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Abstract: Youth mental health concerns, including substance abuse, continue to rise. With high co-
morbidity rates and a marked lack of representation from diverse groups in study conceptualization,
measurement, and implementation, efforts to understand factors impacting youth mental health from
a cultural lens are needed. The theory of emotionality stigma posits that many mental health concerns
can be understood based on one’s endorsement of emotionality stigma—the experience of stigma
around emotions—which manifests within one’s context. Informed by this theory, the current study
aimed to adapt and test a measure of emotionality stigma for diverse youth in combined mental
health and substance use treatment. Targeted youth focus groups informed the adaptation of the pre-
existing Emotionality Stigma Scale for implementation with diverse youth. Using a mixed methods
approach, this measure was then tested for relevance, reliability, and validity in an outpatient youth
clinic. Patients (N = 58, aged 13 to 21) reported their emotionality stigma, values, and attachment
as part of routine monitoring. Based on qualitative feedback and quantitative analysis, our results
illustrate the reliability and validity of the adapted Emotionality Stigma Scale and the relevance of
this new measure for assessing youth mental health concerns and treatment outcomes. Areas for
continued research are identified, and recommendations for implementation in conceptualization
and treatment are provided.
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1. Introduction

Despite ongoing efforts to address youth mental health concerns, rates of mood
disorders [1] and substance use [2,3] in adolescents continue to rise. These growing
mental health concerns are frequently comorbid, resulting in increased risk of additional
issues, including impacted academic, social, and emotional functioning [4–8] and life-
long symptomatology [9]. These issues are further perpetuated by systemic factors that
disproportionately impact diverse youth, including socioeconomic status, experiences
of discrimination, and intergenerational trauma [10,11]. However, theory, practice, and
research centering culture and youths’ lived experiences are limited [12], and there is a
marked lack of support for prevention [13,14] and intervention [15,16] efforts in diverse
populations. As such, continued research aimed at informing and improving prevention
and intervention efforts that specifically center the lived experiences of diverse youth
is needed.

Seely and Mickelson [17] proposed a theory that may be applicable to this work.
Specifically, they theorized that a stigma has formed around the experience and expression
of emotions. This theory was conceptualized around differences in socialization based
on sociocultural factors and centers the role of culture from a theoretical and empirical
standpoint [17,18]. Research has found emotionality stigma to be linked with emotion
regulation, including suppression, expression, and concealment, as well as mental health,
including depression, anxiety, and aggression [19].
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Central to the conceptualization of emotionality stigma is identifying views of emotion-
ality as an important factor related to mental health concerns that may show up differently
based on culture [17,18]. An individual’s views on emotionality, shaped by their cultural
values and norms, can influence the ways they process and regulate their emotions [20,21].
Indeed, emotion regulation and processing have both been identified as core factors related
to comorbid mental health and substance use concerns [22–24]. According to Koole [25],
emotion regulation is a process of redirecting and handling one’s emotions. Depending on
the person and their experiences, a situation can either result in an increased emotional re-
sponse (up-regulation) or a decreased emotional response (down-regulation). The benefits
of these different regulatory techniques are dependent upon the situation and the purpose
of regulation. When used constructively, both up-regulation and down-regulation have
been associated with increased well-being [23], an important protective factor for mental
health and substance use concerns. In contrast, dysfunction in emotion processing—how
an individual takes in their emotional experiences following a disturbing event [26]—is
related to mental health and substance use concerns [24].

Difficulty properly regulating emotions along with beliefs about emotionality have
been identified as transdiagnostic factors for mental health disorders [19–30]. For example,
recent research on emotion beliefs has found that the way one views emotions impacts
their expression, the use of adaptive regulation techniques, and mental health [27–29]. This
research aligns with that of emotionality stigma, which has identified a relationship between
stigmatized views of emotions, emotion regulation, and mental health concerns [19]. While
research on views of emotionality is advancing and expanding into adolescent realms [30],
the majority of research in this area has focused on adult populations. Furthermore,
emotionality stigma may be uniquely important in understanding mental health as it
focuses on generationally and societally transmitted biased views about emotions [17,18],
which have the potential to limit help seeking behavior [31] and perpetuate internalized
stigma [32].

Given the documented role of emotion processing in both mental health and sub-
stance use [22–24], the application of the theory of emotionality stigma [17,18] could be a
meaningful step in improving our understanding of these co-morbid diagnoses in youth.
Furthermore, as emotionality stigma accounts for context-dependent judgements and
prejudices that may underly emotion expression [18], application in clinical spheres may
improve treatment processes and outcome monitoring from a culturally informed, the-
oretical lens. However, although the underpinnings of emotionality stigma are widely
applicable, the theory has only been empirically tested in adult populations [19]. The
research supported the three theorized dimensions of emotionality stigma—stigma en-
dorsement, stigma resistance, and differential treatment—and illustrated the reliability and
validity of the scale in a large, diverse adult sample. Adapting this measure to be used with
adolescent populations impacted by co-morbid mental health and substance use concerns
has research implications (e.g., improving our understanding of the role of emotionality
stigma as a risk factor related to youth mental health and substance use), as well as clinical
utility (e.g., informing treatment and progress monitoring).

Given the vast need for effective mental health treatment, as well as culturally re-
sponsive efforts and measurement, the current study sought to (a) adapt a measure of
emotionality stigma for youth and (b) apply and test this measure within an adolescent
treatment setting specialized in providing care for youth presenting with co-morbid mental
health and substance use concerns. Based on these two aims, we hypothesized that the
construct of emotionality stigma would hold within the adolescent population and that
an adapted measure informed by adolescent focus groups would be positively correlated
with the original measure and negatively correlated with measures of well-being (e.g., an
adolescent’s values and level of attachment). We also proposed that we would find the
same three underlying domains of emotionality stigma (e.g., stigma endorsement, stigma
resistance, and differential treatment) and that the adapted scale would meet reliability
standards at the subscale and total scale levels.
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2. Materials and Methods

Outcomes data are regularly collected as part of the program’s ongoing quality im-
provement procedures. These data are also used to inform programmatic and clinical
changes to enhance the delivery of services. This evaluation is part of a larger non-
randomized, retrospective chart review designed to determine whether interventions
aimed at reducing barriers to treatment are associated with an increase in engagement
in, retention, and completion of therapeutic programming amongst historically under-
served adolescents. This evaluation was reviewed and approved by the Colorado Multiple
Institutional Review Board (COMIRB # 23-2401).

Patients are referred to the Substance Treatment, Education, and Prevention (STEP)
program through community partners, including hospitals, care networks, physicians,
and self-referrals. Upon completing an intake to the STEP program, intake therapists
complete an assessment to determine the patient’s ASAM Criteria Level. The ASAM
Criteria are a unified set of standards for determining patient admission, continued ser-
vice, and transfer criteria by assessing patient needs in relation to six dimensions (e.g.,
Acute Intoxication and/or Withdrawal Potential; Biomedical Conditions and Complica-
tions; Emotional, Behavioral, or Cognitive Conditions and Complications; Readiness to
Change; Relapse, Continued Use, or Continued Problem Potential; and Recovering/Living
Environment [33]).

Only patients that qualified for ASAM Level 2.1 or higher (N = 58, aged 13 to 21)
were included in this study, as these patients receive a higher level of care and thus receive
more extensive routine monitoring than patients at a lower ASAM level. Standard care for
ASAM Level 2.1 patients includes individual therapy, case management, an optional group
curriculum, medication management, and parent support/consultation. Primary substance
use clinical presentations include, but are not limited to, alcohol use disorder, cannabis use
disorder, cocaine use disorder, methamphetamine use disorder, and opioid use disorder.
Co-occurring psychiatric disorders include, but are not limited to, adjustment disorder,
generalized anxiety disorder, major depressive disorder, posttraumatic stress disorder, and
social anxiety disorder. Patients consented to treatment at intake and continued to assent to
treatment by continuing to present to and engage in therapeutic interventions. No patients
who qualified for ASAM Level 2.1 were excluded.

As part of routine monitoring for patients qualified for ASAM Level 2.1, clinicians
asked patients to complete a questionnaire at the beginning of treatment, as well as 4 and
8 weeks into treatment to gage their progress. Included as part of this questionnaire are
the Emotionality Stigma Scale (ESS) [19] and two measures of well-being—the Valuing
Questionnaire (VQ) [34] and the Adolescent Attachment Questionnaire (AAQ) [35]. The
ESS is a 30-item measure created to assess an individual’s emotionality stigma across three
dimensions: stigma endorsement, stigma resistance, and differential treatment. Patients
reported the extent to which they agreed with each statement on a 4-point Likert Scale
(1 = strongly disagree; 4 = strongly agree). This scale has met reliability and validity
standards in an adult population [19]. The VQ consists of 10 self-report items that assess the
consistency with which an individual has been living in line with their values. Participants
responded using a 7-point Likert Scale (0 = not true at all; 6 = completely true), and items
were summed, with higher scores indicating more alignment with values. The VQ met
reliability standards in our sample with an internal consistency of α = 0.879. The AAQ is
designed to measure an adolescent’s level of attachment to their primary caregiver. Using
a 5-point Likert Scale (1 = strongly disagree; 5 = strongly agree), participants rated their
level of agreement on 9 items. These items were summed, resulting in adequate internal
consistency (α = 0.855).

Given that the Emotionality Stigma Scale (ESS) had not been tested within an adoles-
cent population, adolescent focus groups were utilized to adapt the measure. These focus
groups were voluntary and occurred in addition to standardized treatment. Participants
assented to participate in these focus groups and were permitted to leave the group at any
time. We held focus groups multiple times throughout a 3-month period. These groups
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ranged in size from 5–8 youth. Youth who participated in the voluntary focus groups
were representative of the study population in terms of level of care, race, ethnicity, age,
and socioeconomic status. During the focus groups, participating youth collaboratively
identified scale items that were relevant and irrelevant to their lived experience, made edits
to the language used in the items, and provided feedback regarding their understanding of
the meaning of each item. Based on focus group feedback, adjustments were made to the
scale, and the adapted scale was re-reviewed. This was an iterative process that resulted in
the 17-item Emotionality Stigma Scale for Adolescents (ESS-A) tested herein. The items
adapted and retained in the ESS-A were theoretically mapped onto the three dimensions of
emotionality stigma [19], with items reflecting stigma endorsement (e.g., “Some emotions
should not be expressed”), stigma resistance (e.g., “Emotions make life more meaningful”),
and differential treatment (e.g., “People who express their emotions are judged”).

Prior to hypothesis testing, we investigated the diversity of our sample using de-
scriptive statistics of age, gender, race, ethnicity, need for transportation assistance, and
insurance status. The factor structure was then assessed using exploratory factor analysis
(EFA). According to EFA sample recommendations [36,37], a minimum sample size of
50–55 would be needed to conduct the intended analyses based on estimated high factor
loadings and communities between items and the ratio of variables to factors. EFAs were
conducted for both the ESS and the ESS-A. For the ESS, we conducted EFA only to check the
factor structure in an adolescent population. Therefore, we utilized an EFA with Promax
rotation with three fixed factors defined according to emotionality stigma theory [17]. We
also considered the qualitative data collected during youth focus groups by identifying
trends in the feedback for the ESS and the adapted ESS-A. For the quantitative development
of the ESS-A, we conducted two separate EFAs with Promax rotation by comparing the
statistically driven factor solutions with one based on emotionality stigma theory [17]. The
first provided an eigenvalue to define the number of factors, whereas in the second EFA,
the three theorized factors were specified. With these different analyses as evidence, we
used the Kaiser criterion, a scree plot, theory, and parallel analysis to define item exclusion
and ultimately identify the best-fitting factor solution. Reliability was assessed using in-
ternal consistency analyses of the items and correlations of subscale and total scale scores
across two timepoints. To test validity, correlations of the ESS-A with the original ESS and
adolescent well-being measures (VQ and AAQ) were also conducted.

3. Results
3.1. Sample Descriptions

The sample consisted of 58 adolescents aged 13–21 (M = 15.79, SD = 1.65) in combined
mental health and substance use treatment. The majority of participants identified as men
(62.1%), with women (32.8%) and transgender and non-binary adolescents (5.2%) also
represented. Our sample was diverse, with participants identifying as Hispanic (34.5%),
Black (6.9%), American Indian or Alaskan Native (3.4%), Multiracial (15.5%), and White
(39.7%). Most participants required transportation assistance to attend therapy sessions
(55.2%) and were either insured through Medicaid or uninsured (63.8%).

3.2. Exploratory Factor Analyses and Internal Consistency for ESS

In support of the hypotheses, the construct represented in the original ESS remained
consistent overall in the adolescent sample, but it illustrated notable differences, further
supporting the need for an adapted measure. Specifically, although the 3-factor solution
produced results that mapped onto the three dimensions of emotionality stigma [17] and
followed a similar structure to that supported in an adult sample [19], multiple items loaded
onto different dimensions (Table 1), and the overall fit of the factor solution was inadequate
(KMO = 0.459). Furthermore, reliability statistics illustrated less internal consistency of
the dimension items than supported in past research [19], with internal consistencies
of 0.732, 0.693, and 0.866 for stigma endorsement, stigma resistance, and differential
treatment, respectively.
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Table 1. EFA factor loadings for ESS based on 3-factor solution.

Item 1 2 3

22. Emotional people don’t socialize as much as they used to because being emotional
might make them look or behave “weird.” 0.827 0.129 −0.107

23. Negative stereotypes about emotionality keep emotional people isolated from the
“normal” world. 0.694 0.221 −0.100

25. Being around people who aren’t emotional makes emotional people feel out of place or
inadequate. 0.638 −0.183 −0.455

21. Emotional people don’t talk about themselves much because they don’t want to burden
others with their emotionality. 0.609 0.144 −0.155

9. People feel embarrassed or ashamed when they are emotional. 0.601 0.139 −0.243
24. Emotional people stay away from social situations in order to protect their family or
friends from embarrassment. 0.593 −0.220 0.116

19. People often patronize those who are emotional, just because they are emotional. 0.578 0.347
26. Emotional people avoid getting close to people who aren’t emotional to avoid rejection. 0.562
18. People ignore people who are emotional or take them less seriously just because they
are emotional. 0.524 0.380

13. When people are emotional, they need others to make most decisions for them. 0.438 0.197 −0.437
17. Others think that people who are emotional can’t achieve much in life. 0.420 −0.211 0.211
11. People who are emotional feel inferior to others who are not emotional. 0.276 −0.227 0.228
15. Emotional people can’t contribute anything to society. 0.758 0.146
28. Emotional people can have a good, fulfilling life, despite their emotionality. * 0.269 0.746 0.195
29. Emotional people make important contributions to society. * 0.612 0.158
3. Emotions allow people to be imaginative and/or creative. * −0.148 0.568 0.224
6. Emotions makes me unique. * 0.539 0.160
14. Emotional people cannot live a good, rewarding life. 0.338 0.534
1. Emotions let people think in interesting and insightful ways. * −0.193 0.440 −0.163
12. Stereotypes about emotionality are valid. 0.413
27. In general, emotional people are able to live life the way they want to. * 0.272 0.409
30. Living with emotions makes people tough. * −0.294 0.317
10. People who are emotional should be disappointed in themselves for being emotional. 0.291 0.152
7. People should feel out of place in the world if they are emotional. 0.114 0.236 −0.110
5. Emotions are a source of weakness. −0.237 0.585
8. Emotions spoil peoples’ lives. 0.183 0.537
4. Emotions have made my life more meaningful. * 0.222 0.513
2. Emotions make people less productive. 0.184 0.500
16. People discriminate against individuals who are emotional. 0.375 −0.328 0.470
20. Nobody would be interested in getting close to someone who is emotional. 0.185 0.400

Note: Items are listed in the order indicated based on the 3-factor solution. Bolded values represent those loading
onto each factor. Underlined items indicate items that are loading differently than the factor solution in adult
populations [19]. * = reverse-coded item.

3.3. Qualitative Feedback on the ESS and the ESS-A

Through the course of the utilized focus groups, participating youth provided qualita-
tive feedback on the theory of emotionality stigma as well as the original measure and the
collaboratively adapted measure. Overall, youth found the concept of emotionality stigma
to be relevant, sharing experiences in their lives and families in which emotionality stigma
has impacted them. Participating youth also shared their own endorsement of stigma
around specific emotions, identifying that some emotions feel “safer” to express.

When asked to provide feedback on the original ESS, youth identified items that were
relevant to them (e.g., “Emotions have made my life more meaningful”, “People ignore
people who are emotional or take them less seriously just because they are emotional”) as
well as items that felt less relevant to their lived experience (e.g., “Emotional people cannot
live a good, rewarding life”, “Emotions make me unique”). In addition, youth identified
specific words as confusing or unhelpful (e.g., “patronize”, “inadequate”, “inferior”) and
shared that the overall length of the ESS made it difficult to maintain attention and effort.
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Following the iterative process of creating the ESS-A, youth provided positive feed-
back, appreciating the decreased length, the simplified language and sentence structure,
and the increased application to their experiences. While some groups provided feedback
that the measure was still too long, in a collaborative discussion about what items to
remove, it was determined that the remaining items were theoretically important to the
purpose of the measure. Therefore, the 17 items were retained for the purpose of this
evaluation, with empirically supported item reduction as a goal.

3.4. Exploratory Factor Analyses and Internal Consistency for ESS-A

Where the original ESS illustrated some discrepancies from the original measurement
findings, the adapted ESS-A supported a 3-factor solution aligned with the three theoretical
dimensions—stigma endorsement, stigma resistance, and differential treatment. Although
the Kaiser criterion suggested a 4-factor solution, the scree plot (Appendix B) and the theory
supported 3 factors. Furthermore, in the 4-factor solution, the 4th factor had an eigenvalue
of 1.128, only accounting for 6.63% of the variance in the model (Appendix B).

Given the conflicting support for a 4-factor solution and a 3-factor solution, the factor
loadings of these solutions were compared (Table 2). Overall, the 4-factor solution and the
3-factor solution were highly consistent, with all but one item (item 6: “Some emotions
should not be expressed”) loading onto the same 3 factors. In the 4-factor solution, this item
loaded onto the 4th factor, suggesting that this item may not capture the intended meaning
and may not meaningfully contribute to the overall scale. This was further supported in the
3-factor solution, where item 6 displayed low loadings and high cross-loadings. Based on
these statistical findings and considerations of the theoretical assumptions of emotionality
stigma, this item was excluded. Although in both factor solutions another item (item 17:
“I wish I could get rid of my emotions”) was flagged due to having high cross-loadings, as
the dimensions of emotionality stigma are theorized to correlate and this item is theoretically
relevant, it was retained in the final model. After item reduction procedures in which item 6
was removed, the EFA supported a 3-factor solution based on the Kaiser criterion, the scree
plot, and the theory, with the factors accounting for 69.73% of the variance in the model.

Table 2. EFA factor loadings and fit criteria for ESS-A, with the 3-factor solution compared to the
4-factor solution.

Item 3-Factor Solution 4-Factor Solution

1 2 3 1 2 3 4

14. People who express their emotions are judged. 0.883 0.883
12. Society takes emotional people less seriously. 0.817 −0.219 0.817 −0.204
8. Emotions make life harder. 0.799 0.245 0.782 0.283 0.292
16. I feel the need to hide my emotions. 0.768 0.803 0.202 −0.102
13. There is a societal message that emotions are bad. 0.760 −0.391 0.738 −0.390 −0.121 0.198
17. I wish I could get rid of my emotions. 0.715 0.673 −0.218 0.669 0.582 0.133
15. Emotions make one feel less than others. 0.598 0.189 0.568 0.175 0.210
6. Some emotions should not be expressed. 0.311 0.207 0.250 0.127 0.756
2. Emotions make you creative. * 0.856 0.106 0.835 0.345 0.159
1. Emotions make you insightful. * −0.143 0.757 0.132 −0.174 0.754 0.280 0.245
3. Emotions make life more meaningful. * 0.712 0.723 0.337
5. Emotions make you unique. * 0.707 −0.357 0.636 0.391 0.258
4. Emotions are important. * 0.599 0.266 0.592 −0.106 −0.131
11. There are stereotypes about being emotional. 0.454 −0.516 0.476 −0.504 −0.161 −0.150
7. Some people should not be emotional. −0.188 0.859 0.728 0.133
9. It is weird when people express emotions in public. 0.227 0.642 0.258 0.265 0.651 0.174
10. I withdraw from people when they are too emotional. 0.179 0.519 0.108 0.314 0.648 −0.105

Note: Items are listed in the order indicated based on the 3-factor solution. Coefficients below 1 were suppressed
and are not reported here. Bolded values represent those loading onto each factor. Underlined values indicate
cross-loadings with a difference between loadings of < 0.1. Underlined items indicate items considered for
exclusion based on low loadings, cross-loadings, or theoretical irrelevance; these items were excluded in the final
model. * = reverse-coded item.
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The final Emotionality Stigma Scale—Adolescents (see Appendix A.2) consisted of
16 items with subscales representing the three dimensions of emotionality stigma: the
stigma endorsement subscale (3 items, α = 0.688), the stigma resistance subscale (5 items,
α = 0.866), and the differential treatment subscale (8 items, α = 0.880). The total scale also
met reliability standards, with an internal consistency of α = 0.838.

3.5. Correlations Between ESS-A and Related Constructs

As hypothesized, the ESS and the adapted ESS-A were correlated in our sample at both
the subscale and the total scale level (Table 3). Furthermore, the ESS-A showed consistency
over time, with highly correlated scores across two timepoints (Table 4). Illustrating
convergent validity, as hypothesized, the ESS-A was negatively correlated with adolescents’
reports on the Valuing Questionnaire (r = −0.66, p < 0.001) and the Adolescent Attachment
Questionnaire (r = −0.39, p = 0.035).

Table 3. Bivariate correlations of ESS and ESS-A.

Measure 1 2 3 4 5 6 7 8

1. ESS: Stigma Endorsement __
2. ESS: Stigma Resistance 0.27 * __
3. ESS: Differential Treatment 0.13 −0.23 __
4. ESS: Total 0.67 *** 0.35 ** 0.72 *** __
5. ESS-A: Stigma Endorsement 0.45 * 0.19 0.20 0.45 * __
6. ESS-A: Stigma Resistance 0.13 0.19 0.09 0.20 0.38 * __
7. ESS-A: Differential Treatment 0.34 −0.11 0.62 *** 0.57 *** 0.27 −0.04 __
8. ESS-A: Total 0.44 * 0.04 0.58 *** 0.65 *** 0.63 *** 0.44 * 0.85 *** __
Mean 18.37 15.28 29.72 63.37 5.52 10.10 21.06 36.68
Standard Deviation 4.68 4.03 7.62 10.04 2.08 2.68 5.92 7.50

Note: * p < 0.05, ** p < 0.01, *** p < 0.001.

Table 4. Bivariate correlations of ESS-A across two timepoints.

Time Measure 1 2 3 4 5 6 7 8

1

1. ESS-A: Stigma Endorsement __
2. ESS-A: Stigma Resistance 0.28 * __
3. ESS-A: Differential Treatment 0.27 −0.04 __
4. ESS-A: Total 0.63 *** 0.44 * 0.85 *** __

2

5. ESS-A: Stigma Endorsement 0.62 ** −0.21 0.33 0.39 __
6. ESS-A: Stigma Resistance 0.19 0.71 *** −0.45 −0.02 −0.22 __
7. ESS-A: Differential Treatment 0.28 0.23 0.65 ** 0.71 *** 0.29 −0.26 __
8. ESS-A: Total 0.50* 0.42 0.53 * 0.76 *** 0.45 0.07 0.92 *** __

Mean 5.52 10.10 21.06 36.68 5.11 10.72 22.22 38.06
Standard Deviation 2.08 2.68 5.92 7.50 1.75 2.40 6.10 6.53

Note: * p < 0.05, ** p < 0.01, *** p < 0.001.

4. Discussion

The role of emotion processing in both mental health and substance use [24] and
the vast need for culturally informed prevention and intervention efforts [13–16] are well-
documented. Thus, we aimed to apply the theory of emotionality stigma [17,18] to a diverse
adolescent population to better understand the function of emotionality stigma in mental
health and substance use comorbidity for youth. Informed by adolescent focus groups,
we adapted the ESS [19] for adolescents in combined mental health and substance use
treatment. As hypothesized, the construct of emotionality stigma remained relevant in
the diverse adolescent population based on both youth reports and quantitative evidence.
Although the EFA of the ESS illustrated some inconsistency in the factor structure from
the structure found with adult populations [19], the adapted ESS-A followed the theorized
3-factor structure, with factors representing stigma endorsement, stigma resistance, and
differential treatment.
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In testing the ESS-A for reliability and validity, the results suggest that the measure
meets the standards. Internal consistencies ranged from 0.688 to 0.880, suggesting that
the items within each subscale were reliably assessing the same dimension. Across time,
adolescent reports on the measure remained consistent, providing support for test–retest
reliability. Regarding validity, the adapted measure was correlated with the original
measure (ESS), illustrating construct validity. We also found the ESS-A to be negatively
correlated with measures of well-being as hypothesized, suggesting convergent validity.

Overall, the results provide preliminary support for the applicability of emotionality
stigma in diverse adolescent populations. The adapted measure of ESS-A functioned well
within the sample population and met reliability and validity standards at the subscale
and the total scale levels. Given these findings, integrating emotionality stigma into future
research through the ESS-A is warranted. Theoretically, emotionality stigma may have vast,
transdiagnostic applications to mental health and substance use treatment [17,18], which
have gained preliminary empirical support in adult populations [19] and, through this
work, adolescent populations. Future research should continue to explore the construct
of emotionality stigma in both populations, including investigating it as a mechanism of
change in treatment settings.

Furthermore, given the diversity of our sample, emotionality stigma appears to be a
prevalent construct across various cultures. This suggests that the impact of emotionality
stigma on mental health and substance use disorders may be universal, while the ways
in which it manifests and interacts with cultural norms can differ significantly. Thus,
understanding these variations is crucial for developing culturally responsive interventions
that address this cross-culturally relevant construct. Given the relevance of emotionality
stigma across diverse populations, future research should continue investigating how
emotionality stigma functions within specific cultural contexts. Another important research
aim will be to explore ways in which emotionality stigma contributes to the development of
mental health and substance use disorders, as well as its impact on treatment intervention.
Such research could offer valuable insights into tailoring prevention and treatment efforts
in ways that are both culturally informed and effective.

In addition to the application of this work to future research and practice, the rele-
vance of emotionality stigma in both adolescent and adult populations [19] has important
ramifications for policy and systems-level change. Emotionality stigma is theorized to arise
from the emotion socialization process, shaped by the unique expectations of emotionality
in different groups [38–41]. Thus, movements to dismantle current emotionality norms
and to create systems in which emotion expression is safe for diverse groups have the
potential to actively diminish emotionality stigma. While this preliminary research calls for
systems-level change, community-level policies and resources to increase access to care,
as well as treatment strategies that integrate the role of emotionality stigma and relevant
contextual factors, are tangible first steps.

Our study has many strengths, including the diversity of our sample, the co-creation
of the adapted ESS-A measure through collaborative adolescent focus groups, and the
transdiagnostic orientation. This study also has limitations that are important to consider
in interpreting our findings. Most notably, given the context of our sample, we have a
relatively small sample size, which could increase the likelihood of both type 1 and type 2
errors. Relatedly, although we correlated the ESS and ESS-A, which is an important aspect
of assessing construct validity, these surveys were not completed at the same timepoint
due to patient time limitations. Therefore, it may be that the correlations between these
two measures would shift if they were administered in the same survey. Given that our
sample was in combined mental health and substance use treatment, the effect of treatment
effects on reports of emotionality stigma over time must also be considered, as well as the
generalization to non-clinical adolescent populations.

Considering our findings along with the limitations of this study, it is recommended
that future research investigate the applicability of emotionality stigma and the ESS-A in
larger clinical and non-clinical adolescent populations. Following additional empirical
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support for this measure and emotionality stigma as a transdiagnostic construct, efforts
to embed emotionality stigma into intervention and prevention efforts may increase the
effectiveness of such efforts for diverse youth and may provide an additional mechanism
of change that can be monitored throughout therapy via the ESS-A.

5. Conclusions

Emotion processing is a critical mechanism associated with mental health and sub-
stance use [24], two of the most prevalent issues impacting youth today [1–3]. Co-morbid
mental health and substance use concerns are highly impactful on an individual’s lived ex-
perience [4–9] and disproportionately effect diverse youth due to systemic factors, including
socioeconomic status, experiences of discrimination, and intergenerational trauma [10,11].
Applying culturally informed, transdiagnostic theories, such as the theory of emotional-
ity stigma [17,18], may be a meaningful pathway for improving current prevention and
intervention efforts. The current study provides preliminary support for the theory of
emotionality stigma as a meaningful construct and the ESS-A as a relevant measure for
diverse adolescent samples, including, specifically, adolescents in combined mental health
and substance use treatment. This study provides a pathway for additional research to
better understand the function of emotionality stigma in mental health and substance
use treatment with the goal of advancing our understanding of emotionality stigma as a
treatment mechanism, developing culturally informed treatment modalities, and inspiring
movements to increase the safety of emotionality at the community and societal levels.
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Appendix A.

Appendix A.1. Emotionality Stigma Scale [19]

Please indicate to what extent you agree or disagree with the following statements
(1 = strongly disagree; 4 = strongly agree).

1. Emotions let people think in interesting and insightful ways. *
2. Emotions make people less productive.
3. Emotions allow people to be imaginative and/or creative. *
4. Emotions have made my life more meaningful. *
5. Emotions are a source of weakness.
6. Emotions makes me unique. *
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7. People should feel out of place in the world if they are emotional.
8. Emotions spoil peoples’ lives.
9. People feel embarrassed or ashamed when they are emotional.
10. People who are emotional should be disappointed in themselves for being emotional.
11. People who are emotional feel inferior to others who are not emotional.
12. Stereotypes about emotionality are valid.
13. When people are emotional, they need others to make most decisions for them.
14. Emotional people cannot live a good, rewarding life.
15. Emotional people can’t contribute anything to society.
16. People discriminate against individuals who are emotional.
17. Others think that people who are emotional can’t achieve much in life.
18. People ignore people who are emotional or take them less seriously just because they

are emotional.
19. People often patronize those who are emotional, just because they are emotional.
20. Nobody would be interested in getting close to someone who is emotional.
21. Emotional people don’t talk about themselves much because they don’t want to

burden others with their emotionality.
22. Emotional people don’t socialize as much as they used to because being emotional

might make them look or behave “weird.”
23. Negative stereotypes about emotionality keep emotional people isolated from the

“normal” world.
24. Emotional people stay away from social situations in order to protect their family or

friends from embarrassment.
25. Being around people who aren’t emotional makes emotional people feel out of place

or inadequate.
26. Emotional people avoid getting close to people who aren’t emotional to avoid rejec-

tion.
27. In general, emotional people are able to live life the way they want to. *
28. Emotional people can have a good, fulfilling life, despite their emotionality. *
29. Emotional people make important contributions to society. *
30. Living with emotions makes people tough. *

* Reverse-coded items. Sum scores are used to calculate the subscales and the total
scales. Items 2, 5, 7, 8, 10, 12, 13, 14, 15, and 20 make up Stigma Endorsement. Items 1, 3, 4, 6,
27, 28, 29, and 30 make up Stigma Resistance. Items 9, 11, 16, 17, 18, 19, 21, 22, 23, 24, 25, and
26 make up Differential Treatment.

Appendix A.2. Emotionality Stigma Scale—Adolescents

Please indicate to what extent you agree or disagree with the following statements
(1 = strongly disagree; 4 = strongly agree).

1. Emotions make you insightful *
2. Some people should not be emotional
3. Emotions make you creative *
4. Emotions make life more meaningful *
5. I withdraw from people when they are too emotional
6. Emotions are important *
7. It is weird when people express emotions in public
8. Emotions make you unique *
9. Emotions make life harder
10. There are stereotypes about being emotional
11. Society takes emotional people less seriously
12. There is a societal message that emotions are bad
13. People who express their emotions are judged
14. Emotions make one feel less than
15. I feel the need to hide my emotions
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16. I wish I could get rid of my emotions

* Reverse-coded items. Sum scores are used to calculate the subscales and the total
scales. Items 2, 5, and 7 make up Stigma Endorsement. Items 1, 3, 4, 6, and 8 make up
Stigma Resistance. Items 9–16 make up Differential Treatment.
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Table A1. EFA Kaiser criterion.

ESS

Initial Eigenvalue Extraction SS Loadings Rotation SS
Loadings

Factor Total Variance Total Variance Total

1 5.857 19.522 5.321 17.736 4.930
2 3.785 12.617 3.163 10.544 3.998
3 2.802 9.339 2.153 7.177 2.847

ESS-A

Initial Eigenvalue Extraction SS Loadings Rotation SS
Loadings

Factor Total Variance Total Variance Total

1 5.382 31.661 5.070 29.824 4.597
2 4.565 26.854 4.252 25.013 4.391
3 1.413 8.314 0.967 5.689 3.299
4 1.128 6.634 0.759 4.462 2.072

Note: SS = sums of squared.

References
1. Centers for Disease Control and Prevention. Youth Risk Behavior Survey. Data Summary & Trends Report. 2023. Available

online: https://www.cdc.gov/healthyyouth/data/yrbs/pdf/YRBS_Data-Summary-Trends_Report2023_508.pdf (accessed on
16 May 2024).

2. Reinert, M.; Fritze, D.; Nguyen, T. The State of Mental Health in America 2022; Mental Health America: Alexandria, VA, USA, 2021.
3. Reinert, M.; Fritze, D.; Nguyen, T. The State of Mental Health in America 2023; Mental Health America: Alexandria, VA, USA, 2022.
4. Auerbach, R.P.; Tsai, B.; Abela, J.R.Z. Temporal relationships among depressive symptoms, risky behavior engagement, perceived

control, and gender in a sample of adolescents. J. Res. Adolesc. 2010, 20, 726–747. [CrossRef]
5. Gorrese, A. Peer attachment and youth internalizing problems: A meta-analysis. Child Youth Care Forum 2016, 45, 177–204.

[CrossRef]

https://www.cdc.gov/healthyyouth/data/yrbs/pdf/YRBS_Data-Summary-Trends_Report2023_508.pdf
https://doi.org/10.1111/j.1532-7795.2010.00657.x
https://doi.org/10.1007/s10566-015-9333-y


Int. J. Environ. Res. Public Health 2024, 21, 1523 12 of 13

6. Ogundele, M.O. Behavioural and emotional disorders in childhood: A brief overview for paediatricians. World J. Clin. Pediatr.
2018, 7, 9–26. [CrossRef] [PubMed]

7. Verboom, C.E.; Sijtsema, J.J.; Verhulst, F.C.; Penninx, B.W.; Ormel, J. Longitudinal associations between depressive problems,
academic performance, and social functioning in adolescent boys and girls. Dev. Psychol. 2014, 50, 247–257. [CrossRef] [PubMed]

8. Trautmann, S.; Rehm, J.; Wittchen, H. The economic costs of mental disorders. EMBO Rep. 2016, 17, 1245–1249. [CrossRef]
9. Lee, Y.Y.; Stockings, E.A.; Harris, M.G.; Doi SA, R.; Page, I.S.; Davidson, S.K.; Barendregt, J.J. The risk of developing major

depression among individuals with subthreshold depression: A systematic review and meta-analysis of longitudinal cohort
studies. Psychol. Med. 2018, 49, 92–102. [CrossRef]

10. Hankerson, S.H.; Moise, N.; Wilson, D.; Waller, B.Y.; Arnold, K.T.; Duarte, C.; Lugo-Candelas, C.; Weissman, M.M.; Wainberg, M.;
Yehuda, R.; et al. The Intergenerational Impact of Structural Racism and Cumulative Trauma on Depression. Am. J. Psychiatry
2022, 179, 434–440. [CrossRef]

11. Lavner, J.A.; Ong, M.L.; Carter, S.E.; Hart, A.R.; Beach, S.R.H. Racial discrimination predicts depressive symptoms throughout
adolescence among Black youth. Dev. Psychol. 2023, 59, 7–14. [CrossRef]

12. American Psychological Association. Clinical Practice Guideline for the Treatment of Depression Across Three Age Cohorts. 2019.
Available online: https://www.apa.org/depression-guideline (accessed on 16 May 2024).

13. Pössel, P.; Seely, H.D.; Marchetti, I. Similarities and Differences in the Architecture of Cognitive Vulnerability to Depressive
Symptoms in Black and White American Adolescents: A Network Analysis Study. Res. Child Adolesc. Psychopathol. 2024, 52,
1591–1605. [CrossRef]

14. Seely, H.D.; Pössel, P. Equity and inclusion in prevention: Is prevention efficacious in diverse groups? J. Consult. Clin. Psychol.
advance online publication.

15. Acevedo, A.; Harvey, N.; Kamanu, M.; Tendulkar, S.; Fleary, S. Barriers, facilitators, and disparities in retention for adolescents in
treatment for substance use disorders: A qualitative study with treatment providers. Subst. Abus. Treat Prev. Policy 2020, 15, 42.
[CrossRef]

16. Huey, S.J., Jr.; Park, A.L.; Galán, C.A.; Wang, C.X. Culturally Responsive Cognitive Behavioral Therapy for Ethnically Diverse
Populations. Annu. Rev. Clin. Psychol. 2023, 19, 51–78. [CrossRef] [PubMed]

17. Seely, H.D.; Mickelson, K.D. Role of Gender and Emotionality Stigma in Perceived Parental Emotion Dysregulation and Adult
Children’s Internalizing Symptoms. Sex Roles 2021, 85, 515–527. [CrossRef]

18. Seely, H.D.; Mickelson, K.D.; Chen, E. Emotionality Stigma: Theoretical Underpinnings of a New Construct. Pers. Soc. Psychol.
Rev, under review, under review.

19. Seely, H.D. Emotionality Stigma Scale: Measurement Development, Reliability, and Validity. Electronic Theses and Dissertations.
Paper 4398. 2024. Available online: https://ir.library.louisville.edu/etd/4398 (accessed on 1 October 2024).

20. Ford, B.Q.; Mauss, I.B. Culture and emotion regulation. Curr. Opin. Psychol. 2015, 3, 1–5. [CrossRef] [PubMed]
21. Butler, E.A.; Lee, T.L.; Gross, J.J. Emotion regulation and culture: Are the social consequences of emotion suppression culture-

specific? Emotion 2007, 7, 30–48. [CrossRef] [PubMed]
22. Aldao, A.; Gee, D.G.; De Los Reyes, A.; Seager, I. Emotion regulation as a transdiagnostic factor in the development of internalizing

and externalizing psychopathology: Current and future directions. Dev. Psychopathol. 2016, 28, 927–946. [CrossRef]
23. Cote, S.; Gyurak, A.; Levenson, R.W. The ability to regulate emotion is associated with greater well-being, income, and

socioeconomic status. Emotion 2010, 10, 923–933. [CrossRef]
24. Kemmis, L.K.; Wanigaratne, S.; Ehntholt, K.A. Emotional processing in individuals with substance use disorder and posttraumatic

stress disorder. Int. J. Ment. Health Addict. 2017, 15, 900–918. [CrossRef]
25. Koole, S.L. The psychology of emotion regulation: An integrative review. Cogn. Emot. 2009, 23, 4–41. [CrossRef]
26. Rachman, S. Emotional processing. Behav. Res. Ther. 1980, 18, 51–60. [CrossRef]
27. Becerra, R.; Naragon-Gainey, K.; Gross, J.J.; Ohan, J.; Preece, D.A. Beliefs about emotions: Latent structure and links with emotion

regulation and psychopathology. J. Affect. Disord. Rep. 2024, 16, 100728. [CrossRef]
28. Ford, B.Q.; Gross, J.J. Why beliefs about emotion matter: An emotion-regulation perspective. Curr. Dir. Psychol. Sci. 2019, 28,

74–81. [CrossRef]
29. Waizman, Y.H.; Sedykin, A.E.; Guassi Moreira, J.F.; Saragosa-Harris, N.M.; Silvers, J.A.; Peris, T.S. Emotion regulation strategies

and beliefs about emotions predict psychosocial outcomes in response to multiple stressors. Affect. Sci. 2023, 4, 275–290.
[CrossRef] [PubMed]

30. Ge, W.; Wang, H.; Chen, J.; Yang, X.; Wang, Y. How general control beliefs relate to depressive symptoms in adolescents: The
role of emotion controllability beliefs and emotion regulation. Curr. Psychol. J. Divers. Perspect. Divers. Psychol. Issues 2024, 43,
28531–28543. [CrossRef]

31. Clement, S.; Schauman, O.; Graham, T.; Maggioni, F.; Evens-Lacko, S.; Bezborodovs, N.; Morgan, C.; Rüsch, N.; Brown JS, L.;
Thornicroft, G. What is the impact of mental health-related stigma on help-seeking? A systematic review of quantitative and
qualitative studies. Psychol. Med. 2015, 45, 11–27. [CrossRef] [PubMed]

32. Drapalski, A.L.; Lucksted, A.; Perrin, P.B.; Aakre, J.M.; Brown, C.H.; Deforge, B.R.; Boyd, J.E. A model of internalized stigma and
its effects on people with mental illness. Psychiatr. Serv. 2013, 64, 264–269. [CrossRef]

33. Mee-Lee, D. The ASAM Criteria: Treatment Criteria for Addictive, Substance-Related, and Co-Occurring Conditions, 3rd ed.; Change
Companies: Carson City, NV, USA, 2013.

https://doi.org/10.5409/wjcp.v7.i1.9
https://www.ncbi.nlm.nih.gov/pubmed/29456928
https://doi.org/10.1037/a0032547
https://www.ncbi.nlm.nih.gov/pubmed/23566082
https://doi.org/10.15252/embr.201642951
https://doi.org/10.1017/S0033291718000557
https://doi.org/10.1176/appi.ajp.21101000
https://doi.org/10.1037/dev0001456
https://www.apa.org/depression-guideline
https://doi.org/10.1007/s10802-024-01218-5
https://doi.org/10.1186/s13011-020-00284-4
https://doi.org/10.1146/annurev-clinpsy-080921-072750
https://www.ncbi.nlm.nih.gov/pubmed/36854287
https://doi.org/10.1007/s11199-021-01237-2
https://ir.library.louisville.edu/etd/4398
https://doi.org/10.1016/j.copsyc.2014.12.004
https://www.ncbi.nlm.nih.gov/pubmed/25729757
https://doi.org/10.1037/1528-3542.7.1.30
https://www.ncbi.nlm.nih.gov/pubmed/17352561
https://doi.org/10.1017/S0954579416000638
https://doi.org/10.1037/a0021156
https://doi.org/10.1007/s11469-016-9727-6
https://doi.org/10.1080/02699930802619031
https://doi.org/10.1016/0005-7967(80)90069-8
https://doi.org/10.1016/j.jadr.2024.100728
https://doi.org/10.1177/0963721418806697
https://doi.org/10.1007/s42761-023-00187-0
https://www.ncbi.nlm.nih.gov/pubmed/37293683
https://doi.org/10.1007/s12144-024-06489-1
https://doi.org/10.1017/S0033291714000129
https://www.ncbi.nlm.nih.gov/pubmed/24569086
https://doi.org/10.1176/appi.ps.001322012


Int. J. Environ. Res. Public Health 2024, 21, 1523 13 of 13

34. Smout, M.; Davies, M.; Burns, N.; Christie, A. Development of the valuing questionnaire (VQ). J. Context. Behav. Sci. 2014, 3,
164–172. [CrossRef]

35. West, M.; Rose, M.; Spreng, S.; Keller, A.; Adam, K. Adolescent Attachment Questionnaire: A Brief Assessment of Attachment in
Adolescence. J. Youth Adolesc. 1998, 27, 661–673. [CrossRef]

36. Mundfrom, D.J.; Shaw, D.G.; Ke, T.L. Minimum sample size recommendations for conducting Factor Analyses. Int. J. Test. 2005, 5,
159–168. [CrossRef]

37. de Winter, J.C.; Dodou, D.; Wieringa, P.A. Exploratory Factor Analysis with Small Sample Sizes. Multivar. Behav. Res. 2009, 44,
147–181. [CrossRef]

38. Chaplin, T.M. Gender and Emotion Expression: A Developmental Contextual Perspective. Emot. Rev. J. Int. Soc. Res. Emot. 2015,
7, 14–21. [CrossRef]

39. Morris, A.S.; Silk, J.S.; Steinberg, L.; Myers, S.S.; Robinson, L.R. The Role of the Family Context in the Development of Emotion
Regulation. Soc. Dev. 2007, 16, 361–388. [CrossRef] [PubMed]

40. Castro, V.L.; Halberstadt, A.G.; Lozada, F.T.; Craig, A.B. Parents’ Emotion-Related Beliefs, Behaviors, and Skills Predict Children’s
Recognition of Emotion. Infant Child Dev. 2015, 24, 1–22. [CrossRef] [PubMed]

41. Havighurst, S.; Kehoe, C. The Role of Parental Emotion Regulation in Parent Emotion Socialization: Implications for Intervention.
In Parental Stress and Early Child Development; Deater-Deckard, K., Panneton, R., Eds.; Springer: Cham, Switzerland, 2017.
[CrossRef]

Disclaimer/Publisher’s Note: The statements, opinions and data contained in all publications are solely those of the individual
author(s) and contributor(s) and not of MDPI and/or the editor(s). MDPI and/or the editor(s) disclaim responsibility for any injury to
people or property resulting from any ideas, methods, instructions or products referred to in the content.

https://doi.org/10.1016/j.jcbs.2014.06.001
https://doi.org/10.1023/A:1022891225542
https://doi.org/10.1207/s15327574ijt0502_4
https://doi.org/10.1080/00273170902794206
https://doi.org/10.1177/1754073914544408
https://doi.org/10.1111/j.1467-9507.2007.00389.x
https://www.ncbi.nlm.nih.gov/pubmed/19756175
https://doi.org/10.1002/icd.1868
https://www.ncbi.nlm.nih.gov/pubmed/26005393
https://doi.org/10.1007/978-3-319-55376-4_12

	Introduction 
	Materials and Methods 
	Results 
	Sample Descriptions 
	Exploratory Factor Analyses and Internal Consistency for ESS 
	Qualitative Feedback on the ESS and the ESS-A 
	Exploratory Factor Analyses and Internal Consistency for ESS-A 
	Correlations Between ESS-A and Related Constructs 

	Discussion 
	Conclusions 
	Appendix A
	Emotionality Stigma Scale B19-ijerph-3257429 
	Emotionality Stigma Scale—Adolescents 

	Appendix B
	References

