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ABSTRACT 

 

Mental Health Stigma, Dysfunction, and Stress Among Graduate Students 

 

by 

 

Summer Scheidegger 

 

Mental health dysfunction is as much as five to six times higher among doctoral students 

than the general public, yet young adults are least likely to seek treatment, at least in part due 

to mental health stigma. In the present study, I examined the relationships among mental 

health dysfunction, mental health stigma, and life stress across doctoral program types, 

including Health Service Psychology (HSP; n = 28), Experimental Psychology (EP; n = 40), 

and Science, Technology, Engineering, and Math (STEM; n = 98). Although rates of 

depression, anxiety, and somatic symptoms were consistent across Program Types, 

significantly more HSP students have sought treatment than EP or STEM students. Rates of 

stigma and stress were also similar across Program Types. In a women-only subsample, 

female STEM students reported significantly higher depression symptoms than female HSP 

students. In a STEM-only subsample, female STEM students were found to have 

significantly higher somatic, anxiety, and depression symptoms than male STEM students, as 

well as higher rates of discrimination stigma, perceived stress, and graduate student stress 

than men. Limitations, implications, and recommendations are discussed, including the role 
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of universities, doctoral programs, and faculty in providing graduate students access to 

resources, education about mental health support, and improving treatment seeking.  
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Chapter 1: Introduction 

Mental health disorders are pervasive in the United States (SAHMSA, 2016), with 

about half of all Americans meeting the criteria for a DSM-IV diagnosis in their lifetime 

(Kessler et al., 2005), and approximately one in five adults experiencing mental illness in a 

given year (SAHMSA). Based on the National Survey on Drug Use and Health (NSDUH), 

approximately 18.9% of adults in the United States experienced any mental illness in 2017, 

with the prevalence being higher among women (22.3%) than men (15.1%), and with rates 

highest among young adults aged 18-29 (25.8%), compared to adults aged 26-49 years 

(22.2%) and aged 50 and older (13.8%; SAHMSA, 2018). 

Despite this pervasiveness, many individuals do not seek support or treatment for 

mental illness (e.g., Dell’Osso et al., 2013). There are many barriers to seeking treatment, 

such as shame/embarrassment, negative social judgement, employment-related 

discrimination, and disclosure concerns/confidentiality, with the fourth most pervasive out of 

10 standardized barriers being stigma associated with mental illness and help-seeking 

(Clement et al., 2015). In a meta-analysis of 44 studies assessing barriers to treatment, 21-

23% of participants reported stigma as a barrier to care-seeking. Both public stigma and self-

stigma contribute to the lack of treatment seeking, particularly among young adults (Corrigan 

et al., 2010). Findings from the National Comorbidity Survey replication study show about 

20% of individuals in treatment drop out because of perceptions of public stigma (Mojtabai 

et al., 2011). Further, having insight into one’s self-stigmatizing behaviors may be related to 

lower levels of self-esteem and hopefulness toward the future (Lysaker et al., 2007).  

Although mental health stigma has been studied in many groups, such as various 

ethnic and racial groups, among those in different countries, adolescents, and college-age 



 
 

2 

adults, stigma toward psychological problems has not been well studied in those who are 

seeking to become mental health professionals themselves. This study intends to build an 

understanding of both the perceptions and experiences of stigma toward those seeking a 

career as health service psychologists (i.e., graduate students within specialty areas of 

counseling, clinical, or school psychology). Two comparison groups are included, 

experimental psychology students (e.g., social, experimental, cognitive, developmental) and 

science, technology, engineering, and mathematics (STEM) students. 

Research Questions and Hypotheses 

 This study was designed to explore the relationships among mental health 

dysfunction, perceptions and experiences of mental health-related stigma, and level of stress 

among graduate students, comparing those in Health Service Psychology (HSP; counseling, 

clinical, and/or school psychology) doctoral programs, those in Experimental Psychology 

(EP; e.g., social, experimental, cognitive, developmental) doctoral programs, and those in 

non-psychology related doctoral programs.  

“Health Service Psychology” is defined as the integration of psychological science 

and practice in order to facilitate human development and functioning. Health service 

psychology includes the generation and provision of knowledge and practices that 

encompass a wide range of professional activities relevant to health promotion, 

prevention, consultation, assessment, and treatment for psychological and other 

health-related disorders (p. 2, APA, 2018).  

For the purpose of this study, those in the non-psychology group will be limited to those in 

science, technology, engineering, and mathematics (STEM) doctoral programs. Specifically, 
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I sought to understand doctoral students’ perceptions and experiences of stigma, and how 

they relate to academic discipline, mental health dysfunction, and level of stress. 

Question 1: Is there a difference among HSP, EP, and STEM doctoral students on 

self-reported mental health dysfunction?  

Hypothesis 1: HSP doctoral students will report more depression, anxiety, and 

somatoform symptoms; diagnoses of mental disorders; and use of psychotropic medications 

than both EP and STEM students. 

Question 2: Is there a difference among HSP, EP, and STEM doctoral students on 

perceptions and experiences of stigma?  

Hypothesis 2: HSP doctoral students will report higher rates of perceptions and 

experiences of stigma than both EP and STEM students. 

Question 3: Is there a difference among HSP, EP, and STEM doctoral students on 

life stress?  

Hypothesis 3: HSP doctoral students will report more life stress than both EP and 

STEM doctoral students. 

Question 4: Is there a relationship between mental health dysfunction and 

perceptions and experiences of stigma?  

Hypothesis 4: Higher rates of mental health dysfunction will be correlated with 

greater reported stigma. 

Question 5: Is there a relationship between mental health dysfunction and life stress?   

Hypothesis 5: Higher rates of mental health dysfunction will be correlated with 

greater reported levels of life stress.  
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Question 6: Is there a relationship between perceptions and experiences of stigma 

and life stress?  

Hypothesis 6: Higher reports of stigma will be correlated with greater reported levels 

of life stress. 
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Chapter 2: Literature Review 

 For the present study, I sought to identify whether there may be differences in 

perceptions and experiences of mental health stigma by graduate students across disciplines 

of doctoral programs, as well as understand the relationship of mental health dysfunction and 

life stress to mental health stigma. Specifically, I was interested in the possible differences 

between those who are in Health Service Psychology (HSP) doctoral programs (specifically 

counseling, clinical, and school psychology) and those who are in doctoral programs for 

other academic areas. For the purposes of this study, two other academic areas were 

examined including, Experimental Psychology (EP; e.g., social, experimental, cognitive, 

developmental) and science, technology, engineering, and mathematics (STEM) disciplines. 

In this literature review, I review the prevalence of mental health disorders in the United 

States, mental health stigma as a barrier to treatment seeking, the experience of stigma by 

those in helping professions and training programs, and the impact of stress on graduate 

students. I also provide a rationale for why differences in experiences of mental health stigma 

among HSP, EP, and STEM doctoral students may exist.  

Pervasiveness of Mental Illness 

Mental health disorders are quite prevalent throughout the United States. According 

to the National Comorbidity Survey, at some time in their life, approximately half of all 

Americans will meet the criteria for a DSM-IV disorder, with first onset usually in childhood 

or adolescence (Kessler et al., 2005). The National Institutes of Mental Health reports that 

nearly 1 in 5 adults in the U.S. (44.7 million or 18.3%) experiences mental illness in a given 

year, with 6.7% reporting at least one major depressive episode and 19.1% experiencing an 

anxiety disorder such as posttraumatic stress disorder or obsessive-compulsive disorder 
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(NIMH, 2016). Young adults aged 18-29 (25.8%) had the highest prevalence of any mental 

illness, compared to adults aged 26-49 years (22.2%) and aged 50 and older (13.8%; 

SAHMSA, 2018). 

For the purposes of this study, mental illness and mental health disorders are used 

interchangeably, and are defined as medical conditions that affect a person’s thinking, feeling 

or mood, and may affect their ability to relate to others and/or daily functioning (National 

Alliance on Mental Illness, 2018).  

Lack of Treatment Seeking  

Despite the clear prevalence of mental health symptoms and disorders, young adults 

are unlikely to seek mental health care (e.g., Blanco et al., 2008; Cadigan et al., 2019; Wu et 

al., 2007). In 2016, the percentage of young adults aged 18-25 years with any mental illness 

who received mental health treatment (51.5%) was lower than adults aged 26-49 years 

(66.1%) and aged 50 and older (71.5%) (NIMH, 2016). Generally, few young adults perceive 

a need for mental health services, including those with clear need based on assessments 

indicating mental health symptoms (Wu et al., 2007). Furthermore, those who do recognize a 

need for support may not seek treatment; the gap between perceived need and seeking care is 

highest among young adults (SAMHSA, 2016).  

According to the National Survey on Drug Use and Health, an annual survey 

conducted by the Substance Abuse and Mental Health Services Administration (SAMHSA), 

in 2015 approximately 14.2% of adults age 18 or older sought treatment for any mental 

illness (AMI) in the last year (SAMHSA, 2016). In 2017, among adults with AMI, 42.6% 

sought mental health services, with 47.6% of women with AMI and 34.8% of men with AMI 

receiving services (SAMHSA, 2018). Thus, nearly 60% of those reporting any mental illness 
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are not seeking treatment. The percentage of young adults aged 18-25 years with AMI who 

received mental health services (38.4%) was lower than adults with AMI aged 26-49 years 

(43.3%) and aged 50 and older (44.2%).  

In their study of 17 countries, Wang et al. (2007) found that in the United States, 

although 31% of the population experiences mental illness, 67% of those with mental health 

disorders do not receive treatment. Rather, these individuals appear to experience various 

barriers to such treatment, such as a lack of knowledge about resources, a belief that they will 

not benefit from care, a belief that they can address and deal with their problems on their 

own, perceptions that costs are prohibitive, as well as the worry that one will be perceived 

negatively by others if treatment is sought, referred to as stigma (e.g., Gulliver et al., 2010; 

Henderson et al., 2013; Mojtabai et al., 2011). A particularly strong barrier is a perception of 

stigma toward those who seek mental health treatment (e.g., Corrigan et al., 2009). Further, 

findings from the National Comorbidity Survey replication study show about 20% of 

individuals in treatment drop out because of perceptions of public stigma (Mojtabai et al., 

2011).  

Defining Stigma 

Stigma is a concept in which social, economic, or political power is exercised in a 

process of labeling, separation, stereotype, prejudice, status loss, and discrimination toward 

members of a particular social group (Link & Phelan, 2001). There are several different types 

of stigma; however, two are prominent, public stigma and self-stigma (Corrigan et al., 2010). 

Public stigma consists of negative reactions, specifically stereotypes, prejudice, and 

discrimination, by the general public toward people with severe mental illness. Self-stigma is 

the internalization of public stigma to the detriment of an individual. This process of 
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internalization often results in negative psychosocial and behavioral outcomes. A third type 

of stigma unique to mental health professionals and caregivers of those with mental health 

problems is associative stigma (Verghaeghe & Bracke, 2012). Associative stigma is an 

extension of mental health stigma to those who care for patients, because they are associated 

with persons who belong to a stigmatized group in society (Catthoor et al., 2015). 

Associative stigma is related to increased depersonalization and burnout, as well as reduced 

job satisfaction, which may have an impact on patient care and progress (Verghaeghe & 

Bracke, 2012). Some common stigmatizing attitudes toward those with mental illness include 

beliefs that those with mental illness are violent and potentially dangerous, incompetent and 

unable to care for themselves and able to work independently, and are to blame for their 

illness, because of their weak character they are responsible for illness (Corrigan, 2004). 

Mental health stigma is particularly impactful in terms of help-seeking. Clement et al. 

(2015) conducted a detailed analysis of qualitative studies on the relationship of stigma to 

help-seeking, which produced a conceptual model that highlighted the dissonance between 

one’s preferred self-identity or social identity and common stereotypes about mental health, 

as well as an anticipation or actual experience of negative consequences in help-seeking. 

Clement et al. (2015) found that, among others, two particular groups with 

disproportionately reduced seeking help behaviors were young adults and those in the health 

professions. They argued that young people may feel the dissonance between their preferred 

self and social identity, as well as mental illness stereotypes, more acutely than others. 

Further, a belief that medicine and health care are invincible and supremely powerful may be 

a contributing factor to the paucity of help seeking among health professionals (Henderson et 

al., 2012).  
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Relationship of Insight to Stigma 

Insight in the context of mental illness is defined as awareness and acknowledgement 

of one’s mental state (Lysaker et al., 2007). Individuals with strong insight who accept self-

stigmatizing beliefs about mental illness may have lower levels of self-esteem and hope for 

the future (Lysaker et al., 2007). However, a certain level of insight is required to seek help 

(Dockery et al., 2015). Low self-esteem and self-efficacy can accompany self-stigma and 

individuals may feel dissuaded from accessing or using practices which would enable 

treatment or recovery (Corrigan et al., 2009). This becomes particularly problematic, because 

delaying help-seeking may risk the individual’s health deteriorating until they become too ill 

to seek help for themselves (Dockery et al., 2015). Further, increased duration of untreated 

mental illness is associated with worse outcomes (e.g., Boonstra et al., 2012; Dell’Osso et al., 

2013). 

Mental Health Stigma Among Helping Professionals  

The clear relationship between stigma and help-seeking, as well as the detriment of 

not seeking treatment, could be potentially problematic for those who are training to be 

mental health providers themselves. According to Horsfall, Cleary, and Hunt (2010), it is not 

uncommon for mental health professionals to hold stigmatizing beliefs toward their clients, 

including believing that they may not have positive outcomes with treatment. Verhaeghe and 

Bracke (2012) found that not only do mental health professionals experience associative 

stigma, (i.e., stigma stemming from working with or being closely associated with 

individuals with mental health disorders), but those who do experience associative stigma 

also experience increased self-stigma, indicating a relationship between perceptions and 

experiences of mental health stigma. Mental health professionals are not immune to stigma 
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toward their patients and clients, and most actually hold stereotypes about mental illness 

(Corrigan, 2004). Furthermore, mental health professionals are actually less likely than the 

general public to have optimistic expectations for those with mental illness (Hugo, 2001). 

Moreover, the way in which professionals respond to their patients may contribute to and 

perpetuate mental health stigma, as well as initiate a new barrier to treatment (Overton & 

Medina, 2008). 

According to a joint study by the Centers for Disease Control and SAMHSA (2010), 

although most adults with mental health dysfunction (77.6%) agreed that treatment can help 

persons with mental illness lead normal lives, only 24.6% of those with mental health 

symptoms believed people are caring and sympathetic to those with mental illness, meaning 

that more than 75% do not. This perception of stigma can have detrimental effects on those 

living with mental illness including refusal to seek treatment, decreased quality of life, 

reduced ability to find jobs or housing, increased likelihood of criminal prosecution, and 

decreased self-esteem (Corrigan, 2004). Nordt, Rossler, and Lauber (2006) found that 

professionals working in mental health facilities have equally negative attitudes toward 

mental illness as those in the general public. This is especially problematic for those seeking 

to support and treat this population, particularly because this may be a barrier to fostering 

healthy patient-therapist relationships.  

Cohen and Cohen (1984) described the “clinician’s illusion,” that those with mental 

illness are low functioning, do not integrate well into society, and may exhibit behaviors that 

are not socially acceptable. Covarrubias and Han (2011) suggest that this clinician’s illusion 

may lend to stigmatization by mental health professionals. Further, this perception may be 

related to programmatic stigma toward and/or self-stigmatizing perceptions of graduate 
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students with mental health problems. The process of stigmatization is suggested to originate 

at a micro level, wherein a particular group is labeled and subsequently experiences social 

ramifications because of negative associations with that label (Link & Phelan, 2001). Mental 

health stigma and its effect on psychology graduate students is important to understand.  

Graduate Students are a Unique Population 

When we consider those who have chosen to pursue postsecondary education, the 

median age of those graduating with a doctorate in psychology and social sciences is 32.3 

years, with the majority (36.2%) being 26-30 years, according to the National Science 

Foundation, National Center for Science and Engineering Statistics, Survey of Earned 

Doctorates (2015). This indicates that most achieving a doctorate in psychology are young 

adults.  

Graduate students in applied psychology programs have much responsibility and are 

pulled in many directions throughout their educational career. They must navigate balancing 

their personal and professional lives, at a time when their professional lives are extremely 

multifaceted. Psychology graduate students are enrolled in coursework, conducting research, 

often employed as a teaching assistant, while also learning and applying the skills of 

counseling and therapy with patients. During this unique time, these students are navigating a 

complex educational system, while acting as both student and professional (Rummell, 2015).  

Graduate students are an understudied group, especially compared with college 

students who are widely studied in research (Garcia-Williams et al., 2014). Studies in which 

graduate students are studied are often comingled with a college student sample, making it 

difficult to parse out differences. It is widely known that graduate school is challenging; 

graduate students experience significant amounts of stress and anxiety (Garcia-Williams et 
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al., 2014). Hyun, Quinn, Madon, and Lustig (2006) found that nearly half of graduate 

students reported having an emotional or stress-related problem over the previous year, with 

another 58% reporting having a colleague with such a problem.  

Psychological Dysfunction Among Graduate Students 

There is an increasing need for help for graduate students who struggle with 

significant mental health concerns. Graduate students are more than six times as likely to 

experience depression and anxiety as compared to the general population (Evans et al., 

2018). Recent research assessing mental health among the graduate student population has 

focused on within-institution cohorts, such as the 2014 UC Berkeley report, which found that 

43–46% of bioscience graduate students experienced depression. Another within-institution 

report out of the University of Arizona (Smith & Brooks, 2015) found that a majority of 

doctoral students reported significant stress, including school and education-related issues as 

the most significant contributors to their stress. In a study from a national survey of clinical 

and counseling psychology graduate students, Rummell (2015) found that 49% of students 

surveyed reported clinically significant symptoms of anxiety, 39% of students reported 

clinically significant symptoms of depression, and 35% of participants reported symptoms of 

both. Additionally, more than half of participants reported physical health symptoms, with a 

positive correlation to increased workload. However, despite an apparent need evidenced by 

the findings of this study, students reported subpar support from their faculty and 

supervisors, and a lack of pursuit of mental health counseling (Rummell, 2015).  

  According to a study by Levecque et al. (2017), approximately half of PhD students 

experience psychological distress, and one third of PhD students are at risk of having or 

developing a mental health disorder during graduate school, especially depression. Mental 
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health problems are more common among PhD students than the higher educated general 

population (which include educational programs leading to an academic Bachelor, Master or 

Doctoral degree and to educational programs in higher education outside the university 

system). Over 40% of graduate students reported that mental or emotional difficulties 

affected their academic performance in the past 4 weeks (Eisenberg et al., 2007). In a study 

of graduate students at University of California, Berkeley, 47% of PhD students scored as 

having depression, whereas 37% of master’s students did (The Graduate Assembly, 2014).  

About half of graduate students express significant emotional or stress-related issues, 

including depression and anxiety (Tsai & Muindi, 2016). Doctoral students also show a drop 

in both physical and mental health from the start of graduate school to when later surveyed 

(Smith & Brooks, 2015). In a study assessing suicidal behavior among graduate students, 

Garcia-Williams and her colleagues (2014) found that suicidal behavior among graduate 

students is strongly characterized by depression, hopelessness, desperation, lack of control, 

and eating problems. They suggest that future work with graduate students should focus on 

mental health and wellness interventions and on ways to encourage help-seeking.  

Life Stress Among Graduate Students 

 Over 70% of graduate students reported a stressor that interfered with their 

functioning (El-Ghoroury et al., 2012). It is important to understand the role of stress among 

HSP students, as they will be future psychologists and will need to learn how to cope with 

stress. Those in the helping professions, including psychologists, are at great risk of burnout, 

which may affect their ability to care for their patients, if they do not learn how to manage 

their stress effectively (Smith & Moss, 2009). Stress and burnout are precursors to 
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psychological dysfunction, including depression and anxiety, as well as other personal and 

professional impairments.  

 Graduate students are under significant stress, in part due to high demands and 

expectations, as well as the evaluative and competitive nature of graduate school, which may 

promote greater vulnerability to stress (Nelson et al., 2001; Rummell, 2015). Furthermore, 

graduate students, particularly in Health Service Psychology, must balance many roles, 

including student, supervisee, supervisor, teaching assistant or instructor, researcher, and 

therapist. The collective workload of these roles leads to stressors such as 

academic/coursework pressures, financial pressures, anxiety, and lack of work-life balance 

(El-Ghoroury et al., 2012). More than a third of psychology graduate students report burnout 

or compassion fatigue, depression, and physical health concerns. 

Rationale 

Graduate school is a unique and complex environment, in which students sustain an 

impacted workload, embody various roles, are evaluated continually, and endure a 

competitive atmosphere throughout their training. Mental health dysfunction and stress are 

pervasive among graduate students, and while some research has assessed dysfunction and 

stress across disciplines, dysfunction and stress have not been well-studied collectively or 

comparatively among disciplines. This study aims to compare and contrast mental health 

dysfunction and life stress among mental health service psychology doctoral programs (i.e., 

clinical, counseling, and school), experimental psychology doctoral programs (e.g., social, 

experimental, cognitive, developmental), and STEM doctoral programs.  

Furthermore, research has shown that mental health stigma not only exists among the 

helping professions, but that stigma levels are comparable between mental health workers 
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and the general population, and may have an impact on the effectiveness of therapy and care 

of patients, as well as the rates of burnout and associative and self-stigma among 

psychologists. Recent research suggests a “mental health crisis” among graduate students 

(Evans et al., 2018), and Health Service Psychology doctoral students may be at increased 

risk because of their exposure to psychopathology in addition to the demands of graduate 

school. It is important to understand the relationships among mental health dysfunction, 

stress, and stigma of graduate students across program types. 

Research Questions and Hypotheses 

Question 1: Is there a difference among Health Service Psychology (HSP), 

Experimental Psychology (EP), and STEM doctoral students on self-reported mental health 

dysfunction?  

Hypothesis 1: HSP doctoral students will report more depression, anxiety, and 

somatoform symptoms; diagnoses of mental disorders; and use of psychotropic medications 

than both EP and STEM students. 

Rationale 1: Graduate students have rates of mental illness more than six times 

higher than those of the general population (Evans et al., 2018). Graduate students in clinical 

and counseling psychology programs have been found to have high rates of anxiety (49%), 

depression (30%), and physical health symptoms (50%+ depending on symptom) (Rummell, 

2015), with rates higher than those of the overall graduate student population. A study by the 

APA found that 87% of psychology graduate students reported experiencing anxiety, and 

68% reported symptoms of depression (Willyard, 2012).  

Question 2: Is there a difference among HSP, EP, and STEM doctoral students on 

perceptions and experiences of stigma?  
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Hypothesis 2: HSP doctoral students will report higher rates of perceptions and 

experiences of stigma than both EP and STEM students. 

Rationale 2: Due to the proximity of Health Service Psychology graduate students to 

those with mental health disorders, and the possibility of associative stigma (Verhaeghe & 

Bracke, 2012), I expect rates of mental health stigma to be higher among HSP graduate 

students.  

Question 3: Is there a difference among HSP, EP, and STEM doctoral students on 

life stress?  

Hypothesis 3: HSP doctoral students will report more life stress than both EP and 

STEM doctoral students. 

Rationale 3: While all graduate students are under significant stress, psychology 

graduate students may have a unique experience of stress as compared to STEM graduate 

students due to the risk of burnout and compassion fatigue that they may experience when 

training to be therapists (El-Ghoroury et al., 2012). 

Question 4: Is there a relationship between mental health dysfunction and 

perceptions and experiences of stigma?  

Hypothesis 4: Higher rates of mental health dysfunction will be correlated with 

greater reported stigma. 

Rationale 4: Self-stigma in and of itself is the act of internalizing public stigma, thus 

those with mental health dysfunctions are likely to internalize the stigmatic perceptions of 

others and of the public, leading to greater perceptions of stigma overall.  

Question 5: Is there a relationship between mental health dysfunction and life stress? 
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Hypothesis 5: Higher rates of mental health dysfunction will be correlated with 

greater reported levels of life stress. 

Rationale 5: Sustained life stress can be detrimental to both physical and mental 

health and may contribute to symptoms of depression and anxiety (NIMH, 2018).  

Question 6: Is there a relationship between perceptions and experiences of stigma 

and life stress? 

Hypothesis 6: Higher reports of stigma will be correlated with greater reported levels 

of life stress. 

Rationale 6: Stigma itself can be a major stressor for individuals, especially those 

with mental illnesses (Rusch et al., 2009).  

Importance of the Present Study 

 Graduate students are at a greater risk of mental health problems as compared to the 

general population, which some researchers have referred to as a “mental health crisis” in 

graduate education (Evans et al., 2018). Graduate students in health service psychology may 

be at even greater risk, because in addition to embodying roles of both student and 

professional, in their professional capacity, they are caring for others. Furthermore, those 

psychology graduate students with mental health issues may have a unique experience of not 

only public stigma and self-stigma, but also associative stigma. Research has shown that 

among mental health professionals, associative stigma is related to increased 

depersonalization and emotional exhaustion, as well as less job satisfaction, which may have 

an impact on patient care, progress, and satisfaction with treatment (Verghaeghe & Bracke, 

2012). Additionally, the great stress that graduate students bear may be further contributing 

to their mental health dysfunction (Rummell, 2015). Mental health dysfunction, stigma, and 
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stress among applied psychology graduate students have the potential to have an impact on 

their success in graduate school, as well as long after school during their professional careers, 

once they are treating patients. Therefore, it is of paramount importance to learn how 

graduate student mental health is related to stigma and stress.  

Chapter 3: Method 

Methods Rationale 

 For this study, I conducted a quantitative survey to assess mental health dysfunction, 

experienced and perceived stigma, and level of stress among doctoral students. 

Research Design 

In this study, I assess the descriptive landscape of mental health stigma, mental health 

dysfunction, and life stress among doctoral students using data gathered from a web-based 

survey. Data was collected via Qualtrics, which participants accessed through a web link and 

could be completed from any computer with internet access. This is an exploratory study in 

which factors were assessed among participants; randomization was not possible, and no 

conditions were placed on participants.  

Participants 

Participants (N = 166) were doctoral students in Health Service Psychology (HSP; 

i.e., counseling, clinical, and/or school psychology; n = 28, 24.1%); students in Experimental 

Psychology (EP; e.g., cognitive, developmental, and neuroscience; n = 40, 59%), and 

students in Science, Technology, Engineering, and Mathematics (STEM) programs (e.g., 

biology, computer science, engineering, and physical sciences, n = 98, 59%). Many more 

STEM students were recruited than HSP and EP students; thus, differences across Program 

Types should be interpreted with caution.  
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Participants in HSP doctoral programs were recruited from APA-accredited doctoral 

programs in clinical, counseling, and school psychology (or a combination or two or more of 

these). The list of accredited programs was obtained from APA’s open source list of 

Accredited Doctoral Programs in Health Service Psychology: 2019 

(https://www.apa.org/ed/accreditation/programs/doctoral.pdf). Only students from APA-

accredited programs were included because such programs must adhere to designated 

standards, meaning a more similar experience for graduate students across universities. EP 

and STEM doctoral programs were identified at the same universities where APA-accredited 

psychology doctoral programs were identified in order to minimize extraneous differences 

among program types and universities.  

One university from each state was selected, which was typically the first one listed 

in the APA open source list of health service psychology programs and was usually the one 

affiliated with the state (e.g., University of Arizona). In the case of California, I chose 

University of California, Santa Barbara, because that is the school I attend. In cases where I 

did not choose the first listed, it was because (a) I did not select any programs from schools 

without STEM doctoral programs (e.g., for Washington, D.C., the first university listed, 

American University, did not have any STEM doctoral program, thus I chose George 

Washington University, because it included three applied psychology doctoral programs and 

has several STEM programs), (b) I did not select universities that had less than three STEM 

doctoral programs, and (c) I did not select any programs from professional schools, because 

those universities do not have STEM nor Experimental Psychology programs.  

From that list, I identified the United States region (West, Midwest, South, Northeast) 

for each state, and selected the first state alphabetically within each region to recruit from 
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first (e.g., University of Alabama for the South). All HSP and EP doctoral programs were 

included in the recruitment and up to five STEM doctoral programs were selected from the 

list of programs for each university included. No online-only programs were included.  

Recruitment e-mails requesting that the survey information and link be shared with 

doctoral students were sent to department chairs, heads, or directors via e-mail addresses that 

are publicly available on program websites. The survey was described as “a study on doctoral 

student mental health and stress.” Interested department chairs or directors forwarded the 

recruitment email to students within their program. Students who chose to participate 

accessed the online survey through a link provided in the e-mail. All participants provided 

informed consent prior to beginning the survey. All responses were kept anonymous, and no 

identifying information about the participants themselves or the doctoral programs was 

collected. Emails were sent to department chairs on two days, January 8, 2020 and March 2, 

2020.  

Participants could opt into a drawing for a $100 Amazon gift card by sending an 

email to a dedicated email address. One participant was randomly chosen from those who 

emailed, and the gift card was sent to them electronically. Because participants emailed 

separately from the survey completion, no data were tied to participants’ email addresses. 

While responses were initially collected from 202 participants, seven of those were 

test cases and were deleted from the SPSS data file. An additional 22 cases were deleted, 

because those participants apparently completed the survey under two minutes, which would 

not be possible. Seven other incomplete cases were deleted as well.  

Measures and Procedures 

Background Information 
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Basic demographic information was gathered about participants through a self-report 

survey, including age, ethnicity, gender, sexual orientation, and relationship status. 

Participants were also asked what field of doctoral program they were enrolled in, what state 

their program was in (to account for any regional differences), what year they were in their 

program, the average number of years to complete their specified program (if known), as 

well as their current grade point average (GPA).   

Mental Health Dysfunction and Physical Symptoms 

Participants were asked if they had ever been or were currently diagnosed with any of 

the following: depression, anxiety, post-traumatic stress disorder (PTSD), obsessive 

compulsive disorder (OCD), bipolar disorder, or a learning or developmental disorder, such 

as attention deficit hyperactivity disorder (ADHD). They were also asked if they had met 

with a mental health professional (e.g., psychologist, psychiatrist, therapist, or counselor) for 

psychotherapy, as well as asked if they had met with a medical doctor or psychiatrist for 

psychiatric medication prior to and/or or during graduate school. Participants were also asked 

to complete a collective measure of mental health dysfunction.  

Patient Health Questionnaire. The Patient Health Questionnaire (PHQ) contains 

five modules assessing a range of mental and physical health symptoms, including 

depression, anxiety, somatoform, alcohol, and eating (Spitzer, Kroenke, & Williams, 1999). 

Several of these modules have been validated for independent use. For the purposes of this 

study, I used the somatoform, anxiety, and depression modules, which is collectively referred 

to as the Patient Health Questionnaire for Somatic, Anxiety, Depressive Symptoms (PHQ-

SADS), and has been routinely used, evaluated, and validated (Löwe et al., 2008). The PHQ-

SADS includes the PHQ-15, a 15-item measure of somatoform symptoms; the PHQ-9, a 9-
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item measure of depression; and the Generalized Anxiety Disorder scale (GAD-7), a 7-item 

measure of anxiety.  

Each item of the PHQ-15 is scored on a 3-point Likert scale (0 = not bothered, 1 = 

bothered a little, 2 = bothered a lot), providing a 0 to 30 severity score, with higher scores 

indicating increased symptom severity. PHQ-15 scores of 5, 10, and 15 represent cut-points 

for low, medium, and high somatic symptom severity, respectively. Internal consistency for 

this study was a = .85. 

Each item of the PHQ-9 is rated on a 4-point Likert scale (0 = not at all to 3 = nearly 

every day), providing a 0 to 27 severity score, with higher scores indicating increased 

symptom severity; scores of 5, 10, 15, and 20 represent cut-points for mild, moderate, 

moderately severe, and severe depression, respectively. Internal consistency for this study 

was a = .90. 

Each item of the GAD-7 is rated on a 4-point scale (0 = not at all to 3 = nearly every 

day) with higher scores indicating increased severity. The GAD-7 total score is generated by 

adding the score from all seven items, providing a 0 to 21 severity score, with cut-points of 5, 

10, and 15 representing mild, moderate, and severe anxiety symptoms. Internal consistency 

for this study was a = .86. 

The PHQ-SADS also includes a final question that asks the patients to report “how 

difficult have these problems made it for you to do your work, take care of things at home, or 

get along with other people?” This single patient-rated difficulty item is not scored or used 

for diagnosis but rather represents the patient’s global impression of symptom-related 

impairment. The PHQ-9, GAD-7 and PHQ-15 are brief well-validated measures for detecting 

and monitoring depression, anxiety and somatization (Kroenke et al., 2010). In various 
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studies, the PHQ-9 has been found to have Cronbach alphas of .86-.92, the PHQ-15 has been 

found to have Cronbach alpha of .80, and the GAD-7 has been found to have validity scores 

of .80-.82. 

Experienced and Perceived Mental Health Stigma 

Two scales were used to assess perceived mental health stigma, the Stigma Scale and 

the Perceived Stigma subscale of the Perceived Stigma and Barriers to Care for 

Psychological Problems scale. The Stigma Scale provides a broader assessment of mental 

health stigma, and includes both perceptions and experiences of stigma, whereas the 

Perceived Stigma subscale provides a narrower assessment of one’s concerns about seeking 

treatment for mental health problems. Both scales will be included to assess different aspects 

of stigma, including discrimination and disclosure (the Stigma Scale), and help seeking (the 

Perceived Stigma subscale). 

The Stigma Scale. Perceptions and experiences of mental health stigma were 

measured with the Stigma Scale (Dinos et al., 2004; King et al., 2007). The Stigma Scale is a 

28-item instrument that assesses the perceptions of those who have experienced 

psychological distress. It focuses on feelings about that distress and particularly other 

people's reactions to it. Participants are asked to rate on a 5-point Likert scale of agreement 

with each statement (e.g., “I have been discriminated against in education because of my 

mental health problems: 0 - strongly disagree to 4 - strongly agree”). The Stigma Scale scores 

have been demonstrated to have high internal consistency with a Cronbach alpha of .87, good 

test-retest reliability, and high concurrent validity (King et al., 2007). The Cronbach alpha for 

this study was .91 (.93 when positive aspects items were omitted).  
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In item 9, which reads “I have been discriminated against by employers because of 

my mental health problems,” the word “employers” was changed to “students in my 

program.” In item 14, which reads “I do not mind people in my neighborhood knowing I 

have had mental health problems,” the word “neighborhood” was changed to “doctoral 

program.” In item 15, which reads “I would say I have had mental health problems if I was 

applying for a job,” the word “job” was changed to “position.” In item 20, which reads “I 

have been discriminated against by health professionals because of my mental health 

problems,” the phrase “health professionals” was changed to “faculty.” These modifications 

were made to make these items more suitable for the given population and circumstances. 

The Stigma Scale has three subscales including Discrimination, Disclosure, and 

Positive Aspects. Upon further review of these subscales, in the study by King et al. (2007) 

the Positive Aspects subscale had an internal consistency of .64, whereas the Discrimination 

subscale and the Disclosure subscale had internal consistencies of .87 and .85, respectively. 

Similarly, for this study, the Positive Aspects scale had a Cronbach’s alpha of .64, the 

Discrimination subscale had an alpha of .92, and the Disclosure subscale had an alpha of .84. 

Thus, the positive aspects subscale does not meet the generally accepted threshold of internal 

consistency, but both the Discrimination and Disclosure subscales did meet the threshold (.7 

for exploratory research, and .8 for empirical research; Nunnally & Bernstein, 1994). 

Therefore, I chose to disregard the results of the positive aspects subscale and the total stigma 

score including the positive aspects questions. 

Perceived Stigma and Barriers to Care for Psychological Problems. The 

Perceived Public Stigma subscale of the Perceived Stigma and Barriers to Care for 

Psychological Problems measure was used to assess the stigma of seeking help for 
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psychological problems. Originally designed for soldiers and the military (Britt, 2000), Britt 

et al. (2008) adapted this measure for college students. The Perceived Public Stigma subscale 

consists of six items (e.g., “It would be too embarrassing;” “It would harm my reputation,” 

“My peers might treat me differently,” My peers would blame me for the problem,” “I would 

be seen as weak,” and “People important to me would think less of me.”) on a 5-point Likert 

scale from 1 (strongly disagree) to 5 (strongly agree). Participants were instructed to use the 

scale provided to rate each of the possible concerns that might affect your decision to seek 

treatment for a psychological problem (e.g., a stress or emotional problem such as depression 

or anxiety attacks) from a mental health professional (e.g., a psychologist or counselor). The 

Barriers to Care subscale will not be used, as that is not the focus of this study. In their study, 

Britt et al. found the Cronbach alpha for the Perceived Stigma Scale to be .94. For this study, 

a = .90. 

Level of Stress 

Perceived stress was assessed using the Graduate Stress Inventory-Revised (GSI-R; 

Rocha-Singh, 1994) and the Perceived Stress Scale (Cohen, Kamarck, & Mermelstein, 1983).   

The Perceived Stress Scale. The Perceived Stress Scale measures the degree to 

which events in one’s life are appraised as stressful and assesses one’s general, non-specific 

life stress (PSS; Cohen, Kamarck, & Mermelstein, 1983). The PSS consists of 10 items and 

is measured on a 5-point Likert scale from 0 (Never) to 4 (Very Often). It was designed for 

use with community populations with at least a junior high school education. The PSS has 

demonstrated adequate reliability coefficients of .84, .85, and .86 in two college student 

samples and one smoking cessation group sample, as well as adequate 2-day test-retest 

reliability and 6-week test-retest reliability (r = .85 and .55, respectively), and demonstrated 
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adequate convergent validity with measures of health-related outcomes and divergent validity 

with measures of depressive symptomatology (Cohen et al., 1983). For this study, a = .86. 

The Graduate Stress Inventory-Revised. The Graduate Stress Inventory-Revised is 

a 21-item assessment of stress specific to graduate students and is measured using a 7-point 

Likert scale from 1 (not at all stressful) to 7 (extremely stressful) (GSI-R; Rocha-Singh, 

1994). The GSI-R is categorized into three subscales: academic stress, environmental stress, 

and family/monetary stress. Sample items include “Fulfilling responsibilities both at home 

and at school” and “Fear of failing to meet program expectations.” Unlike the PSS, which is 

used to assess general stress, the GSI-R is used to assess perceptions of academic climate, 

social integration, and graduate student concerns. This inventory provided an opportunity to 

assess stressors specific to graduate students. Rocha-Singh found coefficient alphas for the 

subscales were .74 (Academic Stress), .68 (Family/Monetary Stress), and .30 (Environmental 

Stress). Test-retest reliability was established with coefficient alphas of .80 (Environmental 

Stress), .85 (Academic Stress), and .85 (Family/Monetary Stress). For this study, GSI total a 

= .91, Environmental Stress a = .74, Academic Stress a = .83, and Family/Monetary Stress a 

= .75. 

Planned Analysis 

This study was exploratory in nature, and as such I primarily used correlations to 

assess the relationships among mental health dysfunction, stigma, and life stress. Descriptive 

statistics including percentages, means, and standard deviations were also used to describe 

the landscape of mental health, stigma, and life stress among doctoral students. To assess 

differences among Health Service Psychology (HSP), Experimental Psychology (EP), and 

STEM doctoral students among dysfunction, stigma, and stress, I conducted ANOVAs, and 
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reported the statistics based on homogeneity of variance. To assess these variables by gender, 

I conducted t-tests. Initial assessments of group differences in demographic variables, such as 

age, gender, and race, between psychology and STEM doctoral students were conducted.  

I conducted an a priori power analysis to identify a sufficient number of participants 

for this study (Hinkle, Wiersma, & Jurs, 2003). To assess power, I selected a medium effect 

size, d = 0.5, using Cohen’s effect size conventions (Cohen, 1988). I selected an alpha level 

of 0.05, and Power (1- β) = 0.80, based on typical practice. I identified three groups, those in 

HSP doctoral programs, those in EP doctoral programs, and those in STEM doctoral 

programs. Using G*Power to assess statistical power, it showed that to achieve power over 

0.80, I should seek at least 42 participants. Thus, for this study, I sought 150 participants, 

specifically 50 HSP doctoral students, 50 EP doctoral students, and 50 STEM psychology 

doctoral students.  However, I prematurely halted data collection due to concerns about the 

impact of COVID-19 coronavirus circumstances on stress and mental health. Thus, I was 

unable to recruit the expected number of participants from both HSP and EP programs, and 

this study is underpowered. Given the number of pairwise comparisons I conducted, I chose 

to use a more conservative alpha of p < .01 to indicate significant results.   

Results 

Participants 

Descriptive analyses of participant characteristics are presented in Table 1.  

Participants consisted of 16.9% Health Service Psychology (HSP; n = 28), 24.1% 

Experimental Psychology (EP; n = 40), and 59% STEM students (n = 98). The average age 

of participants was 27.36 years (SD = 5.80, range 22-74 years). There were 99 females 

(60%), 60 males (36%), and seven transgender/non-binary participants (4%). Participants 
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identified as 10% Hispanic (n = 17) and 90% non-Hispanic (n = 149); 70.5% white (n = 

117), 4% Black (n = 7, 4.2%), 17.5% Asian (n = 29), 4.2% Multiracial/Multiethnic (n = 7), 

and 1.2% other (one Native American and one Native Hawaiian/Pacific Islander). In terms of 

sexual orientation, 76.5% of participants identified as heterosexual/straight (n = 127), 10.2% 

as bisexual (n = 17),  7.2% as gay or lesbian (n = 12), 2.4% as queer (n = 4), 2.4% as 

asexual (n = 4), and 1.2% as other (n = 2). In terms of relationship status, 64.5% were never 

married (n = 107), 31.9% were married or in a domestic partnership (n = 53), and 3% were 

divorced or separated (n = 5). First year students made up 24.7% (n = 41), 18.7% were 

second (n = 31), 20.5% were third (n = 34), 12.7 were fourth (n = 21), 15.1% were fifth (n = 

25), and 8.4% were sixth or above (n = 14). More participants were from the West (n = 61, 

36.7%), and there was fairly equal representation from the South (n = 33, 19.9%), Northeast 

(n = 35, 21.1%) and Midwest (n = 36, 21.7%). Participants reported 49.31 hours per week of 

graduate work (including being in class, doing homework, working on dissertation/thesis, 

other research, assistantship, or clinical work) on average (SD = 14.38). Forty one percent of 

participants reported ever having been diagnosed with a mental health disorder (n = 68), and 

30% reported having a current diagnosis (n = 50). Over half of participants reported having 

ever met with a mental health professional (n = 94, 57%) and 36% reported having ever met 

with a psychiatrist (n = 59). 

Program type groups significantly differed on gender composition χ2 (2) = 21.80, p < 

.001, with significantly more males in the STEM group than in HSP or EP. Groups did not 

significantly differ on ethnicity, χ2 (2) = 7.99, ns. However, groups did not differ significantly 

on racial composition or age. Groups did differ by region, χ2 (2) = 19.61, p < .01, with HSP 
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having more representation from the West and the Midwest, EP having more representation 

from the West, and STEM having fairly equal representation across regions. See Table 1.  

Planned Analyses  

I used one-way ANOVAs and Tukey HSD to determine differences between groups 

for each of the dependent variables. The independent group variable was Program Type, 

which consisted of HSP students (n = 28, 16.87%), EP students (e.g., social, developmental, 

etc.; n = 40, 24.09%), and STEM students (n = 98, 59%).  

Mental Health Dysfunction 

Question 1. Is there a difference among HSP, EP, and STEM doctoral students on 

self-reported mental health dysfunction? 

Hypothesis 1. HSP doctoral students will report more depression, anxiety, and 

somatoform symptoms; diagnoses of mental disorders; and use of psychotropic medications 

than STEM or EP doctoral students. 

No differences were found among Program Type and somatic symptoms (PHQ-15) 

F(2, 163) = .39, ns, anxiety (GAD-7) F(2, 163) = .248, p = .78, or depression (PHQ-9) F(2, 

163) = 1.94, ns. See Table 4. 

There was no association between ever being diagnosed with a mental health disorder 

and Program Type c2 (2) = 4.19, ns, but there was a significant association between lifetime 

diagnosis and gender c2 (2) = 7.40, p < .01, with more women reporting a history of 

diagnosis than men. See Table 2. 

Consistent with the above results, there was no association between current diagnosis 

with a mental health disorder and Program Type c2 (2) = 2.56, ns, but there was a significant 
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association between current diagnosis and gender c2 (2) = 7.05, p < .01, with more women 

reporting a current diagnosis than men.  

There was a significant difference among Program Type on having ever seen a mental 

health professional (psychologist, psychiatrist, licensed therapist) c2 (2) = 11.70, p < .01, 

with a higher majority of HSP students having seen a mental health professional (82%) than 

EP students (64%) and STEM students (47%). However, there was no relationship between 

Program Type and having ever seen a doctor for psychiatric medication c2 (2) = 3.55, ns. 

Stigma 

Question 2. Is there a difference among HSP, EP, and STEM doctoral students on 

perceptions and experiences of stigma?  

Hypothesis 2. HSP doctoral students will report higher rates of perceptions and 

experiences of stigma than STEM or EP students. 

Perceived Stigma. The overall ANOVA for Perceived Stigma was significant F(2, 

163) = 4.92, p < .01. A Tukey post-hoc test indicated that STEM students endorsed more 

Perceived Stigma than HSP students at p < .05, d = .61, and although this did not reach the p 

< .01 level, the effect size was moderate. There were no other significant differences. See 

Table 4. 

Experienced Stigma. The overall ANOVA for Experienced Stigma as measured by 

the Stigma Scale was not significant F(2, 163) = 3.61, ns, in contrast to the Perceived Stigma 

Scale described above. 

Stress 

Question 3. Is there a difference among HSP, EP, and STEM doctoral students on 

life stress?  
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Hypothesis 3: HSP doctoral students will report more life stress than STEM and EP 

doctoral students. 

There was no significant difference in overall stress, graduate student stress, or any 

subscales of the Graduate Stress Inventory. See Table 4.  

Dysfunction and Stigma  

Question 4. Is there a relationship between mental health dysfunction and perceptions 

and experiences of stigma?  

Hypothesis 4. Higher rates of mental health dysfunction will be correlated with 

greater reported stigma. 

As hypothesized, there was a correlation between anxiety and perceived stigma, r = 

.191, p < .05, and between depression and perceived stigma r = .265, p < .001. However, 

there was no relationship between somatic symptoms and stigma, r = .099, ns. See Table 7 

for all correlations. 

Additionally, experienced stigma (Stigma Scale total without positive aspects 

questions) was significantly and positively correlated with somatic symptoms, r = .213, p < 

.01; anxiety, r = .296, p < .001; and depression r = .377, p < .001.  

Dysfunction and Stress 

Question 5. Is there a relationship between mental health dysfunction and life stress?  

Hypothesis 5. Higher rates of mental health dysfunction will be correlated with 

greater reported levels of life stress.  

Perceived stress was significantly and positively correlated with somatic symptoms, r 

= .549, p < .001; anxiety, r = .685, p < .001; and depression r = .706, p < .001.  
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Graduate student stress was significantly and positively correlated with somatic 

symptoms, r = .571, p < .001; anxiety, r = .533, p < .001; and depression r = .585, p < .001. 

All subscales of the Graduate Stress Inventory, including Environmental, Academic, and 

Family/Monetary Stress, were positively correlated with somatic symptoms, anxiety, and 

depression.  

Stigma and Stress 

Question 6. Is there a relationship between perceptions and experiences of stigma 

and life stress?  

Hypothesis 6. Higher reports of stigma will be correlated with greater reported levels 

of life stress. 

Perceived stigma was positively correlated with perceived stress, r = .354, p < .001. 

Perceived stigma was also positively correlated with Environmental and Academic Stress, r 

= .341, p < .001, and r = .203, p < .01, respectively. However, Perceived Stigma was not 

correlated with Family/Monetary Stress, r = .143, ns. See Table 7. 

Experienced Stigma (Stigma Scale total without Positive Aspects) was positively 

correlated with Perceived Stress, r = .420, p < .001, and both the Discrimination Subscale r = 

.367, p < .001, and Disclosure Subscale, r = .411, p < .001, were significantly correlated with 

Perceived Stress.  

Both Discrimination and Disclosure Stigma were correlated with Graduate Student 

Stress, r = .285, p < .001 and r = .234, p < .01, respectively. See Table 7. 
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Exploratory Analyses 

Female Participants 

Due to the paucity of male participants represented among both HSP and EP students, 

I conducted the same set of analyses above among women only (n = 99). This subset of the 

sample included 25 HSP students, 28 EP students, and 46 STEM students. 

Mental Health Dysfunction among Female Participants. No differences were 

found among Program Type and somatic symptoms (PHQ-15) F(2, 163) = .391, p = .677 or 

anxiety (GAD-7) F(2, 163) = .248, p = .781. However, the ANOVA for Depression (PHQ-9) 

was significant, F(2, 96) = 5.926, p < .01. A Tukey HSD post hoc analysis indicated that 

female STEM students reported significantly more depression symptoms (M = 11.28, SD = 

7.42) than female HSP students (M = 6.68, SD = 3.08), d = .81, which is a high effect size. 

See Table 5. 

Stigma among Female Participants. 

Perceived Stigma. Unlike with the entire sample, the women-only sample yielded no 

significant differences in perceived stigma, F(2, 96) = 2.69, ns.  

Experienced Stigma. Similarly, the women-only sample yielded no significant 

differences in experienced stigma as measured by total score F(2, 96) = 2.60, ns, the 

Discrimination subscale, F(2, 96) = 2.66, ns, and the Disclosure subscale, F(2, 96) = .619, ns.  

Stress Among Female Participants. Again, there was no significant difference in 

overall stress, graduate student stress, or any subscales of the Graduate Stress Inventory 

among female participants. See Table 6. 
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STEM Participants 

In order to analyze gender differences, a series of t-tests were conducted with a 

subsample of STEM students (n = 96, male = 50, female = 46), excluding all psychology 

students, due to the lack of male participants from those program types.  

Mental Health Dysfunction by Gender. Female STEM students were found to have 

significantly higher somatic symptoms t(94) = -5.740, p < .001, d = 1.16, anxiety t(94) = -

2.859, p < .01, d = .58, and depression t(94) = -3.296, p < .01, d = .67, than male STEM 

students. There was a large effect size for somatic symptoms and moderate effect sizes for 

both anxiety and depression symptoms. See Table 6. 

Stigma by Gender. 

Perceived Stigma. Consistent with the women-only subsample, the STEM-only 

sample yielded no significant differences in perceived stigma, t(94) = .11, ns.  

Experienced Stigma. Among STEM students, women (M = 20.02, SD = 10.78) 

reported significantly higher discrimination stigma than men (M = 15.48, SD = 9.46), t(94) = 

-2.20, p < .05, d = .45, small effect size. However, there were no differences between men 

and women in terms of their experiences of disclosure stigma, t(94) = -.381, ns, d = .08, or 

total stigma, t(94) = -1.39, ns, d = .28, and there was a small effect size for total stigma.  

Stress by Gender. Female STEM students (M = 21.76, SD = 7.00) and male STEM 

(M = 18.30, SD = 8.01) students reported similar levels of perceived stress , t(94) = -.2.25, ns, 

d = .46, with a small effect size.  
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Female STEM students indicated significantly more graduate student stress (M = 

65.42, SD = 23.94) than men (M = 52.31, SD = 17.69), t(94) = -3.02, p < .01, d = .62, 

especially academic stress, t(94) = -3.05, p < .01, d = .63, as compared to their male 

counterparts. They reported similar levels of environmental stress, t(94) = -2.10, ns, d = .43. 

While approaching significance, there was no significant difference between female and male 

STEM students on family/monetary stress, t(94) = -1.98, p = .051, d = .41. All indicators of 

graduate student stress had moderate effect sizes. 

Discussion 

This study was designed to examine the relationships among mental health 

dysfunction, perceptions and experiences of mental health-related stigma, and level of stress 

among doctoral students, comparing those in Health Service Psychology (HSP; i.e., 

counseling, clinical, and/or school psychology) doctoral programs, those in Experimental 

Psychology (EP; e.g., social, experimental, cognitive, and developmental psychology) 

doctoral programs, and those in STEM doctoral programs. The results yielded mixed support 

for my hypotheses but help to further explicate the landscape of mental health issues, stress, 

and stigma among doctoral students.   

Mental Health Dysfunction 

Overall, participants in this study reported a higher prevalence of any mental disorder 

(30.1%) as compared to emerging adults aged 18-25 (22.1%) and adults aged 26-49 (21.1%; 

NIMH, 2016). Prevalence of self-reported depression in this study (28.3%) was much higher 

than the national average among adults (6.7%), as was prevalence of self-reported anxiety 

(34.9%) compared to the national average (19.1%). The rates of severity of moderate to 

severe depression (31.9%) and anxiety (33.2%) among participants in this study are 
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somewhat lower than other studies of graduate students, that showed higher rates of severity 

of depression (41%) and anxiety (39%; Evans et al., 2018), but appear much higher than the 

normative rates of severity of depression (5.6%; Kocalevent et al., 2013a) and anxiety (9%; 

Kroenke et al., 2010) among the general population. Similarly, rates of somatic symptom 

severity in the medium to high range among participants appear to be much higher (39.8%) 

than the general population (9.3%; Kocalevent et al., 2013b).  

When all participants were included, no differences were found among students from 

the three different doctoral program types (HSP, EP, and STEM) on somatic symptoms, 

anxiety, or depression, indicating that the students surveyed had similar levels of mental 

health dysfunction regardless of Program Type. This is consistent with other studies that have 

found similar levels of mental health dysfunction across other types of variables, such as 

international students vs. students in the US (Hyun et al., 2006).  

While there was no relationship between incidence and prevalence of a mental health 

disorder and Program Type, women surveyed reported significantly higher incidence and 

prevalence of mental disorders than men. This may be due, in part, to differences in help-

seeking between men and women (Liddon et al., 2017).   

 Encouragingly, the incidence of therapy seeking was much higher among participants 

57.3% than among the general adult population (14.7%, SAMHSA, 2015), with HSP 

students seeking therapy (82.1%) significantly more than EP students (64.1%) and STEM 

students (47.4%). This disparity may be due to increased education about and exposure to 

mental health services among HSP students, as well as the possible role of selection-bias of 

the participants in this study. There was no difference among Program Type on having seen a 
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doctor for psychiatric medication. Doctoral students may be less affected by barriers to care, 

including stigma, than the general population.  

Stigma 

Despite some research suggesting that both young adults and those in the health 

professions are disproportionately less likely to seek help (Clement et al., 2015), that finding 

was not replicated in this study. It may be the case that the resources that doctoral students 

have access to, including medical and mental health care, as well as increased education, 

counter any barriers to treatment, especially among HSP students, who arguably have the 

most knowledge of therapeutic services. Similarly, the findings of this study are not 

consistent with previous research suggesting that increased insight into mental illness may 

negatively affect help seeking (Corrigan et al., 2009).   

Participants experienced similar levels of stigma regardless of Program Type. It may 

be the case that being a graduate student carries with it enough consistent factors, that the one 

factor of program type is not sufficient to exact any differences across discipline in terms of 

stigma. Perhaps the types and severity of stigma experienced by graduate students are 

relatively consistent across discipline, at least within this study. 

Stress 

Similarly, HSP, EP, and STEM students reported similar levels of stress, both 

generally and specifically related to graduate school. Differences in stress only arose when 

assessing gender differences among STEM students. Female and male STEM students 

reported similar levels of perceived general stress, but higher graduate student stress, 

especially academic stress. Future research should investigate these gender differences 

further and whether they maintain across other disciplines.     
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While there were no differences in perceived stress across Program Type, participants 

overall reported higher levels of stress (M = 19.59, SD = 6.75) on the Perceived Stress Scale 

than the general population age 18-29 (M = 14.2, SD = 6.2) and aged 30-44 (M = 13.0, SD = 

6.2; Cohen, 1994), which is consistent with other studies that have found high levels of stress 

among graduate students, especially doctoral students (El-Ghoroury et al., 2012; Levecque et 

al., 2017).  

Limitations  

While this study addresses important gaps in the literature, there were several 

limitations. In this study, I do not assess other relevant variables such as race and ethnicity, 

socioeconomic status, personality factors, and sexual orientation. Future studies should 

explore the role of these intersectional variables and take into account diversity, equity, and 

inclusion factors on mental health dysfunction, stigma, and stress among graduate students.  

I was able to assess some gender differences, which were the most fruitful, but only 

among STEM students. Future studies would benefit from examining gender differences 

across other disciplines as well, which is inherently difficult in the field of psychology, 

because it is largely female dominated (e.g., Isacco et al., 2016).  

Data for this study was collected in January and March 2020, just as the COVID-19 

novel coronavirus pandemic was beginning to spread into the United States and significantly 

affect people’s livelihoods, including their mental health and level of stress. Data collection 

was halted prior to the shutdown of unessential operations of many cities, counties, and 

states, but it is possible that there could be some effect of stress related to COVID-19 on the 

findings in this study. Further, due to the premature halting of data collection, the number of 

participants recruited was lower than expected, especially among HSP and EP programs; 
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thus, this lower sample size contributes to a lack of sufficient power in this study. Null results 

may be due to this study being statistically underpowered. In addition, the differences in 

sample sizes across Program Types is a limitation of this study and, thus, results should be 

interpreted with caution.  

 While I made significant effort to control for extraneous variables, such as region, 

programmatic conditions (e.g., using APA-accredited programs as a base for selecting 

programs), and using consistent selection criteria, participants received emails from their 

department chair only if said chair chose to forward on the email they received, and of 

course, the student chose whether or not to participate. There may be selection effects, which 

may have been exacerbated by the moderate response rate. One likely cause of selection 

effects in this study was nonresponse bias, which occurs when there is a systematic pattern in 

the characteristics of those who choose not to respond to surveys. 

 Lastly, these results are based on one small study, and although the findings of mental 

health dysfunction in this study are consistent with previous research on graduate students, 

research on stigma among graduate students is sparser. Thus, replication of this study is 

recommended.  

Implications and Recommendations 

 Literature on graduate students indicates that there may be a mental health crisis 

occuring (Evans et al., 2018). The results herein indicate that mental health dysfunction is as 

much as five to six times higher among doctoral students than the general public, and while it 

is encouraging that a majority of HSP and EP students have sought treatment, significantly 

fewer STEM students reported doing so, despite consistent levels of mental health symptoms 

across Program Type and higher rates of reported somatic, anxiety, and depression symptoms 
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among female STEM students. Thus, it appears that there is work to be done in supporting 

graduate students in access to resources, education about mental health support, and 

improving treatment seeking. It appears that there may be a need for a more comprehensive 

development of adequate mental health services, increased communication about mental 

health issues among graduate students, normalizing mental health dysfunction and 

experiences of stress, and reducing mental health stigma toward students. Creating this 

foundation is an integral step in preparing graduate students to establish themselves 

successfully in their respective field, post graduate school. Graduate students may benefit 

from university administrations working hand-in-hand with program chairs and personnel to 

facilitate educational programs and support groups for their students.  

 Research has consistently shown that rates of mental health dyfunction are greater 

among graduate students than the general population, and while the reasons for that disparity 

were not examined in this study and may include factors unrelated to graduate school, it 

appears that there may be a need to increase education among faculty about this problem. 

Graduate school is a unique and complex environment, in which students sustain an impacted 

workload, embody various roles, are evaluated continually, and endure a competitive 

atmosphere throughout their training. One suggestion is for faculty and administrative staff to 

be trained to identify student mental health needs and provide adequate guidance and 

referrals as needed. Furthermore, department chairs and/or directors of clinical training may 

want to consider holding student process groups or a single unit course on mental health self-

care and stress management to further support their students. Additionally, students may 

benefit from an open policy of support for treatment seeking in which faculty could play a 

more active role in supporting students in seeking mental health, either within their university 
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health care services or externally through private pay or insurance. Additionally, in this 

study, students across Program Types endorsed Academic Stress more than Environmental or 

Family/Monetary Stress, especially among women. In addition to mental health support, 

faculty and administrators may want to consider providing clear, accessible resources for 

academic support. Mental health dysfunction and stress are pervasive among graduate 

students, and it appears that graduate students may need increased support. 

Research has shown that mental health stigma not only exists among the helping 

professions, but that stigma levels are comparable between mental health workers and the 

general population, and may have an impact on the effectiveness of therapy and care of 

patients, as well as the rates of burnout and associative and self-stigma among psychologists. 

Within training programs, HSP students are encouraged to identify their biases, recognize 

their countertransference with patients, and to be mindful about how their own experiences 

affect the therapeutic relationship with and care of their patients. While rates of stigma and 

dysfunction were consistent across program types in this study, specifically for the HSP 

students, it seems that concrete, validated interventions may be helpful in providing 

supervisors and faculty methods for helping students to recognize their own mental health 

struggles; their own self-stigma, public stigma, and associative stigma; as well as evidence-

based approaches to care for oneself and prevent burnout and compassion fatigue.  

Work-life balance is difficult to achieve in an academic culture in which expectations 

are often inflexible. The stress of increased pressure to conduct research and produce data in 

order to compete for stagnant funding opportunities, as well as for faculty to publish to reach 

tenure, has increased across fields (Burbules, 2020; Evans et al., 2018; Powell, 2016). 

Faculty and administrators should consider setting a new precedent of supporting self-care 



 
 

42 

and providing an accepting and openly supportive environment for students’ mental health, 

while still maintaining an efficient and attentive work ethic in order to help mitigate the high 

rates of mental health dysfunction and stress among graduate students.  
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Table 1  

Participant Characteristics by Program Type  

 Program Type  

 Health Service 

Psychology 

(n = 28) 

Experimental 

Psychology 

(n = 40) 

STEM 

(n = 98) 

Total 

(n = 166) 

χ
2 
(2) 

Characteristic n % n % n % n %  

Gender 

    Men 

    Women 

    Trans/Non-binary 

 

3 

25 

0 

 

10.7 

89.3 

0 

 

7 

28 

5 

 

17.5 

70 

12.5 

 

50 

46 

2 

 

51 

46.9 

2 

 

60 

99 

7 

 

36.1 

59.6 

4.2 

31.14*** 

— 

— 

Sexual Orientation 

    Heterosexual 

    LGBQ 

 

21 

7 

 

75 

25 

 

28 

12 

 

70 

30 

 

77 

21 

 

78.6 

21.4 

 

126 

40 

 

75.9 

24.1 

 

— 

— 

Ethnicity 

    Hispanic  

    Non-Hispanic 

Race 

    White 

    Asian 

    Black 

    Multiracial 

    Other 

 

7 

21 

 

20 

2 

2 

1 

0 

 

25 

75 

 

80 

8 

8 

4 

0 

 

3 

37 

 

30 

4 

2 

3 

1 

 

7.5 

92.5 

 

75 

10 

5 

7.5 

2.5 

 

7 

91 

 

67 

23 

3 

0 

1 

 

7.1 

92.9 

 

69.1 

23.7 

3.1 

0 

1 

 

17 

149 

 

117 

29 

7 

7 

2 

 

10.2 

89.8 

 

72.2 

17.9 

4.3 

4.3 

1.2 

 

7.99* 

— 

— 

— 

— 

— 

— 

— 

Region          
    South 1 3.6 7 17.5 25 25.5 33 19.9 19.61* 

    West 15 53.6 17 42.5 29 29.6 61 36.7  
    Northeast 2 7.1 10 25 23 23.5 35 21.1  
    Midwest 9 32.1 6 15 21 21.4 36 21.7  
Age 27.59 3.33 27.55 6.79 27.22 5.94 27.36 5.94 .069 

* p < .05, **p < .01, ***p < .001 
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Table 2 

Self-Reported Incidence and Prevalence of Diagnoses, Therapy, and Medication Use by Program Type  

 Program Type  

 Health Service 

Psychology 

(n = 28) 

Experimental 

Psychology 

(n = 40) 

STEM 

(n = 98) 

Total 

(n = 166) 

χ
2 
(2) 

Characteristic n % n % n % n %  

Incidence 

    Depression 

    Anxiety 

    PTSD 

 

10 

14 

2 

 

35.7 

50 

7.1 

 

14 

14 

1 

 

35 

35 

2.5 

 

23 

30 

2 

 

23.5 

30.6 

2.0 

 

47 

58 

5 

 

28.3 

34.9 

3.0 

 

2.77 

3.60 

1.99 

    OCD 

    Bipolar 

    ED 

0 

0 

3 

0 

0 

25 

2 

0 

0 

5 

0 

0 

6 

1 

5 

6.1 

1.0 

5.1 

8 

1 

8 

4.8 

.6 

4.8 

1.78 

.70 

4.16 

    PD 

    Schizophrenia  

    Alcohol/Drug 

    LD 

    Chronic Health 

Prevalence 

    Depression 

    Anxiety 

    PTSD 

0 

0 

0 

1 

5 

 

3 

9 

1 

0 

0 

0 

3.6 

17.9 

 

10.7 

32.1 

3.6 

0 

0 

1 

7 

5 

 

7 

11 

2 

0 

0 

2.5 

17.5 

12.5 

 

17.5 

27.5 

5.0 

0 

0 

1 

4 

6 

 

26 

21 

1 

0 

0 

1.0 

4.1 

6.1 

 

16.3 

21.4 

1.0 

0 

0 

2 

12 

16 

 

26 

41 

4 

0 

0 

1.2 

7.2 

9.6 

 

15.7 

24.7 

2.4 

__ 

__ 

.933 

8.30* 

3.94 

 

.65 

1.57 

2.11 

    OCD 0 0 2 5.0 2 2.0 4 2.4 1.89 

    Bipolar 0 0 0 0 0 0 0 0 0 

    ED 0 0 0 0 1 1.0 1 .6 .70 

    PD 0 0 0 0 0 0 0 0 __ 

    Schizophrenia 0 0 0 0 0 0 0 0 __ 

    Alcohol/Drug 0 0 0 0 1 1.0 1 .6 .70 

    LD 1 3.6 6 15.0 5 5.1 12 7.2 4.82 

    Chronic Health 4 14.3 5 12.5 5 5.1 14 8.4 3.51 
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 Program Type  

 Health Service 

Psychology 

(n = 28) 

Experimental 

Psychology 

(n = 40) 

STEM 

(n = 98) 

Total 

(n = 166) 

χ
2 
(2) 

Characteristic n % n % n % n %  

Incidence of Dx 16 57.1 17 42.5 35 35.7 68 41.0 4.19 

Prevalence of Dx 11 39.3 14 35 25 25.5 50 30.1 2.56 

Incidence Therapy 23 82.1 25 64.1 46 47.4 94 57.3 11.67** 
Incidence Medication 12 42.9 18 45 29 29.9 59 35.8 3.55 

Note. PTSD = Posttraumatic Stress Disorder, OCD = Obsessive Compulsive Disorder, ED = Eating Disorder, PD = Personality 

Disorder, LD = Learning Disorder, Dx = Diagnosis. Incidence and Prevalence variables include Depression, Anxiety, PTSD, OCS, 

Bipolar Disorder, Eating Disorder, Personality Disorder, and Schizophrenia. 

* p < .05, **p < .01, ***p < .001 
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Table 3 

Somatic Symptom, Depression, and Anxiety Severity by Program Type  

 Program Type  
 Health Service 

Psychology 
(n = 28) 

Experimental 
Psychology 

(n = 40) 

STEM 
(n = 98) 

Total 
(n = 166) 

χ2 (2) 

Characteristic n % n % n % n %  
Symptom Severity 
    Minimal 
    Low 
    Medium 

 
2 
17 
5 

 
7.1 

60.7 
17.9 

 
8 
16 
11 

 
20.0 
40.0 
27.5 

 
31 
26 
25 

 
31.6 
26.5 
25.5 

 
41 
59 
41 

 
24.7 
35.5 
24.7 

14.19* 
— 
— 
— 

    High 
Depression Severity 
    None 

4 
 
8 

14.3 
 

28.6 

5 
 
9 

12.5 
 

22.5 

16 
 

25 

16.3 
 

25.5 

25 
 

42 

15.1 
 

25.3 

— 
9.34 
— 

    Mild 
    Moderate  
    Moderately Severe 
    Severe 
Anxiety Severity 
    None 
    Mild 
    Moderate 
    Severe 

14 
5 
0 
1 
 
4 
17 
5 
2 

50.0 
17.9 

0 
3.6 

 
14.3 
60.7 
17.9 
7.1 

20 
6 
5 
0 
 

10 
17 
10 
3 

50.0 
15.0 
12.5 

0 
 

25.0 
42.5 
25.0 
7.5 

37 
16 
11 
9 
 

28 
35 
12 
23 

37.8 
16.3 
11.2 
9.2 

 
28.6 
35.7 
12.2 
23.5 

71 
27 
16 
10 
 

42 
69 
27 
28 

42.8 
16.3 
9.6 
6.0 

 
25.3 
41.6 
16.3 
16.9 

— 
— 
— 
— 

14.12* 
— 
— 
— 
— 

Note.  Somatic Symptom Severity measured by PHQ-15, Depression Severity measured by PHQ-9, and Anxiety Severity measured by 

GAD-7. 

* p < .05, **p < .01, ***p < .00
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Table 4  

 

Mean Score Differences Among Program Type on Mental Health Dysfunction, Stigma, and Stress 
  

Health Service 

Psychology 

Experimental 

Psychology 

STEM 
 

  (n = 28) (n = 40) (n = 98)   

  M SD M SD M SD F 
Mental Health Dysfunction 

PHQ-15 

 

9.50
 
 

 

4.03 

 

8.70 

 

4.82 

 

8.48 

 

5.91 

 
.39 

PHQ-9 6.82 4.08 7.68 4.34 9.04 6.62 .25 

GAD-7 7.82  4.24 7.95 4.93 7.95 4.95 1.94 

Stigma 

PPS
a
 

Stigma Scale 

Discrimination 

Disclosure 

Stress 

PSS 

GSI 

Environmental 

Academic 

Family/Monetary 

 

10.79 

30.86 

13.64 

17.21 

 

18.79 

63.25 

19.32 

28.00 

13.00 

 

5.25 

17.50 

10.78 

7.62 

 

4.90 

15.50 

7.59 

7.32 

6.78 

 

11.98 

33.83 

15.60 

18.23 

 

19.50 

57.18 

15.46 

27.38 

10.73 

 

5.26 

14.07 

9.60 

5.99 

 

5.47 

18.98 

6.61 

9.55 

5.81 

 

14.17 

36.93 

17.89 

19.24 

 

19.86 

58.71 

16.82 

26.87 

11.48 

 

5.89 

16.68 

10.37 

7.87 

 

7.65 

21.67 

9.48 

9.66 

6.36 

 

4.92** 

1.70 

2.12 

.89 

 

.28 

.79 

1.67 

.17 

1.05 

Note. PHQ-15 = Patient Health Questionnaire – 15-item (measures somatic symptoms); PHQ-9 = Patient Questionnaire – 9-item (measures 

depression); GAD-7 = Generalized Anxiety Disorder-7 (measures anxiety); PPS = Perceived Public Stigma; PSS = Perceived Stress Scale; GSI = 

Graduate Stress Inventory. The Stigma Scale Total does not include the Positive Aspects questions. 

a 
Tukey Post-hoc tests indicated that STEM students had significantly greater Perceived Stigma scores than HSP at the p < .05 level. 

* p < .05, **p < .01, ***p < .001 
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Table 5 

Mean Score Differences Among Program Type for Women Only on Mental Health Dysfunction, Stigma, and Stress 

 Health Service 

Psychology 

Experimental 

Psychology 
STEM  

  (n = 25) (n = 28) (n = 46)   

  M SD M SD M SD F 
Mental Health Dysfunction 

PHQ-15 

 

9.40
 
 

 

3.63 

 

10.00 

 

4.92 

 

11.54 

 

6.09 

 
1.58 

PHQ-9
a
 6.68  3.08 8.00 4.40 11.28 7.42 5.93** 

GAD-7 7.56 4.04 8.75 4.41 10.28 6.50 2.16 

Stigma 

PPS 

Stigma Scale 

Discrimination 

Disclosure 

Stress 

PSS 

GSI 

Environmental 

Academic 

Family/Monetary 

 

11.36 

31.88 

14.24 

17.64 

 

18.64 

63.20 

18.92 

28.20 

13.32 

 

5.28 

18.12 

11.07 

7.92 

 

4.77 

15.65 

7.60 

7.36 

6.94 

 

11.64 

34.43 

16.32 

18.11 

 

20.71 

60.78 

15.63 

29.85 

11.04 

 

4.37 

14.37 

9.79 

6.23 

 

4.47 

18.84 

6.49 

8.76 

6.53 

 

14.11 

39.24 

20.02 

19.64 

 

21.76 

65.42 

18.87 

29.96 

12.80 

 

6.33 

18.40 

10.78 

8.84 

 

7.00 

23.94 

10.56 

8.76 

7.48 

 

2.69 

1.63 

2.66 

.62 

 

2.30 

.43 

1.31 

.33 

.76 

Note. PHQ-15 = Patient Health Questionnaire – 15-item (measures somatic symptoms); PHQ-9 = Patient Questionnaire – 9-item (measures 

depression); GAD-7 = Generalized Anxiety Disorder-7 (measures anxiety); PPS = Perceived Public Stigma; PSS = Perceived Stress Scale; GSI = 

Graduate Stress Inventory. The Stigma Scale Total does not include the Positive Aspects questions. 

a 
Tukey Post-hoc tests indicated that STEM students had significantly greater PHQ-9 scores than HSP at the p < .01 level. 

* p < .05, **p < .01, ***p < .001 
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Table 6 
Mean Score Differences Between Men and Women Among STEM Students on Mental Health Dysfunction, Stigma, and Stress 

 Men Women   

  (n = 50) (n = 46)     
  M SD M SD t  

Mental Health Dysfunction 
PHQ-15 

 
5.52  

 
4.06 

 
11.54 

 
6.09 

 
-5.65***   

PHQ-9 7.00  5.19 11.28 7.42 -3.25**  

GAD-7 6.90 5.05 10.28 6.50 -2.83**  
Stigma 

PPS 
Stigma Scale 

Discrimination 
Disclosure 

Stress 
PSS 
GSI 

Environmental 
Academic 
Family/Monetary 

 
14.24 
34.50 
15.48 
19.02 

 
18.30 
52.31 
14.81 
24.04 
10.20 

 
5.64 
15.01 
9.46 
7.10 

 
8.01 
17.69 
7.98 
8.56 
5.01 

 
14.11 
39.24 
20.02 
19.64 

 
21.76 
65.42 
18.87 
29.96 
12.80 

 
6.33 
18.40 
10.78 
8.84 

 
7.00 
23.94 
10.56 
10.11 
7.48 

 
.107 
-1.39 
-2.20* 
-.381 

 
-2.25* 
-2.99** 
-2.08* 
-3.05** 
-1.95 

 

Note. PHQ-15 = Patient Health Questionnaire – 15-item (measures somatic symptoms); PHQ-9 = Patient Questionnaire – 9-item 

(measures depression); GAD-7 = Generalized Anxiety Disorder-7 (measures anxiety); PPS = Perceived Public Stigma; PSS = 

Perceived Stress Scale; GSI = Graduate Stress Inventory. The Stigma Scale Total does not include the Positive Aspects questions. 

* p < .05, **p < .01, ***p < .001 
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Table 7 

Bivariate Correlations 

Variable N M SD 1 2 3 4 5 6 7 8 9 10 11 12 

1. PHQ-15 166 8.70 5.37 —            

2. PHQ-9  166 8.34 5.83 .66
***

 —           

3. GAD-7  166 8.25 5.45 .68
***

 .77
***

 —          

4. PPS 166 13.07 5.78 .10 .27
**

 .19
*
 —         

5. SS  166 35.16 16.31 .21
**

 .38
***

 .30
***

 .40
***

 —        

6. Discr  166 16.62 10.33 .24
**

 .36
***

 .27
***

 .30
***

 .94
***

 —       

7. Discl  165 18.65 7.41 .14 .32
***

 .26
**

 .48
***

 .88
***

 .65
***

 —      

8. PSS  166 19.59 6.75 .55
***

 .71
***

 .69
***

 .35
***

 .42
***

 .37
***

 .41
***

 —     

9. GSI 162 59.12 20.09 .57
***

 .59
***

 .53
***

 .27
***

 .28
***

 .29
***

 .23
**

 .59
***

 —    

10. Environ 162 16.93 8.60 .40
***

 .48
***

 .43
***

 .34
***

 .36
***

 .35
***

 .31
***

 .47
***

 .83
***

 —   

11. Academic  162 27.19 9.23 .53
***

 .56
***

 .54
***

 .20
**

 .21
**

 .22
**

 .18
*
 .63

***
 .84

***
 .58

***
 —  

12. Family 

/Monetary  

162 11.58 6.32 .38
***

 .30
***

 .23
**

 .14 .04 .07 .01 .24
**

 .65
***

 .36
***

 .31
***

 — 

Note. PHQ-15 = Patient Health Questionnaire – 15-item (measures somatic symptoms); PHQ-9 = Patient Questionnaire – 9-item (measures 

depression); GAD-7 = Generalized Anxiety Disorder-7 (measures anxiety); PPS = Perceived Public Stigma subscale; SS = Stigma Scale; Discr = 

Discrimination Stigma Subscale; Discl = Disclosure Stigma Subscale, PSS = Perceived Stress Scale; GSI = Graduate Stress Inventory, Environ = 

Environmental Stress Subscale. The Stigma Scale Total does not include the Positive Aspects questions. 

*p < .05, 
**p < .01, 

***p < .001 
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Appendix 
Survey 
 
Background 

1. What is your age? 
2. What is your gender? 

a. Male 
b. Female 
c. Transgender 
d. Intersex 

3. What is your racial and ethnic background? (Select all that apply) 
a. Black or African American 
b. Asian or Asian American 
c. Hispanic or Latino/a 
d. Middle Eastern 
e. Native American or American Indian 
f. White 

4. How do you identify your sexual orientation? 
a. Gay 
b. Lesbian 
c. Bisexual 
d. Heterosexual or straight 
e. Other: please specify 

5. What is your relationship status? 
a. Married, partnered, or engaged 
b. Exclusively dating  
c. Casually dating 
d. Single 
e. Divorced 

6. To participate in the following survey, you must be enrolled in a doctoral program in 
either Applied Psychology (Counseling, Clinical, or School) or a STEM (Science, 
Technology, Engineering, Mathematics) field. What type of doctoral program are you 
enrolled in? 

a. Biological and Biomedical Sciences 
b. Computer Sciences 
c. Engineering (Chemical, Computer, Electrical, Mechanical) 
d. Environmental Sciences 
e. Mathematics 
f. Physical Sciences (Astronomy, Physics, Chemistry, Earth Science) 
g. Psychology: Clinical  
h. Psychology: Counseling 
i. Psychology: School 
j. Psychology: Research only (e.g., Social, Experimental, Neuroscience) 
k. Technology 
l. Other: Please Specify 
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7. What type of doctoral degree are you seeking? (SHOW IF PSYCHOLOGY) 
a. Ph.D. 
b. Psy.D. 

8. What year are you in your program? 
a. First 
b. Second 
c. Third 
d. Fourth 
e. Fifth 
f. Sixth or above 
g. Internship year (if in applied psychology program) (SHOW IF 

PSYCHOLOGY) 
h. ABD (all but dissertation) 

9. If you know, what is the average number of years to complete your specified 
program? 

10. What is your current grade point average (GPA)? 
11. In what state is your doctoral program located? 
12. What are the approximate number of hours you work in a week (7-day period), 

including being in class, doing homework, working on dissertation/thesis, other 
research, assistantship, or clinical work (if applicable)?  

13. Have you ever been diagnosed with any of the following? (Check all that apply)  
a. Depression 
b. Anxiety 
c. Post-Traumatic Stress Disorder (PTSD) 
d. Obsessive Compulsive Disorder (OCD) 
e. Bipolar Disorder 
f. Eating Disorder 
g. Personality Disorder 
h. Schizophrenia/Schizoaffective Disorder 
i. Alcohol or Drug Problem or Addiction 
j. Learning Disorder or Developmental Disorder (e.g., Attention Deficit 

Hyperactivity Disorder, Autism Spectrum Disorder) 
k. Chronic Health Condition (e.g., fibromyalgia, lupus, or endometriosis) 
l. Other: Please specify 

14. Are you currently diagnosed with any of the following? (Check all that apply) 
a. Depression 
b. Anxiety 
c. Post-Traumatic Stress Disorder (PTSD) 
d. Obsessive Compulsive Disorder (OCD) 
e. Bipolar Disorder 
f. Eating Disorder 
g. Personality Disorder 
h. Schizophrenia/Schizoaffective Disorder 
i. Alcohol or Drug Problem or Addiction 
j. Learning Disorder or Developmental Disorder (e.g., Attention Deficit 

Hyperactivity Disorder, Autism Spectrum Disorder) 
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k. Chronic Health Condition (e.g., fibromyalgia, lupus, or endometriosis) 
l. Other: Please specify 

15. Have you met with a mental health professional (e.g., psychologist, psychiatrist, 
therapist, counselor) for psychotherapy? 

a. Yes, prior to graduate school 
b. Yes, prior to and during graduate school 
c. Yes, during graduate school 
d. No 

16. Have you met with a medical doctor or mental health professional for psychiatric 
medication? 

a. Yes, prior to graduate school 
b. Yes, prior to and during graduate school 
c. Yes, during graduate school 
d. No 

 

  



 

 
 
 

64 

PATIENT HEALTH QUESTIONNAIRE (PHQ-SADS) 
Patient Health Questionnaire (PHQ)  
 
Please answer every question to the best of your ability. 
 
A. During the last 4 weeks, how much have you been 
bothered by any of the following problems? 
 Not 

bothered 
(0) 

Bothered 
a little 

(1) 

Bothered 
a lot 
(2) 

1. Stomach pain    
2. Back pain    
3. Pain in your arms, legs, or joints (knees, hips, etc.)    
4. Feeling tired or having little energy    
5. Trouble falling or staying asleep, or sleeping too much     
6. Menstrual cramps or other problems with your periods    
7. Pain or problems during sexual intercourse    
8. Headaches    
9. Chest pain    
10. Dizziness    
11. Fainting spells    
12. Feeling your heart pound or race    
13. Shortness of breath    
14. Constipation, loose bowels, or diarrhea    
15. Nausea, gas, or indigestion    
PHQ-15 Score =  ______ + _______ 

 
 
B. Over the last 2 weeks, how often have you been bothered 
by any of the following problems? 
 Not at 

all 
(0) 

 

Several 
days 
(1) 

 

More 
than 
half 

the days 
(2) 

Nearly 
every 
day 
(3) 

1. Feeling nervous, anxious, or on edge     
2. Not being able to stop or control worrying     
3. Worrying too much about different things     
4. Trouble relaxing     
5. Being so restless that it is hard to sit still     
6. Becoming easily annoyed or irritable      
7. Feeling afraid as if something awful might 
happen 

    

GAD-7 Score =  ______ 
+ 

______ 
+ 

_______ 
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C. Over the last 2 weeks, how often have you been bothered 
by any of the following problems? 
 Not at 

all 
(0) 

 

Several 
days 
(1) 

 

More 
than 
half 

the days 
(2) 

Nearly 
every 
day 
(3) 

1. Little interest or pleasure in doing things     
2. Feeling down, depressed, or hopeless     
3. Trouble falling or staying asleep, or sleeping 
too much 

    

4. Feeling tired or having little energy     
5. Poor appetite or overeating     
6. Feeling bad about yourself — or that you are a 
failure or have let yourself or your famil down 

    

7. Trouble concentrating on things, such as 
reading the newspaper or watching television 

    

8. Moving or speaking so slowly that other 
people could have noticed? Or the opposite – 
being so fidgety or restless that you have been 
moving around a lot more than usual 

    

9. Thoughts that you would be better off dead or 
of hurting yourself in some way 

    

PHQ-9 Score =  ______ 
+ 

______ 
+ 

_______ 

 
D. If you checked off any problems on this questionnaire, how difficult have these 
problems made it for you to do your work, take care of things at home, or get along 
with other people? 
 

Not difficult 
at all 

Somewhat 
difficult 

Very 
difficult 

Extremely 
difficult 

    
 

Note. Spitzer et al. (1999). 
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The Stigma Scale 

You will find below a list of sentences. For each one of them, you need to mark the answer 
that best suits you by circling the answer in the appropriate square.  
 
Answer all the questions without exception. Don’t spend too much time thinking about the 
answer, as it is your first impression that is important. 
 

Statement  Response  
1. I have been discriminated against in 
education because of my mental health 
problems (A)  

Strongly 
agree  

Agree  Neither 
agree nor 
disagree  

Disagree  Strongly 
disagree  

2. Sometimes I feel that I am being talked 
down to because of my mental health 
problems (A)  

Strongly 
agree  

Agree  Neither 
agree nor 
disagree  

Disagree  Strongly 
disagree  

3. Having had mental health problems has 
made me a more understanding person 
(D)  

Strongly 
agree  

Agree  Neither 
agree nor 
disagree  

Disagree  Strongly 
disagree  

4. I do not feel bad about having had 
mental health problems (D)  

Strongly 
agree  

Agree  Neither 
agree nor 
disagree  

Disagree  Strongly 
disagree  

5. I worry about telling people I receive 
psychological treatment (A)  

Strongly 
agree  

Agree  Neither 
agree nor 
disagree  

Disagree  Strongly 
disagree  

6. Some people with mental health 
problems are dangerous (A)  

Strongly 
agree  

Agree  Neither 
agree nor 
disagree  

Disagree  Strongly 
disagree  

7. People have been understanding of my 
mental health problems (D)  

Strongly 
agree  

Agree  Neither 
agree nor 
disagree  

Disagree  Strongly 
disagree  

8. I have been discriminated against by 
police because of my mental health 
problems (A)  

Strongly 
agree  

Agree  Neither 
agree nor 
disagree  

Disagree  Strongly 
disagree  

9. I have been discriminated against by 
students in my program because of my 
mental health problems (A)  

Strongly 
agree  

Agree  Neither 
agree nor 
disagree  

Disagree  Strongly 
disagree  

10. My mental health problems have 
made me more accepting of other people 
(D)  

Strongly 
agree  

Agree  Neither 
agree nor 
disagree  

Disagree  Strongly 
disagree  

11. Very often I feel alone because of my 
mental health problems (A)  

Strongly 
agree  

Agree  Neither 
agree nor 
disagree  

Disagree  Strongly 
disagree  

12. I am scared of how other people will 
react if they find out about my mental 
health problems (A)  

Strongly 
agree  

Agree  Neither 
agree nor 
disagree  

Disagree  Strongly 
disagree  

13. I would have had better chances in 
life if I had not had mental health 
problems (A)  

Strongly 
agree  

Agree  Neither 
agree nor 
disagree  

Disagree  Strongly 
disagree  

14. I do not mind people in my doctoral 
program knowing I have had mental 
health problems (D)  

Strongly 
agree  

Agree  Neither 
agree nor 
disagree  

Disagree  Strongly 
disagree  
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15. I would say I have had mental health 
problems if I was applying for a position 
(D)  

Strongly 
agree  

Agree  Neither 
agree nor 
disagree  

Disagree  Strongly 
disagree  

16. I worry about telling people that I take 
medicines/tablets for mental health 
problems (A)  

Strongly 
agree  

Agree  Neither 
agree nor 
disagree  

Disagree  Strongly 
disagree  

17. People’s reactions to my mental 
health problems make me keep myself to 
myself (A)  

Strongly 
agree  

Agree  Neither 
agree nor 
disagree  

Disagree  Strongly 
disagree  

18. I am angry with the way people have 
reacted to my mental health problems (A)  

Strongly 
agree  

Agree  Neither 
agree nor 
disagree  

Disagree  Strongly 
disagree  

19. I have not had any trouble from 
people because of my mental health 
problems (D)  

Strongly 
agree  

Agree  Neither 
agree nor 
disagree  

Disagree  Strongly 
disagree  

20. I have been discriminated against by 
faculty because of my mental health 
problems (A)  

Strongly 
agree  

Agree  Neither 
agree nor 
disagree  

Disagree  Strongly 
disagree  

21. People have avoided me because of 
my mental health problems (A)  

Strongly 
agree  

Agree  Neither 
agree nor 
disagree  

Disagree  Strongly 
disagree  

22. People have insulted me because of 
my mental health problems (A)  

Strongly 
agree  

Agree  Neither 
agree nor 
disagree  

Disagree  Strongly 
disagree  

23. Having had mental health problems 
has made me a stronger person (D)  

Strongly 
agree  

Agree  Neither 
agree nor 
disagree  

Disagree  Strongly 
disagree  

24. I do not feel embarrassed because of 
my mental health problems (D)  

Strongly 
agree  

Agree  Neither 
agree nor 
disagree  

Disagree  Strongly 
disagree  

25. I avoid telling people about my 
mental health problems (A)  

Strongly 
agree  

Agree  Neither 
agree nor 
disagree  

Disagree  Strongly 
disagree  

26. Having had mental health problems 
makes me feel that life is unfair (A)  

Strongly 
agree  

Agree  Neither 
agree nor 
disagree  

Disagree  Strongly 
disagree  

27. I feel the need to hide my mental 
health problems from my friends (A)  

Strongly 
agree  

Agree  Neither 
agree nor 
disagree  

Disagree  Strongly 
disagree  

28. I find it hard telling people I have 
mental health problems (A)  

Strongly 
agree  

Agree  Neither 
agree nor 
disagree  

Disagree  Strongly 
disagree  

 
Note. King et al. (2007).   
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Perceived Stigma and Barriers to Care for Psychological Problems - Perceived Public Stigma 
 
Please use the scale provided to rate each of the possible concerns that might affect your 
decision to seek treatment for a psychological problem (e.g., a stress or emotional problem 
such as depression or anxiety attacks) from a mental health professional (e.g., a psychologist 
or counselor).  
 

Statement  Response  
1. It would be too embarrassing Strongly 

agree  
Agree  Neither agree 

nor disagree  
Disagree  Strongly 

disagree  
2. It would harm my reputation  Strongly 

agree  
Agree  Neither agree 

nor disagree  
Disagree  Strongly 

disagree  
3. My peers might treat me 
differently  

Strongly 
agree  

Agree  Neither agree 
nor disagree  

Disagree  Strongly 
disagree  

4. My peers would blame me 
for the problem  

Strongly 
agree  

Agree  Neither agree 
nor disagree  

Disagree  Strongly 
disagree  

5. I would be seen as weak  Strongly 
agree  

Agree  Neither agree 
nor disagree  

Disagree  Strongly 
disagree  

6. People important to me 
would think less of me  

Strongly 
agree  

Agree  Neither agree 
nor disagree  

Disagree  Strongly 
disagree  

 
Note. Britt et al. (2008).  
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Perceived Stress Scale  

The questions in this scale ask you about your feelings and thoughts during the last month. In 
each case, you will be asked to indicate by circling how often you felt or thought a certain 
way. 

Question  Response  
1. In the last month, how often have you 
been upset because of something that 
happened unexpectedly? 

Never  Almost 
Never 

Sometimes Fairly 
Often 

Very 
Often 

2. In the last month, how often have you 
felt that you were unable to control the 
important things in your life?  

Never  Almost 
Never 

Sometimes Fairly 
Often 

Very 
Often 

3. In the last month, how often have you 
felt nervous and “stressed”? 

Never  Almost 
Never 

Sometimes Fairly 
Often 

Very 
Often 

4. In the last month, how often have you 
felt confident about your ability to handle 
your personal problems? 

Never  Almost 
Never 

Sometimes Fairly 
Often 

Very 
Often 

5. In the last month, how often have you 
felt that things were going your way? 

Never  Almost 
Never 

Sometimes Fairly 
Often 

Very 
Often 

6. In the last month, how often have you 
found that you could not cope with all the 
things that you had to do? 

Never  Almost 
Never 

Sometimes Fairly 
Often 

Very 
Often 

7. In the last month, how often have you 
been able to control irritations in your 
life? 

Never  Almost 
Never 

Sometimes Fairly 
Often 

Very 
Often 

8. In the last month, how often have you 
felt that you were on top of things? 

Never  Almost 
Never 

Sometimes Fairly 
Often 

Very 
Often 

9. In the last month, how often have you 
been angered because of things that were 
outside of your control? 

Never  Almost 
Never 

Sometimes Fairly 
Often 

Very 
Often 

10. In the last month, how often have you 
felt difficulties were piling up so high that 
you could not overcome them? 

Never  Almost 
Never 

Sometimes Fairly 
Often 

Very 
Often 

 
 
 Note. Cohen et al. (1983).  
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Graduate Stress Inventory – Revised 
 
If one of the events listed below has happened to you and has caused you a great deal of 
stress, rate that event toward the higher end of the scale (“Extremely Stressful”). If an event 
has happened to you while you have been in graduate school, but has not bothered you at all, 
rate that event toward the lower end of the scale (“Not at all Stressful”). Circle the number 
next to each item to indicate how stressful each of these events has been for you since you 
entered your graduate program. 
 

Item 
Not at all 
Stressful 

1 2 3 

Moderately 
Stressful 

4 5 6 

Extremely 
Stressful 

7 
1. Fulfilling responsibilities 
both at home and at school 1 2 3 4 5 6 7 

2. Trying to meet peers of 
your race/ethnicity on 
campus 

1 2 3 4 5 6 7 

3. Taking exams 1 2 3 4 5 6 7 

4. Being obligated to 
participate in family 
functions 

1 2 3 4 5 6 7 

5. Arranging childcare 1 2 3 4 5 6 7 

6. Finding support groups 
sensitive to your needs 

1 2 3 4 5 6 7 

7. Fear of failing to meet 
program expectations 1 2 3 4 5 6 7 

8. Participating in class 1 2 3 4 5 6 7 

9. Meeting with faculty 1 2 3 4 5 6 7 

10. Living in the local 
community 1 2 3 4 5 6 7 

11. Handling relationships 1 2 3 4 5 6 7 

12. Handling the academic 
workload 1 2 3 4 5 6 7 

13. Peers treating you 
unlike the way they treat 
each other 

1 2 3 4 5 6 7 

14. Faculty treating you 
differently than your peers 1 2 3 4 5 6 7 
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15. Writing papers 1 2 3 4 5 6 7 

16. Paying monthly 
expenses 1 2 3 4 5 6 7 

17. Family having money 
problems 1 2 3 4 5 6 7 

18. Adjusting to the campus 
environment  1 2 3 4 5 6 7 

19. Being obligated to 
repay loans 1 2 3 4 5 6 7 

20. Anticipation of finding 
full-time professional work 1 2 3 4 5 6 7 

21. Meeting deadlines for 
course assignments 1 2 3 4 5 6 7 

 
Note. Rocha-Singh. (1994) 




