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How do we understand stigma in our historical time?
Social scientists have created various models and frameworks (approaches) to help understand and interpret 
the concept of stigma in mental illness. These approaches are often based on ideas that have not yet been 
well validated scientifically. These approaches are often commonly called “theories” (for example: Labeling 
Theory) although they are more properly considered to be hypotheses. A hypothesis is an idea that has not 
been independently and critically tested. A simplified description of one such approach to how stigma may 
develop is this: 
Labeling differences
 ● People distinguish and label human differences
 ● This may be due to misinformation/differences in understanding

Stereotypes
 ● Stereotypes are common societal or cultural beliefs about people with mental illnesses
 ● To stereotype is to generalize

Prejudice
 ● A negative prejudgment of a group (e.g. people with mental illness) and its individual members
 ● Prejudice is a negative attitude
 ● Prejudice indicates a separation of “them” from “us”

Discrimination
 ● It is the behavioural consequence of labeling, stereotypes, and prejudice
 ● These include conscious or intentional behaviours and unconscious or unintentional behaviours    
  (avoidance, rejection etc,)
 ● It also includes the policies and practices that result from these behaviours 
Note: Such hypotheses about how stigma develops illustrate the complexity of the issue. Stigma includes 
emotions, cognitions and behaviours of: the individual, and of relatively homogeneous social groups (however 
those are defined – for example, by profession; income; religion; etc.) and of relatively heterogeneous social 
groups (such as countries or political jurisdictions). Stigma is also not just “present” or “absent”. Indeed, it can 
be present in degree or in kind. For example, a person may not have negative attitudes towards mental illness 
but support health policies that discriminate against a person with a mental illness. Alternatively a person may 
support legislation that improves access for people who have a mental illness to health care but at the same 
time will not support a budget allocation to increase the amount of funding for treatments of mental illnesses. A 
good critical consideration is that we need to carefully consider all these complexities that go into our 
understanding of stigma and not jump to conclusions about the preferred use of one definition over another. 
Note: Self-stigma is a component of stigma that occurs when an individual internalizes negative cultural/social/
religious stereotypes and comes to feel that they are of less value as a person than those who do not have 
their condition. This may lead to: avoidance of needed treatment; a reduction in hope; decreased self-esteem, 
self-efficacy, empowerment and morale; poor recovery from the illness; lowered quality of life; etc. 
Structural stigmatization (system – such as in health care and societal level – such as in the community where 
the person with mental illness lives) perpetuates discriminatory policies, practices, and organizational 
structures (e.g., low levels of priority for governments and funders in allocating resources for the treatment of 
people with mental illnesses, less availability and quality of care, difficulty to recruit medical or nursing students 
to choose a career working with people who have a mental illness). 
Stigma is not unique to mental illness: Since we have so much media and social media discussion about 
stigma at this historical time, it is easy to forget that stigma is not limited to mental illnesses. Indeed some of 
the most stigmatizing illnesses have included infectious diseases such as leprosy and tuberculosis in past 
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centuries and HIV/AIDs in modern times.  Stigma was until relatively recently common for epilepsy (indeed in 
many parts of the world it still is, check out: http://www.who.int/mental_health/neurology/en/epilepsy_poster.pdf 

In these illnesses, successful stigma reduction involved knowledge about the disease, the widespread 
application of effective treatments and collaboration between scientists, clinical health care providers, 
governments and civil society organizations.  This is an approach that is very different than the social 
marketing campaigns against mental disorders that we commonly see today.  It is very useful to become better 
educated about how stigma has been addressed in other illnesses in addition to mental illness.  There is much 
that can be learned from those approaches.

Activity DD 2.1: Read the following brief papers and then consider what you learned about stigma in these 
illnesses.  Does stigma still exist for these illnesses?  How did stigma reduction in those illnesses occur? How 
could you apply what you learned to better address stigma about mental illnesses?

Epilepsy and Stigma
https://www.sciencedirect.com/science/article/pii/S1059131110002487

Cancer and Stigma
https://academic.oup.com/annonc/article/23/suppl_3/66/207372

HIV/AIDS and Stigma
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC2835402/
 
Separating out stigma reduction from public self-promotion
In the social media world of anti-stigma activities there has been concerns raised about a phenomenon called 
“virtue signaling” arising within these anti-stigma activities.  Virtue signaling is defined as: “the conspicuous 
expression of moral values done primarily with the intent of enhancing standing within a social group.” (https://
en.wikipedia.org/wiki/Virtue_signalling).  The Oxford English Dictionary defines it as: “The action or practice of 
publicly expressing opinions or sentiments intended to demonstrate one’s good character or the moral 
correctness of one’s position on a particular issue.” (https://en.oxforddictionaries.com/definition/virtue_
signalling).  Examples often used to illustrate this include such songs as “Do They Know it’s Christmas” by 
Band Aid; the “ice bucket challenge” in support of ALS; wearing a pink shirt to stop bullying, etc.  Here is an 
interesting commentary on this issue related to mental health: https://blueprintzine.com/2017/11/30/discussing-
mens-mental-health-on-twitter-too-much-virtue-signalling-too-little-virtue/ 
Activity DD 2.2: What are the arguments for and against the concept of virtue signalling? What do you think 
about the issue of virtue signalling as it applies to mental health? What is the relationship (if any) between 
celebrity endorsement of mental health activities and virtue signalling?
 


