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Mental	  Illness	  Stigma	  

The	  purpose	  of	  this	  packet	  is	  to	  describe	  stigma	  associated	  with	  mental	  illness.	  The	  effect	  of	  stigma	  on	  help-‐seeking	  
behavior	  will	  be	  detailed	  and	  a	  precursory	  explanation	  of	  stigma	  reduction	  strategies	  will	  be	  provided	  as	  well.	  For	  
further	  information	  about	  stigma	  reduction	  and	  access	  to	  free	  stigma-‐reduction	  services,	  go	  to	  
www.scattergoodfoundation.org/stigma	  	  

What	  is	  Stigma?	  	  	  	  	  	  	  	  	  	  

Stigma	  is	  often	  identified	  as	  a	  damaging	  force,	  but	  the	  term	  is	  steeped	  in	  ambiguity	  and	  the	  definition	  can	  vary	  from	  
person	  to	  person.	  Within	  the	  peer-‐reviewed	  literature	  on	  stigma,	  there	  is	  a	  general	  consensus	  that	  stigma	  is	  comprised	  
of	  three	  major	  componentsi:	  	  

• Stereotypes	  
• Prejudice	  
• Discrimination	  

There	  are	  several	  prevalent	  stereotypesii:	  

People	  with	  mental	  illnesses…	  

• Are	  dangerous,	  irrational,	  and	  unpredictable.	  
• Are	  incompetent.	  
• Deserve	  blame	  for	  their	  conditions.	  
• Have	  little	  hope	  for	  recovery.	  

Endorsement	  of	  any	  or	  all	  of	  these	  stereotypes	  leads	  to	  prejudice.	  The	  main	  prejudicial	  reactions	  can	  be	  categorized	  as	  
follows:ii	  

• Fear	  and	  exclusion:	  people	  with	  mental	  illnesses	  should	  be	  feared	  and	  kept	  out	  of	  most	  communities.	  
• Authoritarianism:	  people	  with	  mental	  illnesses	  are	  irresponsible	  and	  their	  decisions	  should	  be	  made	  by	  others.	  
• Benevolence:	  People	  with	  mental	  illnesses	  are	  childlike	  and	  must	  be	  cared	  for.	  

Prejudicial	  beliefs	  can	  lead	  to	  discriminatory	  practices.	  The	  prominent	  discriminatory	  behaviors	  are:ii	  

• Withholding	  help	  
• Social	  avoidance	  
• Coercive	  treatment	  
• Segregated	  institutions	  

The	  stigma	  described	  thus	  far	  is	  known	  as	  public	  stigma.i	  When	  an	  individual	  with	  a	  behavioral	  health	  condition	  
internalizes	  these	  stereotypes	  and	  applies	  them	  to	  herself	  it	  is	  called	  self-‐stigma.i	  	  

What	  are	  the	  Effects	  of	  Stigma?	  

Stigma	  is	  an	  issue	  of	  inequity	  and	  reducing	  it	  is	  a	  matter	  of	  social	  justice.	  However,	  stigma	  has	  another	  impact	  on	  the	  
lives	  of	  those	  with	  mental	  illness	  that	  may	  be	  even	  more	  detrimental.	  It	  is	  estimated	  that	  Worldwide,	  up	  to	  70%	  of	  
people	  with	  diagnosable	  behavioral	  health	  conditions	  do	  not	  seek	  treatment.iii	  Stigma	  is	  not	  the	  only	  reason	  for	  this	  
discouraging	  statistic,	  but	  it	  is	  a	  leading	  factor.iii	  Research	  indicates	  that	  both	  public	  stigma	  and	  self-‐stigma	  greatly	  
interfere	  with	  help-‐seeking	  and	  treatment	  adherence.iv	  Public	  stigma	  impedes	  treatment-‐seeking	  through	  the	  following	  
processes:	  

• Label	  avoidance	  
• Fear	  of	  prejudice	  



• Expectations	  of	  discrimination	  

Self-‐stigma	  interferes	  with	  help-‐seeking	  through	  these	  processes:	  

• Label	  avoidance	  	  
• Diminished	  self-‐esteem	  
• Lowered	  self-‐efficacy	  

Controlled	  social	  laboratory	  studies	  have	  also	  demonstrated	  an	  inverse	  relationship	  between	  stigmatizing	  attitudes	  and	  
seeking	  care.iv	  There	  is	  also	  an	  inverse	  relationship	  between	  stigmatizing	  attitudes	  and	  treatment	  adherence.iv	  In	  other	  
words,	  people	  who	  harbor	  prejudice	  towards	  individuals	  with	  mental	  illness	  are	  less	  likely	  to	  seek	  mental	  health	  services	  
themselves	  if	  they	  have	  a	  diagnosable	  condition	  and	  are	  less	  likely	  to	  comply	  with	  treatment	  if	  they	  do	  receive	  care.	  	  

Individuals	  who	  avoid	  treatment	  can	  expect	  not	  only	  poorer	  mental	  health	  outcomes,	  but	  they	  may	  also	  encounter	  
other	  negative	  health	  consequences.	  The	  evidence	  is	  clear	  that	  mental	  illness	  leads	  to	  poorer	  general	  health	  outcomes	  
including	  significantly	  reduced	  life	  expectancies.v	  A	  diagnosis	  of	  a	  mental	  health	  condition	  makes	  it	  more	  likely	  that	  an	  
individual	  will	  develop	  certain	  medical	  conditions,	  such	  as	  coronary	  artery	  disease,	  and	  more	  likely	  that	  he	  will	  die	  or	  be	  
disabled	  when	  diagnosed	  with	  a	  general	  health	  condition.vi	  vii	  viii	  ix	  x	  xi	  	  Additionally,	  a	  patient	  with	  a	  general	  health	  
condition	  and	  a	  comorbid	  mental	  health	  condition	  uses	  more	  medical	  resources	  and	  incurs	  significantly	  greater	  costs	  
than	  a	  patient	  without	  a	  mental	  illness.xiixiii	  It	  stands	  to	  reason	  that	  increasing	  mental	  health	  service	  utilization	  would	  
mitigate	  the	  effects	  of	  mental	  illness	  and	  improve	  general	  health	  outcomes	  as	  well,	  although	  more	  research	  is	  needed	  to	  
demonstrate	  a	  causal	  link.	  	  

Stigma	  may	  also	  play	  a	  role	  in	  illness	  diagnosis	  and	  treatment	  regimens	  in	  general	  health	  settings.	  Patients	  with	  
identified	  mental	  health	  conditions	  receive	  less	  care	  and	  services	  for	  physical	  conditions	  than	  patients	  without	  comorbid	  
psychiatric	  diagnoses.	  This	  phenomenon	  is	  known	  as	  diagnostic	  and	  treatment	  overshadowing	  and	  may	  be	  a	  
contributing	  factor	  to	  the	  lower	  life	  expectancies	  of	  people	  with	  mental	  illness.v	  For	  instance,	  one	  study	  found	  that	  
people	  with	  mental	  illness	  and	  ischaemic	  heart	  disease	  requiring	  hospitalization	  were	  less	  likely	  to	  have	  a	  
revascularization	  procedure	  than	  those	  without	  a	  comorbid	  behavioral	  health	  conditionxiv.	  This	  held	  true	  even	  after	  
controlling	  for	  potentially	  confounding	  variables.	  	  

There	  may	  be	  considerable	  financial	  benefits	  to	  increasing	  the	  percentage	  of	  people	  with	  behavioral	  health	  conditions	  
who	  seek	  treatment.	  Mental	  illnesses	  are	  extremely	  costly	  for	  those	  affected	  and	  for	  employers,	  however,	  research	  
indicates	  that	  proper	  treatment	  can	  reduce	  work	  impairment	  and	  increase	  productivity	  by	  reducing	  absenteeism	  and	  
presenteeism.	  xv	  xvi	  xvii	  xviii	  xix	  xx	  xxi	  xxii	  xxiii	  

Stigma	  Reduction	  

Research	  literature	  has	  identified	  three	  distinct	  methods	  of	  reducing	  stigma.xxiv	  These	  strategies	  are:	  

1. Protest/Advocacy	  
2. Education	  
3. Contact	  

Protest/Advocacy	  methods	  traditionally	  have	  been	  referred	  to	  as	  protest	  strategies,	  but	  have	  evolved	  to	  include	  
advocacy	  as	  well.	  Advocacy	  can	  be	  thought	  of	  as	  the	  carrot,	  and	  protest	  represents	  the	  stick.	  Protest	  involves	  voicing	  
complaints	  against	  social	  institutions	  that	  discriminate	  against	  individuals	  with	  behavioral	  health	  conditions	  or	  
reprimanding	  media	  outlets	  that	  promote	  negative	  stereotypes	  of	  people	  with	  mental	  illness.	  The	  advocacy	  component	  
consists	  of	  building	  coalitions	  with	  like-‐minded	  organizations,	  legal	  advocacy,	  and	  acknowledging	  positive	  media	  
portrayals,	  among	  other	  reinforcing	  activities.	  Advocacy	  and	  protest	  strategies	  have	  little	  to	  no	  effect	  on	  attitudes	  and	  
beliefs,	  but	  they	  can	  change	  behaviors	  and	  arrest	  discriminatory	  practices.	  For	  example,	  the	  Mind	  Charity	  in	  the	  United	  



Kingdom	  employed	  a	  social	  media	  protest	  strategy	  in	  response	  to	  the	  stigmatizing	  “Psycho	  Ward”	  Halloween	  costumes	  
sold	  by	  major	  retailers	  Asda	  and	  Tesco.	  Within	  24	  hours	  the	  costumes	  had	  been	  removed	  from	  store	  shelves	  and	  both	  
companies	  offered	  public	  apologies,	  with	  Asda	  contributing	  a	  donation	  to	  Mind	  Charity	  along	  with	  the	  apology.	  

Education	  strategies	  can	  come	  in	  the	  form	  of	  pamphlets,	  flyers,	  videos,	  public	  service	  announcements,	  social	  media	  
campaigns,	  structured	  teaching	  programs	  and	  can	  be	  effective	  at	  changing	  attitudes	  in	  the	  short-‐term.	  Education	  
strategies	  seek	  to	  dispel	  inaccurate	  information—such	  as	  stereotypes—and	  replace	  it	  with	  factual	  content.	  Education	  
strategies	  do	  have	  a	  modest,	  positive	  effect	  on	  attitudes	  and	  beliefs.	  	  Unfortunately,	  the	  magnitude	  and	  duration	  of	  
these	  attitudinal	  effects	  are	  limited.	  Research	  regarding	  stereotypes	  indicates	  that	  people	  may	  process	  information	  in	  a	  
way	  that	  gives	  greater	  weight	  to	  information	  that	  confirms	  their	  stereotypes	  than	  to	  information	  that	  disconfirms	  them;	  
a	  confirmation	  bias	  of	  sorts.	  However,	  individuals	  with	  the	  motivation	  to	  refrain	  from	  stigmatizing	  those	  with	  behavioral	  
health	  conditions	  may	  rely	  on	  stereotypes	  for	  initial	  judgment,	  but	  can	  consciously	  override	  these	  stereotypes	  if	  they	  
have	  been	  educated	  with	  accurate	  information	  about	  individuals	  with	  mental	  illness.	  	  An	  education	  program	  or	  
campaign	  does	  have	  the	  benefit	  of	  potentially	  reaching	  a	  wide	  audience	  at	  a	  relatively	  low	  cost.	  

Contact	  is	  the	  most	  effective	  of	  these	  methods	  for	  reducing	  stigma.	  It	  involves	  interpersonal	  contact	  between	  members	  
of	  the	  public	  and	  individuals	  with	  mental	  illnesses	  who	  mildly	  disconfirm	  stigmatized	  ideals.	  It	  is	  important	  that	  
individuals	  from	  the	  stigmatized	  group	  are	  not	  extraordinary—a	  Nobel	  Prize	  winner,	  for	  instance—because	  this	  may	  
allow	  people	  to	  consider	  them	  exceptions	  to	  a	  rule	  that	  is	  still	  considered	  valid.	  Contact	  strategies	  have	  a	  greater	  and	  
longer-‐lasting	  effect	  on	  attitudes	  than	  protest	  or	  education.xxv	  Research	  has	  found	  that	  attitudinal	  improvements	  that	  
occur	  in	  contact	  settings	  are	  associated	  with	  positive	  changes	  in	  behavior.xxiv	  	  Research	  indicates	  that	  there	  are	  five	  
characteristics	  that	  should	  be	  in	  place	  for	  participants	  during	  an	  in-‐person	  contact	  interventionxxv:	  

1. Meet	  as	  equals	  in	  status	  
2. Have	  an	  opportunity	  to	  get	  to	  know	  each	  other	  
3. Share	  information	  that	  challenges	  negative	  stereotypes	  
4. Actively	  cooperate	  
5. Pursue	  a	  mutual	  goal	  

The	  evidence-‐base	  regarding	  the	  effectiveness	  of	  in-‐person	  contact	  strategies	  is	  strong	  and	  consistent.xxvi	  Unfortunately,	  
because	  these	  strategies	  can	  only	  reach	  a	  relatively	  small	  audience	  each	  time	  they	  are	  employed,	  they	  are	  somewhat	  
neglected	  and	  underutilized.	  However,	  recent	  research	  has	  indicated	  that	  video	  contact	  strategies	  involving	  a	  personal	  
story	  in	  a	  video	  medium	  can	  reduce	  stigma,	  but	  not	  as	  much	  as	  in-‐person	  contact.xxvi	  This	  finding	  offers	  hope	  that	  
elements	  of	  a	  contact	  strategy	  can	  be	  adapted	  for	  a	  larger	  audience.	  

Targeted	  Messaging	  

An	  important	  feature	  that	  can	  increase	  the	  effectiveness	  of	  any	  anti-‐stigma	  program	  or	  campaign	  is	  that	  the	  message	  
targets	  a	  specific	  group	  and	  the	  corresponding	  attitudes	  and	  behaviors	  for	  which	  change	  is	  desired.xxvii	  For	  instance,	  a	  
program	  could	  target	  landlords	  about	  their	  reluctance	  to	  rent	  housing	  units	  to	  individuals	  with	  behavioral	  health	  
conditions.	  Once	  the	  targeted	  group	  and	  attitudes	  or	  behaviors	  are	  identified,	  the	  appropriate	  strategy	  or	  strategies	  
among	  protest,	  education,	  and	  contact	  can	  be	  chosen.	  Messages	  that	  are	  not	  targeted	  at	  a	  specific	  group	  and	  do	  not	  
identify	  a	  desired	  attitude	  or	  behavior	  for	  change	  may	  increase	  awareness,	  but	  likely	  will	  fail	  to	  reduce	  stigma.xxvii	  If	  the	  
campaign	  is	  intended	  for	  the	  public	  at	  large,	  and	  not	  a	  specific	  group,	  a	  slight	  variation	  can	  be	  made	  by	  selecting	  a	  
particular	  stigmatized	  subgroup	  and	  the	  stigmatizing	  attitudes	  and	  behaviors	  that	  impact	  the	  members	  of	  that	  group.	  
For	  example,	  a	  campaign	  could	  focus	  on	  individuals	  affected	  by	  Schizophrenia	  and	  seek	  to	  alter	  the	  broad,	  public	  stigma	  
attached	  to	  them.	  However,	  anti-‐stigma	  programs	  and	  campaigns	  should	  narrow	  the	  focus	  of	  their	  messages	  as	  much	  as	  
possible	  to	  achieve	  optimal	  impact.	  

	  

	  



Has	  Stigma	  Decreased	  in	  Recent	  Years?	  

Despite	  concerted	  efforts	  to	  reduce	  stigma	  during	  the	  last	  fifteen	  years,	  there	  have	  been	  no	  discernible	  improvements	  in	  
public	  stigma.xxviii	  In	  1999,	  the	  Surgeon	  General’s	  Report	  on	  Mental	  Health	  delineated	  a	  stigma-‐reduction	  strategy	  that	  
called	  for	  increased	  efforts	  to	  describe	  mental	  illness	  and	  the	  causes	  of	  mental	  illness	  in	  neurobiological	  terms	  (brain	  
disease,	  illness	  of	  the	  mind,	  a	  disease	  like	  any	  other,	  etc.)	  Unfortunately,	  this	  blueprint	  has	  not	  reduced	  stigma	  and	  
research	  indicates	  that	  people	  who	  accept	  neurobiological	  attributions	  of	  mental	  illness	  may	  be	  more	  likely	  to	  hold	  
stigmatized	  attitudes.xxviii	  Research	  has	  found	  that	  interventions	  that	  frame	  mental	  illness	  as	  a	  brain	  disease	  reduce	  
stigmatized	  beliefs	  in	  regards	  to	  blame	  and	  responsibility,	  but	  increase	  stigmatized	  beliefs	  in	  terms	  of	  disease	  prognosis;	  
intervention	  participants	  are	  less	  likely	  to	  blame	  those	  with	  mental	  illnesses	  for	  their	  conditions,	  but	  they	  are	  also	  less	  
likely	  to	  believe	  that	  recovery	  is	  possiblexxix.	  This	  information	  is	  somewhat	  disheartening	  but	  it	  elucidates	  two	  critical	  
observations:	  one,	  there	  is	  much	  work	  to	  do;	  and	  two,	  it	  is	  important	  to	  use	  methods	  that	  are	  proven	  effective	  and	  avoid	  
methods	  that	  are	  proven	  not	  to	  work.	  	  

If	  you	  are	  interested	  in	  reducing	  stigma,	  the	  Scattergood	  Foundation	  offers	  consultation	  and	  evaluation	  services	  for	  
creating	  stigma-‐reduction	  programs	  and	  measuring	  outcomes.	  If	  you	  are	  interested	  in	  these	  services	  or	  would	  like	  
additional	  resources,	  please	  contact	  the	  Scattergood	  Fellow	  on	  Stigma	  Reduction,	  Timothy	  Clement,	  MPH:	  
tclement@scattergoodfoundation.org.	  	  

	  

	  

	  

	  

References	  	  

	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  
i	  Corrigan	  PW,	  Watson	  AC.	  Understanding	  the	  Impact	  of	  Stigma	  on	  People	  with	  Mental	  Illness.	  World	  Psychiatry.	  2002;	  1	  (1):	  16-‐20.	  	  
ii	  Rusch	  N,	  Angermeyer	  MC,	  Corrigan	  PW.	  Mental	  Illness	  Stigma:	  Concepts,	  Consequences	  and	  Initiatives	  to	  Reduce	  Stigma.	  European	  
Psychiatry.	  2005;	  20:	  529–539.	  
iii	  Henderson	  C,	  Evans-‐Lacko	  S,	  Thornicroft	  G.	  Mental	  Illness	  Stigma,	  Help	  Seeking,	  and	  Public	  Health	  Programs.	  American	  Journal	  of	  
Public	  Health.	  2013;	  e1-‐e5.	  	  
iv	  Corrigan	  PW.	  How	  Stigma	  Interferes	  with	  Mental	  Health	  Care.	  American	  Psychologist.	  2004;	  59	  (7):	  614-‐625.	  
v	  Thornicroft	  G.	  Physical	  health	  disparities	  and	  mental	  illness:	  the	  scandal	  of	  premature	  mortality.	  British	  Journal	  of	  Psychiatry.	  2011;	  
199:	  441-‐442.	  
vi	  Egede	  LE.	  Diabetes,	  Major	  Depression,	  and	  Functional	  Disability	  Among	  U.S.	  Adults.	  Diabetes	  Care;	  Feb	  2004;	  27,	  2:	  421-‐428.	  
vii	  Marcus	  S	  C,	  Olfson	  M,	  Pincus	  H	  A,	  Shear	  M	  K,	  Zarin	  DA.	  Self-‐reported	  anxiety,	  General	  Medical	  conditions,	  and	  disability	  bed	  days.	  
The	  American	  Journal	  of	  Psychiatry;	  Dec	  1997;	  154	  (12):	  1766-‐1768.	  
viii	  Frasure-‐Smith	  N,	  Lespérance	  F,	  Talajic	  M.	  Depression	  following	  myocardial	  infarction.	  Impact	  on	  6-‐month	  survival.	  Journal	  of	  the	  
American	  Medical	  Association.	  1993;270(15):1819-‐1825.	  
ix	  Penninx	  B,	  Beekman	  AT,	  Honig	  A,	  Deeg	  DJ,	  Schoevers	  RA,	  van	  Eijk	  JT,	  Tilburg	  WV.	  Depression	  and	  Cardiac	  Mortality.	  Archives	  of	  
General	  Psychiatry.	  2001;	  58:	  221-‐227.	  
x	  Rumsfeld	  JS,	  Majid	  DJ,	  Plomondon	  ME,	  Sales	  AE,	  Grunwald	  GK,	  Every	  NR,	  Spertus	  JA.	  History	  of	  Depression,	  Angina,	  and	  Quality	  of	  
Life	  After	  Acute	  Coronary	  Syndrome.	  American	  Heart	  Journal.	  2003;	  145	  (3):	  493-‐499.	  
xi	  Barefoot	  JC,	  Helms	  MJ,	  Mark	  DB,	  Blumenthal	  JA,	  Califf	  RM,	  Haney	  TL,	  O’Connor	  CM,	  Siegler	  IC,	  Williams	  RB.	  Depression	  and	  Long-‐
Term	  Mortality	  Risk	  in	  Patients	  With	  Coronary	  Artery	  Disease.	  The	  American	  Journal	  of	  Cardiology.	  1996;	  78:	  613-‐617.	  
xii	  Katon	  WJ.	  Clinical	  and	  Health	  Services	  Relationships	  between	  Major	  Depression,	  Depressive	  Symptoms,	  and	  General	  Medical	  
Illness.	  Biological	  Psychiatry.	  2003;	  54:	  216-‐226.	  
xiii	  Hansen	  MS,	  Fink	  P,	  Frydenberg	  M,	  Oxhoj	  ML.	  Use	  of	  Health	  Services,	  Mental	  Illness,	  and	  Self-‐Rated	  Disability	  and	  Health	  in	  
Medical	  Inpatients.	  Psychosomatice	  Medicine.	  2002;	  64:	  668-‐675.	  



	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  
xiv	  Druss	  BG,	  Bradford	  DW,	  Rosenheck	  RA,	  Radford	  MJ,	  Krumholz	  HM.	  Mental	  Disorders	  and	  use	  of	  Cardiovascular	  Procedures	  after	  
Myocardial	  Infarction.	  Journal	  of	  the	  American	  Medical	  Association.	  2000;	  283	  (4):	  506-‐511.	  
xv	  Insel	  TR.	  Assessing	  the	  Economic	  Cost	  of	  Serious	  Mental	  Illness.	  The	  American	  Journal	  of	  Psychiatry.	  2008;	  165	  (6):	  663-‐665.	  
xvi	  Wang	  PS,	  Simon	  G,	  Kessler	  RC.	  The	  Economic	  Burden	  of	  Depression	  and	  the	  Cost	  Effectiveness	  of	  Treatment.	  International	  Journal	  
of	  Methods	  in	  Psychiatric	  Research.	  12	  (1):	  22-‐33	  
xvii	  Simon	  GE,	  Revicki	  D,	  Heiligenstein	  J,	  Grothaus	  L,	  VonKorff	  M,	  Katon	  WJ,	  Hylan	  TR.	  Recovery	  from	  Depression,	  Work	  Productivity,	  
and	  Health	  Care	  Costs	  Among	  Primary	  Care	  Patients.	  General	  Hospital	  Psychiatry.	  2000;	  22:	  153–162.	  
xviii	  Dewa	  CS,	  Hoch	  JS,	  Lin	  E,	  Patterson	  M,	  Goering	  P.	  Pattern	  of	  antidepressant	  use	  and	  duration	  of	  depression-‐related	  absence	  from	  
work.	  British	  Journal	  of	  Psychiatry.	  2003;	  183:	  507-‐513.	  
xix	  Claxton	  AJ,	  Chawla	  AJ,	  Kennedy	  S.	  Absenteeism	  Among	  Employees	  Treated	  for	  Depression.	  Journal	  of	  Occupational	  and	  
Environmental	  Medicine.	  1999;	  41	  (7):	  605-‐611.	  	  
xx	  Burton	  WN,	  Pransky	  G,	  Conti	  DJ,	  Chen	  CY,	  Edington	  DW.	  The	  Association	  of	  Medical	  Conditions	  and	  Presenteeism.	  Journal	  of	  
Occupational	  and	  Environmental	  Medicine.	  2004;	  46:	  s38-‐s45.	  
xxi	  Stewart	  WF,	  Ricci	  JA,	  Chee	  E,	  Hahn	  SR,	  Morganstein	  D.	  Cost	  of	  Lost	  Productive	  Work	  Time	  Among	  US	  Workers	  with	  Depression.	  
Journal	  of	  the	  American	  Medical	  Association.	  2003;	  289	  (23)	  3135-‐3144.	  
xxii	  Simon	  GE,	  Barber	  C,	  Birnbaum	  HG,	  Frank	  RG,	  Greenberg	  PE,	  Rose	  RM,	  Wang	  PS,	  Kessler	  RC.	  Depression	  and	  Work	  Productivity:	  
The	  Comparative	  Costs	  of	  Treatment	  versus	  Non-‐Treatment.	  Journal	  of	  Occupational	  and	  Environmental	  Medicine.	  2001;	  43(1):	  2-‐9.	  
xxiii	  Leon	  AC,	  Walkup	  JT,	  Portera	  L.	  Assessment	  and	  Treatment	  of	  Depresssion	  in	  Disability	  Claimants:	  A	  Cost-‐Benefit	  Simulation	  Study.	  
Journal	  of	  Nervous	  and	  Mental	  Disease.	  2002;	  190(1):	  3-‐9.	  
xxiv	  Corrigan	  PW.	  Target	  Specific	  Stigma	  Change:	  A	  Strategy	  for	  Impacting	  Mental	  Illness	  Stigma.	  Psychiatric	  Rehabilitation	  Journal.	  
2004;	  28	  (2):	  113-‐120.	  
xxv	  Corrigan	  PW,	  Watson	  AC.	  Challenging	  Public	  Stigma.	  2004;	  281-‐295.	  
xxvi	  Corrigan	  PW,	  Morris	  SB,	  Michaels	  PJ,	  Rafacz	  JD,	  Rusch	  N.	  Challenging	  the	  Public	  Stigma	  of	  Mental	  Illness:	  A	  Meta-‐Analysis	  of	  
Outcome	  Studies.	  Psychiatric	  Services.	  2012;	  63	  (10):	  963-‐973.	  
xxvii	  Corrigan	  PW.	  Target-‐Specific	  Stigma	  Change:	  A	  Strategy	  for	  Impacting	  Mental	  Illness	  Stigma.	  Psychiatric	  rehabilitation	  journal.	  
2004;	  28	  (2):	  113-‐121.	  
xxviii	  Pescosolido	  BA.	  The	  Public	  Stigma	  of	  Mental	  Illness	  :	  What	  Do	  We	  Think;	  What	  Do	  We	  Know;	  What	  Can	  We	  Prove?	  Journal	  of	  
Health	  and	  Social	  Behavior.	  2013;	  54:	  1-‐21.	  
xxix	  Corrigan	  PW,	  Watson	  AC.	  At	  Issue:	  Stop	  the	  Stigma:	  Call	  Mental	  Illness	  a	  Brain	  Disease.	  Schizophrenia	  Bulletin,	  2004;	  30	  (3):	  477-‐
479.	  


