<4 RURAL HEALTH EQUITY
Ng" RESEARCH CENTER

POLICY BRIEF | AUGUST 2023

The Relationship between Experience with
Mental Iliness and Stigmatizing Attitudes and

Beliefs

Kate E. Beatty PhD, MPH, Stephanie M. Mathis DrPH, MPH, Amy E. Wahlquist MS, Michael B.

Meit MA, MPH

Purpose

This policy brief documents the relationship between self-reported experience with any mental iliness

(whether first-hand or second-hand) and public stigma associated with mental iliness. Differences in the

prevalence of experience with mental iliness by geography are also explored.

Background

In the United States, the prevalence of any mental illness in
the past year increased from 17.7 percent in 2008 to 21.0
percent in 2020 among adults 18 years and older according
to the National Survey on Drug Use and Health (NSDUH).!
According to NSDUH, any mental iliness includes any mental,
behavioral, or emotional disorder, but does not include
substance use disorders and developmental disorders.
Although estimates represent roughly one in five adults
experiencing any mental iliness in the past year, many
individuals who experience any mental iliness do not receive
treatment. Estimates place receipt of any mental health
service in the past year at approximately 16.1 percent (or
46.2 million people or approximately 1 in 6) in 2020, an
increase from 2008 when approximately 13.0 percent (or
27.2 million people) reported receipt of any mental health
service. Despite the increase, there remains significant gaps
between need for and receipt of mental health services.
Gaps are often particularly pronounced in rural
communities, where access to mental health services may be
limited.? Given the prevalence of any mental illness
combined with existing treatment gaps, understanding
conditions influencing mental iliness and its treatment is
critical for advancing the well-being of rural individuals living
with mental illness.

Stigma associated with any mental illness is an increasingly
important social driver of health that impacts quality of life.3

Key Takeaways

The prevalence of experience with
mental illness (whether first-hand or
second-hand) was similar among
rural and urban respondents, with
81% of both rural and urban
respondents reporting experience.

Respondents reporting experience
with mental illness held fewer
negative stereotypes than
respondents reporting no experience
with mental illness.

In order to reduce stigma,
interventions should involve
individuals who have experience with
mental illness (lived experience).

Due to the high prevalence of mental
illness (21%), there is need to identify
strategies to increase the access to
and utilization of behavioral health
services for individuals experiencing
mental illness, particularly in rural
communities where there are long-
standing behavioral health workforce
storages.
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Stigma can negatively impact an individual’s ability to access protective factors, including housing,
employment, social relationships, health care, and more.>™ Public stigma refers to a unique set of beliefs
and attitudes around mental illness that can lead to fear, discrimination, and other adverse consequences
towards those living with any mental illness.®’ In addition to discrimination and other harmful effects,
public stigma can impact an individual’s ability to seek treatment and exacerbate symptoms of mental
illness due to feelings of isolation and loneliness.®™° Public stigma may occur in the broader community
context and/or within more immediate social circles, such as friends, families, and in the workplace.*
Further, public stigma may impact self-stigma, meaning that the same negative attitudes held externally,
may impact internally held attitudes by those with mental illness, compounding the problem and
reinforcing negative stereotypes against oneself 8911

Prior research indicates that a relationship may exist between experience or familiarity with mental iliness
and stigma. The direction of this relationship (i.e., whether stigma decreases or increases with
experience), however, does not always appear to be consistent. One review, for example, identified
multiple studies providing support for the existence of an inverse relationship when considering
familiarity with mental illness and stigma.!? At the same time, it identified a handful of studies that
instead found more familiarity was positively correlated with greater stigma.'? While the nature of this
relationship could have important implications for stigma reduction strategies, limited research has
examined this relationship in rural communities.

This policy brief examines the relationship between self-reported experience with mental iliness and
public stigma associated with any mental illness in rural and urban communities in the U.S. Data were
from a nationally representative survey (AmeriSpeak® Panel), with experience defined as self-reporting
personally having a mental illness or knowing someone with a mental iliness. Our primary hypothesis is
that the prevalence of public stigma associated with any mental illness differs between residents who
have and do not have experience with any mental illness.

Methods

Data Collection

Data were collected using a survey administered through NORC at the University of Chicago’s
AmeriSpeak® Panel. AmeriSpeak® is a probability-based panel intended to represent the U.S. household
population. Households are randomly selected and sampled using area probability and address-based
sampling, with a known, non-zero probability of selection from the NORC National Sample Frame. These
households are contacted by mail, telephone, and field interviewers. The panel offers sample coverage of
approximately 97% of the U.S. household population. Persons with P.O. Box only addresses, some
addresses not listed in the USPS Delivery Sequence File, and some newly constructed dwellings are
excluded. While households generally participate in AmeriSpeak® surveys through the web, households
without internet access can participate by telephone. Households that lack conventional internet access,
but have web access through smartphones, can participate in surveys by web. Panelists participate in
studies led by NORC or studies conducted by NORC on behalf of other entities. For purposes of this study,
the AmeriSpeak® sample was constructed to specifically support comparisons of rural and urban
respondents. Rural-Urban Commuting Area (RUCA) codes were used as the measure of rurality.®* The
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study sought to recruit 2,000 panelists 18 years or older, including a target goal 1,000 panelists living in
rural areas (RUCA codes 4-10) and 1,000 panelists living in urban areas (RUCA codes 1-3). As a result of
this sample size, the study was powered to identify small differences between groups.

Survey Design and Administration

We examined the peer-reviewed literature and national surveys to identify an existing set of validated
items for consideration. We identified a validated scale with 11 items from Kobau and colleagues that was
created to examine public attitudes about mental illness.'* All items were scored using a five-point Likert
scale (strongly disagree; somewhat disagree; neither disagree nor agree; somewhat agree; and strongly
agree). Items were factored into the subscales “negative stereotypes” and “recovery and outcomes.” In
an effort to preserve scale validity while limiting the survey to 10 items, we identified two items to omit
based on the results of prior research.'* Two items, as opposed to one item, were omitted in order to
include an additional item to explore the influence of experience with any mental illness (personally or
someone else) on stigmatizing beliefs and attitudes. This allowed us to include experience but does not
differentiate between first or second-hand experience. Similar to prior research, we did not provide a
definition of mental illness but it was self-defined by respondents.*%® Respondent demographic
information was also gathered through the AmeriSpeak® Panel.

Variables of Interest

The sample was purposefully designed to compare responses from individuals living in rural areas and
individuals living in urban areas. Two groups were created using the RUCA codes of the panelists’
sampling addresses. One group included those with RUCA code 1 to 3 (urban), while one group included
those with RUCA codes 4 to 10 (rural). Gender was categorized as male and female. Race and ethnicity
were combined into one variable and categorized as non-Hispanic White, non-Hispanic Black, Hispanic,
and non-Hispanic Other. Age (in years) was categorized as 18-29, 30-44, 45-59, and 60 and older.
Experience with mental illness was treated as a binary yes/no response from the survey question, “Have
you had, or do you personally know anyone who has had a mental illness?”.

Data Analysis

Selected items from the scale described by Kobau and colleagues were treated individually as continuous
measures (1=strongly disagree to 5=strongly agree) and summed to form the two subscales: 1) four items
for negative stereotypes with total score ranging from 4-20; and 2) five items for recovery and outcomes
with total score ranging from 5-25.2 Higher scores corresponded to more negative attitudes for negative
stereotypes, whereas higher scores corresponded to more positive attitudes for recovery and outcomes.
Comparisons of interest for each outcome were analyzed via two-sample t-tests for comparisons
between two groups (experience with mental iliness vs. no experience).

Descriptive statistics are presented for each outcome (subscales and individual items) and by groups of
interest (experience with mental health and geography). All analyses were weighted to account for rural
or urban residence in addition to the base sample weighting.!” All results are reported as weighted values.
While complete results are reported in Table 2, results reported in text only reflect mean values. This
study was approved by the NORC and East Tennessee State University (ETSU) Institutional Review

Boards.
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Table 1: Sample Population Characteristics (N=2091)

_“

Gender
Male 1020 (49) 482 (48) 539 (49)
Female 1071 (51) 519 (52) 551 (51)

Age (in years)*

18-29 378 (18) 205 (21) 173 (16)
30-44 550 (26) 264 (26) 286 (26)
45-59 493 (24) 238 (26) 286 (26)
60+ 670 (32) 294 (29) 376 (35)

Race and Ethnicity***

White, non-Hispanic 1472 (70) 609 (61) 863 (79)
Black, non-Hispanic 194 (9) 126 (13) 69 (6)
Other, non-Hispanic 151 (7) 87 (9) 64 (6)
Hispanic 273 (13) 178 (18) 95 (9)
Education
Less than HS 260 (12) 116 (12) 144 (13)
HS graduate or equivalent 641 (31) 257 (26) 384 (35)
Some college 665 (32) 309 (31) 356 (33)
Bachelor’s degree 302 (14) 168 (17) 134 (12)
Graduate/prof degree 223 (11) 151 (15) 72 (7)

Income Level***

Less than $30,000 597 (29) 228 (23) 369 (34)
$30,000 to under $60,000 616 (29) 256 (26) 360 (33)
$60,000 to under $100,000 476 (23) 255 (25) 221 (20)
$100,000 or more 403 (19) 262 (26) 141 (3)
Experience with Mental lliness 1564 (81) 742 (81) 822 (81)
Negative Stereotypes (total score)* 10.19 (2.72) 10.16 (2.76) 10.22 (2.67)
Recovery Outcomes (total score) t 19.50 (3.20) 19.45 (3.20) 19.56 (3.19)

*p<=0.05 **p<=0.01 ***p<=0.001 Tmean (SD)
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Results

Sample Population Characteristics

Sample characteristics are presented in Table 1 for the 2,091 survey responses (52% residing in rural
areas, 48% residing in urban areas). Approximately 51% of respondents were female. Respondents varied
across age categories, including 18% of respondents who were 18-29 years and 32% who were 60+ years.
Most respondents (70%) were non-Hispanic White, with 13% being Hispanic, 9% being non-Hispanic
Black, and 7% being non-Hispanic other. The largest education category was some college (32%), while
the smallest category was post-graduate study/professional degree (11%).

Rural and urban respondents differed significantly on multiple demographic characteristics. Compared to
urban respondents, rural respondents were older (p=.01), had lower educational attainment (p<.0001),
and had lower income levels (p<.0001). Nearly 80% of rural respondents were non-Hispanic White,
whereas 61% of urban respondents were non-Hispanic White (p<.0001).

Experience with Mental Illiness and Stigma

Approximately 81% of all respondents reported experience with mental illness, whether personal
experience or knowing someone with mental illness (Table 1). In addition, the proportion of rural and
urban respondents reporting experience with mental illness was not significantly different between
groups, with the vast majority of both rural respondents (81%) and urban respondents (81%) reporting
experience. Table 2 displays subscale items by experience with mental illness for the rural respondents,
with the main findings summarized below.

There were significant differences in subscale scores for negative stereotypes between rural respondents
with and without experience with mental illness. Respondents reporting experience with mental iliness
had lower mean subscale scores (9.86) than respondents reporting no experience with mental illness
(11.10) on negative stereotypes (p<.0001). These results suggest that respondents without mental illness
experience had more negative stereotypes regarding mental illness relative to those with experience.

In the subsample of rural respondents, only one subscale item for recovery and outcomes was
significantly different based on experience with mental illness. Compared to respondents not reporting
experience (3.68), rural respondents reporting experience with mental illness were more likely to believe
that persons with mental illness can be as successful at work as others (4.05; p<0.001). Respondents did
not differ on any other item or the overall subscale for recovery and outcomes based on experience with
mental illness.
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Table 2: Subscale and Item Scores by Experience with Mental lliness in Rural Respondents

Experience with Mental lliness Yes “

Negative Stereotypes

Total Score*** 9.86 (2.68) 11.10(2.97)
Is a danger to others*** 2.56(0.98) 2.87 (1.12)
Is unpredictable*** 3.21(0.98) 3.51(1.06)
Is hard to talk with*** 2.68 (1.08) 3.05(1.01)
Has only themselves to blame for their condition*** 1.41 (0.75) 1.68 (0.88)

Recovery and Outcomes

Total Score 19.58 (3.16) 19.32 (3.43)
Would improve if given treatment and support 4.21(0.86) 4.27 (0.72)
Feels the way we all do at times 3.46 (1.24) 3.49 (1.11)
Can eventually recover 3.63 (1.00) 3.66 (0.94)
Can be as successful at work as others*** 4.05 (0.99) 3.68(1.12)
Treatment can help people with mental iliness lead normal lives 4.21(0.84) 4.21(0.82)

*p<=0.05 **p<=0.01 ***p<=0.001

Discussion

This study describes the relationship between self-reported experience with mental illness and public
stigma associated with any mental iliness in rural and urban communities in the United States. It yielded
several important findings. We found that a similar percentage of rural and urban respondents reported
experience with mental iliness. In addition, we found that rural respondents reporting experience with
mental illness had lower negative stereotypes compared to rural respondents reporting no experience.
Although there was one recovery and outcomes item where there were differences between rural
respondents with and without experience with mental iliness, there was no difference in the overall (or
total) score for this subscale. These findings could inform efforts to reduce public stigma and enhance
services for mental illness.

Our findings suggest that the prevalence of experience with mental iliness was not only similar, but also
substantial among both rural and urban respondents. The vast majority—over 80% of rural and urban
respondents—reported experience with mental illness. Building on prior research,** experience was
defined as having or personally knowing someone who has had a mental iliness. While substantial, the
prevalence of self-reported experience that was observed is not surprising. Approximately 50% of adults
could experience a mental illness over the course of their lifetimes.*® These findings underscore the need
to identify strategies to increase access to and utilization of behavioral health services for individuals
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experiencing mental illness. This is particularly critical in rural communities, where there are long-
standing behavioral health workforce shortages.?

Consistent with our hypothesis, this study’s findings indicate that the prevalence of public stigma
associated with any mental illness differed between respondents who have and do not have experience
with mental iliness. Rural respondents reporting experience with mental iliness held fewer negative
stereotypes than rural respondents reporting no experience with mental illness. There were no
differences in recovery outcomes between rural respondents with and without mental illness experience,
indicating overall positive attitudes towards individuals with mental illness. Experience and exposure to
individuals with mental iliness could be a strong predictor of lower levels of stigmatizing attitudes and
beliefs. These findings are consistent with the original Kobau et al. study as well as at least 19 other
studies from a review completed in 2019.12** |n addition, they could support community-level efforts to
reduce public stigma. Specifically, they indicate that efforts aimed at reducing negative stereotypes and
increasing positive attitudes concerning recovery and outcomes associated with mental illness among
individuals lacking experience could be beneficial. Given the observed differences and evidence of the
potential utility of contact with individuals with mental illness for stigma reduction,*#**?° consideration
could be given to interventions involving contact.?

Limitations

This study has limitations that should be acknowledged. While AmeriSpeak® applies methods to enhance
representativeness and generalizability, the characteristics of respondents who participate in panel
surveys could differ from those of individuals who do not participate and/or the general population.
While statistically significant, small differences in stigmatizing attitudes and beliefs between groups
observed in this study may not represent meaningful differences in attitudes or beliefs. Further,
experience with mental illness was self-reported by respondents, introducing the potential for bias.
Experience was also measured using a single item, preventing further exploration of the type or extent of
experience with mental illness.
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