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Perhaps one truism permeating this book is that stigma is a complex
phenomenon that is understandable at many levels. The goal of research is
to make stigma and stigma change a bit more understandable. The motiva-
tion for this book, however, is not scientific speculation for its own sake.
Rather, it is concern about the impact of stigma on the lives of people affected
by mental illness: How do we help people from being victimized by the prej-
udice and discrimination that arises from stigma? Note that this chapter
focuses on the impact of stigma on a generic category called people affected
by mental illness; although consumers of mental health services most likely
experience the most harsh consequences of stigma, it also harms their family
members and friends, the other stakeholders involved in any aspect of ser-
vices to this group, and the public as a whole. The review in this chapter
attempts to highlight these different experiences.

This chapter begins with a simple question: What is mental illness?
After a brief review of the phenomenology and epidemiology, we more
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directly address a question relevant to stigma: Do the problems that seem-
ingly arise from stigma actually represent the results of prejudice, or a "nor-
mal" response to eccentric or dangerous behavior of people with mental
illness? We review Bruce Link's work on the modified labeling theory to
answer this question. The remainder of the chapter describes the ways in
which stigma impacts people affected by mental illness. We distinguish
between public stigma (the results of a naive public endorsing the stereotypes
of mental illness) and self-stigma (the consequences of people with mental
illness applying stigma to themselves). The discussion of public stigma con-
siders how key power groups negatively impact the lives of people affected by
mental illness: landlords, employers, members of the criminal justice system,
and health providers, to name a few. Self-stigma examines the impact on the
person's psychological well-being, health care choices, and decisions about
life goals. We end the chapter with a discussion of societal manifestations of
stigma and its impact on people with mental illness.

WHAT IS MEANT BY MENTAL ILLNESS AND ITS
CORRESPONDING STIGMA?

Understanding the nosology and etiology of mental illness is a complex
and ever-evolving enterprise that is embodied in the American Psychiatric
Association's (APA's) Diagnostic and Statistical Manual of Mental Disorders
(DSM) and the World Health Organization's International Classification of
Diseases (ICD). Several aspects of psychiatric diseases lead to a definition of
mental illness, including a clinically significant behavioral pattern that leads
to distress (e.g., a painful symptom), disability (an impairment in an impor-
tant life function), or potential loss of freedom (American Psychiatric Asso-
ciation, 2000). Five axes have emerged to sort out the various disorders that
arise from these criteria including clinical disorders, personality disorders, and
mental retardation. The multiaxial system has led to the identification of
more than a dozen sets of disorders distinguishing childhood from adult ill-
nesses and, among adult disorders, identifying relatively less serious syn-
dromes like the adjustment disorders to more serious diseases like
schizophrenia and other psychotic disorders. Adding to the complexity are
considerations about development, general medical conditions, trauma, and
substance use.

An interesting question that will be revisited in this book is whether
and how stigma changes across the various parameters that distinguish psy-
chiatric illnesses; for example, do people who abuse substances experience
greater stigma than those with a developmental disability? The issue
addressed in this chapter is more general: What are the signals that lead to
mental illness stigma? Given that stigma has been equated with a mark that
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SIGNALS

• Symptoms
• Skill deficits
• Appearance
• Labels

STEREOTYPES DISCRIMINATION

Figure 1.1. How signals lead to stereotypes and discrimination. Note that this model
parallels a cognitive-behavioral model with discriminative stimuli, cognitive
mediators, and behavior.

yields negative, often hostile, reactions from the majority, what characterizes
the mark that produces mental illness stigma (Goffman, 1963; Jones et al.,
1984)? The importance of mental illness stigma as signal or mark may be
understood in terms of a social-cognitive model like the one in Figure 1.1.
This model seeks to explain the relationship between discriminative stimuli
and consequent behavior by identifying the cognitions that mediate these
constructs. In a simple version, persons with severe mental illness signal the
public about their mental illness: "That person talking to himself on the park
bench must be crazy." These signals yield stereotypes about persons with men-
tal illness: "Crazy people are dangerous." Stereotypes lead to behavioral reac-
tions or discrimination: "I'm not going to allow dangerous people like that
move into my neighborhood."

Signals That Lead to Stigma

The general public must infer mental illness from four signals: psychi-
atric symptoms, social skills deficits, physical appearance, and labels (Corri-
gan, 2000; Penn & Martin, 1998). Many of the symptoms of severe mental
illness, such as inappropriate affect, bizarre behavior, language irregularities,
and talking to self aloud, are manifest indicators of psychiatric illness that
frighten the public. Research has shown that symptoms like these tend to
produce stigmatizing reactions (Link, Cullen, Frank, & Wozniak, 1987;
Penn, Guynan, Daily, & Spaulding, 1994; Socall & Holtgraves, 1992). More-
over, poor social skills that are a function of psychiatric illness also lead to
stigmatizing reactions. Deficits in eye contact, body language, and choice of
discussion topics (Bellack, Morrison, Mueser, & Wade, 1990; Mueser, Bel-
lack, Douglas, & Morrison, 1991) potentially mark a person as mentally ill
and lead to stigmatizing attitudes. Finally, research suggests personal appear-
ance may lead to stigmatizing attitudes (Eagly, Ashmore, Makhijani, &
Longo, 1991; Penn, Mueser, & Doonan, 1997). In particular, physical attrac-
tiveness and personal hygiene may be manifest indicators of mental illness
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leading to stereotypic responses from one's community; for example, "that
unkempt person on the park bench must be a mental patient."

Note, however, the potential for misattributing someone as mentally ill
on the basis of these three signals. What might be eccentric behavior that is
not pathgnomonic of a psychiatric disorder could be misunderstood as men-
tal illness. Social skills vary on a continuum such that low skills may repre-
sent a shy person rather than mental illness. Physical appearance may also
lead to false positives about judging someone as mentally ill. Many street peo-
ple with slovenly appearance are believed to be mentally ill when, in actual-
ity, they are poor and homeless (Koegel, 1992; Mowbray, 1985). Just as these
three signs may yield false positives, so the absence of these signs will often
lead to false negatives. Many people are able to conceal their experiences
with mental illness without peers being aware. Goffman (1963) more fully
developed this point when he distinguished between discredited and dis-
creditable stigma. The former occurs when people have a mark that is read-
ily perceivable. Examples of the discredited group include persons from a
cultural minority with an apparent physical trait which leads them to believe
that their differentness is obvious to the public; for example, Africans have
dark skin. Persons with discreditable stigma, on the other hand, can hide
their condition; they have no readily manifest mark that identifies them as
part of a stigmatized group. The public sometimes cannot determine whether
a person is mentally ill.

Juxtaposing concerns about false positives that many signals provoke
with the idea that the stigma of mental illness may be hidden begs the ques-
tion, what, then, is the mark that leads to stigmatizing responses? Several
carefully constructed studies suggest labeling as the key variable (Jones et al.,
1984; Link, 1987; Scheff, 1974). People who are known as mentally ill will
likely be the victims of mental illness stigma. Labels can be obtained in var-
ious ways: others can tag people with a label (a psychiatrist can inform some-
one that Ms. X is mentally ill), individuals can label themselves (a person can
decide to introduce himself as a psychiatric survivor), or labels can be
obtained by association (a person observed coming out of a psychologist's
office may be assumed to be mentally ill).

IS IT DISEASE OR LABEL?

During the 1960s, questions arose regarding whether the disabilities
associated with mental illness originate entirely from medical conditions, or
whether the labels attached to mental illness exacerbate the problem. This
divided many mental health providers and researchers into factions support-
ing the medical model versus labeling theory. Thomas Scheff, a leading pro-
ponent of the latter, described the difference in perspectives by stating that
"Labeling theory is a sociologistic theory, in that it deals only with social
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processes. . . . Labeling theory is the antithesis of the medical model thesis"
(1975, pp. 75-76).

The key principle in Scheff's labeling theory is that the label "deviant"
(i.e., mentally ill) leads society to treat the labeled individual as deviant
(Scheff, 1966, 1972). Common responses to the label "mental illness"
included fear and disgust, leading people to minimize contact and socially
distance themselves from anyone displaying undesirable behaviors. Once the
label is applied, the person with mental illness is exposed to adverse reac-
tions (such as prejudice and discrimination) from others, which facilitates
the process of his or her socialization into the role of the mental patient
(Goffman, 1961). This causes the individual with mental illness to exhibit
continued deviant behavior (secondary deviance), fitting the label and sta-
bilizing the mental illness (Scheff, 1966).

Critics have countered labeling theory on several grounds. Some argue
that aberrant behavior, and not the label per se, is the source of negative
responses from the public (Gove, 1982; Huffine & Clausen, 1979; Lehman, Joy,
Kreisman, & Simmens, 1976). Others have argued that the impact of stereo-
types on persons with mental illness is temporary, posing only a minor and brief
problem for the person with mental illness (Gove, 1980, Gove & Fain, 1973;
Karmel, 1969). Gove and Fain (1973) counter labeling theory's concept of sec-
ondary deviance arguing that psychiatric relapse is due solely to the recurrence
of the mental disorder; it is not impacted by the label. According to Gove
(1975), the label does not elicit negative societal reactions. Rather, negative
reactions are due to bizarre behavior displayed by persons with mental illness
(1975). Other researchers concluded that there generally is no negative reac-
tion toward people labeled mentally ill (Crocetti, Spiro, Herzl, & Siassi, 1971).

In an effort to resolve differences between labeling theory and the med-
ical model, Link (1987) conducted a study in which label and aberrant
behavior were manipulated in a series of vignettes. Results indicated that
members of the general public were likely to stigmatize a person labeled men-
tally ill even in the absence of any aberrant behavior. Subsequent studies
have replicated this finding (Link, Cullen, Frank, & Wozniak, 1987; Link,
Phelan, Bresnahan, Stueve, & Pescosolido, 1999). Link and colleagues
(1987, 1989) posed a modified labeling theory to make sense of the diverse
literature, concluding that psychiatric labels are associated with negative
societal reactions that exacerbate the course of the person's disorder. This
represents a middle ground between Scheff's original labeling theory and
Cove's medical explanation. Aberrant behavior causes negative reactions
from society, which lead the public (and the individual himself) to label men-
tal illness negatively; this can lead to exacerbation of the existing disorder for
the individual. Although the debate over the mechanics of labeling remain
unresolved, it seems clear that stigmatization worsens the lives of people
experiencing mental illness. (Link & Cullen, 1986; Mechanic, McAlpine,
Rosenfield, & Davis, 1994).
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PUBLIC AND SELF-STIGMA

Public stigma is distinguished from self-stigma as the reaction that the
general population has to people with mental illness. Three components
make up this model as outlined in Figure 1.2: stereotypes, prejudice, and dis-
crimination. Social psychologists view stereotypes as knowledge structures
that are learned by most members of a social group (Augoustinos, Ahrens, &.
Innes, 1994; Esses, Haddock, &. Zanna, 1994; Hilton & von Hippel, 1996;
Judd & Park, 1993; Krueger, 1996; Mullen, Rozell, & Johnson, 1996). Stereo-
types are especially efficient means of categorizing information about social
groups. Stereotypes are considered "social" because they represent collec-
tively agreed upon notions of groups of persons. They are "efficient" because
people can quickly generate impressions and expectations of individuals who
belong to a stereotyped group (Hamilton & Sherman, 1994). As discussed
more fully in later chapters of this text, stereotypes about mental illness
include dangerousness, incompetence, and character weakness.

Just because most people have knowledge of a set of stereotypes does not
imply that they agree with them (Jussim, Nelson, Manis, & Soffin, 1995). For
example, many persons can recall stereotypes about different racial groups but
do not agree that the stereotypes are valid. People who are prejudiced, on the
other hand, endorse these negative stereotypes ("That's right; all persons with
mental illness are violent!") and generate negative emotional reactions as a
result ("They all scare me!") (Devine, 1988, 1989, 1995; Hilton & von Hip-

Public Stigma

Stereotype:
Negative belief about a group

e.g., dangerous
incompetence
character weakness

Prejudice:
Agreement with belief and/or
negative emotional reaction
e.g., anger

fear

Discrimination:
Behavior response to prejudice

e.g., avoidance of work and
housing opportunities

withhold help

Self-Stigma

Stereotype:
Negative belief about the self

e.g., character weakness
incompetence

Prejudice:
Agreement with belief

Negative emotional reaction
e.g., low self-esteem

low self-efficacy

Discrimination:
Behavior response to prejudice

e.g., fails to pursue work and
housing opportunities

Figure 1.2. The distinction between public stigma and self-stigma.
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pel, 1996; Krueger, 1996). Prejudice is also viewed as a general attitude
toward a group. In contrast to stereotypes, which are beliefs, prejudicial atti-
tudes involve an evaluative (generally negative) component (Allport,
1954/1979; Eagly & Chaiken, 1993). According to some social psychologi-
cal models of attitude structure, prejudice may arise from sources other than
stereotypes about members of a group. Affect and past behavior toward mem-
bers of a group may also form the basis of prejudice (Zanna & Rempel, 1988).

Prejudice, which is fundamentally a cognitive and affective response,
leads to discrimination, the behavioral reaction (Crocker, Major, & Steele,
1998). Prejudice that yields anger can lead to hostile behavior (e.g., physically
harming a member of a minority group) (Weiner, 1995). In terms of mental
illness, angry prejudice may lead to withholding help or replacing health care
with services provided by the criminal justice system (Corrigan, 2000). Fear
leads to avoidance; for example, employers do not want persons with mental
illness nearby so they do not hire them (Corrigan, Backs, Green, Diwan, &
Penn, 2001). As outlined in Figure 1.1, stereotype, prejudice, and discrimina-
tion manifest differently depending on whether the public is considering
stigma or the self. The specific impact of public and self-stigma is reviewed in
the remainder of this chapter.

THE IMPACT OF PUBLIC STIGMA

The public endorsement of stigma impacts many people; our discussion
here examines four groups. Perhaps of greatest concern is the harm which pub-
lic stigma causes on people who are labeled mentally ill. Rather than broadly
considering the effect of general stigma, our review is focused on key power
groups, people in functional roles that have significant implications for the life
goals of people with mental illness. These include landlords, employers, mem-
bers of the criminal and civil justice system, health care providers, legislators,
and policy makers. Although this review largely focuses on the impact of stigma
on the person with mental illness, research suggests public stigma impacts three
other key groups. Research suggests family members and friends are impacted
by public stigma. Moreover, representatives of many of the various provider
groups involved in mental health services have reported harm from public
stigma. Finally, public stigma negatively impacts the public, too. Ways in which
these various problems occur are briefly reviewed in this chapter.

The Impact on People With Mental Illness

Most researchers and advocates agree: people with mental illness suffer
the greatest impact from stigma. In this section, we focus on three such exam-
ples of negative impact. First, stigma robs people of rightful life opportuni-
ties. Two opportunities that are especially relevant to the lives of people with
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mental illness are employment and housing. Second, stigma interacts with
violence issues to cause people with mental illness to have a distorted expe-
rience with the criminal justice system. Third, the general health care system
seems to withhold appropriate medical procedures because of mental illness
stigma. We consider each of these areas in turn.

The Loss of Rightful Life Opportunity

Stereotype, prejudice, and discrimination can rob people labeled men-
tally ill of important life opportunities that are essential for achieving life
goals. Two goals, in particular, are central to the concerns of people with
serious mental illness (Corrigan, 2002): (a) obtaining competitive employ-
ment and (b) living independently in a safe and comfortable home. Before
considering the role of stigma in employment and housing, it is important to
understand the extent of problems in these areas. Surveys consistently esti-
mate that less than 15% of people with serious and persistent mental illness
are employed (Anthony & Blanch, 1987; Louis Harris & Associates, 1986),
even though the majority desire regular work (Rogers, Walsh, Masotta, &
Danley, 1991). In a more recent national survey Sturm and colleagues (1999)
found that unemployment rates among persons with mental disorders were
three to five times higher than among those with no psychiatric disorder.
Similarly, recent data from the Substance Abuse and Mental Health Services
Administration (SAMHSA) suggested that more than 60% of people with
mental or emotional problems are unemployed and almost a quarter of this
group are below the poverty level (Willis, Willis, Male, Henderson, & Man-
derscheid, 1998). These numbers are particularly disturbing given that work
fulfills an essential contribution to personal satisfaction, health, and well-
being (Lehman, 1988). It has also been shown to be therapeutic and reduce
symptoms for individuals with mental illness (Markowitz, 2001; Russert &
Frey, 1991).

The housing situation faced by people with mental illness is similarly
disconcerting. According to a United States Department of Health and
Human Services (1983) report to Congress, a majority of the approximately
2 million Americans considered "long-term mentally ill" live in inadequate
housing, lack needed supports, or are homeless. Similar sobering findings
were reported in a 1998 SAMHSA report (Willis et al., 1998). Often, their
only options are in low-income neighborhoods with substandard housing and
high crime rates. Even in these neighborhoods, individuals with mental ill-
ness must compete for housing with other low-income groups that are con-
sidered "more suitable tenants" (Carling, 1990). Federal initiatives related to
community-based mental health services have mandated that an individual
should have as much choice and control over his or her living environment
as possible (NIMH, 1987). Research on housing preferences suggests that
most consumers with severe and persistent mental illness prefer their own res-
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idence (Ridgeway & Zipple, 1990; Tanzman, 1993) and that housing satis-
faction and community housing options may be related to the extent to
which the consumer's home lends to a sense of self-mastery (Markowitz,
2001; Rosenfield, 1992).

Inability to obtain good jobs and housing can best be understood in
terms of the modified labeling theory. In part, these problems occur because
of the disabilities that result from serious mental illness (Corrigan, 2001).
Many people with serious mental illness lack the social and coping skills to
meet the demands of the competitive work force and independent housing.
Nevertheless, the problems of many people with psychiatric disability are
exacerbated by labels and stigma. People with mental illness are frequently
unable to obtain good jobs or find suitable housing because of the prejudice of
key members in their communities: employers and landlords. Several studies
have documented the public's widespread endorsement of stigmatizing atti-
tudes (Bhugra, 1989; Brockington, Hall, Levings, & Murphy, 1993; Greenley,
1984; Hamre, Dahl, & Malt, 1994; Link, 1987; Madianos, Madianou, Vla-
chonikolis, & Stefanis, 1987; Rabkin, 1974; Roman & Floyd, 1981). These
attitudes have a deleterious impact on obtaining and keeping good jobs (Bor-
dieri & Drehmer, 1986; Farina, Felner, & Boudreau, 1973; Link, 1982, 1987;
Olshansky, Grob, & Ekdahl, 1960; Wahl, 1999; Webber & Orcutt, 1984) and
leasing safe housing (Aviram & Segal, 1973; Farina, Thaw, Lovern, & Man-
gone, 1974; Hogan, 1985a, 1985b; Page, 1977, 1983, 1995; Segal, Baumohl,
& Mayles, 1980; Wahl, 1999). Classic research by Farina (Farina & Felner,
1973) poignantly illustrates the nature of the problem. A male confederate,
posing as an unemployed worker, sought jobs at 32 businesses. The same work
history was reported at each of the job interviews except 50% also included
information about a past psychiatric hospitalization. Subsequent analyses
found interviewers were less friendly and less supportive of hiring the confed-
erate when he mentioned his psychiatric hospitalization.

Two considerations could conceivably mitigate conclusions from this
body of research. First, although some landlords and employers show stigma,
this prejudice has no meaningful effects on the housing and work problems of
people with mental illness. Instead, these problems solely arise from the cog-
nitive and behavioral dysfunctions that result from the disorders. Although
research has not tested this assumption directly, studies have shown a paral-
lel connection between attitudes and behavior; namely, stigmatizing attitudes
about mental illness impact access to care. First, stigma has been shown to
decrease participation in rehabilitation and other services that assist people
in obtaining their life goals (Leaf, Bruce, & Tischler, 1986; Leaf, Bruce, Tis-
chler, & Holzer, 1987; Sirey, Bruce, et al., 2001). Second, whereas some might
believe that prejudice was a problem 10 to 30 years ago when many of these
studies were completed, but that stigma has greatly diminished because of
more public knowledge about mental illness, analyses of 1996 General Social
Survey data actually showed the opposite! A U.S. probability sample in 1996
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was more likely to endorse stigmatizing attitudes than a similar group from
1956 (Phelan, Link, Stueve, & Pescosolido, 2000). Hence, the potential for
landlords and employers discriminating against people with mental illness is
exceedingly present.

The Reaction of the Criminal Justice System

With the stigma attached to mental illness intensifying over the last
four decades (Martin, Pescosolido, & Tuch, 2000; Surgeon General, 2000),
the number of people with mental illness entangled in the criminal justice
system also rose significantly. The prevalence rate of serious mental illness in
jails, currently between 6% and 15% (Ditton, 1999; Lamb & Weinberger,
1998; Teplin, 1990, 1984; Teplin, Abran, & McClelland, 1996), has risen
154% over the past 20 years (Travis, 1997). Recent studies have shown that
as many as 6% of individuals considered suspects by police have a serious
mental illness (Engel & Silver, 2001; Teplin & Pruett, 1992). LaGrange
(2000) surveyed police officers of a large metropolitan area police department
and found that 89% had had contact with citizens with mental illness in the
previous year. For a person with mental illness, police officers are often the
first point of contact with the criminal justice system. The officer's determi-
nation impacts whether persons with mental illness receive adequate psy-
chiatric care or are further processed into the criminal justice system. A
common outcome from this kind of interaction is involuntary psychiatric
hospitalization and the concomitant loss of liberty.

Criminalizing mental illness is a way in which the criminal justice sys-
tem reacts to people with mental illness, contributing to the increasing preva-
lence of serious mental illness in jail (Watson, Ottati, Corrigan, & Heyrman,
in press). As Teplin (1984) points out, persons exhibiting symptoms and signs
of serious mental illness (like psychoses) are more likely than others to be
arrested by the police. The selective process continues if the person is taken
to jail. Someone experiencing a mental illness tends to spend more time
incarcerated than persons without mental illness (Steadman, McCarty, &
Morrisey, 1989). Treating a person with mental illness like a criminal instead
of a like someone who is sick and in need of treatment has implications not
only for the life, liberty, and well-being of individuals with mental illness, but
also affects the larger community. As noted before, public fear of individuals
with mental illness has increased over the past 40 years (Martin, Pescosolido,
& Tuch, 2000; Phelan, Link, Moore, & Stueve, 1997; Phelan et al., 2000),
resulting in a higher degree of preferred social distance from persons with
mental illness. The growing intolerance of offenders in general has led to
harsher laws and hampered effective treatment planning for mentally ill
offenders (Jemelka, Trupin, & Chiles, 1989; Lamb & Weinberger, 1998).

Persons with mental illness are not always encountered as the perceived
wrong-doers by members of the criminal justice system; they are also witnesses
or victims of crime. Research on helping behavior suggests that officers who
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believe that individuals are responsible for their illness may be less willing to
provide appropriate assistance (Weiner, 1995). This may occur in situations
in which an individual needs help accessing mental health or other social ser-
vices. If an offense has occurred, officers who blame individuals for their ill-
ness may be more inclined to arrest the person, even if a deferral to mental
health services would be more appropriate. Officers may also be less willing to
assist individuals with mental illness who are victims of crime (Mastrofski,
Snipes, & Parks, 2000). Similarly, officers who view individuals with mental
illness as incompetent may be less willing to accept the information they pro-
vide as credible. This may cause police to disregard useful information from
witnesses and potential suspects. It may also cause them to fail to believe and
assist victims of crime. As this review shows, attitudes and beliefs held about
mental illness by police officers, the gatekeepers of the criminal justice system,
may have significant consequences in terms of safety and quality of life for
both the general public and the individual with mental illness.

The Reaction of the General Health Care System

A research program by Benjamin Druss and colleagues seems to indi-
cate that people with mental illness are less likely to benefit from the depth
and breadth of the American health care system than people without these
illnesses. Druss and colleagues completed two studies on large archival data
that suggested people with mental illness receive fewer medical services that
those not labeled in this manner (Desai, Rosenheck, Druss, & Perlin, 2002;
Druss & Rosenheck, 1997). Moreover, studies by Druss and colleagues sug-
gest individuals with mental illness are less likely to receive the same range
of insurance benefits as people without mental illness (Druss, Allen, & Bruce,
1998; Druss & Rosenheck, 1998). Clearly, data by his group and others (Berk,
Schur, & Cantor, 1995; Mark & Mueller, 1996) identifies a disparity in
services across groups that are identified as mentally ill or not mentally ill.
Unclear from this research is whether this disparity is due to stigma on the
part of health care providers and insurers or represents economic and socio-
cultural variables that interact with the experience of mental illness. One
study by Druss, Bradford, Rosenheck, Bradford, and Krumholz (2000) seems
to implicate stigma more directly.

Previous research has used rates of procedures for cardiovascular disor-
ders as an index of differential service rate by race (Ayanian, Udvarhelyi,
Gatsonis, Pashos, & Epstein, 1993; Wenneker & Epstein, 1989) and gender
(Ayanian &. Epstein, 1991; Krumholz, Douglas, Lauer, & Pasternak, 1992)
bias. For this reason, Druss and colleagues (2000) examined the likelihood of
a range of medical procedures after myocardial infarction in a sample of
113,653. Compared to the remainder of the sample, Druss et al. found that
people with comorbid psychiatric disorder were significantly less likely to
undergo percutaneous transluminal coronary angioplasty. Once again, men-
tal illness is indicated as a barrier to receiving appropriate care.
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Nevertheless, the body of research by Druss and colleagues illustrates
the difficulty of research that seeks to examine the impact of stigma.
Although it is not unreasonable to conclude that people with mental health
diagnoses receive less quality health care and coverage because of stigma, we
cannot exclude a variety of other variables that also might account for this
distinction. People with mental illness, for example, often find themselves in
impoverished socioeconomic classes that traditionally receive less adequate
care. Note, however, that these socioeconomic variables do not rule out
stigma as a relevant variable. Link and Phelan (2001) argued that some socio-
cultural differences between people with mental illness and the rest of the
population may represent structural stigma. Namely, because of a history of
stigma against mental illness, certain social structures develop that represent
prejudice against this group. Research to examine the impact of social struc-
tures needs to include more macro social science theories and methods to
illustrate these effects.

The Impact on Family Members, Providers, and Others

Stigma not only affects people with mental illness, but also those closely
associated with the mentally ill. This phenomenon is alternatively called
courtesy stigma (Goffman, 1963) or associative stigma (Mehta & Farina, 1988)
and reflects the idea that the prejudice and discrimination experienced by
persons with psychiatric disorders also affects family, providers, and others
associated with the person with mental illness, albeit in muted form. The
majority of research in this area has examined the impact of stigma on par-
ents, spouses, siblings, and other family members. Hence, we will examine
these studies in depth. There is also some mostly conjectural literature exam-
ining the stigma perceived by mental illness treatment providers. These
reviews will be briefly summarized, too.

The Stigma Experienced by Family Members

Several studies have attempted to document the stigma experienced by
family members of people with mental illness by surveying them directly
(Lefley, 1987; Phelan, Bromet, & Link, 1998, Thompson & Doll, 1982; Wahl
& Harman, 1989; Yarrow, Schwartz, Murphy, & Deasy, 1955) and have
uncovered some recurring trends. The majority of family members in these
studies reported that they were personally impacted by stigma. Wahl and Har-
man's (1989) study of 487 National Alliance for the Mentally 111 (NAMI)
members, for example, showed that about a fifth of the sample reported stigma
had impeded the quality of relationships with other family members and
diminished their self-esteem. In a subsequent study of 156 parents and spouses
of people with mental illness, Phelan and colleagues (1998) found that about
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a third of the sample actively tried to conceal the mental illness of their fam-
ily member and about a quarter of the group at least occasionally experienced
others trying to avoid them because of their relative.

Phelan and her colleagues concluded, from an analysis of both their
data and previous studies, that families are currently experiencing greater
courtesy stigma than 20 years earlier. Just as we need to be mindful of chang-
ing the stigma experienced by people with mental illness, so we need to
consider the prejudice experienced by family members, too. Wahl and Har-
man's (1989) survey uncovered several aids to coping with courtesy stigma.
Most prominent among these included factual information about mental ill-
ness, interaction with other families who have an individual with mental
illness, and mutual support from within the family.

The Stigma Experienced by Treatment Providers

Several authors have expressed concern about the impact of mental ill-
ness stigma on mental health providers and their corresponding disciplines
(Dichter, 1992; Dickstein & Hinz, 1992; Fink, 1986; Gabbard & Gabbard,
1992; Persaud, 2000). Because of stigma, authors have opined that under-
graduates are less likely to pursue training in psychiatry and other mental
health disciplines, residents and graduate level trainees experience stigma
and demoralization as professionals, and actual practitioners feel under-
appreciated by their patients and by society as a whole. Moreover, treatment
providers assert that mental health services receive fewer financial resources
because of the stigma of mental illness. Although these viewpoints seem rea-
sonable, the literature in this area is notable by the absence of empirical data.
It is important, therefore, for researchers to develop and test hypotheses that
reflect the impact of stigma on mental health providers. Interesting questions
might include how stigma influences provider-level variables like job burnout
or how stigma's effects on providers trickle down to the quality of care they
provide consumers.

The Impact on the At-Large Public

Stigma also harms society and those in it (Corrigan &. Lundin, 2001).
It promotes injustices which undermine some of the basic assumptions of a
community. It robs society of an important resource: persons with mental ill-
ness who could be gainful members of the neighborhood. Stigma perpetuates
the personal fears of all citizens about becoming mentally ill and losing con-
trol. These areas have been highlighted more by advocates than studied by
behavioral scientists. Hence, we briefly outline each area here as targets for
future research.
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The Injustice of Stigma Infects a Community

Clearly, citizens who agree with stereotypes about mental illness and
choose to act on those stereotypes harm persons with psychiatric disorders.
By no means, however, does the damage end there. Any kind of prejudice
undermines ethical assumptions of the entire culture. For example, citizens
of many societies believe individuals should have a fair opportunity to prove
themselves on the basis of their actions and accomplishments. Stereotypes
like those experienced by persons with mental illness challenge this funda-
mental belief. Stereotypes mean persons lose their chance to be successful
because they belong to marked groups.

Stereotypes about mental illness are just one of many concrete exam-
ples of limited, categorical thinking about groups of people (Allport, 1988).
This kind of naive categorizing ignores the unique and interesting differences
among people. Instead, it paints all members of a group the same. Once these
groups are identified, they can be quickly segregated from the majority. Black
persons are different than White. Women are different from men. Mentally
ill are different from "normals." Some may argue that recognizing these dis-
tinctions is nothing more than reflecting physical characteristics. Persons
who promote these arguments, however, forget that the advancement of dis-
tinctions and differences undermines the sharing of resources.

Stigma Robs Communities of an Important Resource

Communities lose out from discrimination, too (Corrigan & Lundin,
2001). Instead of being productive members of society, many persons with
mental illness unnecessarily must rely on handouts from their neighbors.
They could be out working, earning a reasonable wage, and living indepen-
dently. Instead, because of society's ignorance, they are deprived of job and
housing opportunities and must be supported by government assistance.

There is also a more intangible loss that results from this kind of dis-
crimination. Segregating persons with mental illness robs the community of
the possible kind of interactions these individuals might bring. Persons with
mental illness are kept from becoming active participants in the interchange
among people. One of the wonders of melting pot societies like the United
States is the diversity of perspectives represented by cultural and other dif-
ferences. Through history, humans have discovered that excluding groups
deprives society of vital segments.

Stigma Maintains Personal Fears

Fear of mental illness is personal; almost everyone worries at some time
in their life about having a "nervous breakdown." People believe they are able
to cope because of some personal strength and that mental illness is moral
weakness. Persons with mental illness, so the theory goes, failed to choose a
healthy lifestyle. This kind of logic is reflected in the "just world" hypothesis
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(Lerner, 1965). Persons who experience significant life problems like mental
illness must have a character flaw. A just world would never deal people such
an unfair hand. Hence, persons with mental illness have earned the disre-
spect of their community.

Stigma maintains personal fears (Corrigan & Lundin, 2001). "If I
were weak, I would become mentally ill like that homeless guy talking to
himself." This kind of ignorance limits citizens' understanding of mental
illness. In addition, it distances the general public from its own brushes
with anxiety and depression. Instead of trying to understand how life
events converged to cause emotional upset, persons steeped in stigmatiz-
ing beliefs deny their own woes so they aren't associated with "these weak
mentally ill."

THE IMPACT OF SELF-STIGMA

Living in a culture steeped in stigmatizing images, persons with mental
illness may accept these notions and experience diminished self-esteem, self-
efficacy, and confidence in one's future as a result (Corrigan, 1998; Holmes
& River, 1998). Persons with mental illness like Kathleen Gallo have writ-
ten eloquently about this kind of self-stigma.

I perceived myself, quite accurately unfortunately, as having a serious
mental illness and therefore as having been relegated to what I called
"the social garbage heap." ... I tortured myself with the persistent and
repetitive thought that people I would encounter, even total strangers,
did not like me and wished that mentally ill people like me did not exist.
Thus, I would do things such as standing away from others at bus stops
and hiding and cringing in the far corners of subway cars. Thinking of
myself as garbage, I would even leave the sidewalk in what I thought of
as exhibiting the proper deference to those above me in social class. The
latter group, of course, included all other human beings. (Gallo, 1994,
pp. 407-408)

First-person narratives such as this one, as well as other subjective data,
provide a compelling illustration of the impact of stigma on a person's self-
esteem (Davidson, 1992; Estroff, 1989; Strauss, 1989; see also chap. 3, this
volume). Qualitative data of this sort have been augmented by quantitative
surveys of persons with mental illness. For example, studies of persons with
mental illness and their families showed self-esteem to be a significant prob-
lem (Wahl, 1999; Wahl & Hartnan, 1989).

As suggested by the earlier described societal reaction theory, first
impressions about the stigma of mental illness suggest that people with psy-
chiatric disability, living in a society that widely endorses stigmatizing ideas,
will internalize these ideas and believe that they are less valued because of
their psychiatric disorder (Link, 1987; Link & Phelan, 2001). Like public

THE IMPACT OF MENTAL ILLNESS STIGMA 25



stigma, self-stigma includes prejudice and its components. First, persons who
agree with prejudice concur with the stereotype: "That's right; I am weak and
unable to care for myself!" In addition, self-prejudice leads to negative emo-
tional reactions. Prominent among these are low self-esteem and self-efficacy.
Self-esteem is typically operationalized in this kind of research as the rating
of agreement of personal worth on Likert scale items (Corrigan, Faber,
Rashid, & Leary, 1999; Rosenberg, 1965). Self-efficacy is defined here as the
expectation that one can successfully perform a behavior in a specific situa-
tion (Bandura, 1977, 1989) and is often assessed with self-report measures
(Sherer & Adams, 1983).

Self-prejudice may also lead to behavioral responses. Low self-efficacy
and demoralization has been shown to be associated with failing to pursue
work or independent living opportunities at which persons might otherwise
succeed (Link, 1982, 1987). Obviously, this kind of self-stereotype, self-
prejudice, and self-discrimination will significantly interfere with a person's
life goals and quality of life; this impact is discussed more fully below. How-
ever, it is also important to remember that self-stigma is not universal.

Diminished Self-Esteem Is Not Inevitable

Many persons with mental illness are aware of the stereotypes that exist
about their group. However, awareness of stigma is not synonymous with
internalizing it (Crocker & Major, 1989). Many persons with mental illness
report being aware of the negative stereotypes about them (Bowden, Schoen-
feld, & Adams, 1980; Kahn, Obstfeld, & Heiman, 1979; Shurka, 1983;
Wright, Gronfein, & Owens, 2000) but do not necessarily agree with these
stereotypes (Hayward & Bright, 1997). Hence, not every person with a men-
tal disorder reacts to the stigma of mental illness with a loss of self-esteem.
Quite the contrary, some individuals are energized by prejudice and express
righteous anger. Others neither experience lowered self-esteem nor become
righteously angry; instead, these individuals seem to ignore the effects of pub-
lic prejudice altogether.

Long-standing theories have represented self-stigma as the automatic
result of being a member of a stigmatized group (Allport, 1954/1979; Erikson,
1956; Jones et al., 1984). Accordingly, African Americans, women, and per-
sons with physical disabilities would all be expected to have lower self-esteem
compared to the majority. Several studies have shown, however, that people
of color and other ethnic minorities do not have lower self-esteem than the
White majority (Hoelter, 1983; Jensen, White, & Gelleher, 1982; Porter &
Washington, 1979; Verkuyten, 1994, 1995; Wylie, 1979). Nor are women
shown to have lower self-esteem than men (Maccoby & Jacklin, 1974; Wylie,
1979). Similar results have been found in persons with mental illness, in spite
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of their awareness of the stigmatizing views about them. Despite this aware-
ness, several studies have been unable to find a sharp decline in self-esteem
in this group (see Hayward & Bright, 1997, for a review).

Crocker and colleagues (Crocker & Lawrence, 1999; Crocker & Major,
1989) highlight an even more amazing trend in stigma and self-esteem.
Several stigmatized groups showed higher self-esteem than the majority; par-
ticipants in these studies included persons of color (Hoelter, 1983; Jensen,
White, & Gelleher, 1982; Porter &. Washington, 1979) and people with
disabilities (Fine & Caldwell, 1967; Willey & McCandless, 1973). It seems
that being stigmatized somehow stimulates psychological reactance (Brehm,
1966), suggesting that rather than complying with the perceived threat of
stigma and viewing one's self poorly, an individual opposes the negative eval-
uation and positive self-perceptions emerge. Research on empowerment sup-
ports this concept, showing persons with psychiatric disability who, despite
this disability, have positive self-esteem and are not significantly encumbered
by a stigmatizing community. Instead, they seem to be energized by the stigma
to righteous anger (Corrigan et al., 1999; Rogers, Chamberlin, Ellison, &
Crean, 1997). Righteous anger is evident in many of the narratives of per-
sons with serious mental illness: "I was angry that I'd been crazy, but I was
even more angry at the inhumane, hurtful, degrading, and judgmental 'treat-
ment' I'd been subjected to" (Unzicker, 1989, p. 71; see also Davidson,
Stayner, & Haglund, 1998; Estroff, 1995).

In addition to those who view mental illness stereotypes as unjust, per-
sons who find them irrelevant will also experience no reduction in self-
esteem due to stigma. Persons with intact self-esteem will respond to stigma
with indifference or indignation depending on their identification with the
generic group of people with mental illness. Those with high group identifi-
cation will show righteous anger. Those who do not identify with the group
will be indifferent to stigma.

The Impact on Accessing Services

Self-stigma may have another unfortunate effect: people may opt to not
seek out treatment so they are not identified with this stigmatized group.
Research has shown that the psychiatric symptoms, psychological distress,
and life disabilities caused by many mental illnesses are significantly remedied
by a variety of psychopharmacological and psychosocial treatments. Unfor-
tunately, research also suggests that many people who meet criteria for treat-
ment, and who are likely to improve after participation, either opt not to seek
services or fail to fully adhere to treatments once they are prescribed. Results
from the Epidemiologic Catchment Area (EGA) Study show that only 60%
of people with schizophrenia participated in treatment (Regier, Narrow, Rae,
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& Manderscheid, 1993). Taking into account the severity of one's mental dis-
order, Narrow and colleagues (2000) found that people with serious mental
illness were no more likely to participate in treatment than those with rela-
tively minor disorders. A subsequent study, the National Comorbidity Sur-
vey, on the epidemiology of adult psychopathologies showed similar results
(Kessler et al., 2001). Fewer than 40% of the 6.2% of respondents with seri-
ous mental illness received stable treatment in the past year, with young
adults and individuals living in more urban/suburban areas more likely to
have unmet needs.

Many people choose not to pursue mental health services because they
do not want to be labeled a "mental patient" or experience the prejudice and
discrimination that the label entails. Early research on this matter (cf. Lorion,
1974 for a review) tried to distinguish the effects of stigmatizing attitudes
related to treatment (e.g., I must be weak if I need counseling) from other
kinds of misconceptions about treatment (e.g., psychotherapists don't believe
in God and discourage spiritual concerns) (Garfield & Bergin, 1971). Some
support for the relationship between stigma and participating in mental
health care services was provided by epidemiological studies on adult psy-
chopathology. Results gleaned from the Yale arm of the Epidemiological
Catchment Area data (Leaf, Bruce, & Tischler, 1986) showed respondents
with psychiatric diagnosis were more likely to avoid services if they were
unreceptive to treatment (e.g., agreeing that people should not seek care if
they have a mental or emotional problem) or believed family members would
have a negative reaction to these services. A second study by the same group
completed on 3,058 community residents showed similar results; namely,
negative attitudes inhibit service utilization in those at risk for psychiatric
disorder (Leaf, Bruce, Tischler, & Holzer, 1987). Results from the National
Comorbidity Survey suggest several beliefs that might sway people from
treatment (Kessler et al., 2001). These include concerns about what others
might think and the desire to solve one's own problems. Finally, positive atti-
tudes of family members were associated with greater service use in a sample
of more than 1,000 drawn from a representative community sample and a
group from a mental health clinic (Greenley, Mechanic, & Clearly, 1987).
Using the Scale of Perceived Stigma (Link, Struening, Cullen, & Shrout,
1989), a 20-item scale that represents beliefs about the devaluation and dis-
crimination directed toward persons with mental illness, Sirey and colleagues
(2001) found a direct relationship between stigmatizing attitudes and treat-
ment adherence. Scores on the utilized scale were associated with whether
134 adults were compliant with their antidepressant medication regimen 3
months later. Hence, perceptions of and identification with existing stereo-
types about mental illness can hinder persons in getting much needed help,
which may make their lives unnecessarily more difficult.
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UNDERSTANDING STIGMA AT THE SOCIETAL LEVEL

Thus far, this chapter has provided an overview of psychological mod-
els of stigma, descriptions of cognitive-behavioral processes engaged in by
individuals that harm people with mental illness (public stigma) or them-
selves (self-stigma). The individual level of analysis only provides half the
picture of the egregious impact of stigma. Sociologists have also discussed
how political, economic, and historical forces create societal-level phenom-
ena that diminish the life opportunities of people with mental illness and
hence become stigma (Link & Phelan, 2001; Pincus, 1999a; Rubinstein,
1994; Wilson, 1987). As outlined in Figure 1.3, two levels of stigma in soci-
ety have been identified: institutional policies and social structures. The key
distinction between this form of stigma, and stigma at an individual level of
analysis, is the emergence of societal forms and structures that restrict the life
opportunities of people with mental illness. Although concepts related to
institutional and structural stigma have a prominent role in understanding
racism and sexism, related models have not been well-developed in explain-
ing mental illness stigma except for an important paper by Link and Phelan
(2001). This paper illustrates how social structures may impede the opportu-
nities of people with mental illness.

INSTITUTIONAL
POLICIES

Based on prejudice of
people in leadership
positions

Translated into laws
and regulations that
discriminate against
people with mental
illness

SOCIAL
STRUCTURES

The effects of prejudice
and discrimination:
• historically
• politically
• economically

Structures:
• Lack of parity in

health benefits
appropriations

Figure 1.3. Societal levels of stigma: institutional policies and structural stigma.
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Institutional Policies and Stigma

Pincus (1999a) argues that stereotypes and prejudice can have a major
impact on people of color when they are enacted into rules that impede their
opportunities. These can be formal legislation at various levels of government
like the Jim Crow laws of the late nineteenth and early twentieth century
that robbed African Americans of their right to vote. They can be company
policy such as banks that do not provide mortgages to minorities in red line
neighborhoods. They can be less formal polices such as restaurant chains like
Denny's that, in the 1990s, instructed their employees to provide a lesser
grade of service to people of color. In each case, there is one person (e.g., the
CEO of a company) or a group of people (e.g., a legislative bloc) in positions
of power with a prejudicial agenda who promote this agenda by enacting
policies that discriminate against a group.

Similar examples are evident for people with mental illness, especially
in government institutions. Research has shown that there are state laws in
effect that restrict the rights of people with mental illness in terms of such
fundamental opportunities and privileges as jury service, voting, holding pub-
lic office, marriage, and parenting (Hemmens, Miller, Burton, & Milner,
2002). In fact, findings from this survey suggest restriction of familial rights
may be worsening for people with mental illness, despite an increasing con-
cern about prejudice in this arena. Another study shows that mental illness
continues to be used as a rationale for restricting medical licensure (Hansen,
Goetz, Bloom, & Fenn, 1997). Results suggested that it was the label of men-
tal illness, rather than evidence of current psychiatric disability, that led to
the restriction of medical practice.

Methods for Studying Institutional Stigma

Although there is some evidence of institutional stigma toward people
with mental illness, comprehensive empirical data documenting the phe-
nomenon are relatively scarce. However, the few studies as well as sociolog-
ical paradigms that describe institutional stigma suggest a useful research
approach for more carefully documenting the phenomenon. Given that vir-
tually all of state legislation is now accessible through the Internet, a search
of the Lexis and Westlaw databases for existing statutes by state will provide
a historical record of that state's characterization of people with mental ill-
ness. Examining the state's perspective on mental illness is especially impor-
tant given its dominant role in the provision of mental health services for
children and adults with serious disorders. To complete this research task, a
focus group of multiple stakeholders including consumers, family members,
providers, and legislators will need to generate a comprehensive list of key
words to guide the search of the database. Candidates for these key words
include psychiatric terms like mental illness and disability as well as legal terms
like lunatic and insanity.
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Although this kind of comprehensive search will provide a historical
picture of each state's set of laws, it may generate some false positives in terms
of institutional stigma. Most states in the Union have outdated (seemingly
silly) laws that have never been removed from the books; for example, Illi-
nois defines vagrancy as individuals who do not have at least one dollar bill
on their person and requires contacting the police before entering their city
in an automobile. Hence, finding a law that discriminates against people with
mental illness in State A does not mean it is actively followed in that state.
One way to avoid this "antiquated status effect" is to complete a Lexis and
Westlaw survey of all bills that were proposed to each state's legislature in the
past year. This kind of analysis not only shows the products of a carefully
deliberated political process but also the "on the floor" musings of individual
legislative blocs vis-a-vis mental illness. A similar snapshot can be obtained
of the judiciary by examining Lexis and Westlaw for findings of the appellate
courts in each state.

Not every governmental action involving mental illness represents
institutional stigma. Hence, the products of these database surveys must then
be coded in terms of stigma. Two elements of this interpretation are required,
(a) Do the legislation or court findings result in lost opportunities for people
with mental illness; for example, can people with mental illness not obtain
certain kinds of jobs? (b) Do these lost opportunities represent the stigma of
the label ("People who are mentally ill cannot") or the disability commen-
surate with the label ("People who are currently disabled because of mental
illness cannot do X until the disability remits.") ? Our group is currently work-
ing on a subset of this research agenda with the NAMI TRIAD project;
TRIAD is the Treatment/Recovery Information and Advocacy Database
which, among its many goals, has determined to obtain indicators of each
state's success and failures in the public mental health system. Not only is the
proposed research fruitful for reasons of scholarship, but documenting
statutes, bills, and rules by state will also serve the advocacy agenda of groups
like NAMI. For example, the National Office and local affiliates can write to
State A, notify them of recent and specific governmental activity that
restricts the opportunities of people with mental illness (e.g., "HB XXX
restricts the voting rights of people with mental illness"), and ask for correc-
tion of this bias.

Social Structures and Stigma

Typically, institutional stigma arises from the prejudices of individuals
in power who enact legislation and administrative rules that discriminate
against people with mental illness (Pincus, 1996, 1999a; Wilson, 1987). Soci-
ologists have also identified structural stigma that develops historically as the
result of the economic and political injustices wrought by prejudice and dis-
crimination. Once again, this concept has mostly been used to explain racism
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and sexism. Pincus (1999a), for example, describes the disparity of insurances
rates across White and Black communities. Although agents might explain
this as the result of higher rates of street crime in lower-income Black com-
munities, it nevertheless results in higher premiums for people of color. The
key element of structural stigma is not the intent but rather the effect of keep-
ing certain groups in a subordinate position. Hence, there is not clearly a prej-
udicial group in power maintaining structural stigma; rather, it is the product
of historical trends in discrimination.

Inability to achieve parity in mental health insurance with general
medical coverage may be an example of structural stigma related to mental
illness (Feldman, Bachman, & Bayer, 2002). Although failure of legislatures
to endorse parity may be affected by the individual prejudices of some repre-
sentatives and senators (Corrigan & Watson, 2003), it also represents the
insidious effects of structural stigma. Namely, several decades of history where
insurance benefits for physical illness have surpassed those for mental illness
leads to the assumption that greater benefits for mental health will produce
diminished benefits for physical health, an assumption, by the way, that may
not be borne out by actual evidence. The significantly lower rate of federal
monies for mental health research, compared to other areas of health
research, is another example of structural stigma (Link & Phelan, 2001). The
latter example also shows the circular nature of structural stigma. Knowledge
about mental illness that will diminish stigma, and hence lead to more
enlightened policies about funding research, cannot be increased because
funding agencies are not supporting studies in the psychiatric arena at the
same rate as other general medical conditions.

The Role of Affirmative Actions

Pincus (1999b) believes that affirmative actions are needed to resolve
structural discrimination and stigma. Affirmative action was originally thrust
on the American political scene as an Executive Order signed by Lyndon John-
son directing Federal contractors to develop a hiring plan that would increase
the number of women and minorities in all job categories of their business. This
plan was seeking to resolve the historical disparities in hiring practices that kept
people of color and women out of better jobs. More broadly put, affirmative
action might be construed as any official effort that seeks to decrease structural
stigma by purposively and strategically increasing the opportunities of a stig-
matized group. Two examples come to mind in terms of mental illness. Rea-
sonable accommodations for people with psychiatric disabilities are the first.
An important clause of the Americans With Disabilities Act (ADA), reason-
able accommodations are those provisions that employers must supply to
employees with disabilities so these employees can competently do their job.
The provision of these accommodations may not cause undue burden to
employers and their business. Common examples of these kinds of accommo-
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dations include wheelchair-accessible work environments so that people with
ambulatory disabilities can easily navigate their offices. More difficult to define
have been accommodations for people with psychiatric disabilities (MacDon-
aid-Wilson, Rogers, Massaro, Lyass, & Crean, 2002; Mechanic, 1998). They
have included the provision of flexible schedules and job coaching so people
with mental illness can cope with the stress of job demands.

The U.S. Supreme Court's ruling in Olmstead versus L.C. is a second
example where court decisions have led to affirmative actions for people with
mental illness. In this case, the State of Georgia was found to be in limited
violation of the ADA because it did not provide community services to psy-
chiatric inpatients (Cohen, 2001; Herbert & Young, 1999). In particular, the
High Court found that the state could not avoid its duties under the ADA
because the legislature did not appropriate sufficient funds to support com-
munity programs for people with psychiatric disabilities in need of these ser-
vices. To comply with the ruling, states must develop comprehensive plans
to end unnecessary institutionalization (Bazelon Center, 1999). Hence, the
Supreme Court is requiring affirmative actions that challenge the kinds of
structural stigmas that have evolved over time.

CONCLUSION

We hoped to illustrate in this opening chapter that stigma is a complex
phenomenon which has a broad and harmful impact on people with mental
illness. Sense was made of the complex phenomenon by distinguishing pub-
lic stigma from self-stigma and examining social cognitive concepts that are
implicated in each. Full understanding of the experience of stigma is going to
require a variety of social scientific models; additional paradigms examined in
this book include social psychological, sociological, and historical models. We
expect that information that emerges from scientific efforts in each of these
paradigms will uncover ways to effectively address public and self-stigma.
Advocates may then call on this body of knowledge to put into practice the
kind of ideas outlined through this enterprise. Service providers including
psychologists, psychiatrists, social workers, and psychiatric nurses may use this
information to help people with mental illness better deal with stigma.
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