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Chapter 6
A Culture of Stigmatization: 
The Healthcare of Minoritized Populations

Asia T. McCleary-Gaddy and Drexler James

�Introduction

As healthcare and academic professionals examine innovative pathways to improve 
patient health, research reveals that while medical care (e.g., access to care, quality 
of care) contributes 10–15% to premature death in the United States, socioeconomic 
conditions (e.g., income, debt, education) contributes an estimated 60% [1]. The 
aforementioned “conditions” in which people are born, grow, live, work, and age 
are known as the social determinants of health (SDOH; [2]). SDOH are broad and 
include income, education, housing, food security, employment, social support, 
identity facets, racism, and discrimination. SDOH are shaped by the distribution of 
money, power, and resources at global, national, and local levels [2].

Prior research has demonstrated that SDOH are major predictors of adverse 
health outcomes, including infant mortality, diabetes, hypertension, obesity, length, 
and quality of life [3–6]. Given that these SDOH are oftentimes preventable, health-
care professionals use evidence-based approaches to examine the effects (mediating 
and moderating) of SDOH on health. In addition, through a SDOH curriculum, 
health professional students learn more about the pervasiveness of health inequities 
that are more likely to affect individuals who systematically experience greater 
social or economic obstacles as a result of one or more stigmatized identities.
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�Stigma: A Social Determinant of Health

According to sociologist Erving Goffman [7] “stigma is an attribute that extensively 
discredits an individual, reducing him or her from a whole and usual person to a 
tainted, discounted one.” (p. 3) Stigmatizing attributes may be visible (e.g., an indi-
vidual who is obese) or invisible (e.g., an individual who has a mental illness), 
perceived to be controllable (e.g., HIV/AIDS) or uncontrollable (e.g., sexual orien-
tation), and linked to appearance (e.g., a physical deformity), behavior (e.g., drug 
use), or group membership (e.g., African American). Crocker, Major, and Steele [8] 
suggest that stigmatization occurs when a person is “perceived to possess some 
attribute or characteristic that conveys a social identity that is devalued in a particu-
lar social context” (p. 505). Thus, people who are stigmatized are believed to have 
an attribute that leads to devalued identity(ies).

Stigma exists on three interrelated levels: intrapersonal, interpersonal, and struc-
tural [9]. Intrapersonal stigma refers to the psychological processes in which indi-
viduals engage in response to stigma such as self-stigma: the internalization of 
negative societal views about your group. In contrast, interpersonal stigma refers to 
interactions that occur between the stigmatized and the non-stigmatized such as 
attitudes of prejudice and discriminatory behaviors. Last, structural stigma refers to 
stigma at the macrolevel. Structural stigma is defined as the economic and political 
pressures on a culture that produce social and institutional policies that limit oppor-
tunities for the stigmatized group [10]. Structural stigma includes institutional poli-
cies that intentionally constrain the opportunities of people with stigmatized 
identities but also unintentional policies whose consequences impede the options of 
stigmatized groups. Therefore, in a more comprehensive conceptualization, stigma-
tization is defined as the co-occurrence of labeling, stereotyping, separation, status 
loss, and discrimination in a context in which power is exercised [9].

�Overview

Hatzenbuehler and colleagues [11] argue that all stigma-related dynamics have a 
significant effect on individual and population health comparable to the other social 
determinants of health. Researchers also estimate that stigma in a healthcare context 
contributes to more disparity in life expectancy than stigma in the general popula-
tion [12]. Various models of stigma argue that interpersonal, structural, and intrap-
ersonal levels of stigma individually and interactively contribute to poor health 
outcomes, especially among minoritized populations (see [13]). For example, the 
biopsychosocial model of racism [14] argues that race stigma (i.e., racism) is a 
chronic stressor for racial/ethnic minorities that, once experienced, leads to various 
psychological and physiological stress responses. Similarly, the Internalized Stigma 
Model (IMS) of mental illness suggests that both interpersonal and intrapersonal 
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forms of stigma of mental illness reduce self-esteem and help-seeking behaviors 
among those with mental illness [15]. In particular, the IMS suggests that awareness 
of public stigma can lead to its internalization as self-stigma, which then decreases 
self-esteem and intentions to seek psychological help [15].

Other models focus on how stigmatization in healthcare settings can lead also 
contribute to minority-majority health disparities. For example, Knaak and Patten’s 
[16] model suggests that stigma manifests in several different ways in healthcare 
settings, including a lack of or limited diversity-related healthcare training and 
healthcare provider-held anti-minority stigmas. As an example, results from a sys-
tematic review by Van Boekel et al. [17] found that health professionals generally 
had negative attitudes toward patients with substance use disorders, which affect 
their treatment of these patients. In addition, they found that health professionals 
also lacked adequate education, training, and support structures in working with this 
patient group, altogether contributing to suboptimal health care for patients with 
substance use disorders.

To contribute to this literature, this chapter reviews scholarship examining the 
health consequences of stigma among minoritized populations—populations of 
people who have less power than their peers. Here we provide evidence of the per-
vasiveness of stigma within healthcare and the pernicious consequences of stigma 
on overall health. First, using some examples, we highlight the current research on 
stigma and health of multiple communities including: (1) racial and ethnic minori-
ties, (2) gender and sexual minorities, (3) individuals living with mental illness, and 
(4) individuals who are overweight. Following, we discuss areas of future research, 
methods to cope with and combat stigma, and the implications for health profes-
sional education and practice.

�Stigma and Minoritized Populations

�Weight Stigma

Weight stigma is defined as the social devaluation and denigration of people per-
ceived to carry excess weight and leads to prejudice, negative stereotyping, and 
discrimination toward those people [18]. Weight stigma is relatively under-studied 
compared to other forms of stigma (e.g., race, gender), although it is reported to be 
more common, severe, and socially acceptable [19, 20]. This is especially troubling 
given that around two-thirds of Americans are either overweight or obese [21]. In 
the healthcare setting, overweight and obese patients are susceptible to weight 
stigma from physicians, nurses, medical students, and dental students [22].

For example, Hebl and Xu [23] found that primary care physicians reported that 
seeing obese patients was a greater waste of their time and that heavier patients were 
more annoying than patients with lower body weights. Physicians also reported 
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having less patience and desire to help patients who were overweight/obese. Medical 
students also express that obese patients are more difficult to work with [24]. In the 
same way, research shows that nurses also hold largely negative weight-based atti-
tudes toward patients who are overweight/obese, including these patients being 
lazy, lacking in self-control, and noncompliant [25]. Last, about 30% of dental stu-
dents report that their obese patients are lazier than non-obese patients and about 
17% reported that it was difficult for them to feel empathy for an obese patient [26].

Researchers interested in the obesity epidemic have identified chronic stress as a 
potential mechanism through which stigma and stigmatizing environments increase 
the risk for negative health outcomes [27]. Tomiyama [28] outlined the Cyclic 
Obesity/Weight-based Stigma (COBWEBS) model that depicts weight stigma as a 
positive feedback loop wherein weight stigma catalyzes weight gain through 
increased eating and other biobehavioral mechanisms. The COBWEBS model first 
characterizes weight stigma as a psychological stressor. The stress induced by 
weight stigma initiates emotional responses such as intense feelings of shame, phys-
iological responses such as an increase in the stress hormone cortisol, and behav-
ioral responses such as “comfort eating.” As a result, weight increases weight gain 
in overweight individuals, which increases their susceptibility to weight stigma.

Much research on weight stigma has focused on the role of the hormone cortisol. 
Cortisol, a stress-related hormone, promotes fat storage and eating behavior [29]. A 
typical response to a stressor is characterized by a sharp increase in cortisol fol-
lowed by a slow decline. However, McCleary-Gaddy and colleagues [30] found that 
overweight individuals who are placed in a weight-stigmatizing situation exhibit a 
blunted cortisol response. That is, their cortisol response is characterized by rela-
tively small fluctuations following a stressor. Other studies document that people 
who experience childhood victimization or racial discrimination have blunted corti-
sol responses to acute stressors [31, 32]. Blunted cortisol responsivity is especially 
important to individuals who are overweight as cortisol plays an important role in 
the distribution of adipose tissue, which is implicated in cardiovascular disease and 
type 2 diabetes [28].

�Mental Health Stigma

Mental health stigma refers to the devalued social identity one may possess due to 
the negative attribute of mental illness [33]. One of the most commonly cited 
sources of stigma for people with mental illness is the structural stigma within the 
healthcare system [34]. This is concerning as about one in five US adults lives with 
a mental illness [35].

Schulze [36] discusses how legislative policies create a low quality of services 
for people with mental illness, complications for accessing treatment, forceful 
approaches to care, and inadequate funding of mental health research and services 
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[34]. In a review of nearly 1000 mental health-related proposed bills in 2002, 
researchers found 1% were discriminatory (e.g., restricted placement of mental 
health facilities) and 4% reduced privacy (e.g., permitting disclosure of mental 
health information in certain circumstances; [37]). Other work also shows that phy-
sicians are less likely to accept insurance coverage for some mental health services 
because of the low monetary reimbursement [38], which exacerbates physician 
shortage and low quality of services within the mental healthcare domain [39].

Mental illness stigma also has inward-facing impacts on health professionals’ 
own willingness to seek help or disclose mental health problems [40]. Research has 
found that dentists experience greater levels of anxiety and depressive disorders as 
a result of the stress of their occupation, but are less likely to seek help because of 
self-stigma [41]. Nurses who suffer from mental illness often felt that they were 
targets for exclusionary behaviors including shunning reactions from supervisors 
and expulsion from the workplace [42]. However, Arvaniti and colleagues [43] 
found that nurses report the least favorable attitude toward people with mental ill-
ness when compared to doctors, medical students, and other healthcare personnel. 
For medical students and physicians, mental illness stigma elicits perceptions of 
incompetence and creates stagnation in career trajectory in the competitive medical 
setting. For example, Hampton [44] found that the most frequently cited barriers to 
treatment were lack of confidentiality (37%), stigma (30%), and fear of documenta-
tion on academic record (24%). Since mental illness is a concealable stigma, an 
identity people can choose to make known to others, many healthcare professionals 
may never reveal the status of their mental health, which may increase the risk of 
suicidal behaviors, depression, anxiety, and exacerbate the mental illness [44].

�Racial/Ethnic Minority Stigma

US racial minorities have a shorter life expectancy and poorer physical and mental 
health than their US non-Hispanic White counterparts [45]. Previous and extensive 
work shows that race-related stigma, that is racism, is a significant cause of these 
health disparities [46, 47]. Models of racism (e.g., biopsychosocial model of rac-
ism; [14]; multidimensional conceptualization of racism-related stress; [48]) sug-
gest that racism is a stressor that can result in psychological/physiological damage 
among racial/ethnic minorities (also see [49]). For example, among racial/ethnic 
minorities experiences with racial discrimination increases the body’s physiological 
stress responses, including increased blood pressure and heart rate [50] and increased 
cortisol production (for meta-analysis see [51]).

Within the healthcare domain, race stigma influences healthcare providers’ atti-
tudes and interactions with racial/ethnic minority patients. For example, Van Ryn 
and Burke [52] found that physicians were more likely to rate their Black/African 
American as less intelligent and less likely to adhere to treatment regimens. Van 
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Ryn and Burke [52] suggest that these negative racial attitudes might account for 
racial/ethnic disparities in the quality of healthcare [53], treatment recommenda-
tions [54], patient–physician relationships [55], and treatment recovery [56], where 
racial/ethnic minorities experience oftentimes experience poorer outcomes than 
their White counterparts. Indeed, racial/ethnic minorities are less likely to seek pro-
fessional healthcare for fear of experiencing racial discrimination by their health-
care provider [57]. Other work suggests that this perceived racial bias also increases 
racial/ethnic minority patients’ mistrust of their healthcare provider, which can lead 
to poor medication adherence [58].

Experiences with racial/ethnic discrimination can also lead racial/ethnic minori-
ties to internalize race-related stigma, that is, internalized racism. Internalized rac-
ism (IR) is a form of racism that leads people to internalize beliefs and stereotypes 
about their race/ethnicity [59]. Internalized racism is associated with poor physical 
(e.g., systolic blood pressure; [60]) and mental (e.g., depression; [61]) health out-
comes. Indeed, a recent meta-analysis found that internalized racism (IR) was asso-
ciated with poorer mental and physical health outcomes among RE minorities [62]. 
This increased risk of poorer health might also result from a decreased willingness 
to seek healthcare resulting from increased internalized racism [63]. Other work 
shows that internalized racism exacerbates the negative health effects of experienc-
ing discrimination. For example, Chae et al. [64] found that among Black/African 
American men with high levels of internalized racism, experiencing discrimination 
was associated with shorter leukocyte telomere length (LTL) while for those with 
low internalized racism, experiencing discrimination was associated with lower LTL.

�LGBTQ+ Stigma

Sexual minorities (i.e., those who identify as non-heterosexual) report poorer health 
relative to heterosexuals including higher rates of substance use and abuse [65], 
cardiovascular disease [66], and suicidality [67]. In a national sample of American 
adults, Rice and colleagues (2019) found that sexual minority participants reported 
higher rates of general discrimination, victimization, and healthcare discrimination 
than heterosexual adults. Indeed, Meyer [68] posited the “sexual minority stress” 
model to explain how experienced sexual minority stigma (e.g., discrimination, 
internalized homophobia) increases sexual minorities’ risks of poor health out-
comes. Previous research shows that experienced stigma is positively associated 
with poor mental [69], physical [70], and sexual health [71] outcomes among sexual 
minorities.

Other research has focused specifically on the ways in which stigma affects sex-
ual minorities within the healthcare context. For example, in a sample of African 
American sexual minority women, Li et al. [72] found that 46.2% of participants 
reported negative healthcare experience within the past 5 years due to their sexual 
orientation. Li et  al. [72] also found that increased experiences with healthcare 
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discrimination predicted reduced healthcare service utilization. In the same way, 
Steele et al. [73] found that bisexual women were likely to report an unmet need for 
mental healthcare as cisgender heterosexual women. Here the authors argue that in 
addition to interpersonal stigma experienced by healthcare professionals the sys-
temic exclusion of sexual minorities from healthcare systems also contributes to 
sexual minority health disparities.

In fact, in a sample of 180 physicians Jabson et al. [74] found that 171 (95%) of 
physicians reported that they were aware, and 9 (5%) were unaware, that patients in 
their practice identified as gay, lesbian, or bisexual, and 171 (95%) reported that 
they were aware, and 9 (5%) were unaware, that patients in their practice identified 
as transgender. However, despite this awareness, the sample of physicians still held 
overall negative attitudes about sexual minority patients. Citing the importance of 
structural-level policies at hospitals, Jabson et al. [74] found that physicians at a 
hospital with Healthcare Equality Index (HEI) training/policies held less negative 
attitudes toward sexual minorities than those at a hospital without HEI training/poli-
cies. These physician-held biases have consequences for patient treatment. For 
example, Calabrese et al. [75] found that greater explicit bias against gay men is 
linked to provider decisions among medical students, such as less willingness to 
prescribe Pre-Exposure Prophylaxis (PrEP), a drug that reduces HIV risk.

�Future Research Considerations for Stigma and Health

�Intersectional Stigma

Oftentimes, stigma is examined along one identity dimension (e.g., race) rather than 
along multiple identity dimensions (e.g., race and gender). To address the limita-
tions of such investigations, especially in relation to health and well-being, Turan 
et al. [76] reintroduced “intersectional stigma”: a concept that characterizes the con-
vergence of multiple stigmatized identities within a person or group. An intersec-
tional perspective allows health professionals to think holistically about how living 
with multiple stigmatized identities affects behaviors, as well as individual and 
population health. For example, socioeconomic status (SES), whether measured by 
income, education, or occupational status, is among the most robust determinants of 
variations in health outcomes throughout the world [77]. Understanding the com-
plex ways in which stigmatized identities such as race/ethnicity, gender, sexual ori-
entation, and SES uniquely and in combination, influence health outcomes is a 
critical task in addressing disparities across the socioeconomic spectrum [78].

Intersectional stigma has been repeatedly associated with worse health behaviors 
and outcomes. For example, Eisner and researchers [79] found that African 
Americans were associated with greater disease severity and greater risk of acute 
COPD, but these differences no longer persisted after controlling for SES variables. 
In another study investigating transgender individuals, researchers found higher 
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levels of violence was reported for transgender youth who were low income [80]. 
Collectively, this suggests that lower SES exacerbates the health outcomes for indi-
viduals who already possess one stigmatized identity.

Future research should aim to understand the ways in which childhood SES and 
other stigmatized identities contribute to adult health inequities, including the psy-
chosocial and physiological pathways [76]. Research that investigates a single 
health-related stigma without including the co-experience of other stigmas is likely 
to have limited success in reducing health inequities because it does not accurately 
reflect the lived experiences of our society [76].

�Racial Stigma and White American Health

Research examining racial stigma and its relationship to health and mortality over-
whelmingly examine these relationships among racial/ethnic minority populations. 
However, recent scholarly works suggest that racial stigma (structural, interper-
sonal, and internalized) can lead to poor health among non-Hispanic White 
Americans in the US, that is, the racial majority. Recently, Williams et  al. [81] 
highlighted a need for research that examines how racism effects the health of non-
Hispanic whites in the US. Indeed, similar to the negative health effects of racism 
on minority health, research shows that self-reported experiences of discrimination 
are also associated with poorer health outcomes among US whites. For example, 
Mustillo et  al. [82] found that self-reported experiences of racial discrimination 
were associated with higher rates of both preterm births and low birth weight babies 
in a sample of 352 African American and White American women. Similarly, 
Tomfohr et al. [83] found that higher endorsement of everyday discrimination was 
associated with less diastolic blood pressure (DBP) and systolic blood pressure 
(SBP) dipping among Black and White American men and women.

In the same way, scholars (e.g., [59]) argue that White Americans’ internaliza-
tion of racism—the internalization, among members of a dominant, privileged, or 
powerful racial/ethnic groups, of attitudes, beliefs or ideologies about the inferiority 
of other racial/ethnic groups and/or the superiority of their own racial/ethnic 
group—can also have negative health consequences for them. Internalization of 
such beliefs can lead White Americans to espouse beliefs that can, directly and 
indirectly, affect their health. As an example, Tesler [84] found that anti-Black racial 
resentment was associated with increased opposition to the Affordable Care Act 
(ACA) by White Americans. Replicating these findings, Metzl [85] found, in inter-
views, that lower income White men report that even to risk to their own health that 
they would not vote for policies that would give racial/ethnic minority groups or 
immigrants more access to healthcare (e.g., the ACA). Here, we see that some racial 
majority members will risk their own life and health to maintain the racial hierarchy. 
This is particularly telling as Metzl [85] shows that states that introduced the ACA 
saw a reduction in overall mortality of 6.1% from 2011 to 2015.
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�Conclusion

Despite a growing understanding of the importance of SDH, the inclusion of this 
material into standard training curricula remains sporadic, and when it is included, 
it is often considered optional [86]. As the field of healthcare transitions into a phy-
sician advocacy model, it is important that we embed research on the pervasiveness 
of stigma into the curriculum. Health professionals would benefit from a social sci-
ence curriculum that details how the thoughts, feelings, and behaviors of individuals 
are influenced by the actual, imagined, and implied presence of others (e.g., social 
psychology; [87]).

Specifically, discussing stigma as a social determinant of health addresses three 
levels of how an individual is affected. It also promotes greater self-reflection of our 
healthcare professionals with the goal of better healthcare for all. These discussions 
may also act as a catalyst for a greater conversation about inclusive coping mecha-
nisms. For example, coping mechanisms associated with weight stigma can range 
from harmful (e.g., maladaptive eating behaviors) to beneficial (e.g., healthy life-
style change; [88]). Greater knowledge of culturally sensitive coping mechanisms 
as a response to stigma can also increase healthcare for all. Last, while this chapter 
was not intended to be comprehensive of all stigma faced by the various minoritized 
communities, it provides a broad overview of how stigma contributes to ill-health 
among minoritized populations. In particular, this chapter serves to demonstrate, 
briefly, how stigma (structural, interpersonal, and internalized) affects healthcare 
service, particularly for patients who are members of minoritized populations 
in the US.
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