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ental illness is a highly stigmatizing condition

(Link et al., 1999; Pescosolido et al., 1999). This

stigma adds substantially to the challenges faced

by those in emotional distress (Evans-Lacko et al.,
2012) and can influence their ability to find and maintain hous-
ing, work, and social relationships (U.S. Department of Health
and Human Services, 1999). It is also thought to account for the
low rates of, and substantial delays in, treatment-seeking among
those experiencing mental health problems (Kessler et al., 2001;
Wang et al., 2005). This adversely affects prospects for recovery
and increases the burden of untreated illness on individuals and
society (Sharac et al., 2010).

The California Mental Health Services Authority (CalMHSA)
has undertaken a major effort to reduce the stigma of mental illness
in California, with the goals of increasing social inclusion, decreas-
ing discrimination, and increasing treatment-seeking among indi-
viduals experiencing mental health challenges. With funds from
the Mental Health Services Act (Proposition 63), a 1-percent tax
on annual incomes over $1 million to expand mental health ser-
vices, CalMHSA developed and implemented the statewide stigma
and discrimination reduction (SDR) initiative, part of a large-scale
prevention and early intervention (PEI) effort to improve the men-
tal health of Californians. The PEI program also involves initia-
tives for suicide prevention and improving student mental health.
California’s SDR initiative uses a multifaceted approach targeting
institutions, communities, and individuals. The initiative includes
a major social marketing campaign; creation of websites, toolkits,
and other informational resources; an effort to improve media por-
trayals of mental illness; and thousands of in-person educational
trainings and presentations occurring in all regions of the state.
Other antistigma initiatives have been linked to positive changes
in attitudes and reduced reports of experienced discrimination in
England, Ireland, New Zealand, Australia, and Germany (Corker
et al,, 2013; Dietrich et al., 2010; Evans-Lacko, Henderson, and
Thornicroft, 2013; Jorm, Christensen, and Griffiths, 2005; Jorm,
Christensen, and Griffiths, 2006; See Change, 2012; Wyllie and

Lauder, 2012). In this report, we examine whether similar shifts
have occurred in California.

In an initial report on the SDR initiative (Burnam et al.,
2014), RAND described findings from a surveillance tool, called
the California Statewide Survey (CASS), which was developed
to track attitudes, beliefs, and behaviors related to mental illness.
Launched in the summer of 2013—at a point when the SDR
activities were just beginning to reach full implementation—the
survey provided a benchmark regarding levels of mental illness
stigma among California adults. At that time, RAND found
substantial levels of stigmatizing attitudes and social exclusion.
RAND also found that the SDR initiative had already reached a
number of California adults, even though it was still in its forma-
tive stages. More than one in ten adults was familiar with what
was then a new slogan for the campaign: “Each Mind Matters.”

One year later, we find that the initiative has extended its
reach considerably—one in four adults is now aware of “Each
Mind Matters.” We also see several positive shifts in stigma and
related attitudes and behavior. More Californians say they are
willing to socialize with, live next door to, and work closely with
people experiencing a mental illness than a year ago, and they

Key Findings from the Follow-Up Survey

® One in four adults is now aware of “Each Mind
Matters”

® More Californians say they are willing to social-
ize with, live next door to, and work closely with
people experiencing mental illness

* More Californians describe providing greater
social support to individuals with mental illness

e Californians display meaningful increases in
awareness of the stigma faced by people with
mental health problems

e There may have been an increase in recognition
and acceptance of mental health problems.



describe providing greater social support to individuals they
encounter who have mental health problems. We also observe
meaningful increases in California residents’ awareness of the
stigma faced by people with mental health problems. Finally,
there may have been an increase in recognition and acceptance of
mental health problems.

Some findings are negative: More Californians say they
would conceal a mental health problem if they had one—perhaps
because of their greater awareness of stigma. And there were no
improvements in beliefs about the possibility of recovery or the
efficacy of treatment, or in intentions to seek treatment. In the
following sections, we review our methods and results in detail
and discuss their implications.

Methods
The CASS is a longitudinal telephone survey of a sample of Cali-
fornia adults ages 18 years and older reached through landlines
and cellphones. At baseline (May—June 2013), 2,006 individuals
were randomly sampled and enrolled.! They were surveyed in
English or Spanish (as preferred by the respondent). To increase
our ability to detect differences between key racial/ethnic groups
in California targeted by CaIMHSA PEI efforts, an additional
sample of 567 African, Chinese, Vietnamese, Cambodian, and
Laotian Americans was collected (in August—September 2014).
Most of the Asian Americans interviewed as part of this oversam-
ple chose to complete the survey in their native language. These
individuals were interviewed in Mandarin, Cantonese, Vietnam-
ese, Khmer, and Hmong. The follow-up was conducted one year
later (May—September 2014). At that wave, we were able to con-
tact and reinterview 1,285 adults (50 percent of baseline partici-
pants; see Table 1). Weights were used to align the characteristics
of the sample with those of Californians, including adjustment
for the Asian American and African American oversamples, and
to account for study drop-out by the second wave. The result-
ing sample is roughly representative of the general population
of California adults, although there are somewhat fewer Latinos
represented than indicated by the 2013 census (U.S. Census
Bureau, 2015).2

We report percentages and within-sample (McNemar) tests
for differences in the proportions endorsing items at baseline and
follow-up (Hoffman, 1976). All significance tests are reported in
the tables and figures. Differences between the CASS baseline
and follow-up described in the text are statistically significant
(p < 0.05) unless otherwise noted. We present percentage-point
changes for other SDR campaigns as context throughout our
results but do not test for statistical differences from our own find-
ings. It is important to keep in mind that other campaigns differ
in many ways from our own, including the specifics of outreach
(e.g., messages, methods) and context (e.g., the country studied).

Results
Since the 2013 baseline survey, recognition of the stigma
faced by those with mental illness increased in California.

Table 1. California Statewide Survey 2014 Respondent
Characteristics (n = 1,285)

Unweighted Weighted

Characteristic Frequency Percentage

Female 665 51

Age at baseline

18-29 195 22
30-39 171 17
40-49 215 19
50-64 401 25
65 or older 303 16

Race/ethnicity

Latino/Hispanic 263 32
Non-Latino White/Caucasian 585 45
Non-Latino Black/African American 183 5
Non-Latino Asian 169 13
Non-Latino Other/Multiracial 85 5
Ever had a mental health problem at 367 27
follow-up
Family member with mental health 706 53

problem at follow-up

Agreement that “people with mental illness experience high
levels of prejudice and discrimination” was up by 5 percentage
points (Figure 1). This change is greater than might have been
expected over a one-year period. As a comparison, Ireland’s See
Change initiative reported a change of 4 percentage points after
two years, from 73 percent to 77 percent, for the same item (See
Change, 2012). Californians’ agreement that people are caring
and sympathetic toward those with mental illness decreased,
consistent with a greater awareness of stigma, but the change
was smaller—2 percentage points. We are not aware of any other
stigma initiative that has used this measure in its evaluation, so
we cannot compare it to prior studies of this item.

There were also reductions in social distance. The percent-
age of California adults unwilling to have contact with some-
one with a mental illness decreased by up to 5 percentage
points, depending on the context of this contact (Figure 2).
This represents a positive shift in social acceptance of people
with mental health challenges and is much larger than shifts for
similar items used to evaluate England’s Time to Change (TTC)
stigma-reduction campaign. Between the TTC campaign’s
beginning in 2009 and a 2012 survey, shifts from 0.1 to 2.3 per-
centage points were observed for items tapping willingness to live
with, work with, work nearby, or continue a relationship with
someone with a mental health problem (Evans-Lacko, Hender-
son, and Thornicroft, 2013). In contrast, New Zealand obtained



Figure 1. Perceptions of Public Stigma and Support
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Figure 2. Social Distance from People with Mental lliness
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substantial shifts (7 percentage points) in willingness to work
with someone with a mental illness during the first ten months
(Phase 1) of its Like Minds Like Mine campaign, but no changes
in willingness to live near someone with mental illness until the
most-recent campaign phase (Phase 5), which obtained a change
of 5 percentage points over 20 months (Wyllie and Lauder,
2012). In this context, the shifts observed in California are fairly
substantial—in the high range of prior results.

Other changes in California related to stigma were smaller
than those observed for awareness and social distance. There was
a two-point increase in the percentage of adults who said they
had provided emotional support to someone with a mental
health problem in the past year (Figure 3). Though shifts
reached statistical significance only for this particular item, there
were also increases in helping people to connect to other forms of
support, such as community resources and professional help. This
consistency suggests a positive trend toward an overall increase in
social support provision to those experiencing challenges.

A key goal of stigma reduction is to increase recognition and
acceptance of mental health problems, should they occur. From
baseline to follow-up, there was an increase of 2 percentage
points in Californians’ reported personal experience with
mental health problems, as well as an increase of 2 percentage
points in reports of having a family member with a mental

Figure 3. Past-Year Social Support Provision to an Individual
with a Mental Health Problem
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health problem (Figure 4). This may indicate an increase in
recognition of emerging mental health challenges. In com-
parison, there was an uptick of 13.2 percentage points in reported
experience with depression among states with higher exposure to
Australia’s beyondblue campaign to decrease the stigma of this
diagnosis (Jorm, Christensen, and Griffiths, 2006). This occurred
over the eight-year evaluation period and is equivalent to an
annual increase of 1.65 percentage points. Ireland’s See Change
evaluation found an increase of 8 percentage points in personal
experience with mental illness over a two-year period (equivalent
to 4 percentage points per year), but only 7 percent of the popula-
tion said they had ever been depressed at baseline, so there was
more opportunity for improvement in Ireland than in California
or Australia (See Change, 2012).

There were no changes in Californians’ beliefs related
to recovery or in their intended or actual treatment-seeking
from baseline to follow-up (Figure 5). Results of other stud-
ies tracking these data have been mixed. Australia’s beyondblue
evaluation observed no changes in beliefs about the effectiveness
of treatment or the likelihood of recovery following its eight-year
campaign. However, a German campaign (the Nuremberg Alli-
ance Against Depression) was associated with greater belief in the
efficacy of antidepressants (an increase of 3 percentage points)
and treatment by a doctor (an increase of 9 percentage points)
after one year (Dietrich et al., 2010). The See Change campaign
in Ireland reported an increase of 3 points over a two-year period

Figure 4. Reported Experience with Mental Health
Problems
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Figure 5. Recovery and Treatment Beliefs, Intentions, and Behavior
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in the percentage of people willing to seek treatment should they
experience a mental health problem (See Change, 2012).

Finally, we observed a 3-point increase in the percent-
age of California adults who said they would hide a mental
health problem from coworkers or classmates if they had
one (Figure 6). Although not statistically significant, smaller
increases in concealment from family and friends and inten-
tion to delay treatment out of concealment concerns were also
observed. Using a similar set of items, Ireland’s See Change
reported an increase of 10 percentage points in treatment delay,

a 9-point increase in concealment from friends, and an 11-point
increase in concealment from family over two years (See Change,
2012). See Change did not ask about coworkers. Alchough
changes in California were much smaller than in Ireland, they
are still concerning and warrant continued monitoring and atten-
tion. Concealing mental health problems from some individuals
may be a rational response, based on a careful balancing of the
costs and benefits of disclosure in a particular environment or
relationship, helping people avoid social rejection and discrimina-
tion (Corrigan, Kosyluk, and Rusch, 2013). However, the low
levels of social support and delays in treatment that can also
result from hiding one’s condition are key targets for change

in the CalMHSA PEI framework. It is possible that the slight
increases observed in California are an unintended result of hav-
ing increased the population’s awareness of stigma. If so, it may
be useful to revise some SDR campaign materials that focus on
the stigma of mental illness and instead emphasize other cam-

Figure 6. Concealment of Mental Health Problems
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paign messages (e.g., expressing support for those with mental
illness, noting how common mental illness is during the course
of a lifetime, or discussing the effectiveness of treatment).

Actual and Potential Exposure to CalMHSA
Stigma and Discrimination Reduction Activities
As noted, CalMHSA’s SDR initiative included a variety of activi-
ties. Respondents were asked about their exposure to each activity
during the 12 months prior to their survey interview. Exposure
to activities that were clearly “branded,” such as those from the
social marketing campaign, can be specifically attributed to the
SDR initiative. Other initiative activities, such as the wide variety
of educational presentations given and informational materials
created, occurred under a variety of organizations and labels, and
other entities in the state were simultaneously conducting similar
activities. Thus, it is not possible to determine whether people
exposed to those activities were reached by the CalMHSA SDR
initiative or by one of these other organizations. We categorized
activities that could be directly linked to CaIMHSA efforts as
“Actual CalMHSA Reach,” and the others as “Potential Reach.”
Using this method, we find that 38 percent of respondents
were reached by CalMHSA’s SDR initiative in the 12 months
prior to the Wave 2 survey (i.e., CalMHSA Reach). This is
more than twice the 17 percent of Californians reached by
CalMHSA during the prior year of the SDR initiative (see the
bottom of Table 2). This is a substantial expansion. A portion

of the more-recent CalMHSA reach involved repeat exposure

of persons who had encountered SDR messages or activities in
the prior year—10 percent of Californians were reached in both
years (though not necessarily via the same activities/messages).

A total of 45 percent of California residents, nearly one in
two adults in the state, were reached in at least one of the two
years studied. By way of comparison, England’s TTC cam-
paign reached 47 percent of residents after three years, though
awareness of the campaign ranged from 39 percent to 59 percent
during that period, depending on the number of media messages
occurring immediately prior to each assessment (Evans-Lacko,
Malcolm, et al., 2013). In New Zealand, similar fluctuations
were observed, with a range of 55 percent to 88 percent of the
population reached over the 12 years of its initiative, depend-
ing on recency and number of television messages (Wyllie and
Lauder, 2012). Because England and New Zealand incorporated
more mass media (a method that is designed for high reach) than
did the California SDR initiative (which relied more on other
social marketing efforts), the 45 percent of Californians reached
by the initiative is quite good.

A much larger group, 85 percent of Californians in the past
year, reported that they engaged in one or more of the types of
activities that CalMHSA used to try to reduce stigma. This is just
slightly lower than the 89 percent we estimated for the prior year;
95 percent of state residents were reached in at least one of these
years. This indicates the potential for CalMHSA to reach



Table 2. Percentage of Actual and Potential Exposure to CalMHSA SDR Activities

2013 2014 Either 2013 Both 2013
Baseline Follow-up or2014 and 2014
Actual CalMHSA Reach
Watched documentary “A New State of Mind: Ending the Stigma of Mental lliness” N/A 10 N/A N/A
Seen or heard the slogan or catch phrase “Each Mind Matters” 12 19 25 5
Visited the website “EachMindMatters.org”/”SanaMente.org” 0.6 1.2 1.8 0
Seen or heard an advertisement for “ReachOut.com”/"BuscaApoyo.com” 7 " 16 3
Visited the website “ReachOut.com"”/"BuscaApoyo.com” 1 3 4 0
Worn a green ribbon N/A 5 N/A N/A
Seen someone else wear a green ribbon N/A 13 N/A N/A
Had a conversation about mental health because of a green ribbon N/A 6 N/A N/A
Potential CalMHSA Reach
Watched a documentary on television about mental iliness 33 26 42 17
Seen an advertisement or promotion for a television documentary about mental iliness 35 29 48 17
Watched some other movie or television show in which a character had a mental illness 70 68 81 58
Seen or heard a news story about mental illness 77 70 86 62
Visited another website to get information about mental illness 15 14 22 7
Attended an educational presentation or training either in person or online about 17 13 23 7
mental illness
As part of your profession, received professional advice about how to discuss mental 23 20 31 12
iliness or interact with people who have mental illness
Received documents or other informational resources related to mental illness through 27 24 37 14
the mail, email, online, or in person
Any Actual CalMHSA reach 17 38 45 10
Any Potential CalMHSA reach 89 85 95 79

95 percent of Californians, given the methods it has been
using. In the following paragraphs, we present findings on actual
and potential exposure to CalMHSA SDR efforts by each specific
activity, for each year.

Actual CalMHSA Reach. The CalMHSA social marketing
campaign included the distribution of a one-hour documentary,
“A New State of Mind: Ending the Stigma of Mental Illness,”
that showcases the lives of individuals who have experienced
mental health challenges and recovery. The documentary debuted
on California Public Television (CPT) during primetime and was
re-aired on various CPT stations at different times and days. It
was also distributed through planned community events through
September 2013 and through the Each Mind Matters website
(www.eachmindmatters.org), which also houses a variety of other
SDR materials that are part of the social marketing campaign.
The site has more recently become a hub for CalMHSA PEI
resources more broadly, and the logo and phrase “Each Mind
Matters” now accompany all CalMHSA resources and activi-

ties. As seen in Table 2, 10 percent of respondents had viewed
the SDR documentary. (Baseline data are not available for this
item because the documentary aired after the administration of
the survey was already under way.) One in five respondents was
aware of the “Each Mind Matters” slogan—nearly 60 percent
more than the percentage at baseline—and a total of one in
four Californians reported awareness of Each Mind Mat-
ters across the two years assessed. Rates of visiting the Each
Mind Matters website were much lower; less than 2 percent had
accessed the site, and no repeat visits were made across the two
years. A second part of the social marketing campaign, targeted
at younger persons (ages 14 to 24 years), was the creation of an
online discussion forum linked to an existing website target-

ing mental health information to youth, “ReachOut.com.” The
ReachOut forums allow youth to seek and provide support for
emotional, school, relationship, and work problems and are
monitored and moderated. The ReachOut marketing campaign
included radio, online, and print ads promoting the web forums,



as well as posters and other supporting materials that contained
campaign messages. Eleven percent of respondents had seen or
heard an ad for ReachOut.com in the past year, compared with
the 7 percent who reported doing so at baseline. Only 3 percent
of respondents had accessed the ReachOut website. However, our
survey sample does not include those ages 14 to 17, so this may
be a lower estimate than we would observe if we had a younger
sample fully inclusive of the targeted ages. One aspect of the
SDR initiative was completely new to the year studied in the
current survey—the green ribbon. Like support ribbons worn for
cancer and HIV/AIDS, the green ribbon signals support for those
with mental illness in California. Although green ribbons were
introduced late in the campaign, 5 percent of Californians
reported having worn one, 13 percent had seen someone
wearing one, and 6 percent had a conversation about mental
illness as a result of seeing or wearing a green ribbon.
Potential CalMHSA Reach. About one-quarter of respon-
dents had watched a documentary on television about mental ill-
ness, and more than twice that had watched a movie or television
show that featured a character with a mental illness or had seen
or heard a news story about mental illness. It is possible that these
individuals were exposed to stories influenced by CaIMHSA
media efforts. At the very least, these high rates of exposure to
media portrayals of mental illness indicate that these are appro-
priate venues for the SDR initiative to target. About one in seven
respondents had accessed websites other than Each Mind Matters
or ReachOut for mental health information. Similar numbers
obtained information through presentations or trainings, and
more did so within the context of their profession (one in five).
One in four respondents had received informational resources
about mental illness via mail, email, online, or in person. In each
area of potential exposure, about one-half of those reached in the
most recent year were not reached in the first year assessed, so
the percentage ever potentially reached by the SDR initiative is
substantially higher. We also note that, in most areas of potential
reach, the percentage of Californians exposed is slightly lower
at follow-up compared to baseline (no significance tests were
conducted for these numbers). We cannot be certain why this
would be, but perhaps some people who have previously seen a
documentary or news story, attended a presentation, or received
information about mental illness feel their need for informa-
tion has been met and fail to pursue opportunities for further

exposure.

Conclusions

Across one year of the California SDR initiative, the stigma
of mental illness decreased in important ways. State resi-
dents became more aware of stigma and more accepting and
supportive of those with mental health challenges. They
also appear more likely to recognize and report mental health
problems in themselves and family members (though it is pos-
sible that these increases are due to new diagnoses over the year
between surveys). Although we observed significant changes

in several areas, we cannot be certain they are attributable to

the SDR initiative. It is possible that these trends would have
occurred without the initiative. It is also possible that the initia-
tive led to changes larger than we observed, but these changes
were countered by other forces and trends (e.g., highly publicized
negative incidents where mental illness is implied to be a cause of
the event). For a future report, we will test whether individuals
exposed to the SDR are more likely to show changes in attitudes
than those who are unexposed, and this will shed more light on
the issue of campaign effectiveness. Nonetheless, it is quite pos-
sible that the initiative was responsible for the positive changes
we observed. These changes are in line with those obtained by
campaigns in other countries, some of which included control
groups of various sorts. Findings across all of these studies are
not completely consistent with one another but generally show
positive shifts of modest size across a variety of measures. Some
differences across studies are to be expected, given that none

of the campaigns that have been studied included exactly the
same activities and messages, though they have many similari-
ties. Effectiveness of campaigns and initiatives depends upon the
specifics of their implementation (Corrigan et al., 2012; Noar,
2006). The California SDR initiative has a heavy emphasis on
education about and contact with persons with mental health
challenges, in person or through video, which have been shown
to be effective at reducing stigma in other settings (Corrigan
etal., 2012).

Reach of the campaign was good, with 45 percent of
Californians reporting some contact with activities and
messages that can be clearly attributed to the SDR initiative
across the two years of reporting. Because this estimate neces-
sarily excludes a large swath of initiative activities, particularly
educational trainings and some informational materials, actual
reach is presumably higher. Moreover, it is clear that the meth-
ods in use by the SDR initiative have the potential to touch
the lives of nearly every Californian. There are some apparent
weaknesses in reach. Only 10 percent of respondents had contact
with SDR initiative activities in both years. Although repeated
exposure must be balanced against the goal of expanding reach,
both are critically important in maintaining attitude and behav-
ior changes and fostering additional improvements (Noar, 2006).

One negative change in beliefs was observed, in the area of
concealment. More Californians said they would conceal a men-
tal health problem if they had one than in our baseline survey
(though only shifts in concealment from coworkers were statisti-
cally significant). As noted previously, this shift is not without
precedent; it also occurred in response to Ireland’s antistigma
campaign. Additional analysis will be conducted for a future
report to shed light on the association between awareness of
stigma and likelihood of concealment. This may help to inform
decisions about whether and how to refocus antistigma mes-
sages to reduce the likelihood of concealment, which may hinder
people from obtaining needed support and treatment (Corrigan
et al., 2013; Wang et al., 2005).



No changes were observed in beliefs about recovery or treat- on other key goals, such as decreases in stigma and increases in
ment, or in actual treatment-seeking. This is important because a social inclusion, is promising. For a future report, we will test
key goal of the SDR initiative is to bring more people who need it whether these changes are greater in some subgroups than oth-
into treatment, and to do so sooner. However, the lack of change ers. Mental illness stigma is greater in California among those
was not unanticipated (RAND Corporation, 2012). Changes 30 years of age and older and among some key ethnic and racial
in treatment-seeking are anticipated to follow from changes in subgroups (Collins, Roth, et al., 2014; Collins, Wong, et al.,
anticipated stigmatization, and so should take longer; we may 2014). It will be particularly important to determine whether
be able to observe them in future surveys. Meanwhile, progress stigma has declined in these populations.

Notes

! Data collection was conducted by the Field Research Corporation based in San Francisco, California.

2 All baseline results reported herein are based on the weighted follow-up sample so that we can compare the same individuals over time. These estimates
occasionally differ slightly from what was reported for the baseline as a whole in Burnam et al., 2014.
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