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Abstract

Purpose The aim of this review is to identify consistent

themes among the qualitative literature on stigma as

experienced by patients with schizophrenia receiving

community mental health care. With the treatment focus

of schizophrenia nowadays shifting more and more

towards community-based mental health care, profes-

sionals need to be aware of the increased vulnerability of

their clients in their social environment as a result of

stigma towards their disease. In-depth knowledge on

stigma is critical in order to offer a dignifying community

mental health care.

Methods A systematic search of the qualitative literature

in Web of Science, PubMed, PsycINFO and Francis was

performed to review the subjective experiences and ideas

on stigma in outpatients with schizophrenia.

Results Three major themes were identified in 18 studies

and need to be taken into consideration when implementing

an adequate community mental health care: (i) the

continuing existence of stigma inherent in the health care

setting, (ii) the importance of relational aspects of stigma

encounters in daily life and (iii) the significance of the

behavioural aspects related to previous stigma experiences

and beliefs among patients.

Conclusions Despite much effort in community treat-

ment, patients still experience stigma and discrimination.

Community mental health care professionals should not

only be aware of structural problems in mental health

care, but should also pay considerable attention towards

the relational and behavioural aspects in their clients’ life

concerning stigma. Furthermore, they have the crucial

role in the community to raise awareness about stigma in

order to increase their clients’ acceptance in society.

Keywords Schizophrenia � Stigma � Discrimination �
Community mental health care

Introduction

Schizophrenia is a severe mental disorder with a typical

onset in adolescence and young adulthood [1]. The disease

shows a global prevalence of 0.3–0.7 % [2] and is believed

to make up around 1 % of the total disability adjusted life

years (DALYs) worldwide [1]. A distinction can be made

between two categories of symptoms viz. negative and

positive symptoms. The positive symptoms of schizo-

phrenia manifest themselves inter alia as psychosis with

hallucinations, delusions and incomprehensible speech.

The main negative symptoms are social withdrawal, self-

neglect and loss of motivation and initiative [1].

In addition to these severe symptoms of illness,

schizophrenia patients suffer from what is called a ‘‘second

illness’’, which is the social label attached to the disorder

[3]. Schizophrenia appears to be amongst the most stig-

matising disorders of all mental disorders. Corrigan et al.
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[4] describe three main factors involved in the development

of stigma in general, which form a chain of events. First,

stereotypes and negative beliefs about a group such as

strangeness, dangerousness and incompetence are present

in society. This gives rise to prejudice, whenever there is an

agreement with the belief and/or a negative emotional

reaction towards it. As a consequence, this leads to

behavioural responses such as avoidance and withholding

help.

Under the World Health Organisation (WHO) influ-

ence, the treatment focus in Europe for serious mental

disorders like schizophrenia is currently shifting more and

more from residential hospital-based programmes towards

ambulatory community-based mental health care such as

early detection and intervention programmes for psychosis

(EDIP) [5–7]. It is believed that this shift could lead to a

broader access to mental health care, which would sub-

sequently lead to a more successful therapy and diminish

the percentage of care-averse patients. Besides the bene-

ficial effects on disease progression, the encouragement

for active participation and empowerment could be

stigma-diminishing since patients are no longer ‘tucked

away’ in the hospital and are able to take up their normal

societal roles in their families and employment situation.

However, patients are also more vulnerable to stigmatising

reactions or opinions from the media or public opinion,

since they are no longer in the protected environment of

the hospital. It is therefore unclear whether community-

based mental health care programmes are stigma-dimin-

ishing or exactly the opposite. In order to ensure an

adequate and dignifying community mental health service

according to the WHO declarations, stigma and discrim-

ination reduction is critical and should endure to be a

major focus in the gradual improvement of these services

[6, 8].

Review

Aim

The purpose of this research paper is to review the quali-

tative literature concerning the subjective experiences and

ideas on stigma in patients with schizophrenia who are

receiving outpatient community mental health care. Iden-

tification of consistent themes across these studies can

provide a well-founded base for stigma-diminishing mea-

sures. This paper will, for the first time, provide a com-

prehensive overview of qualitative research with patients

already in the community mental health care. Providing

this overview is a first step in developing and implementing

a mental health care able to meet the standards of a

respectful care.

Methodology

Since techniques for including and synthesising qualitative

evidence remain under-developed compared to the synthesis

of quantitative evidence [9], the newly described Qualitative

Analysis Guide of Leuven (QUAGOL) was applied as a

guide for this literature review to capture the insights of the

qualitative data in the included studies [10]. Although the

primary interviews were not accessible, the result section of

the included studies was used as the source for analysis.

QUAGOL enables the researcher to work systematically and

is inspired by the constant comparative method of the

Grounded Theory approach. The process consists of two

steps: the preparation of the coding data and the coding

process. The former allows the researcher to deliberately

postpone the actual coding process and happens by paper and

pencil work. A first glimpse of the concepts and further

insights are gathered in this first stage, and a list of contextual

and meaningful concepts is drawn up. Only in the second

stage, coding software is used to allow a systematic analysis

of the concepts based on the data, ending with an empirically

based description of the results [10]. For the purposes of this

systematic review, the licence-based qualitative analysis

software NVivo 9.2 was applied. Quotes are included within

the results section to clarify the discussed themes and to give

credit to the individual studies and its participants.

Search strategy

A systematic search of the literature was performed using the

following databases: Web of Science, PubMed, PsycINFO

and Francis. The search strategy combined the following key

words and related words to look for articles with the envis-

aged content and methodology: stigma, discrimination,

patients, psychosis, schizophrenia, mental illness, qualita-

tive, focus, semi-structured, interview and empirical. Arti-

cles were included if they met each of the following criteria:

(1) primary, empirical research with qualitative or mixed-

method design, (2) concerned patients with a schizophrenia-

related disorder or primary psychosis, (3) concerned patients

receiving community mental health care, (4) concerned the

stigma experiences and/or beliefs of these patients (5) per-

formed in USA, Canada, UK, Europe or Australia and (6)

published in English. Views of relatives or mental health care

professionals on stigma were not taken into account for the

analysis. Content and validity of the articles was evaluated

using a modified quality checklist for qualitative research in

order to exclude low-quality studies [11].

Search outcome

The literature search yielded 18 articles. The majority of

the studies were conducted in the UK (n = 7), closely
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followed by the USA (n = 5) and Europe (n = 4). One

study was performed in Australia and another study

reported results from research conducted at 15 different

sites in Europe, the USA and other countries, including

Turkey, Brazil and Malaysia. Seven articles specifically

examined stigma in patients with schizophrenia [12–18],

while the other articles focused on other topics but where

the experience of stigma was revealed along with the

narratives [19–29]. Most research settings consisted of

community-based mental health care services or outpatient

psychiatric services (n = 14; [12, 13, 16, 17, 19, 20, 22–

29]). Three studies had a mixed setting with outpatients as

well as hospitalised or group therapy patients [14, 15, 21].

Rose et al. [18] stated that most participants in their mul-

tinational study were receiving outpatient care.

Methodological features of the articles

The sample size of the selected studies was diverse; five

articles showed sample sizes between 5 and 8 participants

[13, 21, 23, 24, 28]; in seven studies, 15–30 patients par-

ticipated [12, 14, 15, 19, 25, 26, 29], and in four other

studies, the sample size varied between 75 and 90 subjects

[16–18, 20]. Lester et al. [22] performed the largest study

with 202 participants. It must be noted that the three studies

of Jenkins and Carpenter-Song [16, 17, 20] used the same

study participants. Most participants were included in the

study if they had an International Statistical Classification

of Diseases and Related Health Problems (ICD-10) or

Diagnostic and Statistical Manual of Mental Disorders

[DSM-IV; Structured Clinical Interview for DSM Disor-

ders (SCID)] diagnosis of schizophrenia, or if they had

previously been given a clinical diagnosis of schizophrenia.

Sampling in the study of Chernomas et al. [19] was based

on a self-identified diagnosis of schizophrenia or schizo-

affective disorder. The studies mainly made the distinction

between schizophrenia and schizoaffective disorder, but

schizophreniform disorder and psychotic disorders (first

episode or not otherwise specified) are also mentioned.

Critical appraisal

As mentioned supra, content and validity of the articles

was evaluated using a modified quality checklist for qual-

itative research to exclude low-quality studies whenever

less than five out of nine criteria were met [11]. The

selected criteria included justification of the qualitative

research design, explanation on participant recruitment,

audio taped and verbatim transcription of data, represen-

tation of original quotes in the article, a clear description of

the contribution of the research, analysis by multiple

assessors, respondent validation, mentioning of data satu-

ration, and ethical review [informed consent (IC) and

approval by ethics committee(EC)]. Table 1 below repre-

sents the different articles and criteria.

All studies met the five criteria of justification of the

qualitative research design, explanation on recruitment

strategy, audio taped and verbatim transcription of data,

representation of original quotes in the article and a clear

description of the contribution of the research, thereby

proving to be of a considerable standard for assessment in

this review. Next to these criteria, all authors mentioned

analysis of data with multiple assessors, except for

McCann [29]. For ethical review, the evaluation is more

complex. Approximately half of the authors mentioned

approval by an EC accompanied by an IC procedure [13,

22, 24–29]. Other studies only stated an IC procedure

without mentioning EC approval [12, 14–17, 19–21].

Against all expectations, two studies did not mention any

ethical review, which is uncommon for research with

patients [18, 23]. Notwithstanding the overall fair quality

of the included studies, few answered to the criteria of

saturation and respondent validation. Only Barker et al.

[21] and Lester et al. [22] mentioned respondent validation,

while saturation was only considered in the latter [22].

However, it must be taken into consideration that some of

these criteria could have been fulfilled without being

mentioned in the articles.

Results

Three major themes concerning stigma were identified

across the selected literature. First, the experiences of

patients with schizophrenia in their contact with mental and

regular health care will be discussed. Secondly, an overview

of the relational aspect of stigma in everyday life of these

patients will be provided. Thereafter, the third part describes

the behavioural aspect related to stigma experiences of the

patients. The last paragraph gives an impression of the

positive encounters from patients. These encounters could

provide some valuable insight in how people with schizo-

phrenia want to be treated in a community-based mental

health care system and could give suggestions towards

possible stigma-diminishing measures.

Stigma in the health care system

The majority of the studies discussed in this review show

that patients report to experience a lot of discriminatory or

stigmatising behaviour in the context of psychiatric as well

as somatic health care [12–15, 19–23, 25, 27]. Patients feel

they are not taken seriously and feel discriminated in the

sense that they are denied access to a normal doctor–patient

relationship. Patients feel that they are treated in a pater-

nalistic way without respect, and that they are not receiving
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the appropriate information concerning their disease and

treatment possibilities. In many cases they are not allowed

to take part in the decision-making process, and question-

ing a certain treatment is even looked upon as being an

uncooperative patient.

‘‘Then it’s a bit in line with my experience, this view

in psychiatry that if you complain and want to change

doctors and you have a lot of opinions about your

treatment, you can be called an ‘‘uncooperative

patient.’’ And then you can get that stamp/…/the

attitude of one of the doctors who was very

authoritarian and definite and very concentrated on

medication—that was sort of it, nothing else. So I felt

rather bullied’’ [27].

Interestingly, two studies reported the same lack of

respect or involvement for non-psychiatric somatic prob-

lems [12, 15]. Patients reported having to wait longer than

other patients, being ridiculed, or facing suspicion that their

physical complaints may only be imaginary.

‘‘Until they discovered what I have (kidney stones),

they didn’t listen to me, it was all due to nerves,

whenever I said my stomach ached, this side ached, it

was nerves…’’ [15].

In addition to these problems, patients reported experi-

encing structural discrimination [12, 14, 22, 25, 27]. The

existing mental health care facilities are felt to be insuffi-

cient, and people experience an impersonal approach which

focuses on efficiency instead of the patient. There is a

discontinuity of care and, consequently, patients have to

retell their story to every other psychiatrist. For them, an

adequate psychiatric treatment exists in a comprehensive

plan for treatment and rehabilitation which takes into

account the patients’ narrative and the difficulties they face

outside the hospital. The necessity of the continuity of care

Table 1 Quality assessment for included studies

Selected articles Other

criteriaa
Analysis by

multiple assessors

Respondent

validation

Data

saturation

Ethical

review

Chernomas et al. (2000) [19] H H – – IC

Barker et al. (2001) [21] H H H – IC

Lester et al. (2003) [22] H H H H EC

Schulze and Angermeyer

(2003) [12]

H H – – IC

Lloyd et al. (2005) [13] H H – – IC ? EC

Jenkins and Carpenter-Song

(2005) [20]

H H – – IC

Perry et al. (2007) [23] H H – – –

Gonzalez-Torres et al. (2007) [15] H H – – IC

Buizza et al. (2007) [14] H H – – IC

Nithsdale et al. (2008) [24] H H – – IC ? EC

Forrester-Jones and Barnes

(2008) [26]

H H – – IC ? EC

Judge et al. (2008) [25] H – – – IC ? EC

Jenkins and Carpenter-Song

(2008) [16]

H H – – IC

Jenkins and Carpenter-Song

(2009) [17]

H H – – IC

McCann (2010) [29] H – – – IC ? EC

Redmond et al. (2010) [28] H H – – IC ? EC

Tidefors and Olin (2010) [27] H H – – IC ? EC

Rose et al. (2011) [18] H H – – –

IC informed consent, EC ethics committee approval
a Justification of the qualitative research design, explanation of recruitment strategy, audio taped and verbatim transcription of data, repre-

sentation of original quotes in the article and clear description of the contribution of the research
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is stressed, where in-patient treatment, after-care and

reintegration services, as well as community-based treat-

ment, interact with each other and help the patients to get

involved in their own life.

Relational aspects of stigma encounters in everyday life

Prejudice of violence and unpredictability

The prejudice of violence and unpredictability is com-

monly found in the literature; the media portrayals of

mental illness and schizophrenia in particular frequently

take place in the context of court and police reporting. In

nearly half of the studies, the participants mention public

bias in information as one of the main causes of stigma and

discrimination [12, 14, 15, 17–19, 26]. On top of this there

is the stigmatisation caused by a wrong image; participants

in the study of Schulze et al. [12] perceive the dominance

of negative images as an integral part of the hurtful

stigmatisation experience.

‘‘I think there’s a tendency, everyone assumes, you

know, the mentally ill that I’m a danger to society.

I’m more a danger to myself than anyone else’’ [17].

‘‘The media… as soon as something happens…
someone gets killed… it was a mentally disturbed

person who had schizophrenia’’ [15].

Reduction of social contacts

Patients with schizophrenia encounter many difficulties on

an interpersonal level, such as the reduction of social

contacts they experience as a result of the schizophrenia

diagnosis [12–15, 17–19, 28]. In the first place this loss of

social interactions is noticed in the closer social circle like

relatives, partners and friends.

‘‘Yes. All my friends turned away of me. They start to

avoid contacts with me. They just stopped to com-

municate with me, broke the relations. My illness was

strong disadvantage for me’’ [18].

Besides this, many articles also underscore the social

isolation when dealing with more anonymous or ‘further’

social contacts like working colleagues, neighbours and the

people on the street. Patients report not being understood and

being mocked. In this context, the studies indicate that the

superficiality and carelessness with which psychiatric terms

are used in everyday language can also play a role [14].

‘‘At the beginning of my illness, when my neighbours

found out about it, they said: ‘This lunatic has to be

left alone’’ [18].

Patients want to be taken seriously

Another subtheme that emerged in almost all of the studies

in the domain of interpersonal relationships was that

patients want to be treated like anybody else and want to be

taken seriously [12–15, 17–23, 26, 27, 29]. They do not

want to be treated as ‘‘mentally ill’’ or incapable of making

their own decisions. However, many patients experience

paternalism and overprotection in the encounter with

family members, partners, GP and mental health care staff.

‘‘Well, my closest relatives like to decide for me, all

the time. Sometimes it’s almost like I was declared

incapable of managing my own affairs’’ [18].

Furthermore, patients feel denied in their caring rela-

tionship needs and experience a lack of privacy due to the

overprotection of caregivers [28, 29]. Insinuations or clear

statements are made that they should not be involved in

romantic entanglements or parental duties [20]. Patients

experience a complete opposition when mentioning the

possibility of having children [15, 18, 20, 29].

Unsupportive working situation

Almost half of the articles describe discrimination related

to work and hiring possibilities [12, 14, 15, 17, 19, 21, 24].

Many patients felt that their workplaces had been unsup-

portive and that there was a low tolerance and under-

standing for their illness. Employees were given menial

work, their duties were restricted and they were refused

time off to see mental health professionals. Often, insinu-

ations were made that patients should leave their jobs.

These circumstances are worsened by rejection and dis-

crimination by working colleagues, and make the partici-

pants feel insecure about losing their job and the possibility

to return to their job after a period of psychiatric treatment.

Behavioural aspects related to stigma experiences

It is important to take a closer look at the patients’

behaviour, since many of the previously discussed topics

are undeniably intertwined with it and all mental health

care professionals will need to handle it with due care.

In the majority of the investigated studies, patients

indicate that they fear exclusion and discrimination linked

with their diagnosis [12, 14, 16, 17, 19, 23–26, 28, 29].

Consequently, most of them hide their diagnosis and con-

ceal symptoms and medication use, or disclose their

diagnosis to close relatives only.

‘‘I don’t tell. I just find that telling a person… they

don’t understand… especially with schizophrenia,
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they think they’re going to be murdered by you, so I

don’t like to mention anything’’ [19].

Aside from secrecy strategy, patients feel discouraged to

maintain their social contacts and, as such, reinforce their

own social isolation. Although social withdrawal is some-

times seen as a negative symptom of schizophrenia, the

experiences described above could be among the driving

forces for patients to hide their diagnosis and to avoid

contact. These self-protection strategies of patients are

described more in detail by Jenkins and Carpenter-Song

[16]. Other stigma-resisting strategies include educating

others about mental illness and socialising with others with

mental illness; the latter strategies are described in the

results of other studies as well [24].

McCann’s [29] results confirm the findings of Jenkins

and Carpenter-Song [16], showing that patients are more

likely to meet other people with a mental illness. This

‘skewing’ towards primarily meeting people involved in

mental health care is, on the one hand, seen as a hin-

drance for building up a variety of social contacts, but is,

on the other hand, sometimes caused by the preference of

the patients themselves towards comfortable and recog-

nisable contacts with people whom they believe are in the

same situation and who are, therefore, expected to be

more supportive towards the problems they encounter

[18, 23].

‘‘People who are ill themselves and know that I am ill

do not avoid me. But those who are not ill but know

that I am ill do avoid me’’ [18].

The other side of the coin?

It has to be noticed that next to the discriminating behav-

iour in society towards them as a consequence of schizo-

phrenia, many articles underscore that participants also

experienced positive encounters in daily social contacts

and treatment in the professional mental health care sys-

tem. Half of the studies highlight the importance of having

other supportive people around [17, 19–24, 26, 27]. Sup-

port from family, friends and health care professionals is

highly appreciated by patients as a help to build up confi-

dence and to better cope with their disease. Patients value

the personal attention and gather strength to undertake

further steps in their lives such as getting back to work and

meeting other people.

Strangely enough, the same support is mentioned in the

study of Rose et al. [18] when patients are asked whether

they sometimes experience ‘positive discrimination’ as a

consequence of their disease. Thus, they attribute these

positive experiences to their diagnosis and look upon it as a

beneficial side effect of their illness:

‘‘I have been out with nice people as well who helped

me without asking for something in return from me’’

[18].

Discussion

Methodological issues

The use of QUAGOL as a methodological approach for a

systematic review with a secondary analysis of research data

is rather innovative and can be recommended to other

authors since it enables a systematic framework for this

analysis. The advantage of this methodology is its combi-

nation of intuitive ‘peopleware’ in the initial stage of the

analysis where an initial glimpse of the concepts and basic

insights are gathered, followed by a software-based analyt-

ical end stage. Other strengths are the constant forward–

backward movement using the comparative method and the

combination of within-‘case’ and cross-‘case’ analysis [10].

One of the problems that one faces when analysing numerous

qualitative research articles for systematic review is the use

of different methodologies in each paper. However, since

QUAGOL is not a rigid methodology and combines different

analytical approaches, the integrity of each individual paper

can be retained and leads to the identification of important

overlapping themes in the subject matter.

The major limitation of this systematic review is that its

results are strongly dependent on the availability and

interpretation of data in the individual research papers.

However, it is expected that the most relevant and impor-

tant themes are captured with this methodology and that the

methodology enables one to provide a broad overview of

the qualitative literature available on a certain topic.

Since there are few previous examples of qualitative

analysis techniques applied to systematic reviews, this

methodology can be a valuable backbone tool in the

reviewing process. Reliable and professional methods are

crucial for reviewing studies, especially in the context of

qualitative approaches which tend to be more subject to

personal interpretation.

Substantial findings

The goal of this review was to identify recurrent themes in

the qualitative literature about stigma in patients with

schizophrenia receiving outpatient care. These insights are

necessary for an increased understanding of the existing
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mental health care setting and form part of the first critical

stage in the entire process of fine-tuning and adapting the

existing health care services, in order to ensure a dignifying

mental health care, where people are not stigmatised on the

basis of their condition in their contacts with health care

professionals or their social environment.

Notwithstanding the great variety of countries included

in the different studies, considerable consistency in the

assessed studies among the patients’ experiences was

found. Accordingly, these findings and implications give a

broader overview than could be achieved by any single one

of the small sample size qualitative studies. Although

complete generalisability can probably never be reached,

these results strengthen the research findings of each of

these groups and suggest that a commonly shared experi-

ence of stigma attached to schizophrenia exists. Hence,

implications and suggestions drawn from this overview can

be expected to be relevant for mental health care profes-

sionals working in a wider mental health care setting.

When discussing community mental health care pro-

grammes, many authors in the field of psychiatry and

bioethics point toward the risk of stigmatisation as a

potential side effect of inclusion of patients with schizo-

phrenia in society when organising community mental

health care, such as EDIP services [30–32]. This review

proves that stigmatisation of community patients is not

quite an unfounded concern as will be further discussed in

the following two paragraphs.

Stigma in health care

Surprisingly, the results discussed above show that stig-

matising behaviour not only occurs when coming into

contact with people with limited knowledge or familiarity

with schizophrenia, but is a common experience in contacts

with health care professionals as well, and was previously

described by Thornicroft et al. [33]. Notwithstanding their

knowledge on mental illness, which can be assumed to be

part of any medical training, health care personnel are

reported by patients as also falling prey to common ste-

reotypes and prejudices. According to patients they are not

taken seriously and are not respected in comparison with

the conventional doctor–patient relationship. This is

peculiar in our era where decisional autonomy is believed

to be one of the basic principles of an ethical health care

system [34]. Although it is sometimes rather challenging to

assess the competency of mentally ill patients, since their

beliefs and understandings may be affected by the positive

symptoms such as delusions and hallucinations or lack of

insight in their disease [35], the presence of schizophrenia

does not necessarily mean that the patient has an impair-

ment in capacity and that the principle of respect for

autonomy can be ignored [36]. Importantly, respect for

autonomy does not necessarily imply uncritical acceptance

of others’ choices, but it does include ‘‘…building up or

maintaining others’ capacities for autonomous choice

while helping to allay fears and other conditions that

destroy or disrupt autonomous action’’ [34]. In this sense, it

becomes clear that health care professionals have the moral

obligation to involve their patients, whether they have a

mental condition or not, in the decision-making process, or

that they at least should try to empower them to be part of

these decisions. At first glance, this could seem quite

unfeasible, but the positive experiences from the partici-

pants in the different studies prove it not to be insur-

mountable. All participants highly value the support of

health care professionals or social workers in the different

aspects of their life, especially when offered in a non-

paternalistic fashion. Providing space for customised

information-giving and subsequent decisional autonomy

remains one of the main approaches to stimulate patient

involvement and therapy adherence. Woltmann and Whit-

ley [37] emphasise the partnership aspect of decision-

making as being crucial, since mental health care con-

sumers seem to be more interested in a trusting health care

partnership with deliberation than in the actual content of

the decision. Such a health care partnership would be

particularly relevant in the long-term context of mental

health care, where patient empowerment could prove to be

more efficient and valuable than a paternalistic vision in

which patients have the tendency to discontinue treatment.

Quirk et al. [38] show that patient empowerment is not an

empty concept and that in fact a lot of health care pro-

fessionals are already implementing this in their regular

practice for example when drug adherence is discussed

between the patient and psychiatrist. Hence, finding the

right balance between empowering and support will be

crucial for professionals [31].

In a health care setting, the first step towards more

awareness and reduced prejudices by health care profes-

sionals could be to bring them into contact with mental

health care consumers already during their medical train-

ing, since some studies reported a positive influence of

direct and indirect contact between these two groups [39,

40].

Relational and behavioural aspects of stigma

The importance of the interaction between people with

schizophrenia and the people surrounding them such as

relatives, neighbours and colleagues should not be under-

estimated. The complex interplay between the patient, his

surrounding environment and proposed treatment plan, has

to be taken into consideration by mental health care pro-

fessionals, since all these factors can affect the patient and

his condition.
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Stigma and discrimination can lead to social exclusion,

limited employment and reduced housing opportunities,

which, in turn, can influence the psychiatric condition [41,

42]. Furthermore, these reduced social opportunities are

believed to be factors conducive to severe mental illness

which can cause an elevated level of violence [43]. In this

way, the generalised prejudice about violence and unpre-

dictability in schizophrenia patients, and the discrimination

resulting from this, become a self-fulfilling prophecy, and

the patients are plunged into a downward spiral. However,

the relational aspect is two-sided and becomes more

complex when anticipated stigma is also taken into

account. Patients base their expectations concerning social

contacts on previous experiences as well as on their own

prejudices about how society deals with mental health

consumers, which leads to anticipation of stigma [3, 44,

45]. Although this is reasonable sociological behaviour, a

clash between anticipations arises. Friends, relatives and

acquaintances anticipate elevated violent behaviour, toge-

ther with other commonly heard prejudices, while patients

anticipate the stigma resulting from these prejudices. This

stands in the way of an open encounter where both sides

are valued because of who they are.

Conclusion

Despite the extensive amount of effort undertaken in a lot

of countries for raising awareness in mental health, this

research, reviewing recent studies from the last decade,

shows that patients still experience stigmatising behaviour

even though they are already in the community mental

health care setting which was developed as a quest for a

socially acceptable, empowering and stigma-diminishing

mental health care. These results support the view that

much more needs to be done to reach the standards of a

dignifying mental health care where the principles of a

respectful care are taken into consideration. This review

serves to illustrate the assumption that the inclusion of

patients with schizophrenia in society is not without risk

when considering stigma, and that a community mental

health care ought to offer far more than medical treatment.

Health care professionals in community mental health care

should display considerable attention towards all three

stigma themes, as described supra, because they are highly

intertwined with each other. Disregarding one of the

themes, could have a major impact on the other two. A

stigmatising encounter with a health care professional

could, for instance, lead to a diminished self-esteem and

cause the patient to distrust the health care system and

other supporting individuals, thereby promoting his social

isolation and influencing his relational environment as well

as his working situation. Hence, health care professionals

should be very aware of their own possible stigmatising

attitudes and should also focus on the relational environ-

ment of their patients and how this influences their

behaviour. This can be reached by empowering their clients

to strengthen their ability of living and functioning in the

community by supporting them in, for example, their job

search or setting up buddy projects where clients can meet

other people from the community. Furthermore, the role of

a community mental health care should be to raise

awareness about stigma in its own health care network as

well as in the community. Involvement of both service

users and community members could be crucial in order to

make such an effort accurate and efficient.
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