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Prejudice, discrimination and
social exclusion: reducing the
barriers to recovery for people diagnosed with mental
health problems in the UK

Rachel Perkins*' & Julie Repper?

Practice points

B We should focus on positive attributes, strengths and skills rather than problems, diagnosis and dysfunctions
when working with those with mental health problems.

B We need to work with communities to create opportunities for face-to-face contact between people with and
without disabilities on an equal basis.

B People need to be helped to access opportunities within their communities to achieve their personal goals and
aspirations.

B People should be made aware of their rights to reasonable adjustments under the Equality Act.

SUMMARY If people with mental health problems are to recover valued lives then
they need support to become contributing members of society. This article demonstrates
the ongoing existence and impact of exclusion in impeding recovery and explores the
mechanisms underpinning inclusion for both individuals and their communities. The
significance of tackling lack of knowledge, negative attitudes and rejecting behavior are
described and approaches to decrease these are discussed. Future directions are considered
with recommendations for changes in the educational messages used, the facilitation of
contact in community settings, the measurement of outcomes in terms of positive social
achievements and reference to the United Nations Convention on the Rights of Disabled
People, the UK Equality Act and the forthcoming UK Disability Strategy.

“Out of the blue your job has gone, with it any
financial security you may have had. At a stroke,
you have no purpose in life, and no contact with
other people. You find yourself totally isolated
from the rest of the world. No one telephones you.
Much less writes. No-one seems to care if you're
alive or dead” summarizes Bird [1].

To be diagnosed with mental health problems
is a devastating and life changing event [2,3]. Not
only do you have to cope with strange and some-
times frightening experiences, but also with all
that these mean in our society in terms of loss of
role, status and identity. The prejudice and dis-
crimination that surround a diagnosis of mental
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health problems ensures that many people with
such diagnoses continue to be excluded in all
facets of economic, social and civic life [2.4-7].
Recent UK data demonstrate that the vast major-
ity of people with mental health conditions (91%)
report experiencing discrimination in at least one
area of their lives [8] — the most common mani-
festations taking the form of being shunned and
feeling avoided by others.

Too many people continue to believe that
people with mental health conditions cannot be
trusted (e.g., as babysitters or holders of public
office) [9] and social isolation remains rife [10].
However, it is in the area of employment that dis-
crimination and exclusion are most marked [10].
The largest proportion of people applying for ‘out-
of-work’ benefits for disabled people (43%) have
a mental health condition. While unemployment
rates among all disabled people have risen steadily
over the last decade, since 2000, the employment
rate for those with a mental health condition has
remained stable. In 2012, the employment rate
stood at 14% [1], some 32.3% less than that of all
disabled people and 60.4% less than that of non-
disabled people. The poverty and reduced social
networks as a result of unemployment serve to
further increase exclusion.

A number of beliefs about the person with a
mental health condition underpin the prejudice
and discrimination that lead to exclusion [11,12],
including:

® Personally weak or to blame for their illness;
= Dangerous or likely to become violent;

= Unpredictable or difficult to interact with;
= Unlikely to recover even with treatment.

To these, the belief of a biological basis for the
condition (see below) and a discontinuity (rather
than continuum) with normal experience have
been added [13].

Different diagnoses may attract different
degrees of prejudice and exclusion. For example, a
number of studies have demonstrated that people
prefer greater social distance from those with a
diagnosis of schizophrenia than those with a diag-
nosis of depression [13], and those with ‘serious’
mental health conditions have lower employment
rates than those with ‘common’ mental health
conditions such as depression [10]. However,
employment rates among those with such condi-
tions remain far higher than those of other dis-
abled people [10]. Lasalvia ez al. showed that the

Neuropsychiatry (2013) 3(4)

majority of people with depression reported expe-
riencing discrimination in at least one domain of
life [14]. However, it may be the case that different
beliefs underpin discrimination against people
with different diagnoses. For example, Norman ez
al. found that both students and business people
desired a greater social distance from people with
schizophrenia (13]. In comparison with depres-
sion, participants were significantly more likely
to perceive a discontinuity between schizophrenia
and ‘normal’ experience, and that schizophrenia
was more likely to result in socially inappropri-
ate behavior. Conversely, in comparison with
schizophrenia, participants were significantly
more likely to believe people with depression to
be personally responsible for their illness. Their
results were mixed in relation to perceived danger
(students perceived those with schizophrenia as
more dangerous; among business people there was
no difference in perceived dangerousness between
schizophrenia and depression). Thus, it may be
the nature of beliefs underpinning discrimination
that differs with diagnosis.

While there may be differences in the degree
and nature of the challenge, everyone diagnosed
with mental health problems faces the challenge of
recovering a meaningful, valued and satisfying life
within and beyond the problems they experience.
Assisting people to achieve this is one of the key
planks of the English mental health strategy [15)
and requires the opportunity to do the things you
value and be a contributing member (rather than a
‘burden’) in your community [2,3,16,17]. This can-
not be accomplished by treatment alone. Neither
medication nor therapy constitute a cure for prej-
udice and discrimination, and improvements in
treatment and its availability over recent decades
have not seen a commensurate decrease in exclu-
sion; indeed, there is some evidence that employ-
ment rates have actually fallen [18,19]. Stigma, dis-
crimination and exclusion are major barriers to
recovery; their consequences for the self-esteem,
social functioning, depression, life satisfaction and
employment of people have been widely docu-
mented [3.5,6,20-22]. To promote social inclusion it
is necessary to move beyond treating individuals
towards creating communities that can accom-
modate people with mental health problems. If
this is to be achieved, an understanding of the
underpinning mechanisms is important.

Understanding discrimination & exclusion
Sayce defines social exclusion as [4]: “the inter-
locking and mutually compounding problems of
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impairment, discrimination, diminished social
role, lack of economic and social participation and
disability. Among the factors at play are lack of
status, joblessness, lack of opportunities to estab-
lish a family, small or nonexistent social networks,
compounding race and other discriminations,
repeated rejection and consequent loss of hope
and expectation.”

It has become commonplace to talk of the
‘stigma’ of mental illness [101], but there has been
controversy about the use of this term [2,4,6,23.24].
Sayce has described how the terms used lead to
different understandings of where responsibility
for the problem lies and, as a consequence, differ-
ent prescriptions for action [25]. Most definitions
of stigma focus on characteristics of an individual
that are devalued [26-29]. This leads to a focus on
the impact of stigma rather than the mechanisms
that result in the disadvantages. Sayce [4.25] and
Corrigan et al. [30] draw on understandings of
other types of discrimination, such as racism, and
emphasize the importance of shifting the focus
from individual/psychological explanations to a
consideration of the structural and institutional
discrimination that restricts opportunities.

Cognisant of these critiques, Link and Phelan
conceptualize stigma in structural terms and
explore the mechanisms via which undesirable
characteristics come to be linked to labeled indi-
viduals and result in the limitation of opportunity
and exclusion [24]. They describe exclusion as aris-
ing when four inter-related components converge.
The process necessarily begins with distinguishing
and labeling human differences. This alone does
not result in exclusion and the denial of rights;
most human differences, such as the color of one’s
car or the length of one’s forearm, are ignored. The
second component involves dominant cultural
beliefs linking undesirable attributes — negative
stereotypes — to labeled persons. The label ‘mental
illness” has been variously associated with charac-
teristics such as dangerousness, incompetence and
unpredictability. In the third component, labeled
individuals are placed in distinct categories: ‘they’
are separated from ‘us’. In the fourth component,
‘they’ (labeled people) experience loss of status,
discrimination and exclusion.

Three types of discrimination can be
identified [31]:

* Individual discrimination occurs when, for
example, people are turned down for a job or
shunned/taunted because they are believed to
be mentally ill;
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= Structural discrimination (akin to institutional
racism) occurs when a set of institutional prac-
tices work to the disadvantage of people with
mental health problems. For example, people
diagnosed with mental health problems are
likely to have difficulties getting/keeping jobs
and be unemployed for protracted periods of
time. Thus, they may lack the ‘good work his-
tory’, references and personal recommenda-
tions necessary to get a job, thereby further
decreasing their chance of employment;

* Discrimination can result from the ‘stigma-
tized” person’s beliefs and behaviors. As a con-
sequence of individual and structural discrim-
ination, people are likely to lose confidence in
their abilities/possibilities and give up applying
for jobs and trying to engage in other facets of
social and civic life.

Sayce (4], Corrigan [30] and Link and Phelan
(24] all emphasize that discrimination and exclu-
sion are entirely contingent on access to social,
economic and political power. It is such power
that [24] “allows the identification of difference,
the construction of stereotypes, the separation of
labeled persons into distinct categories and the
full execution of disapproval, rejection, exclusion
and discrimination ... we apply the term stigma
when elements of labeling, stereotyping, separa-
tion, status loss and discrimination co-occur in
a power situation that allows them to unfold.”

Reducing discrimination & exclusion

Thornicroft has argued that underpinning the
exclusion experienced by people with mental
health conditions experience lie three key ele-
ments: problems of knowledge (ignorance),
problems of attitudes (prejudice) and problems
of behavior (discrimination) [6]. However, it is
becoming increasingly evident that the type of
messages and approach used in trying to tackle
ignorance, prejudice and discrimination are
critical. Sayce describes a number of approaches
that have been adopted in efforts to decrease dis-
crimination and exclusion [4]. Most prominent
among these has been the biogenetic ‘brain dis-
ease’ approach, claiming that ‘mental illness is an
illness like any other’ that has been adopted by
the World Psychiatric Association [32] and many
other antistigma initiatives across the world. The
assumption is that if mental disorders are attrib-
uted to factors outside the individual’s control,
then reactions to people with such disorders
(and their relatives) will be less negative [33]. So
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entrenched are such assumptions of the positive
value of the ‘mental illness is an illness like any
other’ message that it has been used as an indi-
cator of a ‘positive’ attitude in many evaluations
of beliefs and knowledge about mental health
problems [34]. For example, the UK National
Health Service Attitudes to Mental Illness sur-
vey includes ‘mental illness is an illness like any
other’ among the statements indicating a positive
attitude towards ‘integrating people with mental
illness into the community’ [9].

Internationally, such campaigns and public
education programs have apparently been suc-
cessful in encouraging people to believe a brain
disease construction of mental illness [31]. In the
UK, the Attitudes to Mental Illness survey [9]
reported an increase from 71% in 1994 to 77%
in 2010 in the proportion of people endorsing
the ‘mental illness is an illness like any other’
statement. However, there is now a wealth of
evidence demonstrating that such explanations
actively exacerbate prejudice and discrimination.

In their comprehensive review of international
literature, Read et al. found that biogenetic
explanations of schizophrenia were associated
with negative attitudes (perceptions of danger-
ousness and unpredictability, fear and a desire for
social distance) and that the public labeling of
disturbed/disturbing behavior as ‘mental illness’
worsened discrimination [34]. Similarly, Phelan
found that such explanations engendered a kind
of ‘genetic essentialism’ that exacerbated stigma
by increasing perceptions of persistence, serious-
ness and transmissibility. Biogenetic explanations
increased the desire for social distance (especially
close contact like dating, marriage and having
children) from siblings and children who had
never experienced mental health problems [3s].
Pescosolido et al. found that holding a neurobio-
logical understanding of schizophrenia increased
the odds of preferring social distance by a factor
of 2.2, and for depression increased perceptions
of dangerousness to others by a factor of 2.7 [3¢].

Public attitudes and beliefs are important in
determining not only individual discrimination,
but also structural discrimination via shaping
public policy and legislative frameworks, and
the way in which individuals perceive them-
selves. However, new directions for change are
needed based on a rethinking of the underlying
mechanisms [36].

A wealth of evidence exists demonstrating
that contact is powerful in decreasing prejudice
and discrimination [37-42]. In a meta-analysis of

Neuropsychiatry (2013) 3(4)

outcome studies Corrigan et al. showed that both
education and contact had a positive impact, but
personal contact with people who are known to
have mental health problems was more effec-
tive in adults (43). The English Time to Change
antistigma campaign utilized social contact at a
population level (via events that aim to engage
members of the public with and without mental
health problems) and demonstrated a significant
(if somewhat modest) effect on stigma-related
behavioral intentions [8,44,45].

Research into the impact of contact has
adopted a range of methodologies (e.g., retro-
spective and prospective personal contact and
opinions of vignettes) and types of contact
(e.g., professional, personal, incidental and pur-
poseful). These indicate that the nature of con-
tact is important [37,3846]. The Time to Change
antistigma initiative showed that people were
most likely to report experiencing discrimina-
tion from people with whom they had a great
deal of contact: friends (53%), family (53%)
and, worryingly, mental health staff (34%) [s].
Many reviews of the literature on the conditions
under which social contact acts to decrease prej-
udice have been conducted [6,37,38,40.43.46]. These
conclude that a number of conditions are neces-
sary if social contact is to be effective in reducing
prejudice:

= There is equal status between groups;

Stereotypes are likely to be disconfirmed;

= There is intergroup co-operation, where people
work together rather than being competitive
with one another;

= There are common goals;
= There is intimate (one-to-one) contact;

= Participants can get to know each other
properly;

There is support from authorities and the law,
and wider social norms/customs support

equality.

Contact of this type also aims to reduce
ignorance, and thereby address problems of
knowledge, as well as problems of attitudes [6].

Conclusion & future perspective

Based on the research to date, a number of con-
clusions could be drawn concerning promising
directions of attempts to promote inclusion and
enable the participation of people diagnosed
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with mental health problems as equal citizens
in all facets of community life.

First, if education is to be effective the mes-
sages used are important. Neurobiological
‘mental illness is an illness like any other’ mes-
sages should be replaced by an approach that
focuses on abilities, competencies and commu-
nity integration of people with mental health
problems [4,30,34.47].

Second, we need to focus on achieving con-
tact on equal terms where people have com-
mon goals and work together [37,38.40.41]. While
this may be achieved via mass campaign events
(44], it might more generally be promoted via
teams/services focusing on actively helping
those whom they serve to participate in eco-
nomic and social life within their communi-
ties as part of their routine practice in mental
health services. Too often the assumption is
that it is necessary to reduce ignorance and
break down prejudice at a general level (via
various forms of ‘awareness-raising’ cam-
paigns) before the inclusion of individuals can
be promoted. However, the research literature
strongly suggests that it is by promoting inclu-
sion in the warp and weft of everyday life that
the type of contact that dispels ignorance,
challenges prejudice and erodes discrimina-
tion can be achieved. If a person is assisted to
access opportunities they value in the fields
of employment, education, faith communi-
ties, collaborative sports and leisure activi-
ties, and civic life more generally (e.g., school
governors, charitable trustees, ‘neighborhood
watch’ schemes and other community projects,
and standing for elected office), the one-to-one
contact where they are of equal status will allow
people to get to know each other properly and
share common goals, and will probably result
in stereotypes being disconfirmed.

Randomized controlled trials in many
countries [48,49] clearly demonstrate that, with
the right kind of support, people with serious
mental health conditions can access and sus-
tain open employment. It would seem reason-
able to assume that these same principles would
be equally applicable to participation in other
domains:

= Focus on competitive employment/participa-
tion in open, mainstream settings (rather than
segregated opportunities only for those with
mental health conditions) and a ‘can-do’
actitude that raises expectations;
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= Rapid job search — provide people with the
support they need to access work/other oppor-
tunities as quickly as possible rather than
engaging in preparatory training. The longer
a person is out of work the less likely they are
to go back;

= Integration of employment/assistance to
access mainstream opportunities into support
and treatment plans (‘treatment’ and ‘reha-
bilitation’ in parallel rather than in sequence
as is too often the case);

= Eligibility for support based on client
choice — help anyone who would like to give
it a try rather than selecting people on the
basis of their supposed ‘readiness’;

= Job search/choice of mainstream activities
based on client preferences rather than clini-
cian judgements about what is ‘best’ or ‘most
suitable’s

= Ongoing supports for both the employee and
employer/others involved in the situation
should be provided. Participation involves a
relationship in which both parties may need
support. This may include negotiating ‘adjust-
ments’ or ‘accommodations’ to enable the
person to participate (e.g., a mentor/buddy,
environmental adaptations and relief from
certain noncore expectations/responsibilities);

= Assistance/advice on welfare benefits. It is
important that people understand the impli-
cations for welfare payments of engagement
in different activities and have access to all of
the resources to which they are entitled
(e.g., funding from disability employment
programs for workplace adjustments and sup-
ports, and social care funding for nonwork
activities).

Third, the importance of contact on equal
terms and the need to emphasize abilities and
competencies indicates that, where more gen-
eral local and national initiatives are imple-
mented to promote inclusion, people with men-
tal health conditions themselves have the major
role [450-52]. Henderson ez al. argue that the
frequency of discrimination experienced from
mental health professionals (~33%) suggests
caution about advocating their greater involve-
ment [8]. Sayce emphasizes the importance of
having people with a diagnosis of mental health
problems delivering messages, backed up by
‘experts’ when this is tactically appropriate [4].
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In addition to antistigma campaigns [101], this
approach has been particularly effective in ini-
tiatives to create ‘dementia-friendly’ communi-
ties (53], where people with dementia and their
relatives define what accessible communities
might look like, design guidance and deliver
training for people providing goods and ser-
vices (e.g., shops and leisure centers) about
how to accommodate people with dementia.
One such program is the Early Dementia Users
Cooperative Aiming To Educate [EDUCATE]
initiative in Stockport, UK [102]. Perhaps the
‘peer support workers” currently being intro-
duced into many teams and mental health
services [s4] might have a more important role
to play in this regard. Targeting messages to
specific audiences (e.g., employers and educa-
tion providers) so that dialog can be achieved,
and working at national and ‘grass roots levels
simultaneously, would appear to be the most
promising approaches [4,6].

Fourth, we need to consider how we evaluate
the outcomes of interventions and services by
moving beyond a focus on symptom/problem
reduction and assess effectiveness in terms of
the outcomes for people’s lives (jobs, homes and
friends) [2.3.12.17.47]. The English Mental Health
Strategy identifies this in the second of six key
outcomes: “More people who develop mental
health problems will have a good quality of
life — greater ability to manage their own lives,
stronger social relationships, a greater sense
of purpose, the skills they need for living and
working, improved chances in education, bet-
ter employment rates and a suitable and stable
place to live.” 13].

Similarly, in evaluating the impact of anti-
stigma/discrimination initiatives, we need to
move beyond the focus on changing attitudes,
behavioral intentions and self-reported experi-
ence of discrimination [8,40], and instead assess
their impact on actual participation in different
facets of the economic, social and civic life.

Finally, while grass roots action is important,
contact alone is unlikely to be enough to funda-
mentally change structural discrimination and
the power relationships on which it is founded
[4,24,26,30]. If contact is to be effective then there
must be support from authorities and the law,
and wider social norms/customs must support
equality. In this context, the UK Mental Health
(Discrimination) Act, which received Royal
Assent in February 2013, has been important
in removing legislative barriers to participation
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in public life (jury service, school governors and
MPs). This is important in maintaining exclu-
sion, both in themselves and in the messages
they convey about the skills and competencies
of people diagnosed with mental health prob-
lems. However, much structural discrimination
continues (e.g., in ‘fitness to practice’ standards
of professions [ss] and in practices such as dis-
criminating against people with ‘gaps’ in their
CVs). In addition, few people with mental
health conditions are aware of the rights they
have under equalities legislation.

Perhaps, as Sayce concludes [4], there is much
to be learned from the broader disability world
and the success achieved in promoting partici-
pation and inclusion of people with physical
impairments based on a social model of dis-
ability [2.6.23,52,56-59]. This model underpins the
United Nations Convention on the Rights of
Disabled People (to which the UK is a signa-
tory) [103], the UK Equality Act [104] and the
forthcoming UK Government Disability Strat-
egy [60] (all of which explicitly encompass people
with mental health conditions). Premised in a
human rights approach, it focuses not on indi-
vidual deficits and dysfunctions but on the bar-
riers to participation and inclusion that people
face (e.g., attitudes, actions, assumptions, legis-
lation, social, cultural and physical structures)
and the right to the support and adjustments
necessary to overcome them.

Adopting such an approach to inclusion
shifts the focus from clinical interventions to
change people so that they ‘fit in’ to creating
communities that can accommodate people.
It requires a focus on competencies and skills,
identification of the environmental barriers
people experience in using their abilities and
contributing to their communities, and work-
ing with both individuals and communities
to ensure that there is access to the support
and adjustments people need if they are to
participate as equal citizens.

Financial & competing interests disclosure
The authors have no relevant affiliations or financial
involvement with any organization or entity with a
financial interest in or financial conflict with the subject
matter or materials discussed in the manuscript. This
includes employment, consultancies, honoraria, stock own-
ership or options, expert testimony, grants or patents received
or pending, or royalties.

No writing assistance was utilized in the production of

this manuscript.

future science group



Reducing the barriers to recovery for people diagnosed with mental health problems in the UK

References
Papers of special note have been highlighted as:

= of interest

um of considerable interest

1

Bird L. Poverty, social exclusion and mental
health. a survey of people’s personal
experiences. A Life in the Day 5(3), 4-8
(2001).

Repper J, Perkins R. Social Inclusion and
Recovery. A Model For Mental Health
Practice. Balliere Tindall, London, UK
(2003).

Describes the process of recovering a
normal life following a diagnosis for mental
health services, the importance of social
inclusion in this process and ways in which
professionals/services can facilitate

recovery and inclusion.

Repper J, Perkins R. Recovery: a journey of
discovery for individuals and services.

In: Working in Mental Health: Practice and
Policy in A Changing Environment. Phillips
P, Sandford T, Johnston C (Eds). Routledge,
Oxford, UK, 71-80 (2012).

Provides an up-to-date shorter summary of
the journey of recovery and the challenge
for services in promoting recovery.

Sayce L. From Psychiatric Patient ro Citizen.
Overcoming Discrimination And Social
Exclusion. MacMillan, Basingstoke, UK
(2000).

Excellent analysis of popular approaches to
reducing stigma and discrimination, and
the first text to present an approach based
on a social model of disability and
inclusion. Formed the basis of major
antidiscrimination campaigns, including

those in New Zealand and the UK.

Social Exclusion Unit. Mental Health and
Social Exclusion. Office of the Deputy Prime
Minister, London, UK (2004).

Thornicroft G. Shunned. Discrimination
Against People With Mental Illness.
Oxford University Press, Oxford, UK
(20006).

Comprehensive analysis of the severity of
discrimination and exclusion and ways in
which this might be reduced, which draws
together a thorough review of the literature
and the lived experience of people
diagnosed with mental health conditions.
Boardman J, Currie, A, Killaspy, H. Social
Inclusion and Mental Health. RCPsych
Publications, London, UK (2010).
Henderson C, Corker E, Lewis-Holmes E

et al. England’s Time to Change anti-stigma
campaign: one year outcomes of service

future science group

20

21

user-rated experiences of discrimination.

Psychiarr. Serv. 63(5), 451-457 (2012).

Health and Social Care Information Centre.
Attitudes to Mental Illness — 2011 Survey
Report. NHS Information Centre for Health
and Social Care, London, UK (2011).

Office for Disability Issues. Fulfilling
Potential Building A Deeper Understanding Of
Disability in the UK Today. Office for
Disability Issues, Department for Work and
Pensions, London, UK (2013).

Angermeyer MC, Matschinger H.
Labelling — stereotype — discrimination. An
investigation of the stigma process. Soc.
Psychiatry Psychiatr. Epidemiol. 40, 391-395
(2005).

Corrigan PW. Mental health stigma as social
attribution: implications for research
methods and attitude change. Clin. Psychol.
Sci. Pract. 7, 48—67 (2000).

Norman RMG, Windell, D, Manchanda R.
Examining differences in the stigma of
depression and schizophrenia. /nz. J. Social

Psychiatry 58(1), 69-78 (2010).

Lasalvia A, Zoppei S, van Bortel T et al.
Global pattern of experienced and
anticipated disctimination reported by
people with major depressive disorder: a
cross sectional survey. Lancet 381, 55-62

(2012).

Department of Health. No Health Without
Mental Health: A Cross-Government Mental
Health Outcomes Strategy for People of All
Ages. HM Government, London, UK (2011).

Deegan P. Recovery: the lived experience of
rehabilitation. Psychosocial Rehab. J. 11,
11-19 (1988).

Shepherd G, Boardman J, Slade M. Making
Recovery A Reality. Sainsbury Centre for
Mental Health, London, UK (2008).

Marwaha S, Johnson S. Schizophrenia and
employment: a review. Soc. Psychiatry

Psychiatr. Epidemiol. 39, 337-349 (2004).

Perkins R, Rinaldi M. Unemployment rates
among patients with long-term mental health
problems. A decade of rising unemployment.
Psychiatric Bull. 26, 295-298 (2002).

Link BG, Struening EL, Neese-Todd S,
Asmussen S, Phelan JC. Stigma as a barrier
to recovery. The consequences of stigma for

the self-esteem of people with mental illness.
Psychiatr. Serv. 52(12), 1621-1626 (2001).

Perlick DA, Rosenbeck RA, Clarkin JF et al.
Stigma as a barrier to recovery. Adverse
effects of perceived stigma on social
adaptation of persons diagnosed with bipolar
affective disorder. Psychiatr. Serv. 52(12),
1627-1632 (2001).

www.futuremedicine.com

22

23

25

26

27

28

29

30

31

32

33

SPECIAL REPORT

Markowitz FE. The effects of stigma on
psychological well-being and life
satisfaction of persons with mental illness.
J. Health Social Behav. 39(4), 335-347
(1998).

Oliver M. The Politics of Disablement.
Macmillan, Basingstoke, UK (1990).

Link BG, Phelan JC. Conceptualising
stigma. Ann. Rev. Sociol. 27, 363385
(2001).

Ground-breaking analysis, based on social
science research, of the mechanisms
underpinning stigma and discrimination
that has formed the basis of much

subsequent work.

Sayce L. Stigma, discrimination and social
exclusion: what’s in a word? /. Mental Health
7, 331-343 (1998).

Goffman E. Stigma: Notes On The
Management Of Spoiled Identity. Penguin,
Harmondsworth, London, UK (1963).

Jones E, Farina A, Hastorf A, Markus H,
Miller DT, Scott R. Social Stigma: The
Psychology of Marked Relationships. Freeman
and Company, NY, USA (1984).

Crocker J, Major B, Steele C. Social stigma.
In: The Handbook Of Social Psychology (4th
Edition). Gilbert DT, Fiske ST, Lindzey G
(Eds). McGraw Hill, MA, USA, 504-553
(1998).

Chamberlin J. Equal rights, not public
relations. Presented at: World Psychiatric
Association Conference: Together Against
Stigma. Leipzig, Germany, 2—4 September
2001.

Corrigan PW. Markowitz FE, Watson AC.
Structural levels of mental illness stigma and
discrimination. Schizophrenia Bull. 30(3),
481-491 (2004).

Fiske ST. Stereotyping, prejudice and
discrimination. In: The Handbook of Social
Psychology (4th Edition). Gilbert DT, Fiske
ST, Lindzey G (Eds). McGraw Hill, MA,
USA, 357-411 (1998).

Thompson A, Stuart H, Bland R,
Arboleda-Florez J, Warner R, Dickson R.
Attitudes about schizophrenia from the
world pilot site of the WPA worldwide
campaign against the stigma of
schizophrenia. Soc. Psychiatry Psychiatr.
Epidemiol. 37, 475-482 (2002).

Angermeyer M, Matschinger H. Public
knowledge of and attitudes to mental
disorders: a limiting factor in the optimal use
of treatment services. In: Unmet Need In
Psychiatry. Andrews G, Henderson S (Eds).
Cambridge University Press, Cambridge,
UK, 399-413 (2000).

383



SPECIAL REPORT Perkins & Repper

34

35

36

37

38

39

40

41

42

43

384

Read J, Haslam N, Sayce L, Davies E.
Prejudice and schizophrenia: a review of the
‘mental illness is an illness like any other’
approach. Acta Psychiatr. Scand. 114, 303-318
(20006).

Comprehensive literature review and
critique of the biogenetic ‘mental illness is
an illness like any other’ approach to

antistigma/antidiscrimination initiatives.

Phelan JC. Geneticization of deviant
behaviour and the consequences for stigma:
the case for mental illness. /. Health Social
Behav. 46, 307-322 (2005).

Pescosolido BA, Martin JK, Long JS, Medina
TR, Phelan JC, Link BG. ‘A disease like any
other’? A decade of change in public reactions
to schizophgrenia, depression and alcohol
dependence. Am. J. Psychiatry 167(11),
1321-1330 (2010).

Allport G. The Nature Of Prejudice.
Addison-Wesley, Oxford, UK (1954).

Hewtsone M. Intergroup contact. Panacea for

prejudice? Psychologist 16(7), 352-355 (2003).

Link BG, Cullen FT. Contact with the
mentally ill and perceptions of how dangerous
they are. /. Health Social Behav. 27, 289-302
(1986).

Couture SM, Penn DL. Interpersonal contact
and the stigma of mental illness: a review of
the literature. /. Mental Health 3, 291-305
(2003).

Phelan JC, Link BG. Fear of people with
mental illnesses: the role of personal and
impersonal contact and exposure to harm.

J. Health Social Behav. 45(1), 68—80 (2004).

Boyd JE, Katz EP, Link BG, Phelan JC.

The relationship of multiple aspects of stigma
and personal contact with someone
hospitalised for mental illness in a

nationally representative sample. Soc.
Psychiatry Psychiatr. Epidemiol. 45,
1063-1070 (2010).

Corrigan PW, Morris S, Michaels P, Rafacz J,
Rusch N. Challenging the public stigma of
mental illness: a meta-analysis of outcome
studies. Psychiatr. Serv. 63(10), 963-973
(2012).

44

45

46

47

48

49

50

51

52

53

Evans-Lacko S, London J, Japhet S ez al. Mass
social contact interventions and their effect
on mental health related stigma and intended
discrimination. BMC Public Health 12, 489
(2012).

Corker E, Hamilton S, Henderson C ez al.
Experiences of discrimination among people
using mental health services in England
2008-2011. Br. J. Psychiatry 202, 58—63
(2013).

Hewstone M. Contact and categorization:
social psychological interventions to change
intergroup relations. In: Stereotypes and
Stereotyping. Macrae CN, Stagnor C,
Hewstone M (Eds). Guildford Press, NY,
USA, 323-368 (1996).

Ware NC, Hopper K, Tugenbert T, Dickey B,
Fisher D. Connectedness and citizenship:
redefining social integration. Psychiatr. Serv.

58, 469-474 (2007).

Perkins R, Farmer P, Litchfield P. Realising
Ambitions: Better Employment Support for
People with a Mental Health Condition (a
Review to Government Cm 7742). The
Stationery Office, London, UK (2009).

Sainsbury Centre for Mental Health. Doing
What Works. Individual Placement and
Support into Employment. Sainsbury Centre
for Mental Health, London, UK (2009).

O’Hagan M. Parting thoughts. Menzal Notes
8, 4-5(2007).

O’Hagan M. Leadership for empowerment
and equality: a proposed model for mental
health user/survivor leadership. 7.

J. Leadership Public Services 5, 34—43 (2009).
Perkins R. UK mental health policy

development: a counter-argument deriving
from users” experiences. In: Working in
Mental Health: Practice and Policy in a
Changing Environment. Phillips P, Sandford
T, Johnston C (Eds). Routledge, Oxford,
UK, 14-24 (2012).

Local Government Association/Innovations
in Dementia. Developing dementia friendly
communities. Learning and guidance for local
authorities. Local Government Association,
London, UK (2012).

Neuropsychiatry (2013) 3(4)

55

56

57

58

59

60

Repper J, Carter T. A review of the
literature on peer support in mental health
services. /. Mental Health 20(4), 392—411
(2011).

Disability Rights Commission. Maintaining
Standards: Promoting Equality. Professional
Regulation Within Nursing, Teaching and
Social Work and Disabled People’s Access to
these Professions. Report of a DRC Formal
Investigation. Disability Rights Commission,
London, UK (2006).

Deegan P. The independent living movement
and people with psychiatric disabilities:
taking back control over our lives.

Psychosocial Rebab. J. 15, 3-10 (1992).

Chamberlin J. Psychiatric disabilities and the
ADA. An advocates perspective. In:
Implementing the Americans with Disabilities
Act. Gostin LO, Beyer HA (Eds). Brookes,
MD, USA (1993).

Disability Rights Commission. Coming
Together: Mental Health Service Users,
Equality and Human Rights. A Discussion
Document. Disability Rights Commission,
London, UK (2007).

Beresford P, Nettle M, Perring R. Towards
a Social Model of Madness and Distress?
Joseph Rowntree Foundation, York, UK
(2010).

Office for Disability Issues. Fulfilling
Potential: Next Steps. Department for Work
and Pensions, London, UK (2012).

® Websites

101

102

103

104

‘Time to Change’ antistigma campaign.
www.time-to-change.org.uk/about
Stockport Dementia Strategy.
www.stockport.gov.uk/2013/2996/41105/
stockportdementiastrategyaug2010

UN Convention on the Rights on Disabled
People.
www.un.org/disabilities/default.asp?id=150

The Equality Act (2010).
www.legislation.gov.uk/ukpga/2010/15/
contents

future science group



