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Abstract 

The stigma associated with mental illnesses may act as a barrier to seeking help 

from counselling services for certain young people, but not for others. A total of 333 

female {n = ISA) and male in = 79) undergraduate students participated in a study 

investigating how the relationships between mfr-apersonal (e.g. self-consciousness, self-

esteem) and mterpersonal (e.g. fear of negative evaluation, social support, unsupport) 

characteristics might influence an individual's endorsement of self-stigma and perception 

of public stigma regarding help-seeking. The present findings revealed that individuals 

who were privately self-conscious exhibited less self-stigmatizing attitudes, irrespective 

of negative affect (e.g. low self-esteem or depressive symptoms). Furthermore, publicly 

self-conscious individuals demonstrated increased fear of negative evaluation, resulting 

in greater perception of public stigma. Finally, low social support and high unsupport was 

associated with increased self- and public stigma among individuals with low self-

esteem. 
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Introduction 

The stigma associated with mental illnesses continues to prevent the adequate 

utilization of available treatment resources by affected individuals (Corrigan, 2004). 

Mental health stigmatization, among other things, has been shown to act as a barrier 

toward seeking, receiving, and adhering to appropriate mental health care treatments 

(Komiya et al., 2000; Vogel et al., 2005; Sirey et al., 2001a, b; Schomerus & 

Angermeyer, 2008). Perhaps due to the stigma associated with mental illnesses, young 

people have reportedly been among those least likely to seek help from healthcare 

professionals during times of emotional distress (Rickwood & Braithwaite, 1994; 

Bebbington et al., 2000). Mental health problems are reportedly undertreated and under-

recognized among young people (Sourander et al., 2004), and it has been estimated that 

only 10-15% of those with mental health problems receive help from mental health 

services (WHO, 2005). 

Adolescents and young adults are in a life phase during which they are 

establishing an independent identity, making educational and vocational decisions, and 

forming interpersonal relationships that can have major long-term influences (Rickwood 

et al., 2005). In addition, adolescence and young adulthood are identified as critical high 

risk periods for the emergence of mental health problems (Rickwood et al., 2005) and 

estimates of psychological problems among youth are thought to be higher than those 

actually reported (WHO, 2010). This may, in part, be due to unrecognized and hence 

untreated mental illnesses, stemming from a lack of knowledge about mental disorders 

that would aid with their recognition, management and prevention (i.e. mental health 

literacy). A recent meta-analysis indicated that young people show deficits in terms of 
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mental health literacy, with primary concerns being the lack of recognition of mental 

illnesses and, more importantly, the failure to recognize appropriate professional help and 

pharmacological treatments (Kelly et al., 2007). 

In order to manage and prevent the progression of mental illnesses, individuals 

need to utilize available resources efficiently. The way in which individuals interact with 

and make use of their environment is thought to be influenced by intrapersonal 

characteristics and perceptions of the self. That is, individuals must be sensitive to and 

aware of their own reactions and feelings in order to effectively cope with mental health 

issues (Rickwood & Braithwaite, 1994). Previous findings have shown that attending to 

and understanding one's inner thoughts and feelings (e.g. self-awareness, self-focused 

attention) increases concern with the personal and public assessment of one's behaviours 

(Argyle, 1969). When attention is self-directed, individuals become conscious of the self 

as an object of attention to others, and subsequently engage in self-examination and self-

evaluation (Fenigstein, 1979). Discrepancies in the literature indicate that self-

consciousness as a trait may either inhibit or facilitate an individual's ability to seek help 

when experiencing distress. In some instances, an individual with increased self-

consciousness may be more vulnerable to social criticism (e.g. fear of negative 

evaluation) and thus focus on negative self-aspects that may be scrutinized by others. 

Self-focused attention may thus result in more positive outcomes when the focus is on 

positive aspects of the self, whereas a focus on negative self-aspects would result in 

increased negative affect (Mor & Winquist, 2002). 

Self-esteem (e.g. an individual's positive or negative attitude toward the self) is 

also believed to play a role in the utilization of social support. In this respect, individuals' 
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self-esteem may influence thoughts and concerns regarding how others view them, 

subsequently impacting social relationships. On the other hand, social support has been 

hypothesized to enhance self-esteem or protect against decreases in self-esteem during 

times of distress (Sandler et al., 1989). In this respect, social support is thought to serve 

as a buffer for the distress associated with seeking help (Cohen & Wills, 1985). One view 

has it that less social support will prompt an individual to seek help from other available 

resources (Goodman et al., 1984; Sherbourne, 1988), and might thus have beneficial 

effects on seeking professional help. This, however, appears to be a less widely held 

view, and it is more commonly thought that high levels of social support will positively 

influence attitudes and behaviours towards help-seeking and lead to higher rates of 

professional help-seeking behaviours (Rickwood & Braithwaite, 1994; Ciarrochi et al., 

2003). Individuals with stronger ties to their social network are believed to have had 

more positive experiences with help-seeking in the past (Ciarrochi & Deane, 2001), and 

thus to be less likely to perceive stigmatizing attitudes toward seeking help from others. 

Contrarily, individuals who experience negative interactions with others (e.g. unsupport), 

when positive or reassuring feedback is expected, may have a greater tendency to 

perceive stigmatizing attitudes towards help-seeking from others. 

With this in mind, the present study intends to investigate the relationship 

between intrapersonal (e.g. self-consciousness, self-esteem) and interpersonal (e.g., social 

support, unsupport, fear of negative evaluation) characteristics and how the interactions 

between them influence the endorsement of self-stigmatizing attitudes and the perception 

of stigmatizing attitudes from others toward seeking help from a mental health 

counsellor. 
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Stigma 

Stigma is defined as the global devaluation of certain individuals on the basis of 

some characteristic they possess in relation to membership to a group that is disfavoured, 

devaluated, or disgraced by society (Hinshaw, 2007). Essentially, stigma exists when 

elements of labelling, stereotyping, separation, status loss, and discrimination co-occur in 

a power situation that allows these processes to unfold (Link & Phelan, 2001). In 

addition, stigma is identified as the discriminatory labelling of targeted individuals, and 

one view suggests that there is a nonspecific label effect implying that people labelled as 

mentally ill, regardless of their specific psychiatric diagnosis or level of disability, are 

stigmatized more severely than individuals with other health conditions (Corrigan et al., 

2000; Weiner et al., 1988). In fact, it was observed that people described as seeking 

treatment for depression were regarded as more emotionally unstable, less interesting, 

and less confident than individuals described as seeking treatment for back pain (Ben-

Porath, 2002). 

Furthermore, stigma is understood as a multidimensional construct that includes 

both self- and public stigma. It is widely recognized that the general public often 

describes individuals with a mental illness in negative terms. The public stigma 

associated with seeking help from mental health services is viewed as the perception held 

by a group or society that individuals who seek psychological treatment are undesirable 

or socially unacceptable, and often leads to negative reactions towards them (Vogel et al., 

2006). As a result, individuals tend to hide psychological concerns and avoid treatment in 

order to limit the harmful consequences associated with public stigma, a phenomenon 

known as label avoidance (Corrigan, 2004). In turn, self-stigmatization occurs when 
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members of a devalued group (e.g. people diagnosed with a mental illness) internalize the 

stigmatizing attitudes of the public and begin to view themselves as undesirable and 

socially unacceptable (Vogel et al., 2007a; Schomerus & Angermeyer, 2008). Consistent 

with this, seeking help for a mental illness has been described as a potential threat to 

one's self-esteem, due to the fact that seeking help is often internalized by the individual 

as meaning they are inferior or inadequate (Fischer et al., 1983). Whereas the stigma 

attached to being a mental health patient may not be the same as the stigma associated 

with being a counseling client, it has been reported that people labeled as having used 

counseling services were rated less favorably and treated more negatively than those who 

were not labeled as such (Sibicky & Dovidio, 1986). 

Help-Seeking 

Help-seeking is viewed as a form of coping that relies on other people, and is 

therefore often based on social relationships and interpersonal skills (Rickwood et al., 

2005). In examining the beliefs and attitudes surrounding help-seeking intentions, two 

factors are evaluated: the attitudes towards the behaviour, which represent an individual's 

general positive or negative evaluation of performing the behaviour; and subjective social 

norms, which represent an individual's general belief about whether others would 

approve or disapprove of them performing the behaviour (Schomerus & Angermeyer, 

2008). For the purposes of this study, help-seeking is defined as the formal seeking out 

of services from a mental health professional. 

Seeking help for mental health disturbances, more specifically, is conceptualized 

as a social transaction between the intrapersonal domain of thoughts and feelings, and the 

interpersonal domain of social relationships (Rickwood et al., 2005). In this regard, help-
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seeking is viewed as the process of actively seeking out and utilizing social relationships, 

either formal or informal, to help with personal problems (Rickwood et al., 2005). Unlike 

many other social interactions, the objective in help-seeking is intensely personal, with 

the process of seeking help beginning with the awareness of symptoms and appraisal of 

having a problem that may require intervention (Rickwood et al., 2005). In fact, young 

people are thought to be more likely to seek help when they have some knowledge about 

mental health issues, feel emotionally competent to express their feelings, and possess the 

knowledge, skills and encouragement to seek help (Rickwood et al., 2005). In fact, 

previous findings have shown that help-seekers are more familiar with mental health 

services and more at ease in discussing mental health concerns (Tijhuis et al., 1990; 

Rickwood & Braithwaite, 1994). 

Mental health stigma and help-seeking 

Stigma has been identified as a primary factor inhibiting the use of mental health 

services (Mechanic, 1980). When considering seeking help from a mental health 

professional, people may anticipate being diagnosed as mentally ill and consequently fear 

potential discrimination (Schomerus & Angermeyer, 2008). This results in the 

stigmatizalion of help-seeking, which is a fundamental barrier to promoting resources for 

youth undergoing psychological difficulties. Experiences of stigmatization or the 

perception of being stigmatized for having a mental health disorder can lead to negative 

attitudes about seeking mental health treatment, and can deter individuals who need 

treatment from seeking care (Conner et al., 2010). Consequently, only a small percentage 

of young people in fact seek help from mental health services (WHO, 2005). Several 

factors may influence whether or not individuals choose to seek formal help, including 
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gender (Chandra & Minkovitz, 2006), the usefulness of past experiences with help-

seeking (Ciarrochi & Dean, 2001), expectations about help-seeking outcomes (Simoni et 

al., 1991), availability of social support (Rickwood & Braithwaite, 1994), and the 

anticipation of stigma or discrimination (Schomerus & Angermeyer, 2008). 

Although the quality and effectiveness of mental health treatments and services 

have improved greatly over the past 50 years, many people who might benefit from these 

services choose not to obtain them or do not fully adhere to treatment regiments once 

they have begun (Corrigan, 2004). Stigma is one of several reasons why people make 

such choices; namely, social-cognitive processes motivate people to avoid the label of a 

mental illness that results when people are associated with mental health care (Corrigan, 

2004). Indeed, stigma is associated with seeking help for a mental health problem, and 

anticipated discrimination by others and discrimination involving self-stigmatization are 

associated with a reduced readiness to seek professional help for mental health 

distubances (Schomerus & Angermeyer, 2008). 

Intrapersonal characteristics: Self-consciousness and self-esteem 

Self-consciousness is defined as the enduring tendency to direct attention towards 

the self (Fenigstein, 1979), and has been identified as "an important aspect of the self 

which is recognized in experience, implicated in behaviour, and related to emotional 

disturbance (Rosenberg, 1979). Duval and Wicklund (1972) have theorized that focusing 

attention on the self instigates a self-evaluative process, by which one's present standing 

on a self-relevant dimension is compared with one's standard or aspiration for that 

standing. When one's standard is met or exceeded, self-awareness produces positive 

affect; however, negative affect is generated when falling short of one's standard (Duval 
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& Wicklund, 1972). Thus, an individual's attitude toward the self, either positive or 

negative, appears to be closely related to outcomes resulting from self-focused attention. 

Although often used interchangeably, 'self-awareness' and 'self-focused attention' refer 

to states that can be manipulated experimentally (e.g. using a mirror to promote self-

focused attention), whereas 'self-consciousness' is viewed as a trait or chronic disposition 

(Fenigstein et al., 1975; Fenigstein, 1979; Mor & Winquist, 2002) distinguished between 

private and public self-consciousness (Scheier & Carver, 1985). Private self-

consciousness refers to an awareness of one's personal thoughts and feelings and the 

tendency to think about and attend to covert aspects of the self (Fenigstein, 1979; Scheier 

& Carver, 1985). Also, individuals who are privately self-conscious tend to engage in 

processes of self-examination and self-evaluation (Fenigstein, 1979). According to 

previous findings (e.g. Buss & Scheier, 1976), attention to one's private thoughts and 

feelings is an important determinant of self-attributions and can either be reflective of 

inherent differences in degrees of self-consciousness, or can be brought about through the 

presence of others (Fenigstein, 1979). A major consequence of self-consciousness is an 

increased recognition and concern about the way an individual is perceived by others 

(Fenigstein, 1979). The latter reflects public self-consciousness, which refers to an 

awareness of the self as a social object and the tendency to think about self-aspects that 

are matters of public display (Fenigstein, 1979; Scheier & Carver, 1985). According to 

theories of self-consciousness (e.g. Goffman, 1959; Argyle, 1969), self-focused attention 

leads to an increased concern with how one is perceived by others, whereas feedback 

from others is given little importance when attention toward the self is low. Believing 

that others are preoccupied with their appearance and behaviour, publicly self-conscious 
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individuals are always in a position to infer how others perceive them and are highly 

sensitive to the reactions of others (Fenigstein, 1979). In fact, previous studies confirm 

that individuals with a heightened public self-consciousness demonstrate an increased 

responsiveness to the evaluations of others, especially in the case of negative feedback 

(Fenigstein, 1979). 

Findings on adolescent help-seeking suggest that newly emerged patterns of self-

awareness occurring during adolescence enable individuals to recognize subjective 

psychological states, and in turn promote help-seeking behaviours (Rogler & Cortes, 

1993). Discrepancies in the literature indicate two possible ways in which self-

consciousness may influence attitudes toward seeking help. Research on distress 

disclosure (e.g. the open expression of negative emotions) found that individuals with 

heightened private self-consciousness were more likely to disclose information during 

times of distress (Greenland et al. 2009). Similarly, Rickwood and Braithwaite (1994) 

identified private self-consciousness as an important predictor of seeking help from 

informal sources (e.g. friends and family), however, it was unrelated to professional help-

seeking. Accordingly, it appears that individuals with heightened private self-

consciousness would be less likely to endorse self-stigmatizing views and more likely to 

endorse positive attitudes towards help-seeking due to a better understanding of their 

internalized thoughts and feelings. In contrast, a study by Elliott (1984) found that 

increased vulnerability to criticism (e.g. fear of negative evaluation) mediated the 

relationship between self-esteem and self-consciousness. These findings demonstrated 

that individuals with lower self-esteem have a heightened vulnerability to criticism, 

which leads to an increased focus on internal states (e.g. private self-consciousness). Self-
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esteem and fear of negative evaluation are therefore expected to play a role in the 

relationship between private self-consciousness and self-stigma, whereby focusing on 

negative aspects of the self (e.g. heightened private self-consciousness and lower self-

esteem) would lead to increased fear of negative evaluation from others, and in turn 

promote the endorsement of self-stigmatizing attitudes towards help-seeking. 

In its own respect, self-esteem is thought to play an important role in determining 

individuals' attitudes and behaviours toward seeking help (Tessler & Shwartz, 1972; 

Hoffman et al , 1993, Dubois et al., 1994; Raviv et al., 2000). Much of the research on 

the relationship between self-esteem and help-seeking attitudes and behaviours supports 

the consistency hypothesis which suggests that people are interested in receiving 

feedback about themselves that is consistent with their self-cognitions (Tessler & 

Shwartz, 1972). According to this hypothesis, individuals with higher self-esteem would 

show greater endorsement of self-stigmatizing attitudes towards help-seeking, as well as 

increased perception of public stigma from others due to the fact that seeking help for an 

emotional problem would be inconsistent with their positive self-image. In contrast, the 

vulnerability hypothesis suggests that people with a higher self-esteem are less vulnerable 

to threats to their self-image, and are thus less affected by negative feedback about 

themselves (Raviv et al., 2000). In this respect, individuals with higher self-esteem would 

show lower endorsement of self-stigmatizing attitudes, as well as decreased perception of 

public stigma from others, because seeking help does not pose as much of a threat to their 

self-esteem. A recent study (Raviv et al., 2000) found that adolescents' self-image 

correlated negatively with seeking help from a psychologist or counselor, as well as with 

their willingness to refer a friend to a psychologist for a minor problem. In contrast, 
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findings from this study also indicated a positive correlation between adolescents' self-

image and their willingness to refer themselves and a friend to a parent for help in the 

case of a severe problem (Raviv et al, 2000). These contrasting findings on the 

relationship between self-esteem and help-seeking attitudes and behaviours indicate that 

several mediating or moderating factors might affect the latter relationship. 

Interpersonal characteristics: Social support, unsupport, fear of negative evaluation 

Social support is considered the contribution of psychological and material 

resources from individuals and/or groups (Cohen & Wills, 1985), and can include 

expressions of concern and care, material assistance (e.g., transportation, helping with 

meals, financial aid), and helping the person to accept the situation (Dakof & Taylor, 

1990). Support from one's social network is thought to influence the relationship between 

intrapersonal characteristics (e.g. self-consciousness, self-esteem) and the endorsement 

and perception of stigma related to help-seeking. There is, however, a discrepancy in the 

literature regarding the interaction between social support and help-seeking. Past research 

has shown that individuals with increased availability of social support were less likely to 

make use of mental health services (Sherbourne, 1988). In addition, it was also found that 

individuals who sought counselling reported less available support for material aid, 

physical assistance, guidance, feedback, and positive social participation (Goodman et 

al., 1984). In contrast, more recent findings support the hypothesis that individuals with 

increased social support are more likely to seek help, in part because of more supportive 

interactions with others, and thus more positive past experiences with help-seeking 

(Ciarrochi & Deane, 2001; Ciarrochi et al., 2003; Greenland et al., 2009). These findings 

are consistent with the stress-buffering model, which suggests that adequate social 
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support will moderate the impact of stress on health and well-being (Cohen & Wills, 

1985). 

Most people perceive their social network as a major source of help and it has 

been suggested that an individual's social network plays an influential role in the decision 

to seek help from mental health services when experiencing distressing symptoms 

(Angermeyer et al., 2001; Vogel et al., 2007b). In addition to providing support, previous 

research has identified the central role of the social network in influencing one's decision 

to seek professional help and providing referrals to formal services once the decision to 

seek formal care had been made (Gourash, 1978). When assessing whether social support 

acts as a buffer in distressing situations, differences in the type of support assessed may 

explain these contrasting findings and provide a better understanding in determining the 

aspects of social support that are related to the use of mental health services. For 

example, the absence of tangible support might lead to an inability to use services (e.g. 

due to lack of transportation), while the absence of positive reinforcements from others 

might lead to increased use in the search of support from others (Sherbourne, 1988). 

Individuals who experience a lack of social support may subsequently develop 

negative perceptions of others, and thus perceive certain social interactions as 

unsupportive. A lack of supportive social interactions, however, does not necessarily 

imply unsupport. In fact, unsupport is viewed as not obtaining adequate support, or 

receiving unwanted or inappropriate responses when positive feedback is expected 

(Ingram et al., 2001). Behaviours considered as unsupportive include avoidance, forced 

cheerfulness, minimizing the impact of the event, criticizing or acting judgmentally, 

treating the person in patronizing or overprotective manner, and expressing excessive 
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worry or pessimism (Dakof & Taylor, 1990; Ingram et al., 2001). An individual's social 

network may not always respond in a supportive manner and in some cases even well-

intentioned attempts to provide support may be perceived by the recipient as unhelpful or 

upsetting (Ingram et al., 2001). The influence of unsupport on attitudes and behaviours 

toward help-seeking was examined in a study investigating the role of unsupportive 

social interactions among women with breast cancer (Figueiredo et al., 2004). It was 

observed that failure to disclose concerns (e.g. share thoughts and feelings with others) 

was associated with low social support, high unsupportive social interactions and low 

emotional well-being (Figueiredo et al., 2003). Beyond any effects of positive support, 

the experience of unsupport is thought to impact the willingness to disclose distressing 

information, as well as one's perception of public stigma from others. This is believed to 

be especially true for publicly self-conscious individuals in light of previous findings 

demonstrating that individuals with heightened public self-consciousness are more 

vulnerable to negative feedback and less responsive to positive reinforcement from others 

(Fenigstein, 1979). With this in mind, it is hypothesized that experiencing unsupport from 

one's social network may play a more significant role in the perception of stigmatizing 

attitudes from others compared to the experience of social support. Thus, supportive and 

unsupportive social interactions should be understood as distinct constructs and their 

implications on one's perceptions and responses to public stigma regarding help-seeking 

should also be distinguished. 

Increased experiences of unsupport from one's social network may also increase 

an individual's fear of being negatively evaluated by others, especially if vulnerability to 

criticism is inherent due to a chronic tendency to self-evaluate (e.g. heightened self-
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consciousness). Fear of negative evaluation is thought to be synonymous to the fear of 

revealing one's inferiority (Watson & Friend, 1969). Consequently, the fear of being 

negatively evaluated by others may reveal one's vulnerability to criticism, reflecting the 

acknowledgement that evaluations by others can affect oneself (Monfries & Kafer, 1994). 

Accordingly, criticism (e.g. negative evaluation by others) directs attention to 

deficiencies of the self, and individuals who are more affected by criticism tend to 

concentrate more on their inner characteristics (Elliott, 1984). Previous findings (e.g. 

Elliott, 1984; Monfries & Kafer, 1994) have identified a direct relationship between 

private self-consciousness and fear of negative evaluation. As previously mentioned, 

Elliott (1984) found that individuals with low self-esteem demonstrated a greater 

vulnerability to criticism, which lead to a greater focus on one's internal states. 

The present study 

The anticipated stigma associated with seeking help from counselling services is 

believed to thwart the effective use of available resources, and to encourage the 

progression of mental health disorders. The present study assessed individual differences 

in both intrapersonal (e.g. self-consciousness, self-esteem) and mterpersonal (e.g. social 

support, unsupport, negative social evaluation) characteristics in order to determine 

whether individuals' degree of self-consciousness (e.g. private and public) influences 

their endorsement and perception of stigmatizing attitudes towards help-seeking. With 

this in mind, it was hypothesized that: 

1. i. Private self-consciousness would be related to self-stigmatizing attitudes. 

Furthermore, self-esteem and depressive symptoms would independently 

moderate the relationship between private self-consciousness and self-stigma, 
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whereby higher levels of self-esteem would result in lower endorsement of self-

stigmatizing attitudes, whereas the presence of depressive symptoms would result 

in greater endorsement of self-stigmatizing attitudes. 

ii. Public self-consciousness would be directly related to perceived public stigma 

from others. 

2. The levels of endorsed and perceived stigma associated with seeking help from 

counselling services would be predicted by levels of self-consciousness, and this 

relationship would be mediated by fear of negative evaluation. In addition, this 

mediated relationship would be evident only among individuals with lower levels 

of self-esteem. 

3. Levels of social support and unsupport would moderate the relationship between 

public self-consciousness and perceived public stigma. Specifically, higher levels 

of social support and lower levels of unsupport would result in lower perception 

of public stigma from others, whereas lower levels of social support and higher 

levels of unsupport would result in increased perception of public stigma. 

Methods 

Participants 

A total of 364 undergraduate students were recruited through Carleton 

University's SONA System to participate in a study on emotional awareness and help-

seeking attitudes and behaviours. Students received 1.0% academic credit after 

completing the study. In order to identify univariate outliers, tests of normality were 

conducted on the data and z scores for each scale were examined. Outlier cases (n = 4), 
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identified as having out of range z scores (above and below 3.29) on one or more scale, 

were excluded from the sample. In addition, individuals aged 30 years and above (n- 11) 

and individuals who reported being fluent in English for less than 5 years (n = 16) were 

also excluded from the study's sample. Analyses were conducted on a cohort of 333 

undergraduate students (n = 79 male; n = 254 female) aged 17-29 years. 

Procedure 

Participants were informed of the nature of the study through the recruitment 

notice (Appendix A) posted on the SONA website and their consent to participate was 

obtained prior to beginning the study (Appendix B). The study was described as 

investigating the relationship between emotional awareness and help-seeking attitudes 

and behaviours. After a series of demographic questions (e.g., sex, age, citizenship 

status), participants completed measures assessing depressive symptoms, self-

consciousness, self-esteem, social support, unsupportive social interactions, fear of 

negative evaluation, and endorsement and perception of stigma towards help-seeking. 

Upon completion of the study, all participants were debriefed (Appendix C). A Suicidal 

Ideation Protocol (Appendix D) was followed for individuals who indicated that they 

were considering harming themselves or who received a summative score indicating high 

symptomology (score of 30 and above) on the Beck Depression Inventory. 

Measures 

Descriptive statistics and inter-item reliability for all measures are provided in 

Table 1. 

Demographics. This series of questions collects background information 

regarding age, sex, current level of education, citizenship status, language, ethnicity, 
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religion, relationship status, level of support attributed to certain relationships (e.g. family 

and friends), physical health, and mental health history (Appendix E). 

Depressive symptoms. The Beck Depression Inventory (21-Item BDI; Beck et al. 

1961; Appendix F) assesses participants' depressive symptoms. Participants are asked to 

choose one of four or five statements per item based on the way they currently felt. The 

statements range from low to high depressive symptomology. The total score for this 

scale was calculated by summing across all items. 

Self-consciousness. The Self-Consciousness Scale Revised (SCSR; Scheier & 

Carver, 1985; Appendix G) measures individual differences in private and public self-

consciousness. The 22-item scale includes three subscales measuring private self-

consciousness, public self-consciousness, and social anxiety. Participants were asked to 

rate the extent to which each statement corresponds to them. Responses were made on a 

4-point scale ranging from 0 (not at all like me) to 3 (a lot like me). For the purpose of 

this study, only the private and public self-consciousness subscales were examined; total 

scores for each subscale were obtained by calculating the mean across all items of each 

subscale. 

Self-esteem. The Ronseberg Self-Esteem questionnaire (RES; Rosenberg, 1989; 

Appendix H) assesses global self-esteem. This 10-item summated scale is designed to 

assess positive and negative evaluations of the self in a global sense. Participants are 

asked to rate each statement on a 7-point scale ranging from -3 (strongly untrue of me) to 

3 (strongly true of me), including 0 (neither true nor untrue). The total self-esteem score 

was obtained by calculating the mean across all items. 
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Perceived social support. The Consumption of Social Support Scale (CSSS; 

Bertera, 1997; Appendix I) assesses perceptions of receiving social support from others. 

The 12-item scale assesses individual perceptions of three types of social support: 

informational, emotional, and tangible social support. Participants are asked to rate how 

often other people have provided them with various forms of social support (e.g., "Others 

gave you information on how to do something"). Responses are made on a 5-point scale 

ranging from 1 {not at all) to 5 {about every day). The total score for this scale was 

obtained by calculating the mean across all items. 

Perceived unsupport. The Unsupportive Social Interactions Inventory (USII; 

Ingram et al., 2001; Appendix J) measures the occurrence of unsupportive responses 

received by individuals when they have approached someone for help or advice. The 24-

item scale assesses unsupportive interactions including distancing, bumbling, 

minimizing, and blaming. Participants are asked to rate how much, during the last month, 

they have received each type of response when talking to others about events in their life 

(e.g., "[others] Did not seem to want to hear about it"). Responses are made on a 4-point 

scale ranging from 1 {none) to 4 {a lot). The total unsupport score was obtained by 

calculating the mean across all items. 

Negative social evaluation. The Fear of Negative Evaluation Scale (FNE; Watson 

& Friend, 1969; Appendix K) measures perceived negative evaluation from others. The 

30-item scale assesses apprehension about others' evaluations, distress over their 

negative evaluations, avoidance of evaluative situations and the expectation that others 

would evaluate oneself negatively. Participants are required to address whether the 
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statements accurately describe them by selecting either true ox false for each statement. 

The total score for this scale was obtained by calculating the mean across all items. 

Stigma of help-seeking from mental health counselling services. The Perceptions 

About Help-Seeking Scale (PASH; Appendix L) consists of a three-part questionnaire of 

18 items (6 items per section) measuring the endorsement and perception of stigma 

towards help-seeking. One section includes 6 items from the Self-Stigma of Seeking Help 

Scale (SSOSH) (Vogel et al., 2006) measuring how an individual would perceive him- or 

herself for seeking help from a mental health counsellor (e.g. self-stigma; "I would feel 

inadequate if I went to a mental health counsellor for help"). The following two sections 

were developed based on the 6 items drawn from the SSOH. The second section includes 

6 items measuring how an individual thinks others' perceive him or her for seeking help 

from a mental health counselor (e.g. public stigma; "They [others] would perceive me as 

inadequate for seeking help from a mental health counsellor"). The third and final section 

of the PASH includes 6 items measuring how an individual perceives others for seeking 

help from a mental health counselling (e.g. "I would perceive other people as inadequate 

for seeking help from a mental health counsellor"). Responses for each item are made on 

a 7-point scale ranging from -3 {strongly disagree) to 3 {strongly agree), including 0 

{neither agree nor disagree). For the purpose of this study, only the first two subscales 

measuring self-stigma and perceived public stigma were examined; total scores for each 

subscale were obtained by calculating the mean across all items of each subscale. 
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Table 1. 

Descriptive statistics and inter-item reliability of measures. 

Measure n Mean SD # of items a 

Self-esteem 333 L39 U 3 

Stigma 333 -0.73 1.14 

Self 333 -0.52 1.47 

Public (by others) 333 -0.28 1.48 

Self-consciousness 332 1.87 0.44 

Private 332 1.93 0.54 

Public 332 2.07 0.57 

Fear of negative evaluation 333 0.52 .27 

Social support 333 2.80 .66 

Unsupport 333 1.27 .67 

Beck Depression 333 8.94 6.87 

10 

18 

6 

6 

21 

9 

7 

31 

12 

24 

21 

.89 

.92 

.87 

.90 

.82 

.73 

.77 

.91 

.83 

.91 

.86 
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Results 

Correlations. 

It was hypothesized that a relationship would exist between private self-

consciousness and self-stigma, and between public self-consciousness and perceived 

public stigma. Correlation analyses confirmed that levels of public self-consciousness 

were positively related to perceived stigmatizing attitudes toward help-seeking from 

others (e.g. perceived public stigma). In contrast, levels of private self-consciousness 

were negatively related to the endorsement of self-stigmatizing attitudes toward help-

seeking. Significant negative relationships between self-esteem and self-stigma and 

between self-esteem and perceived public stigma were also observed (Table 2). 

Gender differences. 

In order to identify gender differences among participants regarding the 

endorsement of self-stigmatizing attitudes and the perception of public stigma from 

others in relation to help-seeking, a series of one-way ANOVA's were conducted using 

self-stigma and perceived public stigma as dependent measures. These analyses indicated 

significant differences between males and females regarding the endorsement of self-

stigmatizing attitudes, F(l, 331) = 2230,p = 0.001, r|p = 0.03, and perceived public 

stigma, F(l, 331) = 4.62, p = 0.03, np
2 = 0.01. Specifically, although both men and 

women demonstrated low levels of self-stigma, women (M= - 0.52) showed lower 

endorsement of self-stigmatizing attitudes towards help-seeking compared to men (M= 

- 0.06). Similarly, women (M = - 0.38) also showed lower perceived public stigma from 

others compared to men (M= 0.03). 
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Regression analyses were then conducted in order to determine whether 

participants' gender moderated the relationship between the study's predictor variables 

(e.g. private self-consciousness, public self-consciousness, and self-esteem) and outcome 

variables (e.g. self-stigma and perceived public stigma). For each analysis, gender and a 

standardized predictor variable (e.g. private self-consciousness, public self-

consciousness, and self-esteem) were entered on the first step, and an interaction between 

gender and the standardized predictor variable was entered on the second step. These 

regression analyses revealed that gender did not exert any moderating effects on the 

relationship between private self-consciousness and self-stigma, public self-

consciousness and perceived public stigma, self-esteem and self-stigma, and self-esteem 

and perceived public stigma, as no interactions between gender and any of the predictor 

variables were found to be significant. These findings indicate that no gender differences 

were identified in the observed relationships between the predictor and outcome variables 

in the present study. As a result of this, and taking into account the unequal sample sizes 

between men (n = 79) and women (n = 254) in the cohort, the data for participant gender 

was collapsed across all subsequent analyses. 

Private self-consciousness, self-esteem and self-stigma 

Levels of self-esteem were thought to moderate the relationship between private 

self-consciousness and self-stigma, whereby higher levels of self-esteem would be 

associated with lower endorsement of self-stigmatizing attitudes toward help-seeking. To 

test this, a regression analysis was performed with standardized variables of self-esteem 

and private self-consciousness entered on the first step, and an interaction between both 

standardized variables entered on the second step. Contrary to expectation, no significant 



23 

moderating effects were observed, but main effects of private self-consciousness, /? = 

- 0.24, t = - 3.06,p < 0.01, and self-esteem, /3 = - 0.40, t = - 5.12,p< 0.01, on self-stigma 

were observed. In fact, the regression coefficients further supported the negative 

correlation between private self-consciousness and self-stigma, as well as the anticipated 

negative correlation between self-esteem and the endorsement of self-stigmatizing 

attitudes toward help-seeking. 

Private self-consciousness, depressive symptoms and self-stigma 

A regression analysis was conducted in order to determine whether negative 

affect (e.g. the presence of depressive symptoms) would moderate the relationship 

between private self-consciousness and self-stigma. The presence of depressive 

symptoms was expected to be related to increased endorsement of self-stigmatizing 

attitudes. To examine this, standardized variables of private self-consciousness and 

depressive symptoms were entered on the first step, and an interaction between both 

standardized variables was entered on the second step of the regression analysis. No 

significant moderating effects were observed, but private self-consciousness, /? = - 0.24, 

t = - 3.04,/> < 0.01, and depressive symptoms, /? = 0.35, t = 4.42,p < 0.01, significantly 

predicted the endorsement of self-stigmatizing attitudes towards help-seeking. The 

regression coefficients support the negative correlation between private self-

consciousness and self-stigma, and reveal a positive relationship between depressive 

symptoms and self-stigma. 

Proposed model: Self-consciousness, fear of negative evaluation and stigma 

A simple meditation analysis was conducted to determine whether fear of 

negative evaluation would mediate the relationship between private self-consciousness 
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and self-stigma. No significant indirect effect was found, as the relationship between 

private self-consciousness and self-stigma remained significant p = - 0.43, t-- 2.86, p = 

0.005, while accounting for the effect of fear of negative evaluation. An alternative 

mediation analysis was conducted to assess whether private self-consciousness acted as a 

mediator between fear of negative evaluation and self-stigma. Once again, however, no 

significant mediating effect was observed. 

In contrast, fear of negative evaluation significantly mediated the relationship 

between public self-consciousness and perceived public stigma (Figure 1). Specifically, a 

significant total effect (e.g. not controlling for the effect of fear of negative evaluation) of 

public self-consciousness in relation to perceived public stigma was observed, as was a 

significant unique effect of public self-consciousness in relation to fear of negative 

evaluation. It was further observed that fear of negative evaluation had a direct effect on 

perceived public stigma while accounting for public self-consciousness. Most 

importantly, the relationship between public self-consciousness and perceived public 

stigma was no longer significant once fear of negative evaluation was accounted for, 

indicating that the relationship between the predictor and the outcome variable was 

weakened when controlling for the effect of the mediator. A bootstrapping technique 

(Preacher et al , 2007) using 5000 iterations was conducted to determine the significance 

of the indirect (e.g. mediated) effect. The obtained 95% confidence interval did not 

contain zero (CI= 0.17, 0.62), indicating that the indirect effect was indeed significant. 

These findings support the notion that individuals with a heightened public self-

consciousness have an increased fear of negative evaluation, which is related to a greater 

perception of being stigmatized by others. 
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It was hypothesized that the mediated relationship between public self-

consciousness and perceived public stigma would be moderated by self-esteem. 

Moderated-mediation analyses were conducted assessing whether (a) public self-

consciousness moderated the relationship between fear of negative evaluation and 

perceived public stigma, (b) self-esteem moderated the relationship between public self-

consciousness and fear of negative evaluation, (c) self-esteem moderated the relationship 

between fear of negative evaluation and perceived public stigma, (b) and (c) occur 

simultaneously. The hypothesis that self-esteem would moderate the relationship between 

public self-consciousness and fear of negative evaluation was not supported, and no 

moderating effects of self-esteem on the mediated relationship between public self-

consciousness and perceived public stigma were observed in any of the aforementioned 

relationships. The directionality of the aforementioned model was re-assessed, whereby 

an alternative mediation analysis was conducted to examine whether perceived public 

stigma acted as a mediator between public self-consciousness and self-esteem. However, 

no significant mediating effect was observed in the latter analysis. 

Self-consciousness, social support, unsupport and stigma 

It was hypothesized that social support and unsupport would moderate the 

relationship between public self-consciousness and perceived public stigma. In this 

respect, higher levels of social support were expected to be associated with lower 

perceived public stigma, whereas the opposite would be evident for higher levels of 

unsupport. A multiple regression analysis with standardized variables of public self-

consciousness, social support, and unsupport entered on the first step, two-way 

interactions between each standardized variable entered on the second step, and a three-



way interaction including all standardized variables entered on the third step was 

performed in order to determine the potential moderating effects of social support and 

unsupport on perceived public stigma. Contrary to expectation, none of these variables 

acted as a moderator. Instead, a significant main effect of social support on perceived 

public stigma was observed, /? = - 0.18, t = - 2.22, p = 0.027, indicating that higher levels 

of social support are related to a decreased perception of public stigma from others. In 

addition, a significant main effect of unsupport on perceived public stigma was observed, 

/? = 0.34, t = 4.04, p < 0.01, indicating that higher levels of unsupport are associated with 

increased perception of public stigma from others. Interestingly, public self-conscious 

was not significantly related to the perception of public stigma. 

Alternative model: Self-esteem, fear of negative evaluation and stigma 

A simple mediation analysis revealed that fear of negative evaluation significantly 

mediated the relationship between self-esteem and private self-consciousness (Figure 2), 

supporting evidence that individuals with low self-esteem have an increased fear of 

negative evaluation that is related to higher levels of private self-consciousness. In fact, 

the 95% confidence interval obtained using the bootstrapping technique with 5000 

iterations did not contain zero (CI= - 0.06, - 0.001), indicating that the indirect effect was 

indeed significant. Furthermore, fear of negative evaluation was shown to significantly 

mediate the relationship between self-esteem and public self-consciousness (Figure 3), 

indicating that the increased fear of negative evaluation associated with low self-esteem 

is in turn related to higher levels of public self-consciousness. Once again, the obtained 

95% confidence interval did not contain zero (C/= - 0.19, - 0.12), and as such the 

indirect path between public self-consciousness and perceived public stigma involved 
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fear of negative evaluation. Indeed, regression coefficients, as well as a more robust 95% 

confidence interval, indicate a much stronger mediated relationship between self-esteem 

and public self-consciousness compared to self-esteem and private self-consciousness. 

The present findings also showed a much stronger correlation between fear of negative 

evaluation and public self-consciousness compared to private self-consciousness (see 

Table 1), as well as a stronger correlation between self-esteem and public self-

consciousness compared to private self-consciousness (Table 1). 

Based on the aforementioned findings, it was hypothesized that lower levels of 

self-esteem, which in turn lead to greater fear of negative evaluation, would also be 

related to greater perceived public stigma from others, but only for individuals with 

heightened public self-consciousness. To test this, moderated-mediation analyses were 

conducted assessing whether (a) self-esteem moderates the relationship between fear of 

negative evaluation and public stigma, (b) public self-consciousness moderates the 

relationship between self-esteem and fear of negative evaluation, (c) public self-

consciousness moderates the relationship between fear of negative evaluation and 

perceived public stigma, (b) and (c) occur simultaneously. The hypothesis that public 

self-consciousness would moderate the mediated relationship between self-esteem and 

perceived public stigma was not supported by the present findings. Public self-

consciousness did not exert significant moderating effects on any of the aforementioned 

relationships. In fact, a simple mediation analysis revealed that fear of negative 

evaluation did not mediate the relationship between self-esteem and public self-

consciousness. 
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Self-esteem, social support, unsupport and stigma 

A multiple regression analysis was conducted to examine the potential moderating 

effects of social support and unsupport on the relationship between self-esteem and 

perceived public stigma. To test this, standardized variables of self-esteem, social 

support, and unsupport were entered on the first step, followed by two-way interactions 

between each standardized variable on the second step, and a three-way interaction 

including all standardized variables on the third step. Significant main effects of self-

esteem, B = - 0.30, t = - 3.60,p < 0.01, and unsupport, p = 0.26, t = 2.30,p < 0.01, on 

perceived public stigma were observed; however, social support was unrelated to 

perceived public stigma. In addition, a significant three-way interaction between self-

esteem, social support, and unsupport, B = 0.14, t = 2.00, p — 0.048, was also observed. 

This moderation effect was further examined with a simple slopes analysis to assess the 

relation between self-esteem and public stigma at one standard deviation above and 

below the mean of social support and unsupport (Figure 4). This finding indicated that 

among individuals experiencing low social support and high unsupport, those with lower 

self-esteem demonstrated increased perception of public stigma, whereas those with 

higher self-esteem perceived less public stigma from others. In contrast, self-esteem was 

not related to the perception of public stigma for individuals experiencing higher levels of 

social support and unsupport. 

A similar regression analysis was performed with self-stigma as the outcome 

variable. This analysis revealed significant main effects of self-esteem, B = - 0.26, t = 

- 3.12,/? = 0.002, social support, B = - 0.20, f = - 2.44,/? = 0.015, and unsupport, B = 0.31, 

t - 3.58,/? < 0.01, on self-stigmatizing attitudes towards help-seeking. Surprisingly, a 
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much more significant three-way interaction was observed between self-esteem, social 

support, and unsupport, /? = 0.25, t = 3.54, p < 0.01. This moderation effect was examined 

with a simple slopes analysis to assess the relation between self-esteem and self-stigma at 

one standard deviation above and below the mean of social support and unsupport 

(Figure 5). Much like the perception of public stigma, among individuals experiencing 

low social support and high unsupport, those with lower self-esteem demonstrated greater 

endorsement of self-stigmatizing attitudes, whereas those with higher self-esteem showed 

lower endorsement of self-stigmatizing attitudes toward help-seeking. In contrast, self-

esteem was not associated with the endorsement of self-stigmatizing attitudes for 

individuals experiencing higher levels of social support and unsupport, as well as for 

individuals experiencing lower levels of social support and unsupport. 
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Table 2. 

Pearson correlations among all variables. 

Variable 1. 2. 3. 4. 5. 6. 7. 8. 9. 

1. Self-esteem 

2. Private self-consciousness -0.15** 

3. Public self-consciousness -0.30** 0.44** 

4. Self-stigma -0.25** -0.12* 0.06 — 

5. Public stigma (by others) -0.27** 0.07 0.14* 0.63** 

6. Fear of negative evaluation -0.49** 0.17** 0.62** 0.18** 0.24** — 

7. Social support 0.02 0.08 0.11* -0.08 -0.04 0.10 

8.Unsupport -0.35** 0.13* 0.26** 0.23** 0.22** 0.30** 0.27** — 

9. Beck Depression -0.71** 0.18** 0.27** 0.21** 0.24** 0.38** -0.03 0.38** 

*p< 0.05; **p< 0.01 
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p = 0.30* 

Fear of negative 
evaluation 

P= 1.33** 

Public self-
consciousness 

p = (0.36*)-0.03 

Perceived public 
stigma 

Figure 1. Mediation analysis examining the effects of public self-consciousness on 

perceived public stigma, with fear of negative evaluation as a mediator. Coefficients with 

an asterisk denote significant standardized beta weights (* p < 0.05, ** p < 0.01). The 

coefficient in parentheses indicates the direct effect of the independent variable on the 

dependent variable (without controlling for the effect of the mediator). 
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(3 = -0.12*> 

Fear of negative 
evaluation 

p = (- 0.07**) -0.04 

(3 = 0.24 s1 

Private self-
consciousness 

Figure 2. Mediation analysis examining the effects of self-esteem on private self-

consciousness, with fear of negative evaluation as a mediator. Coefficients with an 

asterisk denote significant standardized beta weights (* p < 0.05, ** p < 0.01). The 

coefficient in parentheses indicates the direct effect of the independent variable on the 

dependent variable (without controlling for the effect of the mediator). 
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p = - 0.12s1 

Fear of negative 
evaluation 

P = (- 0.15**) 0.002 

P= 1.30 * * 

Public self-
consciousness 

Figure 3. Mediation analysis examining the effects of self-esteem on public self-

consciousness, with fear of negative evaluation as a mediator. Coefficients with an 

asterisk denote significant standardized beta weights (* p < 0.05, ** p < 0.01). The 

coefficient in parentheses indicates the direct effect of the independent variable on the 

dependent variable (without controlling for the effect of the mediator). 
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Figure 4. The perception of public stigma from others as moderated by experiences of 

social support and unsupport in relation to self-esteem. 
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Figure 5. The endorsement of self-stigmatizing attitudes as moderated by experiences of 

social support and unsupport in relation to self-esteem. 
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Discussion 

The stigma associated with mental illnesses has been identified as an important 

barrier toward seeking and adhering to mental health treatments (Corrigan, 2004). Social 

pressures often lead individuals to refuse to acknowledge or accept the presence of 

emotional disturbances, and such pressures are largely present in young people's social 

environment. Private self-consciousness has been identified as an intrapersonal 

characteristic that plays an important role in determining individual attitudes and 

behaviours toward seeking help for mental health concerns (Rickwood & Braithwaite, 

1994; Greenland et al , 2009). However, little is known regarding the role of public self-

consciousness and how it may differentiate from private self-consciousness in predicting 

attitudes and behaviours related to help-seeking. Likewise, there is limited information 

regarding the implications of self-consciousness in relation to interpersonal 

characteristics (e.g. social support, unsupport, fear of negative evaluation). The present 

investigation found that the endorsement of self-stigmatizing attitudes and the perception 

of public stigma towards help-seeking were significantly related to levels of private and 

public self-consciousness, respectively. In addition, fear of negative evaluation was 

shown to significantly influence the relationship between public self-consciousness and 

perceived public stigma, whereas social support and unsupport significantly influenced 

the relationships between self-esteem and both self- and public stigma. 

Self-consciousness and stigma 

Previous research (e.g. Scheier, 1980; Framing & Carver, 1981) has reported 

distinct outcomes associated with levels of private versus public self-consciousness. For 

example, Framing & Carver (1981) found that individuals with higher levels of public 
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self-consciousness demonstrated greater compliance compared to those with heightened 

private self-consciousness. Likewise, the positive correlation between public self-

consciousness and perceived public stigma identified in the present investigation is in line 

with the view that individuals who exhibit heightened public self-consciousness are 

generally in a position to infer how others perceive them and tend to be highly sensitive 

to the reactions of others (Fenigstein, 1979). In effect, negative outcomes related to help-

seeking are thought to result from higher levels of public self-consciousness, since the 

latter is associated with increased perception of public stigma from others, which may 

consequently influence individuals' willingness to seek mental health care. This finding 

is also in line with research indicating that individuals high in public self-consciousness 

are more responsive to negative feedback compared to positive reinforcement 

(Fenigstein, 1979). 

According to Duval and Wicklund's (1972) perspective on self-consciousness, 

either positive or negative affect can be generated as a result of one's self-consciousness, 

depending on whether an individual focuses on positive or negative aspects of the self. 

As such, an individual with a positive self-image (e.g. higher self-esteem) would be more 

likely to benefit from attending to his or her internal thoughts and feelings, since this 

would likely result in lower endorsement of self-stigmatizing attitudes. The present study, 

however, found that heightened private self-consciousness was associated with lower 

endorsement of self-stigmatizing attitudes, irrespective of levels of self-esteem. The fact 

that self-esteem did not moderate the relationship between private self-consciousness and 

self-stigma is surprising. Yet, the negative correlation between private self-consciousness 

and self-stigma supports previous findings indicating that individuals with a heightened 



private self-consciousness are more likely to view mental health counseling positively 

(Greenland et al., 2009), and subsequently show lower endorsement of self-stigmatizing 

attitudes toward seeking help from counseling services. In addition, although the public 

stigma associated with seeking psychological help is described as a potential threat to 

one's self-esteem (Fisher et al., 1982, Corrigan, 2004), the present findings suggest that 

higher levels of self-esteem may exert protective effects against the internalization of 

stigmatizing attitudes (e.g. self-stigma) toward seeking help from mental health services. 

Furthermore, based on a previously identified relationship between self-focused 

attention and negative affect (Mor & Winquist, 2002), it was hypothesized that among 

individuals with a heightened private self-consciousness, the presence of negative affect 

(e.g. depressive symptoms) might lead to increased self-stigmatizing attitudes. In this 

respect, private self-consciousness would be similar to ruminative self-focus, which 

directs attention to one's negative mood and is thought to interfere with active problem-

focused coping (Mor & Winquist, 2002). Contrary to expectation, however, depressive 

symptoms did not exert any moderating effects on the relationship between private self-

consciousness and self-stigma in the present investigation. Instead, individuals with 

heightened private self-consciousness reported lower endorsement of self-stigmatizing 

attitudes towards help-seeking, irrespective of the presence of depressive symptoms (e.g. 

negative affect). Nevertheless, depressive symptoms were related to greater endorsement 

of self-stigmatizing attitudes, which is consistent with previous research (e.g. Pyne et al., 

2004). In effect, these findings support the beneficial effects of private self-

consciousness, in so far as positive mental health outcomes would result from attending 

to one's inner thoughts and feelings, regardless of their valence. Still, the way in which 
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depressive symptoms impact the endorsement of mental health stigma remains to be 

established. 

Proposed Model: Self-consciousness, fear of negative evaluation and stigma 

With previous research identifying publicly self-conscious individuals as being 

highly responsive to negative feedback (e.g. Fenigstein, 1979), it was expected that 

public self-consciousness would be related to fear of negative evaluation in the present 

investigation. Indeed, the present findings showed that for individuals who are publicly 

self-conscious, a greater fear of negative evaluation subsequently lead to an increased 

perception of public stigma from others. This finding is in line with the view that 

individuals who are publicly self-conscious place more importance on the opinion that 

others have of them, and are thus more sensitive to the scrutiny (e.g. negative reactions) 

of others. In turn, such individuals also perceive the public stigma associated with mental 

health services as more prevalent among others. One concern which arises is whether 

public self-consciousness and fear of negative evaluation in fact measure the same 

construct, namely, an individual's sensitivity to the scrutiny of others. However, whereas 

public self-consciousness is understood as an individual trait (e.g. w/rapersonal 

characteristic), fear of negative evaluation is viewed as an interpersonal characteristic 

that results from one's inherent tendency (e.g. trait) to be more sensitive to the reactions 

of others. In fact, results from the meditation analysis indicate that the indirect 

relationship between public self-consciousness and perceived public stigma is negative. 

Thus, when accounting for the effect of fear of negative evaluation, heightened public 

self-consciousness does not result in increased perception of public stigma from others. 



Instead, individuals who are publicly self-conscious may simply be more aware of how 

they are perceived by others, which may not necessarily be in a negative way. 

In contrast, fear of negative evaluation did not significantly mediate the 

relationship between private self-consciousness and self-stigma in the present study, 

indicating that one's endorsement of self-stigmatizing attitudes toward help-seeking is 

not determined by the relationship between levels of private self-consciousness and fear 

of negative evaluation. Based on evidence (e.g. Elliott, 1984) indicating that individuals 

who are more affected by criticism tend to concentrate more on their inner characteristics 

(e.g. heightened private self-consciousness), an alternative direction of the 

aforementioned relationship was assessed, whereby private self-consciousness was 

examined as a mediator between fear of negative evaluation and self-stigma. However, 

the present findings revealed that private self-consciousness did not significantly mediate 

the relationship between fear of negative evaluation and the endorsement of self-

stigmatizing attitudes towards help-seeking. 

Following the significant mediation of fear of negative evaluation on the 

relationship between public self-consciousness and perceived public stigma, it was of 

interest to determine whether this relationship would be moderated by self-esteem. Based 

on previous reports identifying self-esteem as a significant predictor of individuals' 

attitudes and behaviours towards help-seeking (Tessler & Shwartz, 1972; Fisher et al., 

1982, Nadler & Fisher, 1986; Raviv et al , 2000), it was expected that self-esteem would 

play a fundamental role in determining whether individuals would perceive higher or 

lower levels of public stigma in relation to seeking help from mental health services. 

Discrepancies in the literature indicate that individuals with higher self-esteem would 
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either view seeking help as a sign of weakness, inconsistent with their positive self-

image, and subsequently perceive higher levels of public stigma toward seeking help 

from mental health services; or, being less affected by threats to their self-image, would 

view help-seeking more positively, and in turn perceive lower levels of public stigma 

from others (e.g. Tessler & Shwartz, 1972; Hoffman et al, 1993, Dubois et al., 1994; 

Raviv et al., 2000). Yet, findings from the present investigation indicate that self-esteem 

had no moderating effect on the mediated relationship between public self-consciousness 

and perceived public stigma. It is possible that this relationship might involve other 

directional components, whereby being publicly self-consciousness would lead to greater 

perception of public stigma, subsequently lowering one's self-esteem, rather than self-

esteem influencing one's perception of public stigma toward help-seeking. However, 

findings from the present study did not support this view, as perceived public stigma did 

not significantly mediate the relationship between public self-consciousness and self-

esteem. 

Self-consciousness, social support and unsupport and stigma 

Publicly self-conscious individuals are characterized as being aware of self-

aspects that are a matter of public display and as such, demonstrate increased recognition 

and concern about the way they are perceived by others (Fenigstein, 1979). It is therefore 

believed that for such individuals, feedback received from their social network, either 

supportive or unsupportive, would influence how they perceive their social environment. 

Specifically, social support is thought to act as a buffer in distressing situations, such as 

seeking help from a mental health counsellor, and this is supported by evidence 

concerning the beneficial effects of a supportive social network with regard to seeking 
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help from mental health services (Gourash, 1978; Angermeyer et al., 2001; Ciarrochi & 

Deane, 2001; Ciarrochi et al., 2003; Vogel et al., 2007). The experience of unsupport 

among publicly self-conscious individuals, however, was expected to have a greater 

effect on their perception of public stigma from others, due to the fact that publicly self-

conscious individuals are generally more responsive to negative feedback as opposed to 

positive reinforcement (Fenigstein, 1979). Accordingly, whereas some individuals appear 

able to shrug off unsupportive reactions from others, certain individuals (e.g. publicly 

self-conscious individuals) are much more affected by such experiences. Contrary to 

expectation, however, neither social support nor unsupport exerted any moderating 

effects on the latter relationship. Instead, higher levels of social support were related to 

lower perception of public stigma, whereas higher levels of unsupport were associated 

with greater perception of public stigma from others. These findings are consistent with 

previous research (e.g. Figueiredo et al. 2004) indicating that low levels of social support 

and high levels of unsupport are associated with negative outcomes related to seeking 

help for emotional disturbances. 

Alternative Model: Self-esteem, fear of negative evaluation and stigma 

Self-esteem has been shown to play an important role in determining individual 

attitudes and behaviours towards help-seeking (Tessler & Shwartz, 1972; Hoffman et al., 

1993, Dubois et al., 1994; Raviv et al., 2000). It was thus of interest to investigate the 

role of self-esteem as a predictor variable in the present analyses. Consistent with 

previous reports (e.g. Elliot, 1984), the present investigation revealed that individuals 

with lower self-esteem were more affected by criticism (e.g. greater fear of negative 

evaluation) and, in turn, demonstrated higher levels of private self-consciousness. Thus, 
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although these findings are considered only marginally significant, they are contrary to 

initial findings from the present study that showed no relation between levels of private 

self-consciousness and self-esteem when predicting the endorsement of self-stigmatizing 

attitudes. In contrast to this, heightened private self-consciousness was shown to be 

associated with lower self-esteem, when accounting for one's fear of being negatively 

evaluated by others. Similarly, heightened public self-consciousness was also evident 

among individuals with lower self-esteem and greater fear of negative evaluation. In fact, 

this mediation was considerably greater in the latter instance (i.e. when public self 

consciousness was the outcome measure). This finding is commensurate to the stronger 

correlation identified between fear of negative evaluation and public self-consciousness, 

compared to private self-consciousness. Based on the aforementioned findings, it was 

expected that individuals with lower self-esteem and higher public self-consciousness 

would demonstrate increased fear of negative evaluation and subsequently perceive 

greater public stigma from others. Contrary to expectation, however, fear of negative 

evaluation did not mediate the relationship between self-esteem and public-self-

consciousness. 

Self-esteem, social support and unsupport 

The present findings are consistent with previous reports (e.g. Figueiredo et al. 

2004) indicating that individuals experiencing low social support and high unsupport are 

less willing to disclose distressing information (e.g. less willing to seek help from 

counseling services). In fact, in the present study, lower levels of social support and 

higher levels of unsupport were associated with greater endorsement of self-stigmatizing 

attitudes, as well as increased perception of public stigma from others among individuals 
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with lower self-esteem. In contrast, the effect of low social support and high unsupport 

was not evident among individuals with higher levels of self-esteem. Although these 

findings were purely correlational, they are consistent with the view that higher self-

esteem acts as a buffer against the distress associated with greater experiences of 

unsupport in conjunction with a lack of social support. This finding further supports the 

vulnerability hypothesis, suggesting that individuals with high self-esteem are less 

vulnerable to threats to their self-image (e.g. low social support and high unsupport) and 

as a result demonstrate less stigmatizing attitudes toward help-seeking. In fact, previous 

research on resilience reported that adolescents with high self-esteem were able to react 

more positively and actively towards their environment, and as such, be less affected by 

stressors (Dumont & Provost, 1999). 

Limitations 

Although the present study has implications regarding individual characteristics 

that might determine young people's view on mental health stigma and whether this 

interferes with the utilization of mental health services, there are several limitations that 

should be considered. First and foremost, the present investigation could not account for 

gender differences that have been previously identified regarding stigma and help seeking 

behaviours. Clearly, replicating the already well-known differences between men and 

women regarding attitudes and behaviours toward seeking help from mental health 

services (e.g. Raviv et a l , 2000; Chandra et al., 2006; Mackenzie et al., 2006) would 

have strengthened the implications of the present findings. In addition, gender differences 

regarding self-consciousness, such as evidence demonstrating that women possess a 

stronger propensity than men to direct attention internally (e.g. private self-
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consciousness) in response to potentially eliciting events (e.g. Ingram et al., 1988), would 

have also strengthened the study's findings. 

It is important to acknowledge that the study's findings are entirely correlation 

and thus no causal attributions can be made. Indeed, most research on self-consciousness 

has included a manipulation of the latter. For example, it was found that women who 

received a self-focusing manipulation responded with greater levels of self-focused 

attention and greater negative affect compared to other groups (Ingram et al., 1988). It 

would therefore be of interest for future research to include a manipulation of self-

awareness in order to determine whether increasing one's self-focused attention would, in 

turn, lead to altered endorsement and/or perception of stigmatizing attitudes towards 

mental health counselling. 

Owing to the limited number of participants included, ethnicity and cultural 

influences were not considered in the analyses of the present study, despite considerable 

research indicating disparities in the utilization of mental health care across ethnic 

backgrounds (e.g. Lin et al., 1978; Takeuchi et al., 1988; Cauce et al., 2002). 

Considerable research exists that points to differences primarily between Asian and 

Caucasian cultures in the utilization of mental health services. Although individuals from 

a wide variety of ethnic backgrounds participated in this study, the majority of the sample 

was Caucasian, and thus a comparison between groups would not have been possible. 

Although the study's sample targeted students, mental health stigma is also 

largely present among other members of society. The broad age-range of the sample does 

permit the findings to be generalized across individuals under the label "youth" (e.g. 

adolescents, young adults). However, it would be of potential interest to compare the 
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implications of mental health stigma among youth to other demographic groups, 

including older adults, and especially, mental health professionals (Schulze, 2007). 

Conclusions 

Individuals who attend to their inner thoughts and feelings show less self-

stigmatizing attitudes toward help-seeking, irrespective of self-esteem and the presence 

of depressive symptoms. Furthermore, publicly self-conscious individuals perceive 

greater public stigma as a result of increased fear of negative evaluation; in fact, this is 

evident among individuals with high and low self-esteem. Finally, high self-esteem may 

exert protective effects against experiences of low social support and high unsupport in 

relation to self- and public stigma. In sum, the individual differences that might partially 

explain young people's attitudes regarding mental health stigma as a barrier towards 

help-seeking have been elucidated in the present study. These findings may have 

implications regarding appropriate outreach strategies and interventions geared toward 

reducing mental health stigma among youth. 
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Appendix A 

Recruitment Notice 

Study Title: Emotional awareness and help-seeking attitudes and behaviours. 

Abstract: Earn 1% for answering psychological questionnaires! 

Description: Carleton University's Social Diversity Lab is conducting a study 
investigating the relation between emotional awareness and help-seeking attitudes and 
behaviours. You will be asked to answer a series of questionnaires asking about help-
seeking, general coping styles, factors that may influence coping (e.g., social support, 
perceived stress), and individual difference factors (emotional responses, self-awareness). 

Eligibility: In order to be eligible for this study you must be an undergraduate student 
at Carleton University, who can receive experimental credits for participation 

This study has received clearance by the Carleton University Psychology Research Ethics 
Board (Study Number 10-158) 
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Appendix B 

Informed Consent Form 

The purpose of an informed consent is to ensure that you understand the purpose of the 
study and the nature of your involvement. The informed consent has to provide sufficient 
information such that you have the opportunity to determine whether you wish to 
participate in the study. 

Study Title: Emotional awareness and help-seeking attitudes and behaviours. 

Study Personnel: 
Andrea Perna (Graduate Researcher, aperna@conncct.carleton.ca, 520-2600 ext. 7513) 

Dr. Hymie Anisman (Faculty Investigator, hymie_anisman(o)carlelon.ca, 520-2600 ext. 
2699) 

Dr. Kim Matheson (Faculty Investigator, kimjmatheson@carlelon.ca, 613 520-2684) 

If you have any ethical concerns about how this study was conducted please contact: 
Dr. Monique Senechal, Chair of the Department of Psychology Research Ethics 
Committee at Carleton University at 57ounsel_senechal@carleton.ca (613-520-2600 ext. 
1155). 

If you have any other concerns please contact: 
Dr. Janet Mantler, Chair of Carleton University's Department of Psychology at 
janet_mantler@carleton.ca (613-520-2600 ext. 4173). 

Purpose and Task Requirements: We are interested in investigating the link between 
emotional awareness, stress appraisals and coping strategies, and help-seeking attitudes 
and behaviours. Also, we are interested in knowing if the way individuals perceive 
themselves influences their perception of others and whether this in turn affects their 
help-seeking behaviours. This will be accomplished by measuring individual differences 
in emotional awareness, self- and social perceptions, stress appraisals and coping 
strategies, and help-seeking attitudes and behaviours. Participation in the study involves 
the completion of a battery of questionnaires intended to gather information regarding 
your attitudes, emotions and behaviours. The study takes approximately 60 minutes to 
complete and you will receive 1% academic credit. 

Potential Risk and Discomfort: There are no physical risks in this study. There may be 
some discomfort or anxiety experienced when thinking about various stressors or 
difficulties in your life. 

Anonymity/Confidentiality: The data collected in this study will be kept confidential. 
Your informed consent form will be separated from your questionnaires and kept in a 
separate and secured file by one of the research investigators who will keep this 

mailto:aperna@conncct.carleton.ca
mailto:kimjmatheson@carlelon.ca
mailto:57ounsel_senechal@carleton.ca
mailto:janet_mantler@carleton.ca
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information confidential. It will be associated with a numeric code, and only this code 
will identify your questionnaires. The data will also be stored in a secured data file that is 
only accessible by the researcher and research assistants. 

Right to Withdraw: Your participation in this study is entirely voluntary. At any point 
during the study you have the right to not complete certain questions or to withdraw with 
no penalty whatsoever. 

This study has received clearance by the Carleton University Psychology Research Ethics 
Board (Study Number 10-158) 

/ have read the above description of the study. The data collected will be used in 
research publications and/or for teaching purposes. My sign-in indicates that I agree to 
participate in the study, and this in no way constitutes a waiver of my rights. 

Full Name (please print): 

Participant Signature: Date: 

Researcher Signature: Date: 

The following people are involved in this research project and may be contacted at any 
time if you have any further questions about the project, what it means, or concerns about 
how it was conducted: 

Dr. H. Anisman, Faculty Member, Department of Psychology 
Phone: 520-2699 
Email: I Ianisman@ccs.carleton.ca 

Dr. K. Matheson, Faculty Member, Department of Psychology 
Phone: 520-2684 
Email: Kim Matheson@caiieton.ca 

Andrea Perna, Graduate Researcher, Department of Psychology 
Phone: 520-2600 ext. 4199 
Email: aperna@conncct.carleton.ca 

If you have any ethical concerns about how this study was conducted, please contact 
either of the following: 

Dr. Monique Senechal, Department of Psychology Ethics Committee at Carleton 
University, 
613 520-2600 ext. 1155 

Dr. Janet. Mantler, Chair, Department of Psychology, 520-2600 ext. 4173 

mailto:Ianisman@ccs.carleton.ca
mailto:Matheson@caiieton.ca
mailto:aperna@conncct.carleton.ca
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Appendix C 

Debriefing 

What are we trying to learn in this research? 
The goal of the present study is to identify whether emotional awareness and the intensity 
with which we experience emotions influence individual levels of anxiety, perceived 
stress, perceived social support and unsupport, as well as coping strategies used to deal 
with ambiguous situations. Furthermore, such factors are thought to determine the 
endorsement of specific attitudes and behaviours regarding help-seeking. Previous 
research has shown that individuals who were least skilled at understanding and 
managing their emotions also had the lowest intentions of seeking help. With such 
findings in mind, the present study aims to investigate the link between emotional 
awareness and help-seeking attitudes and behaviours. 

What are the hypotheses and predictions? 
The present study investigates individual differences in help-seeking attitudes and 
behaviours, as well as the stigmas associated with how individuals feel about themselves 
for seeking help and how they believe others perceive them for seeking help. We 
hypothesize that individual differences in emotional reactivity and awareness will 
influence help-seeking attitudes and behaviours. We expect to see differences in self- and 
social perceptions based on individual degrees of emotional reactivity, which will in turn 
influence help-seeking attitudes and behaviours. 

Contact Information 

The following people are involved in this research project and may be contacted at any 
time if you have any further questions about the project, what it means, or concerns about 
how it was conducted: 

Dr. H. Anisman, Faculty Member, Department of Psychology 
Phone: 520-2699 
Email: Hanisman(o),ccs.carlelon.ca 

Dr. K. Matheson, Faculty Member, Department of Psychology 
Phone: 520-2684 
Email: KimJVtatheson(S)carleton.ca 

Andrea Perna, Graduate Researcher, Department of Psychology 
Phone: 520-2600 ext. 4199 
Email: aperna@connect.carleton.ca 

If you have any ethical concerns about how this study was conducted, please contact 
either of the following: 

Dr. Monique Senechal, Department of Psychology Ethics Committee at Carleton 
University, 

mailto:aperna@connect.carleton.ca
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613-520-2600 ext. 1155 

Dr. Janet. Mantler, Chair, Department of Psychology, 520-2600 ext. 4173 

If you have any worries or concerns about your personal well-being, or study skills, you 
can contact the following services: 

Carleton University Health and Counseling Services 520-6674 
Student Services 520-3663 
Student Academic Success Centre 520-7850 
International Student Services Office 520-6600 
First in Family Peer Mentor Program 520-7595 
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Appendix D 

Suicidal Ideation Protocol 

IN-PERSON/TELEPHONE SITUATIONS 
Check the Beck item 9 immediately (e.g., while getting credit information and 
debriefing ready). 

If the Beck item 9 is 0 or 1, nothing is done except to give credit and debriefing. The 
debriefing includes a summary of the goals of the study, as well as a list of contact 
numbers (e.g., health and counseling services, etc.). 

If the Beck item 9 is 2a and/or summative score is of 30 or more, the participant is 
reminded of counseling services available at Carleton, and in the community. Credit and 
debriefing are subsequently given. If there are many participants (group questionnaire 
setting) and it is not feasible to remind the participant privately of services, then the credit 
and debriefing sheet are provided and the participant is called within 24 hours. During 
the phone call, the participant is informed that the call back is part of the study's protocol, 
and he or she is reminded of the information contained on the debriefing sheet. 

If the BECK item 9 is 2b, c or 3, and/or summative score is of 30 or more, if possible, 
the participant is spoken to privately. If speaking with the participant privately is not 
feasible (group setting), then the participant is called as soon as possible. For this 
particular study, participants will be taken aside separately when given the debriefing 
information; thus if any additional debriefing is required, this will be given privately. The 
researcher will state that they have noticed the Beck item, and that they are concerned 
about their welfare. The summarized seven-step protocol (below) is then implemented. 

The following will be assessed: 
1. The length of time that participant has had suicidal thoughts. 
2. Whether the participant has talked to anyone regarding these thoughts. 
3. Whether the participant is currently seeing a therapist. 
4. Whether the participant has a plan and the means to carry out their plan 
5. Whether the thought to carry out their plan is imminent 
6. If plan is imminent then the protocol outlined below will be followed. 

NOTE: Keep a written record documenting the assessment. 

ADDITIONAL DETAILS: 
The plan and means. The participant is questioned about the plan and the means to 
carry out this plan. Examples of plans are such things as taking large amounts of 
painkillers, and means are having lots of painkillers available. You don't have to give 
examples of plans, just ask whether they have thought about how they would do it. 

If there are no plans, or there are plans but no means (e.g., take painkillers but none 
around), remind the participant of counseling services available in the community and 
also the ER at the hospital. If the participant is also seeing a therapist, it is suggested that 
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the participant speak with the therapist about this. Then the credit and debriefing are 
given. 
If there are both plans and means, the participant is asked whether thoughts to carry 
out this plan are imminent (that is, are they thinking of doing this very soon? For 
example, within the next day). 

If not imminent, OR have plans and means but don't think they would carry them 
out (e.g., yes, I've thought about doing it occasionally and have the meds but realize I 
could not go through with it), the participant is reminded of counseling services available 
in the community, and also the ER at the hospital. If also seeing a therapist, it is 
suggested that the participant speak with their therapist about this. Then the credit and 
debriefing are given. 

If means are available and plan is imminent, and there is good reason to believe that 
then individual may in fact carry out the suicidal thoughts soon, then the participant 
is informed that you will be calling 911 because you are very concerned that they will 
harm themselves. During the 911 call, the police are informed of the individual's 
imminent intent to commit suicide. The person's name and phone are given to the police. 
This step involves breaking confidentiality, but the welfare of the participant takes 
priority (APA and CPA and Tri-Council guideline 3.1). 911 will take it from there. The 
situation is documented, and your supervisor and ethics chair are contacted. 

Things NOT TO DO in both in-person and telephone situations 
Do not give out your lab number as a resource for somewhere to call for help. 

Do not give out home phone numbers of research personnel. 

Do not intervene directly with the participant. That is, do not escort the person to the 
hospital or health services. If a participant does call the lab for help, refer them again to 
the resources, such as Health Services or the Distress Centre or hospital. Assess for 
immediacy of suicidal intention, and follow the steps outlined above, such as finding out 
if there is someone else there, calling 911 directly if there is imminent suicidal intent, etc. 

Do not engage in a helping relationship with the person. Provide the information about 
resources, but, for example, do not make follow-up calls to check up on the person and 
see how they are doing. 

Do not do any of this assessment and suicidal screening if you do not feel confident 
about it. Refer it to your supervisor. 
BDI item 9 
9. 0 = I don't have thoughts of harming myself 

1 =1 have thoughts of harming myself but I would not carry them out 
2a = I feel I would be better off dead 
2b = I have definite plans about committing suicide 
2c = I feel my family would be better off if I were dead 
3 =1 would kill myself if I could 
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Appendix E 

Background Information 

Age: Sex: 

Year of study: 1st year 2nd year 3rd year 4th year 

What is your citizenship status? 

Canadian citizen Since what year? Country of origin 

(**If not born in Canada) (**If not born in 

Canada) 

Landed immigrant Since what year? Country of origin 

Student visa Since what year? Country of origin 

What is your first language? 

If your first language is not English, how long have you been fluent in reading, writing 
and comprehension of the English language? 

What is your ethnic/racial background? Please select the one that best applies to you. 

Asian (e.g., Chinese, Japanese, Korean) 
South Asian (e.g., East Indian, Pakistani, Punjabi, Sri Lankan) 
South East Asian (e.g., Cambodian, Indonesian, Laotian) 
Arab/West Asian (e.g., Armenian, Egyptian, Iranian, Lebanese, Moroccan) 

_Black (e.g., African, Haitian, Jamaican, Somali) 
Latin American/Hispanic 
Aboriginal 
White/Euro-Caucasian 
Other (please specify): 

What is your religious affiliation? Please select the one that best applies to you. 
None—Atheist (e.g., belief that there is NO God) 
None—Agnostic (e.g., belief that the existence of God cannot be known) 
Protestant (e.g., United, Anglican, Baptist, Presbyterian, Lutheran, Pentecostal, 

Mennonite, 
"Christian") 

Catholic (e.g., Roman Catholic, Ukrainian Catholic) 
Jewish 
Muslim 
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Buddhist 
Hindu 
Sikh 
Baha'i 

Other (please specify): 

What is your current relationship status? Please select the one that best applies to you. 

Single, and not seeing anyone 

Going out with someone 

In a serious dating relationship 

Have recently broken up Please specify how many weeks ago you broke 

up 

Living with an intimate other 

Engaged 

Married 

Separated/Divorced Please specify how many months ago you separated 

Widowed 

If you are in a current relationship, is this relationship a source of support to you? 

-3 -2 -1 +1 +2 +3 
Extremely Moderately Slightly Slightly Moderately Extremely 

Unsupportive unsupportive supportive supportive 

Is your family a source of support to you? 

-3 -2 -1 +1 +2 +3 
Extremely Moderately Slightly Slightly Moderately Extremely 

Unsupportive unsupportive supportive supportive 

Are your friends a source of support for you? 
-3 -2 -1 +1 +2 +3 

Extremely Moderately Slightly Slightly Moderately Extremely 
Unsupportive unsupportive supportive supportive 

a) Have you had or do you currently have any health related (i.e., medical) illnesses 

or physical conditions? Please select the one that best applies to you. 
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No, I don't 

Yes, I did but I no longer do 

Yes, I do 
b) If YES, please specify illness/condition you had/have 

c) If YES, please specify treatment received or currently receiving 

a) Have you ever experienced a psychological disorder/condition (e.g., depression or 

anxiety)? No Yes 

b) If YES, please specify disorder/condition 

c) If YES, have you ever sought treatment for these symptoms? 
No Yes 

d) i) If YES you have sought treatment, please specify type 

ii) If YES, have you ever been in psychological therapy or 65ounseling? 
Please select the one that best applies to you. 

No, I have never been in therapy 

Yes, but I am no longer 

Yes, and still am 

e) If YES you have sought treatment, how long ago were you in, or have you been in 

therapy? 

Began month/year and continued until month/year 

In your opinion, how would you describe your health? 
Poor 

Fair 

Good 

Very good 

Excellent 
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Appendix F 

BDI- 21 item scale 

On this questionnaire are groups of statements. Please read the entire group of statements 
in each category. Then pick out ONE statement in that group which best describes the 
way you feel. Check off the number beside the statement you have chosen. 

1. 0 = I do not feel sad 
1 = I feel sad or blue 
2a = I am blue or sad all of the time and I can't snap out of it 
2b = I am so sad or unhappy that it is very painful 
3 = I am so sad or unhappy that I can't stand it 

2. 0 = I am not particularly pessimistic or discouraged about the future 
1 = I feel discouraged about the future 
2a = I feel I have nothing to look forward to 
2b = I feel I won't every get over my troubles 
3 = 1 feel that the future is hopeless and things cannot improve 

3. 0 = I do not feel like a failure 
1 = 1 feel I have failed more than the average person 
2a = I feel I have accomplished very little that is worthwhile or that means anything 
2b = As I look back on my life, all I can see is a lot of failures 
3 = 1 feel I am a complete failure as a person 

4. 0 = I am not particularly dissatisfied 
la = I feel bored most of the time 
lb = I don't enjoy things the way I used to 
2 = I don't get satisfaction out of anything anymore 
3 = I am dissatisfied with everything 

0 = 1 don't feel particularly guilty 
1 = I feel bad or unworthy a good part of the time 
2a = I feel quite guilty 
2b = I feel bad or unworthy practically of the time now 
3 = 1 feel as though I am very bad or worthless 

6. 0 = 1 don't feel I am being punished 
1 = I have a feeling that something bad may happen to me 
2 = 1 feel I am being punished or will be punished 
3a = I feel I deserve to be punished 
3b = I want to be punished 
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0 = 1 don't feel disappointed in myself 
la = I am disappointed in myself 
lb = I don't like myself 
2 = I am disgusted with myself 
3 = 1 hate myself 

0 = I do not feel I am any worse than anybody else 
1 = I am very critical of myself for my weaknesses or mistakes 
2a = I blame myself for everything that goes wrong 
2b = I feel I have many bad faults 

0 = 1 don't have thoughts of harming myself 
1 =1 have thoughts of harming myself but I would not carry them out 
2a = I feel I would be better off dead 
2b = I have definite plans about committing suicide 
2c = I feel my family would be better off if I were dead 
3 =1 would kill myself if I could 

0 = 1 don't cry anymore than usual 
1 = 1 cry more now than I used to 
2 = 1 cry all the time now. I can't stop it 
3 = 1 used to be able to cry but now I can't cry at all even though I want to 

0 = I am no more irritatble than usual 
1 = I am more irritable than usual 
2 = I am much more irritable than usual 
3 = I am irritable all the time. 

0 = 1 have not lost interest in other people 
1 = I am less interested in other people than I used to be 
2 = 1 have lost most of my interest in other people and I have little feeling for them 
3 = 1 have lost all my interest in other people and don't care about them at all 

0 = 1 make decisions about as well as ever 
1 = I am less sure of myself now and try to put off making decisions 
2 = 1 can't make decisions anymore without help 
3 = 1 can't make decisions at all anymore 

0 = 1 don't feel I look any worse than I used to 
1 = I am worried that I am looking old or unattractive 
2 = 1 feel that there are permanent changes in my appearance and they make me 

look unattractive 
3 = 1 feel that I am ugly or repulsive looking 



0 = 1 can work about as well as before 
la = It takes extra effort to get started at doing something 
lb = I don't work as well as I used to 
2 = I have to push myself very hard to do anything 
3 = 1 can't do any work at all 

0 = 1 can sleep as well as usual 
1 = I wake up more tired in the morning than I used to 
2 = 1 wake up 1 -2 hours earlier than usual and find it hard to get back to sleep 
3 = 1 wake up early every day and can't get more than 5 hours sleep 

0 = 1 don't get anymore tired than usual 
1 = I get tired more easily than I used to 
2 = I get tired from doing anything 
3 = I get too tired to do anything 

0 = My appetite is no worse than usual 
1 = My appetite is not as good as it used to be 
2 = My appetite is much worse now 
3 = 1 have no appetite at all any more 

0 = 1 haven't lost much weight, if any, lately 
1 = 1 have lost more than 5 pounds 
2 = 1 have lost more than 10 pounds 
3 = 1 have lost more than 15 pounds 

0 = I am no more concerned about my health than usual 
1 = 1 am concerned about aches and pains or upset stomach or constipation or 

other unpleasant feelings in my body 
2 = I am so concerned with how I feel or what I feel that it's hard to think of 

much else 
3 = I am completely absorbed in what I feel 

0 = 1 have not noticed any recent change in my interest in sex 
1 = I am less interested in sex than I used to be 
2 = I am much less interested in sex now 
3 = 1 have lost interest in sex completely 
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Appendix G 

SCSR 

Please answer the following questions about yourself. For each of the statements, indicate 
how much each statement is like you by using the 3 point scale shown below. 
Please be as honest as you can throughout, and try not to let your responses to one 
question influence your response to other questions. There are no right or wrong answers. 

0 = not like me at all 
1 = a little like me 
2 = somewhat like me 
3 = a lot like me 

1. I'm always trying to figure myself out. 

2. I'm concerned about my style of doing things. 

3. It takes me time to get over my shyness in new situations. 

4.1 think about myself a lot. 

5.1 care a lot about how I present myself to others. 

6.1 often daydream about myself. 

7. It's hard for me to work when someone is watching me. 

8.1 never take a hard look at myself. 

9.1 get embarrassed very easily. 

10. I'm self-conscious about the way I look. 

11. It's easy for me to talk to strangers. 

12.1 generally pay attention to my inner feelings. 

13.1 usually worry about making a good impression. 

14. I'm constantly thinking about my reasons for doing things. 

15.1 feel nervous when I speak in front of a group. 

16. Before I leave my house, I check how I look. 

17.1 sometimes step back (in my mind) in order to examine myself from a distance. 

18. I'm concerned about what other people think of me. 

19. I'm quick to notice changes in my mood. 

20. I'm usually aware of my appearance. 

21.1 know the way my mind works when I work through a problem. 

22. Large groups make me nervous. 
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Appendix H 

RSE 

Please indicate your degree of agreement or disagreement with each of the following 
statements by circling the appropriate option for each statement. 

- 3 - 2 - 1 0 1 2 3 
Strongly Moderately Mildly Neither true Mildly Moderately Strongly 
untrue of me nor untrue true of 
me 

1. 

2. 

3. 

4. 

5. 

6. 

7. 

8. 

9. 

10 

On the whole, I am satisfied with myself 

At times I think I am no good at all. 

I feel that I have a number of good qualities. 

I am able to do things as well as most other people. 

I feel I do not have much to be proud of. 

I certainly feel useless at times. 

I feel that I'm a person of worth, at least on an 
equal plane with others. 

I wish I could have more respect for myself. 

All in all, I am inclined to feel that I am a failure. 

. I take a positive attitude toward myself. 

-3 

-3 

-3 

-3 

-3 

-3 

-3 

-3 

-3 

-3 

-2 -

-2 -

-2 -] 

-2 -] 

-2 -1 

-2 -] 

-2 -1 

-2 -1 

-2 -1 

-2 -1 

I 0 

I 0 

1 0 

[ 0 

[ 0 1 

I 0 ] 

[ 0 1 

0 1 

0 1 

0 1 

I 2 

I 2 

[ 2 

I 2 

I 2 

[ 2 

[ 2 

2 

2 

2 

3 

3 

3 

3 

3 

3 

3 

3 

3 

3 
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Appendix I 

CSSS 

In the past, how often did you receive these activities from other people in the past 
month? Please read each statement carefully and circle or underline the answer that best 
describes your experience. 

1. Someone gave you some information to help you understand a situation 
Not at all Once or twice About once a week Several times a week About every 
day 

2. People who have helped you have checked back to see if you have followed 
their advice 

Not at all Once or twice About once a week Several times a week About every 
day 

3. Others gave you information on how to do something 

Not at all Once or twice About once a week Several times a week About every 
day 

4. Others gave you feedback on how you were doing without saying it was good 
or bad 

Not at all Once or twice About once a week Several times a week About every 
day 

5. Others told you that you were O.K. just the way you are 

Not at all Once or twice About once a week Several times a week About every 
day 

6. Others have expressed interest and concern in your well-being 

Not at all Once or twice About once a week Several times a week About every 
day 
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7. Others listened to you talk about your private feelings 

Not at all Once or twice About once a week Several times a week About every 
day 

8. Other have joked and kidded to try to cheer you up 

Not at all Once or twice About once a week Several times a week About every 
day 

9. Others have provided you with transportation 

Not at all Once or twice About once a week Several times a week About every 
day 

10. Others have pitched in to help do something that needed to be done 

Not at all Once or twice About once a week Several times a week About every 
day 

11. Others have provided you with a place where you could get away for a while 
Not at all Once or twice About once a week Several times a week About every 
day 

12. Others have loaned or given you something (a physical object other than 
money) that you needed 

Not at all Once or twice About once a week Several times a week About every 
day 
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Appendix J 

USII 

Think about times during the past month that you have talked with other people about 
events in your life. Please circle the appropriate answer in regards to how much of the 
following responses you have received from others. 

1. Did not seem to want to hear about it. 

2. Refused to take me seriously. 

3. Changed the subject before I wanted to. 

4. Refused to provide the type of help or support 
I was asking for. 

5. When I was talking about it, the person didn't 
give me enough time, or would make me feel like I 
should hurry. 

6. Discouraged me from expressing feelings such 
as anger, hurt or sadness. 

7. Did not seem to know what to say, or seemed 
afraid of saying or doing the "wrong" thing. 

8. Seemed to be telling me what he or she thought 
I wanted to hear. 

9. From voice tone, expression, or body language, I 
got the feeling he or she was uncomfortable 
talking about it. 

10. Tried to cheer me up when I was not ready to. 

11. Responded with uninvited physical touching 
(e.g., hugging). 

12. Did things for me that I would want to do and 
could do myself. 

13. Felt that I should stop worrying about the event 
and just forget about it. 

14. Told me to be strong, to keep my chin up, or that I 
should not let it bother me. 

15. Felt that I should focus on the present or the future 
and that I should forget about what has 
happened and get on with my life. 

None 

0 

0 

0 

0 

2 

2 

2 

2 

3 

3 

3 

3 

A lot 

4 

4 

4 

4 

0 

0 

0 1 

0 1 

0 1 

0 1 

0 1 

0 1 

0 1 

0 1 

I 2 

[ 2 

[ 2 

2 

2 

2 

2 

2 

2 

2 

3 

3 

3 

3 

3 

3 

3 

3 

3 

3 

4 

4 

4 

4 

4 

4 

4 

4 

4 

4 



16. Felt that it could have been worse or was not as 
bad as I thought. 
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None A lot 

17. Said that I should look on the bright side. 

18. Felt that I was overreacting. 

19. Asked "why" questions about my role in the event. 

20. Made "Should or shouldn't have" comments 
about my role in the event. 

21. Told me that I had gotten myself into the 
situation in the first place, and now must deal 
with the consequences. 

22. Blamed me, or tried to make me feel responsible 
for the event. 

23. Made "I told you so" or similar comments. 

24. Seemed to be disappointed in me. 

0 

0 

0 

0 

1 

1 

1 

1 

2 

2 

2 

2 

3 

3 

3 

3 

4 

4 

4 

4 

0 

0 

2 

2 

4 

4 
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Appendix K 

FNE 

Questions: If a statement is true, or mostly true, as applied to you, answer TRUE. If a 
statement is false, or not usually true, as applied to you, then answer FALSE. 

Response options: T or F 

1. I rarely worry about seeming foolish to others. T F 

2. I worry about what people will think of me even when I know it doesn't 

make any difference. T F 

3. I become tense and jittery if I know someone is sizing me up. T F 

4. I am unconcerned even if I know people are forming an unfavourable 

impression of me. T F 

5. I feel very upset when I commit some social error. T F 

6. The opinions that important people have of me cause me little concern. T F 

7. I am often afraid that I may look ridiculous or make a fool of myself. T F 

8. I react very little when other people disapprove of me. T F 

9. I am frequently afraid of other people noticing my shortcomings. T F 

10. The disapproval of others would have little effect on me. T F 

11. If someone is evaluating me I tend to expect the worst. T F 

12. I rarely worry about what kind of impression I am making on someone. T F 

13. I am afraid that others will not approve of me. T F 

14. I am afraid that people will find fault with me. T F 

15. Other people's opinions of me do not bother me. T F 

16. I am not necessarily upset if I do not please someone. T F 

17. When I am talking to someone, I worry about what they may be thinking about me. T F 

18. I feel that you can't help social errors sometimes, so why worry about it. T F 

19. I am usually worried about what kind of impression I make. T F 

20. I worry a lot about what my superiors think of me. T F 

21. If I know someone is judging me, it has little effect on me. T F 

22. I worry that others will think I am not worthwhile. T F 

23. I worry very little about what others may think of me. T F 
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24. Sometimes I think I am too concerned with what other people think of me. T F 

25. I often worry that I will say or do the wrong things. T F 

26. I am often indifferent to the opinions others have of me. T F 

27. I am usually confident that others will have a favourable impression of me. T F 

28. I often worry that people who are important to me won't think very much of me. T F 

29. I brood about the opinions my friends have about me. T F 

30. I become tense and jittery if I know I am being judged by me superiors. T F 
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Appendix L 

PASH 

We are interested in your thoughts about seeking help from various services that are 
offered on campus. If you were experiencing a great deal of stress, were feeling 
overwhelmed and depressed, or extremely anxious, and the best source of help were 
the counselors at Health and Counseling Services, how would you feel about going 
to them for help. Please indicate how strongly you agree or disagree with the 
following statements: 

1. I would feel inadequate if I went to a mental health counselor for help. 

- 3 - 2 - 1 0 1 2 3 
Strongly Moderately Mildly Neither Mildly Moderately Strongly 
Disagree Disagree Disagree Agree nor Agree Agree Agree 

Disagree 

2. My self-confidence would NOT be threatened if I sought help from a mental 
health counselor. 

- 3 - 2 - 1 0 1 2 3 
Strongly Moderately Mildly Neither Mildly Moderately Strongly 
Disagree Disagree Disagree Agree nor Agree Agree Agree 

Disagree 

3. Seeking help from a mental health counselor would make me feel less intelligent. 

- 3 - 2 - 1 0 1 2 3 
Strongly Moderately Mildly Neither Mildly Moderately Strongly 
Disagree Disagree Disagree Agree nor Agree Agree Agree 

Disagree 

4. It would make me feel inferior to ask a mental health counselor for help. 

- 3 - 2 - 1 0 1 2 3 
Strongly Moderately Mildly Neither Mildly Moderately Strongly 
Disagree Disagree Disagree Agree nor Agree Agree Agree 

Disagree 

5. My self-confidence would remain the same if I sought help from a mental health 
counselor for a problem I could not solve. 
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- 3 - 2 - 1 0 1 2 3 
Strongly Moderately Mildly Neither Mildly Moderately Strongly 
Disagree Disagree Disagree Agree nor Agree Agree Agree 

Disagree 

6. I would feel worse about myself if I could not solve my own emotional problems. 

- 3 - 2 - 1 0 1 2 3 
Strongly Moderately Mildly Neither Mildly Moderately Strongly 
Disagree Disagree Disagree Agree nor Agree Agree Agree 

Disagree 

How do you think others would perceive you if they knew you had sought help from 
a mental health counselor. Please indicate how strongly you agree or disagree with 
the following statements: 

7. They would perceive me as inadequate for seeking help from a mental health 
counselor. 

- 3 - 2 - 1 0 1 2 3 
Strongly Moderately Mildly Neither Mildly Moderately Strongly 
Disagree Disagree Disagree Agree nor Agree Agree Agree 

Disagree 

8. My self-confidence would NOT be threatened if others knew that I sought help 
from a mental health counselor. 

- 3 - 2 - 1 0 1 2 3 
Strongly Moderately Mildly Neither Mildly Moderately Strongly 
Disagree Disagree Disagree Agree nor Agree Agree Agree 

Disagree 

9. Others would think I am less intelligent for seeking help from a mental health 
counselor. 

- 3 - 2 - 1 0 1 2 3 
Strongly Moderately Mildly Neither Mildly Moderately Strongly 
Disagree Disagree Disagree Agree nor Agree Agree Agree 

Disagree 



79 

-1 
Mildly 
disagree 

0 
Neither 

Agree nor 
Disagree 

1 
Mildly 
Agree 

2 
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Agree 

3 
Strongly 
Agree 

10. Others would see me as inferior for asking a mental health counselor for help. 

- 3 - 2 - 1 0 1 2 3 
Strongly Moderately Mildly Neither Mildly Moderately Strongly 
Disagree Disagree Disagree Agree nor Agree Agree Agree 

Disagree 

11. My self-confidence would remain the same if others knew that I sought help from 
a mental health counselor for a problem I could not solve. 

-3 -2 
Strongly Moderately 
Disagree Disagree 

12. Others would think worse of me if I could not solve my own emotional problems. 

- 3 - 2 - 1 0 1 2 3 
Strongly Moderately Mildly Neither Mildly Moderately Strongly 
Disagree Disagree Disagree Agree nor Agree Agree Agree 

Disagree 

How would you perceive others if you knew they had sought help from a mental 
health counselor? Please indicate how strongly you agree or disagree with the 
following statements: 

13.1 would perceive other people as inadequate for seeking help from a mental health 
counselor. 

- 3 - 2 - 1 0 1 2 3 
Strongly Moderately Mildly Neither Mildly Moderately Strongly 
Disagree Disagree Disagree Agree nor Agree Agree Agree 

Disagree 

14.1 do NOT believe that other people's self-confidence is threatened for seeking 
help from a mental health counselor. 

- 3 - 2 - 1 0 1 2 3 
Strongly Moderately Mildly Neither Mildly Moderately Strongly 
Disagree Disagree Disagree Agree nor Agree Agree Agree 

Disagree 
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15.1 would think that other people are less intelligent for seeking help from a mental 
health counselor. 

- 3 - 2 - 1 0 1 2 3 
Strongly Moderately Mildly Neither Mildly Moderately Strongly 
Disagree Disagree Disagree Agree nor Agree Agree Agree 

Disagree 

16.1 would see other people as inferior for asking a mental health counselor for help. 

- 3 - 2 - 1 0 1 2 3 
Strongly Moderately Mildly Neither Mildly Moderately Strongly 
Disagree Disagree Disagree Agree nor Agree Agree Agree 

Disagree 

17.1 believe that other people's self-confidence would remain the same if they knew 
that others knew they sought help from a mental health counselor for a problem 
they could not solve. 

- 3 - 2 - 1 0 1 2 3 
Strongly Moderately Mildly Neither Mildly Moderately Strongly 
Disagree Disagree Disagree Agree nor Agree Agree Agree 

Disagree 

18.1 would think worse of other people if they could not solve their emotional 
problems on their own. 

- 3 - 2 - 1 0 1 2 3 
Strongly Moderately Mildly Neither Mildly Moderately Strongly 
Disagree Disagree Disagree Agree nor Agree Agree Agree 

Disagree 


