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Background: The aim of the study is to assess the severity of psychiatric stigma in a sample
of personality disordered adolescents in order to evaluate whether differences in stigma can
be found in adolescents with different types and severity of personality disorders (PDs). Not
only adults but children and adolescents with mental health problems suffer from psychiatric
stigma. In contrast to the abundance of research in adult psychiatric samples, stigma in children
and adolescents has hardly been investigated. Personality disordered adolescents with fragile
identities and self-esteem might be especially prone to feeling stigmatized, an experience which
might further shape their identity throughout this critical developmental phase.

Materials and methods: One hundred thirty-one adolescent patients underwent a standard
assessment with Axis I and Axis II diagnostic interviews and two stigma instruments, Stigma
Consciousness Questionnaire (SCQ) and Perceived Devaluation—Discrimination Questionnaire
(PDDQ). Independent sample #-tests were used to investigate differences in the mean SCQ and
PDDQ total scores for patients with and without a PD. Multiple regression main effect analyses
were conducted to explore the impact of the different PDs on level of stigma, as well as comorbid
Axis I disorders. Age and sex were also entered in the regression models.

Results and conclusions: Adolescents with severe mental health problems experience a burden
of stigma. Personality disordered patients experience more stigma than adolescents with other
severe psychiatric Axis I disorders. Borderline PD is the strongest predictor of experiences of
stigma. More severely personality disordered adolescents tend to experience the highest level
of stigma.

Keywords: labeling, burden of disease, mental health professionals

Introduction

Not only adults but children and adolescents with mental health problems suffer from
psychiatric stigma.! The evidence that the deleterious effects of stigma in adult mental
health patients can be applied to children and adolescents with psychiatric problems is
abundant.? Findings from psychiatric stigma research in populations with adult patients
cannot be generalized to children, adolescents, and their families.!

Typically, three major types of psychiatric stigma are distinguished. Public or soci-
etal stigma is the extent to which being labeled with a psychiatric diagnosis leads to
discriminatory attitudes, devaluation, or rejection. Stigma research focused on minors
shows that public stigma is condition-specific.’ One study* demonstrated that labeling
antisocial behavior in youth as delinquent leads to poorer prognoses. Exactly the same
was found regarding the use of the label “sexual abuse” in children.’ In the National
Study of Stigma in Children, Pescosolido® found that minors with symptoms of attention
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deficit hyperactivity disorder or depression were thought to be
more dangerous than others with “daily troubles” or asthma.
In the same survey, respondents also tended to overestimate
the risk of dangerous outbursts in children with depression as
compared to adult patients.” In light of our study, it is worth
mentioning that adolescents received the most-stigmatizing
reactions of all age groups.®

Associative stigma is a form of social disapproval because
of'its direct connection with a stigmatized individual. Asso-
ciative stigma in children and adolescents is bidirectional.!
Parents are directly blamed for the mental disturbance of their
children, and the children can be seen as part of a mentally
disturbed family.>'® However, Klasen'' found that the attribu-
tion of a formal diagnosis of attention deficit hyperactivity
disorder to a child could relieve guilt and empower parents
to seek treatment.

Self-stigma occurs when a labeled person assumes
himself or herself to be part of an undesirable group and
applies negative stereotypes to himself or herself.!? It gen-
erates shame, self-directed prejudice, depression, lowered
self-esteem, social isolation, and reluctance to seek help.
Help-seeking intentions and beliefs about the adequacy of
professional mental health sources are influenced by various
dimensions of youth stigma.'* Moses'* found that adolescents
hesitate to apply diagnostic labels to themselves and that
this is related to their maturing psychological and cognitive
development, social context, and desire not to distinguish
themselves from normality. Her study suggests that self-
labeling in adolescents may be demoralizing, stigmatizing,
and disempowering. Therefore, adolescents seem to assess
their problems as mental disorders only when they experi-
ence them for longer durations of time and after multiple
episodes of treatment. In line with these findings, another
study by Calear et al's described the fact that adolescents
with features of depression rated their own personal depres-
sion stigma as being lower than other people’s depression
stigma. Moses'® reports that the majority of adolescents
who were briefly hospitalized for psychiatric reasons
showed low levels of stigma apprehension. The subgroups
that were vulnerable to higher stigma were young women,
those dependent on others for self-worth validation, those
with previous experiences with social devaluation, and those
with limited sources of identification. Link and Phelan'’
argue that diagnosis and labeling can be seen as a package
deal in terms of stigma. There is evidence that receiving
the label of a mental illness is stigmatizing, but it can also
be beneficial because it facilitates treatment and ultimately
enhances recovery.

There are substantial problems with the use of the
concept of self-stigma in children and adolescents because
it is unclear in what developmental stage it might occur.?
However, there is evidence that adolescents do not differ
from adults in terms of their reactions to their own or others’
mental disorders.'3!? Young teenagers express more anger and
less pity toward peers with mental illnesses when they believe
they are responsible for their conditions.”® Recent literature
emphasizes the importance of the awareness of societal
stigma as conceptually distinct from personal beliefs or from
self-stigma in adults as well as in children and adolescents.?!
It is important to bear in mind that perceptions of others’
beliefs are antecedents of behavior? and that there is evidence
for the direct connection between perceived societal stigma
and help-seeking.?

Recent studies have demonstrated personality disorders
(PD) to be a common mental disorder among adolescents,?
associated with a high burden of disease,?* and a range of
other problems.?*?’ Nevertheless, there is a strong hesita-
tion of professionals to diagnose adolescents with a PD.?
To our knowledge, no single study exists investigating
stigmatization in adolescents with severe personality
problems. Some researchers mention the existence of stigma
in personality disordered adolescents marginally in their
work.?3% Magallon-Neri et al,” for example, draw atten-
tion to the possible link between a personality diagnosis in
adolescents and its stigmatizing effects in clinical settings.
Chanen and McCutcheon® refer to the “diagnosis that
dare not speak its name” because of the stigma associated
with it. Research on the experience of stigma among ado-
lescents with PD is highly relevant, as such disorders are
by definition characterized by problems in self-functioning,
including problems in identity, self-esteem, and increased
self-blaming.*! Adolescents with fragile identities and self-
esteem might be especially prone for feeling stigmatized by
others, the so-called societal stigma, an experience which
might further shape their identity throughout this critical
developmental phase.

This study is the first of its kind to investigate stigmatiza-
tion in a sample of adolescents with serious mental health
problems referred for specialized treatment. More specifi-
cally, we wanted to test the hypothesis that adolescents with
PD might be especially vulnerable for stigma, compared to
adolescents suffering from other severe mental disorders in
the absence of a PD. Also, we wanted to explore possible
difference in experiences of stigmatization among adoles-
cents suffering from different types and levels of severity
of PDs.
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Methods

Participants

One hundred thirty-three adolescents were consecutively
admitted to the inpatient unit of the youth department of
Viersprong Institute for Studies on Personality Disorders
and enrolled in this study. Viersprong Institute is a highly
specialized mental health care institute in the Netherlands,
offering outpatient, day hospital, and inpatient psycho-
therapy for adolescents and adults with severe and complex
personality pathology. In general, patients are referred to
Viersprong Institute from all over the country because of
complex pathology that appears to be refractory to outpatient
treatment. All patients underwent a standard assessment as
part of the intake procedure, including semistructured inter-
views to measure Axis | and Axis II disorders and several
questionnaires. Interviewers were master-level psychologists
who were trained thoroughly. The interviewers received two
weekly booster sessions to avoid drifting from the inter-
view guidelines. All patients agreed to participate in the
study and gave written informed consent. Two patients did
not complete the assessment battery as part of the formal
admission procedure, leaving 131 patients for the current
sample. The study was approved by the Ethical Commis-
sion of the Department of Psychology of the University of
Amsterdam.

Measures

Diagnostic interview

Anxiety and mood disorders were diagnosed using the Anxi-
ety Disorders Interview Schedule for the Diagnostic and Sta-
tistical Manual of Mental Disorders, 4th edition (DSM-1V)
Child Version — Child interview (ADIS-C).3>3 The ADIS-C
is a semistructured interview designed to measure anxiety
and other Axis I disorders in children and adolescents. The
ADIS-C was supplemented by sections E, G, and H of the
Structured Clinical Interview for DSM-IV Axis I Disorders
(SCID-1)*3 to diagnose substance-related disorders, soma-
toform disorders, and eating disorders, respectively. The
Structured Clinical Interview for DSM-IV Axis II Personality
Disorders (SCID-II)***7 was used to diagnose Axis II PDs.
Criteria were scored if they were pathological, pervasive,
and persistent and whether they were present for 1 year,
according to the guideline of the DSM-IV-TR.*® Because the
DSM-IV-TR does not allow for antisocial PD to be diagnosed
in adolescents under the age of 18, this section was left out
of the interview for adolescents under 18. PDs not otherwise
specified (NOS) was scored when at least ten PD traits from
various disorders were scored without crossing the cutoff

point of any formal PD. No interrater reliability data were
collected in this study. Previous research has shown**° that
the DSM-IV version of the SCID-II has a good interrater
reliability and test—retest interrater reliability for the pres-
ence or absence of a PD diagnosis in adults. Although the
SCID-II is primarily designed for measuring PDs in adults,
previous studies including adolescent samples have shown
that the SCID-II is a useful instrument in an adolescent age
group.*!

Stigma measure

McKeague et al emphasized the lack of a standardized
instrument for the assessment of stigma in all its aspects
in children and adolescents: “If the stigma associated with
mental health problems in childhood and adolescence is to
be better understood, then reliable and psychometrically
sound instruments for its measurement are needed.”” There
have been attempts to develop questionnaires to measure
public stigma in youngsters, like stereotypes, prejudice,
and discrimination.*** Others focused on stereotypes and
desire for social distance from peers with mental health
problems.*#> Only a few provided psychometric properties,
and none of them was used in populations of adolescent
patients. Because no single stigma instrument for children
or adolescents was available for the purpose of our study, we
were obliged to use adult questionnaires.

The Stigma Consciousness Questionnaire (SCQ)* is
used to measure perceived and actual experiences of ste-
reotypes in specific target groups. The instrument is known
to represent faithful reflections of stigma experiences. It is
a validated instrument, consisting of ten items, scored on a
Likert scale, ranging from 1 to 6: the lower the score, the
higher the level of stigma consciousness. A Dutch transla-
tion of the questionnaire was used in this study, based on a
forward and backward translation. Cronbach’s alpha for the
SCQ was 0.87 in the study sample.

The Perceived Devaluation—Discrimination Questionnaire
(PDDQ)*"is used to measure the individual perception of how
“most other people” view individuals with mental illness. The
scale is widely used in stigma research,* has excellent psy-
chometric properties, and predicts deterioration in self-esteem.
It consists of 12 items, rated on a Likert scale, with a range
from 1 (highest awareness) to 6 (lowest awareness). A Dutch
translation of the questionnaire was used in this study, based
on a forward and backward translation. Because of an error
in the translation process, one item (question 7) was left out
of the version used in our analyses. Cronbach’s alpha for the
PDDQ was 0.76 in the study sample.
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Table | Mean stigma scores of adolescents with and adolescents
without a PD (n=126-128)

Questionnaire Patients Patients t P d
with PD without PD
M (SD) M (SD)
(n=59-60)* (n=67-68)*
Stigma 3.82 (1.08) 4.48 (1.16) 3.337 0.001 0.59
Consciousness
Questionnaire
Perceived 4.61 (0.79) 5.05 (0.84) 3.046 0.003 0.54
Devaluation—

Discrimination
Questionnaire

Note: *n varies due to missing values.
Abbreviations: M, mean; PD, personality disorder; SD, standard deviation.

Statistical procedures

Independent sample #-tests were used to investigate dif-
ferences in the mean total scores for the questionnaires
measuring stigma for the patients with and without a PD.
Multiple regression main effect analyses were conducted to
explore the impact of the different PD diagnosis on level of
stigma, as well as comorbid Axis I disorders. Age and sex
were also entered in the regression models. To investigate
the relation between severity of personality pathology and
level of stigma, we observed the trend in stigma scores (for
both the SCQ and the PDDQ) with an increasing number
of PD traits.

Results

Participants

Of the 131 adolescents admitted to the inpatient youth
department, 111 (84.7%) were female and 20 were male
(16.3%). Participants were aged 14—19 years, with a mean

age of 16.6 (standard deviation [SD] =1.28). As for Axis |
disorders, dysthymic disorder was most frequently diagnosed
(26.7%), followed by social phobia (24.4%), major depressive
disorder (12.2%), posttraumatic stress disorder (9.9%), and
eating disorder NOS (9.2%). As for the PD, borderline PD
was most frequently diagnosed (25.2%), followed by avoidant
PD (16.0%), and PD NOS (5.3%). Other PD diagnoses
were classified in less than 5% of the adolescents. Paranoid,
schizoid, schizotypal, narcissistic, histrionic, dependent, and
passive-aggressive PD were not diagnosed in this population
of adolescents. The mean SCQ score for the total group of
patients was 4.17 (SD =1.17). The mean PDDQ score was
4.84 (SD =0.84).

PD versus no PD

As depicted in Table 1, adolescents with a PD, unspecified
whether there was also an Axis I condition, experienced
significantly more stigma than adolescents without a PD, as
measured by both the SCQ and the PDDQ.

Stigma by type of PD

SCQ and PDDQ values for the different PD diagnoses
are presented in Tables 2 and 3, respectively. The results
presented in both tables suggest that patients with depres-
sive PD experience the highest level of stigma, with mean
SCQ and PDDQ scores of 3.24 and 4.42, respectively. The
results of the linear regression analyses, however, show
that only having a borderline PD significantly predicts a
higher level of stigma as measured by the SCQ as well as
the PDDQ when controlling for other types of PDs (SCQ:
F[7,120] =2.805, P<0.01; PDDQ: F[7,118] =2.180,
P<0.05).

Table 2 Mean SCQ scores for DSM-IV Axis |l personality disorders (n=128)

n (%) SCQ Analysis
M (SD) B (SE) cl B
Lower bound Upper bound
Age —0.031 (0.08) —0.191 0.128 —0.035
Sex 0.556 (0.29) —-0.022 1.133 0.170
Borderline PD 31 (24.2) 3.55 (1.15) —0.698 (0.24) —1.180 -0.216 —0.256**
Avoidant PD 21 (16.4) 3.98 (0.83) —0.213 (0.28) -0.762 0.336 —0.068
Obsessive—compulsive PD 53.9) 3.96 (0.72) —0.167 (0.52) —-1.187 0.853 —-0.028
Depressive PD 53.9) 3.24 (0.58) —0.650 (0.53) -1.706 0.406 —0.108
PD NOS 7 (5.5) 4.46 (1.19) 0.041 (0.44) —0.833 0916 0.008
Any PD 60 (46.9) 3.82 (1.08)
No PD 68 (53.1) 4.48 (1.16)

Notes: The sum of the number of patients in the different diagnostic groups is higher than the total number of patients because patients can have more than one personality

disorder; **P<<0.01; R=0.38.

Abbreviations: Cl, confidence interval (95%); DSM-1V, Diagnostic and Statistical Manual of Mental Disorders, 4th edition; M, mean; NOS, not otherwise specified; PD, personality
disorder; SCQ, Stigma Consciousness Questionnaire; SD, standard deviation; SE, standard error.
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Table 3 Mean PDDQ scores for DSM-IV Axis Il personality disorders (n=126)

n (%) PDDQ Analysis
M (SD) B (SE) cl B
Lower bound Upper bound
Age 0.017 (0.06) —0.101 0.136 0.027
Sex 0.104 (0.21) -0.319 0.527 0.045
Borderline PD 32 (25.4) 4.45 (0.80) —0.523 (0.18) —0.871 —-0.175 —0.272%*
Avoidant PD 20 (15.9) 4.57 (0.64) —0.350 (0.21) -0.760 0.060 —0.153
Obsessive—compulsive PD 5(4.0) 5.28 (0.58) 0.443 (0.38) —0.301 1.188 0.103
Depressive PD 5 (4.0) 4.42 (0.66) —0.179 (0.39) —-0.950 0.592 —-0.042
PD NOS 6 (4.8) 5.02 (0.74) 0.008 (0.35) —0.679 0.696 0.002
Any PD 59 (46.8) 4.61 (0.79)
No PD 67 (53.2) 5.05 (0.84)

Notes: The sum of the number of patients in the different diagnostic groups is higher than the total number of patients because patients can have more than one personality
disorder; *P<<0.01; R=0.34.

Abbreviations: Cl, confidence interval (95%); DSM-IV, Diagnostic and Statistical Manual of Mental Disorders, 4th edition; M, mean; NOS, not otherwise specified; PD, personality
disorder; PDDQ, Perceived Devaluation—Discrimination Questionnaire; SD, standard deviation; SE, standard error.

Stigma b)’ type of Axis | disorder PD are significant predictors of higher stigma (F[26,101]
The mean stigma scores for the different Axis [ disordersare ~ =1.634, P<<0.05). As shown in Table 5, when the PDDQ
presented in Tables 4 and 5. When Axis I and Axis II disor-  was used as a measure for stigma, bulimia nervosa, avoidant
ders were included in the regression analysis with the SCQ  PD, and borderline PD significantly predicted stigma, with
as a measure for stigma, girls and patients with borderline  adolescents with bulimia experiencing lower levels of stigma,

Table 4 Mean SCQ scores for Axis | and Axis Il disorders (n=128)

n (%) SCQ Analysis
M (SD) B (SE) cl B
Lower bound Upper bound

Age —0.034 (0.09) —-0.209 0.141 —-0.037
Sex 0.671 (0.31) 0.050 1.292 0.205*
Social phobia 32 (25.0) 4.10 (1.00) 0.077 (0.34) —0.594 0.748 0.029
Specific phobia 7 (5.5) 4.44 (1.10) 0.300 (0.49) —0.666 1.266 0.059
Panic disorder 2 (1.6) 4.95 (1.63) 0.408 (0.91) —-1.394 2211 0.043
Agoraphobia 2 (1.6) 3.00 (0.57) —1.668 (1.15) —-3.958 0.622 -0.177
Generalized anxiety disorder 11 (8.6) 3.78 (0.99) —0.525 (0.42) 0.216 —1.362 —-0.126
Obsessive—compulsive disorder 8 (6.3) 4.75 (1.27) 0.606 (0.46) —0.298 1.510 0.126
Posttraumatic stress disorder 13 (10.2) 3.88 (0.87) 0.080 (0.35) -0.610 0.771 0.021
Dysthymic disorder 34 (26.6) 4.04 (1.20) —0.214 (0.26) -0.718 0.291 -0.081
Major depressive disorder 16 (12.5) 3.83 (1.47) —0.500 (0.35) —1.190 0.189 -0.142
Anorexia nervosa 9 (7.0) 4.30 (1.12) 0.276 (0.41) —-0.537 1.090 0.061
Bulimia nervosa 2 (1.6) 4.45 (0.07) 0.126 (0.81) —1.474 1.727 0.013
Eating disorder NOS 12 (94) 327 (1.11) —0.679 (0.37) —-1.416 0.057 -0.170
Conversion disorder 1 (0.8) 5.30 (-) 0.734 (1.14) —1.522 2.990 0.055
Hypochondriasis 1 (0.8) 3.60 (-) —0.830 (1.12) —-3.060 1.400 —0.063
Enuresis 1 (0.8) 3.80 (-) —0.552 (I1.15) -2.831 1.727 —-0.042
Alcohol abuse 3(23) 4.33 (0.71) 0.543 (0.67) —-0.786 1.871 0.070
Alcohol dependence 1 (0.8) 2.60 (-) 1.027 (1.70) —2.343 4.397 0.078
Substance abuse 1 (0.8) 2.20 () —1.686 (1.19) —4.055 0.682 -0.127
Substance dependence 6 (4.7) 3.37 (0.62) —0.670 (0.53) -1.713 0.374 -0.121
Avoidant PD 21 (l16.4) 3.98 (0.83) —0.426 (0.36) —-1.137 0.286 -0.135
Obsessive—compulsive PD 5@3.9) 3.96 (0.72) —0.218 (0.58) —1.364 0.928 —-0.036
Depressive PD 5@3.9) 3.24 (0.58) —0.405 (0.59) —-1.577 0.767 —0.685
Borderline PD 31 (24.2) 3.55 (1.15) —0.587 (0.26) —-1.099 —-0.076 -0.216*
PD NOS 7 (5.5) 4.46 (1.19) 0.065 (0.47) -0.861 0.991 0.013

Notes: The sum of the number of patients in the different diagnostic groups is higher than the total number of patients because patients can have more than one personality
disorder; ¥P<<0.05; R=0.54.

Abbreviations: Cl, confidence interval (95%); M, mean; NOS, not otherwise specified; PD, personality disorder; SCQ, Stigma Consciousness Questionnaire; SD, standard
deviation; SE, standard error.
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Table 5 Mean PDDQ scores for Axis | and Axis Il disorders (n=126)

n (%) SCQ Analysis
M (SD) B (SE) cl B
Lower bound Upper bound

Age 0.013 (0.07) -0.118 0.144 0.020
Sex 0.221 (0.23) —-0.236 0.678 0.094
Social phobia 30 (23.8) 4.74 (0.65) 0.005 (0.25) —0.496 0.505 0.002
Specific phobia 7 (5.6) 4.93 (0.78) 0.207 (0.36) —0.501 0914 0.057
Panic disorder 2 (1.6) 5.55(0.78) 0.411 (0.66) —0.905 1.728 0.061
Agoraphobia 2 (1.6) 3.65 (0.92) —0.947 (0.84) -2617 0.722 —0.142
Generalized anxiety disorder Il (8.7) 4.77 (0.79) -0.207 (0.31) —0.825 0411 -0.070
Obsessive—compulsive disorder 7 (5.6) 5.24 (0.59) 0.42 (0.36) —0.305 1.137 0.114
Posttraumatic stress disorder 13 (10.3) 4.58 (0.77) —0.088 (0.25) -0.592 0.417 —-0.032
Dysthymic disorder 34 (27.0) 491 (0.83) 0.127 (0.19) —0.245 0.499 0.067
Major depressive disorder 16 (12.7) 4.52 (1.00) —-0.417 (0.25) -0.921 0.086 -0.166
Anorexia nervosa 8 (6.3) 5.09 (0.78) 0.295 (0.32) —-0.339 0.929 0.086
Bulimia nervosa 2 (1.6) 5.95(0.21) 1.241 (0.59) 0.071 2411 0.185%
Eating disorder NOS 12 (9.5) 4.48 (0.73) —0.204 (0.27) -0.742 0.333 —-0.072
Conversion disorder | (0.8) 5.60 (-) 0.637 (0.83) —-1.010 2.284 0.068
Hypochondriasis | (0.8) 4.70 (-) —0.314 (0.82) —-1.939 1.312 -0.033
Enuresis | (0.8) 4.10 () —0.989 (0.84) —2.652 0.673 -0.105
Alcohol abuse 3(24) 4.93 (0.29) 0.293 (0.49) —0.675 1.260 0.053
Alcohol dependence | (0.8) 3.00 (-) —0.659 (1.24) -3.116 1.797 —-0.070
Substance abuse | (0.8) 4.00 (-) —0.758 (0.87) —2.489 0.972 —-0.080
Substance dependence 6 (4.8) 4.57 (0.90) 0.083 (0.38) —-0.676 0.843 0.021
Avoidant PD 20 (15.9) 4.57 (0.64) -0.563 (0.27) -1.097 —0.030 —-0.246*
Obsessive—compulsive PD 5 (4.0 5.28 (0.58) 0.439 (0.43) —0.411 1.290 0.103
Depressive PD 5 (4.0) 4.42 (0.66) 0.159 (0.43) —0.699 1.017 0.037
Borderline PD 32 (25.4) 4.45 (0.80) —0.465 (0.19) —0.834 —0.095 —-0.242*
PD NOS 6 (4.8) 5.02 (0.74) 0.046 (0.36) —0.669 0.760 0.012

Notes: The sum of the number of patients in the different diagnostic groups is higher than the total number of patients because patients can have more than one personality

disorder; *P<<0.05; R=0.53.

Abbreviations: Cl, confidence interval (95%); M, mean; NOS, not otherwise specified; PD, personality disorder; PDDQ, Perceived Devaluation—-Discrimination Question-
naire; SCQ, Stigma Consciousness Questionnaire; SD, standard deviation; SE, standard error.

and adolescents with avoidant or borderline PD experiencing
higher levels of stigma (£]26,99] =1.468, P<<0.10).

Stigma by comorbidity

Another regression model investigated the predictive value
of having no disorder, only having an Axis I disorder, only
having an Axis II disorder, or having both an Axis I and

Table 6 Mean SCQ scores by level of comorbidity (n=128)

Axis II disorder on level of stigma. The results in Tables 6
and 7 show that having an Axis I as well as an Axis II dis-
order was a significant predictor of higher levels of stigma
(SCQ: F[5,122] =3.951, P<0.01; PDDQ: F[5,120] =1.982,
P<0.10). As for the results in Table 6, sex was also a signifi-
cant predictor of higher levels of stigma, with girls experienc-
ing more stigma than boys.

n (%) SCQ Analysis
M (SD) B (SE) cl B
Lower bound Upper bound
Age —0.056 (0.08) -0.212 0.100 —0.062
Sex 0.626 (0.28) 0.064 1.189 0.191%
Only an Axis | diagnosis 46 (35.9) 4.32 (1.20) —0.485 (0.29) -1.054 0.084 —0.200
Only an Axis Il diagnosis 9 (7.0) 3.80 (1.40) —0.850 (0.45) -1.739 0.039 —0.186
Both an Axis | and an Axis Il diagnosis 51 (39.8) 3.82 (1.03) —-0.912 (0.29) —1.490 —-0.353 —0.387%*

Notes: *P<0.05; **P<<0.01; R=0.37.

Abbreviations: Cl, confidence interval (95%); M, mean; SCQ, Stigma Consciousness Questionnaire; SD, standard deviation; SE, standard error.
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Table 7 Mean PDDQ scores by level of comorbidity (n=126)

n (%) SCQ Analysis
M (SD) B (SE) cl B
Lower bound Upper bound

Age 0.008 (0.06) -0.109 0.125 0.013
Sex 0.111 (0.21) —0.308 0.530 0.048
Only an Axis | diagnosis 45 (35.7) 5.00 (0.86) —0.138 (0.22) 0.287 0.143 -0.079
Only an Axis |l diagnosis 9 (7.1) 4.53 (0.86) —0.593 (0.33) —1.255 0.068 -0.183
Both an Axis | and an Axis Il diagnosis 50 (39.7) 4.62 (0.78) —0.517 (0.21) -0.941 -0.093 —0.302*

Notes: *P<<0.05; R=0.28.

Abbreviations: Cl, confidence interval (95%); M, mean; PDDQ, Perceived Devaluation—Discrimination Questionnaire; SCQ, Stigma Consciousness Questionnaire;

SD, standard deviation; SE, standard error.

Stigma by severity of personality
pathology

Table 8 shows that the perceived level of stigma in general
is associated with severity of personality pathology, as
measured by the total number of PD traits. However, these
differences were not statistically significant.

Discussion

To our knowledge, this is the first study that explores the
experience of stigma among adolescents with PDs. Our
study demonstrates that 1) treatment-seeking adolescents
with severe mental health problems experience a high bur-
den of stigma; 2) treatment-seeking adolescents with PDs
experience more stigma than treatment-seeking adolescents
with other severe and treatment refractory psychiatric Axis |
disorders; 3) borderline PD is the strongest predictor of expe-
riences of stigma, when controlled for other types of person-
ality pathology; and 4) more severely personality disordered
adolescents — as measured by the number of PD traits — tend
to experience the highest levels of stigma. Taken together,
these findings highlight the importance of stigmatization

Table 8 SCQ and PDDQ scores by total number of personality
disorder traits (n=126—128)"

Number of SCQ PDDQ

PD traits M sD M sD
Category | 04 449 .17 5.02 0.92
(n=41)
Category 2 5-9 4.18 1.13 4.86 0.78
(n=61-62)*
Category 3 10-14 3.63 1.21 4.48 0.83
(n=20-21)*
Category 4 15+ 3.60 0.56 4.63 0.41
(n=4)

Note: *n varies due to missing values.

Abbreviations: M, mean; PD, personality disorder; PDDQ, Perceived Devaluation—
Discrimination Questionnaire; SCQ, Stigma Consciousness Questionnaire; SD,
standard deviation.

among adolescents suffering from PDs, with more severely
disordered — and more specifically, borderline PD — patients
experiencing the highest level of stigma.

There might be several reasons why these adolescents
experience higher stigma, even before they were officially
diagnosed and thus labeled. First of all, these youngsters often
lack a unique sense of self, clearly delineated from others,
making them extra vulnerable for incorporating negative
critique on their behavioral and emotional problems. Because
their identity depends upon definitions given by others, nega-
tive interactions affect them more intensely and might give
the impression of being prejudiced. Second, lifelong patterns
of difficulties at home and at school, the confrontation with
being troublesome and difficult in interpersonal relationships,
can lead to feelings of social exclusion and discrimination.
All these arguments point into the direction of substantial
societal stigma, comparable to other condition-specific
stigma in previous research.®® It remains unclear whether
this higher societal stigma in personality disordered patients
is due to the externalizing symptomatology or due to the
identity of having mental health problems. In any case, war-
ranty is needed to prevent these adolescents from dropping
out from treatment, as proven in other studies."

This study has some restrictions that should be stressed.
Results could be biased by the disequilibrium between
male and female participants, although previous research
has proven substantial vulnerability for stigma in girls.'
Besides, participants were treatment-seeking adolescents
that were referred to a specialized mental health care setting
after, often, several years of treatment elsewhere. Part of the
experience of stigmatization might be due to an unhelpful
treatment trajectory instead of the PD per se. More research
with untreated and newly developed PDs could shed light on
the question of whether the stigma is intrinsic to PDs or is
an adverse outcome of a long duration of illness. This study
includes only limited categories of PDs, with a majority

Adolescent Health, Medicine and Therapeutics 2015:6
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of patients with borderline PD, making it difficult to draw
definitive conclusions on the impact of any type of PD on
experiences of stigma. Also, our Axis I control group does
not include the whole range of mental disorders. Our study
does not exclude the possibility that some categories of
Axis I disorders might experience levels of stigma compa-
rable to PDs.

Based upon these findings, we believe therapists should
be aware of psychiatric stigma when treating these subgroups
of adolescents with personality problems and discuss its
existence with their patients and families. Psychoeducation
about the nature and etiology of PDs and treatment prognosis
could be helpful interventions too. However, more research is
needed to determine whether a clinical diagnosis might exac-
erbate existing stigma® or if it might provide a framework
to understand a range of interpersonal and self-impairments,
contributing to the lessening of this devastating stigma.
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