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Abstract: The concept of stigma has evolved, initially denoting a mark of shame and
now encompassing a broader range of negative societal perceptions. Cognitive-social
models describe stigma as containing stereotypes, discrimination, and prejudice, with each
dimension significantly impacting individuals” health, social interactions, and willingness
to seek help. This study has the objective of exploring the main theories about stigma to
propose a novel model that integrates these dimensions, illustrating their interactions and
cumulative impact on individuals and their families. The model aims for a comprehensive
understanding of stigma development in mental illness and provides valuable insights for
developing targeted anti-stigma interventions, ultimately improving the lives of individuals
with mental illness and their families.
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1. Introduction

Stigma has been a subject of study for many years. In the realm of sociology, Durkheim
(1858-1917), the founding “father” of the discipline, recognized “deviance” as an inherent
feature of all societies. He states that the moral interpretation of these “deviations” would
determine which qualities and behaviors were considered more desirable than others [1].
This set the stage for a deeper exploration of stigma within the field of sociology.

Goffman (1922-1982), widely regarded as one of the most influential sociologists of the
20th century [2,3], further refined the concept of stigma. In his work [4], Goffman defined
stigma as a state of being discredited or disqualified from full social participation. Moreover,
he identified three primary categories: (1) Stigma Associated with Race, Ethnicity, Religion,
or Ideology; (2) Stigma Associated with Physical Deformity; and (3) Stigma Associated
with Mental Illness [5].

Lately, Link and Phelan [6] interpret stigma as the convergence of four distinct fac-
tors. First, there is the differentiation and labeling of various segments of society; next,
the association of these labels with prejudices about those individuals; then, an ethic of
antagonism is developed; and finally, these people are discouraged, placing them in a
pejorative category of “them.” It is this separation between “us” and “them” that is usually
referred to as “difference”, which then leads to disdain [7].

Therefore, stigma can be understood as a social dynamic closely linked to power
relations, which enables the control of individuals who “deviate” from the norm and
promotes labeling associated with this deviation [8].

Guided by the available literature, this study aims to explore the main theories about
stigma in order to propose a novel model that integrates its dimensions, illustrating, also,
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their interactions and cumulative impact on individuals and their families. The model
aims to contribute to a comprehensive understanding of stigma development in mental
illness, and to provide valuable insights for developing targeted anti-stigma interventions,
ultimately improving the lives of individuals with mental illness and their families.

To achieve these aims, we will discuss the stigma surrounding mental health, focusing
on micro- and macro-dimensions available in the literature. We will present a new model
after examining these forms of stigma and conclude with strategies to combat it.

2. Stigma in Mental Illness

According to Erving Goffman [5], it is crucial to understand that the stigma associated
with mental illness is a highly significant issue that requires thorough study and deeper
exploration due to its profound impact on society.

Outlined according to cognitive-social models, stigma has been described as encom-
passing stereotypes, discrimination, and prejudice [9]. These elements are also identified
and detailed in the literature concerning mental illness [10-13]. However, beyond these
dimensions, others are essential for a comprehensive understanding of the phenomenon.
Thus, Corrigan [14] proposes three dimensions: social stigma, self-stigma, and label avoid-
ance, which can be analyzed according to two constructs aiming to delineate their impact
on the health of individuals with mental illness: cognitive (prejudice/stereotype) and
behavioral (discrimination).

The cognitive construct focuses on beliefs, attitudes, and stereotypes about individu-
als with mental illness, whereas the behavioral concept relates to actions and behaviors
resulting from stigma [14].

Building on this framework, it is essential to delve into the specific dimensions of
social stigma, self-stigma, and label avoidance. These dimensions provide a more nuanced
understanding of stigma’s impact on individuals with mental illness and are crucial for
comprehending the broader social context of stigmatization.

2.1. Social Stigma

Social stigma refers to the discriminatory treatment applied by the population, which,
in general, adheres to the “stereotyping” of mental illness. According to Corrigan [14], the
most concerning forms of discrimination are avoidance and withdrawal.

It is worth noting that since the earliest civilizations, there has been a tendency to
avoid or distance individuals with mental illness, likely due to beliefs that mental illness
was associated with the presence of spirits or demons [15,16].

Such avoidance was also present in ancient Greece, as although individuals with
mental illness were allowed to remain in society, they were avoided and disregarded [17].
Even during the Renaissance, despite a growth in knowledge and rationalization regard-
ing mental illness [18], treatments remained scarce and limited, with stigma persisting.
However, although the Renaissance marked the beginning of attempts to explain mental
illness, this explanation was not accompanied by a medical perspective, thus maintaining
the isolation and confinement of patients.

Thus, the understanding of mental illness has evolved, and also the comprehension
and treatment of the patients. However, despite the recent and highly significant advance-
ments in the understanding and treatment of mental illness, the apex may have been the
stigma implemented during the Nazi era regarding mental illness, where, as Strous [19]
points out, it was the first time in history that psychiatrists systematically exterminated
their patients.

Lately, from the 1950s onwards, the process of deinstitutionalization began, accompa-
nying the advancement of psychiatric treatments. Nevertheless, due to inadequate services
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and the persistence of stigma surrounding mental illness, many individuals end up on the
streets or in prison [20].

With the ongoing process of developing knowledge and mental healthcare, the need
to integrate patients into society arose, based on the concept of psychosocial rehabilitation.
It was during this phase that fighting social stigma became more imperative than ever, as it
hinders the patient’s integration into the community [21], and consequently, their recovery.

Regarding psychosocial rehabilitation, it is worth noting that one of its pillars is the
family. It is known that familiarity and experience with mental illness appear to be inversely
related to stigma. Therefore, close family members are less likely to develop stigmatizing
attitudes, thus serving as a resource in seeking care [22-24]. However, some factors can
discourage families from seeking mental health care, such as negative experiences with
mental health professionals [25], lack of social support within the family [26], and cultural
values and beliefs.

While it has been suggested that some family members may stigmatize their relatives
with mental illness [27], caution should be exercised in distinguishing between family
stigma and the typical tension and conflict that arises when family members receive
news about the illness and how they can help [25] or even family perceptions that society
stigmatizes people with mental illness, without necessarily endorsing those stereotypes
themselves.

In younger individuals, it has become evident that they experience stigmatization
from both adults and children [28-30]. Research has shown that this young population is
more stigmatized for their mental illness than children with physical illnesses or learning
difficulties [31] and that stigmatizing views and behaviors can develop since childhood.
Furthermore, it should be noted that these children constitute one of the most vulnerable
groups to stigma due to their inherently lower social status [32]. Additionally, around the
age of six, children seem to understand common terms associated with mental illness, and
by age ten, they appear to be well acquainted with cultural stereotypes, a familiarity that
may occur earlier if they belong to a stigmatized group [33,34]. It is believed that in younger
children, stigmatizing views develop through the assimilation of their parents’/caregivers’
views [33], media representation, and cognitive development [35].

Additionally, assuming that social exclusion is associated with social stigma, the model
proposed by Reinhard et al. [36] suggests an interaction between psychiatric disorders
and social exclusion. It is based on an interplay between biological and environmental
factors that increase the risk of developing psychiatric symptoms. These symptoms may
be associated with dysfunctional social interactions, neurobiological changes, and/or
increased sensitivity to rejection, which can elevate the risk of being excluded by others.
Due to specific reactions to exclusion and maladaptive coping styles, psychiatric symptoms
may escalate, and the disorder is perpetuated.

The understanding of this proposal is crucial since it highlights the dangerous cycle
perpetuated by specific conditions, exacerbated by exclusion and stigmatization.

However, it is noteworthy that stigma also arises at the highest levels of society, at the
cultural and institutional levels. Despite various measures and laws aimed at facilitating
the inclusion of individuals with mental illness, concerns persist about the shortage of
residential and professional responses, which may be associated with ‘structural stigma’.

Structural Stigma

Structural stigma refers to the broad societal forces, including cultural norms and
institutional policies, that limit the opportunities, resources, and well-being of stigmatized
populations [37,38]. The role of this macro-social form of stigma has been gaining impor-
tance because of its capacity to produce negative outcomes for members of stigmatized
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groups, including individuals with mental illness [37,39]. Structural stigma often intersects
with other forms of discrimination, such as racism, sexism, and ableism [40,41]. This inter-
sectionality creates a compounding effect, where individuals from multiple marginalized
groups face even greater barriers and challenges [42].

As it is embedded in systems and institutions, such as healthcare, education, and the
legal system, structural stigma requires a multifaceted approach, including policy reforms,
public education campaigns, and anti-discrimination initiatives [43].

In the absence of adequate family support, the institutional policies are the measures
that ensure the socio-professional reintegration of the patient [44,45]. However, these
measures can prejudice the person, eliciting self-stigma.

2.2. Self-Stigma

Self-stigma is another dimension encompassed within the stigma of mental illness,
which can be divided into three progressive stages: (1) stereotype awareness, (2) personal
agreement, and (3) self-concurrence [46,47].

The level of “stereotype awareness” (1) corresponds to the extent to which the indi-
vidual is aware of the social stigma they are subjected to [48,49]. Thus, the greater this
awareness, the higher the likelihood of the individual internalizing the social stigma, and
agreeing with the judgments of others, which can then lead to self-stigma [50]. This entire
process can also lead to unfavorable behaviors in line with stereotypes (such as social
withdrawal), resulting in a perpetuating negative cycle [48], which implies self-occurrence.

Overall, the consequence of this entire process is reduced self-esteem and treatment
adherence, leading to poorer long-term outcomes [51-53]. As Corrigan [9] notes, stigma
is the social expression of disempowerment of individuals with mental illness. Kingdon
et al. [54] also frame self-stigma as self-affirmations leading to depression, anxiety, and
anger, contributing to avoiding seeking help.

2.3. Label Avoidance

A third type of stigma involves label avoidance, which significantly impacts the use of
psychiatric services by patients. According to Corrigan et al. [55], seeking mental health
services can lead to public stigma, where people are labeled by their mental health struggles.
To avoid this label, individuals often refrain from using the services that could help them,
or they discontinue using these services if they have already started.

Vogel et al. [56] refer to this phenomenon as self-stigma in seeking psychological help.
This conceptualization contrasts with Corrigan’s view, which considers it label avoidance,
defining it as the act of evading stigma by refusing the status of a mental health patient and
avoiding institutions and services that might lead to such a label [57]. Regardless of the
terminology, the focus should be on the severe consequences of this behavior, as it reduces
individuals” adherence to the care they need.

It is important to note that certain conditions, such as schizophrenia spectrum disor-
ders, can manifest with anosognosia, hindering treatment adherence [58-61]. Anosognosia
is a neurological condition characterized by a person’s inability to recognize their own
illness or impairment [58,62].

This notion may also be linked with stigma among healthcare professionals, directly
influencing their decisions regarding the care they provide to individuals with mental
illnesses [63—67]. Perceptions of treatment adherence may mediate the relationship between
healthcare professional stigma and treatment decisions. As Corrigan et al. [68] suggest,
those with stigmatizing attitudes may believe that individuals with mental illness have
lower adherence to treatment recommendations, leading healthcare professionals to offer
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fewer treatment options to individuals with severe mental illnesses. This can lead to
inadequate treatment and worsened health outcomes.

2.4. Family and Vicarious Stigma

Family stigma, also known as “courtesy stigma”, is a term first used by Goffman [4]
in 1963 that describes the discrimination and prejudice faced by family and friends due to
their association with an individual with a mental illness.

Similar to individuals with mental illness, those close to them can also suffer from
social stigma and, eventually, self-stigma [69-72]. According to Moses [69], it is common
for friends, neighbors, and co-workers to blame the individual for their family member’s
mental illness or the slow or lack of recovery. Others believe that family members are
“infected” by the illness or that it is contagious and thus avoid them. As expected, some
family members internalize these stereotypes, leading to self-stigma.

However, family members and friends are also susceptible to another type of stigma
that causes significant suffering [73]. It is the case of vicarious stigma, a construct that has
been studied in the last decades. Corrigan and Miller [74] define vicarious stigma as the
sadness and helplessness a family member feels when they see their loved one subjected to
discrimination or prejudice due to their mental illness. For instance, Eaton et al. [75] found
that parents who witness their children being stigmatized experience feelings of sadness,
guilt, and anger. Furthermore, according to the study by Serchuk et al. [76], self-stigma and
sadness due to vicarious stigma are significantly associated with higher levels of depression
and a diminished quality of life. Considering the different types of stigma previously
described, it is important to develop a new model.

3. Model Proposal

Based on the research in the field of stigma, this proposed model, presented schemati-
cally in Figure 1, aims to encompass the various dimensions related to individuals with
mental illness and their families.

Structural
stigma
Cultural norms
Institutional policies

Social stigma

Attitudes towards
seeking help

\ 4

Internalization

J

Low self-esteem
\ 4
> Deprelssmn Dlmllr‘llshe:d
Anxiety quality of life

Internalization

Vicarious stigma

Progressive di: p: ‘ment )

Figure 1. Proposal for the development of stigma in its dimensions related to the individual with
mental illness and their family members.
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More specifically, using the literature theories about the stigma/mental health inter-
play, it aims to provide an educational model for understanding stigma development and
its consequences as well as facilitating the construction of future anti-stigma programs.

In the first dimension, the individual is subjected to social stigma, leading to label
avoidance and/or self-stigma. Given the interplay between society, policy-making, and
cultural and religious norms [37-39,43,77], it is proposed that structural stigma emerges
from the interaction between these societal forces that shape social stigma and structural
stigma.

In the family dimension, family stigma and vicarious stigma are presented, both
of which, as we have seen, can lead to self-stigma. From our perspective, based on the
development of this topic by various authors, we believe that self-stigma is the most
detrimental state as it brings the most negative consequences to both individuals with
mental illness and their families. Moreover, as supported by the studies of Vogel, Wade, and
Hackler [56] and Pryor and Bathje [78], self-stigma predicts label avoidance in individuals
with mental illness.

However, considering the interactions discussed in the study by Kosyluk et al. [79],
which introduce the dimension of social withdrawal as a result of social stigma and em-
phasize that this also predicts the levels of label avoidance, it is also important to include
components related to attitudes towards seeking help and the intention to seek treatment.
Therefore, as the authors propose and this model compiles, label avoidance predicts atti-
tudes toward seeking help, and these attitudes, in turn, seem to predict the intention to
seek treatment [79]. Additionally, based on various authors [51-54], the entire process of
developing self-stigma leads the individual/family to reduced self-esteem, lower treatment
adherence, and self-concurrence, which result in depression and anxiety. We understand
that all these factors lead to a decreased quality of life.

We can also consider that this entire process is characterized by the progressive
disempowerment of the stigmatized individuals.

Additionally, it is important to highlight the complexity of the interactions between all
these dimensions, which often lead to mutually reinforcing negative effects. This is evident
not only in the model by Kosyluk et al. [79], but also in the model by Reinhard et al. [36]
concerning the exclusion-mental disorder interaction.

Finally, regarding the proposed model, it is important to mention that the negative
consequences for family members can be either objective or subjective [80,81]. Objective
consequences include limitations in routine across the social, occupational, and family
quality of life domains, while subjective consequences include psychological reactions such
as depression and anxiety [82-84]. Given that a family member may develop a disorder or
condition requiring mental health intervention, it is entirely plausible that they are also at
risk and may undergo the stages related to social stigma experienced by individuals with
mental illness. Therefore, in this model, it is crucial to link self-stigma as a consequence of
both individual and family dimensions. In this context, family members could be directly
affected by social stigma, potentially developing a mental disorder themselves.

Given all these naturally complex interactions and progressions, it remains essential to
focus on combating stigma at its roots by prioritizing prevention, topics that are presented
in the next section.

4. Further Considerations in Combating Stigma

In recent decades, various studies have been conducted in the field of stigma [85-89],
in particular stigma related to mental illness, converging toward two crucial objectives:
understanding and counteracting stigma. Only by combating stigma can we truly prevent
the negative effects it brings for both individuals with mental illness and their family
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and friends. With this in mind, several studies have been conducted to understand the best
strategies to assist in addressing stigma, with the main programs developed in recent decades
divided into two broad groups: contact interventions and educational interventions.

According to the National Academies of Sciences and Medicine [90], in contact-based
anti-stigma interventions, individuals with lived experience of mental illness interact with
the public, sharing their challenges and success stories. These strategies aim to reduce
social stigma, but they have also been shown to diminish self-stigma by fostering a sense
of empowerment and improving self-esteem [91,92].

Educational interventions, on the other hand, provide factual information about
general or specific conditions that are often stigmatized, aiming to correct misinformation
or negative attitudes and beliefs [90].

According to the study by Corrigan et al. [93], both educational and contact-based
interventions appear to have positive effects on reducing stigma in adults and adolescents
regarding mental illness. Specifically, contact-based intervention seems to yield superior
results in reducing stigma among adults, while educational intervention appears to be
more effective in adolescents, which was recently corroborated by the meta-analysis of
Song et al. [94].

However, in the review by Mehta et al. [95], the authors point out that the evidence
is modest regarding the effectiveness of anti-stigma interventions beyond four weeks
of follow-up, specifically in terms of increasing knowledge and reducing stigmatizing
attitudes. Moreover, overall, studies do not seem to support the view that contact-based
intervention is more effective in improving attitudes in the medium to long term. Therefore,
it is suggested that methodologically superior studies are needed to understand which
anti-stigma interventions should be prioritized in the future.

Similarly, but concerning severe mental illnesses, the studies by Morgan et al. [96] and
Song, Hugh-Jones, West, Pickavance, and Mir [94] showed that contact and educational
interventions have a small-to-medium immediate effect on the stigma directed toward these
individuals. Thus, it is suggested that further studies should be conducted to investigate
how to sustain the benefits of these stigma-fighting programs over an extended period,
as well as to understand the most crucial aspects of these interventions to maximize their
effectiveness.

Beyond traditional methods, internet-based interventions have emerged. For example,
Griffiths et al. [97] assert that these programs can be as effective in reducing stigma as in-
person interventions. In another study, Goh et al. [98] concluded that online interventions
can reduce stigma; therefore, mental health organizations may consider adopting such a
tool as a facilitator to reach a larger number of people.

Essentially, and as concluded by the study of Simodes de Almeida et al. [99], specific
campaigns promoting mental health literacy should be tailored to different profiles within
the population. Therefore, it is important to explore stigma in specific settings to develop
targeted strategies that address the unique challenges and needs of the various groups.

For example, and as mentioned before, stigma among healthcare professionals di-
rectly impacts their decisions regarding the care they provide to individuals with mental
illnesses [63-67].

Regarding programs to combat stigma in these professionals, the meta-analysis re-
sults of Lien et al. [100] indicated that both social avoidance and healthcare professionals’
attitudes towards mental illness improved over time. These findings provide empirical
evidence that anti-stigma programs and courses can have positive effects on these pro-
fessionals, improving the quality of healthcare services provided. Moreover, the issue
of stigma among students has been under growing scrutiny in recent years. A study by
Eisenberg et al. [101] revealed that only 36% of university students with mental health
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concerns sought support services. These authors highlight the gravity of the situation,
especially considering that universities are among the few institutions that typically offer
mental health services at no cost to their students.

Building on this understanding, Kosyluk et al. [79] sought to investigate the factors
influencing help-seeking behaviors among university students with mental illness. Their
findings confirmed that increasing familiarity with mental health can positively impact
stigma and social avoidance. These results align with studies conducted on the general
adult population [24,93], suggesting that direct contact and interactions with individuals
with mental illness serve as an effective tool in combating stigma.

In addition, the model proposed by Kosyluk et al. [79] further suggests that label
avoidance, attitudes toward seeking help, and the intention to seek treatment can also be
improved through interventions that aim to increase familiarity or direct contact with indi-
viduals with mental illness. As the authors suggest, there are various ways to implement
these methods in an academic setting. Examples include inviting guest speakers with lived
experience of mental illness and providing learning experiences in mental health service
organizations, among others.

Another study led by Kosyluk et al. [102] examined the impact of a contact-based
and educational anti-stigma intervention on the university population. This randomized
controlled trial also supported the notion that increasing familiarity can lead to a decrease
in stigma and social avoidance, ultimately improving attitudes towards seeking help and
the intention to seek help from formal support sources.

Furthermore, Yamaguchi et al. [103] conducted a systematic review of anti-stigma pro-
grams in university students, concluding that direct and video-based contact interventions
were the most effective types of interventions for changing attitudes and reducing social
avoidance. On the contrary, Corrigan, Morris, Michaels, Rafacz, and Rusch [93] suggested
in their study that direct contact was more effective in reducing stigma than video contact.
In a younger population, Meilsmeidth et al. [104] show how a b-learning school-based
program can be effective in increasing mental health knowledge and decreasing stigma
towards mental illnesses.

To summarize the findings from educational institutions, the review by Waqas
et al. [105] aimed to understand the effectiveness of anti-stigma interventions among
students in improving knowledge, attitudes, and beliefs related to mental health disorders.
The results showed a significant proportion of trials with significant improvements in
stigma, attitudes, help-seeking, social distancing, mental health awareness, and depression
detection. Overall, it was concluded that most interventions appear to promote improve-
ments in mental health literacy, attitudes, and beliefs towards mental illnesses, reducing
not only social stigma but also self-stigma. However, specific differences between students
from different courses should also be considered. Intending to understand the differences
between the attitudes of future health professionals toward mental illness, Barbosa [106]
conducted a study and concluded that Nursing and Occupational Therapy students showed
lower values of stigmatizing attitudes compared with Medicine and Psychology students.
By analyzing data from different academic stages, the author also confirmed that familiarity
with mental illness is inversely correlated with stigma.

Stereotypes are typically associated with specific mental illnesses. As an example,
Angermeyer and Matschinger [107] note that individuals with schizophrenia are often
perceived as dangerous, while those with depression are viewed as weak.

As a result, researchers have also conducted studies to understand this phenomenon
concerning particular conditions. This focused work allows for the development of tailored
programs aiming to reduce the stigma associated with specific mental health conditions.
Examples include Alzheimer’s disease [108], schizophrenia [24,109-114], borderline person-
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ality disorder [115-117], social anxiety [118], and depression [119-121], among many others.
Thus, it is also important to understand how these mental health problems are compara-
tively perceived. For example, people with schizophrenia, alcoholism, and drug addiction
can be perceived as more unpredictable and dangerous compared to severe depression,
dementia, or eating disorders [122], and people with eating disorders may be more blamed
for their condition in comparison to people with major depressive disorder [123].

Despite this specificity being necessary, it is equally important to continue investigating
the general mechanisms of stigma in mental illness to deepen our understanding of the
issue. The study by Mayer et al. [124] suggests that disclosing mental illness, especially
to family members, has a positive impact on quality of life and recovery. Therefore, it is
crucial to develop programs for individuals with mental illness to assist them in making
informed decisions about disclosing their condition.

Focusing on the association between “difference” and disdain, Corrigan et al. [125]
indicate that these are positively mediated by anger and negatively mediated by empathy.
Thus, studying “difference” and disdain is essential as they appear to be significant con-
structs in predicting and evaluating stigma change, making them valuable dimensions in
designing anti-stigma programs.

Regarding family self-stigma, Hasson-Ohayon et al. [126] suggest that understanding
severe mental illness can negatively impact the parents of individuals with severe mental
illness. As McFarlane [127] points out, it is crucial to develop interventions that focus on the
self-stigma that may arise from increased understanding resulting from psychoeducational
interventions.

In this regard, the National Alliance on Mental Illness (NAMI) offers valuable
support to families dealing with a member’s mental illness. Comprehensive pro-
grams designed to assist and educate families can be accessed through their website:
NAMI Mental Health Education.

5. Conclusions

By integrating the complex multidimensional processes and concepts of stigma, this
study’s novel model pretends to offer a more comprehensive understanding of stigma
development in mental illness. This understanding also intends to provide valuable
knowledge for the development of new and targeted anti-stigma interventions. It can
inform the development of targeted interventions in public health campaigns, healthcare
settings, and occupational settings like workplaces and schools.

However, it is important to acknowledge the limitations of this model. Further research
is needed to refine and validate its constructs and to explore its applicability across diverse
cultural and societal contexts.

Finally, given the proliferation of hate speech targeting individuals based on differ-
ences such as race, nationality, religion, or sexual orientation, fostered by certain social
movements, it is crucial to address stigma as a multifaceted issue. By understanding the
intricate interplay between individual, interpersonal, and societal factors that contribute to
stigma, we can develop effective strategies to promote inclusion and integration. Future re-
search should focus on identifying and evaluating interventions that target both individual
and systemic levels of stigma.

In conclusion, this study provides a valuable foundation for future research and
intervention development.
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