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In the United States, a diagnosis of mental illness carries significant amounts of stigma
(Pescosolido, 2013; Martin et al., 2007). Stigma refers to the process by which individuals are
simultaneously discriminated against, socially sanctioned, controlled, and isolated (Phelan, Link,
& Dovidio, 2008). The overall societal opinion towards mental illness remains negative (Martin
et al., 2007). Indeed, current research shows that a majority of individuals would rather not live
next door to, marry, socialize, or work with an individual with mental illness (Pescosolido et al.,
2010). Further, a label of mental illness also carries implications for social status, with
individuals assuming less ability and competence of those with a mental illness diagnosis (Lucas
& Phelan, 2012).
Stigma not only results in social consequences such as isolation and status loss, but it also
has direct consequences for education, health, and life expectancy. For example, research shows
that both stigma and how individuals interact with their stigmatizing environments contribute to
reduced educational opportunities for children with behavioral or social problems (McLeod &
Kaiser, 2004; McLeod, Uemura, & Rohrman, 2012). This not only diminishes educational
success for these children while in grade school, but these negative effects extend to college
(Shifrer, 2013) and beyond education, to other outcomes such as health, life chances, and even
life expectancy (Fok et al., 2012; Chang et al., 2011).
In addition to being publically stigmatized by others who endorse prejudice towards
people with mental illness, individuals also stigmatize themselves. That is, individuals with
mental illness may internalize this public stigma towards themselves and those like them
(Corrigan & Penn, 1999, Corrigan & Watson, 2002). This self-stigma has been shown to: deter
individuals with mental illness from seeking help from medical professionals (Corrigan, 2004,
Komiti et al., 2006, Schomerus & Angermeyer, 2008, Vogel et al., 2007), decrease adherence
with prescribed treatments (Livingston & Boyd, 2010, Tsang et al., 2010), and reduce life goals,
self-esteem, and self-efficacy (Corrigan, Larson, Rüsch, 2009, Fung et al., 2007).
In summary, stigma has negative social, physical, and psychological consequences
(Lucas & Phelan, 2012; Martin et al., 2007; Martin et al., 2000; Pescosolido, 2013; Pescosolido
et al., 2008; Shifrer, 2013). To decrease stigma and thereby improve outcomes for those with
mental illness, it is important to consider the nature and effects of social norms, attitudes, beliefs,
and behaviors regarding mental health and mental disorders.
MODELS OF MENTAL ILLNESS STIGMA
Stigma is complex and occurs on multiple levels. Researchers have examined many forms of
stigma including: self-stigma, perceived stigma, enacted stigma, structural stigma, institutional
stigma, healthcare provider stigma, etc. To explain how individual and societal-level
characteristics work together to influence norms, attitudes, beliefs, and behaviors towards mental
illness in the United States, three models have been offered: the social psychological model, the
attribution model, and the framework integrating normative influences on stigma (FINIS) model.
Social Psychological Model
The social psychological model of stigma rests on the assumption that social norms,
beliefs, and attitudes are reflected and reinforced through interpersonal interaction. It uses
common social psychological concepts and themes such as self-fulfilling prophecies, stereotype
threat, identity, and expectancy confirmation processes, and applies them to mental illness and
stigmatization (Major & O’Brien, 2005). In short, to understand the stigma associated with
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mental illness, the social psychological model argues that norms, attitudes, beliefs, and behaviors
are shaped by social interactions (Goffman, 1969). Individuals apply understandings of mental
illness acquired early in life to themselves or others, leading to expectations of diminished
competence and a desire for social distance from individuals with mental illness. Anticipating
discrimination, rejection, and shame, labeled individuals often alter their own behavior and may
act defensively or avoid social interaction. The combination of enacted, felt, and anticipated
discrimination results in overall diminished quality of life for labeled individuals (Link, 1982;
Link et al., 1987; Link et al., 1989; Rosenfield, 1997).
Attribution Model
The attribution model of discrimination focuses attention on how the characteristics of
the illness itself affect others’ perceptions. Specifically, the attribution model examines how
beliefs about persons’ responsibility for their condition lead to stigmatizing responses towards
those with mental illness. It also examines the role of fear and perceived dangerousness in
stigmatizing beliefs towards those with mental illness (Corrigan et al., 2003). Research finds, for
example, that if an individual is thought to have control over their illness (as is often the case
with mental illness), their symptoms reflect poorly on their character, adding a layer of blame to
an already heavy burden of shame, discrimination, and social isolation (Corrigan, 2000; Crocker,
Major, & Steele, 1998; Goffman, 1963; Jones et al., 1984). Additionally, mental illnesses that are
associated with danger and fear garner more stigma than those not associated with fear (Martin,
Pescosolido, & Tuch 2000). Thus, it is not only the interactions that affect stigma, but also the
attributes of the stigmatizing characteristic itself.
Framework Integrating Normative Influences on Stigma (FINIS) Model
Perhaps the most comprehensive model of stigma is the framework integrating normative
influences on stigma (FINIS) model. FINIS recognizes that stigma stems from micro, meso, and
macro-level systems that are inextricably linked and mutually reinforcing (Pescosolido et al.,
2008b). FINIS considers the factors at each level, and how they might work together within and
between levels.
Rather than examining these influences in a vacuum, it attempts to understand
relationships between these levels. In doing so, FINIS incorporates a range of expertise from
multiple disciplines to create a system-science approach to understanding stigma. For example,
at the individual (micro) level, social interactions are necessarily colored by the characteristics of
labeled individuals, their mental illness, and those with whom they interact. However, FINIS
recognizes that the individuals in these interactions and their opinions towards mental illness are
products of large social structures and institutions (macro-level) such as media and national
contexts. Finally, it examines processes that connect the individual and structural levels (mesolevel), such as the social networks, and looks for linkages between the three levels. This
multilevel approach allows for a more extensive framework from which stigma researchers and
practitioners can draw (see Pescosolido et al., 2008b for details). While these levels are
inextricably linked, each level also has unique features.
THE MULTIPLE AND INTERACTING LEVELS OF STIGMA
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The Micro Level: The Individual
Characteristics of the Mental Illness
Characteristics of the mental illness diagnosis carry straightforward consequences.
Research has systematically examined the effect of type of mental illness, attribution, behavior,
and perceptions of dangerousness and contagiousness on stigmatizing beliefs towards individuals
with mental illness. The attribution of the illness to different causes, e.g., genetic vs. social,
affects the degree and amount of stigmatization encountered by the labeled individual (McGinty
et al., 2015). For example, some research, and specifically research relying on attribution theory
(described above), suggests that an attribution of mental illness to biological causes may reduce
the blame placed on the individual for his or her behavior (Rosenfield, 1997). However,
attributing behavior to a genetic cause also has negative consequences, as it is then viewed as
essential and thus, may increase perceptions of differentness, persistence, seriousness, and
transmissibility of the mental illness (Phelan, 2005).
The behaviors associated with certain mental illnesses also engender varying levels of
stigma. For example, research consistently shows that when a mental illness is associated with
danger or violence, preferences for social distance from those who possess this characteristic
increase (Martin et al., 2000, Martin et al., 2007, Phelan et al., 2000). This association with fear
is particularly pernicious because research suggests that mental illness and danger are
consistently linked in the public mind. However, despite this close association with fear,
behaviors associated with some mental illnesses garner more stigma than others. For example,
Perry (2011) found that as the extent to which one’s behavior is assumed to disrupt social
interaction increases, so too does the social rejection he or she receives from acquaintances and
strangers.
Socio-demographic characteristics of the Stigmatizer
On the individual/interactional level, views of mental illness are thought to vary by the
characteristics of those with the mental illness and those with whom they interact. Specifically,
research has examined the intersection between mental illness and basic demographic
characteristics such as age, race/ethnicity, gender, and class. Although socio-demographic
characteristics have been found to affect a large number of social beliefs, when applied to
stigma, findings are unclear (Pescosolido, 2013). Importantly, the effect of socio-demographic
characteristics differs by whether they are applied to the stigmatizer or stigmatized.
For perceivers, or stigmatizers, some research suggests that race/ethnicity predicts
attitudes towards people with mental illness. Research consistently finds that African American
and Asian individuals stigmatize mental illness more severely than Whites (Anglin et al., 2006;
Rao et al., 2007; Whaley, 1997). For Latinos, research on attitudes towards individuals with
mental illness is inconsistent. Some research finds that Latinos perceive those with mental illness
to be more dangerous than do Caucasians (Whaley, 1997), and others do not observe any
significant difference between the two groups (Rao et al., 2007). While race and ethnicity appear
to be important for observers’ opinions towards mental illness, more research is needed to
understand the origin of these differences (Abdullah & Brown, 2011; Parscepe & Cabassa,
2013).
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While race and ethnicity seem to significantly predict stigmatization of people with
mental illness, the effects of other sociodemographic characteristics, such as age and gender, are
inconsistent. Specifically, the age of the stigmatizer is not consistently related to attitudes
towards mental illness (Pescosolido, 2013). Similarly, both men and women are equally likely to
hold stigmatizing beliefs after accounting for other factors (e.g., education) (Pescosolido et al.,
2008a; Pescosolido, 2013; Schnittker, 2000). Finally, and somewhat surprisingly, although
education and income predictably affect other social processes, their effect on stigma is
inconsistent and rarely significant (Pescosolido, 2013; Corrigan & Watson, 2007).
Socio-demographic characteristics of the Stigmatized
Although some characteristics are associated with the extent to which a person
stigmatizes another (e.g., race), those same characteristics do not appear to affect the extent to
which someone is stigmatized. That is, although race and ethnicity may be important predictors
of stigmatizing beliefs, the race/ethnicity of the person with mental illness does not appear to
affect the extent to which they are stigmatized (Pescosolido et al., 2007; Martin et al., 2007).
However, other socio-demographic characteristics such as age and gender do appear to affect the
stigmatization of individuals with mental illness. These characteristics appear to operate through
concomitant changes in perceptions of fear. For example, research suggests that the age of
individuals with mental illness affects the amount of stigma they encounter. While children may
be less stigmatized than adults for certain conditions (e.g., ADHD), the public perceives children
with depression to be more dangerous than adults; as such, attitudes towards children with
depression are more negative than attitudes towards similar adults (Perry et al., 2007; Perry et al.,
2011). While more research is needed to understand this relationship, it appears that increased
stigmatization of children is due to increased fear associated with a childhood diagnosis of
depression than an adult diagnosis (Perry et al., 2007).
While these characteristics differ by individuals, societal beliefs or normative attitudes
around or within race and ethnicity, gender, or age are culturally embedded in larger social
contexts. Thus, it is also important to consider the context in which they occur.
The Macro Level: Institutions
Initially, individuals adopt ideas about mental illness from the structural and cultural
contexts in which they interact (Schomerous et al., 2015). These beliefs affect our understanding
of and interactions with mental illness. Among other things, the media and national context
significantly impact our views.
Media
Media provides ideas of and images about mental illness that influence the ways that
those in the United States come to view the world. Unfortunately, in the United States, media
consistently portrays individuals with mental illness negatively. When examining news media
portrayals of mental illness, although there appears to be a reduction in news stories that link
mental illness to violence, at least 1/3 of news about mental illness focuses on dangerousness
(Corrigan et al., 2004; Corrigan et al., 2005). In addition to news outlets, movies and television
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consistently depict individuals with mental illness as dangerous, unpredictable, and incompetent
(Diefenbach & West, 2007; Signorielli, 1989; Wahl, 1997).
National Context & Treatment Systems
Our national context affects our understandings of mental illness. Social structures such
as welfare and healthcare affect the extent to which people with mental illness are included in (or
excluded from) mainstream society. The extent to which people with mental illness are
systematically excluded from social processes affects how citizens view themselves and others
(Foucault, 1980; Parker and Aggleton, 2003; Schomerus et al., 2015). These views are often
reflected in the media. Indeed, countries with more institutional support for those with mental
illness (i.e., social democratic welfare states such as Iceland) have media discourse surrounding
themes such as social inclusion of people with mental illness, whereas those with less social
support (i.e., liberal welfare states such as the U.S.), emphasize danger and criminalization of
mental illness (Olafsdottir, 2007; Pescosolido et. al., 2008c; Schomerus et al. 2015). In addition,
both the emphasis on diagnosis and ideas about normative behavior that occur within treatment
systems may also function to increase stigma (Corrigan and Watson, 2007; Cresswell, 2005;
Pescosolido, 2008b).
The Meso Level: Connecting Structure and the Individual
On the meso-level, our social networks and contact/familiarity with mental illness appear
to affect proliferation of stigmatizing beliefs. Our immediate networks and the extent of our
contact with people with mental illness impact our understanding of and opinions towards mental
illness (Chandra & Minkovitz, 2006; Corrigan & Penn, 1999). Although it seems intuitive that
individuals with more contact with those with mental illness should hold less stigmatizing
beliefs, research has not supported this proposition.
IMPLICATIONS FOR REDUCING STIGMA TOWARDS MENTAL ILLNESS
Perhaps the best approach to reducing the stigmatization of people with mental illness is a
two-pronged approach that includes both research and intervention. Specifically, prior to
implementing interventions, interventionists should consult past research on stigma. This would
enable the inclusion of multi-level conceptualizations of stigma and nuanced understandings of
demographic eccentricities into strategies for intervention. Similarly, researchers and
interventionists should do formative research on potential program and policy effects, examining
characteristics of interventions and their varying levels of success. These examinations may
reveal new features of stigma, generating informed and central research questions, and evidencebased interventions. In addition, researchers should examine naturally occurring phenomena
(e.g., media events, policy implementations), and monitor their potential effect on levels of
stigma. Insights from these naturally occurring phenomena would then benefit future research,
interventions, and policy initiatives. In summary, to reduce stigma towards people with mental
illness, it is imperative that interventions and research work in tandem and learn from one
another.
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