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Corrigan and Watson have written an
excellent overview on the impact of stigma
on the lives of persons with severe mental ill-
ness (SMI). In this commentary, we would
like to expand on one aspect of that article,
namely strategies for reducing stigma
toward persons with SMI.

Corrigan and Watson have identified
three approaches for reducing stigma:
protest, education, and contact. Although
these approaches have promise, they are not
without weaknesses. A potential disadvan-
tage of using protest (i.e., telling the public
to stop believing negative views about men-
tal illness) is that it may actually increase,
rather than decrease stigma. In fact,
research has shown that instructing individ-
uals to ignore or suppress negative thoughts
and attitudes towards a particular group can
have paradoxical rebound effects; stigma
will be augmented rather than reduced (1).
To examine this issue with respect to psychi-
atric stigma, we instructed participants to
cither suppress or not to suppress their
stereotypes of persons with SMI and evaluat-
ed the effects on stigma-related attitudes
and behaviors (2). The results showed that
suppression instructions did reduce nega-
tive attitudes, but did not impact behavior
toward persons with SMI, and that the para-
doxical rebound effects did not occur. This
suggests that stereotype suppression may
have modest, although limited effects, on
psychiatric stigma.

There is evidence that individuals who pos-
sess more information about mental illness

are less stigmatizing than individuals who are

misinformed about mental illness (3). This
suggests that providing individuals with factu-
al information about SMI, in particular
regarding dangerousness and SMI, would
reduce stigmatization. We have generally
found support for this hypothesis.
Information regarding the residential context
of persons with SMI (i.e., that they may live in
supervised housing) (4), and the relationship
between dangerousness and SMI (5), were
both associated with reduced stigmatization to
persons with SMI in general and to a hypo-
thetical individual with SMI. However, the
positive effects of factual information on psy-
chiatric stigma were attenuated when subjects
had to rate their reactions to actual persons
with SMI (6). Thus, factual information
regarding SMI may be more effective in
reducing stigma toward persons with SMI in
general, than toward specific individuals.
Finally, there is convincing evidence that
increased contact with persons with SMI is
associated with lower stigma (7). However,
there are a number of problems that plague
work in this area. First, many studies have
examined the effects of previous self-report-
ed contact on stigma, rather than how con-
tact changes stigma prospectively (7). In those
studies in which direct contact was meas-
ured, the manipulation often took place in
the context of contrived laboratory situa-
tions or as part of a course and/or training
program. Scant attention has been placed
on how direct interpersonal contact affects
stigma during ongoing naturalistic relation-
ships. Second, the mechanism(s) underlying
stigma reduction, as a function of contact,
are unknown. In other words, how does con-
tact reduce stigma? Two theories have been
proposed for this. According to the recate-
gorization theory (8), contact with an out-
group member results in changes in out-

group member classification, from ‘them’ to
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‘us’. A related model of stigma change is
rooted in attribution theory. Attributions
are explanations that an individual makes
about another individual’s behavior.
Although attributions can be made along
various dimensions (e.g., internal-external),
the controllability dimension is especially rel-
evant to perceptions of persons with SMI.
Mental/behavioral disorders are viewed as
more controllable than medical disorders
and hence, more stigmatizing (9). These
attributions result in perceptions of the per-
son with SMI as being responsible for
her/his condition, which culminates in feel-
ings of anger and distaste toward her/him
(9). Sustained interpersonal contact with a
person with SMI may debunk the myth that
her/his condition is under her/his control
(i.e., that she/he may have caused the dis-
order). This shift in attributions, from con-
trollable to uncontrollable, should corre-
spond to a change in feelings, from anger to
sympathy, which should augment helping
behavior. Unfortunately, these theories have
not been adequately tested in the area of
stigmatization toward persons with SMI.
The foregoing underscores some of the
problems with work in this area. Although
we have made much progress in reducing
stigma, we are, in many ways, still in the nas-
cent stage of research, particularly with
respect to theory development. It is hoped
that this Forum will serve as an impetus to
scientists, practitioners, and persons with
SMI to collaborate on efforts to tackle this
persistent and pernicious problem present-

ed by psychiatric stigma.
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Corrigan and Watson propose a conceptual
framework for the study of the impact of
stigma of mental illness which may prove very
helpful for both research and planning of
anti-stigma interventions. They speak in their
paper of mental illness in general. I think that
in a next step their model would benefit from
the introduction of differentiations for specific
mental disorders. Results of population surveys
indicate that there are considerable differences
with regard to stereotypes: for example,
perceived dangerousness poses a particular
and even increasing problem for people
with schizophrenia, while people with substance
use disorders are at the highest risk of
being blamed for their disorders (1). These
differences are associated with corresponding
differences in emotional reactions and the
degree of discrimination. For example, the
public’s desire for social distance appears
strongest against people with drug dependence,
followed by those with alcohol dependence
and schizophrenia, while people with
depression and anxiety disorders are met with
less rejection (2,3). There may also be some
differences with regard to self-stigmatization
and stigma coping. To know more about the
variation of the stigma components between
disorders seems important in order to be able
to develop interventions tailored more closely
to the actual needs.
In the last paragraph, Corrigan and
Watson point out that the research reviewed
in their paper examines stigma exclusively at
the individual psychological level, mostly
ignoring the fact that stigma is inherent in the
social structures that make up society. One can
only agree with them when they emphasize
the need for further research, in view of the
extreme scarcity of studies on this subject. The
exploration of patients’ and relatives’ subjective
views on stigma by means of focus groups
proves to be quite revealing in this respect.
Here, a wide range of discriminating experiences
due to imbalances and injustices inherent
in political decisions and legal regulations
are reported (4). As a result of stigma, psychiatry
is marginalized in the health care system;
less money is allocated to the psychiatric sector
than to other medical services. There are
laws which directly and overtly discriminate
against mentally disordered persons, as well as
laws which do not fundamentally differentiate
between mentally disordered and somatically
ill persons, but where the rules are differently
applied, and - in most of the cases - with an
adverse result. In addition, legal provisions
enacted to protect the rights of mentally disordered
persons may include some sections
resulting in discrimination (5).


