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Abstract

Despite increasing mental health promotion and advocacy, stigma persists and poses a significant threat to the healthy func-
tioning at the macro and micro-sociological levels. Stigma is gradually evolving with the incorporation of broader social
contexts at the micro and macro levels in which individuals, institutions and larger cultural constructs shape and influence
the perception of what is different and therefore stigmatized. This theoretical paper based on literature underscores how
mental health stigma discourages individuals from getting proper mental health treatment. The interface of mental illness,
stigma, and mental health treatment has ethical and potentially moral implications.
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Introduction

The burdens and challenges attributable to mental health
stigma are profound in the US (Corrigan et al. 2012; Crisp
et al. 2000; Sharac et al. 2010). Even though there are a
wide variety of mental health treatment modalities available,
the number of people who experience mental illness vastly
exceeds the number who seek treatment (Clement et al.
2015; Dell’Osso et al. 2013). It has been estimated that in
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the United States (US) 43 million people or 1 in 5 adults
have had a diagnosable mental disorder within the past year;
and 1 in 25 have serious functional impairment due to a
mental illness, such as a psychotic or severe mood or anxiety
disorder (NIMH 2016). Reports indicate that 56% of adults
with a mental illness do not receive treatment (NIMH 2016).
Stigma plays an important role in limiting mental health care
access and therefore contributes to the increasing morbidity
and mortality associated with mental illness.

Studies show that a patient’s decision to avoid or defer
needed mental health treatment can have substantial negative
consequences (Clement et al. 2015; Dell’Osso et al. 2013).
For example, delays in treating psychosis may contribute to
adverse pathways to managing overall mental health treat-
ment (Oliver et al. 2005; Morgan et al. 2004). In addition,
increased duration of untreated mental illness is more likely
to be associated with poorer outcomes in mental health dis-
orders such as psychosis, bipolar disorder, major depres-
sive and anxiety disorders (Boonstra et al. 2012; Dell’Osso
et al. 2013). Although mental health treatments have been
shown to be effective in alleviating symptoms and improv-
ing individual functioning in society, the majority of people
who suffer from mental illness either do not seek or do not
receive mental health treatment (NIMH 2016).

There are several possible structural explanations for
the lack of participation in mental health treatment in the
US population including cost, availability of services, third
party coverage, etc. However, two landmark reports, the U.S.
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Surgeon General (2000) and the World Health Organiza-
tion (WHO) (2001) cited stigma as a key barrier to seeking
treatment, engaging with professionals, and participating in
services. There are multiple pathways through which stigma
may manifest at the micro- and macro-sociological levels, all
of which have implications for mental health consumers and
mental health professionals. Persons affected by mental ill-
ness will be referred to as mental health consumers through-
out the paper. It is important to understand the underlying
theories and the multiple pathways through which stigma
can manifest. Hence, this paper explores the interface of
micro-and macro levels—stigma, mental illness, mental
health care access, and its impact on mental health consum-
ers and professionals.

Defining Stigma and Its Impact at the Macro
and Micro Levels

Stigma connotes a process of denigrating something or
someone on the basis of perceived negative differences.
More specifically, stigma is defined as negative stereotypes
that includes labelling, prejudice and discrimination that are
attributed to a person or groups of people when their char-
acteristics or behaviors are viewed as different from or infe-
rior to societal norms (Ahmedani 2011; Crisp et al. 2000;
Clement et al. 2015; Oliver et al. 2005). There are several
categories of stigma in our society, and beyond any defini-
tion, stigma has become a marker for adverse experiences
both at the macro and micro levels. The three main types
of stigmas includes: social stigma, self-stigma and profes-
sional stigma. Social stigma is the most common and widely
recognized of the three.

Social Stigma

According to Merriam-Webster, social stigma refers to
extreme disapproval of (or discontent with) a person or
group on socially characteristic grounds that are per-
ceived, and serve to distinguish them, from other members
of a society. Social theorists view this type of stigma as
especially efficient, because it is contingent upon social
knowledge structures that are learned by most members of
a social group (Bulanda et al. 2014; Corrigan et al. 2012;
Ahmedani 2011). In American society, there is a distinction
made between somatic illness and mental illness which is
rooted in the misperception that symptoms of mental ill-
ness are a result of a having a weak character or making a
perverse choice (Bishop et al. 2016; Holt and Peveler 2010).
The social stigma against mental illness is rooted in this
misperception (Wallace 2010). This differentiation, which
affects consumers, stakeholders, and providers, contributes
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to divisiveness and allows for social stigma against mental
illness which leads to discrimination in diagnoses, treatment,
and social perception (Bishop et al. 2016; Wallace 2010). As
a consequence of this social paradigm, people experienc-
ing symptoms are much less likely to acknowledge men-
tal illness and to seek or receive appropriate mental health
treatment.

Social stigma, the broadest category of stigma, has both
macro and micro-sociological implications as it relates to
mental health in the US. On the macro level, the social
stigma associated with mental illness has pervaded the
organization and financing of health care in US society. On
the micro level, social stigma involves the assumption or
application of blame which can introduce challenges for
those that suffer from mental illness as well as their family
members. Wallace (2010) postulated that stereotypes about
mental health consumers include the belief that they are
responsible for their own mental illness and are culpable
and dangerous. Belief in these stereotypes may be endorsed
by fear and negative determinants that initiate an adverse and
prejudicial response. Individuals are often judged by their
behaviors, and unfortunately, behavioral problems associ-
ated with mental disorders promulgate stigma resulting in
poor self-esteem, limited engagement, decreased treatment
(US Surgeon Report 2000), and aversion to participating in
mental health services (Bulanda et al. 2014; Moses 2010).
This can lead to poor health outcomes and decreased quality
of well-being across the life-course (Clement et al. 2015;
Oliver et al. 2005). One of the difficulties of stigma is that
people who feel that others perceive them as different also
perceive themselves differently. As such, stigma can also be
a self- perpetuating phenomenon. This perception is likely
to lead to self-stigma (Corrigan et al. 2012).

Self-stigma

According to the literature, self-stigma is associated with
perceived stigma. Self-stigma exists when those that suf-
fer from mental illness judge themselves and their mental
illness negatively or dismissively because they recognize
that the public holds prejudice and will discriminate against
them because of their mental disorder or illness (Clement
et al. 2015; Corrigan et al. 2012). Self-stigma is more likely
to generate feelings of shame and lead to poorer treatment
and outcomes (Clement et al. 2015; Corrigan et al. 2012).
If a person suffering from depression does not feel that they
are worth treating, then they are less likely to seek services
and or treatment that have been proven to help those that
suffer from mental illness. Research shows that negative
stereotypes, such as dangerousness or incompetence are
often associated with mental illness, and can be damaging to
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people living with the disease (Corrigan et al. 2012). Thus,
one possible reason behind self-stigma is fear.

A recent systematic review (based primarily on studies
from the US and Canada) showed that 56% of the studies
reported an association between stigma and help-seeking,
and that stigma was more likely to be reported as a barrier
to treatment by 21-23% of participants across the studies
because of shame/embarrassment, negative social judg-
ment and employment-related discrimination (Clement et al.
2015). Moses (2010) found that 35% of stigma directed at
youths with mental health problems was perpetrated by pro-
fessionals such as teachers and school staff, who expressed
fear, dislike, avoidance, and under-estimation of their abili-
ties and were more likely to undermine a youth’s wellbeing.

Professional Stigma

It has been postulated that mental health stigma is promi-
nent in the medical profession, at least partly because soci-
etal stigma attached to mental illness is given little criti-
cal assessment or correction during a physicians’ training
(Wallace 2010). Professional stigma is not often discussed
or cited in the empirical literature, and though it may seem
surprising that health professionals would uncritically
emulate socially stigmatized lay perceptions of those with
mental illness, it does occur (Ahmedani 2011; Moses 2010;
Volmer et al. 2008). Professional stigma infers that health
professionals convey and reinforce stigmatization of their
clients. Healthcare professionals do not want to be perceived
as projecting stigma at patients who suffer from mental ill-
ness, and therefore their stigmatizing behaviors and beliefs
may be subtle and easily denied. Thus, it is important for
professionals to seek greater awareness of the ways in which
stigma might be projected when working with patients who
are mentally ill. It has been noted that professional stigma
may develop in ways similar to the development of social
stigma in the general public (Ahmedani 2011; Moses 2010).
It has also been suggested that health professional stigma
may develop in myriad ways that have specific clinical con-
notations (Ahmedani 2011). For example, recent study found
that primary care physicians don’t take mental illness as
seriously as other chronic diseases. Bishop and colleagues
(2016) explored survey data to assess doctors’ strategies for
treating patients with depression and other chronic co-mor-
bidities compared to those used to treat asthma, congestive
heart failure (CHF) and diabetes. Data were collected from
over 1000 U.S. primary care practices. The study found that
primary care physicians often neglect to follow up with their
patients after a depression diagnosis and were less likely to
help depressed patients manage their illness. They were also
more likely to engage in care strategies with patients who are
dealing with a chronic physical illness, like CHF or diabetes

(Bishop et al. 2016). The findings are disturbing because
many mental health consumers seek treatment for depres-
sion from their primary care doctors as a result of the stigma
attached to seeing specialized mental health professionals.

Some health professionals, similar to persons in the gen-
eral public, experience their own mental illness (Moses
2010). Denial of their own stigmatized problems may cause
them to fail to recognize similar problems in their clients
(Moses 2010; Siebert 2005). However, counter-transference
that can occur as a result of the health professional’s personal
experiences, may impact the overall well-being of clients.
Similarly, the client of an impaired professional can become
disenfranchised and more vulnerable due to failure to recog-
nize the lack of appropriate treatment. This may lead them
to end treatment or seek treatment elsewhere. Ultimately,
professional stigma, whether directed at the patient or at the
provider’s own illness, creates a barrier to the wellness of the
individual by preventing adequate treatment, and may also
impact the acknowledgement of their disorder, because of
the health professional’s own stigmatizing beliefs and per-
sonal history (Moses 2010; Siebert 2005).

Mitigating of Stigma at the Macro and Micro
Levels

Stigma is both complex and pervasive. It does not exist in a
silo. Despite increasing mental health promotion and advo-
cacy, stigma persists and poses a significant threat to the
healthy functioning at the macro and micro-sociological
levels. Stigma is gradually evolving with the incorporation
of broader social contexts at the micro and macro levels in
which individuals, institutions and larger cultural constructs
shape and influence the perception of what is different and
therefore stigmatized (Clement et al. 2015; Corrigan et al.
2012; Ahmedani 2011; Wallace 2010; Crisp et al. 2000).
At the micro level, people that suffer from a mental ill-
ness deal with societal stigma of their illness and many also
may have to deal with broader social stigma levied against
them (e.g., institutionalized racism, gender discrimination or
negative cultural stereotypes). They also confront their own
self-imposed stigma related to their illness. The process of
stigmatizing a devalued attribute occurs through social inter-
action where social relationships, rather than the attribute
itself, are central to stigmatization. Mental health stigma
contributes to a variety of bad consequences including self-
isolation (Wallace 2010), avoidance of seeking mental health
treatment (Clement et al. 2015), lack of gainful employment
(Sharac et al. 2010), and strained relationships with others
(Crisp et al. 2000; Sharac et al. 2010). For example, peo-
ple who feel that they are being “judged” or discriminated
against because of their mental illness are more likely to turn
their negative thoughts inward, become isolated from others
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and are more argumentative with those who care about them
(Elkington et al. 2012). The more people feel judged, mis-
understood, and labeled, the more likely they are to become
self-stigmatized and the less likely they are to participate
in treatment and contribute toward wellbeing. These char-
acteristics can be pervasive throughout the life-course. As
such, stigma not only impacts the wellbeing of mental health
consumers and professionals, but also can have major eco-
nomic costs due to the loss of income from unemployment,
and expenses for social supports (Sharac et al. 2010; Insel
2008). It has been estimated that individuals who suffer
from mental illnesses such as depression have lost earnings
of $193 billion a year, whereas, health care costs for those
individuals is around $58 billion (Bishop et al. 2016; Sharac
et al. 2010).

The US Surgeon General’s report on mental health
(2000), identified racial/ethnic disparities in mental health
service use as a major public health problem, and more
recently the Substance Abuse and Mental Health Services
Administration (SAMHSA) Report (2015) estimates, noted
that black (8.6%), Hispanic (7.3%) and Asian (4.9%) adults
were less likely to use mental health services compared to
white adults (16.6%). Research also shows that negative atti-
tudes toward health care professionals are more pervasive
among some ethnic groups, noting that stigma, religious
beliefs, distrust of the medical profession, and communica-
tion barriers may contribute to wariness of mental health
services. For example, African American males are more
likely to reject their symptoms of ill health, choosing to
deal with depression by themselves, and are less likely to
utilize mental health services because of wanting to avoid
letting others know how they are feeling (Lindsey and Mar-
cell 2012; Bailey et al. 2011). Hence, it has been suggested
that the continued stigmatization of mental illness is a major
factor contributing to the aversion of some individuals to
seeking and maintaining mental health treatment (Clement
et al. 2015; Crisp et al. 2000; Oliver 2005).

Conversely, concerns about mental illness and substance
use by health professionals, particularly physicians, are usu-
ally addressed in terms of ‘disciplinary responses’ to ensure
the safety of patients, rather than in terms focused on the
health status or treatment needs of the affected health profes-
sionals (Wallace 2010; Crisp et al. 2000). Patient safety is
clearly of vital importance, but this approach has fostered an
ethos that tends to punish and stigmatize ill and or impaired
health professionals rather than offering understanding
and compassionate care that is usually accessible to non-
health professionals or physicians suffering from similar
mental health or substance use conditions (Wallace 2010;
Pescosolido et al. 2008; Taub et al. 2006). Raising aware-
ness of mental health stigma simply by providing informa-
tion about the problems may not be an adequate solution,
especially if individuals who are most knowledgeable about
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mental health (e.g. psychiatrists, social workers, therapists)
also hold strong stigmatizing beliefs about mental health
themselves. The fact that such negative attitudes and stig-
matization of those with mental illness continue to be so
entrenched in the institutions and cultural structures sug-
gests that campaigns to change these beliefs will have to be
multifaceted.

Discussion

Implications for Mental Health Consumers
and Professionals

Throughout history, people with mental health diagnoses
have been treated differently, excluded and even character-
ized as demonic. This treatment may come from the errant
view that people with mental health problems are more
unpredictable or volatile than people without such problems,
or somehow just “different”, but none of these beliefs has
any basis in fact. Similarly, early beliefs about the causes
of mental health problems, such as ‘divine punishment’ or
‘spirit possessed’ are descriptions that undoubtedly helped
to give rise to the stereotypes, fear, discrimination and mis-
guided views of mental illness (Morrison 1999). For the
mental health consumers and professionals, stigma also has
a detrimental affect on treatment outcomes, and so hinders
efficient and effective recovery from mental health prob-
lems. However, we now have a better understanding of what
mental health stigma is, and how it affects mental health
consumers and professionals both in terms of the individual,
and their route to recovery (micro) or the role in society
(macro). Hence, due to the multifaceted nature of men-
tal health stigma and subsequent barriers associated with
accessing care and treatment, organizations and institutions
will need to be equally diverse and have to do more than
just impart knowledge about the problem. We will need to
challenge existing negative stereotypes especially as they
are portrayed in our communities, among individuals, inter-
groups and the media.

Challenging stigma can and should occur on multiple
levels. There are a number of initiatives and programs that
attempt to address mental health stigma such as National
Alliance on Mental Illness (NAMI) and Mental Health
America (MHA) and they have worked to improve mental
health care, access and decrease stigma through education,
advocacy, and research for people with mental illness. How-
ever, it is now time for mental health consumers, and profes-
sionals to implore their legislators to be more bold, initiate
equity for mental health care comparable to other health
care, and inform public policy that would stamp out stigma.

Mental health consumers need to be encouraged not to let
the illness define them. Further, mental health professionals
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should not be fearful of disclosing their condition due to the
fear of being ostracized and the dread of professional pun-
ishment. They should be revered in being open about their
mental illness as they would with any other medical illness.
The more open, integrated and aware we are as a society
about stigma the stronger we become and are more likely to
change hearts or minds about stigmatization. Though mental
health stigma is not consistent across communities or cul-
tures, culturally-sensitive ways may be essential to increas-
ing access to, and treatment of mental health care services
at the micro and macro levels.

Conclusion

Mental health stigma severely affects those with mental ill-
ness and discourages them from getting proper mental health
treatment. It has been emphasized that the problem of stigma
in mental health is pervasive (Crisp et al. 2000, US Surgeon
General 2000; WHO 2001). Though a more accepting soci-
ety isn’t the cure for mental illness, it is certainly an advan-
tage for those suffering with the illness. Stigma towards
mental illness, whether social, self, or professional, plays a
critical role in limiting mental health care access which in
turn increases mental health mortality and morbidity. The
interface of mental illness, stigma, and mental health treat-
ment has ethical and potentially moral implications that war-
rant further investigation, research, education, and advocacy.
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