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Abstract

Purpose People with mental illness face the dilemma
whether or not to disclose their condition. We examined
stigma variables and their relationship with comfort
disclosing.

Methods Comfort with disclosure, well-being, symptoms
and aspects of experiencing and reacting to stigma were
assessed among 202 individuals with mental illness.
Results  Controlling for symptoms, greater comfort dis-
closing one’s mental illness was associated with lower
anticipated discrimination and lower stigma stress; more
comfort disclosing was related to greater well-being.
Conclusions Anticipated discrimination as an external
threat and stigma-related stress as an internal process may
reduce comfort with disclosure and could be targeted in
interventions.

Keywords Disclosure - Secrecy - Stigma -
Discrimination - Stigma stress - Well-being
Introduction

People with mental illness have to cope with widespread
stigma and discrimination [1]. Since having a mental
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illness often is a concealable stigmatized identity, indi-
viduals face the dilemma of whether or not to disclose their
condition to others. Depending on the circumstances, dis-
closure may lead to rejection or to social support; non-
disclosure or secrecy on the other hand may protect from
discrimination, but is associated with negative long-term
outcomes and the threat of discovery can be a constant
stressor [2—4]. This has led to the development of inter-
ventions meant to support people with mental illness in
their disclosure decisions, either as decision aids [5] or as
manualised peer-led group interventions [6, 7].

Stigma is a complex phenomenon that includes past
experiences of discrimination and the anticipation of future
discrimination by others [8, 9]. Stigma also affects internal
cognitive and emotional processes in terms of stress-coping
reactions and self-concept. Stigma stress occurs if people
with mental illness believe that stigma-related harm
exceeds their coping resources [10, 11]; self-stigma implies
that individuals agree with public stereotypes and inter-
nalize them, leading to low self-esteem and demoralization
[12, 13].

It remains unclear which aspects of stigma and dis-
crimination are related to disclosure-related distress versus
to being comfortable with disclosure. To further improve
the above-mentioned interventions, this study had the pri-
mary aim to identify the aspects of the stigma process that
are most strongly associated with disclosure-related dis-
tress as targets for interventions. We expected higher levels
of stigma variables to be associated with reduced comfort
disclosing and wanted to examine four different indices of
experiencing and reacting to stigma and discrimination
(anticipated discrimination; experienced discrimination;
stigma stress; self-stigma) as variables that are associated
with the comfort disclosing one’s mental illness to friends
and family. As a secondary aim, we tested the hypothesis
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that more comfort disclosing would be related to greater
well-being, controlling for symptom levels.

Methods
Participants and recruitment

This research is part of the Mental Illness-Related Inves-
tigations on Discrimination study, a cross-sectional survey
of individuals using secondary mental health services [14].
The study received ethical approval by the East of England/
Essex 2 Research Ethics Committee (11/EE/0052) and has
been performed in accordance with the ethical standards
laid down in the 1964 Declaration of Helsinki and its later
amendments. All participants provided written informed
consent after being fully informed about study procedures
and prior to their inclusion in the study. Two hundred and
two participants were recruited from community mental
health teams in London, UK. Nearly half (n = 96, 48 %)
had a diagnosis of a schizophrenia spectrum disorder, 20 %
(n = 41) bipolar disorder and 32 % (n = 65) depression.
Over half (n = 110, 55 %) were female; the mean age was
42 years; 55 % (n = 110) reported Black or mixed eth-
nicity; and 23 % (n = 46) were in employment. Details of
recruitment and participant characteristics are described
elsewhere [14].

Measures

The dependent variable for our analyses, the level of
comfort participants felt with disclosing a mental illness to
family and friends, was assessed by one item that has been
used in previous studies [15, 16] (see footnote of Table 1
for wording and scoring; in our study: M = 3.7,
SD = 2.3). Independent variables were examined as fol-
lows: The level of anticipated discrimination was assessed
by the Questionnaire on Anticipated Discrimination [17], a
14-item self-report scale assessing the extent to which
participants expect to be treated unfairly in different life
domains. The scale yields a mean score between 0 and 3,
with higher scores equalling greater anticipated discrimi-
nation (in our study M = 1.5, SD = 0.5, Cronbach’s alpha
0.88). The cognitive appraisal of mental illness stigma as a
stressor was assessed by a previously validated 8-item
Stigma Stress Scale [10, 18, 19], scored from 1 to 7 with
higher scores equaling higher agreement. Four items
assessed the primary appraisal of mental illness stigma as
harmful (e.g. “Prejudice against people with mental illness
will have harmful or bad consequences for me”; in our
study M = 4.8, SD = 1.7; Cronbach’s alpha 0.90) and four
items the secondary appraisal of perceived resources to
cope with stigma (e.g. “I have the resources I need to
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Table 1 Multiple linear regression examining socio-demographic,
clinical and stigma variables as predictors of comfort disclosing one’s
mental illness (R* = 0.291)

Independent variables Beta t )4
Anticipated discrimination [17] —-0.27 -=3.21 0.002
Stigma stress [10] —-0.26 —3.19 0.002

Experienced discrimination [20] 0.08 1.04 0.30

Self-stigma [21] —-0.11 =131 0.19
Gender (1 = male, 2 = female) —-0.07 —-0.94 0.35
Age 0.07 0.81 0.42
Ethnicity (1 = white, 2 = non-white) 0.06 0.79 043
Education (0 = less than A-levels, —-0.12 —-1.62 0.11

1 = A-levels or higher)
Employment (0 = not employed, 0.07 097 0.34
1 = currently in employment/training)

Years since first contact with mental health 0.06 0.71 048
services

Psychiatric symptoms [23] —-0.06 —0.74 0.46

Diagnosis (0 = mood disorder, —0.004 —-0.06 0.96
1 = schizophrenia spectrum disorder)

Any psychiatric inpatient treatment in the —0.17 —2.43 0.016

past year (0 = no, 1 = yes)

‘In general, how comfortable would you feel talking to a friend or
family member about your mental health, for example, telling them
you have a mental health diagnosis and how it affects you?’, rated
from 1, very uncomfortable, to 7, very comfortable

handle problems posed by prejudice against people with
mental illness”; in our study M = 5.0, SD = 1.5; Cron-
bach’s alpha 0.82). A single stress appraisal score was
computed by subtracting perceived resources from per-
ceived harmfulness. A higher difference score indicates the
appraisal of stigma as more stressful, exceeding personal
coping resources.

The level of experienced discrimination in the last
12 months was assessed using the 21-item unfair treatment
subscale (http://www.sapphire.iop.kcl.ac.uk/SAPPHIRE%
20Resources.html#DISC) of the Discrimination and Stigma
Scale [20] yielding a count of life domains in which indi-
viduals experienced discrimination (in our study M = 4.6,
SD = 3.4, range 0-15). Self-stigma was assessed by the
29-item Internalized Stigma of Mental Illness Inventory
[21] yielding a mean score between 1 and 4 with higher
scores indicating more self-stigma (in our study M = 2.3,
SD = 0.5; alpha 0.88). Mental well-being was measured
using the 14-item Warwick-Edinburgh Mental Well-being
Scale (recommended by users of secondary mental health
services: http://www.mhrn.info/pages/mhrn-news-for-
researchers.html) [22] with higher sum scores, ranged from
14 to 70, indicating more well-being (in our study
M = 41.2, SD = 11.6; alpha 0.94). Psychiatric symptoms
were assessed by the 18-item version of the Brief Psychi-
atric Rating Scale [23] with items rated from 1 to 7 and a
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sum score between 18 and 126, with higher scores equaling
more symptoms (M = 35.6, SD = 11.2). Clinical diagno-
ses were taken from electronic patient records.

Analyses

We ran a multiple linear regression model to examine vari-
ables associated with comfort disclosing one’s mental illness
to friends and family as dependent variable. Anticipated
discrimination, stigma stress, experienced discrimination
and self-stigma were entered as independent variables. In the
regression, we controlled for socio-demographic and clinical
variables (Table 1). Because the use of one stigma stress
difference score as an independent variable could impose
undue equality constraints [24, 25], we repeated the regres-
sion with the two appraisal scores as independent variables
instead of the one difference score. If R® in the latter
regression does not significantly increase, it suggests there
are no undue equality constraints and the difference score
can be used as independent variable. The association of
comfort disclosing with well-being was examined by
bivariate and partial correlations, the latter controlling for
psychiatric symptoms. All analyses were run in SPSS 20, and
results were considered significant at p < 0.05.

Results

Greater comfort disclosing was associated with lower
levels of anticipated discrimination and with less stigma-
related stress (Table 1). Psychiatric inpatient treatment in
the last year was associated with reduced comfort dis-
closing. Comfort with disclosure was not significantly
related to past experiences of discrimination, self-stigma,
socio-demographic or other clinical variables. Multi-col-
linearity in the regression model was acceptable with all
variance inflation factors below 1.9 and all tolerance values
above 0.5. The regression explained more than a quarter of
the variance in disclosure comfort (R*> = 0.291). With both
appraisal scores as two independent variables in the
equation, instead of one stigma stress difference score, both
scores were significantly associated with disclosure com-
fort, and the amount of variance explained by the model
remained unchanged (R* = 0.291).

With respect to our second aim, we found a significant
positive correlation between comfort disclosing and mental
well-being (r = 0.27, p < 0.001). In a partial correlation,
this association remained significant after controlling for
levels of psychiatric symptoms as assessed by the Brief
Psychiatric Rating Scale (r = 0.16, p = 0.026).

Discussion

A combination of both anticipated external threats (dis-
crimination) and internal processes (stigma stress apprais-
als) render individuals more vulnerable to disclosure-
related distress which in turn is associated with reduced
well-being. Disclosure appears to be harder for individuals
with recent psychiatric inpatient treatment, perhaps
because this is an indicator of severe and hence more
stigmatising illness. Anticipated future discrimination may
have a greater impact on disclosure than discrimination
experienced in the past [8]. Since disclosure is often risky
and thus potentially stressful, stigma stress appraisals could
be more closely related to disclosure (dis)comfort than to
self-stigma [6]. The link between more comfort disclosing
and greater well-being is consistent with recent findings on
perceived benefits of disclosure and better quality of life
[26].

Limitations of our study need to be considered. Our
data are cross-sectional and conclusions on causality are
limited. The findings are based on a large sample from
an urban area in the UK but cannot be generalised to
other settings. Participants were current service users and
disclosure concerns may be higher among people with
mental illness not in contact with services. The well-
being scale has not yet been validated among people
with mental illness. Finally, comfort with disclosure was
measured as a general trait and does not necessarily
reflect actual disclosure decisions in specific situations.

In conclusion, we found that anticipated discrimination
by others as an external threat as well as the perception that
one’s resources to cope with discrimination are insufficient
may lead to reduced comfort disclosing one’s mental ill-
ness to friends and family. This is consistent with recent
models of disclosure [27] and has implications for inter-
vention research. We need initiatives that reduce public
stigma [28, 29] as well as support for people in their dis-
closure decisions and in their efforts to cope with stigma as
a stressor [5, 6].

Acknowledgments This paper summarises independent research
funded by the National Institute for Health Research (NIHR) under its
Programme Grants for Applied Research scheme (RP-PG-0606-
1053). GT is supported by the National Institute for Health Research
under its Programme Grants for Applied Research scheme (Improving
Mental Health Outcomes by Reducing Stigma and Discrimination:
RP-PG-0606-1053). The views expressed are those of the authors and
not necessarily those of the NHS, the NIHR or the Department of
Health.

Conflict of interest The authors declare that they have no conflict
of interest.

@ Springer



1160

Soc Psychiatry Psychiatr Epidemiol (2014) 49:1157-1160

References

10.

11.

12.

13.

. Schomerus G, Schwahn C, Holzinger A, Corrigan PW, Grabe HJ,

Carta MG, Angermeyer MC (2012) Evolution of public attitudes
about mental illness: a systematic review and meta-analysis. Acta
Psychiatr Scand 125:440-452

. Link BG, Mirotznik J, Cullen FT (1991) The effectiveness of

stigma coping orientations: Can negative consequences of mental
illness labeling be avoided? J Health Soc Behav 32:302-320

. Brohan E, Henderson C, Wheat K, Malcolm E, Clement S, Barley

EA, Slade M, Thornicroft G (2012) Systematic review of beliefs,
behaviours and influencing factors associated with disclosure of a
mental health problem in the workplace. BMC Psychiatry 12:11

. Brohan E, Evans-Lacko S, Henderson C, Murray J, Slade M,

Thornicroft G (2014) Disclosure of a mental health problem in
the employment context: qualitative study of beliefs and experi-
ences. Epidemiol Psychiatry Sci. doi:10.1017/S2045796013000
310 (published online)

. Henderson C, Brohan E, Clement S, Williams P, Lassman F,

Schauman O, Dockery L, Farrelly S, Murray J, Murphy C, Slade
M, Thornicroft G (2013) Decision aid on disclosure of mental
health status to an employer: feasibility and outcomes of a ran-
domised controlled trial. Br J Psychiatry 203:350-357

. Riisch N, Abbruzzese E, Hagedorn E, Hartenhauer D, Kaufmann

I, Curschellas J, Ventling S, Zuaboni G, Bridler R, Olschewski
M, Kawohl W, Rossler W, Kleim B, Corrigan PW (2014) The
efficacy of coming out proud to reduce stigma’s impact among
people with mental illness: pilot randomised controlled trial. Br J
Psychiatry. doi:10.1192/bjp.bp.113.135772 (published online)

. Corrigan PW, Kosyluk KA, Riisch N (2013) Reducing self-

stigma by coming out proud. Am J Public Health 103:794-800

. Lasalvia A, Zoppei S, van Bortel T, Bonetto C, Cristofalo D,

Wahlbeck K, Bacle SV, van Audenhove C, van Weeghel J, Re-
neses B, Germanavicius A, Economou M, Lanfredi M, Ando S,
Sartorius N, Lopez-Ibor JJ, Thornicroft G (2013) Global pattern
of experienced and anticipated discrimination reported by people
with major depressive disorder: a cross-sectional survey. Lancet
381:55-62

. Thornicroft G, Brohan E, Rose D, Sartorius N, Leese M (2009)

Global pattern of experienced and anticipated discrimination
against people with schizophrenia: a cross-sectional survey.
Lancet 373:408-415

Riisch N, Corrigan PW, Wassel A, Michaels P, Olschewski M,
Wilkniss S, Batia K (2009) A stress-coping model of mental
illness stigma: 1. Predictors of cognitive stress appraisal. Schiz-
ophr Res 110:59-64

Riisch N, Corrigan PW, Powell K, Rajah A, Olschewski M,
Wilkniss S, Batia K (2009) A stress-coping model of mental
illness stigma: II. Emotional stress responses, coping behavior
and outcome. Schizophr Res 110:65-71

Corrigan PW, Watson AC (2002) The paradox of self-stigma and
mental illness. Clin Psychol Sci Pract 9:35-53

Riisch N, Holzer A, Hermann C, Schramm E, Jacob GA, Bohus
M, Lieb K, Corrigan PW (2006) Self-stigma in women with
borderline personality disorder and women with social phobia.
J Nerv Mental Dis 194:766-773

@ Springer

14.

15.

16.

17.

18.

19.

20.

21.

22.

23.

24.

25.

26.

217.

28.

29.

Henderson C, Williams P, Gabbidon J, Farrelly S, Schauman O,
Hatch S, Thornicroft G, Clement S (2014) Mistrust of mental
health services: ethnicity, hospital admission and unfair treat-
ment. Epidemiol Psychiatr Sci. doi:10.1017/S2045796014000158
Riisch N, Evans-Lacko S, Henderson C, Flach C, Thornicroft G
(2011) Knowledge and attitudes as predictors of intentions to
seek help and disclose a mental illness. Psychiatric Serv
62:675-678

Riisch N, Evans-Lacko S, Thornicroft G (2012) What is a mental
illness? Public views and their effects on attitudes and disclosure.
Aust NZ J Psychiatry 46:641-650

Gabbidon J, Brohan E, Clement S, Henderson C, Thornicroft G
(2013) The development and validation of the questionnaire on
anticipated discrimination. BMC Psychiatry 13:297

Riisch N, Corrigan PW, Heekeren K, Theodoridou A, Dvorsky D,
Metzler S, Miiller M, Walitza S, Rossler W (2014) Well-being
among persons at risk for psychosis: the role of self-labeling,
shame and stigma stress. Psychiatric Serv. doi:10.1176/appi.ps.
201300169 (published online)

Riisch N, Miiller M, Lay B, Corrigan PW, Zahn R, Schonen-
berger T, Bleiker M, Lengler S, Blank C, Rossler W (2014)
Emotional reactions to involuntary psychiatric hospitalization and
stigma as a stressor among people with mental illness. Eur Arch
Psychiatry Clin Neurosci 264:35-43

Brohan E, Clement S, Rose D, Sartorius N, Slade M, Thornicroft
G (2013) Development and psychometric evaluation of the dis-
crimination and stigma scale. Psychiatry Res 208:33-40

Ritsher JB, Otilingam PG, Grajales M (2003) Internalized stigma
of mental illness: psychometric properties of a new measure.
Psychiatry Res 121:31-49

Tennant R, Hiller L, Fishwick R, Platt S, Joseph S, Weich S,
Parkinson J, Secker J, Stewart-Brown S (2007) The Warwick-
Edinburgh Mental Well-being scale: development and UK vali-
dation. Health Qual Life Outcomes 5:63

Lukoff D, Liberman RP, Nuechterlein KH (1986) Symptom
monitoring in the rehabilitation of schizophrenic patients.
Schizophr Bull 12:578-602

Edwards JR, Cooper CL (1990) The person-environment fit
approach to stress: recurring problems and some suggested
solutions. J Org Behav 11:293-307

Rindskopf D (1984) Linear equality restrictions in regression and
loglinear models. Psychol Bull 96:597-603

Corrigan PW, Morris S, Larson JE, Rafacz J, Wassel A, Michaels
P, Wilkniss S, Batia K, Riisch N (2010) Self-stigma and coming
out about one’s mental illness. ] Community Psychol 38:1-17
Chaudoir SR, Fisher JD (2010) The disclosure processes model:
understanding disclosure decision making and postdisclosure
outcomes among people living with a concealable stigmatized
identity. Psychol Bull 136:236-256

Corrigan PW (2011) Strategic stigma change : five principles for
social marketing campaigns meant to erase the prejudice and
discrimination of mental illness. Psychiatric Serv 62:824-826
Henderson C, Thornicroft G (2013) Evaluation of the Time to
Change programme in England 2008-2011. Br J Psychiatry Suppl
55:545-s48


http://dx.doi.org/10.1017/S2045796013000310
http://dx.doi.org/10.1017/S2045796013000310
http://dx.doi.org/10.1192/bjp.bp.113.135772
http://dx.doi.org/10.1017/S2045796014000158
http://dx.doi.org/10.1176/appi.ps.201300169
http://dx.doi.org/10.1176/appi.ps.201300169

	Stigma and disclosing one’s mental illness to family and friends
	Abstract
	Purpose
	Methods
	Results
	Conclusions

	Introduction
	Methods
	Participants and recruitment
	Measures
	Analyses

	Results
	Discussion
	Acknowledgments
	References


