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About Us …
The Northeast and Caribbean MHTTC provides 5 years (2018 – 2023) 
of funding to:  

• Enhance capacity of behavioral health workforce to deliver evidence-based 
and promising practices to individuals with mental illnesses.

• Address full continuum of services spanning mental illness prevention, 
treatment, and recovery supports.

• Train related workforces (police/first responders, primary care providers, 
vocational services, etc.) to provide effective services to people with mental 
illnesses.

Supplemental funding to work with school teachers and staff to 
address student mental health.



Subscribe to receive our mailings.  
All activities are free!  

https://bit.ly/2mpmpMb

Keep up with the latest effective practices, resources, and technologies!

Grow Your Knowledge and Skills

https://bit.ly/2mpmpMb


Our funding comes from the Substance Abuse and Mental Health Services 
Administration (SAMHSA), which requires us to evaluate our services. We 
appreciate your honest, ANONYMOUS feedback about this event, which will 
provide information to SAMHSA, AND assist us in planning future meetings 
and programs. 

Feedback about this training will assist us in developing trainings that are 
relevant to your current professional needs. Therefore, your feedback counts!

We Want Your Feedback!



Please Note: 

We will be recording this webinar and posting it to 
our website along with the presentation slides and 
any relevant resources. 

Video Recording Information



Question and Answers
• Q & A will occur at the end of the webinar.
• Type your questions in the Q & A feature in Zoom located on 

the task bar (hover over task bar).
• Be aware:  your question is visible to all participants.

Chat and Polls
• Throughout the webinar, we will be asking for your input. 
• Use the Chat or Poll features in Zoom located on the task bar.
• You can control who can see your chat comments. 

Your Interactions With Us



This presentation was prepared for the MHTTC Network under a cooperative agreement 
from the Substance Abuse and Mental Health Services Administration (SAMHSA). All 
material appearing in this presentation, except that taken directly from copyrighted 
sources, is in the public domain and may be reproduced or copied without permission 
from SAMHSA or the authors. Citation of the source is appreciated. Do not reproduce or 
distribute this presentation for a fee without specific, written authorization from the 
Northeast and Caribbean MHTTC. 

The opinions expressed herein are the views of the presenters, and do not reflect the 
official position of the Department of Health and Human Services (DHHS), or SAMHSA. No 
official support or endorsement of DHHS, SAMHSA, for the opinions described in this 
presentation is intended or should be inferred.

Disclaimer



Our Presenter

Philip T. Yanos, Ph.D.





Professor
Psychology Department
John Jay College of Criminal Justice
City University of New York



} Clinical psychologist
} Professor of psychology here at John Jay, Director 

of Clinical Training for Clinical Psychology Ph.D. 
program

} Author of book “Written Off: Mental Health Stigma 
and the Loss of Human Potential” (Cambridge 
University Press, 2018)

} Primarily a researcher, but have maintained nearly 
continuous clinical involvement with persons with 
severe mental illness since 1996 (currently work 
with an Assertive Community Treatment team)





} Disciplines?

} Service Settings?

} Reason for Interest in Training?



} Just hang in there and it will restart soon



} Briefly discuss how community stigma leads to 
stigma concern and self-stigma

} Discuss self-stigma, define “illness identiy” and 
explain how it impacts the recovery process

} Discuss peer-led and professional approaches to 
addressing self-stigma, including Narrative 
Enhancement and Cognitive Therapy (NECT)



} Occurs when “elements of labeling, stereotyping, 
separation, status loss, and discrimination co-
occur in a power situation” (Link & Phelan, 2001)

} Label (e.g., mental illness) is linked to negative 
stereotypes, or negative traits generally ascribed to 
the group

} Mental health stigma:  Includes common negative 
stereotypes of violence, unpredictability, 
incompetence, and inability to work/function 



• Stigmatizing views have not changed substantially 
since the 1950’s, when surveys first began tracking 
these views
• 1996 and 2018: No decrease (Pescosolido et al., 2019) in 

Americans’ endorsement of the belief that people with 
mental illness (schizophrenia especially) are dangerous and 
in desire to maintain social distance from them

• 1980s – 2000: Globally, no improvement in in attitudes 
toward people with schizophrenia (Schomerus et al., 2012)





• Studies consistently find that most mental 
health service users are aware of stigma, 
and roughly 70% anticipate discrimination 
(Thornicroft et al, 2009)

• In addition, studies find that 60-70% of 
people diagnosed with mental illness 
believe that “most people” hold stigmatizing 
views and would reject a person with 
mental illness as a friend, etc. (Lundberg et 
al., 2007; Kleim et al., 2008)





} Link’s modified labeling perspective: 
generally-held stereotypical attitudes about 
mental illness are absorbed during 
childhood, take on personal relevance when 
a person is diagnosed, and gain increased 
salience

} According to this perspective, it is not 
necessary for one to even experience 
stigma or discrimination directly to become 
aware of it



Diagnosis 
of Severe 
Mental 
Illness

Aware of 
Negative 

Stereotypes

Stereotypes Take 
on "Personal 
Relevance" 

(Stigma Concern)



} There are different possible responses
} Corrigan and Watson (2002) developed a 

model allowing for three different 
responses: indifference, righteous anger, 
and self-stigma



Low or High 
Perceived 
Stereotype 
Legitmacy

Low Group 
Identification 

Indifference



Low  
Perceived 
Stereotype 
Legitmacy

High Group 
Identification 

Righteous Anger



High  
Perceived 
Stereotype  
Legitmacy

High Group 
Identification 

Self-Stigma



Does Stigma Impact Identity?
• Identity: social categories people use to describe 

themselves and that others use to describe them

• “I am a ______” (e.g., “father,” “professional,” 
“gangster”)

• “S/he’s a _______” (e.g., “great parent,” 
“criminal,” “spiritual person”)

• Our own identity is often influenced by the 
categories that others impose on us 



} Through a variety of processes, identity of 
having a mental illness takes over and 
supersedes other identity categories (e.g., 
musician, parent, spouse, veteran, spiritual-
person, etc.)



} I perceived myself, quite accurately, unfortunately, as 
having a serious mental illness and therefore as having 
been relegated to what I called "the social garbage 
heap.“… I tortured myself with the persistent and 
repetitive thought that people I would encounter, even 
total strangers, did not like me and wished that 
mentally ill people like me did not exist. Thus, I would 
do things such as standing away from others at bus 
stops and hiding and cringing in the far corners of 
subway cars. Thinking of myself as garbage, I would 
even leave the sidewalk in what I thought as exhibiting 
the proper deference to those above me in social class. 
The latter group, of course, included all other human 
beings. (Kathleen Gallo, “Self-Stigmatization,” 1994)



} Measures of internalized (or self-) stigma:
◦ Ritsher: Internalized Stigma of Mental Illness 

Inventory (ISMI)
◦ Corrigan: Self-Stigma of Mental Illness Scale (short-

form also exists)
◦ McCay: Modified Engulfment Scale
◦ Barney: Self-Stigma of Depression Scale



Sample Items from ISMI
• “Mentally ill people tend to be violent.” (Stereotype 

Endorsement)

• “I am embarrassed or ashamed that I have a mental 
illness.” (Alienation)

• “People with mental illness make important 
contributions to society.” (Stigma Resistance)

• “Because I have a mental illness, I need others to 
make most decisions for me.” (Stereotype 
Endorsement)



} Using predetermined cutoff totals on the ISMI, findings 
consistently hover in the 20-40% range

} Brohan et al. (2010) surveyed 1229 mental health consumers 
diagnosed with schizophrenia in 14 European countries and 
found that 41% had elevated internalized stigma

} Among 1182 diagnosed with bipolar disorder or depression, 22% 
had elevated internalized stigma

} A review of 66 studies examining the prevalence of self-stigma 
found that, on average, 31.5% of people diagnosed with SMI had 
elevated self-stigma, with the highest prevalence among people 
diagnosed with schizophrenia (Dubreuq et al., 2021)

} Thus, findings demonstrate that, while most mental health 
service users do not develop stigmatized identities, a significant 
subgroup (roughly a third) do, and that people with 
schizophrenia may be at greater risk for elevated self-stigma  



} Corrigan and Watson’s model proposes that 
self-stigma leads to diminished self-esteem 
(belief in one’s own self-worth) and self-
efficacy (belief in one’s ability to handle 
problems and accomplish goals)

} My colleagues (Roe, Lysaker) and I have 
developed a model proposing a more 
profound and pervasive effect of self-stigma 
on the recovery process 







} Internalized stigma plays a major role in degree 
of hope and self-esteem, which influences 
engagement in treatment and willingness to take 
an active role in managing one’s illness (coping), 
decreases social interaction,  and indirectly 
compromises vocational outcomes (as a result of 
belief that it is not possible to get better and less 
effort invested in dealing with work-related 
challenges)



vimeo.com/255293281

http://vimeo.com/255293281




• Insight has been found to be associated with 
both positive outcomes (better functioning) 
and negative outcomes (greater 
depression/hopeless), depending on the 
study

• Does self-stigma moderate the impact of 
insight on functioning and hope, such that 
individuals with high insight and low self-
stigma have better outcomes than individuals 
with high insight and high self-stigma?



Low Insight, 
Low Stigma 
(n = 21)

High Insight, 
Low Stigma 
(n = 24)

High Insight, 
High Stigma 
(n = 26)

Self-Esteem*
(3 < 1, 2) 

32.9 32.9 25.7

Hope*
(3 < 1, 2)

14.8 16.3 11.6

Social 
Relationships*
(2 > 1, 3)

18.1 23.3 18.4

Positive 
Symptoms*
(2 < 1, 3)

17.7 12.9 17.2



} “Advantage” of insight is lost when it is 
combined with self-stigma

} People with high insight and high self-stigma 
have greater symptoms, less hope, lower 
self-esteem, and worse social relationships 
than both people with high insight/low self-
stigma, and people with low insight/low self-
stigma





} Path analysis examining support for overall 
model of effects of self-stigma on outcomes 
related to recovery



Hope and  
Self-
Esteem

Depressive 
Symptoms

Avoidant 
Coping

Test of Model for Impact of 
Internalized Stigma on 
Recovery-Related Outcomes (Yanos, 
Markus, Roe, & Lysaker, 2008)

Internalized-
Stigma

Social
Avoidance

-.59* -.51*

-.49*
-.26*

-.01
Psychotic 
Symptoms

.37*



} Most of the relationships we hypothesized 
were supported

} Self-stigma strongly predicted lower 
hope/self-esteem, which in turn predicted 
more avoidant coping, depressed mood, and 
greater social avoidance

} Controlling for psychotic symptoms did not 
affect the strength of these relationships 





} Examined the effect of self-stigma on 
vocational outcomes using longitudinal data 

} Data came from a vocational rehabilitation 
project where all participants where offered 
work opportunities and followed up 5 months 
later



Test of Model for Impact of 
Internalized Stigma on Vocational 
Outcomes (Yanos, Lysaker, & Roe, 2010)

Baseline
Internalized-
Stigma
(Controlling
For Symptoms)

5-month 
Improvement in 
Vocational 
Functioning

-.34*



} Degree of internalized stigma significantly 
predicted degree of vocational functioning 5 
months later, even when controlling for 
symptoms



} Livingston & Boyd (2010) conducted a meta-analysis of 127 
studies examining consequences of self-stigma 

} Significant effects were found for hope (-.58), self-esteem (-
.55), self-efficacy (-.54), quality of life (-.47), symptom 
severity (.41), treatment adherence (-.38), and social support 
(-.28)

} Gonzalez-Sanguino et al. (2020) conducted a meta-analysis 
of 45 studies conducted since 2010

} Significant effects were found for self-esteem (-.50), 
subjective quality of life (-.47), hope (-.43), depressive 
symptoms (.46), and subjective recovery (-.51)





} 111 studies included in review 
} 23,609 participants 
} 43 countries
} 16 prospective studies
} 47% Schizophrenia or Schizophrenia 

spectrum, 18% mixed Severe Mental Illness, 
21% mixed mental illness, 8% First Episode 
Psychosis or Clinical High Risk, 6% bipolar 
disorder or depression only



} 9 of 14 studies supported the “insight paradox” 
} 14 of 14 studies supported link with hopelessness
} 38 of 41 studies supported link with self-esteem
} 6 of 8 studies supported link with suicide risk
} 5 studies supported link with avoidant coping
} 14 of 15 studies supported link with treatment 

adherence
} 26 of 30 studies supported link with social interaction
} 10 of 15 studies supported link with employment
} 51 of 62 studies supported link with symptom severity 

(usually depressive symptoms)



} Relationships generally supported across 
populations and locations, but majority of 
evidence is with schizophrenia-spectrum 
disorders in studies in Europe, North 
America and East Asia

} Relationships with social interaction, hope 
and self-esteem most consistently 
tested/supported

} Relationships with work, coping, and 
suicide risk less frequently 
studied/evidence more mixed



} Negative stereotypes are still commonly endorsed 
by community members (70% expect violence)

} Anticipated discrimination is the norm among 
people with mental illness (endorsed by 70%)

} Elevated self-stigma among people with mental 
illness is common (experienced by roughly 35%)

} Self-stigma is associated with a range of negative 
outcomes related to recovery





} Theoretical discussions of how peer-led services 
work emphasize the importance of developing 
alternatives to the “patient” identity (Mead et al., 
2001)

} Qualitative research on the impact of 
participation in the mental health peer/user 
movement supports that participation in these 
organizations can facilitate recovery by 
encouraging participants to transform identities 
of “mental patient” to “advocate” (McCoy & 
Aronoff, 1994; Onken & Slaten, 2000). 

} Quantitative research indicates that participation 
in peer/user-led services is related to increased 
personal “empowerment”









} We found that, among “new participants” in 
peer support services, persons who regularly 
attended services showed a significant 
decrease in self-stigma as well as an increase 
in self-esteem in comparison with those who 
did not regularly attend



} Burke et al. (2019) conducted a meta-analysis 
of the effect of peer support interventions on 
self-stigma and empowerment, and found 
support an impact of peer-led group 
interventions it contrast with treatment as 
usual



} Yes, although the area is in its infancy and 
none are yet “evidence-based”

} Treatment approaches developed that show 
promise include Narrative Enhancement and 
Cognitive Therapy (Yanos, Roe, & Lysaker, 
2011)



} Developed by myself and colleagues (Lysaker and 
Roe)

} 20 session manualized group intervention
} Consists of 3 elements: 
• Psychoeducation to help replace stigmatizing 

views about mental illness and recovery with 
empirical findings
• Cognitive restructuring geared toward teaching 

skills to challenge negative beliefs about the self
• Story-telling exercises (narrative enhancement) 

geared toward improving one’s ability to 
integrate empowering themes into one’s life story











} Auto-estigma 

} Antes de hablar sobre el  auto-estigma es importante 
destacar que el auto-estigma es causado por la sociedad. Si 
no existiera ningún estigma en la sociedad, no habría auto-
estigma. Por lo tanto, el auto-estigma no es culpa de la 
persona que lo experimenta.

} El auto-estigma se refiere al proceso durante el cual las 
personas internalizan lentamente las actividades 
estigmatizadoras de la sociedad y llegan a pensar 
negativamente de sí mismos, con frecuencia de manera 
similar a la manera negativa en la que son percibidas por la 
sociedad. 





} Evidence comes from 4 studies:
◦ a quasi-experimental study conducted in Israel

◦ A small RCT conducted in the US

◦ An RCT conducted in Gothenburg, Sweden

◦ An recently completed RCT in the US





Variable NECT Time 1 
M (SD)
N= 63

NECT 
Time 2 
M (SD)
N= 63

TAU 
Time 1 
M (SD)
N= 56

TAU 
Time 2 
M (SD)
N= 56

F (Time 
x 
Group)

P Cohen
’s D

ISMI – Total  (0-3) 1.08 (0.55) .85 
(0.49)

1.09 
(0.54)

1.08 
(0.57)

7.81 <.01 0.51

Subjective Quality of Life 
(QOL) (1-7)

4.51 (1.11) 4.73 
(0.92)

4.44 
(1.13)

4.32 
(1.01)

4.20 <.05 0.38

Hope-Total Scale (1-8) 5.83 (1.42) 6.22 
(1.16)

5.70 
(1.30)

5.80 
(1.43)

1.74 ns 0.25

Hope-Pathway 6.03 (1.35) 6.19 
(1.26)

5.79 
(1.36)

5.92 
(1.49)

0.02 ns 0.03

Hope-Agency 5.63 (1.67) 6.25 
(1.29)

5.61 
(1.63)

5.68 
(1.70)

4.19 <.05 0.38

Self-Esteem (1-4) 2.98 (0.59) 3.20 
(0.51)

2.96 
(0.57)

2.95 
(0.49)

9.37 <.01 0.56









} We conducted a small RCT of NECT with 39 
mental health consumers in New York and 
Indiana (Yanos et al., 2012)

} In addition to the small sample size, 
significant dropout from the control group 
was an issue

} Nevertheless, we observed non-significant 
trends in improvement in the stereotype 
endorsement subscale of the ISMI and in 
insight



} Randomized controlled trial using a waitlist control 
group conducted in 2015-2016 (Lars Hansson, PI)

} Data collection before and after NECT group and at 
a 6 month follow-up (experimental group only), 
and before and after wait-list period (control 
group)

} Participation in NECT was associated wtih 
significant improvement in contrast with wait-list: 
lowered self-stigma (effect size = .5) and improved 
self-esteem (effect size = .5)

} Improvement was sustained at 6 months after the 
intervention





Variable NECT Time 1 
M (SD)
N= 53

NECT 
Time 2 
M (SD)
N= 53

TAU Time 
1 
M (SD)
N= 53

TAU Time 
2 
M (SD)
N= 53

P Cohen
’s D

SSMIS 81.5 (20.1) 67 (24.6) 82.1 
(23.7)

79.9 (26.5) <.01 0.5

Self-Esteem 24.2 (6.6) 27.1 (5.5) 25.2 (6.4) 24.7 (5.7) <.01 0.5

Subjective QOL 50.6 (10.6) 54.5 
(12.5)

51.3 
(11.1)

52.1 (11.2) ns 0.25









} Included 170 persons recruited in New Jersey and 
Indianapolis, IN

} Only persons with schizophrenia/schizoaffective 
disorder and evidence of moderate to elevated self-
stigma were eligible 

} Participants meeting inclusion criteria were randomly 
assigned in equal numbers to NECT and supportive 
group therapy



} 63% African-American, 23% European-American, 
6% Latinx, 8% Asian-American and other

} 60% Male, 39% Female, 1% Transgendered
} 64% Schizophrenia, 36% Schizoaffective Disorder
} Age Range: 21-71. Mean: 45.5 ( SD 11.7)
} Education Range: 3-24 years. Mean: 12.1 (SD 2.4)
} Number of Past Hospitalizations: Mean: 8.5 (SD 

11.9)
} Age at First Hospitalization: Mean 23.5 (SD 9.8)





} Findings from Gothenburg RCT and Israeli non-
randomized trial suggest that NECT impacts self-
stigma and self-esteem in comparison with 
treatment as usual with an effect size of roughly .5 
(this is considered to be a “medium to large” effect)

} Findings from US RCT suggest that it is effective 
when compared to an “active” control group, but 
has a greater impact in lower intensity service 
settings (outpatient settings)



} Evidence that both peer-led and 
professionally-led interventions can have a 
positive impact

} NECT demonstrates promise in impacting 
subjective outcomes impacted by self-stigma, 
and has translated well in multiple contexts





Q and A



The MHTTC Network is funded through 
SAMHSA to provide this training. As part of 
receiving this funding we are required to 
submit data related to the quality of this event.

At the end of today’s training please take a 
moment to complete a brief survey about 
today’s training.

Evaluation Information



Phone:     (908) 889-2552

Email:       northeastcaribbean@mhttcnetwork.org

Website: 
https://mhttcnetwork.org/centers/northeast-caribbean-mhttc/home

Like and follow us on social media!

Facebook:  Northeast & Caribbean MHTTC

Twitter:      @necmhttc
LinkedIn:    @Northeast and Caribbean MHTTC

Connect With Us!

mailto:northeastcaribbean@mhttcnetwork.org
https://mhttcnetwork.org/centers/northeast-caribbean-mhttc/home

