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Using empirical evidence and a consideration of service users and survivors, critically discuss the extent to which stigma and discrimination exists towards individuals with a mood disorder diagnosis, and how we should seek to ameliorate this issue
This essay will critically discuss the extent to which self-stigma and discrimination exists for individuals with major depressive disorder (MDD) and will discuss and critique educational interventions related to the reduction of stigma towards mental ill health.
The Diagnostic and Statistical Manual of Mental Disorders, Fifth Edition (DSM-5) states the diagnostic criteria for MDD to be depressed mood and loss of interest or pleasure (American Psychiatric Association [APA], 2013). Additional symptoms of MDD include noticeable weight loss, daily insomnia, restlessness, fatigue, feeling worthless, reduced cognitive ability, and recurrent suicidal ideation (APA, 2013). To be diagnosed with MDD, sufferers must display symptoms on an almost daily basis for at least two weeks and have no history of mania (APA, 2013). Hallucinations and delusions are seen in extreme cases (APA, 2013). The World Health Organization (WHO), (2023) estimated 3.8% of the world’s population experiences depression. Stigma is made up of stereotypes such as attitudes and thoughts, prejudice made up of feelings and emotions and discrimination which is the behaviour displayed. Self-stigma occurs when public attitudes towards mental ill health which constitute of prejudicial and discriminatory comments thoughts and feelings, are internalised (Corrigan & Rao, 2013). Furthermore, accepting the unfavourable opinions of others and applying them to oneself is known as self-stigma (Grant, et al., 2016). As cited in Corrigan and Rao (2013), self-stigmatisation undermines the individuals’ hope for reaching goals by lowering sentiments of self-worth. As a result, the negative effects of self-stigma displays itself as an intrapersonal process that eventually leads to bad health and a lower quality of life. 

Self-stigma, as defined by Corrigan and Watson (2002, as cited in Du, et al., 2023), is the reaction of individuals with depression to themselves following their assimilation and internalisation of stigmatising views about depression, which in turn leads to prejudice and discrimination against the self.
Self-stigmatisation is highly common for patients suffering with a mood disorder (Hoffman, et al., 2023). Du et al., (2023) conducted a meta-analysis and systematic review of depressive patients and self-stigma and found the global prevalence of self-stigma amongst said patients was 29%. Self-stigma effects self-esteem, self-worth and self-perception (Corrigan, et al., 2009). Members of a stigmatised group such as those suffering from MDD experience unfavourable self-perceptions and sentiments as a result of self-stigma, which are linked to reduced expectations (Hoffman, et al., 2023). Social disengagement, a lower quality of life, and worse treatment are all correlated with increased self-stigma (Hoffman, et al., 2023; Cerit, et al., 2012). Self-stigma may affect a patient's decision to marry, have children, apply for a job, or take on responsibilities, among other personal or professional decisions (Meiser, et al., 2007; Michalak, et al., 2006 as cited in Hoffman, et al., 2023). Additionally, it has a detrimental effect on the progression of the illness, as evidenced by a link between worsening symptoms, relapses, hospitalisations, and a lack of compliance with medical management and therapy (Aydemir and Akkaya, 2011; Barney, et al., 2006; Conner, et al., 2010; Levy, et al., 2015 as cited in Hoffman, et al., 2023). 
 In a study by Yen et al. (2005) higher self-stigma was predicted by higher depression symptoms, indicating that those with higher levels of depression have more stigmatised opinions of themselves. In the study, 62 patients (25%) with MDD showed high levels of self-stigma. Similarly, patients with severe depression and less education also had increased levels of self-stigma. Stigma is one of the most significant barriers to people accessing mental health support and treatment options (Yen, et al., 2005). Furthermore, Yen et al. (2005) suggested self-stigma is widespread amongst individuals with severe depression. The study did not find any correlation between stigma and sex or age, however, a previous study by Roeloffs et al. (2003) as cited by Yen et al. (2005) found female and older patients had increased levels of stigma which affected employment. Yen et al. (2005) and Pine et al. (2004) concluded educational interventions alone may not reduce stigma. 
Research conducted by Mackenzie et al. (2018) and Latalova et al. (2014) found male patients with MDD who support traditional masculine norms such as stoicism, self-reliance and restricted emotionality reported significant levels of self-stigma and further research by Seidler et al. (2016) and Vogel et al. (2011) found such males have increased negative attitudes towards seeking help as well as negative intentions and behaviours. However, no clear correlation was found between sex and self-stigma in a systematic and meta-analysis conducted by Livingstone and Boyd (2010). On a measure of depression self-stigma, Oliffe et al. (2016) also found little sex differences on 12 items. However, on the four items where sex differences were present, women scored higher on two social stigma items and men on two help-seeking stigma items. The same meta-analysis and systematic review found no correlation for age and self-stigma. On the contrary, Barney et al. (2010) suggested self-stigma of depression modestly decreases with age. 
Historic research conducted by McGinn (2000) found people living with MDD may feel unlovable, inadequate and flawed due to the self-stigma they experience. According to Wright et al. (2011), people with MDD may also feel ashamed of their condition and how it impacts their lives, or they may blame themselves and feel guilty for not having the strength to conquer it. A person's empowerment is further harmed by self-stigma, which is linked to a number of detrimental effects, including impeding treatment and recovery, exacerbating depressive symptoms (Freidl et al., 2008 as cited in Du et al., 2023), decreasing help-seeking and treatment adherence (Aromaa, et al., 2011; Rüsch, et al., 2010; Sedlackova, et al., 2015; Warner, 2010 as cited in Du, et al., 2023), and raising the risk of suicidal behaviour (Oexle, et al., 2017 as cited in Du, et al., 2023). Corrigan & Miller, (2004) and Link et al., (2004) found those with internalising stigma are withdrawn in their social and working relationships as well as compromise their life goals. 
Oexle et al. (2017) conducted a longitudinal study with over 200 participants on self-stigma as a barrier to recovery and the findings suggested self-stigma is a major threat to recovery due to the poor quality of life and increased psychiatric symptoms felt by the sufferer. The study found participants struggled with recovery for up to two years post experience of self-stigma (Oexle, et al., 2017).
	A cross-sectional study by Holubova et al. (2016) found unemployed patients and those with only secondary education suffered from significant self-stigmatisation as opposed to those employed or with a university level education. 
	Furthermore, a study by Prizeman et al. (2023) looked at the effects of mental health stigma in young people with depressive symptoms and found participants stated that internalised stigma was a precursor to more serious issues like poor relationship formation, a negative self-identity, low self-esteem, and a lack of honesty and disclosure in partnerships. Many participants identified a turning point in their personality as being when they were diagnosed with depression (Prizeman, et al., 2023). Thematic analysis on participant interviews found reoccurring themes relevant to feelings of weakness, insignificance, increased guilt, and a sheer lack of empathy and kindness. It was noted participants had strong self-destructive views of their own experience with depression (Prizeman, et al., 2023). A 24-year-old female participant said “I think the fact that before I was diagnosed, I also thought it was just a bunch of nonsense. I think in the beginning I was quite mad, um, I was dealing with it for such a long time, and I was also just thinking that this is nonsense. You know, when I was diagnosed, I was like, ´Okay, I’m one of those people now’ ” (Prizeman, et al., 2023). Similarly, a 25-year-old participant said “It certainly affects your self-esteem… there’s definitely something like that constant, almost like rumination of like, ´Are they judging me? Am I behaving normally? Like, are they gonna judge me if I cancel this because I am not feeling up to it?´...that kind of stuff” (Prizeman, et al., 2023). Remarkably, most participants explained that the internalisation of stigma happened gradually, claiming that their experiences with stigma started in public and then progressively became internalised (Prizeman, et al., 2023). 

	Educating people on how to reduce stigma related to mental ill health is important for sufferers and survivors to appropriately manage their symptoms and diagnosis (Greenstein, 2017). Education replaces myths and misconceptions with accurate conceptions of mental illness (Corrigan, et al., 2001).
 A review and comparison of interventions for mental health stigma by Yanos et al., (2014) presented psychoeducation, cognitive behavioural therapy (CBT), motivational interviewing (MI), and social skills training including group therapy were all useful ways to reduce self-stigma. Furthermore, a meta-analysis conducted by Corrigan et al., (2012) found both contact and education interventions had successful effects of reducing stigma for both adolescents and adults with mental ill health. Education-based interventions were found to be more effective for adolescents, whereas contact-based interventions were found to be more suitable for adults. For both groups, face-to-face interventions were more effective than video interventions (Corrigan, et al., 2012). Psychoeducation, psychotherapy, or entertainment-art-based therapies were not shown to be effective in reducing stigma over the medium or long term (Corrigan, et al., 2012).
Early research interventions dating back to 2001 carried out by Corrigan et al. looked at the effects of three strategies for altering stigmatisation attitudes and behaviour; education, contact and protest. Results were based on 152 participants and found education-based interventions yielded improved attributions in four psychiatric groups: depression, psychosis, cocaine addiction and mental retardation. Positive improvements in attributions about specific psychiatric illnesses, such as depression and psychosis, were brought about by contact, surpassing the effects of education. Protest showed no significant results. A critique of this study is the use of the words “mental retardation” as this language would not be suitably used today as it would offend those with mental ill health. Furthermore, the study only had 152 participants, therefore it cannot be assumed the results and outcomes would be the same for a wider range of participants and can be used as a ‘blanket term’ that education works for ‘everyone’, and as such poses the question as to whether education really is the most suitable form of reducing self-stigmatisation.
A later review and comparison of interventions targeting mental health self-stigma was conducted by Yanos et al., (2014). The review identified 6 intervention approaches with Ending Self-Stigma (ESS) by Lucksted et al., (2011) group therapy being a promising psychoeducational and cognitive restructuring approach. ESS was created by mental health researchers with lived experience of mental ill health alongside early participants. Presenting ESS to participants as a collection of techniques they may learn and apply to lessen self-stigma and its negative impacts, it frames self-stigma as a typical and difficult-to-avoid result of being exposed to bias and discrimination in society on a regular basis (Yanos, et al., 2014). A 2011 article by Lucksted et al. reported on an uncontrolled trial of 34 participants of mainly U.S veterans with diagnoses of schizophrenia, schizoaffective disorder, and major mood disorder and results of the 7 ESS classes showed significantly reduced self-stigma and increased recovery empowerment amongst individuals. Another more recent ESS and Health and Wellness psychoeducational intervention randomised controlled trial (RCT) by Drapalski et al., (2021) of a larger cohort of 248 participants of veterans found a found a significant yet modest reduction of self-stigma and a positive increase in psychological sense of belonging post treatment. The group with ESS participation showed a significantly greater reduction of self-stigmatisation than those in the Health and Wellness intervention cohort. This study shows internalised stigma may be lessened by interventions that explicitly address self-stigma as well as those that may address it more subtly. Interventions that directly address self-stigma may be more effective for people with psychotic symptoms (Drapalski, et al., 2021). 
A literature review by Stubbs (2014) suggested RCTs which involved direct, indirect film contact, or an educational email positively reduced stigma in the short-term. Role play was found to be ineffective in stigma reduction. However, Stubbs’ research found there to be insufficient evidence to suggest stigma reduction can be maintained in the long-term. Education studies involved in the literature review by Stubbs involved education and role play scenarios, mental health first aid training, and all focussed on either measuring social distance, attitude, perceived stigma, mental health literacy, service delivery, attitudes and knowledge. Ucok et al. (as cited in Stubbs, 2014) showed that lecture-style interventions changed attitudes, and these improvements persisted three months later. O'Reilly et al. (as cited in Stubbs, 2014) found that mental health first aid training enhanced mental health literacy and social distance.
Service users and survivors’ involvement in shaping mental health education is vital as their lived experience is invaluable (Network for Mental Health, 2014). Every service user and survivor will have a different journey, but each is as important as the next (Sweeney, et al., 2018). When service users and survivors with mental health conditions are consulted it has therapeutic benefits as it helps to shape the way in which mental health services and professionals conduct their roles, which in turn will reduce the self-stigma experienced by the patient (Richards, et al., 2016) as well as involvement causing a reduction in social isolation. Furthermore, service user involvement is used in the education, training and recruitment of mental health practitioners (Millar, et al., 2015). 
Furthermore, mass media awareness schemes such as England’s ‘Time to Change’ campaign can be used to change both attitudes and behaviour which will lead to a reduction in self-stigmatisation amongst mental ill health patients as it influences public attitudes and behaviours. Mass media campaigns need to aim for maximum saturation. Creating a more supportive environment for those exposed to mental illness enables them to seek help and effectively manage their diagnosis without the overwhelming feelings of shame and isolation (Thornicroft, et al., 2017). Additional research by Thornicroft et al., (2016) found interventions are able to improve knowledge short to medium-term, but attitudinal improvements are less achievable long-term. Psychoeducation, psychotherapy, or entertainment-art-based therapies were not shown to be effective in reducing stigma over the medium or long term (Thornicroft, et al., 2016).
Jorm (2020) conducted an evidence-based review and found trials lack methodological rigor and suggested reporting is biased towards positive results. Jorm said trials are subject to demand characteristics and found evidence to support positive effects do not last long-term and no dose effects were observed. Furthermore, he found there to be lack of evidence for behaviour change and evidence on contact with other minority groups. According to Jorm (2020), attitudes should be viewed as a secondary consequence or as a facilitator of behaviour change, with behavioural outcomes being the main focus.
	The Theory of Planned Behaviour (TPB) by Azjen (1985) stipulates in order to address behaviour change, three areas need to be considered: their attitude, their subjective norms, and their perceived behavioural control. TPB is one of the most influential theories of human behaviour and suggests behaviour is driven by intention (Chen & Slade, 2024). TPB is a model used to change people’s behaviour. 

In conclusion, MDD is a debilitating mental health condition. Self-stigma is experienced by a number of sufferers and survivors of mental ill health. Interventions to reduce stigma and discrimination of those with diagnosed mental health conditions have been aimed at changing knowledge, attitudes, social norms, and behaviours of the public both directly and indirectly. Education and contact interventions are better for an improvement in reduction of stigma, however, people need constant reminding to allow longer lasting results. The cost of implementing an intervention aimed at reducing mental health stigma will outweigh the benefits unless stigma reduction can be sustained over a long period of time. Clinicians must consider the perspectives of depressed patients and their cultural background and attempt to explain the aetiology and treatment plans in ways that will not worsen their self-stigma, since patients with depression may not lessen it during the course of their illness. The public needs to be given information and education on mental health issues in order for a noticeable change in relation to symptom severity, treatment impact and stigma. Further research is specifically needed on educational interventions for sufferers of MDD to continue to shape positive change and a shift in public misconceptions. 
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