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Abstract 

Objectives: To evaluate the effectiveness of a group-based, psychoeducational and 

behavioural modification intervention, Overcoming Stigma in Mood and Anxiety 

Disorders, in reducing the impact of mental-illness-related stigma. A secondary 

objective was to explore the nature of behavioural changes that follow the intervention. 

 
Methods: Qualitative data was collected from focus groups and coded to generate 

themes. Thematic analysis was used to develop and modify a Theory of Change model 

for future program development.  

 
Results: Seventeen themes were generated. The themes were exploratory in nature and 

were categorized under the following sections: living with mental illness, program 

evaluation, and behavioural change.  

 
Conclusion: The results of this study have been encouraging. Qualitative 

understanding of this anti-stigma intervention can assist with future program 

development. Understanding the nature of behavioural change can guide development 

of impactful quantitative surveys for use in a broader evaluation. Enhanced evidence-

based anti-stigma interventions can help individuals overcome self-stigma in order to 

have a full and meaningful life. 
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Chapter 1. Introduction 

Mental illnesses can impact an individual’s quality of life through impairments in daily 

functioning, mood, cognition, and feeling (Marvel & Paradiso, 2004). The health risks of 

a mental illness for the individual patient may include increased risk of suicide, fatal 

cardiovascular complications, and structural brain changes (Oexle et al, 2017; Allen et 

al, 2014). The global incidence and prevalence of mental illness is rising; more than one-

fourth of all Canadians will experience mental illness over the course of their lives, the 

national economic burden is projected to be upwards of $50 billion, and major 

depressive disorder (MDD) is positioned to become the greatest burden of illness by 

2020 (WHO, 2018; Hugo, Boshoff, Traut, Zungu-Dirwayi, & Stein, 2003). The 

consequences of mental illnesses are two-fold; reductions in wellness arise from both 

symptoms and the stigma associated with the illness. While psychological- or pharmaco-

therapy may help treat symptoms of the illness, the social prejudice and discrimination 

that ensues from a mental illness experience is often deemed more detrimental than the 

disorder itself (Link, Struening, Rahav, Phelan, & Nuttbrock, 1997; Stuart et al, 2012). 

These societal repercussions contribute to the stigma of mental illness. Stigma is defined 

as negative stereotypes about a marginalized group that excludes individuals from social 

relationships, employment, medical access and basic human needs, such as shelter 

(Corrigan & Rao, 2012; Sartorius, 2007; Yanos, Roe, Markus, & Lysaker, 2008; Stuart, 

2006). It has been estimated that 40% of people living with a mental illness may not 

receive or complete the treatment they need due to stigma (Ahmedani, 2011; Corrigan, 

2004). 
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Mental illness stigma is deeply rooted within all sanctions of society (Lazowski, Koller, 

Stuart, & Milev, 2012). The media has influenced ill-informed population-wide beliefs 

regarding people with mental illnesses through exaggerated news reports, and popular 

television and cinema emphasizing the violent nature of people with a mental illness 

(Stuart, Arboleda-Florez, & Sartorius, 2012). Existing public policy and employment 

laws contribute to structural stigma, making maintaining housing and a job difficult for 

individuals living with mental illnesses (Corrigan 2012; Kira et al, 2014; Gronholm, 

Henderson, Deb, & Thornicroft, 2017). Given the effect, prevalence, and pervasive 

nature of stigma, it is pertinent that combatting stigma be treated as a public health 

priority. 

 
Previous research has focused on reducing the impact of public stigma by changing 

social attitudes and behaviours (Stuart et al, 2012). There has been a recent global effort 

to combat stigma through the development and delivery of large-scale anti-stigma 

interventions (i.e. WHO, 2018; Sartorius and Schulze, 2005; Henderson and 

Thornicroft, 2009; Stuart et al, 2012). For instance, the “Opening Minds” initiative in 

Canada and the “Open the doors” program administered across Europe, North America 

and Africa, aimed to change public perceptions regarding mental health (Sartorius & 

Schulze, 2005). However, reshaping social attitudes occurs over long periods of time 

(Stuart et al, 2012). Meanwhile, the negative consequences of stigma are not only caused 

by public discrimination but also due to the internalization of public and structural 

stigma within individuals (Corrigan et al, 2009). As individuals become aware of the 

negative attitudes surrounding their illness, they begin to agree with them and 

eventually apply the stereotypes to themselves, affecting their daily functioning 
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(Corrigan & Watson, 2002; Corrigan & Rao, 2012). Internalized stigma can significantly 

reduce one’s self worth, self-efficacy, social participation and ability to find meaning in 

life. As a result, self-stigma greatly reduces one’s quality of life and ability to seek and 

receive treatment (Eskteen, Becker, & Lippi, 2017).  

 
Despite extensive resources being used to challenge public stereotypes, there is little 

empirical evidence focused on how interventions that address self-stigma can promote 

functional recovery (Büchter & Messer, 2017; Link & Phelan, 2001). A novel 

intervention, named “Overcoming Stigma in Mental Illness” (OSMI) was developed at 

Queen’s University in order to combat internalized stigma (Beaudoin, 2012). An open-

label trial demonstrated some degree of efficacy in fulfilling those goals, however, 

results could not address how or why the intervention impacted self-stigma (Petznick, 

2015). In order to improve upon the previous study, the OSMI intervention was 

modified using the input of people with lived experience of a mental illness (Stuart, 

2005) and delivered with the partnership of two local community organizations. The 

aim of this qualitative study is two-fold: evaluate the existing anti-stigma intervention to 

determine its effectiveness in achieving its objectives, and develop an in-depth 

understanding of the behavioural changes that ensue post-program completion in order 

to develop a theory of change model for future programming needs. 

 
1.1 Overcoming Stigma in Mental Illness Intervention  

The OSMI program was originally designed to reduce the burden of stigma for those 

who are experiencing a mood or anxiety disorder. The program uses contact-based 

behaviour modification and psychoeducation to alleviate the psychosocial impact of 

stigma. This course was originally designed to address the following specific therapeutic 
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objectives: 1) increase the awareness of stigma at large, 2) reduce the psychosocial 

impact of stigma, 3) improve feelings of self-efficacy and empowerment, and 4) promote 

recovery. The course content has since been updated from just mood and anxiety 

disorders to be inclusive of other mental illnesses such as psychotic and personality 

disorders, based on in-class experience and available evidence (Dinos et al, 2004; 

Buchter & Messer, 2017; Galletly, Turnbull, & Goldney, 2016) in order to determine 

whether a highly inclusive program is equally as effective as a specialized one.  

 
The OSMI program was designed to facilitate group discussion regarding experiences 

with stigma with six to twelve participants. The intervention was divided into seven 

consecutive weekly sessions, each two hours in length plus an additional eighth booster 

session six months after completion of the seventh session. Sessions discussed a variety 

of topics in which stigma affects one’s life (i.e. introduction to stigma, nature of mental 

illness, self-stigma, social and public stigma, disclosure and a review session). The 

structure of individual sessions began with an interactive lecture on the weekly topic, 

followed by a group discussion period, stigma mitigation strategizing period, and lastly 

an action-based “home practice” task for the participants to complete over the 

subsequent week. The home practice task would be reviewed at the beginning of the 

following class. The interactive format combined with an inclusive environment enabled 

participants to assist one another in mitigating the effects of stigma by empowering 

others through sharing their own experiences.  

 
1.2 Strategies and Course Content 

It has been shown that a combination of contact-based and education programs is the 

most effective in the delivery of an anti-stigma course (Gronholm et al, 2017). The 
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majority of the content covered within the OSMI intervention is derived from recent 

stigma literature evidence, professional psychiatric and community health expertise, 

and first-hand, lived mental illness experience accounts. The course was centred around 

understanding and re-evaluating one’s internalized stigma, while being exposed to a 

broad spectrum of public, social and structural stigma. The four main areas exposed to 

participants were the nature & etiology of common mental illnesses, understanding self-

stigma, the ways in which prejudice and discrimination contribute to self-stigma and 

affect recovery, and strategies for managing and overcoming stigmatizing experiences 

from the past and in the future. The goal of each session was to construct self-care and 

stigma-mitigation strategies as a team following the disclosure of individual participant 

experiences. After the seven weekly sessions, a final, eighth session was administered six 

months post, to summarize and remind participants of all key points and act as a gauge 

for behavioural modification.  

 
1.3 Cooking Connections  

The sessions were co-administered with a two-hour community cooking program, 

Cooking Connections (CC) facilitated by the Kingston based non-profit organization, 

Loving Spoonful. This program was run in partnership with Queen’s University and the 

AMHS-KFLA. CC was run to promote community inclusion of marginalized individuals 

by teaching basic home cooking skills, food safety, health and nutrition information by 

promoting teamwork in a kitchen environment.  
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Chapter 2. Literature Review 

2.1 Mental Illness  

 Prevalence of Mental Illness 

Mental illnesses are prevalent across the world, across numerous cultures and 

ethnicities (Kessler et al, 2009). The World Health Organization estimates that one in 

four people experience mental illness over the course of their lives (WHO, 2018). The 

sum of direct and indirect economic costs of mental illness sits at $51 billion in Canada 

alone (Smetanin et al, 2011). Mental illness is the greatest cause of disability in Canada, 

and untreated mental illness can reduce the average life expectancy by one to two 

decades (Lim, Jacobs, Ohinmaa, Schopflocher, & Dewa, 2008; Chesney, Goodwin, & 

Fazel, 2014). It is pertinent to prioritize effective treatment and management of mental 

illnesses in order to reduce significant burden on both the healthcare system and the 

economy.  

 Mood Disorders 

Mood disorders are defined by elevations (mania) or depressions in one’s mood (DSM-

5). Major Depressive disorder (MDD) is characterized by depressed mood or a loss of 

interest or pleasure in daily activities for more than two weeks (DSM-5). Individuals 

suffer from symptoms that range from reduced self-esteem to suicidality (WHO, 2018). 

Roughly 50% of the risk of mood disorders may be genetically linked, and higher risk is 

present in women (Stolzenburg, Freitag, Schmidt, & Schomerus, 2017). Cycling periods 

of depression and mania is indicative of bipolar or cyclothymic disorders (DSM-5). 
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 Anxiety Disorders 

Anxiety disorders are characterized by feelings of severe worry and anxiety that interfere 

with daily functioning. Symptoms may even manifest themselves physically (i.e. 

tachycardia, muscle tension and tremors) (DSM-5, 2013 (pg. 189-195)). There are 

numerous types of anxiety disorders which range from having highly specific (Phobias) 

to broad triggers (Generalized Anxiety Disorder). These include fear of social situations 

(Social Phobia), or a result of a prior stressful life experience (Post-traumatic Stress 

Disorder). People often have a combination of anxiety disorders (DSM-5) and it is not 

uncommon to have a comorbid mood disorder. These factors make managing an anxiety 

disorder difficult; finding ways to reintegrate an individual with active symptoms into 

society can be an arduous task (Bruce et al, 2005).   

 Psychotic Disorders 

Psychotic disorders are characterized by delusional or hallucinatory thinking, beliefs or 

perceptions (DSM-5). Hallucinations are false perceptions of sensations (i.e. hearing, 

seeing, feeling) which do not exist (DSM-5). Delusions are false beliefs – often regarding 

a threat to one’s safety (Vrbova et al, 2014). Schizophrenia is an example of a psychotic 

disorder. People suffering from an episode of psychosis are often considered to be a 

violent threat to others; they are often greatly affected by discrimination and prejudice 

as a result (Dinos et al, 2004).  

 Management of Mental Illness 

Mental illnesses may be treated with psychological, pharmacotherapeutic, or social 

means. These treatments help individuals recover from illness and lead productive lives. 
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Cognitive and behavioural approaches have been effective to reframe illness or 

associated symptoms (Lam, Burbeck, Wright, & Pilling, 2009). Drug-therapy may be 

incorporated in some cases to stabilize chronic symptoms (Lam et al, 2009). 

Neurostimulation such as electroconvulsive therapy (ECT) or transcranial magnetic 

therapy (TMS) are often considered, usually when patients do not respond to other 

treatment methods (Milev et al, 2016). Promoting education and awareness of mental 

health at younger ages can reduce the demand for emergency services in the mental 

health system, and reduce the burden on the criminal system (MHCC, 2012). For 

instance, incorporation of mental health literacy programs in school curricula instill 

self-awareness so that at-risk individuals may be vigilant about their symptoms and 

feelings (Mcluckie, Kutcher, Wei, & Weaver, 2014). Untreated mental illness can be 

dangerous psychologically and socially. The greatest barrier to treatment is due to a lack 

of awareness of available resources due to inherent stigma of mental illness. Since the 

recovery from mental illness is often described as an ongoing process, understanding 

how to mitigate the effects of stigma may promote individuals to seek appropriate 

treatment (Andrade et al, 2014).  

 
2.2. Stigma of Mental Illness 

Subconscious rules and beliefs fuel attitudes, perceptions and judgement. Stigma arises 

when insufficient or incomplete knowledge supports negative stereotypes regarding a 

marginalized population – facilitating discrimination and exclusion. For instance, 

stigma can be derived from the belief that people with mental illness are responsible for 

their illness, are incompetent, violent, weak in character and therefore should be socially 

restricted (Eskteen et al, 2017). These negative attitudes affect the victim’s quality of life 
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and prevent individuals from receiving appropriate treatment in order to avoid being 

labelled (Eskteen et al, 2017). Phelan, Link, & Dovidio (2008) described three societal 

functions of stigma: (1) demonstrate domination over marginalized populations, (2) 

enforcement and maintenance of accepted cultural norms, and (3) avoidance of illness 

transmission. This attitude is pervasive as one survey reported that half the respondents 

claimed that mental illness treatment would result in long-term negative consequences 

on their child’s future, and a third of respondents did not want their child to socialize 

with another child with mental illness (Bernstein S, 2010). Unfortunately, the impact of 

such discrimination is a severe detriment on health and quality of life: poor access to 

healthcare, exclusion from education and employment, increased risk of contact with 

criminal justice system, poverty, homelessness and a reduced life expectancy are a few 

to name (Gronholm et al, 2017). As such, reducing stigma is the pivotal step of the 

World Health Organization’s Mental Health Action Plan (WHO, 2013 – 2020). Stigma 

occurs at three levels of society: structural (laws, regulation, policy), public (societal 

attitudes, beliefs and behaviours of individuals/groups) and the self (internalized 

negative beliefs and behaviours) (National Academies of Sciences, Engineering and 

Medicine, Chapter 2, 2010). 

 

 Origins of stigma 

The term stigma originated in ancient Greece, depicting a mark or tattoo used for 

religious purposes or to brand slaves and criminals. Mental illness became stigmatizing 

when it became linked to sin during the Witch Hunts of the sixteenth to seventeenth 

centuries (Spanos, 1978). By the nineteenth century, influential thinkers deduced that 

mental illness may be identified through the presence of morphological characteristic 
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such as stunted growth and pointed ears (Stuart et al, 2012). It was assumed that mental 

illness was 90% hereditary as well; placing emphasis on the families of those who live 

with mental illness, and influencing the eugenics movement around the World Wars 

(Levine & Bashford, 2010). While early asylums were originally designed to protect 

people with mental illness from public humiliation, they became areas of incarceration 

with growing stigma (Aldana, Miguel, & Moreno, 2010). The mental illness label is a 

very pervasive and destructive identity for individuals. For instance, though one may 

suffer from pancreatic cancer, contract an infection, have a herniated disc – one is a 

schizophrenic (Stuart et al, 2012). This negative identity excludes people with mental 

illness from normal relationships and societal roles not due to incapability or 

impairment, but due to a socially constructed belief.  

 Structural Stigma  

Livingston and Boyd (2010) describe institutional stigma as the unintentional or 

intentional restriction of an individual’s opportunities through policies, rules, mandates 

or processes both direct and indirect (Corrigan, 2012). Patients living in countries with 

lower levels of structural stigma around their mental illness reported lower rates of self-

stigmatization and perceived discrimination (Hatzenbeuhler, 2016). Campaigns to 

increase public awareness of stigma to impact policies regarding accessibility and 

acceptance have been effective, but their public health objectives have not changed the 

stigma-related discrimination in the housing, employment and law enforcement sectors 

(Corrigan, 2012; Kira et al, 2014; Schulze & Angermeyer, 2003). For instance, people 

who live with a mental impairment are more likely to be paid by the hour, less likely to 

receive employment benefits such as health insurance (Stuart et al, 2012) or work in a 
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professional, managerial or technical role (Schur, Kruse, Blasi, and Blanck, 2009). Many 

parallels may be drawn between the structural stigma faced by people with mental 

illness and institutional racism in North America in the 1950’s. Deinstitutionalization of 

mental health services led to an increase in contact between law enforcement and those 

with mental illness; police officers are often not formally trained in conflict experience 

with mentally ill individuals (Pinfold et al, 2003). Discrepancies in patient care within 

the medical system has led to distrust in social institutions as well (Cooper-Patrick et al, 

1997). Corrigan and Rao (2012) argue that policy changes need to be made within the 

public health system to combat structural stigma in healthcare. 

 Stigma in healthcare 

There is a global concern regarding stigmatization of people with psychiatric illness 

within the medical community (e.g. Suwalska et al, 2017; Naeem et al, 2006; Ay et al, 

2006). The degree of stigma is dependent on diagnosis; patients with schizophrenia 

experienced greater levels of stigma in the hospital than patients with depression 

(James, Omoaregba, & Okogbenin, 2012). Studies in Pakistan reported over 50% of 

medical students and physicians showed negative feelings towards people with 

schizophrenia and depression, and over 60% of medical personnel considered the same 

population to be dangerous (Naeem et al, 2006; Imran & Haider, 2007). The 

stigmatizing attitudes and views developed by students in medical school may persist 

into their professional careers as physicians. It has been shown that there is a decrease 

in stigma towards the mentally ill in medical students as they progress in their 

education, but a resurgence once they become practicing doctors (Janoušková, 

Weissová, Formánek, Pasz, & Motlová, 2017; Eksteen et al, 2017). Unsurprisingly, 
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psychiatrists have the least stigma of all medical professionals (Eksteen et al, 2017). It 

seems that there is a negative correlation between contact with people with mental 

illness and discrimination in a clinical setting (Ay et al, 2006). In suit with this 

observation, community rehabilitation staff have more positive outlook towards people 

with mental illness than hospital staff, possibly due to an increase in overall contact time 

(Del Olmo-Romero et al, 2018). As a result, Suwalska and colleagues (2017) believe that 

successful anti-stigma interventions require stressing that people with mental illness 

can recover to a point of contributing to society and living active lives, while also 

reinforcing the biomedical model of prognosis. Studies have shown that clinical 

education offers a positive effect on physician attitudes towards people with mental 

illness, it may however have a negative effect on the views of the general public 

(Gronholm et al, 2017).  

 Social (Public) Stigma 

Negative, discriminatory or excluding behaviours of the public towards people with 

mental illness are categorized as social or public stigma. These attitudes are often driven 

by false belief patterns regarding the stigmatized group (Buchter & Messer, 2017). 

Stigmatized individuals are often perceived as more violent and socially incompetent 

than the general public (Corrigan & Watson, 2002; Norman, Windell, & Manchanda, 

2012). This leads to the formation of an inter-group power discrepancy, resulting in the 

labelled group or individual to lose social status (Corrigan & Watson, 2002).  

 
Portrayal of people with mental illness in the media as violent, methodical, criminal 

masterminds has contributed to increased stigmatization. The average American 

indulges in four hours of television viewership per day, and over half of broadcast items 
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constitute crime, disaster and war (Stuart, 2006). In many instances, people with 

mental illness are linked to a cold, life-less personality, and fear in film (Stuart et al, 

2012). News reports often sensationalize headlines regarding violence and mental 

illness; retelling dramatic events, exaggerating behavioural traits and often negating 

statistical relevance in broad claims (Stuart et al, 2012). This prevents stigmatized 

individuals from actively re-integrating with society; a survey in Canada reported that 

over three-quarters of respondents would feel uncomfortable or upset marrying an 

individual with schizophrenia (Stuart & Arboleda-Florez, 2001).  

 
Despite recent increases in public awareness informing a low risk of dangerous 

behaviour, danger continues to be widely accepted as the general stereotype of mental 

illness (Ben-Zeev, Young, & Corrigan, 2010). Higher levels of perceived social stigma 

prevent individuals from acknowledging the importance of seeking assistance, or 

adhering to their current treatment plan (Pattyn, Verhaeghe, Sercu, & Bracke, 2014; 

Schomerus et al, 2018). Increased perceived social stigma has been linked to an increase 

in desire to self-treat mental illness – preventing individuals from using a stable social 

support network and hindering recovery (Andrade et al, 2014). Cancer patients (i.e. lung 

cancer) have been similarly discriminated in the past, but the revelation and wide-

spread transmission of accurate information has led to the acknowledgement of the 

illness, causing a reduction in social stigma (Corbier, Samson, Villotti, & Pelletier, 2012). 

Likewise, reducing levels of public discrimination can alleviate perceived stigma, and 

thereby allow individuals to accept their diagnosis and seek medical treatment (Corrigan 

et al, 2017).  
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 Stigma discrepancies based on diagnosis 

In order to avoid being labelled, people with mental illness actively seek out ways to 

isolate themselves from institutions that can provide care for them. The degree of 

perceived public stigma is highly variable and can be based on the type of mental illness. 

Dinos et al (2004) reported that the diagnosis of patients affected the type of 

discriminatory remarks they experienced. For instance, patients with depression were 

often labelled as incompetent whereas patients with schizophrenia were seen as violent 

and treated more aggressively. A study in India (Grover et al, 2017) confirmed that 

patients with schizophrenia experienced greater levels of social isolation, discrimination 

and total public stigma when compared to patients with mood disorders. Galletly and 

colleagues (2016) elucidated that depression and anxiety disorder diagnosis were more 

prominent in the Australian private sector medical care, whereas there was a higher 

prevalence of psychotic disorder diagnosis in the public sector in Australia. Thus, a 

broader focus of an anti-stigma intervention may be pivotal in addressing a large group 

of individuals within the public healthcare system. Indeed, assimilation of various 

illnesses has been a controversial topic. Buchter & Messer (2017) have posed the 

question whether people with different diagnosis of mental illness should be grouped 

separately in an intervention, since different diagnoses require varying types/degrees of 

attention and care.  

 Self-Stigma 

Internalized stigma (or self-stigma) occurs when people associate discriminatory 

societal stereotypes about mental illness to themselves (Corrigan and Watson, 2002; 

Corrigan and Rao, 2012). Despite recent global efforts to challenge public stigma 
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through awareness campaigns (Stuart et al, 2012), self-stigma remains difficult to 

address (Corrigan and Rao, 2012). The results of a national survey in the United States 

found that one quarter of participants with mental illness, and one third of respondents 

with severe mental illness (SMI) described experiencing self-stigma (Drapalski et al, 

2013) making it important to address self-stigma in an anti-stigma intervention. Three 

key stages of self-stigma development in individuals have been identified: (1) awareness 

of discriminatory behaviour towards the individual, (2) agreement of the negative 

stereotypes as truth, and (3) application of negative beliefs leading to behavioural 

change (Corrigan et al, 2009; Corrigan, Rafacz, & Rusch, 2011). It is crucial to challenge 

self-stigma at the agreement stage (Corrigan et al, 2011) as it occurs just prior to the 

adoption of unhealthy behaviours and a transformation of personal identity (Corrigan & 

Rao, 2012). A recent systematic review (Buchter & Messer, 2017) found insufficient 

evidence regarding the efficacy of current interventions aimed to reduce self-stigma. 

Clinical environments pose a unique barrier to this problem. Paternalistic decision-

making by healthcare professionals may reinforce shame and self-stigmatizing 

behaviour, leading to poorer health outcomes. The opposite occurs in interventions that 

foster collaborative, open communication, and shared decision-making (Alguera-Lara, 

Dowsey, & Ride, 2017; Hamman & Martinez-Carrasco, 2018).  

 Impacts of Stigma 

Mental illness stigma is an additional strain on patients beyond the effects of both 

symptoms and treatments (Perlick et al, 2001). Stigma can affect both symptomatic and 

functional recovery (Link et al, 2001). For instance, self-stigma was a critical factor in 

voluntary withdrawal from drug treatment across all diagnostic categories in the Czech 
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Republic (Kamaradova et al, 2016). Patients who have had more experience with 

discrimination showed poorer responses to pharmacotherapy (Ociskova, Prasko, 

Latalova, Kamaradova, & Grambal, 2016). The impact of stigma is caused by both 

external effects of prejudice and the degree to which these attitudes are internalized 

(Lauber, 2008). Internalization of stigmatizing beliefs lead to a reduction in self-esteem 

and social avoidance in a positive feedback loop (Abiri et al, 2016).  

 
A greater level of negative symptoms often correlated with a lower ability to cope with 

the impact of stigmatizing experiences – making it more likely to internalize negative 

beliefs from these experience (Nabors et al, 2014). Internalization of these stereotypes 

can be mitigated with adequate social support (Corrigan et al, 2009). External 

consequences of stigma include social exclusion, housing discrimination, and unequal 

education and employment opportunities. For instance, a psychiatric label given to 

patients when seen entering treatment or support facilities may extend to the person’s 

family, and impact both the individual and family emotionally, economically and 

socially (Pattyn et al, 2014). Once diagnosed with a specific mental illness, the 

associated stigma lingers with the individual long after symptom improvement (Alonso 

et al, 2008). 

 
As seen with social stigma, there was a varying degree of associated self-stigma with a 

specific diagnosis, present in a hierarchical fashion. For instance, people with Bipolar 

Disorder (BPD) experienced higher levels of self-stigma compared to patients with 

anxiety disorders (AD) (Holubova et al, 2016). Persons living with schizophrenia 

described greater scores of self-stigma, alienation and discrimination than those with 

BPD and major depressive disorder (MDD). Family income and quality of life was 
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inversely proportional to degree of self-stigma in both people with MDD and 

schizophrenia (Ran et al, 2017; Holubova et al, 2016).  

 Self-Esteem and Identity 

When people learn and agree with negative stereotypes present in society, they can 

develop a negative social identity if they are diagnosed with mental illness themselves 

later (Corrigan et al, 2009). An individual can have a significant loss in self-esteem 

when they accept this negative identity – lowering their perception of self-worth (Yanos 

et al, 2008; Corrigan et al, 2006). A secretive approach to disclosure of illness has also 

been associated with reduced self-esteem (Ilic et al, 2012). Thus, there seems to be a 

negative correlation between stigmatizing experiences and self-esteem, (Thoits, 2011) 

and a lower self-esteem results in feelings of unworthiness of pursuing treatment or 

other life-goals (Corrigan et al, 2009). Paradoxically, improvements in stigma 

management skills do not significantly improve overall self-esteem (Abiri, Oakley, 

Hitchcock, & Hall, 2016).  

 Self-Efficacy 

Self-efficacy is the perceived ability of how confident someone can expect to be in acting 

on a task they have set out for themselves (Bandura, 1982). Self-stigma has been seen to 

significantly reduce self-efficacy (Link & Phelan, 2001), often increasing dependency on 

others (Hinshaw & Stier, 2008). Condescending or intrusive behaviours towards people 

with mental illness lead to feelings of individual disempowerment (Corrigan & Wassel, 

2008). A decrease in decision-making capacity may be a result of individuals being 

viewed as incapable of managing their life goals. Over time, this may prevent the person 
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with mental illness from pursing activities that contribute to meaning in life: including 

relationships, employment, or education. (Corrigan et al, 2005).  

 

 Meaning in life & Recovery 

It can be argued that using one’s personal strengths to invest in something greater than 

the individual, thereby contributing to society, may help individuals achieve a sense of 

meaning in life (Seligman, MEP, 2002: authentic happiness). Anthony (1993) defines 

recovery as a process that involves the growth of new meaning as one overcomes the 

symptoms of psychiatric illness. Respectively, patients with severe mental illness have 

attributed meaning in life as a core aspect of recovery; it may be achieved through 

employment, volunteerism, social relationships, spirituality or the process of recovery 

itself (Andresen, Oades, & Caputi, 2003). A lack of participation in these activities may 

increase the susceptibility to internalizing public stigma (Or et al, 2013). Once 

internalized, self-stigma further promotes avoidance behaviour – preventing social 

interaction and facilitating hopelessness regarding recovery (Yanos et al, 2008). A study 

by Or et al (2013) confirmed a significant negative correlation between self-stigma and 

meaning in life in Israel. Increased self-stigma may also deteriorate self-esteem and self-

efficacy, in turn reducing one’s desire to pursue life goals (Corrigan et al, 2009). As a 

result, self-stigma decreases the individual’s sense of hope – the ability to initiate and 

implement change – leading to heightened symptoms. Redeveloping one’s sense of 

meaning in life is pivotal in recovery from mental illness (Yanos et al, 2008; Andresen, 

Oades, Caputi, 2003; Or et al, 2013).  
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  Social Isolation 

Stigma contributes to the lack of social support that an individual with mental illness 

may receive. Up to two thirds of individuals with SMI do not integrate with their 

communities, and find social roles such as being a parent, spouse or friend 

unmanageable (Berlack et al, 2007). Persons who self-stigmatize based on mental 

illness diagnosis isolated themselves from social interactions and environments 

(Krajewski, Burazeri, & Brand, 2013).  

 
Social isolation has been linked to cognitive degeneration and a decline in mental 

wellbeing (Wilson et al, 2007). Conversely, there is a positive correlation between 

people who report satisfaction with their relationships and quality of life (Waldinger and 

Schulz, 2010). For instance, accumulating evidence from the Harvard Study of Adult 

Development has demonstrated that a lack of social relationships contributes to a risk 

factor for health, along the same magnitude as cigarette smoking, obesity and high 

blood pressure (Waldinger, Cohen, Schulz, & Crowell, 2015). Degree of social 

connections is usually measured by either the number of social contacts (Waldinger & 

Schulz, 2010; Krajewski et al, 2013) or the perceived quality of those relationships 

(Waldinger et al, 2015).  

 
Additionally, life-long stigma poses an especially potent problem. A history of 

abandonment, isolation or neglect in childhood can lead to insecure attachment styles 

affecting the individual’s behaviour in relationships into adulthood (Meyers & 

Landsberger, 2002). Despite this, seeking help for a psychiatric condition can further 

facilitate social isolation. Certain cultural norms may not accept treatment for mental 

illness – ostracizing the individual from the community or family (Cooper-Patrick et al, 
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1997). The response of a physician to mental illness disclosure, along with the quality of 

the patient-physician relationship also determine the willingness of the patient to seek 

professional treatment (Cooper-Patrick et al, 1997).  

 

2.3 Stigma Reduction Strategies 

An understanding of the origin and consequences of stigma is vital to designing 

programs that effectively counter its negative effects (Link & Phelan, 2001). Three 

general methods have been used to reduce stigma: protest, education, and contact 

(Eskteen et al, 2017). Protesting stigma has been shown to reduce social stigma 

proliferation but is unlikely to be effective in generating new positive attitudes within 

society (Rusch, Angermeyer, & Corrigan, 2005). Mental health education provides an 

accurate depiction of mental illness, often contrasting that learned from media, and has 

been known to promote positive views of mental illness in the public (Corrigan & 

Shapiro, 2010). Contact-based approaches help normalize the illness through sharing 

experiences with other people living with mental illness (Rusch et al, 2014). Contact-

based programs combined with an educational component have the greatest potential 

for reducing stigma (National Academy of Science, 2016). Buchter and Messer (2017) 

deduced that there is a lack of qualitative information to provide a sound theoretical 

base for the development of anti-stigma interventions. An amalgamation of mental 

health education with shared stories and events from community members may 

humanize the illness and provide a strong basis for eliminating stigma.  

 Community Involvement in Anti-Stigma Interventions 
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There is evidence that sole reliance on scientific data to design an anti-stigma 

intervention may hinder the development of a well-planned intervention (Stuart et al, 

2012). Rather, a focus on combining mental health education with stories, events, and 

anecdotes from people with lived experience can help contextualize the issue and make 

it more relatable for the public (Stuart et al, 2012; Roe et al, 2017). Thus, it is important 

that anti-stigma interventions are addressed with a high degree of specificity for the 

local population and their individual needs. An effective way to do this is to recruit 

diverse networks of self-managing systems to generate a collaborative effort to tackle a 

complex problem such as anti-stigma program design. It has been shown that a top-

down approach to intervention design is inefficient as it diminishes the role of the local 

players and is not conducive to social reintegration at a community level (Stuart et al, 

2012). Rather, networks have been shown to use more resources, spaces and 

interchangeable human capital more effectively than the more top-down, bureaucratic 

management style of large organizations, such as hospitals (Baker, Kan and Teo, 2011; 

Stuart et al, 2012; Baker et al, 2011). An additional benefit of knowledge networks is the 

opportunity for individuals to carve niches for themselves; participants of an anti-

stigma program can become enabling members of a larger network and feel empowered 

as they actively contribute to it (Lieberman, 2000).   

 A Need for Qualitative Evaluation 

Qualitative research approaches focus on developing an in-depth understanding of a 

given concept, in order to elucidate rationale or a theory for why that concept exists in 

nature. For instance, it can describe research about a person’s life, the collective 

behaviour of groups, social interactions, or organizational movements (Corbin & 
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Strauss, 1990). Qualitative research lends itself to be particularly useful in uncovering 

information describing unexplored phenomena, helping understand and define a 

research question, or providing a fresh perspective on areas already studied (Corbin & 

Strauss, 1990). Qualitative methods can vary from unstructured focus groups, to 

descriptive field notes to highly-structured in-depth personal interviews. Working with 

qualitative data is an iterative process; data is collected and analyzed simultaneously 

until no novel information arises from newly collected data.  Chunks of similar, repeated 

data are categorized as narrow ‘codes’ which then culminate into broader themes as 

more data is collected. These themes create the foundation for a new theory (Strauss & 

Corbin, 1994; Glaser & Strauss, 1965). While numerous anti-stigma campaigns that 

target self, public, or structural stigma have been evaluated through self-report surveys 

or other quantitative tools, there lacks sufficient qualitative information on the efficacy 

of these programs from the lens of the stigmatized individuals, their families or other 

community members (Link & Phelan, 2001; Stuart et al, 2012). A systematic review by 

Buchter and Messer (2017) mirrored this recommendation by suggesting a lack of 

theoretical base in the development of successful interventions for mental illness stigma 

reduction. The input of day-to-day experience of people with lived mental illness 

experience helps prevent false assumptions and poor program development (Stuart, 

2005).  

 Public Education & Psychoeducation 

Numerous ongoing anti-stigma campaigns promote awareness by addressing the facets 

of stigma (social, structural, self, etc.). This has shown to be effective for achieving 

achieve clinical outcomes such as suicide prevention (Oexle, 2016). A key driver of 
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success in educational programmes is the reduction of self-stigmatizing behaviours; this 

usually facilitates involvement in meaningful activities and can lead to recovery this way 

(Or et al, 2013). Psychoeducation helps to reframe the illness for an individual in a 

positive light, often leading to stigma recognition and reassessment. For instance, the 

narrative enhancement and cognitive therapy (NECT) protocol aims to decrease self-

stigma by using psychoeducation to help participants reframe their own perceptions of 

themselves in a way that makes sense of one’s illness and self (Roe et al, 2017). A recent 

randomized control trial in Sweden (n=87) demonstrated reduced self-stigma and 

enhanced self-esteem, with results correlating with the number of sessions attended 

(Roe et al, 2017).  

 Intergroup Contact 

Interaction between people of the same group can reduce prejudice and judgement 

(Pettigrew & Tropp, 2006; Bizub & Davidson, 2011). Contact-based strategies , such as 

the sharing of lived mental illness experiences, have been shown to reduce stereotyping, 

which may alleviate stigmatization amongst people with mental illness. For instance, 

there was a decrease in stigma in pharmacy students after contact-based sessions with 

patients (Patten et al, 2012). It has been hypothesized that the increased contact may 

help normalize the illness to both others in the same position or those contributing to 

the stigma (Rusch et al, 2014). Raising awareness that a mental illness is no different 

than any other physical illness through exposure can improve both self-image and 

public perceptions between people with and without a mental illness. A review of the 

efficacy of various anti-stigma interventions by Gronholm and colleagues (2017) 

concluded that live or video-based contact with students with mental health issues had 
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the highest probability of reducing social distance and improving attitudes. Other 

studies have shown that contact-based programs work more effectively than educational 

interventions alone in adults, however, contact needs to be maintained consistently for 

success (National Academy of Science, 2016). Peer support is a crucial component of 

anti-stigma interventions. Peers provide social and emotional support while acting as 

role-models for behavioural change (Stuart et al, 2012). Disclosing a mental illness to a 

supportive or receptive peer can alleviate self-stigma (Rusch et al, 2014). The decision to 

disclose or lack thereof is based on community expectations and precedents (Corrigan & 

Rao, 2012). Most choose to remain secretive about their mental illness diagnosis due to 

feelings of shame and guilt (Hinshaw, 2007). Choosing to remain secretive about and 

managing a mental illness without social support are linked to poorer outcomes in terms 

of self-stigma and recovery (Corrigan & Rao, 2012; Link et al, 1991; Ilic et al, 2012). 

Despite the evidence for contact-based interventions, the ‘Opening Minds’ initiative 

(Stuart et al, 2012) uncovered that less than one third of all Canadian anti-stigma 

programmes used the approach, and only a tenth involved participatory program design 

from people with mental illness. The main caveat of contact-based education is its 

inability to address the stigmatizing experiences of structural barriers on people with 

mental illness. Changing structural stigma requires intensive resource and financial 

capital; it has been argued that government funders of contact-based programming 

ignore the potential risk of heavy financial investment required to change structural 

level discrimination (Gronholm et al, 2017).  

 Theory of Change Model (ToC) 
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A ToC evaluates long-term goals and objectives of a program. It is often devised to work 

backwards from these goals to identify the correct conditions that must be present for 

said objectives to be achieved (Connell & Kubisch, 1998). The ToC proposes the 

mechanism for change by elucidating potential causal linkages between actions and 

their outcomes in a logical manner with chronological flow (i.e. short-term, 

intermediate, long-term outcomes) (Clark & Taplin, 2012). ToC models are frequently 

used to promote social change in non-profit, philanthropy and government sectors 

  



26 
 

Chapter 3. Methods 

3.1 Study Design 

The Cooking Connections program was run over ten weeks, in which the OSMI program 

was delivered between weeks two and eight, inclusively. The eighth, booster session was 

administered six-months following week seven of the total program. Participants 

received an individual workbook to compliment a PowerPoint slide presentation. 

Participants were encouraged to write down their thoughts and reflections in their 

workbooks. The slides were a tool to help guide sessions and ensure objectives were met. 

A course manual was provided to co-facilitators to ensure consistency of lecture 

delivery. The primary facilitator and co-facilitator met once per week to discuss both 

effective strategies from the previous week’s and areas of improvement for the following 

week’s sessions. Sixty to seventy-five minute focus group sessions were used to generate 

qualitative data to evaluate the diverse nature of stigmatizing experiences on 

participants, the efficacy of the program, and behavioural change observed post-

intervention. Secondary data collection methods included inter-session field notes of 

participant behaviour and commentary. Data from participants was collected at the 

seventh session (T1) and at the end of the 6-month booster session (T2).  

3.2 Research Methods 

Qualitative research methods were chosen to be used in this study, as they provide a rich 

insight into human behavioural change (Strauss & Corbin, 1990). They could help 

elucidate the nature and effects of stigma on individuals, as well as provide a greater 

range of freedom for participants to express information that could be used to evaluate 

the efficacy of the intervention and help develop accurate quantitative measurement 

tools for future program evaluation. In particular, focus groups were used as they help 
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gather a large amount of data from groups of individuals while retaining the complex 

group dynamics at play (Denzin, 1994).  

 
3.3 Data Collection and Analysis 

A total of seven focus groups were conducted (60-75 minutes in length), and all 

recordings were transcribed onto a Microsoft Word document by hand by both the 

investigator and with assistance from Transcription Heroes Services (Toronto, Ontario). 

Transcripts were coded following the Grounded Theory method (Strauss & Corbin, 

1990) as they were developed. Each transcript underwent two rounds of primary coding 

to ensure consistency in the coding process (Saldana, 2009). The first round of primary 

coding consisted of initial coding (large clumps of data coded to generate broad 

concepts: Saldana, 2009). The second round of primary coding consisted of meticulous, 

line-by-line coding that incorporated the following coding strategies: magnitude coding 

(to determine the intensity of emotion), in vivo coding (using participant’s own voices), 

evaluative coding and process coding (Saldana, 2009). Primary codes were 

amalgamated into secondary codes using the axial coding method (Saldana, 2009; 

Strauss & Corbin, 1990). Secondary codes were then condensed into sub-themes, which 

were then developed into 16 broad themes. Themes were then interpreted to inform 

three different focus areas: stigma experiences, program evaluation, and behavioural 

modification. Analytic memos were taken throughout the entire coding process to help 

guide thematic decision making.  

A Theory of Change (ToC) model regarding the program evaluation was developed prior 

to any coding and remained flexible to change based on data as it was being collected 

(Breuer, Lee, De Silva, & Lund, 2016). The ToC outlined linkages between events and 
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conditions necessary to achieve behavioural outcomes desired from the course, 

constructed in a chronological manner (Connell & Kubisch, 1998). After thematic 

analysis, this model was refined by the evidence gathered through analytic memos and 

transpiring themes.  

 
Field notes were also taken at each session to provide evidence of behavioural changes 

made throughout the course by a separate member of the team. These were evaluated 

for themes in a method similar to the focus group data.  

 
3.4 Participants 

All participants were recruited through referrals by the project partner, Addictions and 

Mental Health Service, Kingston-Frontenac-Lennox-Addington (AMHS – KFLA). The 

study investigator maintained records of all participants that enrolled, and attended 

sessions with a complete attendance list. This information helped establish that the 

sample population was selected free of bias.  

 Inclusion Criteria 

Participants met the following inclusion criteria in order to join the OSMI program: 

 Presence of a mental illness as self-reported or reported by the AMHS-KFLA 

 Current stable symptoms and mood 

 Aged 18 to 70 

 English speaking (in order to comply with requirements of the study, 

communicate with participants, and provide written informed consent) 

 Exclusion Criteria 
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Any of the following criteria, at any point of the study, warranted exclusion from study: 

 Manic, hypomanic or mixed episode, as determined by the principle investigator 

 Current severe depression or severe anxiety, as determined by the Beck 

inventories, as this posed a risk of suicide or a danger to self or others under the 

discretion of the investigator 

 Active substance use or alcohol dependence at enrolment or in the prior three 

months (exception of caffeine or nicotine dependence), as defined by the DSM-V 

criteria  

 Violent behaviour or evidence of self-harm or harm to others 

 Extreme disruptive or inappropriate behaviour during sessions, under the 

discretion of the investigator and project partner 

3.5 Ethics 

The study protocol and written Informed Consent Form was approved by the Research 

Ethics Board at Queen’s University Health Sciences and Affiliated Hospitals Research 

Ethics Board (REB) with an amendment in September, 2017. All materials used for the 

study were reviewed and approved by the REB. The ethics approval is provided in the 

Appendix.   

 
Participants were given both oral and written information about the nature, purpose, 

possible benefits and risks of the study during both registration and reiterated during 

the first session. Participants were asked to complete an Informed Consent Form 

(Appendix) and a confidentiality agreement prior to participation in the study. 

Participants were encouraged to contact either Principal Investigators for any questions. 
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There was an allotted discussion period during registration in which participants were 

encouraged to disclose their goals and expectations of the course.  

 
Principal Investigators ensured that medical expertise was available to handle possible 

emergencies during the study. Representatives trained in mental health first aid from 

the AMHS-KFLA were present to provide assistance in case of emergency. Participants 

consented to having both sessions and focus groups recorded, and were reminded that 

they were allowed to discontinue participation in the study at any time.  

 
3.6 Facilitation 

All sessions were facilitated by both the investigator, and a peer with lived mental illness 

experience (diagnosis of mental illness as determined by a clinician using the DSM-5 

criteria). Previous participants were trained as peer facilitators. Peer participants 

provided feedback regarding their experiences through a separate focus group session. 

Apart from the focus groups, discussions with both the investigator and Principle 

Investigators allowed participants and peer-facilitators an opportunity to provide 

further input on improving course objectives.  

 
3.7 Locations 

The first and third interventions (April – May 2016; and September – October 2016) 

took place at the Princess St. United Church, Kingston, Ontario. The groups (n1=10; 

n3=10) met from 10:30 – 11:30 to participate in the Cooking Connections Course with 

Loving Spoonful, and then underwent a two-hour OSMI session from 11:30 – 13:30, 

with a brief 15-minute lunch break. The participants were served the healthy food they 

had cooked at Cooking Connections session prior at the lunch break. The second 
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intervention (July-August 2016; n2=4) took place in a group room at the AMHS-KFLA 

building, Kingston, Ontario between 18:00 – 20:00. This intervention was run as a 

standalone comparison group, without the addition of the Cooking Connections 

program, or a hot meal but healthy refreshments were provided during a 15-minute 

break halfway through each session. Community-based locations were used to reduce 

the stigma associated with a medical setting such as a psychiatric hospital.  
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Chapter 4. Results. 

4.1 Participant Demographics 

Table 1. The following table describes the psychological, employment, and social demographics of the 21 
participants in the study. 
 

Age   Marital status   Risk Factors  
18-19 0  Never married 12  Substance use 11 

20-29 4  Separated 3  Self-harm 16 

30-39 3  Widowed 0    

40-49 4  Divorced 3  

Primary Income 
Source 

50-59 10  Common Law 1  ODSP 19 

60-69 0  Married 1  OW 0 

70-79 0     CPP 0 

   Level of education     
Age of symptom onset  Some high school 3  Residence Type  
9 and under 1  Completed high school 9  Group home 0 

10-19 12  Some College / Apprenticeship 3  Subsidized apartment 8 

20-29 3  Completed College 2  Market rental 8 

30-39 2  Some University 2  House 4 

40-49 3  Completed Undergraduate 3    

50-59 0  

Graduate or Professional 
degree 0    

60-69 0     Hospitilization  
70-79 0  Employment Status   Yes 17 

   

Unemployed due to mental 
ilness 13  No 2 

Age of first treatment  On leave from work 1    
9 and under 0  Not employed 0  Hospitilization in   
10-19 9  Retired 0  past year  
20-29 7  Student 0  Yes 4 

30-39 1  Volunteer 6  No 15 

40-49 3  Part-time work 4    

50-59 1  full-time employment 0  

Frequency of 
community 

60-69 0     

health or outpatient 
use 

70-79 0  Diagnosis 3  None 0 

   Bipolar Disorder 4  More than weekly 1 

Gender   Anxiety Disorder 4  Weekly 3 

Male 7  Depressive Disorder 6  Few times per month 5 

Female 14  Psychotic Disorder 2  Monthly 9 

Other   Other 5  Few times per year 1 
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Many participants were either diagnosed or experienced symptoms early in their life 

(under 20 years old, n=13 or 62%), however, the majority of participants did not receive 

treatment until after 29 years of age (n=12). Most participants were single (never 

married, separated, or divorced; n=18 or 86%) and lived on their own (n=14 or 67%). 

Around half of the participants completed their education until high school (n=11), 

another half completed some form of post-secondary education (n=10), while no 

participants pursued professional education (n=0). Despite this, the majority of 

participants were unemployed due to mental illness, or on leave from work (n=14 or 

67%). Thus, the vast majority of participants relied on ODSP for their primary income 

source (n=19). More than half of the participants had substance use and/or self-harm as 

risk factors in their illness (n=11; n=16), and the most common diagnosis was a 

depressive disorder (n=6). Most participants used community or outpatient services to 

manage their illness at least once per month (n=19). While most participants had been 

hospitalized in their lifetime (n=17 or 81%), the majority had not been hospitalized in 

the past year (n=15 or 71%). All participants were Canadian citizens (n=21), the majority 

were Caucasian (n=20) and female (n=14). 

 
4.2 Thematic Analysis 

Data analysis led to the identification of 17 themes, grouped into four sections. The first 

section conveys the feelings and experience of participants as they live their lives 

surrounded by complex mental illness stigma. The second section aims to describe the 

Living Arrangements   

 Self 14 

 Roommates 2 

 Family home 3 

Citizenship Status   

 Canadian 21 
 Other 0 

 
 
 
 
 
 
 
Ethnicity   
 Caucasian 20 
 Asian 1 
 African American 0 
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process of change as seen through the progression of the course. The third section 

illustrates the behavioural changes that were observed in participants following the 

course. The discussion aims to tie all of the data together as a theory of change model, 

creating an analysis of how behavioural change may have been achieved. The fourth 

section is addressed under recommendations for future research within the discussion.  

 
Table 2. Accumulation of respective code clusters (primary group of codes) that make up each subtheme, 

which are then grouped to create the seventeen themes.  

Theme Subtheme Code Cluster 

I. Individual Experiences with Stigma 

Social 
Isolation 

 

Exile from society 
 

Hardened to voices of others 

Reluctance to accept support or show 
vulnerability 

Distrust of people 
 

Challenge finding employment 

Social & financial restrictions due to 
stigma 

The hustle: desire a challenge to 
find employment 

 

Challenge: finding employment 

Social & financial restrictions due to 
stigma 

Facing 
Public & 

Structural 
Stigma 

 

Family and Friends 
 

Familial discrimination and stigma 

Healthcare and Workplace 
 

Apathy towards traditional healthcare 
Hanging by a thread: stigma in 
healthcare 
Structural stigma leading to self-stigma: 
feeling hopeless 
Employment 

Current Landscape 
 

Stigma: It is how it is… 
Witness: decreasing public stigma  

Self-Stigma 
 

Diagnosis provides relief 
 

Initial diagnosis sparked volatile 
emotions  
Self-stigma due to diagnosis  

Frustration towards mental illness    

Putting oneself down   

Living with 
Mental 
Illness 

Confused 
Confusion and fear  
Undiagnosed fog: a lack of clarity  

Scared Fear of judgement  
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 Anxiety about future 

Hurt 
Deep wounds: disclosure experiences in 
the past  
Life has been a constant struggle 

 

II. Program Evaluation 

Supportive 
Environment 

 

Comfort 
 

Safety together 

Comfortable environment: a safe space 
provided 
Non-judgemental environment 

Helping One Another Navigate 
Illness 

 

Peer to peer discussion  

Advising others  

Trusted Guide or Mentor Provides 
Initial Push 

 
Family as social support 

Cohesion & 
Socialization 

 

Solidarity 
 

Connecting with like-minded people 

Small groups provide intimacy 

Trust 
Being listened to 

Group as a catalyst of socialization 

Camaraderie 
 

Accelerated cohesion 
Inter-peer understanding 
Building trust amongst each other 

Disclosure in 
Group 

 

Interactive facilitation 
 

Open, interactive facilitation 

Role of the moderators 

Distance from doctors 

Open Discussion Freedom of disclosure 

Educational 
Awareness 

 

Stigma Awareness 
Self-stigma introspection  
Insecure about illness 

Mental Illness Education Adds 
Clarity 

Structured approach 
Mental health education to reduce 
public stigma 

Value of Education Educating others 
Stigma 

Management 
 

Stigma Management Strategies  

 
 
 
 
 

III. Behavioural Change 

Perspective Shift  Reframing illness in positive light 
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Perspective 
Shift 

 

Selective disclosure strategy adoption  
Learning to trust others 

Self-awareness 
 

Learning from others 

Making sense of emotion 

Becoming self-aware 

Self-acceptance 
 

Desire to learn about one’s illness 

Self-forgiveness 

Social 
Network 

Development 
 

Building a Social Support Network 
 

The value of social support 

Realistic expectations of others 
Consulting a social network 

Finding my Fit  
Strategies to Prevent Social 
Isolation 

Unsuccessful retaining connections 

Empowerment 
& Self-Esteem 

 

Empowerment 
 

Not setting: overcoming personal 
roadblocks 

Self-acknowledgement 

Advocating for oneself 

Seeking self-improvement 

Improved Self-Esteem  

Developing or restoring self-esteem 
and confidence 

Positive self-image 

Downward social comparison 

Positive Life 
Outlook 

 

Hope 
Persistent effort 
Staying active in community and 
employment 

Recovery 
Reduction of self-destructive 
behaviour 
Learning to cope with symptoms 

Optimistic for the future 
A glimpse at a brighter future  
Making plans and setting goals 
Longing for freedom 

Empathy 

Understanding others 
 

Understanding the rationale for hate 
Empathetic towards aggressors 

Altruism: helping one another 
overcome personal adversity 

Desire to give back to society 

 
Challenging 

Stigma 
 

Protest: Confronting public stigma  

Re-evaluating Stigma Readdressing self-stigma 

Coping with stigma: talk about it! 

 

Recommendations 

Positive discussions 
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Drivers of 
Change 

 

Recommendations for course 
success 

 

Actively practicing stigma 
management skills 

Continuous contact 

Active participation during course 

The course is invigorating 

Distance from doctors: removal of 
power struggles 

Improvements 

Inclusive to accommodate other 
mental illness 
Lived experience necessary for 
faciliation 

Pre-requisites 
Desire to feel better 
Desire for mutual respect 

Barriers to 
Outcomes 

 

Socialization 
 

Lack of socialization hinders progress 
Confidentiality or trust breaches 

Recommended Exclusion Criteria 
 

Unstable symptoms 
Active substance use 
Comorbid illnesses/disabilities pose 
additional challenges 

 
 
 

  Individual Experiences with Stigma 

 
The findings from the initial focus groups painted a picture of how both mental illness 

and its associated stigma has impacted the lives of the participants. Respective codes 

have been resolved into four themes: social isolation, facing public and structural 

stigma, self-stigma, and living with mental illness. The sub-themes belonging to each 

theme are denoted under the appropriate category.  

 

4.2.1.1 Social Isolation 

Most participants described feeling socially isolated due to both the nature of their 

illness and the accompanied stigma, a gradual building of distrust of others without 
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mental illness, and a lack of ability to gain and maintain purposeful employment or 

volunteer opportunities.  

 

A. Exile from society  

Participants described feelings of isolation and loneliness due to either the nature of 

their illness, the perceived stigma that accompanied, or both. Two participants 

described their thoughts on the matter,  

 
“And then if you get the right people… groups like this… there’s things you can do 
instead of sitting at home all the time, because I don’t go out and socialize at all.” 
– [P4, OS1]. 
 
 
“My psychiatrist don’t want me doing nothing, right? Which is kind of 
discouraging because if you work at least it helps you get better right? I’m 
spending all my time with him [pet cat] now right? Instead of running around 
with other people, right?” – [P15, OS3]. 

 

B. Distrust of others 

A few participants expressed that the events they have experienced in their lives have led 

them to feel distanced and distrusting of people without mental illness in the 

community. This may have been provoked by scars of prior ill-received disclosure, or 

through structural and/or public stigma.  

 

“I don’t see the reason to hand anybody an ace [referring to disclosing illness to 

public]. Regardless of how I think they’ll play it, I don’t see the reason to.” [P20, 

OS3, 61]. 
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The lack of trust in others resulted in certain participants unable to show vulnerability 

to others, which manifested itself in a further two observations; hardening to the 

opinions and voices of others, and the reluctance to accept support. One participant 

stated, apathetically, while describing her everyday interactions with other community 

members: 

 
“I try not to get upset because everyone’s just the way they are and won’t ever 
understand. At all”  - [P5, OS1, 51]. 

 

The participant felt hopeless, internalizing her feelings of isolation and was reluctant to 

address the opinions of others. Participants initially only expressed comfort to 

disclosing within the group once a confidentiality agreement was acknowledged,  

 
“I find when getting into groups like this it’s not had [disclosing], based on the 
confidentiality agreements that are usually present” – [P20, OS3, 13]. 

 

C. The hustle: a challenge to find employment 

Participants found it difficult attaining and maintaining employment. Wellness advice 

from medical professionals to people with mental illness often consists of opening and 

expanding social networks. This may become challenging since socializing requires 

some disposable income, which is difficult to achieve without stable employment.  

 
“Can’t play with friends as often as I’d like because financially it’s just… you don’t 
have a lot of money, so your limited with what you can do.” – [P11, OS2, 57]. 

 

As a result, participants described searching for employment in vain, often being unable 

to secure or maintain a position. The causes for this are primarily stigma-related, but 
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can also be due to illness symptoms. One frustrated participant describes her efforts to 

find employment:  

 
“I really wanted to get a job, and I’ve been struggling and struggling… I really 
want to get a job” – [P12, OS2, 93]. 

 

The desperation and willingness to work is echoed by numerous participants, however, 

this drive is not often reciprocated with an opportunity for employment or volunteering. 

As quoted,  

 
“I want to volunteer somewhere but for some reason they [community clubs] 
don’t seem to want to let me volunteer anywhere.” – [P15, OS3, 143] 

 

Another participant described a stigmatizing scenario, in which she was fired from a 

full-time medical professional career after being hospitalized for a mood disorder [P16, 

OS3, Field Notes]. These events illustrate the drive to gain employment from 

participants. It brings to light that while some may ultimately achieve employment, the 

stigma of mental illness may contribute to great difficulty in maintaining it.  

 

4.2.1.2  Public and Structural Stigma 

Participants described facing various forms of public stigma over the course of their 

lives, the two most prominent domains being family and within the healthcare system. 

They also provided a description of the current landscape of stigma today; what has 

remained the same and what has changed.  

 

D. Family 
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Participants have described facing stigma from family, either through abuse and 

discrimination or through restriction from activities, neglect and avoidance. Other 

participants have stated anticipating very poor reactions from family members as a 

result of understanding their expectations and behaviour. These experiences lead to a 

higher risk of self-stigmatization within participants. One participant mentions that,  

 
“None of my family knows about my diagnoses except for maybe two, and when 
they found about those two, I was ostracized and ignored” – [P17, OS3, 74] 
 
My father had mental illness when I was growing --well, he still has it… after 
they [parents] split, she [mother] bad-mouthed him constantly, and his mental 
illness was her main ammunition against him. That he's useless, he can't do 
anything, he's worthless, broken, he's not a good father all that every day of my 
life. So I associated mental illness with all these horrible traits.” – [P17, OS3, 85] 

 

Another participant conveyed that she was reluctant to disclose a personal life event to a 

close family member due to her reactions towards her prior mental illness disclosure. 

When she did so later, she was surprised by the positive response she received.  

 
“Thankfully I’ve had support from my dad, and my brother, and my friends, and 
my Grannie, who, um, I was worried about, I got my dad to tell her. But she still 
treats me the same. She still brags about me to everyone.” – [P7, OS1, 67] 

 

E. Healthcare 

Mental illness stigma in the medical community is prevalent, and participants report 

being stigmatized on a number of occasions. They describe the irregular nature of being 

stigmatized by medical staff. As one participant describes a situation in which,  

 
“Somebody else [nurse] was saying that ‘well she has a mental illness [speaking 
about participant], better be careful” – [P18, OS2, 25] 

 

In another instance, the same participant described a different, polar experience: 
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“I had this one nurse… she was an angel, she came in four times every day. It was 
amazing, and then I get these other ones and its totally different. They treat you 
like they don’t like you.” – [P18, Os2, 122] 

 

The discrepancies in quality of care by hospital staff may affect a patient’s self-esteem. A 

participant described the confusion that interchanging periods of comfort and neglect 

from nurses caused her, resulting in self-stigmatization.  

 
“That makes me think [referring to neglectful nurses], what have I done? Have I 
done something to tick them off? But know I haven’t done anything in the back of 
my head. I haven’t done anything – but my mind starts travelling.” – [P18, OS2, 
199] 

 

Lastly, structural stigma surrounding psychiatric diagnosis and mental health education 

may also contribute to the stigmatizing experiences from healthcare. One participant 

describes the self-stigmatizing consequence of being diagnosed while working as a 

medical professional, 

 
“I read a paragraph in a psychiatric textbook when I was studying that course 
and it only had one paragraph on that diagnosis and it said that if the patient 
down the hallway is causing problems, and you instinctively don't like that 
patient, that's the patient with the diagnosis. And for some reason that 
paragraph stood out in my mind, and then when I was diagnosed with this all 
that was said about this diagnosis, and the hopelessness of it just came back to me 
and it was just one paragraph out of one textbook that set me on the course of 
self-stigma” – [P16, OS3, 30] 

 

F. Current Landscape 

Participants described that there are aspects of public stigma that have remained 

unchanged, while they are also aware of a positive change in the public’s perception of 

mental illness. One participant states,  
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“I’d like to feel that I could tell people and not have to worry about them 
stigmatizing. I really, really would but I don’t see that happening…” – [P17, OS3, 
78]. 

 

Likewise, participants have also stated that public stigma is decreasing gradually, often 

referring to the ‘times being better’ than when they were young: 

 
“I think overall it’s that people are becoming more aware and people are 
generally – here in Canada – people are becoming nicer”. – [P11, OS2, 43]. 
 

4.2.1.3 Self-Stigma 

Most participants expressed that they struggled with internalized stigma, and the 

associated behavioural consequences, such as negative self-talk, social isolation and self-

harm or injury. Self-stigma was different in the initial diagnosis phase than in the later 

phase of illness progression.  

G. Initial Diagnosis  

The style of medical communication may affect how a patient interprets a diagnosis. 

This interpretation may have lasting effects on the future patient’s wellness and degree 

of internalized stigma. Three participants reported volatile emotions and self-stigma 

upon diagnosis. One participant described a diagnosis that was communicated to her in 

a discriminatory manner,  

 
“When I was diagnosed with this [illness] – all that was said about this diagnosis 
– and the hopelessness of it came back to me… and it was just one paragraph of 
one textbook that set me on the course of self-stigma” – [P16, OS3, 44] 

 

The participant explained that she had not disclosed the illness to friends or family for 

over thirty years [Field Notes]. She explained that the resultant self-stigma affected 
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various aspects of her life, preventing her from returning to work, and deteriorating her 

ability to be the legal guardian of her child.  

H. Progression of Illness 

Self-stigma becomes a problem for many participants as their illness progresses and 

they are increasingly exposed to structural and public stigma. More than half of the 

participants reported self-stigma throughout the course of their illness. Many 

participants were unaware of the internalized stigma they carried until they completed 

the course. Self-stigma especially prevented participants from engaging in relationships 

with family, friends or romantic: 

 
“I’m still really cautious disclosing or discussing my mental illness. It doesn’t 
matter with anyone. I don’t tell my peers about it period.” – [P17, OS3, 21] 
 
 
“I just don’t feel it fair to take major stuff [severe mental illness] into a 
relationship. I’ve just opted out of a romantic relationship” – [P11, OS2, 150] 
 
 
“I wish I could do stuff for myself and not have to depend on other people but 
because of my illness I can’t get around that and it’s frustrating... I have tried, 
trust me. I’ve tried and I always end up going… because I need the other person’s 
ears and words. I can’t seem to speak up for myself.” – [P18, OSB3, 38] 

 

“I do it every day [self-stigmatize]. I go to bed and I think if I wake up I got to do 
the same thing over, get up, do my wash, sit and wait for somebody to – like I get 
tired of doing the same thing every day and there’s nothing for me to do, so I just 
feel crappy.” – [P18, OSB2, 65] 

 

4.2.1.4  Living with Mental Illness 

In addition to the societal challenges regarding stigma and isolation, participants 

reported that the symptoms and prognosis of illness contributed to a reduction in 
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quality of life. The overall feelings of participants could be classified under three 

subthemes, confused, scared, and hurt.  

I. Confused 

Coping with early stage symptoms of mental illness was compared to navigating a 

complicated maze by individuals. Participants often report feeling confused by their own 

actions and behaviours towards others, and themselves. A lack of understanding of 

oneself may increase the agreement to public stigma and increase the rate of 

internalized stigma. One participant summarized her confusion and fear as the 

following: 

 
“I know it sounds crazy, and I don’t know why do that stuff. My anger gets the 
better of me, when your bipolar it’s hard to explain… now you guys probably 
think I’m nuts” – [P12, OS2, 72] 

 

It was also evident by popular consensus that prior to diagnosis, many participants felt 

confused about their symptoms and feelings. Participants often described feeling relief 

after diagnosis.  

 
“Up until that point [prior to diagnosis] I didn’t know what was going on. So I 
thought I was just going crazy from the different things in my life and not 
actually going crazy. So once I was diagnosed and I figured out the name of 
things and what the symptoms were I was able to start combating it and I felt a 
lot better.” – [P20, OS3, 15] 

J. Scared 

Participants in all three groups described feeling a deep-rooted fear of judgement from 

others and reported anxieties about the future. For instance,  

 
“You’re constantly worried that somebody will find out, that you’ll slip up and say 
something, or do something and then they’ll find out and that’ll be the end of it.” – 
[P17, OS3, 80]  



46 
 

 

K. Hurt 

People often felt hurt by the reactions of others after trusting to disclose their illness. 

One participant described a close friend referring to him as the “devil” after learning 

about his diagnosis of schizophrenia. The participant described suffering psychologically 

for many years from this betrayal of trust [Field Notes, OS1]. Another participant 

described being slowly abandoned by all of her friends after disclosing the nature of her 

illness.  

 
“Friends have just left once they found out. I did tell a few and they just left. They 
couldn't handle it, so. It just means I don't have a big social support network 
instead, so…” – [P17, OS3, 76] 

 

It is important to understand the length of time that participants have suffered as well. 

When asked how long they have suffered from the stigma of mental illness, many 

participants responded with, “all of my life”. Many did not remember when they were 

first diagnosed. One participant states, “My whole life I’ve been judged” – [P12, OS2]. 

Another states she was “diagnosed as a teenager and now I’m [she’s] almost 40” – [P11, 

Os2]. When asked about her greatest challenges regarding mental illness, one 

participant describes overcoming painful, socially isolating experiences from her 

childhood, 

 
“When I was a kid, a lot of people didn’t want me at the birthday parties because 
I’d scream and holler and cause fights for next to nothing. You just get angry and 
upset, bitter about it as your get older.” – [P12, OS2, 59] 
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  Program Evaluation: Recipes for Success 

The OSMI program provided an open, supportive space in which marginalized 

individuals could discuss intimate details about their lives. Participants reported feeling 

safe around each other out of solidarity, which fostered a sense of trust and 

camaraderie. Individuals grew comfortable disclosing personal details about themselves 

which reinforced this newfound sense of cohesion, allowing them to work as a team to 

manage both their illness and associated stigma. 

 

4.2.2.1 Supportive Environment 

Many participants described feeling mutually supported during the seven weeks. 

Support may have stemmed from developing a sense of comfort in one another, helping 

each other navigate stigmatizing thoughts and feelings through discussion, and 

acknowledging existing social supports in one’s life.  

 

A. Comfort 

Participants described feeling comfortable with each other in all three intervention 

groups, to varying extents. A sense of safety was developed as participants reported a 

non-judgmental environment throughout the course,  

 
“It was more comfortable in this group setting. I’m not being judged here, we all 
have similar illnesses… it’s nice to be able to share in a group and have had the 
same experience because when I disclosed to my sister she asked me how I got it, 
and then I didn’t hear from her. I didn’t know how to explain how I got it… but 
here I don’t have to [explain] do that” – [P3, OS1, 4] 
 
 
“In this class, you are more or less going to get support. In other places, you may 
not get support. People tend to run away from you… like no one [in class] judges 
you. They support you and they understand. Because they’re dealing with their 
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own illnesses.” – [P12, OS2, 16] 
 

 
Stigmatized individuals often feel like they have to justify their situation to the outside 

world, including to family members. Navigating one’s illness while being accountable to 

society can lead to feelings of isolation and fear. Two participants express:  

 
“[Living with mental illness] it is scary. But here is doesn’t feel scary” – [P3, OS1, 
4],  
 
 
“I think a big burden gets relieved from me when you share your views with 
likeminded people” – [P2, OS1, 13] 
 

 
Mutual trust amongst participants resulted in a non-judgmental environment early on 

in the course, setting the stage for participants to disclose their intimate experiences 

with mental illness with one another.  

 

B. Helping One Another Navigate Illness 

Once participants felt comfortable with one another, the interactive-style lectures and 

group discussion periods promoted further disclosure of personal information. This 

garnered enthusiasm which led to further disclosure. As people exchanged intimate 

stories, they began to advise each other on strategies for wellness and stigma-mitigation. 

This resulted in a positive feedback cycle where disclosure led to cohesion amongst 

participants, and increased cohesion led to more substantial disclosure. In all three 

sessions, participants expressed that they wished there was more time for extended 

discussion. One participant quoted,  

 
“I think there’s so many points to be touched on, and we often didn’t talk about 
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what the homework… we didn’t have a chance to talk about what that entailed… 
because we were running out of time” – [P11, OS2, 65] 
 
 

The importance of rich discussions comes not only from the catharsis of disclosing one’s 

problems and worries, but also from the strategies shared in mitigating the impact of 

both stigma and symptoms. One participant described his rationale for disclosing to 

others and seeking advice: 

 
“Because I have firsthand experience, I know people with PTSD, other people 
treat them the same way as they treat me. I see these people, I’m like yo, man, 
you had this happen? Yeah, I did. How the hell do you do it? Like what do you 
do?” – [P20, OS3] 
 
 

C. A Guide or Mentor Provides the Initial Push 

A trusted, local community or family figure often guides struggling individuals to seek 

the help that they need. While it is up to the individual’s discretion whether or not they 

heed the advice, participants have reported that a little bit of persistence from key 

figures in their lives can act as the initial push towards admission into the OMSI 

program and towards recovery. On numerous occasions, participants referred to the 

social worker and OSMI project partner at the AMHS (who had followed most 

participants and their wellbeing over many years) as being this figure. Over this time, 

the individual had developed a reputation for understanding participants at a deeper 

level and as a result they trust and often follow her recommendations and advice. The 

presence of such a trusted figure resulted in participants feeling more relaxed to pursue 

and thrive in the OSMI intervention: 

 
“I only came because Jackie convinced me to come to this.” – [P5, OS1, 79] 
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“The only reason I’m heavy now really is the medications I’m on. Really. Jackie’s 
known me” – [P11, OS3B] 
 
 
“I didn’t even know what the word stigma was until I spoke to Jackie.” – [P18, 
OS2, 128] 

 
 

Despite many participants describing feeling stigmatized by family members and/or 

their physicians (see section I.b.a.), both parties, when supportive, can play the same 

role as the guiding community figure who pushes the individual towards help-seeking 

behaviours. Prior to this, a strong level of trust must be established in the relationship. 

One participant trusted and allowed her doctor and sister to advocate for her when she 

was stigmatized by a family member: 

 
“I talked to my psychiatrist and I talked to my sister who then spoke to my father 
and said, ‘Do you know how that made her [P17] feel…?’” – [P17, OS3B, 50-51] 
 

 

4.2.2.2  Cohesion and Socialization 

Once individuals feel safe, comfortable, and supported by their peers, they began to 

socialize and disclose intimate life events. Disclosure and inter-group confidentiality 

built trust amongst participants. Solidarity fostered camaraderie within the group and 

previously isolated individuals initiated building a social support network.  

 

D. Solidarity 

Many participants became very close within a short period of time. There were moments 

described in all six focus groups in which individuals described relief from connecting 

with similar-minded people during the intervention. Participants from all three groups 

described feeling deeply connected to their classmates:  
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“I felt fine because I know everybody’s got the same issues. But to tell people on 
the outside, I’m not to free-willed about it – I don’t know how they are going to 
react” – [P18, OS2, 22]; 
 
“Power in numbers; even though I’m not with these people, I still know that they’ll 
be with me. And the deal with the same stuff that I do” – [P9, OS1, 145] 
 
 
“I find a lot of the time at least with the little combo of mental illnesses I’ve got 
going on, you really got to find someone with the exact same thing or you’ve got 
to find someone of a particular mindset.” - [P20, OS3, 67];  
 
“To hear somebody else at that table say something similar to something I’ve 
gone through in my life was, it was like a hug. Like not a physical hug, but to 
know somebody else actually cared is priceless” – [P9, OSB1, 15] 

 

Standing in solidarity with one another results in an increased understanding for each 

other’s situations. Certain individuals began to reserve impulses to speak about 

themselves and listened to others more intently, providing guidance or empathy as 

required. One participant described her experience as: 

 
“I felt like I was listened to, like people were paying attention to what I was 
saying and not just shrugging me off” – [P18, OSB2, 93] 

 

The acknowledgement of common ground between participants served as a catalyst for 

socialization, both within and outside of the group. One participant stated,  

 
“I just felt safe; I don’t get out very much so for me the socializing opportunity 
was really key” – [P17, OSB3, 98] 

 

A recognition of harmony of experiences amongst participants resulted in inter-peer 

understanding and enhanced socialization. When asked what was the most important 

thing experienced in the course, one participant responded with,  
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“To be able to share with others and to understand that there are other people 
that are going through similar things” – [P1, OSB1, 16] 

 
 

E. Trust 

Once participants acknowledged their shared mutual ground, there was a natural 

progression of enhanced voluntary disclosure of personal experiences. This 

demonstration of vulnerability allowed for the development of inter-peer trust. Many 

individuals who were scared to discuss their mental illness in early sessions opened up 

to facilitators and peers by the latter half of the program.  One participant faced self-

stigma revolving around her initial psychiatric diagnosis, and refused to discuss the 

matter until she felt comfortable around her peers by the third and fourth session, 

 
“Well, I’m willing to let this go a little bit now. I’ve actually revealed to two people 
what the initial diagnosis is since then [start of program]”; and, “Like I said 
earlier – I’ve revealed my initial diagnosis to a couple people, so that’s new” – 
[P16, OS3, 47; and 114] 
 

 
Another participant described the process of trust generation during the intervention,  

 
“I think it was good to have a group of people that I thought I could trust, because 
like I’ve been to other groups before and I didn’t really feel like I could open up to 
like the whole group… I shared something really personal to the group and 
everyone didn’t hate me”; and, “I was kind of quiet for the majority of it [OSMI 
program] but I found that once I was more open with the group and shared 
something really personal, I felt better I guess… it’s just like I know I can trust 
people again” – [P7, OSB1, 22-23] 
 
 

F. Camaraderie 

Mutual trust and disclosure allowed for friendships to flourish. A sense of cohesion 

developed amongst participants once they began to share personal experiences with 
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each other. Participants expressed the benefit associated with making friends and the 

accelerated camaraderie that ensured,   

 
“P9 and I come from a completely different background, like illness backgrounds 
along with a variety of other backgrounds, but we’ve become very good friends.” 
– [P11, OSB2, 47] 
 
 
“Groups like this this helps because it gets us out, and we socialize, and this is my 
only socialization… I would never have met anybody if we hadn’t had this group” 
– [P3, OS1, 55] 
 
 

Soon after completion of the program, some participants had discussed planning 

reunion events for each other. As quoted,  

 
“It would be nice if we all get together. If we could continue to get together, 
because I’m going to miss everybody… it would be nice to connect with 
everybody, even months and months from now... because it doesn’t happen all the 
time in groups. I’ve been in several groups, but I haven’t felt this close. The other 
groups were ok and the people were good but I feel like there’s a closeness here” – 
[P3, OS1, 95] 

 

Conversations between individuals in-session seemed representative of those between 

old friends; sometimes they would even continue after class hours, or between unlikely 

individuals. For instance, one female participant expressed her distrust in men at the 

beginning of the intervention:  

 
“I tend to disclose to females more because I think they’re more open than men. 
Less rigid view of the world because they have to raise children” – [P16, OS3, 9].  

 
 
However, as the course progressed her views regarding men changed as she became 

friends with the male participants. The individual later developed a strong bond with a 
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male participant as they shared stigma mitigation strategies together during class and 

after hours. He recalls to the group:  

 
“You [P16] and I talked on the phone and you told me things I never thought you 
would tell me, right?” – [P15, OS3, 37].  

 
 
Thus, the camaraderie within the group may help individuals overcome their own 

personal adversities and prejudices. As a result of this process from observing solidarity 

to developing cohesion, the two key learning objectives achieved during the course were 

putting one’s own illness in perspective, and a learned empathy towards others with 

mental illness. One participant reflected on her symptoms,  

 
“I’ve never known anybody with anxiety that cripples them. I have periods of that 
myself, but I’ve never known other people. So maybe you feel like you’re not as 
alone as maybe you thought in the past” – [P16, OS3, 117] 
 
 

It is common for people with mental illness to self-stigmatize, but participants described 

expanding those negative attitudes towards others with mental illness as well. Intra-

group cohesion may have readdressed stigmatization of others by teaching empathy 

through self-reflection. One participant described at the end of her intervention,  

 
“I feel more compassionate towards others with more severe mental illness now… 
I’ve changed my attitude towards them and taking it more easy on them and 
having more compassion towards them. Because it’s not their choice. They didn’t 
choose to be that way.” – [P17, OS3, 125] 
 

4.2.2.3  Disclosure within group 

The final theme that arose from social support development was the ability to be 

comfortable being vulnerable and disclosing personal experiences with peers. Two 
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subthemes contributed to the enhanced disclosure: the interactive nature of the 

facilitation, and the open discussion periods within classes.  

 

G. Interactive Facilitation 

Participants credited their comfort in disclosing to the facilitation of the course. They 

described appreciating the interactive nature of the sessions as opposed to stringent, 

didactic lectures.  

 
“Most of us have voiced how comfortable we feel, and with the instructors there’s 
just a natural respect – there’s none of this hierarchy and none of these rules and 
‘you must have this done before this’. With myself, I just have limited coping skills 
against any type of pressure, so yeah” – [P6, OS1, 23].  

 

The nature of facilitation may have contributed to the degree of social inclusion 

achieved by participants. Participants expressed feeling more open to conversation 

when they felt safe by the facilitators. Safety was often described as a removal of power 

barriers. Participants described non-clinical, casual facilitation style to be most effective 

in doing so. Two participants described feeling belittled by clinical language: 

 
“It was so clinical [conversation with physician]. I was like yelling at me, ‘You’re 
not that smart’, like somebody’s going to have to explain it to me in layman terms 
because I can’t really…” – [P4, OSB1, 38] 
 
 
“I would just love to be able to be able to go and fill out forms… and not have 
people come back at me and talk to me like I’m a little child… I’m not stupid, I’m 
just slow.” – [P18, OSB3, 41] 

 

When asked what an important component of the course facilitation was, one 

participant responded with,  
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“I like when you go around in a circle and ask everyone, so that everyone has a 
chance to talk – [P17, OS3, 138].  

 

Another participant echoed the appreciation of the inclusive nature of the discussions 

and lectures by contrasting it with a prior negative experience in a group in which a 

facilitator was very controlling,  

 
“I’m more comfortable with that [inclusive lectures] – I don’t like being talked to 
by somebody standing over me, lording it to me” – [P6, OS1, 14].  
 
 

H. Open Discussion 

There were both scheduled and impromptu periods of class-wide discussion in each 

session, usually following or preceding the introduction of a new concept or topic. Both 

forms of discussions, complimented with increased inter-participant cohesion, 

contributed to disclosure of personal and mental illness related life events. This freedom 

of disclosure under confidentiality provided participants with both relief, and an 

opportunity to learn from each other. Disclosure also helped empower individuals to 

actively take control of their lives. By actively listening to, and responding to each 

other’s experiences, participants were able to develop novel stigma mitigation strategies 

and recommendations for each other. These recommendations were sometimes added 

onto the home practice exercises. One or two disruptive individuals could hinder the 

degree or amount of disclosure that occurred within OSMI sessions.  

 
“I think all of our discussions were really good... I think we sort of started off 
awkwardly and as we got more comfortable and moved on further in the course, 
the discussions became more real life and better.” – [P11, OS2, 132] 
 
 
“In sharing more, I learned that others were more understanding than I had 



57 
 

assumed they should be or would be. Like they knew someone that had gone 
through something similar or they themselves had, or maybe were struggling 
with mental illness. So yeah, just not to assume as often and to be more divulging 
and be okay with that.” – [P1, OS1, 35] 
 
 
“It (disclosing mental illness) would be a relief because as it is now, not telling 
anybody you just – you’re constantly worried that somebody will find out, that 
you’ll slip up and say something, or do something and then they’ll find out and 
that’ll be the end of it” – [P17, OS3, 79] 
 

 
One participant described the effect of a disruptive or impulsive individual on the group 
atmosphere,  
 
 

“I’m not talking somebody gets upset one day because the topic upsets them or 
makes them angry, that happens. But somebody who’s consistently disruptive 
you know, no, it just doesn’t work because people – other people will disclose, you 
know you’ll have a bunch of – it’ll just be sort of this surface layer of stuff.” – [P11, 
OSB2, 60] 

 

As participants became more comfortable speaking about their mental illness 

experiences, they began to disclose other private details of their lives. These moments 

were often met by support from the group. For instance, fear of public speaking:  

 
“I would never speak in front of a large group, to me this is a lot of people… I 
remember in my grade 7 class, I had to say a speech and, I looked at everybody 
and I ran out of the room; I balled my eyes out, I got scared.” – [P10, OS1, 55] 
 

 
Physical disability:  
 

“I remember when my back and my nervous system was like totally spazzed out, 
I didn’t know what was wrong with me. I couldn’t tell where the pain was… I 
couldn’t stop dealing with – pressure, any pressure in life. Family has helped. 
This group really helps as well” – [P4, OS1, 18] 
  

 
Even personal, or lifestyle related disclosure:  
 

“I’ve like started to notice a parallel between like my mental illness and 
something else in my life… I’m a lesbian. But I noticed that disclosing my mental 
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illness and the coming out process was pretty much identical. As I was telling my 
dad and my brother, and my friends, I had the same feeling of isolation and 
anxiety, because I had the same fear that they’re going to see me differently… 
Telling you guys this, I didn’t want to think the worst of you guys because I’ve 
come to trust you over the past few weeks.” – [P7, OS1, 53] 

 

The development of camaraderie between participants, accentuated by the cooking 

component of the course, may have allowed people to trust one another in a social 

setting. This allows for rich discussion during sessions filled with intimate disclosure. 

Disclosing and hearing mental illness experiences made most participants feel relieved, 

and instilled hope and confidence in one another. 

  
“One of her questions [AMHS social worker] was, how am I in group situations, 
and I gave her a one out of four. But… as the time went by, I just became 
comfortable about opening up and being articulate about my own struggles, and 
what I’ve had to be been through, and so I really benefitted from hearing other 
people’s stories and backgrounds as well. So this is the first group that actually 
went well for me, and this gives me more confidence to join more groups in the 
future.” – [P2, OS1, 55] 

 
  
MENTAL ILLNESS EDUCATION 

Four themes were developed that described the anti-stigma education component of the 

OSMI intervention. Psychoeducation provided educational awareness through both 

greater understanding of the etiology of mental illness and stigma awareness. This 

created a solid foundation for the discussion of stigma management strategies. 

Qualitative insight also provided feedback about the facilitation of the course which 

were grouped under drivers of change and barriers to outcomes.  

4.2.2.4  Educational Awareness 

Three subthemes were developed: mental illness education is a hit or miss, stigma 

awareness and value of education. Understanding the nature of mental illness early in 
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the course helped participant become comfortable with their diagnosis. Once this 

occurred, participants were more receptive to learn about mental illness stigma more 

objectively; distancing topics being discussed and their own experiences for 

comprehensive stigma awareness. Stigma awareness led to participants educating 

others using examples used in class.  

I. Mental Illness Education is a Hit or Miss 

 
While most participants referred to the structure of the course and the interactive 

nature of the lectures as positive, there was debate about the content of the more 

clinical, mental illness education component. One participant described the in-course 

activities as quoted,  

 
“I liked how you did the pros and the cons and what does this mean and what does 
– you know, I never really – like, “What do you guys think about what stigma is”, I 
didn’t realize all those things, like that was – all the pointers that you wrote down… 
Like I still go back and read the workbook over and over again” – [P18, OSB2, 21; 
41] 

 

However, the clinical facts presented may have been open to interpretation and 

triggered discomfort amongst a select group of participants: 

 
“So on the one hand it's helped bring some of the stats together so I kind of 
understand that a little bit better, but I find every time it comes down to getting 
the stats on why normal people treat non-normal people bad it just frustrates me 
and makes me angry” – [P20, OSB3, 129] 
 

J. Stigma Awareness 

Participants demonstrated increased stigma awareness after the intervention. 

Individuals made strides in understanding both public and internalized stigma. Most 

participants had no prior exposure to the concept of self-stigma prior to the course, but 
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were familiar with public and/or structural stigma. There were often revelations about 

internalized stigma during in-class discussion periods, which would foster other 

participants to reflect and disclose their own self-stigmatizing thoughts. Two 

participant’s describe such revelations,  

 
“I think the biggest obstacle for me is self-stigma. I don't disclose to people. Not a 
lot of people know that I have mental illness, or at least I hope not a lot of people 
know about my mental illness. So I don't real have to deal with stigma from other 
people as much. But the self-stigma is the area that I would struggle the most 
with. Which is an area that I didn’t really give two thoughts before this course, 
but I see it now as being a bigger problem in my life then I realized.” – [P17, OS3, 
70] 
 
 
“It’s just funny that at 60 years old I was just starting to realize stigma now” – 
[P15, OS3, 3] 

 

Self-stigma introspection occurred as a result of increased stigma awareness. 

Introspection allowed participants to re-evaluate their perspective about themselves, 

observed in the 6-month focus group. In some cases, this led to a sense of enlightenment 

which developed into behavioural change if reinforced by peer support.  

 
“Because I’m more aware of it [stigma], I’m more willing and able to challenge it 
I find. Before if this thing at work for example had come up in any other 
workplace I just would’ve bowed my head in shame and just left. I would quit or 
they would’ve fired me and that would’ve been it. But now I’m willing to fight for 
my rights because mental illness I just see it as any other medical condition. It’s 
the same thing as me being hypoglycemic or having asthma or any of those 
problems. It’s all the same.” – [P17, OSB3, 77-80] 

 

Made me recognize self-stigma – enabled me to look at how I viewed my own 
mental illness to see what self-stigma I had and work on that… Just reading and, 
sort of catching myself when I’m thinking stigmatizing thoughts. Which isn’t 
always an easy thing. I do my best. – [P11, OS2, 99] 
 
 
I think that’s really a big thing, because when you can open up and that it’s 
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treated as matter of fact, like you’re saying something that’s not stigmatizing, 
that people aren’t going to judge you for, it’s like wow, that’s not so bad, you 
know, and… And I think maybe it was part of the course and learning about the 
stigma and how to deal with stigma that allowed me to be able to share more, 
because it was like a preventative thing almost, you know? Like if it was going to 
be met with stigma then I at least knew how to deal with it. – [P1, OSB1, 50]  

 

K. Stigma Education 

 
While there was mixed reception of the mental illness education component, there was a 

unanimous agreement that the stigma education was invaluable for participants in 

overcoming personal adversities. The workbook was praised as a resource that 

participants would turn to in times of stress or to help guide decision making. Many 

participants claimed using it consistently, even if they did not share its contents during 

weekly home practice discussion.  

 
“The book really helps that you let us keep it, so when we run into a problem we 
can just find it quick, refer to it, see what it recommends. Doesn’t always work, 
but sometimes it does. And at least we have the book.” – [P9, OSB1, 88] 

 

More importantly, individuals reported teaching or explaining concepts to others 

outside of the class using activities found in the workbook: 

 
“I photocopied this page a couple of times [circles of support: interactive activity]. 
So I filled mine and it’s at home somewhere, and then I gave it to my friend for a 
suicide survivors group, just an activity for them to do” – [P11, OS2, 1443] 

 

The stigma education component was re-designed to be more interactive, but the 

clinical education component remained more didactic. Despite both components having 

relevance to participants’ lives, partaking in interactive style of lectures may be more 

empowering for the individual and thus be a reason for bias of preference. Some 
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participants felt belittled by their physician [Analytic Memos] so the clinical education 

component may have reminded them of prior stigmatizing experiences.  

L. Stigma Management 

Stigma awareness led to stigma management when increased awareness was 

complimented with high self-esteem. In many instances, the dynamic of the group 

(nature of facilitators, closeness between participants, amount of disclosure) and the 

presence of support from co-peers determined degree of self-esteem enhancement. 

Practicing stigma mitigation strategies after class and re-evaluating the causes of stigma 

as a group was met with improved stigma management if the individual addressed and 

accepted stigma as a problem in their life.  

 
“It’s nice to know that I know what it is. It does upset me sometimes but 
sometimes I just have to think who it’s coming from and they don’t understand 
us.” – [P18, OSB3, 71] 

 

“Well, I didn’t realize stigma was as big of a problem in my life as it is. Honestly I 
don't have any firm this is what I'm going to do because it'll work. I've got a 
couple of ideas, like there's one dude at work that I've been having a bit of a 
problem with, and my idea around that one would be to discuss it with him and 
the boss instead of just going passive aggressive on it, because I could do that. 
And it could work, but I'm more looking for long-term solutions now instead of 
stop-gap fixes” – [P20, OS3, 127] 

 

“I think maybe it was part of the course and learning about the stigma and how 
to deal with stigma that allowed me to be able to share more, because it was like 
a preventative thing almost, you know? Like if it was going to be met with stigma 
then I at least knew how to deal with it.” – [P1, OSB1, 52] 
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 Behavioural Change 

The behavioural outcomes observed in participants immediately after course completion 

and six months post course completion were classified into six themes; changing 

perspectives, social network development, empowerment, positive life outlook, 

empathy, and challenging stigma.  

 

4.2.3.1 Changing Perspectives 

The interactive structure of the course fostered mutual trust amongst participants, 

enhancing the ability of peers to influence one another’s opinions. Participants 

reassessed their beliefs about themselves and society. As a result, many individuals 

demonstrated becoming more self-aware, self-accepting and self-forgiving.  

A. Paradigm Shift 

The burden of compounded stigmatizing experiences constructed rigid worldviews 

within individuals. Some participants entered with strong opinions regarding their 

illness, society or themselves. By the end of the OSMI intervention, many participants 

reported having altered their belief systems and changing their perspectives. 

Participants were open to listen to and learn from one another. Two participants who 

struggled with relationship skills described the following revelations, 

 
“I learned a lot that day. You can forgive a person, but if they don’t want to 
forgive you then you just distance yourself from that person so that you don’t get 
hurt again… now I realize you just got to give a person some space” – [P12, OS2, 
138] 

 

“You can’t change how other people look at you, or act. But you can change, 
change how you react to people. So I think I’ve learned a lot on how to, how to 
deal with that.” – [P1, OS1] 
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Some of these paradigm shifts included reframing of one’s mental illness in a positive 
light: 
 

“I no longer view myself as my mental illness” – [P9, OSB1, 30] 
 
 
“Let the past go, let the anger go, and the hurt. And to just acknowledge being 
bipolar is not a bad thing. See I used to think bipolar was a curse.” – [P12, OS2, 
63] 
 

“I don't see it exactly as a strength the way that P20 does but I don't see it in quite 
the negative light that I did before.” – [P17, OS3, 86] 
 

B. Self-awareness 

As participants shared more, they challenged each other to question many of their 

cognitive heuristics and personal biases. Stigma awareness through the psychoeducation 

component allowed participants to reflect on their own self-stigmatizing attitudes. 

Combined, this resulted in participants demonstrating a heightened sense of self-

awareness. One participant described his ability to reframe his thoughts about himself 

as a result of deriving confidence from a peer,  

 
“I found when I realized that other people that were sitting around those tables 
with me were able… Like P2, like he is so secure within himself that all his 
problems are insignificant. And I took a page from him and everybody else and I 
stopped being so hard on myself. I thought to myself ‘I am not the illness. I’m 
myself. I like to write. I have nice dogs.” – [P9, OSB1, 32] 

 

C. Self-Acceptance 

Self-awareness promoted introspection which sometimes led to self-acceptance. 

Participants sought to understand their illness and achieved relief through self-

forgiveness after the intervention. One participant describes accepting their mental 

illness as quoted,  
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“I’ve been better able to accept my mental illness… Self-acceptance for me was the 
most important thing I learned I think, because I always told myself that there 
was nothing wrong and that I should be able to do stuff.” – [P8, OSB3, 9; 20]” 
 

4.2.3.2  Social Network Development 

Most individuals entered the intervention feeling isolated from society. Both the group 

discussions and the associated cooking component provided an opportunity to practice 

social developmental skills. Upon completion of the course, many of the same 

participants had actively worked to build their social support network through their in-

class peers, or had at least acknowledged the value of having a social network in 

overcoming stigma and recovery. Many expressed a feeling of belonging and some 

devised strategies to prevent future episodes of social isolation.  

 

D. Building a Social Network  

Participants formed a tight social circle as a result of active participation in group 

discussions and camaraderie in the kitchen. Many individuals acknowledged the value 

of building and maintaining a social network in recovery, including those who had 

previously disregarded its importance. A few participants reflected on the role of their 

social supports in areas affected by stigma: 

 
“If he’d [father with mental illness] had more supports available to him… I think 
if he had access to what I have access to today he would’ve done a lot better in 
terms of socially, and employment, and housing.” – [P17, OS3, 91] 
 
 
“It’s been a quantum leap… I’m thankful for everybody’s support, friendship, all 
that stuff” – [P4, OSB1, 8] 
 
 
“You realize you’re not alone and there’s a lot of people in similar situations. It’s 
better if we help each other than to knock each other down” – [P12, OS2, 89] 
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Participants re-evaluated their social network after reflecting on the intervention,  

 
“It also makes me really think who my friends really are, because recently I’ve 
had a friend that’s been, to put it lightly, a pain in my ass… and I kind of realize 
that hey, she hasn’t really done anything for me now that I think about it.” – [P7, 
OSB1, 42]  

 

Individuals developed boundaries and more realistic expectations of people within their 

social support network. One participant who adopted a selective disclosure strategy 

described her thought process when revealing information. The aforementioned 

individual entered the intervention with limited socialization ability, thus demonstrated 

a marked increase in social intelligence and maturity since enrolment: 

 
“I think of the cons and positives about if I tell someone basically something, 
depending on how well I know a person is the more I disclose certain info… I also 
don’t want to unload too much on my friends at the same time, because they are 
my friends not my therapist. Like if it’s really, really, really heavy duty then I 
would go see a professional that knows what they’re doing. My friends can only 
do so much really.” – [P7, OSB1, 60 – 62] 

 

Participants teamed up with a social worker from the AMHS to self-coordinate monthly 

reunion potlucks with their OSMI cohort. Attendance at these potlucks were high and 

consistent, further demonstrating the appreciation of the social network participants 

had built for themselves through the program. These pot lucks helped reinforce the 

social networks established during the course and allowed participants to continue 

discussing the programs objectives even after completion; participants built and 

maintained their networks through OSMI. One participant described amalgamating all 

OSMI groups for one such event,  
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“I’m think of a bigger one [pot-luck], like a bunch of participants from a bunch of 
different sessions and just setting up a little support group.” – [P11, OSB2, 66] 

 

Many participants disclosed making important lifestyle changes or decisions by 

consulting their social supports, and peers from the sessions at the six-month booster 

session focus group. One participant was restricted from following through with her 

travel plans by a family member. She chose to ignore the familial stigma after consulting 

a diverse social network she had built (psychiatrist, sister, and peer from OSMI). When 

asked how she overcame both her travel anxieties and the stigma associated, she stated, 

 
“I think just having the support of really good friends and family and my 
psychiatrist all telling me that... they know what I’m able to do and what I’m not 
able to do, and just having them repeat to me that, ‘You’re able to do this. It’ll be 
hard for you but you know you have strategies in place that you can use.’” – [P17, 
OSB3, 56] 

 

When asked whether she would have behaved in the same manner prior to attending the 

OSMI intervention, the same participant replied with,  

 
“Probably not – I would’ve just accepted that I couldn’t do it and everyone thinks 
I can’t do it so I won’t do it and I’d miss out”. – [P17, OSB3, 58] 

 

E. Finding my fit 

Ostracization due to mental illness often leaves an individual feeling isolated, in belief 

that no one else could suffer in the same capacity as them. Finding living contradictions 

to that belief is a powerful and motivating reality check for many. Thus, participants 

expressed relief to meet and mingle with individuals undergoing similar experiences. 

One participant describes this feeling,  
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“When I come here and I sit with you guys, I don’t even have to say a word, I 
feel like I’m home. Like I fit in finally after ten years and I think I’ll carry that 
forward for the rest of my life – that people understand.” – [P9, OS1, 91] 

 

F. Preventing Social Isolation 

Socialization within the group was an effective method of acquiring and maintaining a 

support network for most participants. Some participants referred to personalized 

strategies to help maintain the social skills developed. However, a small minority of  

participants were unable to make a connections with others in the group in order for a 

relationship to thrive upon completion of the course.  

 
“I feel intimidated too and it’s more the anger and frustration leads into 
depression, especially since my dog just died. It’s hard to deal with it – even 
though I’ve reached out, it’s all been unsuccessful”; and, “I gave out my name to 
three people. I got a call from one and that didn’t work out… so I need to get into 
more social situation where I can give out my number more” – [P16, OSB3, 26; 
and 83-86] 

 

While the participant demonstrated new-found resilience to attempt to make social 

connection, they were unsuccessful in their effort. It is important to reinforce a method 

of practicing socialization skills developed within the course in order to see the benefits 

of utilizing a social support network towards recovery.  

 

4.2.3.3  Empowerment & Self-Esteem 

The class empowered many individuals and there was an observed increase in self-

esteem of most participants after completion of the OSMI intervention. Empowerment 

was demonstrated by behaviours that symbolize enhanced self-respect, overcoming 

personal roadblocks, a newfound drive for self-improvement and being able to advocate 
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for oneself. Self-esteem was managed by both a positive change in self-image and 

downward social comparisons. A restoration of self-esteem in many cases led to 

increased confidence and ability to take control of one’s life in a productive manner.  

 

G. Empowerment 

Empowerment was observed to occur in four stages: overcoming personal adversity, 

developing self-respect, advocating for oneself, and seeking self-improvement. Many 

participants who reported giving into personal adversities in the past (as a result of self-

stigma) described feeling empowered, gaining the confidence to overcome the same 

challenges after the OSMI intervention. The cooking component of the OSMI sessions 

provided its own obstacles (new recipes, learning new cooking techniques, trying new 

flavors and foods) that challenged participants to function beyond their comfort or 

familiarity. The experiences in overcoming challenges both with courageous disclosure 

during discussions, and in the kitchen may have translated into other areas of the 

individual’s life. As a result, improvements in self-esteem were observed. Examples of 

this were noted,  

 
One participant who was previously scared of driving:  
 
 

“I’m currently looking for work, I’ve been volunteering at HARS… and I got my 
G-license, and I’m noticing how many people don’t know how to use their turn 
signal.” – [P7, OSB1, 10-12] 

 
 
Another participant struggled with social anxiety and was unable to attend church 

service for several years, disconnecting her from her friends:  
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“I just happened to be going over the stigma in crowds [section in workbook], 
because I’m not one to be around a lot of people. But by being in this group, it 
makes me feel so comfortable and safe, that I decided I wanted to try going to 
church to see how I could deal with a bigger crowd. And I was fine. I was fine! 
That was the first time I ever went to church!” – [P3, OS1, 141].  

 

As individuals acknowledged their progress in overcoming personal obstacles, they 

gained self-respect. Some examples are as follow,  

 
“Like my worker says all the time… a year ago, I wouldn’t have been here. So I’ve 
come a long way and sometimes I don’t realize that.” – [P3, OS1, 44] 
 
 
“I used to get in trouble a lot and I didn’t want to be that person anymore so I 
determined to get better but I was pretty useless a long time ago.” – [P2, OS1, 42]  
 
 
“I feel like I have more rights and I’m a human being too… yeah, I’m as legitimate 
as everyone else” – [P16, OSB3, 74-75] 

 

Participants began to advocate for themselves once they acknowledged their progress. 

Two participants described standing up for their pride when faced with stigma in 

healthcare1 and employment2,  

 
1 “There was one time I actually reported on a doctor. I went in for a migraine 
and while I was sitting there in the waiting room, the migraine went away but 
they called me in. So there I was and I didn’t look sick from a migraine because it 
was gone and the doctor treated me so terribly. I went to my psychiatrist and 
said what he had said to me and she says, ‘Well I’ll speak to him the next time I 
see him,’ you know? She was going to be an advocate for me.” – [P16, OSB3, 11] 
 
 
2 “I was criticized and penalized for things that had a medical basis and things 
that were sometimes my mental illness… I went to my boss’s boss and I felt that 
she was on my side. I felt that the conversation had gone well and I was told that 
I would get a redo of the performance evaluation but that hasn’t happened and 
it’s still on my permanent file that these things are being held against me because 
of my mental illness.” – [P17, OSB3, 15] 
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The last stage of individual empowerment occurred when individuals acknowledge a 

change in self-efficacy themselves, and there was a desire to seek further self-

improvement. Some examples are listed below: 

 
“Because there’s nothing out there, we have to learn on our own. Having groups 
like this, where we can talk openly, I’ve learned from everybody, picked up things 
from everybody and I know I’m not the only one. I know there’s a lot of stigma 
out there, and I know I can deal with it better now.” – [P3, OS1]  
 
 

When asked if they were better equipped to disclose their mental illness, participants 

responded with,  

 
“I found that I can talk about it, but I couldn’t do that before because I was 
scared. But that being afraid has kind of gone, you know. Because by being here, 
and being able to talk, and learning, has given me power to do it.” – [P3 OS1] 

  

“I feel better equipped to deal with stigma if it is to arise again, which it probably 
will. Just how to be proactive about it, in the education and employment type of 
stuff. People are going to ask why you’ve been off work for so long, or this, that, 
or the other thing, you can think ahead about how to answer things or go about 
being selective about how you disclose things.” – [P1, OS1] 
 
 
“I feel stronger about it [stigma]. In my mind it’s not something I have to put up 
with, or anybody else” – [P4, OS1] 
 

H. Self-Esteem 

The effect of mental illness stigma on self-esteem is pervasive and extensive. One 

individual described it as quoted,  

 
“It can be really bad for your ego if you rely on social assistance. I mean when I 
was going to school I didn’t think I’d be in this position. But that’s where it took 
me and I’m trying to climb out of it. But it’s been a while for me” – [P2, OS1, 71]  
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However, there may have been a restoration of self-esteem and confidence following 

empowerment by the OSMI intervention. Participants described readdressing their self-

image by addressing their prior history and reframing experiences in a constructive 

manner. Gaining self-confidence may affect self-efficacy, as quoted by participants,  

 
“I realize I’m not unimportant” – [P16, OSB3, 85] 
 
 
“I wouldn’t have thought from how I was treated that I would ever have anything 
that someone could accept… because I didn’t feel like I could think anything right 
or did anything right. I was a failure and that was it. But I’ve changed all that. I 
don’t feel that way now.” – [P4, OSB1, 38] 
 
 
“Some of the steps I've been taking are like not focusing on it [mental illness] so 
much, not letting it define me as a person. I've had to put some systems into place 
to help deal with some of the symptoms because they’re pervasive.” – [P20, OS2, 
18] 

 

Participants used both positive self-image3 and downward social comparison4 to 

manage their self-esteem and stigma (strategies differing based on personality). 

 
3“Well, it’s how I look at myself. Like you know, I think “Oh I can’t do this because, 
you know, I did it once before and failed, and because of, I had a breakdown or 
something” to “Oh no, you worked lots, and you know, you worked other times 
and had breakdowns and went back to the job so big deal!” – [P11, OS2, 107] 

 

4 “It makes it very grating sometimes because it seems like only people with a 
mental illness have common sense to not say something stupid, or to not overstep 
a line. And now I find when I find normal people doing it I have no mercy. I'm 
like you have no disadvantage in your brain whatsoever. You receive no 
quarter.” – [P20, OS3, 131] 
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A small minority of participants who maintained social distance throughout the 

duration of the intervention did not express the same improvements in self-esteem, but 

became more self-aware:  

 
“Well sometimes I hate myself but I think more positive now, instead of negative. 
But I still catch myself thinking, ‘you stupid idiot, or you dummy, if I make a 
mistake’ – which is really hard. So I have to learn to stop that still.” – [P12, OS2, 
109] 
 

4.2.3.4  Positive Life Outlook 

Many participants entered the program with a negative life outlook as a byproduct of 

being stigmatized. The OSMI intervention challenged individuals to reassess their 

current lived experience. After 7-weeks, many participants demonstrated an improved 

life outlook; one that was more hopeful, with improvements in recovery and optimism 

about the future. 

I. Hope 

At the 6-month booster session focus group, participants expressed feeling hopeful 

about their lives. They demonstrated this through persistence through the volatility of 

daily life, and by trying to become more involved with community activities and 

employment. One participant explained her rationale for fighting against unfair 

treatment in her current employment. Against her nature, she described how she would 

have reacted in the past, and how her reaction has changed since taking the course: 

 
“Now I’m fighting for it… in the past I would’ve just laid down and died. I 
would’ve been, ‘fine, move on – find another job.” But I really like this job. It’s 
perfect for me and it’s worth fighting for.” – [P17, OSB3, 23] 

 

Three other participants became more hopeful through their involvement within the 
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community. Participants discussed returning to school after a long hiatus, return to 

work, and new opportunities since the course,  

 
“I’ve been talking with Jackie about going back to school in the winter term, so 
planning on doing that and just getting my mind in order for that again. It’s been 
five years since I’ve been in school.” – [P1, OSB1, 2] 
 
 
“Well it gives me a little hope that I’ll be able to find something – I was telling 
Jackie about a great idea I had on the car ride on the way over. Not necessarily 
paid work but maybe leading to paid work down the ride.” – [P11, OS2, 77] 
 
 
“I’ve been busy. Since Cooking Connections my world seemed to open up a bit. 
There seems to be other things to do, kind of hopeful things like the ACTT group… 
it was just broadening my life, my chances of getting work, like finding where I 
can volunteer. You never know, maybe I might be able to actually get paid one of 
these days.” – [P4, OSB1, 4-6] 
 

J. Recovery 

Recovery was denoted through three behaviours in the booster session: a reduction of 

self-destructive behaviours, improved function, and learning to cope with symptoms 

more effectively. The first behaviour was evident in two individuals who described 

abstaining from psychologically and physically self-harm since participating in the 

OSMI intervention,  

 
“I try to tell myself that if I make a mistake now that I can do better next time, or, 
maybe if I try that next time I’ll succeed, think I’m trying to think myself more 
positive instead of beating myself up.” – [P12, OS2, 110] 
 
 
“But for the most part, the fresh cuts on my are… just kitten destruction – people 
have less to comment on and I behave much better” – [P11, OS2, 40] 

 

One individual described becoming active in the community through volunteerism.  
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“It does feel wonderful. I’ve just got to get over the exhaustion I feel. Sometimes I 
feel like totally exhausted; it’s like bedtime now. My daughter will go ‘You slept 
for 14 hours.’ Well I’d never used my mind that much. I’m used to just sitting 
there, you know.” – [P4, OSB1, 39] 

 

Lastly, participants described learning to understand their symptoms more effectively 

after the course. They used this understanding to mitigate the impact of stigmatizing 

experiences,  

 
“My anxiety goes up sometime and especially with big crowds, but I’m starting to 
handle big crowds more better now” – [P12, OS2, 92] 
 
 
“I’m learning how to extinguish that thought before it gets out of control, so I can 
enjoy my weekend.” – [P9, OSB1, 80] 
 
 
“With bipolar anyways, when stigmatizing events happen, it affects you more like 
if you’re depressed. It may affect you less if you’re manic. And so it has varying 
impacts at varying times” – [P16, OSB3, 68] 
 

K. Optimistic about the future 

This final subtheme was demonstrated through the acknowledgment of a brighter 

future, participants making plans, and setting goals. One participant demonstrated all 

three when she discussed approaching her alma mater (Queen’s University) in order to 

create a volunteer position for herself in which she could use her lived-mental illness 

experience to provide support to the student community. The participant co-facilitated 

the subsequent sessions (OS3).  

 
“I was looking, thinking about for next year, volunteering as a peer support 
person for students coming in who have mental illness. Just to show them that 
‘you can make it through Queen’s and come out the other end with a piece of 
paper’. Having a mental illness is not the end of the road” – [P11, OS2, 77] 
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Participants also acknowledged the possible coexistence of wellness and mental illness, 

or the motivation to return to work,  

 
“It’s ok, you know, to, to be able to work and have a, like a mental problem… or a 
hurt spine. Or what… just everything just seems to feel ok, and it brightened me 
up. Like, looking forward that there is a future, there’s not just a black cloud 
hanging over you.” – [P4, OS1] 
 
 
“I even made an appointment with KEYS too – KEYS employment centre – which 
is a big step for me…” – [P12, OS2, 91] 
 
 
“I don’t really feel guilty, you know…uhm…or, disapproved of or untrusted. There 
are possibilities that haven’t jumped the gun, there are possibilities of being able 
to work…” – [P4, OS1] 
 

4.2.3.5  Empathy 

There was mutual understanding between participants. Many expressed altruistic 

exchanges. Individuals developed empathy for not only their co-participants, but also 

towards others with mental illness in general, and even towards their aggressors who 

discriminated against them. 

L. Understanding Others 

Cohesion between participants generated mutual understanding and trust. Participants 

supported each other through difficult personal disclosure moments in class. They also 

acknowledged each other’s differences and similarities, and showed compassion 

towards themselves:   

 
“You’re not gross at all [to participant]. Everybody’s different, and if we weren’t 
all different, it would be a pretty boring world.” 
 



77 
 

 
“That’s the best part – is understanding each other” – [P3, OS1] 
 
 
“I know I have my little bit of a problem and whatever it is… but so do other 
people. I mean, they have their good traits and bad traits, and nobody’s had a 
perfect life” – [P4, OSB1, 29] 

 

Despite participants having been through extreme adversity, some developed empathy 

even for those who stigmatize and discriminate against them. Once the participant was 

made aware of stigma, helping engage them to understand the rationale for stigmatizing 

behaviours can prevent demonization of their aggressors and may reduce future inter-

group tensions. Two participants transformed from being spiteful and angry about their 

situations to compassionate and empathetic towards their aggressors.  

 
“But it’s not really hate though, they [public] don’t understand. If they had a 
better understanding then they wouldn’t judge. It’s easier to judge something if 
you don’t understand it” – [P12, OS2, 83] 
 
 
“Most of the time I have to remind myself that everyone's allowed to have their 
opinion, and that the truth is not subjective. It doesn't rely on belief. People don't 
need to believe that I’m going to be a nice, kind person so long as I am.” – [P20, 
OS3, 57] 
 
 

M.  Altruism: Getting by with a little help from my friends 

Empathy generation as a result of the intervention resulted in demonstrations of 

altruistic behaviour. Towards the end of the OSMI session, participants helped each 

other overcome each other’s’ personal adversities, and demonstrated a desire to 

contribute to society. On numerous occasions, participants would provide lifestyle 

change and stigma-mitigation strategies for each other. An example of a participant 

providing such a strategy for another participant as follows,   
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“Reward yourself for accomplishments even if they’re just little ones… I do that, I 
sort of give myself – for a while I was doing Smarties and if I accomplished a 
certain task I got half a box of Smarties.” – [P11, OSB2, 74-75] On helping a peer 
overcome how to manage her emotions effectively. 

  
 
Another participant expressed her gratitude and the benefit from learning from her 
peers,  

 
 
“Finally knowing... like with your ODSP that you can work while you’re on it. 
Because there’s nothing out there that says this is what’s out there for us or this is 
how things work. There’s nothing out there, we have to learn on our own. And 
having groups like this, where we can talk openly – I’ve learned from everybody, 
picked up things from everybody, and I know I’m not the only one. And I know 
there’s a lot of stigma out there, and I know I can deal with it better now. Because 
learning from the book especially, it’s not a bad thing to have a mental illness.” – 
[P3, OS1] 

 
 
Another participant describes the desire to give back to their community following the 

OSMI intervention. Stigma awareness may lead to stigma acceptance, which may foster 

empathy for others in more trying situations that the participant may have previously 

faced, 

 
“I've noticed I've become really, really friendly with a lot of the homeless people 
in our neighbourhood… Like I gave a person some clothes, she's running around 
with no shoes on, no coat. It's raining, and I gave her a pair of shoes and a coat. 
Half an hour later I seen her again she didn’t have the coat or the shoes. Someone 
took them off her” – [P15, OS3, 100 – 103] 

4.2.3.6  Challenging Stigma 

Disclosure of stigmatizing experiences allowed for discussion of stigma-mitigation 

strategies. Enhanced self-confidence led some discussions to revolve around challenging 

stigma. This was primarily done through protest, and by revaluating and readdressing 

both public and self-stigma.  
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N. Protest to Confront Public Stigma 

Participants openly discussed retaliation against unjust treatment towards later sessions 

as their self-esteem improved. Individuals were able to recognize stigma first, and then 

challenge and confront it. In some cases, participants used knowledge from the course 

as evidence to back up their protests. Two participants demonstrate protest in separate 

ways – direct and indirect,  

 
“I was better able to tell off a social worker who’s been stigmatizing me. Actually 
I threw the book at em’ and told em’ to read it.” – [P11, OS2, 29] 
 
 
“When I first came here, and somebody else was saying that well she has a 
mental illness, better be careful… and I heard them in the hallway, and I got 
thinking before she came in, what do you mean – I mean in my mind… like why 
did she have to be careful? And I confronted the nurse and I asked her, why, and 
they said ‘well we don’t know how you’re going to be when you get upset’ and to 
me, well that’s just judging.” – [P18, OS2, 27] 
 

O. Reappraisal of Stigma 

Participants increased their stigma awareness by assimilating knowledge from session 

content and the discussions. Some individuals then re-evaluated public perceptions and 

cognitively restructured prior stigmatizing experiences. This may have helped manage 

the impact of stigma and self-esteem. 

 
“I was watching criminal minds from last night and there was a serial killer with 
borderline personality disorder, and I just found myself laughing at it. And I 
know criminal minds is not a funny show but I found myself laughing at it. Just 
because it was the most, because of how stupid it was. Like, it made sense for the 
character, but how stupid the whole premise is. Because people with borderline 
personality, or depression or anxiety are no more violent, I do believe… or 
Schizophrenia or anybody is no more violent than your average population” – 
[P11, OS2, 103] 
 
 
“You don't choose to get cancer just the way you don't choose to get depression or 



80 
 

anxiety, or any other mental illness. So it really frustrates me that society doesn't 
see that, that there's still this seen as two separate types of illnesses. I find it 
really frustrating.” – [P17, OS3, 87-88] 
 
 
“It’s nice to know that I know what it is. It does upset me sometimes but 
sometimes I just have to think who it’s coming from and they don’t understand us. 
Because we’re not bad people.” – [P18, OS3B, 72] 

 

Positive shifts in cognition can result in behavioural change as well. One participant 

described how her actions have changed in the past six months during a booster session 

focus group,  

 
“Because I’m more aware of it [stigma], I’m more willing and able to challenge it 
I find. Before if this thing at work for example had come up in any other 
workplace I just would’ve bowed my head in shame and just left. I would quit or 
they would’ve fired me and that would’ve been it. But now I’m willing to fight for 
my rights because mental illness I just see it as any other medical condition. It’s 
the same thing as me being hypoglycemic or having asthma or any of those 
problems. It’s all the same.” – [P17, OSB3, 78] 
 

 
4.3. Community Inclusion Results 

The following table contains social inclusion goals and results achieved by participants 

in the OSMI programs at the six-month mark after session completion. All participants 

(n=21) demonstrated some degree of social inclusion after the program completion.  

Table 3: Qualitative details of the degree or type of social inclusion by participants from OSMI program. 
 

P1 Deciding to return to school to finish Environmental Engineering program 
P2 Taken on volunteer position; focusing on relationships with friends  
P3 Attending women’s empowerment workshops; helping organize CC pot luck 

lunches 
P4 Connected to AMHS team to prepare for upcoming job interviews 
P5 Raised $1000 for Relay for Life; maintaining employment 
P6 Attending some CC pot luck lunches 
P7 Volunteering at HIV/AIDS Regional Services Kingston; actively searching 

for employment 
P8 Openly disclosing to new Psychiatrist; removed herself from negative living 

conditions; applied and received ODSP; attending CC potlucks 
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P9 Co-facilitator for OSMI; Giving lectures at Queen’s University; Client 
advisory position at AMHS; Consultant for program development at Queen’s 

P10 CC and OSMI volunteer  
P11 Co-facilitator for OSMI; Giving talks at Queen’s University and Kingston 

community; Active Board Member at AMHS; Consultant for program 
development at Queen’s 

P14 Full-time employment; moved out to live by herself 
P15 Community volunteering; throwing social events for neighbours (BBQ’s, 

etc), reporting discrimination to authorities rather than keeping quiet 
P16 Attending computer classes; attending pot-luck lunches; Co-writing literary 

piece for publication; removed herself from family pressures 
P17 Client advisory committee for AMHS; actively searching for employment; 

disclosed mental illness to father after decades of secrecy 
P18 Confronting property managers regarding discrimination;  
P19 Increased socialization in community 
P20 Maintaining 3 employment positions 
P21 Writing a memoir for publication 

 
 
4.4. Course Participation and Attrition 

Attrition was relatively low for groups 1 and 3. All participants attended at least 7/10 

total CC sessions in group 1; 70% attended at east 6/10 total CC sessions in group 3. 

However, only 75% of participants (n=3) completed the course in the standalone group 

(group 2), as one participant dropped out immediately following the initial session.  

 
Table 4. Cumulative attendance of each participant in the broader Cooking Connections 
course. The first letter denotes the individual participant and the number attached indicates 
number of sessions attended.  

 
Group  Number 

of 
Attendees 

Attendance Number of classes each Participant attended  1st letter - 
participant   -  2nd #of classes attended 

1 10 a-9  b -7 c - 9 d-8 e -7 f-7 g-8 h-9 i-8 j-9 
2 4 a-6 b-4 c-4 d- 1       
3 10 a-10 b- 10 c - 10 d -3 e-9 f-6 g -10 h -3 i -1 j-10 
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Chapter 5. Discussion  

  
5.1 Principle Findings  

The Overcoming Stigma in Mental Illness intervention was developed to assist people 

with mental illness learn to manage stigmatizing experiences, re-evaluate internalized 

stigma, and enhance their quality of life. Results indicated that the course may 

remediate the negative consequences of stigma through awareness, cognitive 

reappraisal of prior stigmatizing events, and improving stigma management strategies 

for the future. The effectiveness of the program may be increased through the addition 

of a cooking component by enhancing camaraderie between participants and creating 

opportunity for disclosure. Positive behavioural changes persisted six-months after the 

completion of the course; many participants were empowered through the OSMI course 

to pursue employment, volunteerism, or personal hobbies. A small minority of 

participants did not exhibit these behavioural changes, which may be due to a lack of 

connection with other participants.  

 Individual Experiences with Mental Illness  

Individual experiences with mental illness included social isolation, facing public and 

structural stigma, self-stigmatization and difficulty managing symptoms. In accordance 

with results from Dinos et al (2004), the negative effects of stigma were varied based on 

individual and diagnoses, and only a small minority of individuals reported being 

unaffected by stigma. Social exclusion may be reinforced by friends, family or a medical 

professional leading the individual to become distrusting of others, secretive about their 

illness and underreport or avoid reporting symptoms completely. This prevents the 

individual from building a strong social support network, further hindering 
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functional recovery (Chronister, Chou, Kwan, Lawton, & Silver, 2015). Initial diagnosis 

of illness is generally met with relief as it removes speculation towards the possible 

causes of uncharacteristic behaviour, with the exception of those who were previously 

aware of stigma (Or et al, 2013). Medical stigma was described to have a lasting impact 

on a participant’s self-esteem (Eskteen et al, 2017). Discrepancies in treatment between 

medical professionals may result in confusion about illness, and ultimately disorient the 

individual’s view on themselves in respect to their illness. Quotes from participants 

reinforce the notion that didactic lecturing style in anti-stigma programs may be 

received poorly due to the resemblance to a clinical environment (Stuart et al, 2012).  

  
Most participants entered the course with some degree of self-stigma. All three stages of 

Corrigan et al’s (2009) internalized stigma development model were 

observed. Discriminatory experiences scarred individuals resulting in fear of judgement; 

positive appraisals of the individual were often initially met with confusion and distrust. 

Participants enrolled into the program in the “awareness” or “acceptance” phase 

underwent more discrepant behavioural changes than those observed to be in the 

“application” phase. This may be due to difficulty in changing deep-rooted beliefs that 

fuel long-standing behavioural patterns (Corrigan et al, 2001). A second, interesting 

juxtaposition was observed in successful participants in the course: they expressed pride 

and a desire to recover despite having low confidence, being self-deprecating, and 

fearful of judgement. Recent recommendations have been made to focus anti-stigma 

programs on younger patients to improve efficacy (Grover et al, 2017) but our results 

did not support this claim. The stage of internalized stigma and recovery-centric attitude 
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may be useful early indicators of course success; the correct combination of the two 

occurred at a variety of ages, both young and old.   

 Program Evaluation  

Previous trials of the OSMI intervention elucidated that while the course 

increased stigma awareness, it did not always reduce the burden of stigma (Petznick, 

Stuart, & Milev, 2015). Our results show that self-stigma must be acknowledged in order 

to manage stigma effectively. Reinforcing effective stigma management strategies may 

occur with repeated contact (Gronholm et al, 2017), sharing personal experiences 

(Rusch et al, 2014), and camaraderie between participants. Consistent contact post-

evaluation was established independently by participants in OS1 and OS3. The 

additional cooking component (Cooking Connections) may have increased camaraderie 

between participants. Cooking Connections may have contributed to increased retention 

rates in comparison to previous OS trials (Petznick, Stuart, & Milev, 2015) and the 

standalone course (OS2) as well. A greater number of contact opportunities may 

increase the program’s ability to meet its objectives in two ways: firstly, by increasing 

the opportunities for intimate disclosure, sharing of experiences and learning resultant 

stigma management strategies from each other; and secondly, by providing participants 

with increased opportunity to practice newly acquired stigma management and social 

skills to gain the confidence to use them outside of the classroom environment.   

  
In accordance to research by Rusch et al (2014), disclosure of prior stigmatizing 

experiences may help reduce the burden of self-stigma. Supportive reception 

from sharing private (often traumatizing) incidents by people who share similar 

experiences promoted inter-participant empathy development. Through this, social ties 
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may form and develop into networks of support (Baker, Kan, and Teo, 2011). Individuals 

become empowered when they can fill a niche within this aforementioned network of 

support (Lieberman, 2000); for instance, individuals may fill such a niche upon 

promotion from participant to facilitator, or in becoming a confidant to another 

participant. Empathy development was not restricted towards co-participants. Upon 

critical appraisal of prior stigmatizing experiences, and an understanding of the 

rationale for hate, participants even described compassion towards their aggressors. 

This may allow for individuals to openly communicate with their aggressors in 

uncomfortable situations, mitigating the consequence of stigma. Thus, self-stigma 

introspection, empathy, vulnerability, trust and disclosure may function in a positive 

feedback loop to improve self-esteem when appropriately reinforced and improve an 

individual’s ability to cope with future stigmatizing experiences. 

  
While course content promotes in-group discussion, studies have shown that 

psychological insight alone does not decrease self-stigma (Fowler et al, 2015; Manuel, 

Hinterland, Conover, & Herman, 2012). Many participants voiced that lecture 

material (especially clinical sessions regarding etiology, symptoms and treatments of 

mental illness) was redundant and sometimes patronizing, despite seeking clarity about 

their illness. Mental illness statistics reporting sometimes upset participants. A loss of 

self-esteem has been elucidated to be a correlate of self-stigmatizing behaviour, and self-

esteem loss is a risk factor for those with more insight into their illness (Livingston and 

Boyd, 2010; Link, Wells, Phelan, & Yang, 2015; Abiri et al, 2016). Thus, interventions 

which only focus on mental illness education and awareness may be counter-effective in 

promoting self-esteem (Yoo et al, 2015; Or et al, 2013), however, group contact and 
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social bonding may prevent the loss of benefit derived from the course (Yalom et al, 

1967).  

 Behavioural Change 

The most pronounced shifts in behaviour occurred when participants demonstrated 

stigma awareness as well as increased self-esteem. Stigma awareness can lead to self-

stigma acceptance, which may lead to stigma introspection. This in turn can result in a 

cognitive restructuring of public stigma and eventually lead to managing self-stigma 

effectively if the individual has developed or maintains positive self-esteem. While 

stigma acceptance may have been primarily developed through the OSMI program, self-

esteem development was enhanced through the auxiliary Cooking Connections 

initiative. Many participants found solidarity in each other’s experiences, making 

personal connections with one another. These connections were further reinforced 

working together in the kitchen. Participants who displayed vulnerability and openness 

in discussion were often more successful in expanding their social circle through the 

program. Social support may enhance self-esteem, which acts as a buffer against the 

negative consequences of stigma insight and low self-worth (Link et al, 2015; Abiri et al, 

2016, Or et al, 2013). Maintenance of social support through increased contact 

opportunities may have provided further insight into understanding realistic 

expectations of others, and effective disclosure strategies. In addition, some participants 

extended their newfound social skills to confront stigma in public, or socialize with new 

peers; when successful, these experiences empowered individuals to confront personal 

adversities. Challenging stigma occurred through cognitive reappraisal of stigma or 

open protest. Strategies involving the former may have positive long-term effects 
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through the development of a positive life outlook. Participants who reframed their 

illness displayed greater hope for the future, both directly through explicit statement 

and indirectly through active involvement in the community. Reduction in negative 

thinking and self-harming behaviour, and coping with symptoms more effectively were 

early indicators of enhanced recovery from mental illness. Some participants with 

unstable or more erratic personalities demonstrated shifts in cognition at the end of the 

course, however these did not always materialize as behavioural changes in the follow 

up focus-group sessions. 

Figure 1. Theory of change model for understanding a participant’s experience during the course and a 

proposed mechanism of behavioural change. The program objectives are to (a) increase knowledge of 

both clinical mental illness diagnosis and general mental health wellness, (b) foster and lead group 

discussion regarding personal stigma experiences, and (c) create a supportive group environment. The 

short-term outcomes are changes that we will hope to see in the participants who take the program such 

as comfort in disclosing personal experiences, acceptance of self-stigmatizing behaviour and developing 

friendship bonds amongst one another. Future impact evaluations may focus on the short-term outcomes 

and medium and longer term outcomes may naturally follow.  A follow-up component may assess the 



88 
 

medium and transition term outcomes (e.g. after 1 year). Studying longer term outcomes would occur in 

demographically selective epidemiological study many years after program delivery with a sufficient 

sample size. 

 

5.2 Limitations of the Study 

Limitations of the study can be divided into four categories: sample size, sample bias, 

generalizability of findings to other communities, and time to effectively measure 

behavioural change. The qualitative data was collected from 21 participants. Not all 

participants disclosed equally during focus groups; certain individuals were more open 

about their experiences and criticisms than others. Understanding a complex 

psychosocial phenomenon such as stigma comprehensively would also require 

interviewing and learning the perspectives of those who stigmatize. Despite having low 

drop-out rates, attrition of participants who may have contributed to focus group 

transcripts reduces the overall sample size as well. It may be important to receive their 

perspective on why the course did not work for them, and reason(s) for departure.  

 
The recruitment of participants from AMHS-KFLA may have contributed to sample 

bias. Individuals who were previously engaged with the agency were selected to enroll at 

the discretion of a social worker. Many individuals were unemployed in order to attend 

sessions during the day. Hence, discussion around stigma in the workplace stemmed 

from prior employment experiences (sometimes up to 30-40 years prior). This may 

reduce the accuracy of understanding the present state of stigma in the workplace, and 

ill-prepare individuals to develop abilities to cope with current discrimination. 

Additionally, recruiting through the agency meant that most participants received 

regular contact from a professional. Two thirds of people with mental illness do not 
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receive appropriate care (Andrade et al, 2014; Kessler et al, 2001; Sickel, Seacat, & 

Nabors, 2014) so this deviation from the norm may influence the data collected from 

participants in accordance to that in the stigma literature. The AMHS-KFLA enlisted a 

diverse pool of individuals at various stages of functional and symptomatic recovery.   

 
The study demographic was primarily North-American, Caucasian. Individualistic 

versus collectivistic cultures may attribute the stigma of mental illness differently (Abiri 

et al, 2016; Papadopoulos, Foster, & Caldwell, 2013; Taghva et al, 2017). For instance, 

someone in Canada may attribute stigma upon themselves, whereas someone in China 

may attribute it upon their family, or ancestors. The attribution of stigma may affect 

self-esteem, and therefore how stigma is internalized. Our results may not be as 

generalizable to the feelings of individuals of different ethnicities or cultural 

backgrounds. This discrepancy may also impact the effectiveness of this program for 

other ethnic backgrounds and may need to be redesigned to accommodate these cultural 

differences. A less diverse participant pool may also exclude participants who may be 

coping with multiple stigmatizing factors such as race, homelessness, gender, and 

cultural expectations.  

 
The fourth limitation may stem from the short duration of both the intervention and 

post-intervention follow up periods. A previous evaluation of the OSMI program 

deduced that behavioural change regarding stigma impact may not have been affected 

by the course (Petznick, 2015). These conclusions may have been made prematurely. It 

has been studied that psychotherapy and behavioural changes associated progress in a 

non-linear format (Lutz et al, 2013). Many participants reported behavioural changes at 

unique and different time periods both during and after the course, and further 
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qualitative follow-up can help better understand the undulating frequencies of 

behavioural change post-intervention. Both increased contact-time (through extension 

of the program, or independent meetings) and a longitudinal follow-up study of select 

participants may help bridge the gap in knowledge.  

  
5.3 Recommendations  

 Recommendations for Course Development 

While the structured psychoeducational component may be effective for some 

participants, consensus from both existing literature (Livingston and Boyd, 2010; Link 

et al, 2015; Abiri et al, 2016) and focus group data indicate that psychological insight 

conveyed in a clinical manner may reduce the efficacy of the course. Rather, PowerPoint 

slides could be replaced by longer discussion periods in order to provide stigma 

awareness; facilitators could help guide the discussion around the given weekly topic to 

create a more informal environment. Qualitative feedback from side-by-side comparison 

trial between the existing model and this proposed method may help validate this 

possibility of making the course more effective. Reinforcing the rationale behind 

stigmatizing behaviours may build empathy within participants. A formal addition of a 

“reason behind the stigma” session and discussion may prevent stigma awareness to 

contribute to increased self-stigmatization as seen in previous trials, as well as improve 

ability for participants to connect with people without mental illness without 

preconceived resentment towards them. This can be enhanced by addressing individual 

participants’ scenarios in-class and reappraising prior stigmatizing experiences in a 

positive light (Roe et al, 2017). Some participants showed inconsistent self-concept at 

the end of the program; the efficacy of self-stigma management may be improved with a 
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greater number of non-content based sessions, improving social bonding to promote 

lasting behavioural changes. The addition of the cooking component may assist with the 

development of a social support network through camaraderie. Future investigations 

should explore whether other team-centric activities may have the same intended 

benefit as cooking. This may increase the inclusivity of the program to a greater range of 

participants with differing interests and skills. Variability between interpersonal skills of 

facilitators may have affected course success factors such as attrition rate and social 

bonding. Further study should be undertaken to elucidate the direct effect of facilitation 

ability on course success and methods to mitigate any variability.  

 Recommendations for Further Study 

This qualitative study provides a theoretical base to understand the nature both 

individuals being stigmatized and how best to assist them in managing stigma. The 

described Theory of Change model may guide the development of novel instruments to 

measure stigma management progress and behavioural change. Quantitative measures 

may allow for program evaluation with a larger sample size and scale. A three arm, 

blinded randomized control trial may be inaugurated to compare the effects of the 

course with a team-building activity, stand-alone course, or treatment as usual. 

Furthermore, a longitudinal mixed methods study may be used to uncover rich 

information surrounding the long-term implications of anti-stigma psychoeducational 

behavioural modification programs and the nature of behavioural changes following 

such programs. Such a study may provide information regarding extraneous factors 

which hinder or promote behavioural change following the intervention (Rutter, 1985). 

The combination of the aforementioned studies may help standardize a training 
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protocol for facilitation of the OSMI program, thereby allowing for widespread 

replication and administration of the program (i.e. community mental health services, 

hospital clinics, etc).  
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APPENDIX A. Thematic Analysis 
 

CHAPTER I. INDIVIDUAL EXPERIENCES WITH STIGMA 
 

1. Social Isolation 
a. Exile from society7, 23, 47, 48, 69, 80, 55, 48, 49, 82, 124, 143, 144, 1, 3, 40, 77, 78, 34, 35,  
b. Distrust of people19, 23, 13, 61, 63, 121, 132, 64,  

i. Hardened to voices of others51, 59, 120 
ii. Reluctance to accept support or show vulnerability62, 

c. The hustle: desire a challenge to find employment, 93, 96, 142,  
i. Challenge: finding employment54, 95 

ii. Social & financial restrictions due to stigma57,  
 

2. Facing Public & Structural Stigma 
a. Family and Friends 

i. Familial discrimination and stigma, 53, 75, 74, 82, 97, 59-62,  
b. Healthcare and Workplace 

i. Apathy towards traditional healthcare62, 67, 68, 25, 127, 56, 43,  
ii. Hanging by a thread: stigma in healthcare118, 119, 122, 123, 42, 55, 10,  

iii. Trapped in a hospital125, 124,  
iv. Structural stigma leading to self-stigma: feeling hopeless44, 45 
v. Employment14, 20,  

c. Current Landscape 
i. Stigma: It is how it is…21, 24, 39, 54, 65, 78, 135 

ii. Witness: decreasing public stigma38, 37,  
 

3. Self-Stigma 
a. Diagnosis provides relief18, 19, 20, 14, 39, 97 

i. Initial diagnosis sparked volatile emotions11, 30, 43, 54,  
ii. Self-stigma due to diagnosis38, 40, 115,  

b. Frustration towards mental illness69, 38,   
c. Putting oneself down36, 37, 65,  

 
4. Living with Mental Illness 

a. Confused 
i. Confusion and fear8, 11, 64, 67, 68, 72, 27,  

ii. Undiagnosed fog: a lack of clarity16, 21, 12, 15, 107,  
b. Scared 

i. Fear of judgement24, 20, 73, 6, 60, 77, 80, 116, 27, 28,  
ii. Anxiety about future9 

c. Hurt 
i. Deep wounds: disclosure experiences in the past3, 36, 150, 25, 46, 50, 76,  

ii. Life has been a constant struggle12, 15, 30, 15, 59, 2 
1. Lifelong mental illness36,  

 
 

CHAPTER II. PROGRAM EVALUATION: RECIPE FOR SUCCESS 
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IIA. SOCIAL SUPPORT 

 
5. Supportive Environment 

a. Comfort 
i. Safety together4, 10, 4, 4, 4, 12, 10, 19, 

ii. Comfortable environment: a safe space provided13, 31, 14, 7, 23, 97,  
iii. Non-judgmental environment1, 88, 16, 

b. Helping one another navigate the illness 
i. Peer to peer discussion fosters enthusiasm and motivation152, 145, 8,  

ii. Advising others: sharing wellness strategies84, 144, 142, 66, 111,  
c. A trusted guide or mentor provides the initial push79, 62, 121, 50,  

i. Family as social support73, 95,  
 

6. Cohesion and Socialization 
a. Solidarity 

i. Connecting with like-minded people2, 6, 26, 40, 17, 18, 22, 28, 65, 29, 67, 15, 84,  
ii. Small groups provide intimacy25, 6,  

iii. Being listened to93 
iv. The group as a catalyst of socialization74, 75, 146, 98,  

b. Camaraderie 
i. Accelerated cohesion: making friends5, 22, 94, 43, 37, 1,  59, 61, 47, 81, 1,  

ii. Inter-peer understanding52, 53, 66, 95, 74, 75, 86, 131, 132, 37, 110, 119, 46, 47, 89,   
1. Learned empathy for others with mental illness87, 88, 85, 97, 135, 

123, 125, 134, 10, 48, 37, 90, 91,  
2. Putting your illness in perspective117 

iii. Building trust amongst each other: camaraderie II47, 114, 16, 22-24, 43-45,  
 

7. Disclosure in Group 
a. Interactive facilitation  

i. Open, interactive facilitation23, 29, 153, 138 
ii. Role of the moderators14, 16, 17,  

iii. (+) Distance from doctors: removal of power struggles136, 57, 58, 
b. Open Discussion 

i. Freedom of disclosure55, 95, 7, 11, 66, 133, 28, 32, 35, 60,  
1. Disclosure provides relief79, 106,  
2. Disruptive environment hinders disclosure60, 94,  

 
 

IIB. MENTAL ILLNESS & STIGMA EDUCATION  
 

8. Educational Awareness 
a. Stigma awareness4, 68, 84, 99, 116, 128, 129, 136, 2, 3, 24, 27, 54, 70, 136, 87, 88, 5,  

i. Self-stigma introspection100, 101, 110, 72, 126, 80, 31, 34, 46, 47-49, 52, 70, 77-80, 96,   
ii. Insecure about illness25, 71, 85, 65,  

b. Mental Illness education adds clarity1, 2, 43, 91,  
i. (+) Structured approach68, 69, 129, 21, 31 
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ii. Mental health education to reduce public stigma44, 45, 48, 52, 87, 88,  
c. Value of education: using the book32, 55, 134, 140, 141, 20, 30, 68, 70, 88,  

i. Educating others145, 144, 142, 18, 
 
9. Stigma Management 

a. Stigma management strategies94, 101, 127, 35, 45b, 63, 51, 52, 64, 65, 70, 50, 51, 71,  
i. Avoiding stigmatizing situations93, 100,  

 
10.  Drivers of Change 

a. Recommendations for Course Success 
i. Positive discussions14, 79,  

ii. Actively practicing stigma management skills38,  
iii. Continuous contact90,  
iv. Active participation during course 
v. The course is invigorating63, 90 

vi. (+) Distance from doctors: removal of power struggles136, 57, 58,  
 

b. Improvements90, 91, 92, 94-98, 
i. Inclusive to accommodate other mental illnesses139, 46, 49, 50, 51, 89,  

ii. Lived experience necessary for facilitation100,  
 

c. Pre-requisites 
i. Desire to feel better: a critical component of success17, 41, 92, 73, 81, 109, 

133,  
ii. A desire for mutual respect50,  

 
11. Barriers to Outcomes 

a. Socialization  
i. Lack of socialization hinders progress10, 23, 85, 86,  

ii. Confidentiality or trust breaches55, 56, 57, 61 
b. Recommended Exclusion Criteria 

i. Unstable symptoms52, 57, 58, 59,92,  
ii. Active substance use93, 95,   

iii. Comorbid illnesses/disabilities pose additional challenges65, 98, 44, 
 
 

CHAPTER III. BEHAVIOURAL CHANGE 
 
12. Perspective Shift 

a. Perspective Shift138, 34, 130b, 128, 82!!, 81, 88,  
i. Reframing illness in positive light63, 56, 64, 86, 30!!, 36 

ii. Selective disclosure strategy adoption8, 9, 149, 5, 9, 68,  
iii. Learning to trust others41, 49, 50, 4,   

b. Self-awareness84, 86, 87, 78-80,   
i. Learning from others46, 69, 17, 32, 80,  

ii. Making sense of emotion67, 
iii. Becoming self-aware76, 1, 4, 92, 29, 78, 42,  
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c. Self-acceptance46, 41, 60, 58, 112, 64, 72, 73, 20, 28, 74, 83,  
i. Desire to learn about one’s illness5, 17, 9,  

ii. Self-forgiveness75,  
 

 
13. Social Network Development 

a. Building a Social Support Network 
i. The value of social support143, 141, 140, 146, 91, 66, 67,  8, 38a, 42, 69, 93, 1, 13, 17, 

ii. Realistic expectations of others62, 63,  
iii. Consulting social network56, 58, 81, 82,  

b. Finding my Fit91, 92, 89, 90, 31, 118, 53,  
c. Strategies to Prevent Social Isolation85, 32,  

i. Unsuccessful retaining connections25, 83, 86 
 

14. Empowerment & Self-Esteem 
a. Empowerment 

i. Not Settling: Overcoming personal roadblocks10, 113, 12, 55,  
ii. Self-acknowledgement42, 43, 44, 33, 24, 72, 74, 75,   

iii. Advocating for oneself11, 12, 15, 19, 36, 73, 87, 
iv. Seeking self-improvement82, 83, 16, 17,  12, 44,  

b. Improved Self-Esteem 
i. Developing or restoring self-esteem and confidence70, 71, 88, 107, 18, 54, 

85, 40, 18,  
ii. Self-esteem management: positive self-image33, 107, 114, 89, 108, 23, 26, 30!!, 

38!, 85,  
iii. Self-esteem management: downward social comparison35, 131,  

 
15. Positive Life Outlook 

a. Hope  
i. Persistent effort29, 22, 23, 78-79,  

ii. Staying active in the community & employment4, 3,  
b. Recovery 

i. Reduction of self-destructive behaviours40, 110, 29, 30,  
ii. Learning to cope with symptoms70, 92, 19, 20, 109, 14, 77, 79, 68, 

c. Optimistic for the future 
i. A glimpse at a brighter future77, 78, 91, 147, 28, 19, 7, 39, 

ii. Making plans and setting goals80, 81,  2, 5, 6, 9-12 
iii. Longing for freedom38, 39, 40-42,  

 
16. Empathy 

a. Understanding others29 
i. Understanding the rationale for hate49, 57, 101 

ii. Empathetic towards aggressors47, 83, 100,  
b. Altruism: helping one another overcome personal adversity81, 89, 94, 19, 74, 75 

i. Desire to give back to society80, 82, 99, 102, 103, 37,  
 

17. Challenging Stigma 
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a. Protest: Confronting public stigma26, 29, 30, 34, 103, 104, 130, 8, 122, 89, 71, 16, 31,  
b. Re-evaluating Stigma27, 104, 90, 73, 71-72!!,  

i. Readdressing self-stigma106, 108, 33, 57, 67, 78-79, 
ii. Coping with Stigma: talk about it!98,  
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APPENDIX B. Focus Group Templates 
 
Initial Focus Group – OSMI Week 7 
 
Opening Questions: 
1. Tell us your name and your first impression of the OS class. 
 
Introductory Questions: 
2. What was your experience disclosing your mental illness experience with your 
classmates? In comparison to other peers? 

OPTIONAL 2b: How did you feel when you were first diagnosed with mental illness? 
 
Transition Questions: 
3. What are some of the greatest challenges you have faced with stigma around your 
mental illness? 
 

3b. How has this impacted your life in terms of family/friends/work/school? 
 
4. How would you like your mental illness to be seen by others? 

Key Questions: 
5. Describe any changes you have made to how you view your mental illness after this 
course. 
 

5b. How has this course affected your understanding of mental illness? 
 
6. Can you describe any recent changes you have made in your lifestyle or interactions 
since taking this course? 
 
7. How has this course affected your management strategies with self-stigma around 
mental illness? 
 
Ending Questions: 
8. What was the most important this we discussed today and why? 
 
9. What ways can we improve this course? 
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Booster Session Focus Group – 6 months post intervention 
 
Opening Questions: 
1. How has everyone been doing since we last met? 
 
Introductory Questions: 
2. Have your disclosure strategies changed since you took this course? 
 
OPTIONAL 2b: How do you perceive your diagnosis/mental health status? 
 
Transition Questions: 
3. What are some challenges you continue to face regarding your mental health? 
 

3b. How has this course impacted your life in terms of family/friends? 
 
3c. How has this course impacted your life in terms of housing & education? 
 
3d. How has this course affected your management strategies with self-stigma 
around     mental illness? 
 

Key Questions: 
4. Describe any changes you have made to how you view your mental illness after this 
course. 
 

4b. How has this course affected your understanding of mental illness? 
 
5. Can you describe any recent changes you have made in your lifestyle or interactions 
since taking this course? 
 
 
Ending Questions: 
6. What was the most important thing you learned from this course? 
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