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Abstract  

Rationale: People diagnosed with a mental disorder are highly discriminated against, and 

when they internalize the social stigma they suffer severe consequences which have been 

associated with greater symptomatology and reduced recovery. This research was carried 

out in order to develop a predictive model about how discrimination contributes to subjective 

well-being (positive and negative affects experienced) by means of internalization of stigma 

(alienation, stereotype endorsement and social withdrawal) and deterioration of positive 

self-concept (self-esteem and self-efficacy). Method: We conducted a cross-sectional 

research design. We used Partial Least Squares (PLS) modelling to analyze the data from 

94 Spanish participants diagnosed with a mental disorder. Results: A differential effect of 

blatant and subtle discrimination is found. Both internalized stigma and positive self-concept 

play a central role in the effects of discrimination on subjective well-being. Internalized 

stigma contributes to the explained variance of negative and positive affect, while positive 

self-concept contributes mainly to explain changes in positive affect. Conclusions: Positive 

self-concept protects the person from the harm that stigma may cause on his well-being. It 

especially protects positive affect, which we propose is an important resource in the 

recovery process. These findings have clinical and research implications.  
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Introduction  

Stigma is understood as a deeply devaluing attribute, which demeans the person who bears 

it because of being contrary to the belief shared by a social unit about how a member of that 

unit should be or behave (1). The stigma is not in the individual but in the social context; a 

stigmatizing attribute in a given social environment may not be so in another situation (2), 

since what constitutes stigma are the cultural assumptions concerning this attribute. In the 

present case this attribute is “mental illness”, which is determined by a diagnosis. People 

diagnosed with a mental disorder are among the most stigmatized groups in our society (3). 

Research shows that they suffer from discrimination at work, in their relationships, in 

hospitals, and in the media (4). Moreover, it has been shown that the biggest barrier to their 

community integration and employment is the one imposed by stigma (5); in fact, stigma is 

sometimes more harmful than the symptoms of the disease themselves (6).  

Internalization of stigma takes place when someone assumes and applies to himself the 

negative stereotypes related to “mental illness”. The person not only internalizes beliefs but 

also public attitudes. He begins to discriminate against himself, and, as a consequence of it, 

he suffers a significant deterioration of his self-concept (self-esteem and self-efficacy). This 

brings about a profound demoralization that leads to not pursuing life goals (7), inasmuch 

as such decreased levels of self-esteem and self-efficacy give rise to the so-called “why try” 

effect (which implies hopelessness, apathy, and ideas of being undeserving and unable to 

function both independently and efficiently) (8). As a result of these processes, the person 

may get used to living in a passive way. All this would represent the worst possible scenario 

to cope and overcome any disorder. Perhaps this is why internalized stigma has been 

related to lower perception of recovery (9, 10) and greater symptomatology (11). 

Furthermore, evidence suggests that internalized stigma is a major barrier to the recovery 

process (12, 13).  

Mental illness stigma has been the subject of several research efforts, but only just over a 

third of these studies have studied internalized stigma (14). Moreover, although it has been 

shown that internalized stigma involves some negative emotional consequences (15), what 



has not yet been studied is to what extent, and how, positive emotions are influenced by it. 

Given that mental illness recovery may depend on an active attitude and motivation (16), it 

appears to be important to explore the frequency with which the person feels active, 

enthusiastic, inspired, strong and determined.  

The aim of the present study is to develop a model to predict how mental illness 

discrimination may influence subjective well-being (in its affective component) by means of 

internalization of stigma (stereotype endorsement, alienation, and social withdrawal) and 

the consequent modification of self-concept (self-esteem and self-efficacy). It has been 

affirmed that contemporary models of stigma should include subtle discrimination (17), and 

one of the contributions of the present model is that it explores the possible differential 

effect of discrimination depending on whether it is blatant or subtle. It has also been 

proposed that an understanding of what contributes to a diminished sense of self could 

have critical implications for models of wellness (18), and one of our interests is to explore 

how positive self-concept could be affected by each type of discrimination and by each 

dimension of internalized stigma.  

As can be seen in Figure 1, according to the literature, it is proposed that the experience of 

discrimination is positively associated with the internalization of stigma, which is negatively 

related to positive self-concept, which, in turn, is associated with subjective well-being 

(positively with positive affect and negatively with negative affect).  



 

Method  

Participants  

Ninety-four people (50 men and 44 women) diagnosed with a mental disorder, aged 21 to 

66 years (M = 44.01, SD = 9.51), participated in the study. There were no other inclusion 

criteria except to be willing to work in the study, not to have cognitive impairment, and to 

have been diagnosed with a disorder classified in the Diagnostic and Statistical Manual of 

Mental Disorders (19). Nearly half of the sample (n = 44; N = 94) had schizophrenia 

diagnosis or another psychotic disorder, whereas 24 participants had been diagnosed with 

bipolar disorder or depression. The rest of the sample had one of the following disorders: 

Adjustment disorder, anxiety disorder, personality disorder, and substance dependence.  

Measures  

Discrimination. To measure this variable, the Multidimensional Scale of Perceived 

Discrimination (20) was employed, using its section concerning individual discrimination. 

This section assesses personally experienced discrimination, and is integrated by two 

subscales: Blatant individual discrimination (nine items like “I have been treated unfairly for 

having a mental illness”), and Subtle individual discrimination (three items like “Even in the 



cases where people seems to accept me, I think that there is some mistrust because I am a 

person with mental illness”).  

Internalized stigma. This variable was measured by the Internalized Stigma of Mental 

Illness scale (ISMI) (21), which was validated in Spain (22). This scale assesses the level of 

self-stigma in people with mental illness, and it has been chosen because of its content 

validity, construct validity, internal consistency and feasibility, which have been largely 

demonstrated, seeming therefore to be the most recommendable instrument for this aim 

(14). We were interested in studying three of the five subscales into which the ISMI is 

divided: Alienation (six items like “I feel inferior to others who don’t have mental illness”), 

Stereotype endorsement (seven items like “I cannot contribute anything to society because I 

have a mental illness”), and Social withdrawal (six items like “I avoid getting close to people 

who don’t have a mental illness to avoid rejection”). Discrimination experience and Stigma 

resistance subscales were not used in this study because the first former gauges a variable 

that is already measured by a specific instrument, and the latter portrays the experience of 

being unaffected by the stigma. In fact, some authors examine Stigma resistance as a 

separate construct from Internalized stigma (23, 13).  

Self-esteem. This variable was measured by using the Spanish adaptation (24) of the 10-

item Rosenberg Self-esteem Scale (25). It includes items like “I take a positive attitude 

toward myself” or “I wish I could have more respect for myself” (reversed).  

Self-efficacy. This construct was measured using the Spanish validation (26) of the Bäβler 

Self-efficacy Scale (27), which includes ten items like “I can manage to solve difficult 

problems if I try hard enough”.  

Discrimination, ISMI, Self-esteem and Self-efficacy scales were rated according to a Likert 

scale from 1 (strongly disagree) to 4 (strongly agree).  

Positive and Negative Affect: To measure these two variables, the Spanish validation (28) 

of the Positive and Negative Affect Schedule (PANAS) (29) was used. This instrument 

measures the frequency with which Positive affect (ten items like “Inspired”, “Enthusiastic” 

or “Proud”) and Negative affect (ten items like “Hostile”,  



“Afraid” or “Distressed”) are habitually experienced. This scale was rated with a Likert scale 

from 1 (very slightly or not at all) to 5 (extremely).  

Procedure  

The Aragonese Psychosocial Rehabilitation Association (AARP), a member of the 

Associations of Psychosocial Rehabilitation Spanish Federation (FEARP), was contacted 

for a meeting in order to present the research project to the board. Four entities that are part 

of AARP agreed to collaborate in the study. Data was collected in familiar and quotidian 

contexts where participants could feel comfortable: day-care centres, clinics and at their 

homes. Questionnaires were distributed when participants were determined to be clinically 

stable by their therapists. All of the participants were informed about the confidentiality of 

the data. It was also explained to the participants about the importance of honest responses 

in order to develop efficacy strategies, and that those strategies would potentially help 

people diagnosed with mental disorder to have a better quality of life. It took an average of 

30 minutes to fill in the questionnaires.  

Data analysis  

To analyze the hypothesized model, the Partial Least Squares (PLS) method was 

employed. This method is adequate because a predictive research model (there being no 

firmly established theory) of the effects of some variables on others was being tested, and 

because no initial assumption of normality of the distributions is required (30). The PLS is a 

variance-based technique recommended in an early stage of theoretical development in 

order to test and validate exploratory models (31). SmartPLS 2.0 software (32) was used.  



Results  

No significant differences were found either in any variable distribution due to sex, age, 

diagnosis, or due to the place of data recollection; therefore, they will not be included in 

subsequent analysis. To assess the proposed model, it was analyzed in a two-step process 

(33). First, the measurement model -outer model- was analyzed to test the adequacy of the 

hypothesized factor structure for all constructs. Then, the structural model -inner model- 

was analyzed to test our hypotheses.  

Measurement model  

In this first phase, the reliability and the validity of all constructs included in the model were 

determined.  

Reliability  

To study reliability, the loadings of the indicators on the constructs (λ) should be examined. 

This was done following the criterion that propose a critical value of 1.96 for p < .05 (34). 

Some authors recommend elimination of indicators if their outer standardized loadings are 

smaller than .40 (35). Indicators with loadings between .40 and .70 should only be 

eliminated if it results in a substantial increase of the composite reliability (36). Following 

these criteria, one item from the Negative affect construct was removed: “ashamed” (which 

seems to be the most sophisticated one and the only indicator of the construct that could be 

related to society). With the same criteria, four items of the Self-esteem construct were 

eliminated: “feeling that one is a person of worth”, “having some qualities”, “not having much 

to be proud of”, and “wanting to have more respect for oneself”. Those items seem to be 

more generic and more easily accepted by everyone, whereas the six items that finally 

make up the Self-esteem construct seem to be more theoretically consistent with mental 

illness stereotypes: “being able to do things as well  



as most people”, “feeling useless”, “feeling of being a failure”, “being no good at all”, “being 

satisfied with oneself”, and “taking a positive attitude toward oneself”. Note that three of 

these items indicate high self-esteem and the other three indicate low self-esteem, so the 

balance is maintained. With this procedure, the Composite Reliability (CR) was obtained. 

CR must be interpreted in the same way as Cronbach’s alpha, and is a better indicator than 

this (31). As shown in Table 1, all the constructs exceed the value of .70, which is 

considered the cut-off reference value (37).  

Validity  

The convergent validity was appraised with the Average Variance Extracted (AVE). This 

index, by means of the common variance of the indicators and its implied construct, 

appraises that those constitute a unique underlying construct (38). The AVE should be 

higher than .50. As noted in Table 1, all the studied constructs meet the criterion except 

Stereotype endorsement, which has a slightly lower AVE (it was decided not to remove it 

because of being theoretically relevant).  

Regarding discriminant validity, the assumed criterion is that a correlation between a 

construct and its indicators (it is the square root of the AVE) should be higher than the 

correlations among constructs (38). As shown in Table 2, the elements on the diagonal are 

higher than the elements from outside in the same row and column. The only exception is 

Stereotype endorsement which presents a slightly higher correlation with Alienation.  

  



 
Table 1.  
Composite Reliability (CR), Cronbach’s Alpha (α) and Average Variance Extracted (AVE) 
from Partial Least Squares (PLS) Analysis  
 
   

Construct CR α AVE 

Perceived Discrimination .908 .886 .527 

     Blatant Discrimination .870 .777 .691 

     Subtle Discrimination    

Internalized Stigma    

     Alienation .878 .831 .551 

     Stereotype Endorsement .833 .775 .422 

     Social Withdrawal .865 .810 .522 

Positive Self-concept    

     Self-esteem .891 .855 .582 

     Self-efficacy .931 .917 .575 

Subjective Well-being    

     Positive Affect .935 .923 .593 

     Negative Affect .908 .885 .525 

 
 

Structural Model  

In this second phase, the relationships among the studied constructs were analysed using 

linear regression in which the loads can be interpreted as standardized beta  



coefficients. The confidence intervals were based on a bootstrapping of 500 samples that 

allows the generalization of the results and the computation of the Student-t for each 

hypothesis (33). To analyze the model, the coefficient of explained variance (R2) of each 

endogenous latent variable should be higher than .10 (39). As can be seen in Figure 2, all 

the constructs show a considerable amount of explained variance.  

As shown in Figure 2, the direct relationships between the constructs verify the 

hypothesized relationships, but some of them are not statistically significant.  

It can be seen that experienced discrimination is positively associated with the 

internalization of stigma, as we had hypothesized. Regarding the differences between the 

two types of discrimination, Blatant discrimination is significantly related to all dimensions of 

internalization, while subtle discrimination is only significantly related to Alienation and 

Social withdrawal.  

As expected, the three dimensions of internalized stigma are negatively related to positive 

self-concept, but only two significant associations were found: Alienation with Self-esteem, 

and Stereotype endorsement with Self-efficacy. The associations between Social 

withdrawal and positive self-concept are not only statistically insignificant but also very 

weak.  

As proposed, positive self-concept is positively associated with experiencing Positive affect, 

and negatively related to experiencing Negative affect. Relationships are significant in all 

cases, but it must be noted that the association between Self-efficacy and Positive affect is 

stronger than the other associations.  

 

 

 

 

 

 

 



 

 

Total Effects 

In PLS path modelling, the standardized inner path model coefficients decline with an 

increased number of indirect relationships, so it has been proposed to evaluate the sum of 

the direct and all indirect effects of a particular latent variable on each other (i.e., the total 

effects) (31, 40). Regarding effect sizes, f 2 values of .02, .15, and .35 signify small, 

medium, and large effects, respectively (41). Thus, the following procedure was conducted: 

In the first step, the direct effects of the discrimination variables on subjective well-being 

constraining all the indirect paths to 0 were examined (Model 1). In the second step, the 

internalized stigma dimensions were introduced into the model, and the effects of 

discrimination on subjective well-being through these dimensions were studied (Model 2). 

Finally, positive self-concept variables were also introduced into the model (Model 3), which 

is our proposed model (Figure 2).  

 

In the first step (Model 1), the relationship between both types of discrimination and the two 

dimensions of subjective well-being was checked. As can be seen in Table 2, Blatant 

discrimination produces effects almost exclusively on Negative affect, while Subtle 

discrimination produces effects on both affects, but mainly on Positive affect.  



In the second step (Model 2), internalized stigma dimensions were introduced in the model. 

As can be observed in Table 2, now, Blatant discrimination produces substantial effects on 

Positive affect, and Subtle discrimination has a higher impact on Negative affect than in the 

first step. Additionally, and interestingly, Blatant discrimination effects on Negative affect are 

slightly reduced, while the negative effects of Subtle discrimination on Positive affect are 

reduced to half. As can be seen, in this step, the total effects of discrimination on each type 

of affect are equated (there is very little difference between the effects of discrimination on 

Positive and Negative affect). All these changes occur mainly through Alienation, which 

shows the greatest level of impact on both affects (it is even greater on Positive affect). It 

can also be noticed that Social withdrawal only produces substantial effects on Negative 

affect.  

The introduction in the model of the internalized stigma dimensions showed a medium-large 

effect size in the explanation of Negative affect (f 2 = .274), and a large effect size in the 

case of Positive Affect (f 2 = .320).  

  





  



Finally, as is shown in Table 2, when positive self-concept variables were introduced (Model 

3), the effects of Alienation and Social withdrawal on affects are diminished (in fact, now, 

Social withdrawal has almost no effects on well-being). Surprisingly, Stereotype 

endorsement effects are increased, especially on Positive affect. However, this inclusion of 

Self-esteem and Self-efficacy (to a greater extent) in the model, reduces all the effects of 

discrimination on well-being, especially the impact caused by Blatant discrimination on 

Negative affect. It can also be seen that, in this third step, the total effects of each type of 

discrimination are equated (there is little difference between the effects of Blatant and 

Subtle discrimination on well-being).  

In this last step, the effect size on Negative affect was weak (f 2 = .062), but large in the 

case of Positive affect (f 2 = .385). Thus, positive self-concept variables contribute 

fundamentally to the explained variance of Positive affect.  

Discussion  

It has been highlighted by several authors that there is a need for a more profound study of 

discrimination and internalized stigma effects in people diagnosed with a mental disorder 

(42), as well as a need for further study of the damage caused by stigma in self-view and 

well-being of individuals, and under which conditions these effects are most likely to be 

expected (43). The main objective of this research was to study the association between the 

experienced discrimination and the affective component of subjective well-being in people 

diagnosed with a mental disorder. With these aims, it was decided to explore a theoretical 

model that could explain in detail the process including internalized stigma and positive self-

concept as mediating factors.  

Some preliminary analysis showed no significant differences in internalized stigma 

depending on the type of disorder, which suggests once again that patients internalize 

stigma associated with the label of mentally ill (and suffer its consequences) regardless of 

their diagnosis (44). As in other studies, no significant differences were found in terms of 

any socio-demographic variables (11, 45).  

 



Differential impact of blatant and subtle discrimination  

The results obtained support the idea that blatant discrimination contributes more to the 

internalization of stigma than subtle discrimination (20). Moreover, we have found that 

subtle discrimination is not significantly related to stereotype endorsement. A possible 

explanation for this finding is that the person does not necessarily relate these subtle 

discriminatory expressions uniquely to the attribute mentally ill. Subtle discrimination is not 

obvious, there is some ambiguity and uncertainty about it, so the person may not be sure 

whether he is being discriminated against because of his mental disorder (46). The person 

may think that, although he could interpret this subtle rejection as a prejudiced reaction, it 

might have taken place because of one of his personal characteristics or attitudes (i.e., 

internal attribution) (46). For this reason, subtle discrimination could be seen to be less 

related to the internalization of mental illness stigma, but it could, in certain cases, be the 

more harmful to well-being (47). In fact, it seems, interestingly, that stigma attribution 

protects well-being in some way, such as that we have found that self-stigma diminishes a 

lot of the harm caused by subtle discrimination on positive emotions.  

In other studies, it has been found that the link between subtle discrimination and 

depressive symptoms is almost entirely mediated by cognitive appraisal of the experience 

(46), and the present results suggest that self-stigma and self-concept also mediate in this 

relation.  

Blatant discrimination is more strongly related to social withdrawal than to the other two self-

stigma dimensions, and it seems quite logical since the person may primarily avoid social 

contact if he thinks that he will be blatantly rejected and disparaged. It is likely that 

experiences of blatant discrimination would ‘push’ the individual to run away from society.  

Regarding the differential effects of both types of discrimination on well-being, this work 

sheds light on the contradictory results obtained in the few studies that have been 

conducted to date. Theory suggests that blatant discrimination is more related to the 

decrease in subjective well-being than subtle discrimination (20) and this is what most of the 

findings have indicated. According to our results, it seems so, as long as the internalization 



of stigma has taken place. It has also been observed (in people diagnosed with 

schizophrenia) that subtle discrimination is the most associated with decreased subjective 

well-being (47), and it seems so, in the case of positive affect, as long as internalization has 

not taken place. We have seen that, if this process has not occurred, subtle discrimination 

has much more impact on positive affect than blatant discrimination. In fact, without 

internalization, blatant discrimination seems to have only a substantial effect on negative 

emotions, but not on positive ones. Some authors have found that the negative relation 

between blatant discrimination and positive affect is independent of the emotional and 

cognitive appraisal of the experience (46). The present results show that an alienated self-

concept allows this explicit discrimination to diminish positive emotions. It seems that once 

the ‘self’ is impacted, the affective resources for well-being could be injured.  

Contribution of internalized stigma and its dimensions  

Recently, it has been pointed out that there should be exploration as to how mental illness 

stigma may shape one’s self concept (48). Our findings help us to understand further how 

internalization of stigma hurts the self-concept of the individual diagnosed with a mental 

illness. On the one hand, according to previous findings (49), self-esteem seems to be 

mainly diminished by alienation. This seems to be logical since alienation is the emotional 

dimension of internalization, linked with emotions concerning feeling worthless. On the other 

hand, self-efficacy seems to be mainly diminished by stereotype endorsement, which is also 

logical since it is the cognitive dimension of internalization, linked with beliefs, and since it 

has been shown that, while social stigma is associated with the stereotype of 

dangerousness, internalized stigma is more related to the stereotype of incompetence (8). 

According to the present model, it seems that social withdrawal, the behavioural dimension 

of internalization, does not involve such a significant damage of self-concept. Perhaps, 

although being socially withdrawn may be negative for self-concept (the person feels that he 

is different and rare because he does not socialize), the fact of “not socializing” may, at the 

same time, shield self-concept from possible discrimination (and from his own comparison 

with the “normal” people). This could also be the reason why social withdrawal has such a 



weak effect on positive affect, which would suggest again that self-concept has much to do 

with experiencing positive emotions.  

Our results not only support the proposition that the effects of mental illness stigma on 

negative affects are mediated through internalization process (50) but also suggest that this 

mediation is even stronger in the case of positive affects. This seems to occur especially 

due to the alienation process. Interestingly, it seems that the fact of internalizing the stigma 

makes the hurt of discrimination become undifferentiated on both types of affects. As has 

been shown, the effects of a certain type of discrimination on both affects are equated with 

the internalization of stigma; that is, there is no longer much difference between the effects 

on each type of affect.  

Research has paid much more attention to the negative emotions that internalized stigma 

generates than to the positive emotions which internalized stigma prevents from developing. 

According to the effect size found, it is shown here that, although internalization process 

significantly impacts both types of affect, it contributes even more to diminish the frequency 

at which positive emotions are experienced than to increase the frequency with which 

negative ones emerge.  

In spite of this, as exposed, internalization process seems to protect positive affect from 

subtle discrimination, so this mediation should be analyzed in future research.  

Contribution of positive self-concept  

The present results indicate that when a person has internalized the stigma but he has an 

acceptable extent of self-esteem and self-efficacy, the impact of both types of discrimination 

on both types of affect is reduced. Further, in presence of self-concept there is no longer 

much difference between the effect of subtle and blatant discrimination on well-being.  

Watson’s model (51) explains how internalized stigma results in a decrement of self-esteem 

and self-efficacy, but does not include how these are leading to emotional consequences. In 

the present model, we observe that both variables are significantly linked to both types of 

experienced affects. Further, we see that self-efficacy is influencing them to a greater 

extent, especially in the case of positive affect, so it would be recommended to pay more 



attention to self-efficacy and not almost exclusively to self-esteem as has been the most 

usual procedure in the literature to date.  

We have seen that the negative effects of alienation and social withdrawal on well-being are 

reduced in the presence of a positive self-concept (which almost annul the effect of social 

withdrawal on negative affect), and that, curiously, the impact of stereotype endorsement is 

increased. This could occur due to some kind of cognitive dissonance: On the one hand, the 

person knows that he is someone valuable and capable, but on the other hand, he assumes 

that, as a mentally ill person, he is worthless and incapable. This contradiction may be 

hurting his subjective well-being. Despite this, self-esteem and self-efficacy would protect 

the individual from the damage caused by stigma on his affective dimension of well-being -

especially on positive affects-, so it would be recommended that clinicians and researchers 

work in both variables in order to improve interventions intended to reduce the effects of 

stigmatization or to increase well-being of people diagnosed with mental illness. Moreover, 

it should not be forgotten that if a reduction of stereotype endorsement is achieved, the 

positive effects of the positive self-concept would be much greater.  

According to the effect size, positive self-concept contributes fundamentally to the explained 

variance of positive affect. Therefore, another contribution of this study is to show that self-

esteem and self-efficacy seem to protect, above all, the positive affect.  

Some authors have found that the effect of discrimination on life satisfaction (a dimension of 

subjective well-being) is mediated by beliefs about oneself and about the world (52), and 

now we see that beliefs about oneself also mediate between discrimination and the 

emotions experienced (the other dimension of subjective well-being). It would be interesting 

to study if beliefs about the world mediate likewise in this association.  

It has been found that alienation, stereotype endorsement, and social withdrawal 

significantly increase depressive symptoms, and that this effect is weakened in the 

presence of self-esteem (53, 54). Self-esteem also mediates the relationship between self-

stigma and hope (13). Our results not only support these findings, but also suggest that the 



mediating role of self-efficacy between internalization process and experienced emotions is 

more important than that of self-esteem.  

Internalized stigma (9, 12, 13) and self-efficacy (55) have been shown to be related to a 

lower recovery rate, and it is very likely that emotions are mediating this relationships. 

Likewise, it has been shown that decreased levels of self-esteem and self-efficacy lead 

people to not get involved in their life goals (7). The lack of positive emotions like 

enthusiasm, vitality, and determination is probably mediating between this negative self-

concept and pursuing such goals.  

Clinical implications  

Our findings could be useful in designing interventions aimed to enhance patients’ 

subjective well-being by reducing their internalized stigma and encouraging their positive 

self-concept. The findings are also relevant for professional mental health practice, since 

discrimination is a fact and it has been shown that stigma resistance may be a key 

requirement for recovery (48).  

The present results could guide clinicians in identifying which dimension of internalization 

should be tackled to a greater extent, or which aspect of self-concept should be targeted, in 

order to improve patient well-being and motivation for change. Some recommendations that 

emerge from this study for enhancing emotional well-being are: It is essential to pursue a 

positive self-concept. To this aim, it would be necessary to debunk stereotypes associated 

with mental illness in order to enhance personal self-efficacy, as well as to foster sense of 

self so as to raise self-esteem. We believe that the person diagnosed with a mental disorder 

should not hold a self-view as a “mentally ill person”, but as a person who, despite being 

involved with this circumstance, has a lot of qualities, competences, potentials, and much to 

contribute to the world.  

It has been proposed that recovery may require the person to recapture a fuller sense of 

self (18). Our results suggest that by promoting a positive self-concept, the person would be 

more likely to feel enthusiastic, interested, inspired and determined, as well as more active, 

attentive and strong. In turn, these positive affects could make it easier for the person to 



take an active role towards recovery and to be involved in the therapeutic change process. 

Fortunately, the scientific community is becoming increasingly aware that a person is more 

vulnerable in the absence of positive emotions (their chemical-physical effects are also well-

known).  

There are some interventions which have proven effective for reducing self-stigmatizing 

thinking / attitudes, and for strengthening positive aspects / views of one’s self (56): ‘Healthy 

Self-concept’, ‘Ending self-stigma’ (EES), and ‘Narrative Enhancement and Cognitive 

Therapy’ (NECT). Specifically, NECT is based on the premise that the rejection of a 

stigmatized view of oneself requires the construction of a new story about oneself, and it 

seems to be a promising intervention to promote recovery, as such it has also proven to be 

effective for improving hope and quality of life (57). We also recommend the Metacognitive 

Reflection and Insight Therapy (MERIT) (58), which enhances self-reflection and promotes 

an integrative and realistic sense of self. MERIT is based on metacognition (the capacity to 

think about one’s own thinking), and it has proven to be an effective therapy to promote 

recovery from schizophrenia-spectrum disorders.  

Some well-intended therapists with unconscious stigmatizing beliefs may be promoting in 

their patients the adoption of a passive role, and the internalization of stigma. The 

psychiatric community should be very careful to guard against this. In order to avoid 

internalized stigma -especially alienation-, its negative consequences and its limiting effects, 

psychiatrists and psychologists should make it very clear to the patient that the diagnosis 

does not define who he is, but only what he is going through in this moment of his life.  

Limitations  

This is not a longitudinal study, therefore, like in all cross-sectional studies, real causal 

relationships cannot be established. Otherwise, the present sample is not very large and it 

has been taken from organizations where the participants were already receiving support. If 

the participants had been recruited otherwise (e.g., at hospitals, through support-groups for 

relatives…) results would be more generalizable. All these aspects should be improved in 

future research.  
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