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Introduction

Stigma and discrimination against people with mental illness have substantial public
health impact in England as demonstrated by a range of health, social, and economic
indicators: poor access to mental and physical health care (Mai et al. 2011), reduced
life expectancy (Laursen et al. 2007; Gissler et al. 2013), exclusion from higher edu-
cation (Suhrcke and de Paz Nieves 2011; Lee et al. 2009) and employment (Social
Exclusion U 2004), increased risk of contact with criminal justice systems, victimi-
sation (Clement et al. 2011a), poverty, and homelessness. Goffman’s seminal defini-
tion of stigma written in the 1960s as ‘an attribute that is deeply discrediting and that
reduces the bearer from a whole and usual person to a tainted, discounted one’ is still
relevant (Goffman 1968). More recent conceptualisations include labelling, stereo-
typing, separation, status loss, and discrimination (Link et al. 1989) and incorporate
experiences of discrimination; traditionally work on stigma has tended to focus on
public attitudes and knowledge about mental illnesses.
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Internationally, public attitude data suggest that there has been little spontaneous
improvement over time (Schomerus et al. 2012); however there is growing evidence
for the effectiveness in high-income countries of anti-stigma interventions, both
national programmes and those targeted to specific groups (Stuart et al. 2014). As a
result, more countries are investing in national anti-stigma programmes targeted at
both the general public and specific target groups (Borschmann RG et al. 2014;
https://www.time-to-change.org.uk/news/global-meeting-anti-stigma-programme--
london 2013). The National Institute for Health and Clinical Excellence emphasises
the inclusion of knowledge, attitude, and behavioural components when developing
and evaluating behaviour change interventions (National Institute for H & Clinical
E. Behaviour Change. NICE 2007). Applying this to anti-stigma interventions
requires the evaluation of lack of knowledge and misinformation such as stereotypes,
prejudicial attitudes and emotional reactions such as fear and anger, and discrimina-
tory behaviour, as evidenced by the indicators listed above and by the experiences of
people with mental illness (Thornicroft 2006; Thornicroft et al. 2007).

Key Current Issues

Surveys of mental health service users show that experiences of discrimination per-
vade many areas of life (Corker et al. 2013; Lasalvia et al. 2012; Thornicroft et al.
2009) and that anticipation of discrimination is even more frequent, leading people
to avoid possible opportunities for employment and relationships (Ucok et al. 2012).
In this chapter we focus on three areas of life in which the impact of discrimination
has a significant public health impact: health care, employment, and citizenship.
Evidence from the first year of the Time to Change anti-stigma programme in
England (Henderson et al. 2012a) showed significant improvements in life areas in
which relationships are informal, i.e. family, friends, and social life. In some areas
where discrimination may occur at a structural level, there were no improvements,
including mental and physical health care and welfare benefits; in others including
those in seeking and gaining employment, early improvements have since plateaued
or been lost (Corker et al. 2013). This chapter therefore takes account of discrimina-
tion at both the structural (Schomerus et al. 1464, 2006) and the interpersonal level.

Population Level Interventions

A review from the National Institute of Mental Health England (Gale et al. 2004)
identified six principles of an effective anti-stigma campaign:

1. Service users and carers should be involved throughout the design, delivery
monitoring, and evaluation of the campaign.

Campaigns should be monitored and evaluated.

National campaigns should be supported by local grass-roots initiatives.
Campaigns should address behaviour change.

Clear specific messages should be delivered in targeted ways to identifiable
audiences.

ke
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6. Long-term planning and funding should be in place to ensure campaign
sustainability.

In a more recent consensus development study on effective types of messages to
use in population-level campaigns, experts recommended messages which were
recovery oriented and those which sought to remove the distance between ‘us’ and
‘them’ (Clement et al. 2010). Other research has demonstrated that enhancing pub-
lic understanding of the biological correlates of mental illness is not accompanied
by reduced levels of stigma (Schomerus et al. 2012; Mehta et al. 2015; Thornicroft
et al. 2015; Semrau et al. 2015).

Several population-level programmes have shown evidence of effectiveness.
Evaluation of the Nuremberg Alliance Against Depression (Hegerl et al. 2003, 2006;
Dietrich et al. 2010) found a significant reduction in the number of suicidal acts over
each of the 2 years of the campaign when compared to a control-comparison region. In
Australia, survey respondents in states and territories which funded the beyondblue
programme (Jorm n.d.) showed greater recognition of depression and more frequent
recognition of depression in people they knew; this may be due to both greater aware-
ness and greater openness on the part of those affected. In Scotland, the ‘See Me’ cam-
paign was launched in 2002 (Mehta et al. 2009; Dunion et al. 2005). Since then, there
has been a significant reduction (30 % vs. 19 %) in the proportion of survey respondents
who agreed that people with mental illness are often dangerous and a significant
increase in willingness to interact with someone who had a mental illness (Henderson
et al. 2013). The proportion of people with a mental illness who reported experiencing
discrimination also dropped significantly between 2002 and 2008 (Davidson. S et al.
2009). Survey data from 1993 to 2003 suggest that public attitudes in England wors-
ened between 2000 and 2003, but changed less in Scotland (Laursen et al. 2007). In
England, Time to Change (http://www.time-to-change.org.uk/), run by Mind and
Rethink Mental Illness, is the largest ever programme to reduce stigma and discrimina-
tion against people with mental health problems; details are provided as a case study.

Interventions to Specific Target Groups

The three strategies most commonly used to address the stigma and discrimination
related to mental illness at the individual level are (1) education (to replace preconceived
myths and stereotypes with facts), (2) contact (direct interactions with persons who have
mental illness), and (3) protest (to change behaviour and challenge attitudes) (Corrigan
et al. 2001). A meta-analysis of studies in 2012 revealed that, while contact was more
effective than education at reducing stigma in adults, the opposite was true for adoles-
cents (Corrigan et al. 2012), while evidence for protest is weak and less well studied.

Health Care

While anti-stigma interventions with health-care students may have a positive
short-term impact (Clement et al. 2011b), there is no evidence for longer-term
behavioural change, either from targeted interventions for medical students
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(Friedrich et al. 2013) or from the overall evaluation of Time to Change (Corker
et al. 2013). This has shown no significant reduction in reported discrimination
by mental health service users from either health professionals (30 % in 2008
and 29 % in 2011) or mental health professionals (34 % in 2008 and 30 % in
2011). The TTC social marketing campaign may be ineffective among health
professionals, for example, because they do not recognise their role as stigma-
tisers (Schulze 2007) or because the ‘clinical fallacy’ means their attitudes and
behaviour are resistant to change, as they most often see cases with the worst
course and outcome. Medical students exposed to this bias during training may
not benefit from anti-stigma training. Thus, initial treatment seeking for mental
health problems may increase if public attitudes and behaviours improve, but
negative experiences with health professionals may deter people from seeking
further help.

Employment

A significant improvement in employment-related attitudes (a significant reduc-
tion in the proportion of employers who endorsed the view that people with
mental health problems are less reliable than other employees and that employ-
ees with mental health problems are unlikely to ever fully recover) was observed
between 2006 and 2010 (Henderson et al. 2012b). Employers also report the use
of workplace accommodations for people with mental health problems with
increasing frequency, and this can be important for facilitating openness and
disclosure by employees (Evans-Lacko et al. n.d.). There was an initial improve-
ment after the start of Time to Change in terms of frequency at which mental
health service users reported unfair treatment in both finding and keeping work
(Henderson et al. 2012c), but the magnitude of this change was no longer signifi-
cant by 2011 (Corker et al. 2013). This may be due to economic problems;
European data (Evans-Lacko et al. 2013a) suggest that the gap in unemployment
rates between individuals with and without mental health problems significantly
widened during the recent economic recession and that the disadvantage facing
people with mental health problems was greater in countries with higher levels
of stigmatising attitudes.

Citizenship

The 2013 Mental Health (Discrimination) Act removed sections from several
pieces of legislation and abolished any common law rule which had disqualified
people on the grounds of mental health from a number of offices and roles: mem-
ber of parliament and membership of devolved bodies, jurors, and company
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directors. Exclusion from jury service is now based on being currently detained
under the Mental Health Act or residing in hospital. This legislation sends an
important message, that no one should be automatically excluded from playing
their part as a UK citizen due to having, or having had, a mental illness. However,
in terms of the experiences of mental health service users’ daily lives, there is no
evidence that the ability to take part in any area of life besides contact with
friends, family, and neighbours (Corker et al. 2013) has got any easier. Besides
employment and health care, examples where no reduction in unfair treatment
has been observed include welfare benefits, personal safety, and parenting.
‘Unfair treatment’ covers a range of experiences in these different life areas
(Hamilton et al. 2014).

In the area of welfare benefits, this can include the behaviour of job centre staff
and problems getting entitlements. Discriminatory experiences in terms of personal
safety encompass disability hate crime and victimisation more broadly. A review
(Choe et al. 2008) found 2—13 % of outpatient attenders with mental health prob-
lems had perpetrated acts of violence in the previous 6 months to 3 years, compared
with 20-34 % who had been the victims of violence. The authors conclude that
victimisation is a greater public health problem than perpetration, and focusing on
perpetration may contribute to negative stereotypes. In the area of parenting, the
problems most commonly reported are being assumed to be an unfit parent and a
lack of understanding of how the mental illness could affect the parenting role
(Jeffery et al. 2013).

The Time to Change Programme in England: Policy Framework

Reducing mental health-related stigma and discrimination is one of the six objec-
tives of the government’s mental health strategy, No Health Without Mental
Health (https://www.gov.uk/government/publications/the-mental-health-strategy-
for-england). This was launched in 2011, the same year as the UK Department of
Health became the largest funder of the second phase of Time to Change (TTC) in
England (2011-2015). The Department of Health requested that TTC include
campaigns targeted at children and young people, so that the programme covers
all ages. The outcomes dashboard for monitoring progress on No Health Without
Mental Health (https://www.gov.uk/government/uploads/system/uploads/attach-
ment_data/file/265388/Mental_Health_Dashboard.pdf) uses the surveys under-
taken to evaluate TTC (Corker et al. 2013) to track progress towards its objective
to reduce stigma and discrimination. The importance of reducing discrimination
is reiterated in ‘Closing the Gap: Priorities for Essential Change in Mental Health’
(Department of Health 2014). Anti-stigma programmes are also ongoing in Wales
(Time to Change Wales/Cymru) and Scotland (See Me), but not in Northern
Ireland.
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Experiences of Discrimination Among Mental Health Service
Users in England

Figure 18.1 presents findings from a national sample of service users on their
reported experiences of discrimination across the areas of employment, health, and
citizenship during 2012.

Trends in Public Stigma in England
Public Stigma in Relation to Employment

The majority of the public agrees that most people with mental health problems
want to work and that they have equal rights to employment, and this trend seems to
be improving slightly in recent years; however, more than 30 % of the population
appear to question these statements (Fig. 18.2).
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Fig. 18.1 Prevalence of experienced discrimination among secondary mental health service users
across life domains of employment, health, and citizenship in England (2012) (Source: Henderson
etal. 2014)
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Fig. 18.2 Trends in public stigma in relation to employment (Source: Department of Health
Attitudes to Mental Illness Survey. No data were collected from 2004 to 2006)
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Fig. 18.3 Trends in public stigma in relation to mental health (Note: all items are coded so that
trends going up indicate a favourable direction and less stigma) (Source: Department of Health
Attitudes to Mental Illness Survey. No data were collected from 2004 to 2006. *Item was reverse
coded so that all results could be calculated in a way where going up is the favourable
direction)

Public Stigma in Relation to Mental Health

Figure 18.3 suggests that there is a high level of agreement that medication and
psychotherapy are effective treatments for mental health problems and that spend-
ing on mental health services is not a waste of money; however, there was not
much change in public views in relation to these statements. While agreement
with these statements may be associated with increased likelihood of help-seeking
for mental health problems and confidence in services, they may not directly
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Fig. 18.4 Trends in public stigma in relation to citizenship (Note: all items are coded so that
trends going up indicate a favourable direction and decreasing stigma) (Source: Department of
Health Attitudes to Mental Illness Survey. No data were collected from 2004 to 2006. *Item was
reverse coded so that all results could be calculated in a way where going up is the favourable
direction)

translate to greater inclusion of people with mental health problems in other con-
texts (i.e. employment and citizenship) (Gissler et al. 2013; Suhrcke and de Paz
Nieves 2011).

Public Stigma in Relation to Citizenship

The trends presented in Fig. 18.4 regarding public views of people with mental ill-
ness in relation to citizenship also seem to be improving in recent years. Although a
clear majority responded positively about living next door to someone who has been
mentally ill, indicators were less positive in relation to marriage and holding public
office. In 2013, only one half to two thirds of respondents gave a positive (non-
stigmatising) response to including people with mental illness in public office or
when considering marriage.

Time to Change (TTC): Summary of Intervention
and Evaluation

Question Answer

What problem Mental health-related stigma and discrimination in England; its impact on
does TTC people with mental health problems and their supporters

address?
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Question

Answer

What is the
intervention?

Phase 1 of TTC (2007-2011) consisted of several interventions, including
a social marketing campaign, programmes for specific target groups
including medical students and trainee teachers and head teachers and
employers, local anti-discrimination initiatives, exercise programmes for
people with mental health problems to promote social contact, social
contact events organised by a range of stakeholders, and the use of social
media such as Twitter and Facebook. Phase 2 (2011-2015) has built on the
experience and evidence from phase 1 to deliver an even more evidence-
based programme. Findings from phase 1 showed that, across England,
there were significant improvements in intended behaviour and a positive
(but nonsignificant) trend in attitudes towards mental illness (Evans-Lacko
et al. 2013b); cumulative data including the first survey from phase 2 show
further improvements such that the changes in both attitudes and intended
behaviour are significant (Department of Health HMG 2013). There was a
significant (3 %) increase in the proportion of service users who reported
having experienced no discrimination during the previous year and a
reduction in the median number of life areas in which discrimination was
reported, from five to four (Corker et al. 2013). An improvement in
employment-related attitudes (indicated by a significant reduction in the
proportion of employers endorsing the view that people with mental health
problems are less reliable than other employees and that employees with
mental health problems are unlikely to ever fully recover) was observed
among senior employers between 2006 and 2010 (Henderson et al. 2012b).
Analysis of a sample of newspaper coverage showed 10 % proportional
increases in articles coded as anti-stigmatising and in the use of people
with experience of mental health problems as sources and a significant
increase in the use of mental health charities as sources (Thornicroft et al.
2013). The TTC programme is innovative in terms of its long-term
approach, use of evidence-based methods and significant investment in
rigorous evaluation, use of social media both to amplify its message and
empower people to tackle stigma, and involvement of people with lived
experience at every level of both programme delivery and evaluation. The
projected long-term benefits are improved quality of life for people with
mental health problems and increased social capital as a result of better
access to employment and services such as health care

How is TTC
evaluated?

The evaluation comprises the following:

Annual surveys of the general public, to assess mental health-related
knowledge, attitudes, and intended behaviour; mental health service users,
to assess experienced discrimination; responses to anticipated
discrimination; perceived stigma; stigma coping responses; and social
capital

Content analysis of newspaper reporting on mental illness

Awareness of each burst of the social marketing campaign; associations
between campaign awareness and mental health-related knowledge,
attitudes, and intended behaviour; and pre-post burst changes in these
outcomes in the target population (aged 25—45 in middle income groups)

Economic evaluation: costs of discrimination; costs of the campaign per
point change in mental health-related knowledge, attitudes, and intended
behaviour; return on investment
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International Comparisons

In addition to higher rates of poverty and lower incomes, people with mental ill-
ness face a considerable employment disadvantage (Quinn et al. 2013). We know
that the majority of people with mental illness want to work and that it is impor-
tant for recovery; however, Fig. 18.5 demonstrates the significant disparity in
employment rates between individuals with and without mental health problems.
In the UK, although overall employment rates are relatively low, those with
both moderate and severe disorders appear to have substantially lower rates of
employment.

As employment rates are influenced by level of education, it is also important to
investigate involvement among individuals in higher education. Figure 18.6 demon-
strates that individuals with moderate and severe disorders tend to have much higher
rates of stopping full-time education before age 15. Importantly, in the UK, overall
rates seem to be higher, and the disparity between those with no mental disorder
compared to those with severe mental disorder is greater than in any of the other
high-income countries.

Economic Modelling

Epidemiological data demonstrates the adverse consequences for individuals with
mental illness in terms of education and employment; however, there are limited
data available on the economic costs of stigma (Evans-Lacko et al. 2014). The

m Severe disorder Moderate disorder m No disorder (\)
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80
, ; 7 I
e P i .
60 g / g . g ;
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o&&$e«\®‘\%(\¢6%¢i\\1ﬁ‘\®(\é Po%\"b\\g ‘5\*’3660 @@@\0« e&\“@* ot N"v"‘\%

Fig. 18.5 Employment rates by mental health status across ten high-income countries. OECD
(2012)
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Fig. 18.6 Proportion of individuals who stopped full-time education before age 15 by mental
health status across six high-income countries. Note: EU21 refers to all EU countries prior to the
accession of the ten candidate countries on 1 May 2004, plus the four Eastern European member
countries of the OECD, namely, Czech Republic, Hungary, Poland, and Slovak Republic (Source:
OECD (2012)

economic evaluation of Time to Change builds on an evaluation of the See
Me campaign examining the cost of the campaign in relation to the estimated
number of people in the population with improved stigma outcomes (McCrone
et al. 2010). Figures 18.7, 18.8, and 18.9 show that based on average social mar-
keting campaign costs associated with Time to Change, and assuming that the
campaign was only responsible for 50 % of the difference in responses to those
who were aware vs. not aware of the Time to Change campaign, the cost for
change in knowledge would be between £2.95 and £8.56. The cost for a change in
attitudes would range from £2.50 to £10.96, and the cost for a change in intended
behaviour would range from £2.24 to £3.86. Moreover, return on investment anal-
ysis suggested that the economic benefits of the campaign outweighed the costs
even if the campaign resulted in only 1 % more people with depression accessing
services and gaining employment if they experienced a health improvement
(Evans-Lacko et al. 2013c¢).
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Conclusion

The following points are clear from this summary of the relevant evidence.
Stigma and discrimination are major barriers to full citizenship in England. They
reduce the opportunities for people with mental illness to gain employment, to
receive the quantity and quality of mental and physical health care needed, and
to form important social relationships. We therefore recommend the operation-
alisation of the Equality Act 2010 with respect to mental illness with respect to
all areas of life, including the workplace, health and social care, education, the
justice system, sports and leisure, and political participation. Significant, but
modest, gains have been made in the reduction of stigma and discrimination dur-
ing the period of the Time to Change programme, but most people with mental
illness still experience these toxic reactions, and many then internalise these
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forms of rejection in ways that diminish their life opportunities. Hence another
key recommendation is to support and evaluate projects aiming to empower
mental health service users to respond to stigma and discrimination. The evi-
dence increasingly clearly shows that carefully delivered interventions, both
local and national, do reduce stigma and discrimination, if sustained over a suf-
ficiently long term; hence our third key recommendation is to develop evidence-
based social contact programmes to reduce stigma and discrimination among
target groups prioritised by mental health service users. It is clear that the prog-
ress made in stigma reduction in England, in which in many ways we now lead
the world, needs to redoubled to ensure further progress to eradicate what some
have called ‘the last taboo’.

Summary

This chapter presents information to (i) define stigma and discrimination; (ii)
present evidence on their severity and toxic impact on the lives of people with
mental illness; (iii) describe population-level and target-group level interven-
tions and their effects; (iv) examine the particular detrimental effects of stigma
and discrimination on health care, employment, and citizenship; (v) compare
progress in England with other similar countries; (iv) examine the relevant health
economic evidence; and (vi) make recommendations for further stigma reduction
in England in the future. Our key recommendations are to (1) operationalise the
concept of reasonable adjustments as per the Equality Act 2010 with respect to
mental illness with respect to all areas of life, including the workplace, health
and social care, education, the justice system, sports and leisure, and political
participation; (2) support and evaluate projects aiming to empower mental
health service users to respond to stigma and discrimination, e.g. through
addressing self-stigma, training in self-advocacy, and peer support; and

Key Points

1. In a survey of mental health service users across England in 2011, 87 %
reported experiencing discrimination in at least one aspect of life in the
preceding 12 months (Corker et al. 2013).

2. Three studies have found that about 70 % of mental health service users
feel the need to conceal their illness (Corker et al. 2013; Lasalvia et al.
2012; Thornicroft et al. 2009).

3. An annual survey of mental health service users in England held
2008-2011 (Corker et al. 2013) found that while there was a significant
fall in those reporting being shunned by others, this was still common, at
50 % in 2011 (down from 58 % in 2008).
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4. Articles that contribute to stigma are the commonest type of newspaper
article on mental illness, accounting for nearly half of all coverage
(Thornicroft et al. 2013).

5. A review (Choe et al. 2008) found 2—13 % of outpatient attenders with
mental health problems had perpetrated acts of violence in the previous
6 months to 3 years, compared with 20-34 % who had been the victims
of violence.

6. National Labour Force Survey figures reveal that in 2003, employment in
the whole adult population was about 75 %, for people with physical
health problems about 65 %, while for people with long-term mental
health problems, it was 24 % (Social Exclusion U 2004).

7. A survey of mental health service users in 2011 (Corker et al. 2013)
found that 19 % reported experiencing discrimination in seeking work;
17 % had experienced discrimination while in employment; and 46 %
reported not looking for work due to the anticipation of discrimination.

8. Legal analysis of cases brought to employment tribunals under the
Equality Act 2010 shows failure to make reasonable adjustment is the
commonest type of mental health discrimination claim (Lockwood and
Thornicroft in press); this type of claim also has the highest win rate, at
72 %.

9. Legal analysis of cases brought to Employment Appeal Tribunals on the
basis of mental health discrimination shows that 58 % were based on an
error in the application of the law/procedure; such appeals also have the
highest win rate at 60 % (Lockwood and Thornicroft in press). This
reflects insufficient detail and quality of employment tribunal
judgements.

10. An annual service user survey held 2008-2011 (Corker et al. 2013)
showed no significant reduction in reported discrimination from either
health professionals (30 % in 2008 and 29 % in 2011) or mental health
professionals (34 % in 2008 and 30 % in 2011).

(3) develop evidence-based social contact programmes to reduce stigma and dis-
crimination among target groups prioritised by mental health service users in
surveys such as Viewpoint (Corker et al. 2013) and Stigma Shout (Change 2008)
and summarise the evidence for the effectiveness of England’s most recent anti-
stigma programme, Time to Change.
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