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Abstract 

The goal of this study is to explore how humor and stigma affect comforting quality and 

reappraisals when seeking support for a mental health condition (MHC). Participants (N 

= 159) were asked to describe a time they sought support for their MHC. They then 

completed a survey to assess their self-stigma, use of humor when seeking support, and 

support outcomes. Stigma positively predicted the use of negative humor when seeking 

support for a MHC. Stigma also negatively predicted coping efficacy; however, this 

relationship became positive when mediated by a participant’s use of negative humor. 

Positive humor positively predicted coping self-efficacy and empowerment, which in turn 

predicted comforting quality. The results address a gap in the literature that does not 

examine the use of humor when seeking support. The findings also extend knowledge on 

how humor and stigma affect reappraisals of MHCs. 
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Chapter 1 

Introduction 

Nearly 25% of the U.S. population has a mental health condition (MHC; CDC, 

2013). Despite this, MHCs remain largely stigmatized by society, such that individuals 

with MHCs are often perceived as dangerous, erratic, difficult, incompetent, or 

blameworthy (e.g., Angermeyer & Matschinger, 2003; Corrigan, Kuwabara, & 

O'Shaughnessy, 2009; Corrigan, Markowitz, Watson, Rowan, & Kubiak, 2003; Kobau et 

al., 2010; Yeh, Jewell, & Thomas, 2017). The stigmatization of MHCs can significantly 

affect an individual’s health, such that they experience more stress and loneliness 

(Wiener, Battles, & Heilman, 2000). The stigmatization also inhibit an individual’s 

ability to actively seek support for their respective MHC (Williams & Mickelson, 2008). 

While much research has investigated the harms induced by the stigmatization of MHCs, 

less research has explored strategies for seeking support for MHCs. 

Social support is important for stigmatized populations such as those with MHCs 

because it can increase coping efficacy as well as buffer depression (Kalichman, 

DiMarco, Austin, Luke, & DiFonzo, 2003). Receiving effective social support is also a 

vital part of one’s well-being and health. Quality support can increase satisfaction, trust, 

and intimacy between two people (Falconier, Randall, & Bodenmann, 2016; Burleson & 

MacGeorge, 2002), as well as decrease the adverse effects of stress on cardiovascular, 

endocrine, and immune systems (Willis & Fegan, 2001). Despite vast research on the 

benefits of support, less is known about effective strategies for seeking support, 

especially for those seeking support for stigmatized issues like MHCs.  
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Previous research highlights the large gap for individuals who are suffering from 

MHCs and want to seek support from their social network. Because individuals with 

MHCs are working to cope with sometimes debilitating emotions, they are in need of 

assistance from their social network, in the form of social support; however, because they 

are suffering from a condition that is deemed dangerous, incompetent, and blameworthy, 

the face threat and possible relational and identity effects of reaching out for help make 

seeking support more difficult. Research suggests that one way individuals with MHCs 

can offset the difficulty of seeking support is through the use of humor by enabling 

emotional expression (Mindess, 1976; Richman, 1996a; Richman, 1996b). Furthermore, 

humor is likely to pervade support-seeking interactions for MHCs because of its 

prevalence in interpersonal exchanges, especially during times of stress and anxiety 

(Bippus, 2000a). Thus, humor may play a significant role in coping and support for 

individuals with MHCs.  

Although previous research has noted the importance of social support for 

stigmatized individuals (Kalichman et al., 2003) and the use of humor as a method of 

coping (Chapple & Ziebland, 2004; Forssén, 2007; Martin & Lefcourt, 1983), no studies 

have assessed humor as a strategy for seeking support. Accordingly, the goal of this study 

is to assess the effect of humor used by an individual seeking support for a MHC. To 

begin, previous literature on stigma, social support, and humor is reviewed, which leads 

to hypotheses about the associations between these variables. A research question is also 

posed to explore how the types of humor (i.e., positive vs. negative) affect support 

outcomes. Finally, a discussion of the results and their implications is set forth, as well as 
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an exploration of the contributions to understanding the differences in strategies for 

seeking support for MHCs. 
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Chapter 2 

Rationale 

Stigma and Mental Health Conditions 

Goffman (1963) initially defined stigma as having personal attributes that are 

discrediting. Further conceptualizations defined stigmatization as a process that involves 

identifying differences of others and connecting those differences with negative 

connotations. These labels create a mental separation (i.e., “us versus them”) in which a 

person with a stigmatizing trait loses their credibility and status, which subjects the 

stigmatized individual to discrimination (Link & Phelan, 2001).  

Stigmatization has further been conceptualized based on specific types of stigma, 

such as HIV status, sexual orientation, and MHCs. The stigma of MHCs consists of 

attitudes and opinions that lead to stereotyping, disassociating, and sometimes 

discriminating against those with MHCs (Yeh et al., 2017). MHCs encompass a variety 

of disorders that vary in their range of severity. The American Psychiatric Association 

defined MHCs as “…health conditions involving changes in thinking, emotion or 

behavior … [that are] associated with distress and/or problems functioning in social, 

work or family activities” (2014). Examples of MHCs include anxiety, bipolar disorder, 

OCD, depression, postpartum depression, and posttraumatic stress disorder (PTSD; APA, 

2014). MHCs can operate from a public and self perspective, such that public stigma is 

concerned with the societal thoughts and behaviors toward stigmatized populations, 

whereas self-stigma is the internalization of a stigmatized trait (Pryor & Reeder, 2011). 

Both types of stigma affect how individuals with MHCs view themselves, their coping 

efficacy and empowerment, and their likelihood to receive treatment for their condition.  
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Public stigma of MHCs can affect if and how individuals seek support for their 

condition. For instance, the stigma associated with MHCs often prevents individuals from 

seeking care to treat their MHC (Narrow et al., 2000). These individuals often attempt to 

avoid professional care so that they can evade the label of “mental illness” and thus 

escape the stigma (Rüsch, Angermeyer, & Corrigan, 2005). This often occurs because 

people with MHCs are perceived as blameworthy for having such issues (Corrigan et al., 

2009). The societal view of people with MHCs as personally responsible for their 

problem has also led to large cuts in federal and state budgets for mental health care 

(Corrigan & Watson, 2003), thus limiting treatment options and further emphasizing the 

importance of having a support network. 

The public perception of people with MHCs as incompetent and difficult also 

dampens their access to care. For instance, people who believe strongly in negative MHC 

stereotypes may distance themselves from individuals with MHCs (Angermeyer & 

Matschinger, 2003), which can inhibit a stigmatized individual’s access to support from 

peers. Viewing populations with MHCs as dangerous or violent also hinders their 

likelihood to receive care for their issue (Corrigan et al., 2009; Corrigan et al., 2003). 

Furthermore, these stereotypes can suppress helping behaviors, such as tangible favors 

like going to the grocery store for someone, from potential support providers (Corrigan et 

al., 2002). This suppression of helping behaviors may translate into people with MHCs 

receiving less support, whether that is tangible favors or emotional comforting. Overall, 

public stigma makes accessing support more difficult for individuals with MHCs. 

In addition to the social stigma that exists around an individual’s MHC, people 

differ in their self-stigma (Corrigan, Watson, & Barr, 2006). In other words, some 
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individuals internalize the stigma of MHCs more than others. More internalization of 

stigma can lead to lower self-esteem and less empowerment (Corrigan, 2002). 

Additionally, individuals who perceive the stigma surrounding their MHC as more 

legitimate are also more likely to have lower self-efficacy (Rüsch, Lieb, Bohus, & 

Corrigan, 2006). Consequently, it is necessary to examine if an individual’s motivation to 

seek support for a MHC is affected by an individual’s self-stigma. Thus, the following 

hypothesis is posited: 

H1: An individual’s self-stigma of their mental health condition is negatively 

associated with their motivation to seek support. 

Humor as a Support Seeking Method 

Taken together, there are many factors that may prevent individuals with MHCs 

from seeking treatment, largely stemming from stigma. People with MHCs are often 

viewed as personally responsible for their issue, dangerous, or incompetent, which 

impedes their ability to receive professional or medical help for their condition. Support 

is especially important for individuals with MHCs because it has the potential to buffer 

some of the negative effects of stigmatization. For instance, stigmatization can lead to 

increased stress and loneliness among individuals with MHCs (Wiener et al., 2000), but 

effective support may counteract these negative effects by increasing feelings of intimacy 

(Albrecht, Burleson, & Sarason, 1992; Cohen & Syme, 1985). Moreover, comforting 

messages can predict more emotional improvement after being confronted with a stressor 

(High & Dillard, 2012), and online support groups are also likely to decrease an 

individual’s stress and depression (Lewandowski, Rosenberg, Parks, & Siegel, 2011; 

Rains & Young, 2009). High quality support is associated with reappraisals of a stressor, 
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such that individuals perceive a situation as less stressful or perceive more options for 

coping (Burleson & MacGeorge, 2002). While prior research has established the benefits 

of support, there is a gap that has not identified how different strategies can increase the 

likelihood of seeking support. Thus, this paper will continue to focus on humor as a 

strategy that may aid seekers who are in need of support for their MHC. 

Humor is a historically complex construct to conceptualize, which has resulted in 

numerous and diverse definitions (Graham, Papa, & Brooks, 1992). Abrami (2009) 

defined humor as the “capacity to appreciate and derive some pleasure from that which is 

incongruous, ludicrous, ridiculous, absurd, or unexpected” (p. 7). Building on this 

definition, humor is defined in this paper from a situational perspective, instead of as a 

trait, in which there is an expenditure of emotional energy leading to a feeling of relief, 

empowerment, or arousal (Graham et al.). In other words, this study focuses on the use of 

humor during a supportive interaction and its consequential effects on an individual’s 

appraisal of their MHC.  

Factors Leading to the Use of Humor When Seeking Support for MHCs 

Before establishing the effect of humor on support outcomes, it is important to 

begin with examining factors or characteristics that influence an individual’s likelihood 

to use humor when seeking support for their MHC. Previous studies have indicated 

specific characteristics and qualities of individuals influence the use of humor in 

interactions. For instance, humor is more likely to be used between people in close 

relationships (Bippus, 2000b) and when those people have a favorable disposition toward 

using humor in everyday contexts (Booth-Butterfield & Booth-Butterfield, 1991). 
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Therefore, hypotheses are posed in the following paragraphs about factors that may 

influence a seeker with a MHC to use humor in a supportive conversation.  

Relationship closeness. Prior research has noted that humor makes up a 

significant part of many close relationships (Baxter, 1992; Rawlins, 1992; Swain, 1989). 

Humor also plays a significant role in the development of interpersonal relationships, and 

it can increase feelings of closeness with others (Baxter, 1990; Graham & Ruhin, 1987). 

The power of humor lies in its ability to create and share common experiences between 

people (Pogrebin & Poole, 1988). In supportive interactions, Bippus (2000b) found that 

people in close relationships are more likely to incorporate humor when providing 

support. Thus, this is also likely to be true for those seeking support, which leads to the 

following hypothesis: 

H2: There is a positive relationship between the use of humor by a support seeker 

with a mental health condition and relationship closeness of the seeker and 

provider.  

Humor orientation. An individual’s humor orientation and predisposition toward 

humor are also likely determinants of the use of humor in support-seeking interactions 

(Thorson & Powell, 1993). For instance, individuals with a higher humor orientation are 

more likely to appreciate others’ humor and use humor themselves in everyday 

interactions (Booth-Butterfield & Booth-Butterfield, 1991). Based on this research, it is 

logical to assume that those who have a background of using humor in their relationships 

are more likely to use humor when seeking support for their MHC. Therefore, the 

following hypothesis is posited: 
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H3: There is a positive relationship between a seeker’s humor orientation and 

their use of humor when seeking support for their mental health condition. 

Using Humor to Elicit Higher Quality Support 

As previously demonstrated, humor may have an overall positive effect when 

used in day-to-day exchanges. For example, humor has the power to relieve stress, 

increase relationship satisfaction, and improve the overall quality of one’s life (Moore, 

2008; Sala, Krupat, & Roter, 2002). Humor increases production of immunoglobulin A, 

which aids in fending off diseases (Davidhizar & Shearer, 1996; Lambert & Lambert, 

1995). Humor also reduces pain and stress levels (Abel, 1998; Carver et al., 1993; 

Davidhizar & Shearer). Beyond its physiological benefits, numerous studies have found 

humor has a positive effect on coping with health issues (Francis et al., 1999; Chapple & 

Ziebland, 2004; Forssén, 2007; Martin & Lefcourt, 1983). The increased coping induced 

by humor may lead to more reappraisals of an individual’s stressors. Accordingly, the 

following sections discuss how the use of humor in seeking support can lead to the 

provision of higher quality support and subsequently greater reappraisal in the form of 

coping efficacy and empowerment.  

One common coping mechanism for individuals with MHCs is to hide their MHC 

from others (Link, Struening, Rahav, Phelan, & Nuttbrock, 1997). Seeking support for a 

MHC can be a stressful process due to various barriers that may inhibit an individual 

from reaching out for help (see Derlega, Winstead, Oldfield, & Barbee, 2003; Gulliver, 

Griffiths, & Christiansen, 2010; Williams & Mickelson, 2008); however, previous 

research, has demonstrated the benefits of disclosing about stigmatized topics (see 

Corrigan & Matthews, 2003; Rüsch et al., 2005). The disclosure of a MHC can lead to 
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more empowerment and less distress about a MHC (Corrigan & Matthews). Disclosing 

about a MHC is also a useful technique for seeking and obtaining support (Cutrona, Suhr, 

& MacFarlane, 1990; Sanders, Wiseman, & Matz, 1990). Thus, this study explores 

humor as a tool to assist individuals seeking support for their MHC, so that they are able 

to maximize the support received from their social network.  

Prior research has highlighted humor’s capacity to benefit stigmatized 

populations. For instance, humor in a health setting can lessen embarrassment for patients 

with a stigmatized health issue (Chapple & Ziebland, 2004; Francis, Monahan, & Berger, 

1999). Chapple and Ziebland also found that people use humor in social settings to 

confront stereotypes and assumptions about their stigmatized condition. In a qualitative 

study of individuals coping with their stigmatized HPV status, humor was found to be an 

effective emotional coping strategy (Makoae et al., 2008). Similarly, research has 

indicated that humor can help marginalized populations better discuss their health with 

providers (Cardeña, 2003). Taken together, humor has the power to challenge stigma and 

make taboo topics easier to discuss, which leads to the next hypothesis:  

H4: There is a positive relationship between the use of humor by a support seeker 

with a mental health condition and the quality of support received from a 

provider. 

The effect of humor in a conversation largely depends on the type and style of 

humor used by an individual (see Bippus, 2000a; Bippus, 2003; Collicutt & Gray, 2012; 

Gladding & Wallace, 2016; Graham et al., 1992). In other words, the outcomes of humor 

are likely to vary depending on if the type of humor is positive or negative (Gladding & 

Wallace, 2016). Samson and Gross (2012) found that positive (i.e., good-natured) humor 
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is more successful at managing negative emotions than negative (i.e., mean-spirited) 

humor. These differences in styles of humor largely result from the different functions of 

humor (Graham et al.). Humor can be face-threatening (Zajdman, 1995), and it can cause 

others to see the humor user as not taking the conversation seriously (Norrick, 1994). 

Conversely, affiliative and self-enhancing humor is more likely to improve the self and 

relationships, whereas aggressive and self-defeating humor is more likely to be harmful 

to one’s psychological well-being (Martin, Puhlik-Doris, Larsen, Gray, & Weir, 2003). In 

a supportive interaction, Bippus (2000a) highlighted that the quality of humor is 

predictive of support outcomes; however, little is known about the best styles of humor to 

use in supportive interactions. Therefore, the following research question is posited:  

RQ1: What styles of humor used by a support seeker with a mental health 

condition lead to higher levels of comforting quality?  

Using Humor to Seek Support for Reappraisals of MHCs 

A key function of supportive messages is their capacity to incite reappraisals of 

stressors (Burleson, 1994; Burleson & Goldsmith, 1998; Lazarus & Folkman, 1984). 

Individual appraisals of stressors set into motion the strategies that people may use when 

seeking support to cope with and manage stressors (Bodenmann, 2005; Lazarus & 

Folkman). The transactional model suggests that responses to events are based on an 

individual’s primary and secondary appraisals (Lazarus & Folkman). Primary appraisals 

include the extent to which an individual perceives a situation as a threat or a challenge, 

whereas secondary appraisals refer to the ability or resources an individual has to cope 

with the situation (Lazarus & Folkman). According to the theory of conversationally 

induced reappraisals (Burleson & Goldsmith), reappraisals generally occur after a support 
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receiver is able to “express, elaborate, and clarify thoughts and feelings,” which may lead 

the distressed individual to modify their “goals, views of the situation, and/or coping 

efforts” (p. 260). Thus, support outcomes and reappraisals have the capacity to change 

how individuals perceive the severity of a stressor. 

Since the theory of conversationally induced reappraisals (Burleson & Goldsmith, 

1998) was forwarded, limited research has identified a few factors that may lead to 

positive reappraisals following a supportive interaction. For instance, the amount and 

length of “turns” granted to a distressed person in a comforting interaction can affect their 

likelihood for positive reappraisals (Burleson & Goldsmith). Messages that focus on 

encouraging the distressed individual to elaborate on their feelings and potential coping 

efforts are also more likely to lead to reappraisals (Burleson & Goldsmith). More 

research is needed, though, to establish what factors may lead to positive reappraisals 

following a supportive interaction. Thus, this study attempts to extend knowledge on 

appraisal theory by examining how individuals with MHCs use humor to reappraise their 

condition following a supportive interaction. Although reappraisal in the support 

literature has generally been studied from the perspective of changing the distressed 

individuals thoughts about the stressor (i.e., making the stressor seem less threatening or 

negative; see Jones & Wirtz, 2006), this conceptualization only provides a narrow view 

of reappraisal. As will be discussed in the following sections, research on support seeking 

for MHCs may benefit from a more nuanced examination of reappraisal. Accordingly, 

this study will examine two specific dimensions of reappraisal: coping efficacy and 

empowerment. 
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Using Humor to Facilitate Coping Efficacy Reappraisal 

Humor may be a communicative tool that leads to more coping efficacy for 

individuals with MHCs. Coping efficacy is defined as “a person’s confidence in his or 

her ability to cope effectively, … [which] is an important prerequisite to changing coping 

behavior” (Chesney, Neilands, Chambers, Taylor, and Folkman, 2006, p. 422). Much 

research has found that humor assists individuals to cope with stressors (see Brown & 

Keegan, 1999; Frecknall, 1994; Grey, Lipman, Cameron, & Thurber, 1997; Trice & 

Price-Greathouse, 1986). When humor is used appropriately and perceived as comedic, it 

has the potential to alleviate the acceleration of a conflict and facilitate improvement 

(Bippus, 2003). Research has also indicated that the use of humor during bereavement 

may lead to more coping efficacy (Booth-Butterfield, Wanzer, Weil, & Krezmien, 2014). 

Overall, humor helps people reevaluate stressful situations, thus promoting coping 

through reappraisals of stressors as less threatening (Martin, 1989). Therefore, the 

following hypothesis is suggested: 

H5: There is a positive relationship between the use of humor by a support seeker 

with a mental health condition and coping efficacy following the interaction. 

Using Humor to Facilitate Empowerment Reappraisal 

Humor also has the potential to empower individuals with MHCs and provoke the 

acceptance of their MHC. Empowerment is the belief of an individual’s self-worth and 

control over one’s life (Rogers, Chamberlin, Ellison, & Crean, 1997). Morreall (1989) 

found that humor is likely to lead to positive reappraisals and a sense of control for 

distressed individuals. Additionally, the use of humor in a supportive context can act as a 

cathartic release of tension or negative emotions (Bippus, 2000a). Previous studies have 
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shown that using humor to point out incongruities can lead to a sense of control for a 

distressed individual (Morreall, 1989). Bippus (2000a) discussed the power of pointing 

out incongruities when she said, “Rather than finding the incongruity to be threatening or 

instigating some other negative emotion, pointing out the amusing quality of the 

unexpected situation can encourage a person to regard things in a more positive way” (p. 

361). Furthermore, support seekers are more likely to feel empowered to handle their 

stressors when a support provider uses “well timed, funny, and intentional humor” 

(Bippus, 2000a, p. 376). Beyond its ability to encourage an individual to regard stressors 

in more positively, the use of humor can also lead to the acceptance of stressors (Albrecht 

& Adelman, 1987). In a supportive interaction, this may translate to a person feeling 

more empowered about their MHC after using humor in a support-seeking interaction, 

which leads to the next hypothesis: 

H6: There is a positive relationship between the use of humor by a support seeker 

with a mental health condition and empowerment following the interaction. 

Examining a Model of Support Seeking for MHCs 

For all individuals, seeking support is a process influenced by individual factors 

that affect support outcomes. The process begins with the support-seeking message and 

initiation, which may influence subsequent reappraisals of stressors. For individuals with 

MHCs, stigma is a factor that influences the entire support-seeking process. Because 

seeking support is a process that can be measured, a model is proposed that tests the 

associations among stigma, humor, coping efficacy, and comforting quality 

simultaneously, in addition to the individual hypotheses and research questions 

previously discussed. The model posits stigma as influencing the use of positive or 
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negative humor when seeking support, which subsequently affects an individual’s 

reappraisal (in the form of coping efficacy and empowerment).  
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Chapter 3 

Methods 

Participants 

Demographics. This study utilized a purposive sample consisting of participants 

18 and older who had a MHC for which they remembered seeking support (N = 159). 

Participants were recruited through the researcher’s personal network and through 

Amazon’s Mechanical Turk (MTurk). Participants’ ages ranged from 18 to 74 (M = 

36.49, SD = 12.48). The sample consisted predominantly of women (n = 117; men n = 

35; nonbinary n = 3; transgender man n = 1; questioning n = 1). Participants mostly 

identified as White (n = 127; Asian n = 9; Black n = 8; Latino/a n = 6; White and 

Latino/a n = 4) and straight (n = 127; gay or lesbian n = 5; queer n = 3; bisexual n = 12; 

pansexual n = 6; asexual n = 1). Most participants reported their relationship status as 

married (n = 69; in a relationship n = 46; single n = 29; divorced n = 12; widowed n = 2). 

There was a range in levels of completed education, with a majority of participants 

having completed their bachelor’s degree (n = 52; less than a high school diploma n = 1; 

high school graduate n = 12; some college credit n = 37; associate degree n = 27; 

master’s degree n = 27; professional degree n = 1; doctorate degree n = 2).  

Mental health attributes. Participants discussed having a variety of MHCs for 

which they sought support, with depression being the most discussed (see Table I). Most 

participants reported that their MHCs were diagnosed by a health professional (n = 120; 

not diagnosed n = 34; do not remember n = 4). A large portion of the sample identified 

having their MHCs for five or more years (n = 88; three to five years n = 31; one to two 

years n = 14; six to 12 months n = 8; three to six months n = 11; less than three months n 
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= 6). Participants also identified whether or not they were receiving treatment for their 

MHC (yes n = 91; no n = 67) and the severity of their symptoms on a 6-point scale (1 = 

not severe at all, 2 = moderately not severe, 3 = somewhat not severe, 4 = somewhat 

severe, 5 = moderately severe, 6 = extremely severe; M = 3.78, SD = 1.29). 

Table I 

Frequencies of Mental Health Conditions 

  Frequency Percent Valid 
Percent 

Cumulative 
Percent 

Valid Anxiety 46 28.9 29.9 28.9 
 Anxiety & Depression 20 12.6 13.0 41.5 
 Anxiety, Depression, & 

PTSD 4 2.5 2.6 44.0 

 Anxiety, Depression, 
PTSD, & Eating Disorder 1 .6 .6 44.7 

 Anxiety, Depression, & 
Eating Disorder 1 .6 .6 45.3 

 Anxiety & PTSD 2 1.3 1.3 46.5 
 Anxiety, PTSD, & OCD 1 .6 .6 47.2 
 Anxiety & OCD 1 .6 .6 47.8 
 Depression 52 32.7 33.8 80.5 
 Depression & Eating 

Disorder 3 1.9 1.9 82.4 

 Depression & Bipolar 2 1.3 1.3 83.6 
 PTSD 9 5.7 5.8 89.3 
 Eating Disorder 1 .6 .6 89.9 
 Panic Attacks 4 2.5 2.6 92.5 
 Bipolar 4 2.5 2.6 95.0 
 OCD 2 1.3 1.3 96.2 
 Borderline 1 .6 .6 96.9 
 Total 154 96.9 100  
Missing  5 3.1   
Total  159 100.0   
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Procedures 

An online survey was created on Qualtrics and distributed online through the 

researcher’s personal Facebook and on MTurk. The Facebook post contained a link to the 

survey, along with a description of the study and the eIRB number (see Appendix A). 

The Facebook post also encouraged people to share the survey with their friends who 

qualified for the study. The MTurk post contained a description of the study, along with 

an incentive in the amount of $1 for those who qualified and completed the survey. The 

monetary incentive was only accessible for up to 100 participants.   

Those who chose to participate either on Facebook or MTurk were directed to the 

informed consent page (see Appendix B) that further detailed the purpose of the study 

and posed any possible risks or benefits participants may incur. MTurk participants were 

informed they would receive their monetary compensation upon successful completion of 

the survey. Responses that were partially complete or responses with missed attention-

check questions were eliminated. After reading through the informed consent, those who 

selected “I agree” were directed to the survey, whereas those who did not consent were 

instructed to close the browser.  

Following the informed consent, participants were prompted to recall a 

memorable time they sought support for their MHC from a peer, partner, family member, 

or other significant person in their life. They were given examples of the forms support 

seeking can take and then asked to provide a brief script of that specific support-seeking 

interaction. The purpose of the script was to make participants more familiar with the 

support-seeking interaction, as well as to recall their memory about the conversation, so 

that they could better answer follow-up questions about the specific time they sought 
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support for their MHC. Following the script, participants were asked to identify the 

relationship of the support provider in the conversation they described (see Table II).  

Table II 

Frequencies of Relationship of Support Provider to Seeker 

  Frequency Percent Valid 
Percent 

Cumulative 
Percent 

Valid Friend 36 22.6 22.9 22.9 

 Dating partner 25 15.7 15.9 38.9 

 Spouse 37 23.3 23.6 62.4 

 Parent/Guardian 29 18.2 18.5 80.9 

 Sibling 10 6.3 6.4 87.3 

 Other 20 12.6 12.7 100.0 

 Total 157 98.7 100.0  
Missing  2 1.3   
Total  159 100.0   

 

Measures 

 Motivation to seek support. The scale developed by Bodie et al. (2011) to 

measure motivation was adapted to assess a participant’s motivation to seek support for 

their MHC. The scale (see Appendix C) consists of seven questions on a 5-point Likert 

scale (1 = strongly disagree; 2 = somewhat disagree; 3 = neither disagree or agree; 4 = 

somewhat agree; 5 = strongly agree). Example items from this scale include: “I feel like I 

need to talk to someone about my mental health condition” and “My mental health 

condition has motivated me to seek support”. The items were averaged to create a 

composite measure of the participant’s motivation to seek support for their mental health 

condition (M = 3.59, SD = .86, α = .86). 
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 Self-stigma. Of interest to this study is how participants internalize the stigma of 

their MHC. Thus, the validated Internalized Stigma of Mental Illness Scale was used to 

assess a participant’s self-stigma (Ritsher, Otilingam, & Grajales, 2003). The scale 

consists of 29 items on a 4-point Likert scale (1 = strongly disagree, 2 = disagree, 3 = 

agree, 4 = strongly agree). The scale contains five dimensions to measure different 

aspects of self-stigma: alienation, stereotype endorsement, discrimination experience, 

social withdrawal, and stigma resistance. Example items from this scale include: “I am 

embarrassed or ashamed that I have a mental illness”, “Stereotypes about the mentally ill 

apply to me”, and “People ignore me or take me less seriously just because I have a 

mental illness”. To modernize the scale and reduce further stigmatization, “mental health 

condition” was substituted for “mental illness”. The stigma resistance items were reverse 

coded. All items were averaged to create a composite measure of a participant’s 

internalization of stigma regarding their MHC (M = 2.01, SD = .56, α = .96). Higher 

scores represent more internalization of MHC stigma. 

Closeness of relationship. The Subjective Closeness Index (Berscheid, Snyder, 

& Omoto, 1989) was used to account for the closeness of the relationship between the 

participant and support provider. This 7-point scale (1 = not close at all, 7 = very close) 

consists of two questions: “Relative to all your other relationships, how would you 

characterize your relationship with X?” and “Relative to what you know about other 

people's close relationships, how would you characterize your relationship with X?” Per 

directions of the scale (Berscheid et al., 1989), the two items were added together to 

create a composite measure of the closeness between the participant and support provider 

(M = 11.70, SD = 3.45, α = .97). 
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Humor orientation. The Humor Orientation Scale developed by Booth-

Butterfield and Booth-Butterfield (1991) assessed participants’ likelihood to use humor in 

various situations. The 5-point scale (1 = strongly disagree, 2 = disagree, 3 = neutral, 4 = 

agree, 5 = strongly agree) consists of 17 items and includes questions such as: “I can be 

funny without having to rehearse a joke”, “My friends would say I am a funny person”, 

and “I tell stories and jokes very well”. Per the instructions of the scale (Booth-

Butterfield & Booth-Butterfield, 1991), all responses were added together to create a 

composite score of humor orientation (M = 60.23, SD = 11.75, α = .94). 

Quality of support. Jones and Guerrero’s (2001) comforting quality scale was 

used to assess the quality of support received from the provider. This 7-point scale 

consists of 14 semantic differential items: inappropriate-appropriate, unsuitable-suitable, 

inadequate-adequate, ineffective-effective, incompetent-competent, incapable-capable, 

insensitive-sensitive, not perceptive-perceptive, not understanding-understanding, 

unhelpful-helpful, not beneficial-beneficial, uncaring-caring, cold-warm, and 

unsupportive-supportive. These items were averaged to create a composite measure of the 

comforting quality received from the provider (M = 5.63, SD = 1.46, α = .98). 

Humor. To assess whether or not the support seeker used humor in the supportive 

interaction, participants reported “yes”, “no”, or “I don’t remember” after being asked if 

humor was used in the conversation (yes n = 100; no n = 45; I don’t remember n = 12). 

Humor style. Gladding and Wallace’s (2016) conceptualizations of humor 

variations were utilized and adapted into questions to measure the different types of 

humor used in the conversation described by the participant. This scale consists of 12 

items (see Appendix D for full scale) and uses a 7-point Likert scale (1 = strongly 
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disagree, 2 = disagree, 3 = somewhat disagree, 4 = neither agree nor disagree, 5 = 

somewhat agree, 6 = agree, 7 = strongly agree). This scale was only provided to 

participants who reported using humor in their support-seeking interaction. Participants 

who answered “no” or “I don’t remember” were directed to the next scale.  

All 12 items were averaged to calculate a composite score of humor use (M = 

3.72, SD = 1.05, α = .84). Gladding and Wallace (2016) indicated seven of the items as 

positive humor types, whereas five were identified as negative humor types. Thus, the 12 

items were also split up according to positive and negative types of humor and then 

averaged to compute a composite score of positive humor use (M = 4.23, SD = 1.07, α = 

.74) and negative humor use (M = 3.01, SD = 1.21, α = .72). 

Coping efficacy. Participants were asked about their coping efficacy in regard to 

their MHC. This was measured using the validated Coping Self-Efficacy Scale developed 

by Chesney et al. (2006). This scale consists of 13 items on a 10-point scale (0 = cannot 

do at all, 5 = moderately certain can do, 10 = certain can do). The scale was slightly 

changed to reflect a person’s coping efficacy in regard to their MHC. To do so, this study 

mimicked how Denton, Rostosky, and Danner (2014) altered the Coping Self-Efficacy 

Scale to reflect coping efficacy in regard to a more specific problem. Hence, the 

directions were more specific toward individuals’ MHCs. The directions read: “When 

things are not going well for you as an individual with a mental health condition, how 

confident or certain are you that you can do the following?” Items were averaged to form 

a composite score of a participant’s coping self-efficacy (M = 5.20, SD = 2.22, α = .95). 

Empowerment. To assess how empowered participants felt about their MHC 

following the supportive interaction, they answered questions from the Empowerment 
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Scale developed and validated by Rogers et al. (1997). The scale consists of 28 items on a 

4-point Likert scale (1 = strongly disagree, 4 = strongly agree). The original scale aimed 

to measure five dimensions of empowerment: self-esteem—self-efficacy, power—

powerlessness, community activism and autonomy, optimism and control over the future, 

and righteous anger. For purposes of this study, only three dimensions on the scale were 

used: self-esteem—self-efficacy, power-powerlessness, and optimism and control over 

the future—thus leaving only 20 items on the scale. Example items from these three 

dimensions of the Empowerment Scale include, “I generally accomplish what I set out to 

do”, “I feel powerless most of the time”, and “I am generally optimistic about the future”. 

The items from the scale were averaged to compute a composite score of a participant’s 

overall empowerment in life (M = 2.78, SD = .50, α = .92). 
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Chapter 4 

Results 

Preliminary Analyses 

 The researcher began by exploring the bivariate correlations among study 

variables (see Table III). The quality of support by a provider was positively associated 

with a receiver’s coping self-efficacy and empowerment. Comforting quality was also 

positively related to the relationship closeness between the provider and receiver. 

Additionally, the use of positive humor by a seeker in the supportive interaction was 

positively associated with their coping efficacy and empowerment, indicating that as a 

support seeker increases their use of positive humor in a conversation, their coping 

efficacy and empowerment also increase. Furthermore, a support seeker’s humor 

orientation was positively associated with their empowerment and coping efficacy.  

 Self-stigma arose as having several interesting relationships with other study 

variables. There was a positive relationship between self-stigma and negative humor used 

by the support seeker. This suggests that as a seeker’s internalization of stigma increases, 

their use of negative humor when seeking support also increases. Self-stigma was 

strongly and negatively associated with empowerment and coping self-efficacy, implying 

that a participant’s internalization of stigma decreases as their empowerment and coping 

efficacy increase. There was also a moderately negative relationship between self-stigma 

and comforting quality. In other words, as the internalization of mental health stigma 

increases, the quality of support from a provider decreases. Stigma was also moderately 

and negatively associated with humor orientation, indicating that a participant with higher 

humor orientation has lower levels of self-stigma. 
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Further analyses through a one-way analysis of variance (ANOVA) indicated the 

severity of a participant’s MHC had a significant influence on variables in this study (see 

Table IV). LSD post-hoc tests were conducted to identify the specific relationships 

among the study variables and a participant’s ranking of severity of symptoms. As may 

be expected, those who identified their MHC symptoms as extremely severe (M = 2.73, 

SD = .74) had higher levels of self-stigma than participants who identified their 

symptoms as moderately severe (M = 2.24, SD = .50), somewhat severe (M = 2.09, SD = 

.49), somewhat not severe (M = 1.67, SD = .35), moderately not severe (M = 1.62, SD = 

.35), and not severe at all (M = 1.68, SD = .43).  

Participants who rated their symptoms as extremely severe (M = 3.77, SD = 1.14) 

were more motivated to seek support for their MHC than those who rated their symptoms 

as not severe at all (M = 2.82, SD = .56) and moderately not severe (M = 3.15, SD = .85). 

Furthermore, participants who rated their symptoms as extremely severe (M = 47.50, SD 

= 16.22) reported significantly lower levels of humor orientation than participants who 

rated their symptoms as moderately severe (M = 60.37, SD = 10.78), somewhat severe (M 

= 61.66, SD = 11.80), somewhat not severe (M = 60.17, SD = 11.72), moderately not 

severe (M = 62.68, SD = 9.07), and not severe at all (M = 60.88, SD = 10.60). 

Support outcomes were also affected by severity of symptoms, such that 

participants who rated their symptoms as somewhat not severe (M = 6.24, SD = .83) 

reported greater comforting quality by the support provider than participants who rated 

their symptoms as extremely severe (M = 4.78, SD = 2.03) and moderately severe (M = 

5.24, SD = 1.78). Additionally, participants who rated their symptoms as extremely 

severe (M = 2.77, SD = 2.60) reported significantly lower scores of coping self-efficacy 



 

!27 

than participants who rated their symptoms as moderately severe (M = 5.00, SD = 2.31), 

somewhat severe (M = 5.12, SD = 2.08), somewhat not severe (M = 5.92, SD = 1.86), 

moderately not severe (M = 5.48, SD = 2.12), and not severe at all (M = 6.55, SD = 1.54). 

Table IV 

One-Way Analysis of Variance of Study Variables by Severity of Symptoms of Mental 
Health Condition 

  Sum of 
Squares df Mean Square F 

Motivation Between groups 12.40 5 2.48 3.71** 
 Within groups 100.91 151 .67  
 Total 113.31 156   

Self-stigma Between groups 14.65 5 2.93 12.59*** 
 Within groups 34.69 149 .23  
 Total 49.35 154   

Comforting Quality Between groups 25.40 5 5.08 2.46* 
 Within groups 307.28 149 2.06  
 Total 332.68 154   

Composite Humor Use Between groups 4.67 5 .94 .85 
 Within groups 101.80 92 1.11  
 Total 106.47 97   

Positive Humor Between groups 5.77 5 1.15 .98 
 Within groups 107.86 92 1.17  
 Total 113.63 97   

Negative Humor Between groups 7.272 5 1.454 1.01 
 Within groups 132.967 92 1.445  
 Total 140.238 97   
Coping Efficacy Between groups 90.23 5 18.05 4.00** 
 Within groups 665.17 147 4.53  
 Total 755.40 152   

Empowerment Between groups 7.59 5 1.52 7.36*** 
 Within groups 30.31 147 .21  
 Total 37.90 152   

Closeness Between groups 82.99 5 16.60 1.41 
 Within groups 1781.09 151 11.80  
 Total 1864.08 156   

Humor Orientation Between groups 1858.85 5 371.77 2.83* 
 Within groups 19165.54 146 131.27  
 Total 21024.40 151   
*p < .05, **p < .01, ***p < .001 
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Finally, a series of independent samples t-tests were run on the categorical 

variables in the study. Results from an independent samples t-test showed a significant 

relationship between a participant’s motivation to seek support and whether or not they 

were currently seeking treatment for their MHC. More specifically, participants who 

were currently receiving treatment for their MHC (M = 3.79, SD = .81) were more 

motivated to seek support for their MHC than participants who were not currently 

seeking treatment for their MHC (M = 3.33, SD = .84), t(156) = 3.45, p < .001, r = .33. 

Additionally, an independent samples t-test indicated a significant relationship between a 

participant’s use of humor in the support seeking interaction (based on the “yes” or “no” 

question) and empowerment. More specifically, participants who used humor in the 

support seeking interaction (M = 2.84, SD = .50) reported higher levels of empowerment 

than those who did not use humor in the interaction (M = 2.63, SD = .52), t(140) = 2.35, p 

< .05, r = .19. Finally, independent samples t-tests were run to test the effect of gender on 

the study variables, but no significant influences were highlighted. 

Testing of Hypotheses and Research Questions 

H1 suggested that the more stigmatization a participant had internalized about their 

MHC, the less motivated they were to seek support for their MHC. To test this 

hypothesis, a simple linear regression was executed to examine if self-stigma affects a 

participant’s motivation to seek support for their MHC. Results showed no significant 

relationship between a participant’s self-stigma and motivation to seek support, F(1, 156) 

= .15, p = .70, R2 = .001. H1 was not supported. 

H2 posited a positive relationship between a participant’s use of humor in a 

supportive interaction and relationship closeness of the participant and support provider. 
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A one-way analysis of variance (ANOVA) was executed to examine if relationship 

closeness affects a participant’s likelihood to use humor in a support-seeking interaction. 

Results indicated no significant relationship between closeness of the provider to the 

seeker and the use of humor by the support seeker, F(2, 155) = .94, p = .39, η2  = .01. 

Thus, H5 was not supported. 

H3 proposed that participants with a higher humor orientation use more humor 

when seeking support than participants with a lower humor orientation. To test this 

hypothesis, a simple linear regression was run to assess whether humor orientation affects 

the use of humor in a support-seeking interaction (using the composite humor variable). 

Results showed that humor orientation accounted for a portion of the variance in the 

amount of humor used by a seeker during supportive interactions, F(1, 97) = 5.78, p < 

.05, R2 = .06. More specifically, seekers with a higher humor orientation used more 

humor in the support-seeking conversation (b = .24, p < .05). Thus, H6 was supported. 

H4 proposed a positive relationship between the use of humor by a support seeker 

and quality of support received from a provider. A simple linear regression was run to 

test this hypothesis. Results showed no significant relationship between the use of humor 

(using the composite humor variable) by a support seeker and reported comforting 

quality, F(1, 156) = .15, p = .70, R2 = .001. Thus, H2 was not supported.  

H5 posited the use of humor in a support-seeking interaction would lead to higher 

levels of coping self-efficacy. To test this hypothesis, a simple linear regression was 

executed to examine if a relationship exists between the use of humor and coping 

efficacy. Results indicated a significant relationship between humor and coping efficacy, 

F(1, 98) = 3.80, p = .05, R2 = .04, suggesting that participants who used more humor 
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when seeking support reported higher levels of coping self-efficacy after the conversation 

with the provider, (b = .19, p = .05). Additionally, further analyses demonstrated a 

significant relationship between the use of positive humor and coping efficacy, F(1, 98) = 

4.41, p < .05, R2 = .04. More specifically, as participants use more positive humor when 

seeking support, their coping self-efficacy also increases, (b = .21, p < .05). Thus, H3 was 

supported.  

H6 proposed a positive relationship between the use of humor and empowerment 

following the supportive interaction. To test this hypothesis, a simple linear regression 

was executed, but results showed no significant relationship between the use of humor by 

a support seeker and empowerment, F(1, 97) = 1.72, p = .19, R2 = .02. However, further 

regression analyses indicated a significant relationship between the use of positive humor 

by a seeker and empowerment following the conversation, F(1, 97) = 4.69, p < .05, R2 = 

.05. Participants who reported using more positive humor in the conversation also 

reported higher levels of empowerment following the interaction, (b = .22, p < .05). Thus, 

H4 was partially supported.  

RQ1 questioned which styles of humor (positive vs. negative) led to higher levels 

of comforting quality. Bivariate correlations showed no direct relationship between the 

type of humor used and comforting quality; however, further analyses indicated positive 

and negative humor mediate other relationships between study variables. To explore 

these relationships further, a model was developed to show the intricacies of the 

relationships between the types of humor used, stigma, and support outcomes. Thus, the 

researcher completed further statistical analyses to examine the relationships, as detailed 

below. 
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Model Analyses 

Structural equation modeling (AMOS 25.0) was used to examine the potential for 

creating a model. In specifying this model, parcels were generated as single-item markers 

of the latent variables and the error variances of the parcels were set to (1 – α)/(σ2) to 

account for the measurement error of the scales (Bollen, 1989). The standards for 

goodness of fit were χ2/df less than 3.00, comparative fit index (CFI) greater than .90, 

root mean square error of approximation (RMSEA) less than .10, and normed fit index 

(NFI) greater than .90 (as per Browne, & Cudeck, 1993; Kline, 1998). 

Based on the outcomes of the hypotheses and research question, a model was 

created to reflect the results from previous tests. The original model showed moderate fit, 

but there was room for improvement among all four criteria, χ2/df = 5.59, CFI = .85, 

RMSEA = .22, NFI = .83. Therefore, the researcher followed the modification indices 

and added a path to improve model fit. A path was added from stigma to the coping 

efficacy variable, resulting in a better model fit, χ2/df = 2.93, CFI = .95, RMSEA = .13, 

NFI = 0.93. The empowerment variable was left off the final model due to high error 

variance.  

The final results suggest that four of the six paths in the model are statistically 

significant predictors (see Figure 1). As seen in the model, self-stigma positively 

predicted the use of negative humor, but it did not predict the use of positive humor. 

Stigma also had a direct and negative effect on coping efficacy; however, this effect was 

mediated by negative humor, such that stigma positively predicted negative humor, 

which then positively predicted coping efficacy. Coping efficacy positively predicted 
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comforting quality following the support conversation between the seeker and provider. 

The results indicate stigma plays a significant role in support outcomes. Furthermore, 

humor has the potential to mediate stigma’s effect on coping efficacy, which in turn 

affects support outcomes. 
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Chapter 5 

Discussion 

 This study examined the effect of humor and stigma on comforting quality and 

reappraisals when seeking support for MHCs to fill a gap in the literature that does not 

address humor as a strategy for seeking support, especially for stigmatized topics. 

Hypotheses and a research question were posed to assess the impact of stigma and humor 

on support outcomes, as well as factors influencing reappraisals of stressors, including 

coping self-efficacy and empowerment. This study also sought to explore relational and 

personality features, such as humor orientation and closeness between a seeker and 

provider, that influence a participant’s likelihood to use humor when seeking support for 

MHCs. Finally, the goal of this project was to extend the understanding of using different 

types of humor (positive vs. negative) in support-seeking interactions. To examine all the 

goals of this study, participants completed a survey and answered questions about a 

memorable time they sought support for their MHC. They were prompted with additional 

questions to identify their use of humor in the conversation, internalization of stigma, and 

reappraisals of their coping efficacy and empowerment. 

Results suggest the internalization of mental health stigma plays a significant role 

in support outcomes. Self-stigma negatively predicted coping self-efficacy, such that 

participants who internalized more stigma of their MHC reported less ability to cope; 

however, this relationship was mediated by a participant’s use of negative humor. In 

other words, self-stigma positively predicted the use of negative humor by a participant 

when seeking support, which then increased coping self-efficacy. Stigma did not predict 

motivation to seek support, but it was negatively associated with comforting quality. 
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Furthermore, participants with MHC symptoms that were extremely severe reported 

higher levels of self-stigma, more motivation to seek support, and worse support 

outcomes. Those who were currently receiving treatment for their MHC said they were 

more motivated to seek support than those who were not receiving treatment.  

 Humor also significantly impacted the relationship between seeking support and 

reappraisals. The use of humor in the support conversation (e.g., those who answered 

“yes” to using humor) predicted more empowerment than those who did not use humor. 

Positive humor used by a seeker positively predicted a seeker’s coping efficacy and 

empowerment; however, the relationship between positive humor and coping efficacy 

disappeared when stigma was taken into account. Coping efficacy and empowerment 

positively predicted comforting quality. Humor orientation of the seeker was also 

positively related to coping efficacy and empowerment. Additionally, participants who 

rated their MHC symptoms as extremely severe reported significantly lower levels of 

humor orientation than those who rated their symptoms as not severe. Interestingly, while 

self-stigma predicted the use of negative humor, it did not predict the use of positive 

humor.  

Implications 

 Stigma. One of the more significant findings of this study is the influential and 

negative role self-stigma plays in important facets of the support process for individuals 

with MHCs. This is consistent with previous research that has found stigma to have a 

strong and negative effect on individuals’ lives (Calear et al., 2016; Catona et al., 2016; 

Link et al., 1997). When stigma was introduced to the model, several relationships 

disappeared, including the relationship between positive humor and coping efficacy. 
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Perhaps the internalization of stigma creates an overwhelmingly negative bias that 

dominates how an individual seeks support and perceives received support. This is 

further demonstrated by studies that found stigma negatively affects an individual’s self-

concept, such that “…life becomes organized around a stigma as the stigma becomes a 

focal point of self-perception” (Fife & Wright, 2000, p. 51). In other words, stigma may 

dictate most interactions and encounters to some extent by affecting how individuals 

choose to communicate with others, as well as how they interpret others’ communication 

(Crandall & Coleman, 1992; Fife & Wright, 2000; Jones, 1984). Thus, stigma’s strong 

influence on an individual’s sense of self may explain why stigma has such an impactful 

effect on humor, coping efficacy, empowerment, and comforting quality within this 

study. 

While stigma had a significant influence on many of the variables in this study, 

two of the strongest relationships arose from self-stigma’s effect on coping efficacy and 

comforting quality. Results show that increased self-stigma predicts less coping efficacy. 

Self-stigma’s direct and negative effect on coping efficacy is consistent with prior 

research in which stigma leads to ineffective coping (Catz et al., 2002). Results from this 

study also established that increased self-stigma predicts worse comforting quality. This 

supports previous findings in which stigma negatively affects support seeking, perceived 

support, and support outcomes (Wagner, Kunkel, Asbury, & Soto, 2016; Zhu, Smith, & 

Parrott, 2017). Stigma’s negative effect on coping efficacy and comforting quality attests 

to the power of stigma and the magnitude of its effect on an individual’s sense of self 

(Fife & Wright, 2000). It is essential for research to continue examining ways to reduce 
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stigma because this may be the first step involved in aiding individuals with MHCs to 

receive better support outcomes.  

 Humor. This study was also important for establishing humor’s relevance when 

seeking support, especially for stigmatized topics like MHCs. Previous research has 

noted humor’s effect as it used by a support provider (Bippus, 2000a), but no study to 

date has examined the use of humor by a seeker. The results from this study indicate the 

majority of people use humor when seeking support. Additionally, this study established 

humor is used in the context of stigma. While perhaps not intuitive to use humor when 

seeking support for stigmatized problems like MHCs, this finding supports previous 

literature in which humor can be used to lessen embarrassment (Francis et al., 1999), 

confront stereotypes (Chapple & Ziebland, 2004), and aid with coping (Makoae et al., 

2008). 

One of those most significant findings of this study arose from negative humor’s 

mediating role in the relationship between self-stigma and coping efficacy. Stigma has a 

direct and negative effect on coping efficacy; however, when negative humor is 

introduced in the model as a mediator of this relationship, coping efficacy drastically 

improves. To explain how negative humor may actually increase coping efficacy in the 

context of stigma, it is helpful to understand previous studies on self-stigma and MHCs. 

Prior research has found a paradox in which some individuals with MHCs have lowered 

self-esteem because of their self-stigma, whereas others “…become righteously angry 

because of the prejudice that they have experienced” (Corrigan & Watson, 2002, p. 36). 

This anger can actually fuel empowerment and energize individuals who internalize the 

stigma of their MHC (Chamberlin, 1978; Corrigan & Watson, 2002; Deegan, 1990). 
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Thus, an individual’s use of negative humor when seeking support for their MHC may be 

an extension of this righteous anger that actually empowers people and increases coping 

efficacy, as seen in the model. Although the use of negative humor may be mean-spirited, 

face-threatening, or aggressive (Martin et al., 2003; Samson & Gross, 2012; Zajdman, 

1995), it may be another outlet for the “righteous anger” described by Corrigan and 

Watson. Hence, because righteous anger energizes some individuals with MHCs to battle 

prejudices, negative humor may be functioning in the same capacity, which therefore 

increases an individual’s coping efficacy.  

Another substantial finding of this study is positive humor’s effect on coping 

efficacy and empowerment. The findings show more positive humor used while seeking 

support results in more coping efficacy and empowerment. Conversely, negative humor 

predicted coping efficacy only when it mediated the relationship between stigma and 

coping efficacy. These findings are consistent with previous findings that humor can be 

used to promote acceptance of stressors (Albrecht & Adelman, 1987), release tension or 

negative emotions (Bippus, 2000a), and increase coping efficacy (Booth-Butterfield et 

al., 2014). More importantly, the findings of this study extend research on how different 

types of humor (positive vs. negative) affect support outcomes.  

Overall, the findings in this study demonstrate that the use of humor when seeking 

support for MHCs is likely to increase a participant’s coping self-efficacy. This has 

tremendous implications for future research and interventions to aid individuals with 

MHCs. Prior research has documented that seeking support can be a stressful process, 

especially for individuals with MHCs or other stigmatized health problems (Derlega et 

al., 2003; Gulliver et al., 2010; Williams & Mickelson, 2008), but humor may be a 
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strategy used by these individuals to make seeking support less stressful. This study 

provides initial evidence that humor as a strategy for seeking support may increase 

reappraisals and support outcomes, which can therefore reduce many of the harmful 

effects of stigma.  

Mental health conditions. Another interesting finding from the study 

demonstrates that individuals receiving treatment for their MHC are more motivated to 

seek support than those who are not receiving treatment. This runs counter to 

expectations that people not receiving treatment for their MHC would need more support 

due to their lack of treatment. Perhaps this result, like many results in this study, arose 

due to stigma. Prior studies have established the stigma of MHCs inhibits individuals 

from seeking care and support, especially because these individuals want to avoid being 

labeled “mentally ill” (Narrow et al., 2000; Rüsch et al., 2005). Individuals who are 

currently receiving treatment for their MHC would have had to overcome some 

components of stigma to gain access to treatment. Thus, perhaps individuals already 

seeking treatment for their MHC are more comfortable with seeking support for their 

MHC, which in turn makes them more motivated to seek support. Conversely, those who 

are not receiving treatment may not be comfortable seeking support for their MHC, or 

they may view seeking support for their MHC as too stressful (Derlega et al., 2003; 

Gulliver et al., 2010; Williams & Mickelson, 2008). Both of these factors may explain 

why individuals not receiving treatment for their MHC are less motivated to seek support.  

Results from this study further established that individuals who describe their 

MHC symptoms as extremely severe are more motivated to seek support for their MHC, 

yet report poorer support outcomes. This suggests that individuals with MHCs who need 
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support the most and are more motivated to seek support are not receiving sufficient 

support. One explanation for this could be support providers’ limited understanding of 

helping individuals with MHCs. Drawing on a study that examined support after 

bereavement, results showed that support providers did not know what to say or do to 

help the person who recently suffered a loss, which affected receivers to perceive the 

support attempts as poor (Lehman, Ellard, & Wortman, 1986). Providers being at a loss 

for what to say may extend to this study; perhaps providers do not know how to help an 

individual with severe MHC symptoms, especially if that provider has no prior 

experience with MHCs. This explanation is also supported by previous research that 

discovered support networks for individuals with MHCs are lacking because support 

providers do not understand the experiences of individuals with MHCs, thus limiting 

their support proficiency (Knight, Wykes, & Hayward, 2003; Veltman, Cameron, & 

Stewart, 2002). Lack of understanding can lead to providers denying an individual’s 

MHC, limiting their propensity to discuss another person’s MHC, or inducing emotions 

of resentment and fear (Veltman et al., 2002); all of which could lead to reduced support 

outcomes for an individual with a MHC. 

Finally, the model developed in this study demonstrates coping efficacy mediates 

comforting quality, such that people with MHCs who feel more capable of coping 

following a supportive interaction also perceive better support. This is extremely 

important for individuals with MHCs because previous research has noted individuals 

with stigmatized problems are more likely to experience stress and loneliness (Wiener et 

al., 2000), but support can counteract these negative effects (Albrecht et al., 1992; Cohen 

& Syme, 1985). Thus, if previous research demonstrates maximizing support lessens the 
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negative effects of stigma, then it is imperative future research examines coping efficacy 

as a mediator of the relationship between stigma and support. Doing so may increase 

understandings of how to increase the coping efficacy of an individual with a MHC, thus 

resulting in higher levels of perceived support.  

Theoretical implications. This study also extends knowledge of reappraisals in 

the context of seeking support for a stigmatized problem. First, the findings of this study 

expand the classification of reappraisals in the form of two dimensions: coping self-

efficacy and empowerment. The support literature has predominantly studied reappraisals 

from the perspective of changing an individual’s thoughts about the stressor (e.g., their 

MHC in this study; Jones & Wirtz, 2006); however, examining reappraisals through 

coping efficacy and empowerment builds on support literature by identifying alternative 

ways of assessing reappraisals. In the context of this study, coping efficacy entailed an 

individual’s confidence to cope effectively, whereas empowerment encompassed an 

individual’s ability to gain control over one’s life and achieve personal goals. These 

dimensions still concur with the theory of conversationally induced reappraisals that 

posits reappraisals help individuals express thoughts and feelings to encourage 

individuals to modify their goals or coping efforts (Burleson & Goldsmith, 1998). 

Second, this study increases knowledge on factors (i.e., positive humor and 

negative humor) that influence reappraisals. Findings showed that positive humor led to 

more reappraisals through both coping self-efficacy and empowerment, whereas negative 

humor led to reappraisals when mediating the relationship between stigma and coping 

self-efficacy. The general use of humor when seeking support for MHCs affected both 

reappraisals (coping efficacy and empowerment) and comforting quality, making it an 
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influential factor in the reappraisal process. This finding builds on limited research that 

has identified other factors (e.g., turn-taking and elaboration of feelings) that increase 

positive reappraisals following a supportive interaction.  

Limitations and Directions for Future Research 

The results and implications from this study should be evaluated with limitations 

in mind. The scale utilized to assess the use of humor in an interaction was adapted from 

Gladding and Wallace’s (2016) conceptualizations of different types of humor. Hence, 

this scale was not previously validated nor used in a prior study, which may explain some 

of the limitations of the scale. Current research on humor is lacking a scale to assess an 

individual’s use of humor in a particular conversation. While scales do exist to examine a 

participant’s humor orientation or situational humor response (Booth-Butterfield & 

Booth-Butterfield, 1991; Martin & Lefcourt, 1984), future research on humor should 

consider the creation and validation of a scale that measures a participant’s self-report of 

their use of humor during a specific interaction. Additionally, an experimental design 

would help address these limitations. For example, observing if and how a person uses 

humor in an interaction could allow researchers to code for instances of humor. This may 

provide more reliable and valid results, while simultaneously limiting the reliance of self-

reports. 

 A similar limitation concerns the construct of humor itself and how it is defined. 

Previous research has noted that humor is complex (Graham et al., 1992), which leads to 

complications when attempting to define and measure it as a variable. Humor’s 

complexity as a variable may also explain why the results of this study did not find 

humor to have a directive effect on comforting quality. Future studies should implement 
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qualitative designs to fully capture humor and its purpose in conversations involving 

seeking support. Qualitative methods, such as interviews or focus groups, may help 

uncover how humor functions in such conversations in a more in-depth manner than 

survey designs allow for. Adding a qualitative component to compare and contrast with 

findings from quantitative studies about humor may also add insight into how researchers 

continue to define and study humor. 

Conclusion 

 Support is an essential part of well-being, and it is arguably even more vital for 

individuals who suffer from stigmatization. This study examined the influence of humor 

and stigma on reappraisals and outcomes of seeking support for MHCs. Results showed 

that stigma has a strong influence on many variables in the study, such that self-stigma 

negatively predicted coping self-efficacy and motivation to seek support. The use of 

positive humor when seeking support positively predicted coping efficacy and 

empowerment, whereas negative humor mediated the relationship between stigma and 

coping efficacy. Coping self-efficacy and empowerment were also strong predictors of 

comforting quality. The findings of this study extend knowledge on the understudied 

concept of support seeking, as well as build on the support literature of reappraisals. 

Additionally, this study identified strategies (i.e., positive humor and negative humor) 

that may reduce the stress accompanied by seeking support for a MHC, while 

simultaneously maximizing the benefits of received support. Taken together, the findings 

provide a deeper understanding of stigma’s negative effect on seeking support for MHCs 

and how humor can mediate this outcome. Future research can work to better understand 
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the relationship between humor and stigma to continue exploring how humor can be 

leveraged to decrease the effects of stigma and increase the benefits of support. 
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Appendix A 
 

Recruitment Message for Survey 
 

GRADUATE STUDY REQUIRING PARITICPANTS! 
 
Hi everyone! I am a graduate student in the Department of Communication at Wake 
Forest University, and I am running a research project conducted through WFU (IRB 
#00023023). The purpose of the study is to examine seeking support for mental health 
conditions. If you currently have a mental health condition and remember a time you 
sought support for your condition within the last month, please consider taking the time 
to complete this survey. 
 
The survey should take only 15 minutes to complete! Feel free to also pass this along to 
others who would be interested. Thank you! 
 
[Qualtrics Link] 
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Appendix B 
 

Survey Consent Form 
 
Study Description  
 
This is an online research study being conducted by researchers at Wake Forest 
University. The purpose of the study is to assess how people seek support for mental 
health conditions (e.g., anxiety, depression, PTSD, etc.). In this study, you will be asked 
to answer a series of questions about a specific time you sought support from a peer, 
partner, family member, or other person about a mental health condition. The surveys 
will be collected online through a program called Qualtrics. The research is for academic 
purposes. Survey completion takes approximately 15 minutes. 
 
Your participation in this research is completely voluntary. You may discontinue your 
participation at any time without penalty by closing your browser window. Any 
responses entered to that point will be deleted. You may also choose not to answer any 
question(s) you do not wish to answer for any reason. 
 
Possible Risks and Benefits 
  
You will receive no direct benefits from participating in this research study. However, 
your responses may help us learn more about interpersonal communication. 
 
There are no foreseeable risks involved in participating in this study other than those 
encountered in day-to-day life. 
    
Confidentiality 

 
The study team will take precautions to protect the confidentiality of your information, 
including collecting no clearly identifying information.  
 
Please note, however, that while in transmission on the internet, your responses may not 
be entirely secure. Your survey data will be stored on a secure server maintained by 
Qualtrics. In this data file, your data will not be linked to your identity in any way. The 
downloaded survey data will be kept in a secure location. Only authorized study team 
members will have access to the research records and passwords for office computers and 
networks will be protected. When research data are no longer scientifically useful, they 
will be destroyed. The information obtained from this study will be used for research 
purposes only.  
 
You have the right to ask questions. Contact Lauren Peters at (515)-249-9497 or 
petele16@wfu.edu with questions, complaints, or concerns about this research. You can 
also call this number if you feel you have been harmed as a result of your participation in 
this research study. If you have questions about your rights as a research subject, contact 
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the Office of Research and Sponsored Programs, 336-758-5888. We encourage you to 
print or save a copy of this page for future reference. 
 
Electronic Consent 
 
By clicking “I agree”, you indicate that you are at least 18 years old, have read this 
document in its entirety, and you are willing to participate in this research project. When 
you click “I agree” you will advance to the survey. 
 
If you do not wish to participate, please close your browser window.!
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Appendix C 

Questions from the Motivation to Seek Support Scale 

1. I feel like I need to talk to someone about my mental health condition.   
2. My mental health condition has motivated me to seek support.  
3. I feel no need to talk about my mental health condition.  
4. My mental health condition is stressful enough to motivate me to talk about it 

with someone.  
5. I am interested in what others have to say about my mental health condition. 
6. I want to reach out to people close to me to talk about my mental health condition. 
7. I would like to get support or comfort from people close to me about topics 

surrounding my mental health condition. 
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Appendix D 

Questions from the Humor Scale 

1. During the interaction, I used comical personal stories. 
2. During the interaction, I used jokes. 
3. During the interaction, I used puns. 
4. During the interaction, I used humorous sayings or expressions. 
5. During the interaction, I used irony. 
6. During the interaction, I used hyperbolic statements to demonstrate exaggeration 

or outsized characterization. 
7. During the interaction, I used self-enhancing statements to demonstrate my 

humorous outlook on life to maintain self-esteem and cope with stress.  
8. During the interaction, I used humor that poked fun at social institutions and 

policies. 
9. During the interaction, I used humor or sarcasm that targeted an individual rather 

than an institution. 
10. During the interaction, I used grim or depressing humor dealing with misfortune. 
11. During the interaction, I used humorous remarks directed at the listener’s personal 

appearance or foibles. 
12. During the interaction, I used unsubtle humor marked by coarse jokes and sexual 

situations. 
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