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Abstract

Background and objectives: The stigma attached to mental disorders remains a public health

challenge, represents an important barrier to healthcare and widens existing social inequalities.

This study aimed to characterize the association between perceived stigma and mental disor-

ders. The two main objectives were to estimate the association between perceived stigma and

12-month anxiety and mood disorders, and to assess the factors associated with perceived stigma

among persons with these mental disorders.

Methods: A nationally representative sample of the Portuguese population was used. Partici-

pants were Portuguese-speaking adults, aged 18 or above and residing in permanent dwellings in

the country’s mainland. The survey was administered by trained lay interviewers using a com-

puter assisted personal interview (CAPI) on a face-to-face setting.

Results: The results showed a two-fold increase in the likelihood of experiencing stigma among

individuals with 12-month anxiety and mood disorders, slightly higher in the latter, when com-

pared with individuals without. Among the sub-sample with these mental disorders, participants

retired (or others), with psychiatric comorbidity and with co-occurrence of psychiatric and phys-

ical disorders had higher odds of reporting perceived stigma.

Conclusions: The findings of this study highlight the need to consider stigma as a public health

priority in Portugal and to develop policies to create awareness and promote the social inclusion

of persons with mental disorders.
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Introduction

Mental disorders represent a substantial proportion of the
burden of disease worldwide.1 Unmet needs for care remain
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a global health challenge, with most individuals not receiv-
ing adequate treatment2,3 and quality of care being rou-
tinely worst when compared to physical disorders.4

Persons with mental disorders face a twofold problem,
the suffering associated to symptoms, and pervasive
stigma and discrimination.5,6 The stigma attached to men-
tal disorders represents a fundamental barrier in the pro-
vision of care by negatively influencing help-seeking
behaviors and adherence to treatment, and exacerbates
the social exclusion faced by persons with mental
disorders.4,5,7−9

Three interacting levels of stigma have been described in
the literature.10 Social or public stigma encompasses preju-
dicial attitudes, negative emotional responses and discrimi-
natory attitudes from the general public towards persons
with mental disorders10,11 which tend to be more negative
when compared to persons with physical disorders.12−14 A
systematic review and meta-analysis on public attitudes
regarding mental illness has found that, despite increases in
health literacy and acceptance of psychiatric treatment,
the social rejection of persons with mental disorders has
remained stable over the last two decades.15 Structural
stigma refers to organizations’ policies and procedures that
restrict the rights and opportunities among this group.10 Per-
ceived stigma (or self-stigma) occurs when a person recog-
nizes, internalizes and endorses prejudicial attitudes,
leading to negative responses such as decreases in self-
esteem and self-efficacy.16 Feelings of embarrassment, emo-
tional reactions and perceived discrimination are frequently
used to characterize perceived stigma.5,13,17,18 Perceived
stigma has been linked to the ‘why try’ effect where resul-
tant low self-esteem and self-efficacy discourages people
with self-stigma from pursuing opportunities that are critical
to accomplishing life goals.19 However, not everyone sub-
jected to stigma falls victim to the ‘why try’ effect as
research has shown that some people are unaffected by
stigma while others become motivated to overcome stigma
beliefs.20 This paradox of self-stigma has been attributed to
differences in empowerment (perceived mastery, control
collaboration, and equity within the environment) among
different people.20

Along with the level of severity, research has shown a
relationship between indicators of low socioeconomic posi-
tion and the experience of stigma.5 Accordingly, the discrim-
ination of persons with mental disorders occurs in several
domains of life and influences, among others, educational
attainment, employment opportunities and full participa-
tion in civic life.21

Most previous research has evaluated the association
between stigma and severe mental disorders,22−25 and the
World Mental Health Survey (WMHS) Initiative has filled an
important gap in the literature by evaluating the association
with common mental disorders. Using cross-sectional sur-
veys from different countries, the WMHS Initiative studies
have established the association between perceived stigma
and anxiety and mood disorders,5,26 and evaluated its conse-
quences, finding considerable decreases in quality of life
and limitations in role functioning.26

Since individuals' stigma beliefs can be linked back to the
society they live in and the cultural group to which they
belong,27 it is important to understand perceived stigma in
the Portuguese context. Portugal only recently achieved

political stability after the end of the fascist dictatorship
47 years ago, and it still adheres to mostly collectivist val-
ues. Cultural values may play significant roles in stigma
internalization.18 The influence of collectivist values on
stigma have been well studied among Asians, Native Ameri-
can and Latin American cultures. While the desire to ‘save
face’ is strongly associated with internalization of stigma in
Asian cultures,28 failure to fulfil family obligations was
linked to self-stigma among Latinos,29 who are culturally
similar to the Portuguese.

Although mental health has not received much attention
in Portugal in the past, deinstitutionalization and mental
health service reform have been ongoing since the country's
national mental health strategy was launched in 2008. The
COVID-19 pandemic in Portugal heightened public awareness
and interest in mental health concerns and related topics.
Portugal has one of the highest prevalence of mental disor-
ders in Europe, with 22.9% of adults having experienced a
12-month mental disorder,30 and 65.4% of this proportion
reporting no service use despite universal healthcare
access.31 Attitudinal barriers including self-stigma were the
most common reasons not to seek mental health care, cited
by more than one-third of the respondents.31

This represents substantial costs for individuals and soci-
ety due to disability and productivity loss.32,33 Tackling the
pervasive impact of stigma and discrimination among per-
sons with mental disorders has been recognized as a public
health priority.26 The few studies on the topic in the
country have focused on stigma towards people with mental
health problems among medical students and mental health
professionals.34−37

However, little is still known regarding the association
between perceived stigma and mood and anxiety disorders
in Portugal. This study was carried out in the context of a
research protocol on mental health and human rights (the
Mental Health Rights study) looking at different dimensions,
one of them perceived stigma associated with mental disor-
ders using the national survey database. The present paper
has three main objectives: 1) to characterize the association
between perceived stigma and anxiety and mood disorders,
controlling for individuals’ characteristics; 2) to evaluate
the demographic, socioeconomic and clinical factors associ-
ated with perceived stigma among persons with anxiety and
mood disorders; and 3) to establish a basis for comparison
with future studies on perceived stigma and common mental
disorders.

Materials and methods

Study design

The World Mental Health Survey Initiative was conducted in
Portugal in 2008-09. This nationally representative survey
was based on a stratified clustered area probability house-
hold sample. Participants were Portuguese-speaking adults,
aged 18 or above and residing in permanent dwellings in the
country’s mainland. The survey was administered by trained
lay interviewers using a computer assisted personal inter-
view (CAPI) on a face-to-face setting. The response rate
obtained (57.3%) was similar to the surveys conducted
in Belgium, France, Germany and the Netherlands. No
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substitutions from the initially selected households were
allowed when the originally sampled household resident
could not be interviewed.38

Internal sub-sampling was used to reduce respondent bur-
den, by dividing the questionnaire in two parts. Part I
included the core diagnostic assessment of mental disorders.
All participants meeting the criteria for any mental disorder,
together with a probability sample of 25% randomly selected
respondents who did not meet criteria for any mental disor-
der, also completed Part II. Part II assessed the predictors,
correlates, and consequences of mental disorders.38

A total of 3849 individuals were interviewed. Both mod-
ules (Part I and II) were administered to 2060 participants.
Weighting procedures were implemented to Part I data to
adjust for differential probabilities of selection, between
and within households, non-response bias and discrepancies
between the sample and the socio-demographic and geo-
graphic data distribution from the census population. Part II
data were additionally weighted to adjust for the differen-
tial sampling of Part I participants into Part II. Further
details regarding the study design and fieldwork procedures
can be found elsewhere.30,38

Informed consent was obtained from the participants
prior to the interview and all procedures were approved by
the Ethics Committee of the Nova Medical School, Nova Uni-
versity of Lisbon.30,38 All the data were anonymized and
made totally confidential.

Measurements

12-month mental disorders

The presence of any mood or anxiety disorder in the 12-
months before the interview was assessed with the version
3.0 of the World Health Organization Composite Interna-
tional Diagnostic Interview (CIDI), a fully structured diagnos-
tic interview39 that has shown good concordance with the
clinician-administered non-patient edition of the Structured
Clinical Interview for DSM-IV (SCID) in a clinical reappraisal
study.40

The diagnoses of 12-month mental disorders followed the
American Psychiatric Association’s Diagnostic and Statistical
Manual Disorders Fourth Edition (DSM-IV) criteria and
included anxiety disorders (panic disorder, generalized anxi-
ety disorder, agoraphobia without panic disorder, specific
phobia, social phobia, post-traumatic stress disorder, obses-
sive-compulsive disorder, separation anxiety disorder) and
mood disorders (major depressive disorder, dysthymia, bipo-
lar disorder I and II).

Perceived stigma

Perceived stigma was assessed with two questions of the
WMHS version of the WHODAS-II, which inquired the partici-
pants about experiences of embarrassment and discrimina-
tion in the previous 30 days due to their health problems.5,26

Table 1 presents the items and the response options. These
questions were only administered to participants with signif-
icant activity limitation, meaning that they reported at
least moderate difficulties in two or more items of the
following WMHS WHODAS-II domains: cognition, mobility,
self-care, and social interaction.5,26,41 Participants who
reported at least “a little” embarrassment or discrimination
were considered to have perceived stigma. This approach
differs from other studies in the WMHS Initiative, that used
the presence of both experiences of embarrassment and
discrimination to indicate the presence of perceived
stigma,5,26 due to the low number of individuals that
responded to these items.

Demographic, socioeconomic, and clinical factors

In the first model, age, gender, education, presence of any
physical disorder and presence of two or more mental disor-
ders were included as covariates to adjust for the possible
differences in the experience of perceived stigma across
sociodemographic groups and among individuals with
chronic physical conditions or psychiatric comorbidity.5 Edu-
cation was assessed through the number of years of educa-
tion as a continuous variable. Physical disorders were
assessed with a checklist of chronic disorders established by
a physician diagnosis, that has shown good concordance with
medical records.42,43 In addition to these variables, marital
status (married or non-marital partnership; separated /
divorced / widowed; and single), employment status (work-
ing or student; unemployed; retired or others − including
homemakers), and income level (low / low-average; high-
average / high) were used in the second model as indepen-
dent variables. Income categories were based on the median
of the distribution.44

Data analysis

Absolute and relative frequencies, means and standard devi-
ations were used for descriptive analysis. Multiple logistic
regression models were fit to the data. The first model
assessed the association between perceived stigma and the
presence of any 12-month anxiety or mood disorder. The sec-
ond logistic regression model estimated the association
between perceived stigma and demographic, socioeconomic
and clinical factors in the sub-sample of respondents with
any 12-month anxiety or mood disorder.

Table 1 Questions related to stigma in the WMHS-WHODAS II.

Dimension Item question Response items

Embarrassment How much embarrassment did you experience

because of your health problems during the past

30 days?

None / a little /some / a lot / or extreme

embarrassment

Discrimination How much discrimination experiences or unfair

treatment did you experience because of your

health problems during the past 30 days?

None / a little / some / a lot / or extreme discrimi-

nation or unfair treatment
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All estimates were weighted according to the character-
istics of the study design, as previously described. Statistical
significance was assessed by 95% confidence intervals (95%
CI). Data analysis was conducted using the Statistical Pack-
age for the Social Sciences (IBM SPSS Statistics), version
24.0.

Results

Table 2 presents the characteristics of the study sample
and of the sub-sample with any 12-month anxiety or mood
disorder.

Perceived stigma or discrimination in the previous
30 days was reported by 15.8% (n = 437) of the participants.
Among respondents with any 12-month anxiety or mood dis-
order, 31.2% reported perceived stigma or discrimination
(n = 238). When considering 12-month anxiety and mood
disorders separately, perceived stigma or discrimination
was reported by 30.8% (n = 176) and 37.3% (n = 134) of indi-
viduals, respectively.

Table 3 indicates that individuals with any 12-month anxi-
ety and mood disorder have approximately 2.5 times higher
odds of perceiving stigma than those without these disorders
(OR=2.48; 95%CI: 1.77-3.47 and OR=2.67; 95%CI: 1.76-4.05,
respectively) after adjusting for individuals’ characteristics,

namely age, gender, presence of any physical disorder and
psychiatric comorbidity.

Table 4 presents the factors associated with perceived
stigma and discrimination among the sub-sample of respond-
ents with any 12-month anxiety or mood disorder. The
results suggest that, among this group, retired (or others)
participants have 2.48 (95%CI: 1.24-4.94) higher odds of
reporting perceived stigma or discrimination when com-
pared to those working or students. Both clinical character-
istics under study presented a statistically significant
association with perceived stigma or discrimination. Partici-
pants with any physical disorder and with psychiatric comor-
bidity presented 2.65 (95%CI: 1.33-5.31) and 1.62 (95%CI:
1.00-2.62) higher odds of reporting perceived stigma, when
compared to those without these conditions, respectively.

Discussion

About one-third of the respondents in this study reported
perceived stigma. Although the questions about perceived
stigma were posed to respondents with significant activity
limitation, it gives an idea of the stigma held by the general
population in Portugal since perceived stigma is formed
from public and structural stigma.45 While no research on
public stigma in the general population are available,

Table 2 Demographic, socioeconomic, and clinical characteristics of the WMHS Portugal sample and sub-sample with any 12-

month anxiety or mood disorder.

Full sample (n = 3849)

Sub-sample with any 12-month

mood and anxiety disorders

% (n) % (n)

Gender1

Men 48.4 (1632) 28.3 (192)

Women 51.6 (2217) 71.7 (596)

Marital status1

Married/ Non-marital partnership 69.3 (2570) 63.5 (475)

Separated / Divorced / Widowed 10.2 (528) 11.2 (122)

Single 20.6 (751) 25.3 (191)

Employment status 2

Working or students 65.1 (1362) 66.2 (470)

Unemployed 6.8 (172) 12.4 (90)

Retired and others 28.1 (526) 21.5 (155)

Income 2

Low / Low-average 50.2 (963) 47.9 (330)

High-average / High 49.8 (1097) 52.1 (385)

Any physical disorders 2

No 31.3 (547) 18.4 (129)

Yes 68.7 (1513) 81.6 (586)

More than two mental disorders 2

No 94.5 (1844) 74.0 (570)

Yes 5.5 (216) 26.0 (218)

Mean (SD) Mean (SD)

Age 1 46.38 (16.88) 42.31 (15.84)

Education, years 2 8.76 (4.79) 9.44 (4.43)

1 Part I weighting.
2 Part II weighting.

n values not weighted

SD: standard deviation
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structural stigma is evident in the country's mental health
legislation which places restrictions on the rights of persons
with mental disorders. A new legislation giving persons with
mental disorders additional rights is currently being debated
in the country, and it would be interesting to investigate the
influence of this legislation on perceived stigma and other
stigma constructs.

Two main findings emerge from this study. First, an asso-
ciation was found between 12-month mood and anxiety dis-
orders and perceived stigma or discrimination, regardless of
individual sociodemographic and clinical characteristics.
Second, the factors associated with perceived stigma or dis-
crimination in the sub-sample of persons with any 12-month
mental disorder were also identified, and included being
retired (or others), and the comorbidity with psychiatric or
physical conditions.

These findings are in line with previous research in this
area. The international results obtained from the WMHS Ini-
tiative show that, despite some variation between coun-
tries, perceived stigma is frequent and strongly associated
with mental disorders worldwide.5,26 A two-fold increase in
the likelihood of reporting perceived stigma was found in
participants with depressive and anxiety disorders. This
association was even more robust for individuals with comor-
bid depressive and anxiety disorders,5 in line with the results
obtained in the present study.This finding has important
policy implications in terms of interventions to close the
treatment gap for the country which has one of the highest
prevalence of common mental disorders in Europe as
highlighted earlier.

The results are also partly consistent with prior research
that establishes an association between perceived stigma
and social disadvantage among persons with mental disor-
ders.46 Stigma has an important influence on the labor
market participation of persons with mental disorders, who
are more likely to have difficulties finding a job, to require
early retirement, and to be on long-term sickness
absence.47−51 Discriminatory attitudes from employers and
co-workers are likely to influence both the job opportunities
granted to people with mental disorders and their willing-
ness to actively seek work.14,51 Following this pattern, the
results of this study indicate that, among the sub-sample of
individuals with any 12-month mental disorders, those
retired (or others) were more likely to perceive stigma and
discrimination, regardless of other individual characteristics
such as age. Apart from the retired respondents being likely
older and thus more vulnerable to the double stigma of
being older and having a mental health problem,52 retire-
ment is associated with a decline in self-esteem53 a known
mediating factor linked to internal stigma. Thus, it is not
surprising that those who were retired and had a mental
health problem had the highest likelihood of internalized
stigma. Concerning education, an association between
stigma and lower educational attainment among persons
with mental disorders has been found in the literature5,26

but not in this study. However, it has been suggested that
persons with mental disorders have reduced educational
prospects and are less likely to apply to available opportuni-
ties due to the experience of stigma.26,54 Although the sam-
ple size and the cross-sectional nature of the study limits
the extent of inferences that can be made regarding this dis-
parity, it is possible some adaptive coping strategies such as
secrecy about the mental health condition or withdrawal
may have mediated the impact of stigma on educational
attainment. It may also be reasonable to hypothesize that
the collectivist values of the Portuguese that encourage
family support could have been a protective factor against
reduced educational attainment. Thus, the cultural values
that shape stigma could also be important resources to cope
with the impact of the stigma.18

The findings are also aligned with studies that have shown
an association between the presence of psychiatric comor-
bidity and the co-occurrence of psychiatric and physical con-
ditions and higher levels of perceived stigma.5 Having more
than two mental disorders was also associated with an
increased likelihood of perceived stigma. Considering them
as proxies for severity of the mental disorders, this could
indicate that more severe cases are related with increased

Table 3 Logistic regression models on the association

between 12-month mood and anxiety disorders and per-

ceived stigma.

12-month mental disorders OR (95% CI)

Anxiety Disorders 2.48 (1.77-3.47) ***

Mood Disorders 2.67 (1.76-4.05) ***

Part II weight. OR: odds ratio. CI: Confidence interval.

Model adjusted for age, gender, education, presence of more

than two mental disorders and presence of any physical disorder.
* p < 0.05; **p < 0.01; ***p < 0.001.

Table 4 Demographic, socioeconomic, and clinical charac-

teristics associated with perceived stigma among partici-

pants with any 12-month anxiety or mood disorder (n = 788).

OR (95% CI)

Age1 1.00 (0.98-1.02)

Gender

Men Ref.

Women 1.12 (0.69-1.81)

Marital status

Married/ Non-marital partnership Ref.

Separated / Divorced / Widowed 1.28 (0.65-2.51)

Single 0.87 (0.46-1.62)

Education1 1.00 (0.94-1.06)

Employment status

Working or students Ref.

Unemployed 0.92 (0.48-1.87)

Retired and others 2.48 (1.24-4.94) **

Income

Low / Low-average 1.09 (1.24-4.94)

High-average / High Ref.

Any physical disorders

No Ref.

Yes 2.65 (1.33-5.31) **

More than two mental disorders

No Ref.

Yes 1.62 (1.00-2.62) *

Part II weighting.

* p < 0.05 ** p < 0.01.
1 Continuous variables.
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stigma. These results have important implications, since
perceived stigma impacts on help-seeking behaviors, con-
tributing to treatment delay and to a lower use of health
services,3,55,56 which may exacerbate the burden of disabil-
ity in these complex clinical situations.57

The results of this study should be interpreted consider-
ing several limitations. First, stigma is a complex construct
for which specific scales and standardized measures have
been developed.58,59 In the WMHS Initiative, due to the
need to reduce respondent burden, only two questions were
used to assess perceived stigma and discrimination, which
were applied to individuals with substantial activity limita-
tions in the month prior to the interview.5,26,41,60 While the
dimensions used to assess perceived stigma (experiences of
embarrassment and discrimination) have been proposed as
good indicators of stigma,61 comparisons across studies are
limited. Additionally, the assessment of perceived stigma in
this research differed from other cross-country studies in
the WMHS Survey. As previously mentioned, given the char-
acteristics of the Portuguese survey, only a reduced number
of participants were asked the stigma related questions. To
ensure the necessary number of individuals to perform the
multivariate analyses, perceived stigma was considered to
occur when a participant reported one of the dimensions of
embarrassment or discrimination. This approach differs
from that used in the other WMHS studies, which required
the presence of both traits.5,26

Second, the stigma and discrimination questions were not
asked specifically in relation to mental disorders. However,
it has been suggested that the perceived stigma in the
WMHS can be largely attributed to the presence of mental
disorders.5,26

Third, perceived stigma was assessed in the month prior to
the interview, whereas mental disorders are 12-month based.
For episodic conditions, the previous month may not include
the time period with the disorder, while using a 12-month diag-
nosis allows the inclusion of remitted disorders that may have
residual adverse effects on perceived stigma. Additionally, per-
ceptions related to stigma can be manifestations of symptoms
of mental disorders (e.g., depressive symptoms) or be associ-
ated with disorders’ severity.56 However, the effects of stigma
have been shown to last after improvement, meaning that the
association cannot be attributed solely to the presence of
symptoms and their severity.26

Fourth, the cross-sectional study design limits causal
inference and longitudinal studies are needed to fully under-
stand the temporal relationship between mental disorders,
perceived stigma, and individuals’ socioeconomic position.

Fifth, assessment of race/ethnicity, an important factor
associated with stigma and discrimination, was not included
due to legal constraints in Portugal.

Lastly, the results of this study did not account for the
possible impact of the economic recession in the experience
of stigma and discrimination among persons with mental dis-
orders. Evidence suggests that these periods may intensify
the social exclusion of persons with mental disorders due to
more competitive labor market conditions and stigmatizing
attitudes towards mental illness.62 For instance, a study
among 27 European Union countries has shown an increase
in the unemployment gap between persons with and without
mental disorders between 2006 and 2010.62 Additionally,

Portuguese data suggests wider social inequalities among
persons with and without mental disorders due to experi-
ence of financial hardship.63

Conclusions

Despite its limitations, this study contributes to the litera-
ture by characterizing the association between stigma and
mental disorders, using a nationally representative sample
of the Portuguese population. Tackling the consequences of
stigma among persons with mental disorders, which include
an overall decrease in quality of life and social relationships,
increased levels of social disadvantage and reduced life
opportunities, should be considered a public health prior-
ity.26 Consequently, future research should focus on innova-
tive social marketing anti-stigma campaigns64 and on the
development of policies that address health care providers
awareness and that create opportunities at the educational
and labour market levels.26
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