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Erving Goffman’s 1963 essay on stigma is often cited as the inspiration for
decades of research on the topic, including the recent body of literature on societal
mental health stigma. Though he points out that the traditional definition of stigma
is “an attribute that is deeply discrediting”, Goffman notes that we need “a language
of relationships, not attributes” to fully understand how stigma operates (Goffman,
1963, p. 3). In a recent review of the conceptualization of stigma in social science
research, authors derive a more comprehensive and updated definition of the term,
“stigma exists when elements of labeling, stereotyping, separation, status loss, and
discrimination occur together in a power situation that allows them” (Link & Phelan,
2001, p. 377).

Stigma towards persons with emotional and behavioral disorders (EBD) has
been a focus of an increasing amount of recent literature and policy. This stigma has
been shown to pose a barrier to those who wish to seek mental health care and
more evidence is needed to better understand the mechanism at work in this
barrier. Stigmatized attitudes can be measured at an individual level, but stigma is
often felt, by individuals, at the level of community.

Children are at the center of a number of concentric and overlapping social
ecosystems, including family, neighborhood, school, religious organizations, and
mental health care systems. Each one of these settings has the potential to facilitate
access or present barriers to treatment for children through stigma towards those
who struggle with emotional and behavioral issues. Additionally, there are obstacles
for children in need of mental health care that are inherent to rural areas, including

stigma associated with living in close-knit communities, and the lack of access to



affordable care that is common in communities with limited resources (Boydell et
al., 2006; Komiti, Judd, & Jackson, 2006; Pullmann, VanHooser, Hoffman, &
Heflinger, 2010). The U.S. Department of Health and Human services estimates that
one in five children in the United States is living with a diagnosable mental illness,
and that two thirds of those children do not receive adequate mental health care
(2011b). In the last decade, researchers and policy makers have been paying greater
attention to the barrier that stigma poses to children in need of mental health care.
This stigma is felt by children and parents on an individual or family level, and is
influenced by community, culture, institution, and society (Corrigan, Markowitz, &
Watson, 2004; Link, Yang, Phelan, & Collins, 2004; Mukolo & Heflinger, 2011).
Although there is a very limited body of literature that focuses on the
intersection of youth, rurality, emotional and behavioral disorders, and stigma
associated with particular community settings, several studies address intersections
of two or more of these domains. This body of theoretical and empirical literature
addresses several axes, including mental health stigma and the community, mental
health stigma and children, how rural settings pose obstacles to those with EBD,
mental health care seeking and stigma, and community-level settings for stigma.
The population of interest — children with EBD who live in rural areas —
and the issues related to mental health service seeking is complex not only due to its
specificity, but also because of the multiplicative effect of intersecting obstacles and

vulnerabilities.



Mental Health Stigma, Community, and Society

Feeling like an outsider is rooted in the notion that there is a group to which
one does not belong. These groups, communities, or institutions are locations in
which stigma can operate intentionally or unintentionally to exclude stigmatized
individuals (Corrigan et al., 2004).

Although stigma of EBD is often conceptualized as society-level factor (Link
& Phelan, 2001), Corrigan, Markowitz, and Watson (2004) demonstrate that
institutional stigma formally and explicitly affects those with EBD through many
channels. State laws withhold rights from those with diagnosable EBD, and the
negative tone with which the news media describes persons with EBD contributes
to institutional-level stigma. In addition, Link and Phelan (2001) call attention to
the lowered social status of those with EBD that results in unintended, implicit, or
latent institutional discrimination. For instance, adults with EBD have difficulty
getting and staying employed, highly qualified mental health practitioners often
choose not to work with the most seriously ill populations (Link & Phelan, 2001),
and until health care reform is implemented, EBD can act as a preexisting condition
for which insurers raise health care premiums or deny coverage to those with
diagnoses (U.S. Department of Health and Human Services, 2011a). Although this
stigma occurs on the institutional level, it both influences and is influenced by
communities within and adjacent to specific institutions.

Researchers have reexamined the definition and model for stigma, in an
attempt to more completely understand the complexity of stigma of persons with

EBD (Pescosolido, Martin, Lang, & Olafsdottir, 2008). In their Framework Integrating



Normative Influences on Stigma (FINIS), authors propose a model of stigma that
includes micro-, meso-, and macro-level factors, labeled as the individual, the
treatment system, and the community. The authors note that those factors at levels
greater than the individual (micro-level) are those less thoroughly conceptualized,
studied, and understood. By examining stigma at multiple levels and embracing the
complexity of the process of stigma formation and the its impacts, Pescosolido and
colleagues (2008) add to the growing case for the inclusion of community-level
factors in any model of or intervention addressing stigma.
Children and Mental Health Stigma

Since mental health stigma emerged as an important focus of research in the
late 1990s, most new theory and research has concentrated on the stigmatization of
adults with EBD, and a much smaller body of research has addressed children
(Hinshaw, 2005). Hinshaw (2005) identifies stigma as a barrier to help-seeking by
parents for their children with mental health issues and highlighted the need for a
deeper understanding of the ramifications of this stigma. He also highlights the fact
that EBD in children and adolescents is a particularly non-static status, adding to the
complexity of modeling, measuring, and researching the impact that stigma may
have on childhood EBD and prognoses for children with diagnosable illness. Left
unexamined is the impact that stigma has on the development of children with EBD
as well as the changing nature of peer-to-peer stigma over time.

Children are implicitly included when taking into account meso- and macro-

level systems, but an explicit focus on this vulnerable and understudied population

is paramount in considering the impact that stigma has on children. Literature on



the impact of stigma on children with EBD is the focus of a recent, comprehensive
review of relevant literature performed by Mukolo, Heflinger, and Wallston (2010).
The authors identify several gaps in the literature, including empirical data on the
impact of community level stigma on children, factors that may increase the
negative effect of stigma on some individuals and groups, and the multiplicative
effect that being at the intersection of multiple stigmatized groups or settings may
have on children.

An indicator of increased attention to the subject in research, in May 2007,
the journal Psychiatric Services dedicated a section of an issue to several articles that
focused on the results of a national survey on children’s mental health, an action
deemed necessary due to the gap in research on stigmatized beliefs specific to
children with EBD. The National Stigma Study-Children was a 15-minute module
added to the 2002 General Social Survey (Pescosolido, 2007). The survey asks
participants to comment on vignettes in order to assess various elements of stigma
attached to children with mental health issues. Four groups of authors’ analyses of
this data from a nationally representative sample of 1,393 individuals in the U.S.
were presented in the issue.

Authors analyze responses to questions that reveal participants’ perceptions
that children with EBD are violent to themselves or to others, and the participants’
beliefs about whether children with EBD, specifically attention-deficit hyperactivity
disorder (ADHD) or depression, should be required to receive treatment
(Pescosolido, Fettes, Martin, Monahan, & McLeod, 2007). Children with EBD are

significantly more likely to be perceived as violent both to themselves or others than



are children without EBD, despite research indicating that children with EBD are not
more likely to be violent (Pescosolido, Fettes, et al.,, 2007). Furthermore,
participants are significantly more likely to recommend that children with physical
illness be required to receive medical attention (whether this was doctor visits,
medication, or hospitalization) than children with EBD. An examination of the
public’s beliefs, attitudes, and understanding of EBD reveals misconceptions,
negative perceptions, and limited knowledge of the disorder among a large portion
of survey participants (McLeod, Fettes, Jensen, Pescosolido, & Martin, 2007). This
lack of knowledge on the part of survey participants may add to or perpetuate their
stigmatized attitudes about this population, though authors do not address
stigmatized attitudes in correlation with lack of knowledge about EBD.

The stigma associated specifically with children with EBD is different from
that associated with adults with EBD (Perry, Pescosolido, Martin, McLeod, & Jensen,
2007). Analysis of survey data reveals that participants consider mental health
issues occurring in childhood more serious than those experienced by adults, and
consider children with EBD more violent than adults. In addition, respondents are
more likely to recommend that caregivers seek mental health treatment for children
with EBD than adults, however, they are less likely to endorse talking to friends and
family about children with EBD than adults (Perry et al., 2007).

Evidence indicates that many people desire social distance from children
with EBD, as evidenced by the fact that approximately 20% of participants are
reluctant to interact with or have their children interact with a child with EBD and

his or her family (Martin, Pescosolido, Olafsdottir, & McLeod, 2007). White



participants and women are less likely to indicate that they would prefer to not
interact socially with a mentally ill child and his or her family. Having a higher level
of education is significantly correlated with this lower preference for social distance
as well (Mukolo & Heflinger, 2011). These differences across demographic
subgroups suggest a potentially rich area of future research addressing culturally-
bound variation in stigmatized attitudes and mechanisms that drives these
attitudes.
Potential Obstacles Associated with Living in Rural Areas

A preference for social distance from children with EBD and their families is
not associated with living in an urban, suburban, or rural area in data analyzed from
the 2002 NSS-C survey (Mukolo & Heflinger, 2011). However, rural settings in
particular have been shown to present some unique obstacles for children with EBD
and their families (Boydell et al., 2006; Jameson & Blank, 2007; Pullmann et al.,
2010). The characteristics inherent to rural communities can be viewed as either
stigma-producing barriers, or strengths that may lead to support for children with
EBD and their families (Pullmann et al., 2010). In interviews conducted in a rural
community in the Southeastern United States, participants associate a high level of
information sharing in small communities with both shame that others may be
aware of mental health issues in their families and with the potential for others to
provide support (Pullmann et al., 2010). This study’s results also touch on an
obstacle identified in multiple studies conducted in the U.S., Canada, and Australia:
there is limited to access to mental health care in rural areas (Boydell et al., 2006;

Jameson & Blank, 2007; Komiti et al.,, 2006; Pullmann et al., 2010). In addition to



stigma and a lack of providers, accessing existing providers, paying for care, and a
lack of information about mental health issues have been identified as barriers in
rural settings (Pullmann et al., 2010).

Among the challenges to performing research in rural areas, such as small
sample sizes and distance from research centers, Jamseon and Blank (2007) identify
the absence of a consistent definition of what constitutes a rural community as a
significant barrier to advocating for policy to support targeted populations. An
examination of the various definitions of rural communities in stigma research may
also facilitate interdisciplinary research partnerships, and help researchers identify
funding for additional research on various issues affecting rural communities.

Stigma and Seeking Mental Health Care

Results comparing data on the willingness to seek mental health care from
the early 1990s and the early 2000s show a marked increase in positive attitudes
about seeking help for oneself (Mojtabai, 2007). Despite this increase, researchers
report that only 40% of participants would definitely seek help for a mental health
issue, and several other studies painted an even less positive picture of individuals’
willingness to seek mental health care. A large majority (88%) of study participants
living in a rural part of Australia report that they would be reluctant to seek help for
EBD because of what others might think (Komiti et al., 2006).

Resistance to view mental health care as socially acceptable is seen in the
results from the NSS-C, discussed previously in this piece, in the form of negative

attitudes about psychotropic dugs, perceived stigma related to seeking help for both



children and parents, and distrust of health care providers (Pescosolido, Perry,
Martin, McLeod, & Jensen, 2007).

Heflinger and Hinshaw (2010) identify the potential role for mental health
care practitioners and the institutions in which they work in perpetuating the
stigma related to mental health care seeking that may serve as a barrier to pursuing
and receiving care for children with EBD and their parents. The authors identify a
need for research to focus on both individual and community level factors that
influence and are affected by stigma.

Although stigma may be identified by parents and other adults as a barrier to
help seeking for children with EBD, there is evidence indicating that the impact of
stigma on children may change as they age. A large longitudinal study of college
undergraduates and graduate students finds no significant relationship between
students who identify as having used mental health care and their perception of
stigma as a barrier to their decision to seek help (Golberstein, Eisenberg, & Gollust,
2008, 2009). Baseline survey results reveal that participants do associate stigma
with the use of care, but these results vary across sample subgroups, are lower than
previous studies estimated, and are not perceived as a barrier to those who wished
to seek care (Golberstein et al., 2008). A follow up study conducted two years later,
that includs about one quarter of students from the baseline study corroborates
these results (Golberstein et al., 2009). Researchers suggest that university students
may be less vulnerable to the effect of stigma on help seeking than previously
studied populations, such as adults with EBD or parents of mentally ill children.

Although previous findings support the notion that there are high levels of stigma



towards those who seek help, the stigma may not be as strong of a barrier for some
as previously thought (Golberstein et al.,, 2008). The result of this study may also be
a result of the ameliorating affect of education on mental health stigma, as seen in
results from the NSS-C.

Among obstacles to conducting studies on this topic, research in the area of
mental health care seeking may be hindered by branding or labeling issues.
Researchers have found that mental health care branding issues can lead to an
under reporting of mental health care seeking by parents who do not identify their
care provider as a mental health care provider, despite the provider explicitly
identifying that way (Reid, Tobon, & Shanley, 2008). Parents are more likely to
report that they sought services when asked about specific agencies that provide
mental health care (100% of parents indicated that they contacted a specific
agency), than if they are asked more generally if they sought mental health services
(only 41% reported having done this). Implications of this study point to a need for
thoughtful wording of survey items aimed at gauging level of mental health service
seeking and use.

Child Mental Health Stigma within Community Settings

In addition to neighborhoods and religious organizations, most children in
the U.S. are part of school communities. School provides a unique setting for stigma,
but also a potential setting for resistance to stigma and a change in beliefs and
attitudes about childhood EBD.

Results from the analysis of qualitative data indicate that children’s attitudes

and beliefs about EBD are formed while they are young and that personal
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experience with EBD and mental health care can be leveraged to result in positive
attitudes, perceptions, and stigma reduction (Chandra & Minkovitz, 2007). Findings
from interviews with 57 8t grade students indicate that teens are aware of the
stigmatized attitudes that peers, parents, and teachers have about those who have
EBD seek mental health care. The school setting provides a particularly well-suited
environment for education about EBD and mental health care, that can work to
counteract negative stereotypes and stigma about EBD and mental health care
seeking.

A number of researchers have succeeded in changing stigmatized attitudes
through school-based interventions in the United States and abroad (Conrad et al,,
2009; Schulze, Richter-Werling, Matschinger, & Angermeyer, 2003; Watson et al.,
2004). However, this research needs to be replicated with larger samples, more
diverse populations, and should include caregivers, teachers, and community
members.

Furthermore, religious organizations provide another pertinent setting for
implementation of stigma-reducing interventions among children and across
generations, although researchers have yet to access these potentially highly
accepting venues for such programs. In rural areas of the U.S. especially, religious
organizations might provide a unique site for stigma reduction programs due to the
important and highly influential role that religious congregations often play in small
communities. In fact, results from a recent study that focused on attitudes about

mental health care among rural African American participants indicated that church,
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family, and school are ideal settings for support (Murry, Heflinger, Suiter, & Brody,
2011).

There is a need for research focusing explicitly on neighborhood or
workplace-related stigma of children with EBD, though these settings are implicated
in much of the research on community stigma. In addition, little research examines
mental health stigma in the context of racial, ethnic, and socioeconomic difference,
and that which does finds little to no differences among groups (Mukolo & Heflinger,
2011). Research with more racially, ethnically, and socioeconomically diverse
samples could yield valuable information about differences in stigma related to EBD
across population groups in the U.S.

Present Study

The current research focuses on a population at the intersection of multiple
vulnerable axes as well as a number of concentric and overlapping settings: children
and caregivers living in a rural area and the stigma associated with both service-
seeking and specific community settings. The goals of this study are threefold: 1) to
examine and compare levels of stigma towards children with EBD and their families
specific to certain community settings, 2) to examine the factor structure of an
existing measure of stigma related to service seeking, and 3) to examine the
relationship between child and family characteristics, mental health stigma related
to community settings, and stigma related to service-seeking in order to identify
significant predictors of caregivers’ perceived stigma related to seeking service for a

child with EBD.
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Methods

This study employs secondary analysis of an existing set of quantitative
survey data. The focus of this analysis includes survey items related to demographic
characteristics of caregivers and children, stigma in specific community settings,
and stigma associated with help-seeking.

Participant Characteristics

Caregivers who brought children to a pediatric clinic in a predominantly
white, rural, Appalachian county in Tennessee completed surveys in the clinic
waiting room. Caregivers brought children to the clinic for general pediatric care,
not necessarily for issues related to EBD.

Measures and Covariates

The survey included measures of demographic characteristics, public and
personal stigma, caregivers’ report of level of child impairment, and familiarity with
mental health issues.

Demographic questionnaire.

A set of demographic questions was used to collect information on
caregivers’ age, sex, race, level of education, and age of the child the caregiver
brought to the doctor’s office.

Familiarity with mental health issues.

The survey asked caregivers to indicate how familiar they were with
emotional and behavioral issues on a four-point scale that included not at all

familiar, a little familiar, somewhat familiar, and very familiar. In addition,
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participants were asked to indicate if they knew a family member, a friend, and
acquaintance, or someone at work who had emotional and behavioral problems.

Emotional and behavioral issues.

A measure adapted from the Columbia Impairment Scale (CIS) (Bird, Shaffer,
Fisher, Gould, & et al.,, 1993) was used to assess level of emotional and behavioral
issues of the child that the participants completing the survey brought to the
doctor’s office.

Community setting-specific stigma

Participants were asked to rate thirty items related to stigmatized ideas,
beliefs, and attitudes that others may have about a child or teenager with EBD on a
6-point scale ranging from strongly disagree to strongly agree. Current research
identifies four setting-specific subscales related to stigmatized ideas, beliefs, and
attitudes of others: neighborhood, school, workplace, and church.

The survey asks caregivers to rate statements about how others in each
setting would feel about a child or adolescent with EBD or his or her parent, e.g.
Children with emotional and behavioral problems should be discouraged from
attending church, or Many people do not want a family with a child with emotional
and behavioral problems living in their neighborhood.

There are three items in the neighborhood stigma subscale (a =.83), five
items in the school subscale (a =.84), four items in the workplace subscale (a = .82),

and three items in the church subscale (a =.84).
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Service-seeking stigma.

The dependent variable in this study is derived from an 18-item scale related
to how seeking mental health services for a child would make them feel and what
they thought others would feel about their seeking services from a counselor,
therapist, or psychologist for their child’s behavior . The measure was adapted from
one developed by researchers working in a similar setting (Polaha, Dalton, & Allen,
2011). The first seven of these items, related to the participants’ own feelings, make
up the personal service seeking stigma subscale (a =.94), and the last eleven items
make up the others’ service seeking stigma subscale (a =.93).

Quantitative Data Analysis

Quantitative data analyses were performed using STATA version 12.
Descriptive statistics were calculated, as well as correlations among independent,
dependent, demographic, and control variables to confirm normality of collected
data and account for any unanticipated relationships among variables. An analysis
of variance (ANOVA) was performed in order to determine whether there were
significant differences among setting-specific community stigma subscales, and t-
tests were used to examine specific differences among these subscales.

To assure the validity of using the previously constructed service-seeking
stigma scales, a confirmatory factor analysis was performed.

Finally, regression analysis was used to assess the predictive value of the
independent variables (setting-level stigma) on the dependent variables (service-
seeking stigma), holding a number of characteristics (described in more detail in

results section) constant.
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Six models each were used to assess predictors of service-seeking stigma of
caregivers themselves, and service-seeking stigma that caregivers perceived others
felt. In each series of regression models, model 1 contains six demographic
characteristics. Most of these pertain to the survey respondent (the caregiver): age,
sex, race, whether or not the caregiver completed high school or an equivalent, and
whether the caregiver had any familiarity with mental health issues. The last
characteristic is child impairment (as indicated by results of the CIS, described
earlier).

The four subsequent models contain one of each of the four setting-specific
stigma subscales (neighborhood, workplace, school, and church) in addition to the
demographic characteristics, and the final model controlled for all demographics
and all setting-specific subscales.

Results

A total of 185 surveys were completed by caregivers who brought their
children to the pediatrician’s office at which data were collected. The sample was
relatively homogeneous: most participants were white females with at least a high
school diploma or GED. Age of caregivers ranged from 20 to 59 years, and the age of
the child they brought to the physician’s office ranged from 3 months to 18 years. A
summary of demographic characteristics of the sample, as well as all stigma

subscale means and standard deviations are reported in Table 1.
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Table 1 Descriptive Statistics of Independent and Dependent Variables

Demographic characteristics of participants

Sex (% female) 92% (n=167)
Race (% white) 97% (n=178)
Education (% completed high school 83% (n=152)
or equivalent)

Child impairment (% impaired) 13% (n=21)
Familiarity with mental health 89% (n=164)
issues (% familiar)

Age of respondent (mean, SD) 32.60 (SD=6.48)
Age of child (mean, SD) 7.32 (SD=3.75)
Setting-Level Stigma Range Mean (SD)

Neighborhood 1-6 3.27 (1.19)

School 1-5.8 3.73 (1.13)

Workplace 1-6 3.14 (1.10)

Church 1-5.7 2.00 (1.09)
Service-Seeking Stigma

Self 1-6 2.45 (1.15)

Other 1-6 3.06 (1.07)

Child Emotional and Behavioral Characteristics

Scores on the Columbia Impairment Scale (CIS) ranged from 0 to 40, with a
mean of 6.87 and a standard deviation of 8.63. Most children in the sample did not
meet the threshold for impairment, but 21 (13%) did. Results related to level of
child impairment are only reported for children 4 years of age or older (n=161), to
which this measure is applicable.
Familiarity with Mental Health Issues

Most participants were at least a little familiar with mental health problems
and issues, with only 12% saying that they were not at all familiar. Almost one third
of the sample, 31%), indicated that they were very familiar with mental health

problems and issues. In addition, 101 (57%) participants indicated that someone in
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their family had mental health problems, 74 (42%) indicated that they had a friend
with mental health problems, 67 (37%) indicated they had an acquaintance, and 52
(29%) said they knew someone at work.
Community Setting-Specific Stigma

Levels of stigma across community settings varied significantly. Figure 1
presents mean, modes, and standard deviations of all setting-specific stigma and
service-seeking stigma scales. Items pertaining to caregivers’ perceptions of stigma
related to the context of school were rated highest, and items pertaining to church
context were rated lowest. The most frequent response for items pertaining to
school was “agree”, indicating that caregivers felt that school-related stigma was
present, and the most frequent response to items pertaining to church was “strongly

disagree”, indicating that caregivers felt church-related stigma was not present.

Strongly 6

agree 3.27 373 5
5 ) 3.14 3.06
4 2.45
2.00
3 2 2 2
2
Strongly 1
. 1
disagree
Neighborhood  School Workplace Church Service- Service-
Seeking (Self)  Seeking
B Mean ® Mode (Other)

Figure 1 Means and Standard Deviations of Stigma Subscales
Correlations among the four setting-level subscales and the two service-
seeking stigma subscales were significant as were correlations between the sets of

subscales (see Table 2).
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Table 2 Correlations Among Stigma Subscales

Personal Others' Service- Neighbor-
Service-Seeking Seeking hood School - Workplace
Others' Service- 5 gk
Seeking '
Neighborhood 3oxx A8**
Workplace 3gxx 5O** .80** 79%*
Church 16** 20%* S55%* S56** 63
**p<.01

The high level of correlation among these scales is not surprising, as there is
a high degree of conceptual overlap that would lead one to assume these high and
statistically correlations should exist. Although there are statistically significant
differences among the subscales, they are all measuring elements of the same
construct: perceived stigma.
Service-Seeking Stigma

Researchers presented caregivers with a number of statements related to
how they would feel if they sought mental health services for a child with EBP. The
first set of statements asked respondents to rate their own level of stigma about
taking a child to a counselor, and the second asked them to rate the level of stigma
they thought others would have. The means, modes, and standard deviations of the
scales are presented in Figure 1. Caregivers perceptions of the stigma others would
have about their seeking services for a child were significantly higher than the
stigma caregivers felt they would personally have about seeking service, t(171)= -
7.68, p<.001. Service-seeking stigma scales were also, not surprisingly, significantly

and highly correlated.
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Confirmatory factor analysis.

Confirmatory factor analysis corroborated previously-identified factors
related to service-seeking stigma.

Items on the personal service-seeking stigma subscale had an average inter-
item covariance of 1.26, and an alpha of .94. Items on the service-seeking stigma of
others subscale had an average inter-item covariance of 1.07, and an alpha of .93.
Results indicate that items in these subscales have an acceptable amount of
covariance and that they can each be considered a single factor. Full results of
confirmatory factor analysis of the personal service-seeking stigma scale, including
item-test correlation, item-rest correlation, average inter-item covariance, and
Chronbach’s alphas are reported in Table 3, and Table 4 contains results from the

analysis of the others; service-seeking stigma scale.
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Table 3 Factor Structure of Personal Service-Seeking Stigma Subscale

Item

(If I took my child to a Average

mental health Item-test [tem-rest inter-item
professional) Obs Sign correlation correlation covariance  Alpha
it would make me 178+ 0.81 0.74 1.29 0.94
feel strange

it would make me 178  + 0.86 0.81 1.29 0.94
feel embarrassed

..it would make me

feel like a bad parent 178 + 0.90 0.86 1.19 0.93
~my view of myself 178  + 0.90 0.86 1.26 0.93
would be less

..it would make me

feel that [ am weak 178 + 0.90 0.86 1.27 0.93
..it would make me

feellike thereis 4 g, 0.90 0.86 1.24 0.93
something wrong with

me

..it would make me

feellike thereis 4 g, 0.81 0.73 1.28 0.94
something wrong with

my child

Test scale 1.26 0.94
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Table 4 Factor Structure of Others’ Service-Seeking Stigma Subscale

[tem

(If I took my child to a
mental health
professional)

Obs

Sign

Item-test
correlation

Item-rest
correlation

Average
interitem
covariance

Alpha

..some people might
treat me unfairly

..some people might
look down to me

..some people might
say bad things about
me behind my back

..some people would
treat me with less
respect

..some people would
avoid me

..my child might be
labeled at school

..people in my church
might frown on my
decision

..my child's teacher
would treat him or her
unfairly

..l would be worried
that people in town
would find out

..l would try to hide
that I was getting
counseling for my
child

..Iwould try to go to a
counselor in another
town to no one would
find out

176

176

176

176

176

176

176

176

176

176

176

+

0.79

0.87

0.88

0.90

0.86

0.79

0.64

0.73

0.68

0.62

0.59

0.73

0.83

0.84

0.87

0.82

0.74

0.57

0.66

0.61

0.55

0.52

1.05

1.03

1.01

1.01

1.03

1.05

1.12

1.08

1.11

1.14

1.15

0.92

0.92

0.92

0.91

0.92

0.92

0.93

0.92

0.93

0.93

0.93

Test scale

1.07

0.93
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Previous factor analysis of these scales (Williams & Polaha, in review)
excluded one item in each scale that did not significantly differ from other items in
this dataset.

Multiple Regression Analysis

Multiple regression analyses were revealed a number of significant
predictors of each type of service-seeking stigma from among demographic
variables and community setting-specific stigma scales.

Personal service-seeking stigma.

Complete results of the 6 models using personal service-seeking scale as the
dependent variable are presented in Table 5. In model 1 only demographic factors
were included and no significant predictors were present. Model 1 accounted for
only 4% of the variance of personal service-seeking stigma. In model 2,
demographic characteristics were included along with stigma related to church.
Again, no significant predictors were present in this model and it accounted for only
6% of the variance of the dependent variable. In model 3, which included school-
related stigma and demographics, higher school-related stigma was a significant
predictor of increased personal service-seeking stigma when holding all
demographic characteristics constant. This model accounted for slightly more
variance than the last, at 13%. In model 4, which contained only demographics and
neighborhood-related stigma, only being familiar with mental health issues was a
significant predictor of increased personal service-seeking stigma. Model 4
accounted for even more of the variance, 17%, in personal service-seeking stigma, .

In model 5, in which demographics and workplace-related stigma were included,
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both familiarity with mental health issues and workplace-related stigma were
significant predictors of increased personal service-seeking stigma. This was also
the case in model 6, in which demographic characteristics as well as all four
community setting-specific stigma were included. Model 5 accounted for 21% of the
variance in personal service-seeking stigma, and model 6 accounted for 22%.

Others’ service-seeking stigma.

Results of the regression analyses from all 6 models used to assess predictors
of others’ service-seeking stigma are presented in Table 6. Again, model 1 accounted
only for demographic characteristics, though in this case having a high school
degree or equivalent was a significant predictor of higher perception of the stigma
of others related to seeking service. This model, overall, however, accounted for
only 5% of the variance in others’ service-seeking stigma.

Model 2 included demographic characteristics and church-related stigma,
which was a significant predictor of others’ service-seeking stigma, however, this
model accounted for only 6% of the variance in others’ service-seeking stigma.
Model 3 included demographics and neighborhood-related stigma, which was also a
significant predictor of others’ service-seeking stigma. This model accounted for
much more, 32%, of the variance in others’ service-seeking stigma.

In model 4, school-related stigma was a significant predictor of others’
service-seeking stigma when controlling for demographic characteristics, and the
model accounted for 28% of the variance. Model 5 included workplace stigma,
which was also a significant predictor and the model accounted for 32% of the

variance in others’ service-seeking stigma. Finally, in model 6, which included all
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demographic characteristics and the four community setting-specific stigma scales,
neighborhood-, school-, and workplace-related stigma remained significant
predictors, with church-related stigma no longer a significant predictor. The final

model accounted for 39% of the variance in others’ service-seeking stigma.
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Table 5 Multiple Regression Results for Personal Service-Seeking Stigma

Model 1 Model 2 Model 3 Model 4 Model 5 Model 6
B (SE) B B (SE) B B (SE) B B (SE) B B (SE) B B (SE) B
Demographic
-0.09 -0.23 -0.22 -0.24 -0.27 -0.25
Sex (-37) -0.02 (.37) -0.05 (.37) -0.05 (.34) -0.06 (.34) -0.06 (.34) -0.06
-0.64 -0.40 -0.51 -0.35 -0.39 -0.39
Race (-54) -0.10 (.54) -0.06 (.51) -0.08 (-49) -0.06 (-49) -0.06 (.48) -0.06
-0.07 0.08 0.29 0.34 0.34 0.35
Education (-28) -0.02 (-29) 0.11 (-29) 0.09 (.27) 0.11 (.27) 0.11 (.27) 0.11
Age of 0.00 0.00 -0.01 0.01 0.00 0.00
respondent (.02) -0.01 (.02) -0.02 (.02) -0.04 (.02) 0.04 (.02) -0.02 (.02) 0.02
Child -0.34 -0.34 -0.48 -0.22 -0.32 -0.07
impairment (-29) -0.10 (.30) -0.10 (-29) -0.14 (.28) -0.07 (.27) -0.09 (.29) -0.02
Familiarity -0.41 -0.49 -0.47 -0.62* -0.55* -0.57*
with EBD (-33) -0.11 (:33) -0.13 (:32) -0.12 (.30) -0.17 (.73) -0.14 (.30) -0.15
Setting
21 -11
Church (.10) .20 (\11) -.10
35 -0.07
School (.09) .35 (.14) -0.07
37 0.14
Neighborhood (.08) .38 (:13) 0.14
0.48** 0.47**
Workplace (.86) 0.44 (.17) 0.44
F (df) 0.86 (6,141) 1.30 (7,136) 2.95 (7,136) 4.02 (7,138) 5.12 (7,138) 3.63(10,130)
R2 0.04 0.06 0.13 0.17 0.21 0.22

*p<.01; *p<.05
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Table 6 Multiple Regression Results for Others’ Service-Seeking Stigma

Model 1 Model 2 Model 3 Model 4 Model 5 Model 6
B (SE) B B (SE) B B (SE) B B (SE) B B (SE) B B (SE) B
Demographic
0.01 -0.11 -0.19 -0.12 -0.17 -0.10
Sex (.34) 0.01 (34) -0.03 (.29) -0.05 (:32) -0.03 (.29) -0.04 (.29) -0.02
-0.28 -0.07 0.05 -0.12 -0.03 -0.10
Race (.50) -0.05 (.50) -0.01 (41) 0.01 (.44) -0.02 (:43) 0.00 (41) -0.02
-0.57* -0.46 -0.11 -0.09 -0.12 -0.03
Education (.26) -0.19 (.26) -0.15 (.22) -0.04 (.24) -0.03 (.23) -0.04 (.22) -0.01
Age of 0.00 0.00 0.00 -0.01 0.00 0.00
respondent (.02) -0.02 (.02) 0.00 (.01) 0.03 (.01) -0.05 (.01) -0.02 (.01) -0.02
Child -0.27 -0.32 -0.17 -0.43 -0.23 -0.11
impairment (.27) -0.08 (-27) -0.10 (.22) -0.05 (.25) -0.13 (.23) -0.07 (.24) -0.03
Familiarity -.02 -0.16 -0.28 -0.23 -0.28 -0.28
with EBD (-29) -0.01 (-30) -0.04 (.25) -0.08 (.27) -0.07 (.26) -0.08 (.25) -0.08
Setting
0.22%* -0.22%*
Church (-09) 0.22 (.09) -0.23
0.51** 0.28*
Neighborhood (.07) 0.55 (11 0.30
0.49** 0.14
School (-07) 0.52 (.112) 0.15
0.55%* 0.34*
Workplace (.07) 0.55 (.114) 0.34
F (df) 1.11 (6,140) 1.87 (7,135) 9.36 (7,137) 7.52 (7,135) 9.23 (7,137) 8.16 (10,129)
R2 0.05 .09 .32 .28 32 .39

*p<.01; *p<.05
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Discussion

Results of the analysis of the community-setting specific stigma scales
revealed that caregivers associated significantly different levels of stigma with
different community settings. Caregivers rated stigma related to the context of
school significantly higher than other contexts, and rated stigma related to the
context of church significantly lower than the others, with neighborhood and
workplace falling in between. There are a number of possible explanations for these
differences, including that school is seen as a high-stigma environment with the
presence of bullies, under-paid teachers, and over-burdened school administrators,
and a high level of perceived acceptance in religious settings by caregivers.
Regardless of why this differences exist, it is clear that caregivers perceive certain
community settings as containing significantly different levels of stigma towards a
child with EBD and his or her family.

The results of the confirmatory factor analysis reinforced the reliability of the
measure of service-seeking stigma and its two subscales related to caregivers
personal stigma related to seeking service and that which they perceive others
would have if they sought services for a child with EBD. This measure, however,
needs to be used in more diverse settings (e.g. urban or suburban), and with more
racially, ethnically, and socioeconomically diverse, and larger samples to assess the
level of stigma related to seeking services in and across additional samples and add
to the measure’s reliability.

The assessment of predictors of personal service-seeking stigma yielded

mixed results. Although the complete model, including demographic characteristics

28



in addition to all community setting-specific stigma scales accounted for 22% of the
variance in personal service-seeking stigma, workplace-related stigma was the only
consistently significant predictor across models. These findings indicate that
caregivers see workplace-related stigma as closely related to the stigma that they
personally have related to seeking services for a child with EBD. This suggests that
the stigma caregivers perceive from their coworkers is the most salient source of
stigma related to their own feelings about seeking help. In other words, caregivers
feel that the stigmatized attitudes, ideas, and beliefs of their coworkers are most
closely aligned with their own.

Analysis of predictors of others’ service-seeking stigma also yielded mixed
results, but revealed a greater number of significant predictors and a model that
accounted for more variance. The complete model, which included demographic
characteristics and all four community setting-specific stigma scales, accounted for
39% of the variance in others’ service-seeking stigma. Furthermore, each of the
models in which community setting-specific scales were included on their own
along with demographic characteristics, each scale was a significant predictor of an
increase in others’ service-seeking stigma. In other words, when controlling for
demographic characteristics, caregivers’ perceptions of stigma related to each
setting (neighborhood, school, workplace, and church), were significant predictors
of caregivers’ perceptions of greater stigma that others would feel about their
seeking services for a child with EBD. These results suggest that caregivers perceive
stigma related to children with EBD in each of these settings, and that if caregivers

felt the need to seek counseling for their child, that the stigma in each of these
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settings could pose a barrier to their doing so. In addition, in the last model, which
included stigma related to all settings, stigma related to three of the four settings
(neighborhood, workplace, and church) were still significant predictors. This
finding indicates that 1) when holding the effect of other settings constant, that
workplace and neighborhood-related stigma are still very strong predictors of
perceived stigma related to seeking services, and 2) when holding stigma related to
other settings constant, stigma related to church was actually a predictor of lower
levels of perceived stigma of others. Further research is needed to more fully
understand these mixed results, but a clear overall result of these regression models
is the high level of predictive value that stigma associated with specific community
settings has for stigma related to seeking services.
Limitations

Although results from this analysis are generalizable within the county in
which data were collected, as well as other similar counties. The homogeneity of the
sample limits generalizability of findings to other predominantly White, mid-to-low
socioeconomic status, English-speaking, rural populations. In additional, the sample
only drew from the population who were able and willing to self-administer the
survey. Future research may need to expand this sample and its generalizability by
reaching out to additional settings for survey data collection, and multiple methods
of collection, such as administration over the phone or the internet.

While an important finding in the current study is the lower level of
perceived stigma associated with a church setting, further research is needed to

better understand these results. In addition, in order to point to increased stigma
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related to seeking service as a barrier to mental health care for children with EBD,
further investigation is needed to connect stigma related to service seeking to
service seeking behavior.

Conclusion

Recent mixed-methods research with rural African American families
pointed to stigma as a significant barrier to seeking mental health services (Murry et
al, 2011). Children and teens living in rural areas face a number of obstacles to
receiving care related to rurality (Boydell et al., 2006; Komiti et al., 2006; Pullmann
et al.,, 2010) and stigma related to those with EBD in the community. The current
secondary analysis of survey data 1) reveals significantly varying levels of
community setting-specific stigma, 2) confirms the factor structure of an existing
measure of service-seeking stigma, and 3) identifies community setting-specific
stigma scales and demographic factors that significantly predict caregivers’
perceived stigma related to seeking service for children.

Children with EBD living in rural communities in the United States face a
unique set of obstacles to receiving care, many of which are directly related to
stigmatized attitudes and beliefs of community members. An increasing body of
research points to multiple sources for stigma, including peers, community
members, mental health care professionals, institutional settings, and society at
large (Corrigan et al., 2004; Link et al., 2004; Martin et al., 2007; Mukolo, Heflinger,
& Wallston, 2010). Despite some evidence of improved positive attitudes about
seeking mental health care, stigma continues to perpetuate, prolong, and exacerbate

the impact of treatable childhood EBD by acting as a barrier to seeking and receiving
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adequate treatment (Golberstein et al., 2009; Heflinger & Hinshaw, 2010; Hinshaw,
2005; Mojtabai, 2007; Pescosolido, Perry, et al., 2007; Pullmann et al., 2010).
Current findings indicate a need not only for continued examination of stigma
affecting children with EBD in additional settings, but also a need for additional
research that connects perception of stigma about seeking services to service

seeking behavior and service use.
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