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Abstract

Background: Health-related stigma is widely acknowledged as a threat to public health and a barrier to managing chronic
health conditions. Internalized stigma is a particularly strong predictor of poor health outcomes across health conditions,
yet few evidence-based interventions are available. Peer support and counseling have been investigated as interventions for
reducing internalized stigma. Typically, these interventions are developed and tested in disease-specific research, focusing
on one health condition in isolation from others. This approach may limit knowledge and dissemination of support for
health-related stigma across health conditions. Recent work has highlighted the need for research that breaks down traditional
silos by using cross-cutting approaches to understand and reduce stigma.

Objective: This study aimed to determine the feasibility and acceptability of a new group-based psychological intervention
designed to reduce internalized health-related stigma among adults with different stigmatized chronic physical health condi-
tions.

Methods: A group intervention that was initially designed to address internalized weight stigma was adapted to be generaliz-
able to other forms of internalized health-related stigma. This was done with input from Advisory Board members living
with different stigmatized chronic health conditions and health professionals who specialized in these conditions. Adults with
obesity, diabetes, HIV, skin diseases, chronic pain, or cancers were recruited to attend 12 weekly online group meetings. The
average session attendance rate was computed with and without makeup sessions. A treatment acceptability questionnaire
was completed at week 12. Primarily for feasibility testing, participants completed pre- and post-treatment questionnaires that
assessed internalized health-related stigma and other relevant aspects of mental health and health-related quality of life. At
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baseline, participants were also asked to report reasons for perceived discrimination. Data collection occurred from December
2023 through April 2024.

Results: In total, 10 adults were recruited within approximately 6 weeks, of whom § attended at least 1 treatment session and
completed post-treatment questionnaires, with a 80% retention. The average session attendance rate was 95.8% with makeup
sessions and 83.3% for those without makeup. Treatment acceptability ratings were high, with an overall acceptability rating
of approximately 6.5 (SD 0.5) out of 7. Medium to large effect sizes were observed for changes in internalized stigma and
some aspects of mental health. Almost all (n=7, 87.5%) of participants reported experiencing discrimination due to their health
conditions, which accompanied a wide range of other reasons for perceived discrimination.

Conclusions: Results showed high feasibility and acceptability of a transdiagnostic, online group psychological intervention
for internalized health-related stigma delivered to adults with different types of stigmatized chronic physical health conditions.
Given the small sample size and limited generalizability, testing in a large efficacy trial is needed to determine intervention

benefits.

JMIR Form Res 2025;9:€69548; doi: 10.2196/69548
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Introduction

Health-related stigma involves negative judgment, blame,
social rejection, and discrimination due to health conditions
[1]. Stigma has been well documented across many types of
chronic medical conditions that vary in key characteristics,
such as their visibility (vs concealability), perceived risk of
contagion, and perceived controllability [2,3]. For example,
adults with obesity, type 1 or type 2 diabetes, skin diseases,
HIV, chronic pain, and cancers face pervasive stigma for their
health conditions [1,4-6].

In addition to experiencing stigma from other people,
negative attitudes can be internalized by adults with these
health conditions, contributing to self-blame and self-devalu-
ation (ie, self-stigma) [7,8]. For example, individuals with
obesity who internalize weight stigma often apply nega-
tive stereotypes to themselves (eg, believing that they are
lazy or lack willpower) and blame themselves for their
weight, leading them to view themselves as a failure [9].
The internalization of health-related stigma is associated
with poor mental and physical health outcomes across
different health conditions, including increased loneliness,
depression, and anxiety, and reduced quality of life [1].
Internalized health-related stigma is also linked to reduced
engagement in self-management behaviors for chronic health
conditions—such as less healthy eating and physical activity,
impaired medication adherence, and avoidance of medical
appointments—which can further contribute to worse health
outcomes [9-13]. Internalized stigma due to health condi-
tions can interact with stigma related to other aspects of a
person’s identity, such as their age, gender, race, ethnicity,
or socioeconomic status [14,15]. The intersection of multiple
marginalized identities or characteristics can compound
stigma and its adverse health consequences [16-20].

Despite documented harms of stigma and its internaliza-
tion, few interventions exist to combat internalized health-
related stigma. Intervention approaches that have been
proposed include peer support and psychological counsel-
ing [21]. Some studies have found benefits of these inter-
ventions when tested to reduce internalized stigma due to
mental illness, HIV, or obesity [22-26]. However, such
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interventions have been relatively unstudied for most health
conditions (eg, cancers, skin diseases) [6,27]. Health-related
stigma is typically studied in disease-specific silos, despite
many similarities in the presentation and impacts of stigma
across health conditions [21]. Given the lack of interventions
for internalized stigma, an intervention that reduces internal-
ized stigma across different health conditions—rather than
a disease-specific intervention that benefits only 1 patient
population—could have the potential to enhance dissemina-
tion of and increase access to psychosocial support for adults
with chronic health conditions who have internalized stigma.
A “transdiagnostic” intervention could also address the needs
of adults with multiple chronic health conditions, as well
as leave space to address other intersecting marginalized
identities.

Transdiagnostic approaches are commonly used in mental
health care [28]. For example, skills groups can teach
evidence-based coping strategies (eg, mindfulness, cognitive
restructuring) to individuals with different types of mental
health concerns within the same group [29,30]. A transdiag-
nostic framework is less commonly applied to the treat-
ment of chronic physical health conditions, due in part to
the importance of understanding the specific etiology and
pathophysiology of each health condition and the unique
needs of each patient population. However, developing
a psychological intervention that addresses stigma trans-
diagnostically, across different stigmatized health condi-
tions, could have several benefits, including saving time
and resources. Disease-specific interventions also require
individual clinics or specialists to deliver treatment, while a
transdiagnostic intervention could be delivered in a central-
ized manner (eg, through referrals from different specialties
within a health system) and by a mental health provider who
does not need to have expertise in any 1 particular health
condition. Including individuals with different stigmatized
health conditions within the same groups could also serve
to further destigmatize their conditions by highlighting
commonalities and shared experiences among them, thus
emphasizing the universal nature of stigma and leading
individuals with chronic health conditions to feel less
isolated or “different” from others [8,31]. However, possi-
ble downsides of this approach include reduced capacity to
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tailor interventions to address the specific challenges faced by
patients with certain health conditions, and the potential for
individuals who have internalized stigma to feel uncomforta-
ble discussing their health conditions with individuals who
do not share their same diagnoses. Given the novelty of this
proposed transdiagnostic approach to addressing health-rela-
ted stigma, preliminary research to assess feasibility and
acceptability is warranted.

The present study was an early-phase (stage 1 [32])
investigation of a transdiagnostic, online, group-based
psychological intervention designed to reduce internalized
health-related stigma across different stigmatized chronic
physical health conditions. The primary aim of this study was
to determine the feasibility and acceptability of the interven-
tion. The study was conducted in preparation for a larger
planned randomized controlled clinical trial that will test the
efficacy of the intervention in comparison to general peer
support and a waitlist control.

Methods

Participants and Procedures

Participants were eligible if they had one or more of
the following health conditions: obesity; type 1 or type 2
diabetes; skin disease (eg, psoriasis, eczema, or vitiligo);
HIV; chronic pain; or cancer (including in remission).
These conditions represent a range of dimensions impor-
tant to stigma (eg, perceived controllability, contagion, and
concealability). Inclusion criteria also included self-repor-
ted perceptions and internalization of health-related stigma.
The latter criterion was determined by a cutoff score of
34 or higher on the Internalized Health-Related Stigma
(I-HEARTYS) Scale [33] (described below), with confirmation
by clinical interview that participants’ health condition(s)
negatively affected how they thought and felt about them-
selves. These criteria were included to ensure that the stigma
intervention would be relevant to participants and that the
study would include individuals who could benefit most from
it. Study candidates were excluded if they currently or in
the past 3 months received psychotherapy or psychosocial
or peer support or if they had been hospitalized for psychiat-
ric reasons in the past 6 months, due to potential confound-
ing effects of treatment. Additional exclusion criteria were
current, active suicidal thoughts or a reported suicide attempt
within the past year; a current alcohol or substance use
disorder that required immediate treatment; severe progres-
sion of disease (eg, end-of-life) or undergoing current acute,
intensive treatment (eg, chemotherapy or radiation); or a
current or past thought disorder, psychosis, or unmanaged
bipolar disorder, as these conditions require a higher level of
care and could interfere with the ability to participate in group
meetings.

Participants were recruited primarily from the Univer-
sity of Florida (UF) Health system. Using a database of
patients who agreed to be contacted for research studies,
emails describing the study were sent to adults with eligible
health conditions (in batches with equal numbers across the
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6 health condition categories) with a link to a pre-screen-
ing questionnaire to determine initial eligibility. Additional
efforts were made to recruit participants from community
health organizations and through referrals from UF Health
clinics. Study candidates who were initially eligible were
contacted to conduct a phone screening interview with a
research coordinator, followed by a virtual interview with
the principal investigator to confirm eligibility and provide
informed consent. During the virtual interview, the principal
investigator discussed with participants their comfort sharing
information about stigma in a group setting with others who
may have different health conditions from them, as well as
issues of privacy, confidentiality, and other concerns that
may arise from participating in group treatment. Privacy,
confidentiality, and group guidelines about treating others
with respect were also reviewed during the first group
meeting, with the goal of creating a safe and supportive
environment.

In the week before starting the intervention, partici-
pants completed baseline questionnaires online. Participants
received 12 weekly, 50-minute virtual treatment sessions led
by the principal investigator (a licensed psychologist) and
co-led by a doctoral student in clinical psychology. Partici-
pants who were absent from group sessions were offered brief
make-up phone sessions with the group leader or co-leader
within 1 week of the missed session. Participants completed
questionnaires again during week 12. Study staff tracked
adverse events reported by participants (none were deter-
mined to be related to the study).

Ethical Considerations

Study procedures were approved by the University of Florida
Institutional Review Board (IRB202201862). Informed
consent was obtained from all participants. Participants were
assigned identification numbers so that study data could be
analyzed in deidentified form, with only select study staff
having access to identifying information. Participants were
compensated with a US $50 electronic payment or debit card
after completing week 12 questionnaires.

Intervention

The intervention was adapted from the Weight Bias Inter-
nalization and Stigma (Weight BIAS) Program, which was
developed and tested for the purpose of reducing internalized
weight stigma among adults with obesity [34]. The Weight
BIAS program is a group intervention (incorporating peer
support) that uses evidence-based principles and strategies
from cognitive behavioral therapy and third-wave behavioral
therapies, tailored specifically to address internalized stigma.
To adapt the intervention, session topics and skills were
largely retained, but session content was made generaliza-
ble to other health conditions beyond obesity by including
examples relevant to other health conditions (eg, examples of
negative stereotypes or self-critical thoughts that individuals
with different health conditions may report). New topics and
skills were also added to address facets of stigma that may
not have been relevant to adults with obesity (eg, the topic of
disclosure for individuals with concealable health conditions).
All sessions were designed to be transdiagnostic—rather than
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having health condition-specific sessions or modules—so that
individuals with any of the included health conditions could
potentially benefit from each session. Some sessions also
included prompts to discuss interactions between stigma due
to health conditions and other identities.

Two Advisory Boards were formed to participate in
the intervention adaptation: a Community Advisory Board
comprised of adults representing each of the 6 categories
of health conditions included in the study, and a Health
Professional Advisory Board of researchers and clinicians
who specialized in these health conditions. Advisory Board
meetings were held online, in small groups, to discuss ideas
for the intervention and provide feedback on a prelimi-
nary outline of session topics. Advisory Board members
also provided feedback on the study design and structure
(eg, including individuals with different stigmatized health
conditions within the same treatment groups) in order to
prevent the inadvertent perpetuation or exacerbation of stigma
within the intervention or research study. Formal feedback
on session topics and materials was obtained via a Qualtrics
survey to determine acceptability and relevance of the content
to each patient population. Changes were made based on
this feedback (including incorporating specific examples of
stigma provided by Advisory Board members to include in
the treatment manual), and final treatment materials (includ-
ing the treatment manual and electronic participant handouts)
were disseminated to Advisory Board members prior to
starting the study.

Measures and Analyses

Feasibility was assessed for recruitment, retention, and
adherence. The recruitment goal was 10 participants, with
representation across the 6 categories of health conditions.
This criterion was based on recommendations for optimal
psychotherapy group sizes [31,35], and because the larger
planned clinical trial will aim to recruit individuals for groups
of 8-10 participants across these 6 types of health conditions.
Other metrics of feasibility included achieving participant
retention of at least 80% and an average session attend-
ance rate of at least 70% (calculated by averaging the total
number of sessions attended by participants, both inclusive
and exclusive of makeup sessions) [36,37].

Treatment acceptability was assessed with a questionnaire
completed by participants at week 12 [25]. In total, 4 items
assessed from 1 (not at all) to 7 (extremely) how helpful
and acceptable the program was, how much participants liked
the program, and how satisfied they were with the program;
these items were averaged to produce an overall acceptability
score (Cronbach 0=.93). Participants also rated on the same
scale how likely they would be to recommend the program
to others. In addition, they rated from 1 (not at all) to 7
(very much so) the extent to which they learned new things,
changed their attitudes about themselves, and the program
helped them manage their health conditions. Participants rated
on the same scale how much they learned 10 specific skills
in the program (eg, challenge myths and stereotypes about
health conditions; see Table S1 in Multimedia Appendix 1
for a full list of skills; Cronbach a=.94), and rated from 1
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(never) to 5 (frequently) how often they used these skills from
the program during the prior 12 weeks (Cronbach 0=.84).
Participants were also asked a few open-ended questions to
give brief, additional feedback about their favorite part of
the program, what they did not find helpful, and what they
believed they were taking away from the program. Given
the brevity of responses elicited and limited qualitative data,
a formal content analysis was not planned or conducted,
but responses were reviewed and representative quotes were
extracted.

As part of feasibility testing, participants completed a
battery of pre- and post-treatment questionnaires, as they
would in a larger efficacy trial. This battery included the
I-HEARTS Scale to assess internalized health-related stigma,
which was previously adapted from the Internalized Stigma
of Mental Illness Scale [38] and validated in a large sample
of adults with varying chronic health conditions, showing
strong psychometric properties [33]. The cutoff score of 3.4
out of 7 was established in prior research to identify clinically
significant levels of internalized stigma [33] and was used to
determine eligibility in the present study. The scale produces
a total score, as well as 3 subscale scores for Perceived and
Anticipated Stigma, Stereotype Application and Self-Devalu-
ation, and Stigma Resistance.

Other measures completed by participants included the
Internalized Shame Scale (with subscales for shame and
self-esteem [39]) and the UCLA Loneliness Scale (version
3 [40]), given that these constructs are highly relevant to
internalized stigma. Mental health was assessed with the
Patient Health Questionnaire-9 (to assess depression [41]);
the Generalized Anxiety Disorder-7 [42]; and the 10-item
Severity Measure for Social Anxiety Disorder [43]. The
4-item Perceived Stress Scale assessed general stress [44];
several subscales of the Revised Illness Perceptions Question-
naire assessed disease-related quality of life [45]; and the
12-item Short Form Health Survey (SF-12 [46]) and the CDC
Healthy Days Core Measure [47] assessed general mental
and physical health-related quality of life. These outcome
measures will be relevant to include in a larger efficacy trial
due to links between internalized stigma and poor mental and
physical health outcomes. Although primarily included for
feasibility testing, exploratory completer’s analyses examined
effect sizes from paired t-tests conducted between baseline
and week 12.

For descriptive purposes, participants completed a
questionnaire about their health conditions (eg, their
diagnoses, visibility of the health conditions, and severity
of symptoms) and were asked to report their demographic
characteristics. They also completed the Everyday Discrimi-
nation Scale [48] to identify reasons for perceived discrimina-
tion.

Results

Figure S1 in Multimedia Appendix 1 displays the participant
flow chart. One study candidate recruited from a community
group completed a pre-screening survey in November 2023.
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Email invitations to patients in the UF Health database were
first sent in early December 2023, and the first participant
was consented in early January 2024, with recruitment ending
in mid-January. Altogether, the goal of enrolling 10 partici-
pants was met within approximately 6 weeks. Two of these
participants did not start the intervention due to a personal or
family medical event, respectively.

Table S2 in Multimedia Appendix 1 presents characteris-
tics of the 10 enrolled participants, and Table 1 presents
characteristics of the 8 participants who received the
intervention. Participant characteristics did not differ between
those who did versus did not receive the intervention.
Participants predominantly identified as non-Hispanic, White,

Pearl et al

female, heterosexual, married, and either retired or receiving
disability benefits, with a mean age of 60 years. Participants
reported some college education on average, and household
income ranged from <US $10,000 to US $50,000-74,999.
The most common health conditions reported were chronic
pain and obesity, and most participants reported having 3
or more of the 6 different types of health conditions. Most
participants indicated that their health conditions were visible
and were moderate in severity overall. Apart from the 6
main categories of health conditions, other health conditions
reported by participants included Hashimoto’s disease, liver
disease, heart disease, hypertension, autoimmune hepatitis,
dystonia, dysphonia, and migraines.

Table 1. Characteristics of adults with stigmatized chronic health conditions who received the 12-week internalized health-related stigma intervention

(N=8).

Variables

Participants (N=8), n (%)

Age (years), mean (SD); range
Sex, n (%)
Female
Male
Race and ethnicity, n (%)
Non-Hispanic White
Non-Hispanic Black
Sexual orientation, n (%)
Heterosexual or straight
Asexual
Marital status, n (%)
Single (never married)
Married
Divorced
Employment status, n (%)
Retired
On disability
Employed part-time
Unemployed
Annual household income (US) $, n (%)
Less than $10,000
$10,000-$24,999
$25,000-$34,999
$35,000-$49,999
$50,000-$74,999
Prefer not to answer
Education (years), mean (SD)
Health conditions, n (%)
Obesity
Diabetes
Type 1
Type 2
Skin disease
HIV

59.1 (8.9); 47-69

6 (75.0)
2(25.0)

6 (75.0)
2(25.0)

7(87.5)
1(12.5)

2(25.0)
5(62.6)
1(12.5)

3(37.5)
3(37.5)
1(12.5)
1(12.5)

1(12.5)
1(12.5)
1(12.5)
3(37.5)
1(12.5)
1(12.5)
14.1 2.5)

5(62.5)

0 (0)
3(37.5)
2 (20.0)
1 (10.0)
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Variables

Participants (N=8), n (%)

Chronic pain

Cancer (in remission)

One of the above health conditions
Two of the above health conditions

Three or more of the above health conditions
Participants who reported additional health conditions not listed above

7(87.5)
2 (20.0)
2 (20.0)
1(10.0)
5(62.5)
6 (75.0)

All 8 of the participants who attended at least 1 session of the
intervention completed the week 12 questionnaires in April
2024, thus meeting the overall retention goal of 80%. Among
these 8 participants, the average attendance rate was 95.8%
(11.5 sessions) when including makeup sessions, or 83.3%
(10 sessions) when excluding makeup sessions—all exceed-
ing the goal of an average 70% attendance rate.

Treatment acceptability ratings were high (Figure 1),
with an average overall acceptability rating of 6.5 (SD 0.5)

on a 1-7 scale. Open-ended responses were unilaterally
positive and cited the following program benefits: connect-
ing with others who had similar experiences, feeling less
alone, learning coping strategies, and being less judgmental
of themselves. Representative quotes are included in Table S3
in Multimedia Appendix 1.

Figure 1. Treatment acceptability ratings of the internalized health-related stigma intervention. *Ratings for “Used specific skills” were on a scale

from 1 (never) to 5 (frequently). All other items were rated on a 1-7 scale.

- B B B

5.00
4.00 1
6.53 6.50 6.63 6.13
3.00 5.13
4.24

2.00

1.00

Overall Recommend to Learned new Changed attitudes Learned specific Used specific
acceptability others things about yourself skills skills*

Table 2 summarizes changes in continuous measures. Effect
sizes were medium to large for reductions in internalized
stigma as measured by the I-HEARTS Scale and its subscales.
Effect sizes were also medium to large for improvements in
loneliness, stress, and some aspects of disease-related and

general mental health-related quality of life. Effect sizes were
smaller for other mental health changes and minimal for
changes in physical health-related quality of life. Participants
reported many reasons for discrimination, with their health
conditions reported most frequently (Table 3).

Table 2. Baseline and week 12 scores on continuous measures assessed before and after the internalized health-related stigma intervention. Higher

scores indicate worse outcomes on all measures, except for the Self-Esteem Subscale of the Internalized Shame Scale, the Personal Control Subscale

of the Illness Perceptions Questionnaire-Revised, and the SF-12.

Baseline scores, mean Week 12 scores, mean

Change in scores, mean

Measure Scale range  (SD) (SD) (SD),95% CI Cohen d
I-HEARTS? total score 1-7 449 (0.71) 3.84 (1.22) —0.65 (1.45), -0.65
-1.86100.56
Perceived and Anticipated 1-7 4.54(0.74) 3.82(1.33) —0.72 (1.64), -0.67
Stigma Subscale -2.09 10 0.65
Stereotype Application and 1-7 4.53(1.63) 3.31(1.82) -1.22 (1.96), -0.71
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Baseline scores, mean Week 12 scores, mean Change in scores, mean
Measure Scale range  (SD) (SD) (SD), 95% CI Cohen d
Self-Devaluation Subscale —2.86t0042
Stigma Resistance Subscale ~ 1-7 4.22(1.29) 3.19(1.25) -1.03 (1.69), -0.81
(reverse-scored) -244100.38
Internalized Shame Scale
Shame 0-96 51.25 (18.01) 43.88 (18.23) —7.38 (13.68), -041
—-18.81 t0 4.06
Self-esteem 0-24 12.88 (3.44) 13.50 (4.04) 0.63 (5.10), 0.17
-3.64 t0 4.89
UCLAP Loneliness Scale 20-80 53.75(9.77) 46.25 (10.90) —7.50 (7.35), -0.73
—13.64 to —1.36
Patient Health Questionnaire-9 0-27 11.63 (6.30) 10.25 (5.95) -1.38 (3.02), -0.23
-390to 1.15
Generalized Anxiety Disorder-7 0-21 9.25 (6.78) 7.00 (4.66) -2253.99), -0.39
-5.591t0 1.09
Social Anxiety Disorder Questionnaire ~ 0-40 11.50 (9.09) 9.75 (7.38) -1.75 (7.31), -0.21
—7.861t04.36
Perceived Stress Scale 0-16 9.00 (2.56) 6.63 (2.77) -2.38(2.13), -0.89
—4.16 to —0.59
Illness Perceptions Questionnaire-Revised
Consequences 1-5 4.33(049) 4.00 (0.37) -0.33 (0.35), -0.77
—0.62 to -0.05
Personal control 1-5 3.56 (0.98) 3.75(0.46) 0.19 (1.30), 0.24
-0.90 to 1.27
Illness coherence 1-5 3.55(0.64) 3.43(0.55) 0.13 (0.94) -0.21
—0.91 t0 0.66
Emotional representations 1-5 3.73 (0.86) 3.46 (0.61) -0.27 (0.66), -0.36
-0.82100.28
SF-12¢
Mental health 0-100 37.63 (8.47) 43.02 (7.17) 540 (10.35), 0.69
-3.25t0 14.05
Physical health 0-100 29.02 (9.20) 28.96 (10.82) -0.06 (5.55), -0.01
-4.70 to 4.58
CDCY Unhealthy days index 0-30 26.50 (6.82) 25.00 (9.32) -1.50 (7.76), —0.18
—-7.99 to 4.99

9-HEARTS: Internalized Health-Related Stigma.
PUCLA: University of California, Los Angeles.
CSF-12: 12-item Short Form Health Survey.

dCDC: Centers for Disease Control and Prevention.

Table 3. Reasons for discrimination identified by adults with stigmatized chronic health conditions with the Everyday Discrimination Scale (N=8).

Frequencies reflect participants who endorsed these reasons in response to any item on the Everyday Discrimination Scale.

Reason for discrimination

Participants, n (%)

Your ancestry or national origins
Your race

Your gender

Your age

Your height

Your weight

1(12.5)
2 (25)
2 (25)
4 (50)
1(12.5)
5(62.5)
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Reason for discrimination

Participants, n (%)

Some other aspect of your physical appearance 4 (50)

Your education or income 2 (25)

Your health condition 7(87.5)

Your physical disability 5(62.5)

Your shade of skin color 1(12.5)

Other 2 (25)

Discussion studies testing interventions for internalized health-related

This early-phase intervention study provides preliminary
support for the feasibility and acceptability of a new
group-based psychological intervention designed to reduce
internalized health-related stigma among adults with different
stigmatized chronic health conditions. Results showed
successful recruitment, in a short period of time, of adults
with obesity, diabetes, skin diseases, HIV, chronic pain,
and cancers to participate in a 12-week online intervention
study. Retention and session attendance rates and ratings of
treatment acceptability were high. Altogether, study results
support the potential to recruit participants in a similar
manner for a larger trial.

The successful recruitment, retention, and treatment
adherence suggest that individuals with chronic health
conditions were open to engaging in group discussions of
stigma with others who had different health conditions from
their own. This was also reflected in open-ended treatment
acceptability questionnaire responses and in Advisory Board
meeting discussions, especially among Board members living
with different kinds of health conditions. A prominent feature
of internalized stigma is feeling “othered,” isolated from
society, and alone [8]. Group treatment with individuals
who vary in their health conditions may serve to highlight
to individuals who have internalized stigma that they are
not alone [31] and to facilitate finding commonalities with
others who do not share their stigmatized health conditions.
Notably, individuals who may not have felt comfortable
participating in a group of individuals with differing health
conditions likely would not have responded to recruitment
advertisements, and thus may not have been represented in
the sample. It is possible that individuals with the highest
levels of internalized stigma may be most uncomfortable
with this treatment format. Nevertheless, this preliminary
study suggests that, for many individuals with chronic health
conditions who have internalized health-related stigma, the
treatment paradigm pilot-tested in this study was considered
acceptable.

Measures of internalized stigma and relevant mental health
and quality of life constructs were primarily included in the
study for the purpose of feasibility testing. Pre-post treatment
change scores indicated medium to large effects for many
variables, including internalized stigma. This study was not
designed to test the efficacy of the intervention, and these
effect sizes should be interpreted with caution given the
very small sample size and limited generalizability. Prior

https://formative jmir.org/2025/1/e69548

stigma have shown a wide range of effect sizes, some of
which have been challenging to interpret due to small sample
sizes, lack of control groups, and other design limitations
[6,21,23,49-51]. Still, several promising interventions have
been rigorously tested in recent years for specific health
conditions [22-26,52], although such interventions are lacking
for most physical health conditions [1,21,51,53,54]. Further
testing of this transdiagnostic intervention in an adequately
powered randomized controlled trial is needed in order to be
able to compare its effect sizes to those of disease-specific
stigma interventions.

Almost all participants reported experiencing discrimina-
tion due to their health conditions, which was not surpris-
ing given that participants were selected for having high
levels of internalized stigma. However, participants reported
many other reasons for perceived discrimination as well,
including factors related to health (disability, weight) and
other aspects of their identities (eg, age, race, and gender).
These findings highlight the potential utility of applying an
intersectional lens to interventions for health-related stigma,
in order to acknowledge and address how interactions among
different forms of stigma may affect adults with chronic
health conditions [15].

The generalizability of the present work is limited in
many respects. The study was conducted at a single site,
so geographic location was limited, as was the age, gender,
racial, and ethnic diversity of the small sample. No control
group or randomization was used in the present research.
Future testing in a larger efficacy trial is needed to deter-
mine the potential benefits of this transdiagnostic interven-
tion for internalized stigma, mental health, and quality of
life. This study also focused on stigmatized physical health
conditions only; the stigma of mental health conditions was
not an intended target for the intervention, in part due to
the extensive research that has been conducted on address-
ing mental health stigma [55], in addition to the exclu-
sion criterion of individuals currently or recently receiving
psychotherapy (due to its potentially confounding effects
with the treatment provided). Further research is needed to
determine if one transdiagnostic stigma intervention could be
applied to address both mental and physical health stigma, or
if tailoring would be needed to address mental versus physical
health concerns. More work is also needed to understand how
to best balance the importance of meeting the unique needs
of each patient population, while also leveraging knowl-
edge and commonalities across health conditions to enhance

JMIR Form Res 2025 | vol. 9169548 | p. 8
(page number not for citation purposes)


https://formative.jmir.org/2025/1/e69548

JMIR FORMATIVE RESEARCH

dissemination of support to individuals who have internalized
health-related stigma. Finally, in addition to interventions
for intrapersonal-level interventions such as this, structural-
and interpersonal-level interventions are needed to reduce
public stigma and prevent the internalization of stigma and
its negative associated health outcomes [56].

Pearl et al

internalized health-related stigma showed strong evidence of
feasibility and acceptability. This represents a first step in
investigating this intervention, which will be followed by
a randomized controlled trial to test its effects on internal-
ized stigma. With further testing, this work could have the
potential to shift the paradigm for how stigma is addressed

and for how psychosocial support interventions may be more

Inconclusion, this preliminary study of a transdiag- broadly disseminated to adults with chronic health conditions.

nostic, online, group-based psychological intervention for
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