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ABSTRACT: People with a mental illness often encounter stigma and discrimination from a
variety of sources, reinforcing negative self-perceptions and influencing their health and well-
being. Even though support systems and attitudes of the general public act as powerful sources of
stigma, views and perceptions held by people with mental illness also influence their sensitivity to
the experiences they encounter. The aim of the present qualitative study was to examine
perceptions of stigma and discrimination and self-stigma in individuals diagnosed with a mental
illness. This study adopted a narrative, descriptive method, using a semistructured interview guide
to elicit participant perceptions regarding sources of stigma, discrimination, and personal factors
that might influence their experiences. Twelve outpatients attending a clinic in Ghana were
interviewed. Thematic content analysis was completed and augmented by field notes. Participants’
perceptions about personal impacts of stigma were found to be influenced by self-stigma,
anticipated stigma and discrimination, perceived discrimination, and their knowledge about their
illness. For many participants, their views served to augment societal views, and thus reinforce
negative self-perceptions and their future. However, for other participants, their views served as a
buffer in the face of environmental situations that reflect stigma and discrimination. Stigma is a
complex, socially-sanctioned phenomenon that can seriously affect the health of people with
mental illness. As such, it requires coordinated strategies among public policy makers,
governmental bodies, and health-care providers to address stigma on a societal level, and to
address its potential impacts on broad health outcomes for individuals with mental illness.
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INTRODUCTION

The World Mental Health Surveys carried out in the
Americas, Europe, Middle East, Africa, and Asia
reported that up to 40% of individuals in developed
countries and 80% in less developed countries receive
no treatment, even for serious mental illnesses that are

associated with substantial functional disability (Demyt-
tenaere et al. 2004). In addition to scarcity of
resources, stigma and discrimination contribute to
these findings. Multiple government and non-govern-
mental documents highlight that most people with a
mental illness report experiencing stigma and discrimi-
nation (Mental Health Commission of Canada 2016;
World Health Organization 2012). According to Goff-
man (1963), stigma is an attribute that deeply discredits
and reduces the individual from a whole to a tainted
person with low social rank. Stigma is often associated
with mental illness, defines individuals in terms of dis-
tinctive features, and devalues them for such features
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(Dinos et al. 2004), thus creating barriers to accessing
treatment and clinical improvements (Hinshaw 2007).
The impacts of stigma are pervasive, including mood
instability, increased hospitalizations, poorer physical
and mental health outcomes, and lower psychosocial
functioning (Ritsher & Phelan 2004; Shrivastava et al.
2011; Thom�e et al. 2012; Oleniuk et al. 2011). These
impacts are observed globally, but are more pro-
nounced in developing countries with more traditional
societal views on mental illness and low budgetary allo-
cations to mental health services (Saxena et al. 2007;
World Health Organization 2007, 2011; Dako-Gyeke &
Asumang 2013).

Historically, research on stigma focussed on stigma
and discrimination experienced by those with mental
illness from family and others in the community and by
health systems (Brohan et al. 2011; Crocker 1999;
R€usch et al. 2009b). Data from multiple African studies
from Nigeria, Malawi, Zambia, and South Africa reflect
similar sources of stigma and discrimination experi-
enced by people with mental illness (Crabb et al. 2012;
Gureje et al. 2005; Kapungwe et al. 2010; Sorsdahl &
Stein 2010). Similar findings were also found in the
one Ghanaian study in the literature (Barke et al.
2011). More recently, some of the focus has shifted to
examining the influence of the individuals themselves,
and how their own knowledge and perceptions can
augment or buffer the negative impacts of stigma and
discrimination. This has led to a growing body of litera-
ture regarding self-stigma or internalized stigma. The
terms ‘self-stigma’ and ‘internalized stigma’ are used
interchangeably. Self-stigma is defined as a personal
response to perceived mental illness stigma (Corrigan
& Watson 2002) and a transformative process, wherein
the individual adopts a devalued view of themselves
that reflects the dominant social perceptions towards
people with mental illness (Yanos et al. 2015). Two
African studies from Ethiopia and South Africa (Assefa
et al. 2012; Sorsdahl et al. 2012) related to self-stigma
have been published, but no data specific to Ghana
were found. The aim of the present qualitative study
was to examine perceptions of stigma, discrimination,
and self-stigma in individuals who access outpatient
psychiatric services in Ghana.

Background

Anticipated stigma and acts of discrimination experi-
enced by people with mental illness have been widely
reported (Quinn et al. 2015). Many studies reported
discrimination in relation to the workplace, initiating an

intimate relationship (Daumerie et al. 2012; Parle
2012; Struch et al. 2008) or to education (Thornicroft
et al. 2009; €Uc�ok et al. 2013), as well as avoidance
from family members and members of the community
(Kapungwe et al. 2010; Yuksel et al. 2013). Younger
and more educated participants across multiple studies
concealed their diagnoses in an effort to decrease the
expected experiences of stigma and discrimination
(Sanseeha et al. 2009; €Uc�ok et al. 2013). The individ-
ual’s beliefs about the root cause of their illness were
also found to influence their perceptions surrounding
stigma. Those that attributed their illness to supernatu-
ral powers, bad karma, or cultural circumstances felt
discriminated by society (Sanseeha et al. 2009; Ward
et al. 2013). An Indian study found a common belief
that ignorance of the characteristics of the illness was
the main cause for stigma and discrimination (Shrivas-
tava et al. 2011). Interestingly, illicit drug-related
causes did not play a significant role in perceptions of
root causes of mental illness in the present study; how-
ever, a Malawi study found that 96% of participants
attributed mental illness primarily to alcohol/illicit drug
use (Crabb et al. 2012). Cultural and religious beliefs
and values surrounding the use of alcohol could con-
tribute to these differences.

Self-stigmatization exerts a powerful negative influ-
ence on an individual’s health outcomes and well-
being. Low levels of self-esteem and self-efficacy, levels
of recovery orientation, as well as more severe psychi-
atric symptoms and increased risk of suicide are all
linked to self-stigmatization (Assefa et al. 2012; Barke
et al. 2011; Branka et al. 2010; Drapalski et al. 2012;
Livingston & Boyd 2010). In some studies, those with
bipolar disorder (Brohan et al. 2011), compared to
those with unipolar depression and schizophrenia, had
higher levels of self-stigmatization (Ben-Zeev et al.
2012; Ehirlic-Ben et al. 2013), while others found that
people with schizophrenia were the most stigmatized
(Sorsdahl & Stein 2010). However, it has been more
challenging to extricate the relationship between an
individual’s perception of anticipated stigma, their
experiences with stigma and discrimination, and the
development of self-stigma. Quinn et al. (2015) found
correlations between increased discrimination and
increased anticipated social stigma and greater self-
stigma. However, the underlying mechanisms and all
potential contributors to the observed relationships
remain elusive.

Various theoretical and conceptual models explain how
internalized stigma develops. Common themes include
stressor appraisal and adaptation, self-identification with
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those with a mental illness as a group, and the dominant
ethnic and cultural perceptions surrounding mental ill-
ness. Major and O’Brien (2005) posited an ‘identity
threat model of stigma’ to explain the internalizing of
stigma. According to this model, stigma directly affects
the stigmatized person via experiences of discrimina-
tion, expectancy confirmation (anticipated stigmatizing
events occur), automatic stereotype activation (rein-
forcement of cultural stereotypes related to mental ill-
ness), and indirectly via threats to personal and social
identity. The model also includes situational cues, col-
lective representations of a person’s stigma status, per-
sonal beliefs, and motives as key factors that combine to
affect the cognitive appraisal of stigma-relevant situa-
tions. Subsequently, these outcomes largely depend on
the interactive effect of individual and public percep-
tions. The stigmatized person might come to share and
accept the public point of view about their position in
society, including acknowledgement of being devalued
and discriminated against. These influence the percep-
tion and subsequent appraisal of circumstances that the
stigmatized person might encounter, even in the
absence of activities that reflect discrimination
(Crocker 1999; Major & O’Brien 2005). In similar work,
R€usch et al. (2009a) found that specific responses to
cognitive appraisal regarding stigma (emotional stress
reactions and dysfunctional coping) had a greater role
in stigma stress appraisal among people with mental ill-
ness compared to other illnesses.

Multiple sociodemographic factors have been associ-
ated with the risk for self-stigma. Age plays a significant
role (Branka et al. 2010), with most adolescents
demonstrating uncertainty and confusion about the nat-
ure of their problems; however, only a minority of
them reported self-stigmatization (Tally 2009). Other
factors associated with self-stigma include marital sta-
tus, employment status, perceived quality of life, social
anxiety, and depression (Assefa et al. 2012; Gerlinger
et al. 2013). Significant sex and age differences were
found to exist within an African American population
in terms of attitudes and preferred coping strategies
related to mental illness (Ward et al. 2013). Low levels
of anticipated discrimination and perceived illegitimacy
of discrimination were associated with higher self-
esteem and a greater sense of empowerment (Brohan
et al. 2011; R€usch et al. 2006). Individuals who held
their group in high regard or rejected stigma as unfair
were more resilient to stigma. It is important to note
that national laws, health policies, and health spending
decisions in essence reflect societal values, and thus
can perpetuate stigma and discrimination. The political

will to improve mental health policies and services var-
ies across African countries. According to Maye et al.
(2010), mental health policies in Ghana, South Africa,
Uganda, and Zambia are weak. However, improve-
ments in policy development alone might not be suffi-
cient to address stigma and discrimination. Despite the
passage of ACT 846: Mental Health Act, 2012 in
Ghana, with its stated goals of access to basic mental
health care in the community, early identification, and
prompt community-based treatment of patients, the
implementation of these broad changes has been slow
(Read & Doku 2012).

In Ghana, most people with a mental illness remain
isolated and discriminated against by their families,
close friends, co-workers, neighbours, and partners
(Commonwealth Human Rights Initiative Africa 2008;
Read & Doku 2012). Despite 2012 legislation aimed to
bring mental health care to communities, large psychi-
atric hospitals provide the majority of services (Ofori-
Atta et al. 2010). However, for economic reasons, most
patients are treated as outpatients, including those with
severe symptoms who would likely be hospitalized in
other countries. Available pharmacotherapies include
multiple classes of antidepressants, benzodiazepines,
and both traditional and atypical antipsychotics; how-
ever, the choices are limited by patient affordability
and regional availability. Adjunctive therapies include
psychosocial therapy (client and family education), indi-
vidual therapy, recreational therapy, therapeutic com-
munity, clinical counselling, and rehabilitation
activities. To support longstanding beliefs and values,
faith and traditional healers are legally able to offer
care to people diagnosed with mental illness.

The lack of inpatient resources for those with severe
symptoms or acute exacerbations of their long-term men-
tal illness might serve to reinforce social stigma and
increase discriminatory behaviours. In traditional Ghana-
ian society, mental illnesses are viewed within the context
of spiritualism and ‘juju’ (somebody using spiritual powers
to make another have a mental illness). These beliefs likely
increase the risk for acts of discrimination and the devel-
opment of self-stigma. Although some disavow these
beliefs, many still hold onto these traditional views.

Although data are available about the environmental
and social contextual sources of stigma and discrimina-
tion in Ghana, there remains a paucity of information
about the contribution of individual factors to the per-
ceptions and experiences of stigma and discrimination,
and about the degree of self-stigma in those with a
mental illness. The objectives of the present study were
to fill that gap in our understanding by interviewing
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individuals with a mental illness, documenting their
perceptions of stigma and their experiences of discrimi-
nation, and examining their narratives for evidence of
self-stigma.

STUDY DESIGN AND METHODS

A descriptive, narrative method using a semistructured
interview guide elicited perceptions about stigma and
discrimination experienced by the participants, their
views on the potential sources of such attitudes and
behaviours from others, and evidence of self-stigma.
The choice of the method was based on our desire to
make the world of persons with a mental illness in
Ghana visible through the interpretation of their narra-
tives and the discovery of the meaning they attach to
their spoken words (Lobiondo-Wood & Haber 2013).

Inclusion criteria for this convenience sample
included: (i) age 18–65 years; (ii) attending an outpa-
tient clinic for the treatment of a mental illness;
(iii) able to speak English, Twi, or Ga (the languages
spoken by the principal investigator); and (iv) the ability
to articulate perceptions and experiences in response to
open-ended questions. Exclusion criteria included first-
time clinic attendees and relapsed patients coming back
for acute treatment. The staff of the outpatient clinic
sought permission from patients to forward their names
to the research team. The research team contacted
interested individuals, provided further information
about the study, and if in agreement, obtained written
consent. The University of Ghana Ethics Committee
(Accra, Ghana) granted ethics approval.

A single investigator (SG) interviewed all partici-
pants, with data collection continuing until no new
themes emerged during the interviews. Individual
interviews ensured privacy, prevented influence from
others, and generated a rich text of personal responses
from each participant. All participants could speak
English, and chose a private room at the clinic for
interview. Topics covered included demographics (age,
marital status, and diagnosis) employment history, liv-
ing arrangements, perceptions about how one was trea-
ted within the home and within the community, how
the perceived treatment affected them and their health,
strategies used to deal with how one was treated, and
suggestions to others about how to address stigma and
discrimination. The interviews were audiotaped and
transcribed verbatim, using pseudonyms to ensure con-
fidentiality. Field notes regarding non-verbal observa-
tions were completed after each interview. Follow-up
interviews with three participants, as a member-

checking strategy (Sandelowski 1998), were possible
and enabled the interviewer to affirm interpretation of
the issues raised by the participants.

Thematic content analysis as conceptualized within
grounded theory (Milliken & Schreiber 2012) was com-
pleted with the transcripts and field notes. The research
team members each read all of the transcripts. The ana-
lytic process was iterative and involved manual coding of
all key words, statements, or ideas from the transcripts,
followed by grouping into common themes, categories,
and subcategories. Emerging themes were summarized
into narrative text, with key statements from the partici-
pants used to illustrate and support the main themes.

RESULTS

Demographic characteristics of the participants

Of the 25 individuals approached for interviews, 12 con-
sented. The participants included nine males and three
females, with a range of mental illnesses and durations
of illness (Table 1). More women declined to participate
when approached compared to men (9 women and 4
men). The majority of participants were single (8/12),
unemployed (8/12), lived with family members or friends
(10/12), and endorsed a Christian faith (10/12). The
duration of treatment for their particular illness ranged
from 8 months to 18 years (mean treatment dura-
tion = 4.7 years). Their ages ranged between 18 and
50 years (mean age = 29.8 years). All of the participants
had some form of education, with two participants being
university graduates. The participants represented four
ethnic groups, with the majority being Akan, which is
the largest ethnic group in Ghana. It is important to note
that, in Ghana, a seizure disorder is considered a mental
illness and treated within the psychiatric service system.
In North America, these disorders are treated within
neurology, which might partially explain why the three
participants with seizure disorders in this study had very
similar perceptions of stigma and experiences of discrim-
ination to those of participants with diagnoses of
schizophrenia or bipolar disorder.

Six major thematic foci arose from the transcripts:
(i) perceptions about stigma and experiences of dis-
crimination; (ii) establishing causality for one’s prob-
lems; (iii) responses to discrimination; (iv) self-stigma;
(v) role of self-esteem and faith; and (vi) potential
strategies to address social stigma. Of note, the partici-
pants did not discriminate between stigma and discrim-
ination, so we have reported them under one
overarching theme.
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Perceptions about stigma and experiences of
discrimination

All of the participants gave examples of being stigma-
tized and experiencing acts of discrimination. Two par-
ticipants spoke about the loss of an intimate
relationship and felt that their illness underpinned the
loss:

I’m sure it’s because of this problem that my wife left
me. . .when I came home, my wife’s reaction towards
me suddenly changed. . .she left me after I had been
discharged from the hospital. (Alex)

I think it’s because of my illness that’s why he (my boy-
friend) is no more interested in me. I feel rejected and
discriminated against. (Evelyn)

Common experiences included the loss of previous
close social relationships, opinions discounted or deci-
sions made for them, and loss of occupational status.
Korankye commented that it was ‘as if you don’t
exist. . .like they are isolating me as not being human
beings anymore’. Dan commented about the impor-
tance of occupational status:

When you have something to defend yourself, like you
have a job, you have income, you know family and
friends, you will be able to defend yourself.

Alex spoke of his experience of workplace
discrimination:

When I was discharged, I was changed. I was taken to a
different (work) site, which doesn’t fit my qualifications.

He (my boss) indirectly made some statements, making
me know I’m no more competent for my work because
of my condition. They cut down my salary.

Establishing causality for one’s problems

Initially, the majority of participants considered or were
told that the problem was a spiritual one, although many
comments reflected both Christian and traditional think-
ing around spirituality. Many sought help from their
Christian church members or pastor. Those who strongly
held the more traditional view of being cursed or being
invaded by evil spirits paid community healers to rid
them of the curse or evil spirit. Eventually all sought hos-
pital care, either on the advice of their mother or the
church. A few attributed their illness to specific events,
such as a breakup of an intimate relationship or God’s
punishment for previous poor behaviour:

I was sick. I got up and I was in a hospital. I didn’t
know what was going on. . .my mother said there was
something (like foam) on my mouth, but I didn’t (un-
derstand) why all this was going on. . ..I’ve done some-
thing (bad) and the person went to juju man and did
something. I was also thinking the same way my
mother and father were thinking. Because the time I
was born I wasn’t like this, but. . .I’ve not done any-
thing to anyone. (Sampson)

When it (the illness) started, people were saying it’s
not real, so I’d been going to church, from one church
to another. . ..The doctor said that I’m sick, but he
didn’t tell me the particular sickness, but he said he
can help. . ..At that time, I didn’t know it was a

TABLE 1: Demographic data of participants

Name Age (years) Diagnosis

Treatment

duration (years) Education Living with Marital status Occupation Religion

Joe 33 Schizophrenia 4 Graduate Wife Married Teacher Muslim

Nana 48 Alcoholism 2 MSLC Family Married Unemployed Christian

Adwoa 19 Epilepsy 3 SSSCE Family Single Unemployed Muslim

Sampson 20 Epilepsy 2 NVTI Family Single Unemployed Christian

Addae 31 Schizophrenia 6 JSS Brother Single Corn miller Christian

Owusu 45 Schizophrenia >15 MSLC Mother Single Unemployed Christian

Dan 23 Bipolar disorder 6 Graduate Aunt Single Service personnel Christian

Evelyn 20 Bipolar disorder 2 SSSCE Mother Single Student Christian

Alex 38 Schizophrenia 4 HND Alone Separated Unemployed Christian

Ama 25 Epilepsy 8 JSS Family Divorced Unemployed Christian

Korankye 32 Schizophrenia 5 JSS Friend Single Unemployed Christian

Kumi 23 Schizophrenia 3 SSSCE Family Single Unemployed Christian

HND, Higher National Diploma; JSS, junior secondary school; MSLC, Middle School Leaving Certificate; NVTI, National Vocational

Technical Institute; SSSCE, Senior Secondary School Certificate of Education.
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sickness. I thought maybe someone was doing me. I
sometimes feel bad. (Ama)

People around me (were) telling me that it seems all
was not well with me. I also saw that I wasn’t behaving
normally. . .they told me that it can be spiritual, so they
took me to a church for people to pray for me, and
because of that we were only resorting to church.

(Korankye)

Personal responses to discrimination

The predominant subthemes included the importance of
secrecy, anticipation of stigma and discrimination by self
or those they lived with, social withdrawal, and self-isola-
tion. All spoke about the value of hiding one’s illness as a
way to avoid discrimination, and some added that this
strategy also helped to avoid others using the spirits
against them. The desire for secrecy led many to under-
take multiple moves from various communities to avoid
those who knew about their illness and to quit work, not
because they could not do the work, but rather, they
described feeling unable to manage their co-workers’
discriminating behaviours. Many spoke of increasing
their time spent praying and reading the bible:

Sometimes I feel uneasy, especially when I’m out; I’ll
be looking around hoping not to see anyone I
know. . .maybe the person might tell other people
about my condition and the people will also get to
know. That’s what I fear most. (Alex)

So I go to my room, I switch on my television. . ..Some-
times too if I’m really angry, I will exchange words with
other people. . .so that they know I am also a human
being. . .and I pray too and tell God to help me. . ..My
mother said because of my condition she will not like
me to go out and do anything for people to treat me
bad. (Kumi)

Korankye expressed anticipatory discrimination and
his typical response:

Already most of the time when I see (old friends), I try
to dodge. I want to be alone so that no one will point
fingers at me anymore or say anything that will hurt
me again. . .when it gets too much, I just stay in my
room watch television and listen to gospel music.

Emotionally, participants spoke of a loss of trust in
others, feeling rejected, neglected, powerless, and anx-
ious about their future:

I fear for the future. I think when this sickness comes
back, people will know more that I’m sick and the
stigmatization will increase. I feel disturbed. (Evelyn)

However, some participants maintained personal rela-
tionships with others, which helped them remain positive
about their lives. Others felt they had specific strategies
to ward against the impact of acts of discrimination:

I’ve come to the conclusion that you are what you
think you are; nobody can think who you are for
you. . .what people say about you doesn’t have to be
what you say about yourself. (Dan)

Evidence of self-stigma

No participant used the terms ‘self-stigma’ or ‘internal-
izing stigma’ in their narrative; however, some com-
ments and behaviours were obviously reflective of
stigma internalization, while other descriptions were
subtler. For example, acceptance of social rejection
and rejection of group membership might underlie the
abundant use of self-isolation and hiding one’s diagno-
sis as responses to stigma and discrimination, but could
also represent internalization of stigma:

I also thought it good that I shouldn’t go (out in) pub-
lic. . .I can see that they don’t want me to be with them
again, so I thought it wise that I will not go there.

(Korankye)

Nana felt: ‘I have become somebody different’, and
Ama stated: ‘I don’t think I can marry again because of
the way the thing is going on’. Evelyn reflected:

I thought I knew who I was till I was diagnosed with
bipolar, but now I’m struggling with identifying with
my personality, with being somebody who has this ill-
ness, because I tend to see people with this illness and
it deteriorates their well-being, their life, and every-
thing.

Ama recounted that:

She (her friend) said ‘Ooh. . .one of our friends said
when we go out with you, you’ll go and fall and things’,
so that’s why we didn’t call you, and I said ‘Oooh okay,
it’s a good idea too’. I feel sad, it pains me, because
this is the time I need them, and they said no! They
don’t need me, so I have to leave them.

A few participants rejected passive acceptance of
discriminatory behaviours and described how friends or
church leaders helped them attenuate the distress over
such behaviours by others. Owusu spoke of attending
bible studies as a way of dealing with his illness and
others’ reactions:

I usually chat with my friends with whom I attend the
discussion. They give me encouragement.
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Role of self-esteem and faith

Many participants expressed guarded optimism that
medical treatment and/or their faith in God would
make their symptoms disappear and they would
recover. Quotes from several participants provide
examples of self-esteem boosting:

For what I know is that, for illness, everybody can get
sick, and it is not me alone that I have fallen sick. (Joe)

The cause was a reaction to a drug, not a mental
illness. (Adwoa)

This is not my permanent state. This is what I believe.
(Addae)

Dan defined self-esteem, but at the same time
expressed a common subtheme of uncertainty:

(Self-esteem) comes with a sense of being valued by
family, friends, or a group of people. . .also comes with
knowing who you are deeply. I thought I knew who I
was till I was diagnosed with bipolar, but now I’m
struggling with identifying with my personality. I strug-
gle to see the positive aspects.

Evelyn also expressed guarded optimism:

I think my self-confidence has been shut down ever
since I was diagnosed with this illness, so it will take
some time for it to build back. My self-esteem comes
with physical value; a sense of being valued by family,
friends, or a group of people also come with knowing
who you are deeply.

Potential strategies to address stigma and
discrimination

Most participants expressed views that the government
should fund various types of support, including finan-
cial support to start one’s own business, increase fund-
ing for drug therapies, support to display the gifts/
talents of those affected by mental illness, and group
homes for those abandoned by their families. Other
commonly-held views included increasing multimedia
public messaging/educational programming on how to
interact those with mental illness, on seeking medical
treatment at onset of symptoms, and on focussing on
strengths rather than limitations. Several participants
expressed views that those who displayed stigma or dis-
criminated against those with mental illness should go
to court, be sued, or jailed:

People should be educated to accept us. . .something
on the radio or television. . .so that we’ll also be

considered as part of society and not isolated from
society. (Korankye)

When it starts, she or he must go to the hospital first
to hear what the doctor will say, but when the doctor
said there is nothing wrong with him or her, then she
can start going to church and things. . ..not listen about
what the people will say. (Ama)

DISCUSSION

The aim of the present study was to examine percep-
tions of stigma, discrimination, and self- stigma with
outpatients from a psychiatric clinic in Ghana. The par-
ticipants in this study identified common experiences
of stigma and discrimination, including anticipated
stigma, perceived discrimination, and various under-
standings about their illness. The experiences they
described were mostly negative in their interactions
with others. They described how they came to share
and accept the public point of view about their position
in society. They felt sad as a result, and looked down
on themselves. These findings are consistent with the
identity threat model of stigma (Major & O’Brien
2005), and with €Uc�ok et al.’s (2013) findings, where
the majority of their participants did not apply for
work, training, or education, and concealed their diag-
nosis because of anticipated discrimination. Our find-
ings are similar to those of other African studies.
People with mental illness experience common feelings
of guilt, concealment, isolation, and segregation; are
perceived as incompetent; relate their symptoms to
supernatural or spiritual sources; describe families as
significant sources of stigma and discrimination; and
encounter co-workers who refuse to work with them
(Crabb et al. 2012; Gureje et al. 2005; Kapungwe et al.
2010; Sorsdahl & Stein 2010). These qualitative data
also provide added depth and support for Barke et al.’s
(2011) quantitative study in Ghana, where the majority
of respondents endorsed socially-restrictive roles; how-
ever, some held more benevolent attitudes, despite
describing unfair treatment from partners, family mem-
bers, friends, employers, and the public. This might
reflect self-stigma. Perhaps only direct open discrimina-
tory behaviours are considered discrimination, whereas
subtler expressions of unfairness are expected based on
societal standards, and thus to some degree are accept-
able. Our finding that secrecy about having a mental
illness was the dominant coping strategy also mirrored
Barke et al.’s (2011) work.

There was evidence that many of the participants
had internalized stigma or expressed some personal
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acceptance of societal views about people with mental
illness. Their narratives support the results of Assefa
et al. (2012), who found that social withdrawal, per-
ceived discrimination, alienation, and stereotype
endorsement explained 70% of the variance in scores
on the Internalized Stigma of Mental Illness scale.
Although Sorsdahl et al. (2012) did not find similar
high levels of self-stigma in their study in South Africa,
the discrepancy could be due to their focus on a popu-
lation with depression and anxiety disorders.

Previous studies report that families who have a
family member with a mental illness also experience
stigma and discrimination within their community
(Gureje et al. 2005; Kadri et al. 2004); however, none
of the participants in this study spoke of this. This
could be due to interviewing only the family member
with the mental illness, rather than multiple family
members. Participants also did not perceive that others
thought them as dangerous, which differs from the
findings of other African studies (Gureje et al. 2005;
Kapungwe et al. 2010). In addition, the degree of per-
ceived stigma and discrimination appeared independent
of diagnosis, which differs from the results of Sorsdahl
& Stein 2010, who found that those with a diagnosis of
schizophrenia were the most stigmatized. Previous Afri-
can studies did not address government responsibilities
or legal strategies to address stigma and discriminatory
behaviours, as the aims of these studies focussed on
public views towards mental illness and individual
experiences of perceived stigma and discrimination.

Lastly, these data support other African studies that
health professionals are not immune to public beliefs about
mental illness, and as such, might perpetuate stigma and
discriminatory behaviours overtly and covertly in their
interactions with individuals and their families (Kapungwe
et al. 2010). Health-care providers’ beliefs and care can
affirm the patient’s self-stigma, and thus affect clinical out-
comes (Fournier 2011; Gureje & Alem 2000).

Limitations

The findings of the present study must be viewed in
the context of Ghana, and thus might not be generaliz-
able to other countries. However, from our review of
the literature related to this project, it seems that
stigma and acts of discrimination towards people with
mental illness are global phenomena. What might differ
are specific types of discriminatory behaviours and
legislated policies and laws that prevent overt discrimi-
nation in the workplace or other aspects of individuals’
lives.

CONCLUSION

The stigmatization of individuals living with a mental
illness continues to be an issue worldwide. The partici-
pants in the present study each shared their experi-
ences of stigma and discrimination that were
widespread and persistent in all facets of their life.
Their narratives also reflected significant self-stigma,
which carries with it multiple negative impacts on clini-
cal outcomes and on quality of life. However, eliminat-
ing the experience of stigma and discrimination
requires a multifaceted approach by health-care provi-
ders, policy makers, government, and the person with
the mental illness and their family.

Relevance for clinical practice

Attribution is a key element to perception. Further
research could address whether self-stigma and com-
ments and behaviours by others feed on each other to
increase a sense of powerlessness and hopelessness,
leading to increased self-stigma. Would addressing self-
stigma with patients provide nurses with opportunities
to decrease self-reinforcing stigmatizing thoughts? Sev-
eral participants rejected the predominant societal
beliefs and expressed a more positive outlook, felt more
in control, and understood the value of social relation-
ships. A more in-depth study specific to how those with
mental illness in Ghana who have been able to define
themselves beyond their illness could shed light on
developing targeted interventions to reduce self-stigma.
A recent review highlighted common elements to inter-
vention approaches that have been developed to
address self-stigma (psychoeducation to counter myths;
cognitive components to provide opportunities to iden-
tify and combat self-stigmatizing thoughts and beliefs;
an emphasis on narration to make sense of, and mean-
ing to, experiences and strategies to increase hope,
empowerment, and motivation) (Yanos et al. 2015).
These elements could be useful in developing novel
nursing interventions specific to the context of Ghana-
ian families and communities.

It is important to emphasize that interventions
aimed at the individual would in no way absolve all
levels of government and public service agencies from
ongoing effort to stem societal stigma and discrimina-
tion against people with mental illness. As patient advo-
cates, nurses also need to evaluate their educational
programmes in terms of addressing stigma and avoiding
perpetuation of societal beliefs regarding people with
mental illness. Positive media portrayal of people
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diagnosed with mental illness would also go a long way
in reducing their negative expectations of themselves,
and replace them with personal strength and hope.
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