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Stigma is a powerful force affecting our thoughts, feelings and behaviours (Nearchou et al., 2018). Stigma is commonly considered to be a devaluation of someone based on some kind of difference, be it visible or invisible (Bos et al., 2013), with R. W. English stating, “Stigma might best be considered to be the negative perceptions and behaviours of so-called normal people to all individuals who are different from themselves” (as cited in Page, 1984, p. 1). However, it is not simply a psychological or scientific construct; it is emotive. It can evoke embarrassment, fear, shame, isolation, pity, disgust and even hatred (Burke et al., 2016). 
The relationship between stigma and mental health is a complex, multi-faceted one, far beyond the scope of a single piece of work. Therefore, using empirical evidence, this essay will limit its consideration to the existence of stigma towards depression – with a particular focus on public stigma – and its impact on service users and survivors, and will then critically explore how interventions have and may continue to improve this issue.
Research identifies three types of stigma – public, perceived and self stigma (Busby Grant et al., 2016). Public stigma, sometimes called experienced stigma (Fox et al., 2018), is the most well-known, most frequently researched and most commonly targeted (Busby Grant et al., 2016). According to social psychology, stigma is made up of three separate mechanisms – stereotypes, prejudice and discrimination (Corrigan & Shapiro, 2010). Stereotypes are culturally defined beliefs regarding the presence or absence of a particular characteristic which usually include either violence, incompetence or blame (Corrigan, 2004). Prejudice is the affective element and describes feelings toward individuals belonging to a particular group (Corrigan & Shapiro, 2010). Discrimination is the negative behaviour resulting from stereotypes and prejudice (Corrigan, 2004). Link and Phelan refer to this resultant behaviour as stigma power (2014), a concept with a design to exploit, manage or exclude stigmatised individuals or groups for the benefit of the one with power (Bos et al., 2013). As such, the experience of stigma may take many forms, including social rejection, avoidance, reduced work and living opportunities, limited health care services, criminalisation, segregation, lack of support and paternalism (Bos et al., 2013; Corrigan, 2004; Corrigan & Shapiro, 2010; Stull et al., 2013). The effects of such treatment can include lower quality of life, shame, social withdrawal, feeling disempowered, lowered self-esteem, poorer mental health, reluctance to seek help, high treatment attrition rates and hopelessness (Mannarini & Rossi, 2019; Nearchou et al., 2018; Rüsch et al., 2010; Stull et al., 2013; Vogel et al., 2013). It can also lead to other types of stigma such as self-stigma according to Link and colleagues’ Modified Labeling Theory (1989).
Although anecdotal evidence leaves no doubt of stigma’s longstanding detrimental effect on individuals with depression, research paid little attention to the concept of stigma prior to the work of Erving Goffman in 1963 (Link & Phelan, 2001). Since then, however, there has been a growing momentum to the scientific interest in the interplay between these two phenomena with research since the start of the 21st century seeing an exponential increase (Pescosolido & Martin, 2015). That being said, mental illness stigma, including towards depression, is notoriously difficult to measure due to a number of factors. Definitions of stigma can vary significantly (Link & Phelan, 2001), with some experts recognising two, three or more different subtypes (Sheehan et al., 2017). Even when similar mechanisms are identified, they are frequently called by several different names and may be defined differently (Pescosolido & Martin, 2015).
Another criticism often levelled at stigma research is the lack of validated measures (Mannarini & Rossi, 2019). In 2018, Fox and colleagues conducted a review of measures for capturing stigma and discovered over 400 separate scales, each claiming to measure a different aspect or applying to a different disorder. Fox et al. decried the logic of researchers creating a new measure for their own study and called for efforts to validate a scale which could be applied more widely and would therefore facilitate more accurate comparison.
Yet perhaps the greatest obstacle to accurate insight is that, by nature, stigma is an elusive phenomenon (Pescosolido & Martin, 2015). As stigmatic attitudes can be implicit as well as explicit, they are not always readily detected making them hard to define and hard to address (Stull et al., 2013). Although according to Pescosolido and Martin (2015) it is the context and the way in which an attitude, comment or behaviour is received which can determine whether or not it may be considered as stigmatising. If such is the case, it would be impossible to design a credible standard of measurement or publish figures which may be taken with any sort of accuracy. 
Nevertheless, studies have attempted to capture the reality of the issue those with depression face when it comes to stigma. Whilst studies have found when comparing conditions that stigma towards depression may be lower than towards other conditions, the individuals with a depression diagnosis often experience greater levels of distrust and are considered more unpredictable  (Ebneter & Latner, 2013). Such reports may only represent the tip of the iceberg, therefore it is fair to say this is a critical issue. Additionally, given the significant impact stigma has on help-seeking behaviours (Nearchou et al., 2018), this can be considered one of the major obstacles affecting those with depression in the UK and around the world, and therefore requires decisive action to deal with this crisis.
Since Goffman’s theory of stigmatisation (1963) shone a light on the issue of stigma almost 60 years ago, it has attracted much interest in the research community with momentum building in the last two decades. In 2011, Silton and colleagues published a review into changes in stigmatising attitudes toward depression, schizophrenia and alcoholism in America. Their research compared data from the 1996 and 2006 General Social Surveys and reported a significant decline in the desire for social distance from individuals with depression. Around the same time, Pescosolido and colleagues (2010) conducted a review using the same data. Their study reported no significant decrease in stigma towards any of the three conditions, instead stating that rates remained high, although stigma for depression was lower than for the other conditions. The review focused on their findings that public perceptions of mental illness had shifted to accept a neurobiological explanation, stating that in 2006, 67% of those surveyed believed depression to be a medical illness, up from 54% in 1996. As this appeared to have had no positive effect on stigma rates, however, they questioned the validity of the strategy of attributing conditions such as depression to a mainly neurobiological narrative and instead advocated an approach of competence and inclusion.
Whilst the decade since these studies were published has seen even greater increase in initiatives to minimise the stigma of depression – some with encouraging effect, as will be discussed later in this paper – depression remains a highly stigmatised illness with the lives of those with the condition significantly affected. Few studies in the last five years have considered the current picture of stigma towards depression. However, a 2018 survey  into public literacy concerning depression showed encouraging results that 70% of participants disagreed with the stigmatising view that depression is caused by a weak personality and over half were aware of common misconceptions concerning the behaviour of people living with depression (Yokoya et al.). Another 2018 study into age and sex differences in public and self-stigma towards depression found that whilst the highest rates were of public stigma in young men, overall rates were relatively low (Mackenzie et al.). Yet in daily life, anecdotal evidence suggests that those with depression continue to feel the impact of stigma (Make It OK, n.d.), showing there is still a way to go in education and behaviour change.
Over the last few decades numerous initiatives have attempted to reduce the presence of stigma towards depression with varying degrees of success. Typically, most initiatives have taken either an education or contact approach. As previously mentioned, in the 1990s there was a movement towards education which focused on a neurobiological explanation for mental illnesses such as depression. Based in attribution theory (Corrigan et al., 2001), the underlying belief was that if the public believed that mental illness was not the fault of the individual, but rather due to biological factors outside of their control, depression would be considered a disease like any other, with those experiencing it as victims worthy of understanding and support rather than stigma and discrimination (Mannarini & Rossi, 2019). As discussed, this strategy succeeded in changing many people’s beliefs concerning the nature of depression, but did little to alter their feelings. That being said, education initiatives have seen success (Simmons et al., 2017) as will be discussed later. However, it seems greater understanding of a condition is not the same as being comfortable with the condition, and in some instances, increased knowledge has reinforced stigma, especially as explanations attributing behaviour to external sources may suggest a lack of control of one’s self (Mannarini & Rossi, 2019).
Contact interventions are also a popular tool for reducing stigma with some claiming this method as best practice (Stuart et al., ). Drawing from intergroup contact theory (Allport, 1954), contact interventions emphasise the importance of making direct or indirect connections with individuals with depression and other conditions to promote understanding, trust and empathy (Christ & Kauff, 2019). Several studies of contact-based interventions have produced evidence of their efficacy (Maunder & White, 2019). Whilst not specifically targeting stigma towards depression, such interventions can be applied to a variety of condition-specific stigmas by simply changing the contact. Most often contact interventions were combined with some form of education in addition (Jorm, 2020). The combined approach showed similar results to contact only or education only (Morgan et al., 2018). However, in spite of the positive reports, in 2020 Jorm conducted a critical examination of the evidence and advised caution in hailing such interventions as the solution. Based on evidence from eight systematic reviews and meta-analyses, Jorm’s criticisms included a lack of methodological rigour, biased results, no evidence of behaviour change and short-lived effects. He recommended a focus on behaviour change outcomes, longitudinal studies and implementation of greater scientific rigour to gain a more accurate picture of the efficacy and benefits of contact interventions. 
One of the longest running anti-stigma campaigns is beyondblue. Originally launched in the mid-1990s as a five year initiative to tackle stigma towards depression in Australia, its work continues today and now also includes education around anxiety and suicide prevention (National Academies of Sciences, Engineering, and Medicine [NASEM], 2016). The campaign has utilised various education and contact activities. It was shortly after its launch that Australian nurse, Betty Kitchener, developed Mental Health First Aid training which is now used all over the world (NASEM, 2016). After its first five years, reports showed that areas with more activities had the greatest improvement in public attitudes towards those living with depression (Thornicroft et al., 2016). Ten years into its work, a national survey found that 87% of the population were aware of the campaign and its work (NASEM, 2016). Whilst a 2009 report stated that it was not possible to determine whether the increase in public knowledge translated to a reduction in public stigma and discrimination (NASEM, 2016), an independent evaluation published in 2014 reported that 70% of respondents to an online survey considered stigma and discrimination to be a little or much better than in 2010 (Nous Group, 2014). Additionally during the campaign’s lifetime, help-seeking behaviours have moved significantly in the right direction, whether as a direct or indirect result (Nous Group, 2014).
In 2009, the English Time to Change social marketing campaign was launched. As well as using social and mass media channels to address the issue of stigma, local contact events were organised and funding was granted to mental health service users and survivors for the running of grassroots projects (NASEM, 2016). As part of the campaign evaluation, each year 1,000 individuals diagnosed with a mental illness were interviewed about the discrimination they experienced. According to one review, these reports have shown a significant drop in stigma experiences (NASEM, 2016). In 2012, Time to Change Wales was launched to tackle stigma specifically in Wales. A small-scale overview survey of the first two years reported initial positive results (Llewellyn et al., 2015). The survey showed significant improvements across almost all statements including an 11% increase in people disagreeing with the statement that being around someone with a mental illness makes them feel uncomfortable, a 9% increase in people disagreeing that individuals with mental health problems should not be given any responsibility and a 9% jump in agreement that people with a mental health problem are just as trustworthy as anyone else. The only significant negative change was 63% of people agreeing that individuals with mental health problems are far less of a danger than people suppose, down from 72% two years prior. The report also showed that those who knew someone who had a mental illness had significantly more positive attitudes towards people with mental health conditions. In addition, when comparing those who had and those who hadn’t seen advertising regarding mental health in the last year, those who had reported significantly more positive attitudes. Both findings show support for the efficacy of both contact and education for reducing stigma.
The most recent public attitudes survey conducted in 2021, however, found that in those surveyed, help-seeking was down from the previous survey in 2019 (Time to Change Wales). 43% of people reported feeling uncomfortable discussing their mental health with family and friends, more than double compared to 20% in 2019. When asked about the workplace, 69% would be uncomfortable speaking to their employer about mental health issues compared to 37% in 2019. In addition, 1 in 5 people said they had felt unfairly treated by mental health staff. Whilst these results may only be representative of this sample, they may also reveal a concerning change in direction and a worrying legacy of the coronavirus pandemic.
One important aspect of stigma reduction initiatives which has yet to be fully embraced is the inclusion of service users and survivors in the design of interventions (Thornicroft et al., 2007). Whilst this movement is gaining momentum and support, and is fuelling optimism for the success of future progress, it has taken time for the contribution of service users and survivors to be valued (Chamberlin, 2005). According to Patterson and colleagues (2014), this may be partially because of the challenging and time-consuming nature of involving service users. However, although they caution that evidence is limited, they have found that through inclusion in research and intervention design, service users and survivors are feeling a sense of purpose, belonging, empowerment and self-respect. If these effects persist, it might be that the effect of such inclusion in itself plays a part in winning the war on stigma.
	Depression is now the leading cause of illness and disability globally and rates are continuing to climb (World Health Organization, 2017). Given the evidence that stigma towards depression is the greatest barrier to seeking and engaging with help, it is imperative that it is tackled head-on. Over the last 60 years, scientific understanding of stigma has grown. However, public stigma towards depression continues to be highly prevalent. Whilst the last two to three decades have seen numerous large- and small-scale initiatives to combat this, and have shown an increase in public knowledge and understanding of depression, the reduction in public stigma has been small. Such findings show that whilst education has its merits, there remains a disconnection between knowledge and attitudes and perhaps even more so between that and behaviour. Therefore, education and contact initiatives have a critical role to play. Taking the time to listen to someone’s story, getting to know them and allowing human connection to spark empathy and appreciation for someone else’s situation is a vital tool. In his TEDx talk, mediator, mental health advocate and bipolar survivor, Dan Berstein made the case that the greatest progress might be made if people would open their minds, listen and make room for a new narrative. He stated: 
We can’t afford to dismiss the stigma or ignore that it exists… If we make room for everyone’s unique story, then we can take a step back together and see that we’re all part of a single big picture – one community of people trying their best to have less bad days (2017, 13:54).
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