classes in the Spring Semester 2006, two in 

pathology and one in social work.  All students were introduced to the new student 

organization on campus and offered the chance to become involved in the organization’s 

activities.  These activities consisted of showing movies on mental illness with panel 
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discussions immediately following these movies, holding support group meetings, and 

having fun activities sponsored by the organization in an effort to destigmatize mental 

illness and increase students’ awareness of their own mental health issues.  A 

pretest/post-test design revealed significant results in reducing stigma among the students 

who became involved in the programming of Actice Minds.  The attitudes toward seeking 

psychological help remained statistically unchanged for both students involved and 

uninvolved in the programming of Active Minds.  This study also revealed that the 

perceptions of stigma and help were different for students who came from families where 

there was a mental illness.  These students reacted negatively (increase in stigma scores 

and decrease willingness to seek help) by the efforts of Active Minds in terms of their 

stigma and help scores.  Thus, it is clear that this type of programming needs to be 

sensitive to the unique needs of students if further programming is explored. 

 The findings described in Chapter 4 illustrate that public stigma among college 

students might be lessened with activities which promote contact and education about 

mental illness, such as in the programming of Active Minds on Campus.  However, 

exactly what dimensions in Active Minds promoted this reduction in perceived stigma 

remains unclear.  Could it be that there are unique characteristics among the students who 

chose to become involved in Active Minds that were not considered in this study?  Could 

it be that the kinds of students promoting the activities of Active Minds were the driving 

force behind the change rather than the actual programming?  Certainly the significant 

chi-square differences noted among students who have close friends with a mental illness 

needs to be explored further.  One wonders why the students changed scores from pretest 

to post-test on the STIGMA questionnaires.  Were there threats to internal validity 
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because the time of testing between the pretest and post-test was only eight weeks? 

Further research controlling for this factor could be examined.  Are their unique qualities 

in the programming within this study that have not been explored?  The only way to 

answer this kind of qualitative questioning is to examine it with qualitative measures, 

such as focus group interviewing and/or open-ended questioning.  Nevertheless, it seems 

that this programming works in reducing STIGMA and could be used in combination 

with the recommendations of other scholars to help alleviate stigma and encourage 

people to seek counseling if it is needed.   

 Changing attitudes and behavior is difficult and to attempt to change stigmatizing 

beliefs is even harder simply because these beliefs emerge early in life.  Weiss (1986) 

found that negative attitudes toward mental illness are seen as early as kindergarten and 

remain stable through the childhood years.  Changing these ingrained beliefs will 

definitely take time and effort.  The effort needed to create a lasting change in attitude 

will require emotional and tangible resources beyond what has been currently in place 

through the efforts of Active Minds on Campus.    

 In researching stigma among college students, we found no published studies 

using the same public stigma scale as used in this study.  However, it appears that the 

stigma surrounding mental illness continues to be a problem among college students as 

well as in the general population.  Angermeyer, Matschinger, & Corrigan (2003) have 

recently shown public stigma against mental illness to be pervasive.  They asked 

participants to respond to questions after reading vignettes depicting people with major 

depression and schizophrenia.  Their results demonstrated that people who were less 

familiar with mental illness (did not interact with or have mental illness in the family) 
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perceived the individuals described in the vignettes as more dangerous, they were fearful 

of them, and they wanted to maintain more social distance from them (using a modified 

version of a Bogardus’ Social Distance Scale) when compared with people who were 

familiar with mental illness.  These findings are similar to what was found 30 years ago 

by Olmsted and Durham (1976) using a college student sample.  Using a semantic 

differential measuring twelve scales, their findings revealed that “mental patients” were 

perceived as less favorable than the “average man”.  The scales of less favorableness 

included unpredictable, tense, dangerous, weak, worthless, delicate, cold, insincere, and 

slow. 

 The literature on stigma in college students includes broader contexts than the 

stigma of mental illness.  Some of this literature measures social stigma against students 

of a different race (Dovidio, Gaertner, Niemann, & Snider, 2001), those who are 

gay/lesbian (Sigelman, et al., 1991), and students seeking health treatment for sexually 

transmitted infections (Barth, et al., 2002).  One interesting study (Pinel, Warner, & 

Chua, 2005) indicated that perceived stigma experienced by racial minorities in college 

negatively affected their self esteem as well as their overall GPA.  In another recent study 

by Inzlicht, McKay, & Aronson (2006), it was shown that African American college 

women who perceived prejudice against them were less likely to behave with self control 

and had difficulty managing perceived stigma related to their race.  The findings from 

these studies provide evidence that perceived stigma among college students negatively 

impacts their ability to succeed socially and academically, especially if self-control is 

compromised.  “Self-control is important because it underlies so many aspects of daily 

life.  Getting out of bed in the morning, studying for a test, drinking in moderation, and 
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so on all require self-control.  It is no surprise, then, that failures of self-control are linked 

with wide-ranging societal problems” (Inzlicht, McKay, & Aronson, 2006, p. 267).  If 

minority students feel stigmatized because of their race, it would certainly follow that 

college students with a mental illness would also be negatively impacted.  Further 

research in this area is warranted.   

 

Summary 

Even though the task of changing stigmatizing attitudes may be hard, there are 

elements of success evident in making theses changes that have been highlighted in 

Chapter 2.  Two important elements needed to create stigma change include: 

1.  Increasing the contact between individuals who do have a mental illness and those 

who do not.  If people know someone who has a mental illness and that they are 

achieving academically at the same pace as themselves, then they would be less likely 

to perceive this person in a negative light.   

2.  Promoting the efforts of seeking help for mental health issues (i.e, using creative 

advertising and making the counseling services more visible).  Thus, programming 

similar to what was used by Active Minds needs to broadened to include all students, 

staff, and faculty. 

 

Implications 

 Just as community mental health centers are beginning to refocus their efforts in 

addressing mental illness, colleges and universities are predicted to follow.  “[C]ampus 

mental health service recapitulates the fragmented structure that has existed in mental 
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health services in the larger community—wherein service preferences were given to 

acute and/or less severe mental health problems, and those with serious mental illnesses 

were excluded, forced to find their own care, or relegated to other sectors, such as welfare 

or criminal justice systems” (Mowbray, et al., 2006, p. 230).  The refocusing efforts will 

need to address a new cohort of college students today.  This new cohort consists of a 

larger number of students entering college today who have specific needs related to 

successfully managing their mental illness.  The emergence of this new set of needs can 

be attributed to many factors.  First, improvements in pharmachotherapy have allowed 

many students opportunities to pursue higher education than in the past (Kadison, 2006).  

Second, as mentioned previously, litigation against schools not meeting the needs of 

college students (i.e., alleged neglect of addressing suicidal students’ needs) seems to be 

intensifying the concern in this area.  Third, in terms of policy our nation is moving 

toward acknowledging the parity for addressing mental health needs (i.e.., the Mental 

Health Parity Act of 1996, see http://www.dol.gov/ebsa/newsroom/fsmhparity.html ).  

Fourth, the consumer movement allows more support for people to attend higher 

education today than in the past (Mowbray, et al., 2006).  Fifth, the stigma surrounding 

mental illness is starting to wane to the point that some schools in higher education are 

creating “spaces” for students who have major mental illnesses to flourish—such as (a) 

having them assigned to peer mentors, (b) having them acknowledged through the 

disability services in order to create adequate learning environments for these students, 

and (c) sensitizing the campus community about the needs of these students through 

education and training (Nolan, Ford, White Kress, Anderson, & Novak, 2005; Tinklin, 

Riddell, & Wilson, 2005).   

http://www.dol.gov/ebsa/newsroom/fsmhparity.html
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 Social work is uniquely qualified to address the needs of college students today 

because of its emphasis on vulnerable populations and the comprehensive manner in 

which the field practices (advocacy, empowerment, clinical/counseling, policy, case 

management, just to name a few applications).  The field has advocated for people with 

mental illnesses since the early to mid-1800’s when Dorothea Dix began her movement 

for humane treatment for people in insane asylums.  For social work, a “fundamental 

mission is directly serving people in need and, at the same time, making social 

institutions more responsive to people” (Morales & Sheafor, 2004, p. 32).  Thus, social 

work addresses individual needs while at the same time helping to make the larger 

systems more sensitive to the needs of its constituents.  This kind of work needs to be 

addressed in higher education today for our vulnerable college students. 

 The findings from this study point to the effectiveness of using peer support in 

reducing the stigma of mental illness on a college campus.  Social work has a rich 

tradition of using this empowerment approach in its field (Cohen & Mullender, 2005; 

Foreman, Willis, & Goodenough, 2005; Solomon, 2004; Witte & DeRidder, 1999).  In 

fact, Moorison Van Voorhis & Hostetter (2006) have recently articulated that 

empowerment is a core value in the social work profession.  Their work explicates how 

MSW candidates are trained to increase their sensitivity to empowering clients and 

ultimately themselves as a professional in the field.  It would follow that encouraging 

peer support among college students with a mental illness is a natural outgrowth of the 

core philosophy of social work and that social workers would serve as leaders in 

promoting the movement.  Active Minds on Campus used the empowerment approach of 
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peer support groups in helping to create positive change on campus and their consultant, 

the current author, was a candidate in the MSW program. 

 The majority of the work carried out among professionals in the recovery 

movement for people with mental illnesses in community settings is performed by social 

workers (Stromwell & Hurdle, 2003).  Moving this philosophy of recovery from 

community settings into higher education seems to be a logical shift and the social work 

field can help promote this positive change.  It will take the collaboration among many 

professionals and staff whose vision includes an interdisciplinary focus.   

 If psychiatrists are only looking at the biological issues, residential staff are only 

 looking at minimizing interpersonal conflict, faculty are only focusing on 

 academic excellence, and counselors are only looking at developmental and 

 family challenges, they are all missing the boat.  The reality is that academic 

 success and success in life go hand in hand with emotional and physical well-

 being (Kadison, 2006, p. 340). 

In addition to this kind of programming, other efforts have been successful in 

addressing the needs of college students with mental illnesses.  One of these efforts is to 

create mechanisms for identifying individuals who are most at risk and tailoring 

programming to meet the needs of these students.  Pollinger-Haas, Hendin, & Mann 

(2003) have articulated their success in reducing the suicide rate at Emory University 

through on-line screenings for students most at risk for suicide.    Baldwin-Wallace 

College in Ohio (Nolan, Ford, Kress, & Novak, 2004) has already begun the effort to 

make campus wide changes by training all members in the academic community about 

mental illness and mental health issues (i.e., suicidal ideation).  The costs of not 
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adequately addressing students’ needs with a mental illness are too high emotionally, 

socially, and economically. 

 

Conclusions 

 The problems inherent in treating individuals with mental illness in our society 

parallel the problems experienced by students seeking treatment for mental health issues 

in higher education.  But this dilemma should not be overlooked simply because of the 

complexity.  Since 36% of students in this sample are reporting some direct relationship 

with mental illness from a close friend and 26.5% of students have a family member with 

a mental illness, it seems prudent to create environments on campuses that are respectful 

and inclusive.  There have been recommendations made by others on how to make 

campuses more welcoming (Mowbray, et. al., 2006; Nolan, Ford, Kress, & Novak, 2004; 

Tinklin, Riddell, & Wilson, 2005) and the findings from this study empirically support 

having student campus organizations that campaign to help reduce the stigma of mental 

illness.  It is hoped that seeking help for treatment will ultimately become routine as the 

overall climate of acceptance toward people with mental illnesses changes.  Maybe 

someday in our country, students will go seek counseling for their mental health issues 

just as they would seek a physician if they had an ear infection. 
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Appendix C:  Copy of Questionnaire 

        Questionnaire Packet for Assessing Beliefs and Attitudes about Mental Illness            

Please print responses to the following items: 

►Your Full Name:  _____________________________________ 

 

►Your Age: _________________ 

 

►Your Major and Standing (e.g., Chemical Engineering, Junior) 

   

________________________________________________ 

 

►Please Circle your Sex:      Female  Male 

 

►Please Answer the following items by circling either yes or no: 

  

-Does anyone in your immediate family have a mental illness?  Yes No 

   (please include yourself in answering this question) 

 

-Do you have any close friends who have a mental illness?   Yes No 

 

-Do you have any relatives in your family who have a mental illness? Yes No 

 

-Do you know anyone in your neighborhood with a mental illness?  Yes No 

 

-Have you ever worked with or been closely associated in some way  Yes No 

 (personally or professionally) to a person with a mental illness? 

 

►Please use the space below to provide any additional information you would like us to 

have about any experiences you may have had with people who are diagnosed with 

mental illnesses: 

 

________________________________________________________________ 

 

________________________________________________________________ 

 

________________________________________________________________ 

 

►If you are interested in receiving information about Active Minds activities and/or 

want to become an active member, provide us with your e-mail address: 

 

________________________________________________________________ 

 

►Please Circle:  I am interested in learning more about how to reduce the stigma of 

mental illness through a peer education support group run by Active Minds members. 

If yes, please supply a telephone # below:       

          Yes No 
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Questionnaire 1  
The term professional refers to individuals who have been trained to deal with mental health 

problems (e.g., psychologists, psychiatrists, social workers, and family physicians).  The term 

psychological problems refers to reasons one might visit a professional.  Similar terms include 

mental health concerns, emotional problems, mental troubles, and personal difficulties 

(MacKenzie, Knox, Gekoski, & Macaulay, 2004) .  

 

For each item, use the following scale to indicate your level of agreement to each statement.  

Insert your answer in the blank box to the right of the question. 

1   2        3   4                5  

Strongly Disagree                 Strongly Agree 

1.   There are certain problems which should not be discussed outside of one’s 

immediate family. 

 

2.    I would have a very good idea of what to do and who to talk to if I decided to 

seek professional help for psychological problems. 

 

3.    I would not want my significant other (spouse, partner, etc.) to know if I were 

suffering from psychological problems. 

 

4.    Keeping one’s mind on a job is a good solution for avoiding personal worries 

and concerns. 

 

5.    If good friends asked my advice about a psychological problem, I might 

recommend that they see a professional. 

 

6.    Having been mentally ill carries with it a burden of shame.  

7.    It is probably best not to know everything about oneself.  

8.    If I were experiencing a serious psychological problem at this point in my life, I 

would be confident that I could find relief in psychotherapy. 

 

9.    People should work out their own problems; getting professional help should be 

a last resort. 

 

10.  If I were to experience psychological problems, I could get professional help if I 

wanted to. 

 

11.  Important people in my life would think less of me if they were to find out that I 

was experiencing psychological problems. 

 

12.  Psychological problems, like many things, tend to work out by themselves.  

13.  It would be relatively easy for me to find the time to see a professional for 

psychological problems. 

 

14.  There are experiences in my life I would not discuss with anyone.  

15.  I would want to get professional help if I were worried or upset for a long period 

of time. 

 

16.  I would be uncomfortable seeking professional help for psychological problems 

because people in my social or business circles might find out about it. 

 

17.  Having been diagnosed with a mental disorder is a blot on a person’s life.  

18.  There is something admirable in the attitude of people who are willing to cope 

with their conflicts and fears without resorting to professional help. 

 

19.   If I believed I were having a mental breakdown, my first inclination would be to 

get professional attention. 

 

20.   I would feel uneasy going to a professional because of what some people would 

think. 

 

 

21.   People with strong characters can get over psychological problems by 

themselves and would have little need for professional help. 
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22.   I would willingly confide intimate matters to an appropriate person if I thought 

it might help me or a member of my family. 

 

23.   Had I received treatment for psychological problems, I would not feel that it 

ought to be “covered up.” 

 

24.   I would be embarrassed if my neighbor saw me going into the office of a 

professional who deals with psychological problems. 

 

 

 

General Attribution Questionnaire  

(Corrigan, Rowan, Green, Lundin, River, Uphoff-Wasowski, White, & Kubiak, 

2002) 

Please circle the number of the best answer to the following 20 statements or questions: 

 

1. I would feel aggravated by persons with mental illness. 

1       2    3   4     5 6      7            8 9 

Not at all                                  Very Much 

 

2. I would feel unsafe around persons with mental illness. 

1       2    3  4      5 6      7       8  9 

No, not at all                             Yes, very much 

 

3. Persons with mental illness terrify me. 

1       2    3  4     5 6      7            8  9 

Not at all                                   Very Much 

 

4. How angry do persons with mental illness make you feel? 

1       2    3 4      5 6      7            8 9 

Not at all                                   Very Much 

 

5. I think persons with mental illness pose a risk to other people unless they are 

hospitalized.  

1       2    3  4      5 6      7            8 9 

Not at all                                   Very Much 

 

6. I feel pity for persons with mental illness.  

1       2    3  4      5 6      7            8 9 

Not at all                                   Very Much 

 

7. How controllable, do you think, mental illnesses are. 

1       2    3  4      5 6      7            8 9 

Not at all under         Completely under 

personal control            personal control                   
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8. How irritated would you feel by a person with a mental illness?  

1       2    3   4     5 6      7            8 9 

Not at all                                   Very Much 

 

9. How dangerous do you feel a person with a mental illness is?  

1       2    3  4      5 6      7            8 9 

Not at all                                   Very Much 

 

10. I would feel threatened by a person with mental illness.  

1       2    3  4      5 6      7            8 9 

No, not at all                             Yes, absolutely 

11. How scared of a person with a mental illness would you feel?  

1       2    3  4      5 6      7            8 9 

Not at all                                   Very Much 

 

12. How likely is it that you would help a person with a mental illness?  

1       2    3  4      5 6      7            8 9 

Definitely would not help                 Definitely would help 

 

13. How certain would you feel that you would help a person with a mental illness?  

1       2    3  4      5 6      7            8 9 

Not at all certain                      Absolutely certain 

 

14. How much sympathy would you feel for a person with a mental illness?  

1       2    3  4      5 6      7            8 9 

None at all                                   Very Much 

 

15. How responsible, do you think, a person with a mental illness is for their present 

condition?  

1       2    3  4      5 6      7            8 9 

Not at all responsible              Very much responsible 

 

16. How frightened of a person with a mental illness would you feel?  

1       2    3  4      5 6      7            8 9 

None at all                            Very Much 

 

17. How sorry do you feel for persons with mental illness?  

1       2    3  4      5 6      7            8 9 

None at all                                   Very Much 

 

18. I would try to avoid a person with a mental illness.  

1       2    3  4      5 6      7            8 9 

Definitely                      Definitely Not 

 



 90 

 

 

19. How much concern do you feel for persons with mental illness?  

1       2    3  4      5 6      7            8 9 

None at all                                   Very Much 

 

20. If I were a landlord, I probably would rent an apartment to a person with a mental 

illness.  

1       2    3  4      5 6      7            8 9 

Definitely                               Definitely Not 

 

 

 

 

 

Additional Questions 

Respond to the following statements listed below based on your honest opinions you 

have right now.  For each item, use the following scale to indicate your level of 

agreement to each statement.  Insert your answer in the blank box to the right of the 

question. 

 

1   2   3   4   5  
Strongly Disagree                 Strongly Agree 

1.  People with mental illnesses can recover from many of their 

symptoms through the assistance and support of others. 

 

2.  People with mental illnesses have the ability to make their own 

decisions about how to lead their lives. 

 

3.  People with mental illnesses have the right to be a part of 

decisions that are made that affect their lives. 

 

4.  People with mental illnesses deserve to be able to connect with 

the resources in their own communities in order to address the 

issues they may be facing. 

 

5.  People with mental illnesses possess numerous strengths that 

often go unnoticed in our communities. 
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        Post-Test Questionnaire Packet for Assessing Beliefs and Attitudes about Mental 

Illness            

 

Please print responses to the following items: 

 

►Your Full Name:  _____________________________________ 

 

►Please circle the number that corresponds to your level of involvement with the new 

Student Organization, Active Minds: 

 

1 

Very little involvement.  I never attended meetings nor signed up to receive e-mail 

notification about the activities of Active Minds. 

 

 

2 

Little involvement.  I inquired about being on the e-mail notification list and 

thought some about getting involved with Active Minds. 

 

 

3 

Some involvement.  I signed up to be contacted by a peer mentor from Active 

Minds and attended at least one function/activity. 

 

 

4 

More involvement.  I signed up to be contacted by a peer mentor from Active 

Minds and attended several activities sponsored by the organization. 

 

 

5 

Highly committed.  I became highly involved in helping being an active 

participant of Active Minds.  I attended meetings, served on committees to 

organize activities, and consciously chose to learn more about and make a change 

for people diagnosed with mental illnesses. 

 

►In the spaces provided, please provide any feedback to us that may help improve the 

organization, Active Minds, especially as it relates to its mission. 

 

 

 

________________________________________________________________________ 

________________________________________________________________________ 

________________________________________________________________________ 

 

 


