
Stigma is stigma - a systematic review and meta-analysis of self-stigma in depressive, 

psychotic and bipolar disorder

Öznur Baştürk*1,2, Linnea Hoheisel*3, Betül Horozoğlu4, Joseph Kambeitz1, Anne-Kathrin 

Fett*4,5, Lana Kambeitz-Ilankovic*1,2

*these authors contributed equally

          1Department of Psychiatry and Psychotherapy, Faculty of Medicine and University Hospital of Cologne,         

        University of Cologne, Cologne, Germany

2Department of Psychology, Faculty of Psychology and Educational Sciences, Ludwig-Maximilian 

University, Munich, Germany

3Fischell Department of Bioengineering, University of Maryland, College Park, MD, USA

4Department of Psychology, City St George’s, University of London, London, United Kingdom

5Department of Psychosis Studies, Institute of Psychology, Psychiatry and Neuroscience, London, United 

Kingdom

Funding/Support: BH was supported by Turing Scheme funding from City St Georges 

University of London to AKF which enabled a 3 month secondment to the University of 

Cologne.

Ethical Statement: All procedures contributing to this work comply with the ethical 

standards of the relevant national and institutional committees on human experimentation and 

with the Helsinki Declaration of 1975, as revised in 2008.

Conflict of interests: LKI has served at the advisory board of Boheringer Inhelheim and 

Recordati Pharma GmbH. JK has served at the advisory board of Boheringer Inhelheim, 

Recordati Pharma GmbH, Jansen Pharmaceutica and Rovi GmbH. Other authors report no 

conflict of interest. The authors have nothing to disclose.

Data Sharing: All data used for the study has been included in the manuscript and 

supplementary material.

Declaration of Competing Interest: The authors declare no competing interests.

This preprint research paper has not been peer reviewed. Electronic copy available at: https://ssrn.com/abstract=5381265

Pr
ep

rin
t n

ot
 p

ee
r r

ev
ie

w
ed



Abstract

Background: Self-stigma in patients with severe mental health disorders is linked to shame, 

reduced self-esteem and lower quality of life. Though internalization of external attitudes 

about mental health disorders it affects individuals on cognitive, emotional, and behavioural 

level. However, little is known about the differential nature and severity of self-stigma in 

individuals with different mental health disorders. 

Methods: This systematic review and meta-analysis summarizes quantitative studies on self-

stigma in non-affective psychosis, depressive, and bipolar disorder published between January 

1, 2000, and June 26, 2024 (PUBMED, PsycINFO, Web of Science). We included peer-

reviewed studies with samples diagnosed according to DSM or ICD that used validated self-

stigma measures. The primary outcome was the mean on the internalized stigma of mental 

illness (ISMI) scale, which comprises five subscales: alienation, stereotype endorsement, 

discrimination experience, social withdrawal, and stigma resistance. In addition, data about 

hospitalisation, duration of illness, ethnicity, education, and illness severity were extracted. 

Subgroup and meta-regression analyses were conducted to explore moderators. 

Findings: Among 2628 identified studies, 162 met inclusion criteria yielding a total sample 

of 24483 patients: 19350 with non-affective psychosis (k = 134), 2339 with depressive (k = 

23), and 2618 with bipolar disorder (k = 32). There were no significant differences in mean 

ISMI between any of the diagnostic groups (all p > 0·62) or the ISMI subscales (all p > 0·05). 

Moderator analyses revealed no significant effects of demographic or clinical variables on 

overall self-stigma levels.

Interpretation: There were no differences in reported overall internalized stigma levels 

between diagnostic groups, indicating the shared experience of stigma across the three mental 

health disorder groups. The findings suggest that differential levels of external stigma 

associated with these diagnostic groups do not directly map to self-stigma, however, 

indicating that preventive and therapeutic strategies are equally needed across the diagnostic 

groups. 

Key words: Self-stigma, alienation, cognitive endorsement, social withdrawal negative 

stereotypes, severe mental health disorders 
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Introduction

Stigma is a socially devaluing attribute that leads to shame, discrimination, and exclusion by 

others1. Mental health stigma is driven by lacking knowledge and stereotypes, preconceived 

negative attitudes, and discrimination of individuals with mental health disorders1,2. 

Individuals with mental health disorders frequently experience public stigmatization and 

discrimination, including exposure to hostile attitudes or exclusion from social and 

occupational roles in society3. Common societal stigmas portray individuals with psychotic 

and bipolar disorders as dangerous, while those with depression are often seen as weak, 

inadequate, or flawed4,5. Although all mental illnesses are subject to stigma and 

discrimination6, such stereotypes may lead to greater exclusion for people with psychosis and 

bipolar disorder due to fear7–9, whereas those with depression may be treated with pity 

instead10,11. Recent findings show that mental health literacy is linked to reduced stigma12, in 

particular that psychosocial causal models can decrease stigma while biogenetic explanations 

can increase perceptions of dangerousness and social distance, especially in psychotic 

disorders. Complementary to this, the cognitive-behavioural model of stigma indicates that 

people tend to feel stronger negative emotions, fear, and anger, toward mental health 

conditions that seem less familiar or harder to relate to, such as hallucinatory or delusional 

behaviours, as compared to more common feelings like sadness2. Over time individuals with 

mental health disorders may internalize and agree with the negative external attitudes and 

discriminatory behaviours they are encountering2,13 resulting in self-stigma. The Internalized 

Stigma of Mental Illness (ISMI) scale, one of the most widely used measures for assessing 

self-stigma, conceptualizes this phenomenon in five sub-dimensions, that capture different 

facets of individuals' experiences of stigma: alienation, stereotype endorsement, perceived 

discrimination, social withdrawal, and stigma resistance14. Self-stigma includes the emotional 

experience of alienation15, cognitive endorsement of negative stereotypes16, and can manifest 

in behavioural consequences, such as social withdrawal17. There is evidence on experienced 

self-stigma in different mental health disorders, including schizophrenia, depression, and 

bipolar disorder7,18–21.  However, while self-stigma is likely common to all mental illnesses22, 

it has been suggested that the severity and exact expression may differ depending on the 

specific diagnosis23: conditions like schizophrenia face the most stigma, personality disorders 

somewhat less, and more common diagnoses such as depression and anxiety experience the 

least23. Within the framework of this meta-analysis, we place particular focus on psychosis, 

depressive disorder, bipolar disorder, and borderline personality disorder (BPD), given their 

prevalence, patterns of stigmatization, and the severity often associated with their clinical 
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trajectories. Single studies comparing self-stigma in affective and psychotic disorders have 

yielded inconsistent findings possibly due to methodological differences and varying 

conceptualizations of self-stigma24–30. In psychosis, self-stigma is worse among those who are 

unemployed, on high medication doses, or have low functioning24 . Individuals with BPD 

experience significant stigma from both the public and healthcare providers, especially those 

with more dissociative symptoms and low self-esteem25. It is found that extraversion, self-

esteem, and good social functioning help reduce self-stigma in depression. People with 

bipolar disorder often report higher self-esteem and less rejection, potentially leading to lower 

self-stigma33. However, comparative meta-analyses on diagnostic variation in self-stigma are 

still scarce22 and no previous meta-analyses compared the sub-dimensions of self-stigma. The 

extent of self-stigma and its sub-dimensions may further be moderated by demographic, 

clinical, and environmental factors23,34 is yet to be investigated.  

The primary aim of this meta-analysis was therefore to compare the intensity and patterns of 

expression of self-stigma across four different diagnoses including psychosis, depressive 

disorder, bipolar disorder, and BPD. We hypothesized that the severity and multi-

dimensionality of self-stigma would vary significantly across diagnostic groups, along the 

lines of received external stigmatisation. We expected the highest levels of self-stigma in 

psychotic disorders and BPD, followed by bipolar disorder and depression. In addition, we 

investigated whether these potential differences were moderated by key demographic and 

clinical variables.

Methods

Search strategy and selection criteria

We performed a systematic literature search in accordance with PRISMA guidelines by 

searching the PubMed, Web of Science and PsycINFO databases for studies published 

between January 1, 2000, and June 26, 2024. The following search terms were used to 

identify records in PubMed, Web of Science and PsychINFO: ("major depression" OR 

"depressive disorder" OR "mood disorder" OR "affective disorder" OR "bipolar disorder" OR 

"schizophrenia" OR "schizophrenic" OR "schizoaffective" OR "psychosis" OR "psychotic" 

OR "borderline personality disorder" OR "non-affective") AND ("self-stigma*" OR 

"internalized stigma*" OR "internalised stigma*") AND (2000/01/01:2024/06/26[dp]) 

NOT(Review[Publication Type]). Each record was initially screened based on title and 

abstract by one of three reviewers (ÖB, LH, and BH). Records that were not excluded at this 

stage proceeded to full-text screening. To ensure consistency, 30% of records at both the 

This preprint research paper has not been peer reviewed. Electronic copy available at: https://ssrn.com/abstract=5381265

Pr
ep

rin
t n

ot
 p

ee
r r

ev
ie

w
ed



title/abstract and full-text screening stages were independently assessed by a second reviewer 

from the team. The inter-rater agreement for inclusion decisions at the full-text screening 

stage was 93.1%. Discrepancies were resolved through discussion with additional researchers 

from the team (LKI, JK and AF). The study protocol was pre-registered in PROSPERO 

(CRD42024567328).

Studies were included in the meta-analysis if they matched the following inclusion criteria: 

publication in English; reporting of quantitative data; inclusion of participants diagnosed with 

a psychotic disorder (schizophrenia, schizophreniform disorder, schizoaffective disorder, 

delusional disorder, brief psychotic disorder, psychotic disorder not otherwise specified), 

affective disorder (depressive disorder, bipolar disorder), or BPD according to the Diagnostic 

and Statistical Manual (DSM), version IV or 5, or the International Classification of Diseases 

(ICD), version 10 or 11; inclusion of a minimum of 10 patients; reporting of self-stigma, 

defined as patients’ agreement with stigma related to their mental health condition and 

application of stigma to their own identity; use of the ISMI scale to quantify self-stigma. In 

studies that included multiple diagnostic groups, the inclusion criteria were applied separately 

to each diagnostic group. Data were extracted only for groups relevant to the present meta-

analysis that met all inclusion criteria. Groups outside the scope of the study were not 

considered for data extraction. We included data from quantitative studies, both observational 

and interventional studies. Only three of the retrieved studies reported self-stigma in patients 

with BPD, so this group could not be considered in the subsequent analysis 35–37.

Data extraction

Data extraction for each study was performed independently by three researchers so that data 

extraction from each article was performed twice (ÖB, LH and BH), and any disagreements 

were settled through discussion with LKI. If a study included more than one of the four 

diagnoses considered for inclusion, data was extracted separately for each diagnostic group. 

For interventional and longitudinal studies, data recorded at baseline was extracted. The 

primary outcome assessed was the mean and standard deviation of the total ISMI score. In 

addition, we extracted averages for subscales alienation, stereotype endorsement, perceived 

discrimination, social withdrawal, and stigma resistance, where available. Extracted study 

characteristics included sample size, year of publication, geographical region, as well as 

sample characteristics, namely diagnosis, age, sex, proportion of inpatients, duration of 

illness, and symptom severity. For all continuous variables, we extracted means and standard 
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deviations. If a study reported that the ISMI scale or any of its subscales were acquired but the 

scores were not provided, or the scores were not provided separately for each diagnostic 

group, we contacted the authors to obtain the missing data. 

Risk of bias assessment 

Risk of bias assessment was performed independently by ÖB and LH using the Joanna Briggs 

Institute tool for analytical cross-sectional studies38. We determined the presence of risk of 

bias based on six criteria: whether inclusion criteria were well defined; whether study subjects 

and the setting were described in detail; whether objective, standard criteria were used for 

measurement of the condition; whether confounding factors were identified; whether 

strategies to deal with confounding factors were stated; whether the outcomes were measured 

in a valid and reliable way; and whether appropriate statistical analysis was used. 

Disagreements were resolved through discussion with LKI. Records referring to studies 

conducted at the same institutions were additionally reviewed to identify duplicates. In cases 

where multiple publications reported on the same participant sample which applied to nine 

studies, only the study encompassing the larger sample size was included in the data 

extraction39–47. If studies did not report the period of data collection and included samples of 

the same size and demographic makeup (n = 5), only the newest study was included in the 

data extraction48–55.

Data analysis

We used random-effects models to pool mean ISMI total and subscale scores across studies, 

estimating separate pooled means with 95% confidence intervals for each diagnostic group. 

Heterogeneity was assessed using I2 statistics, with I2 values of 25%, 50% and 75% 

representing low, moderate, and high heterogeneity, respectively. We then conducted a 

subgroup analysis to compare total ISMI and self-stigma within each subscale between the 

diagnosis groups.  In addition, we conducted univariate random-effects meta-regression 

analyses to assess moderation of a number of key moderators of interest including age, sex, 

symptom severity, proportion of inpatients in the sample, and year of publication. We 

performed these analyses both for the full sample, i.e. across all diagnoses, and for each 

diagnosis group individually, if a minimum of three studies assessing the moderator of 

interest were available. We were unable to analyse the relationship between disorder severity 

and any of the ISMI subscales in depression and bipolar disorder due to a lack of studies. To 
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analyse the effect of study location on stigma scores, we performed a subgroup analysis 

comparing mean ISMI across geographical regions according to the definition provided by the 

United Nations Statistics Division56. 

Publication bias

We assessed publication bias by visual inspection of funnel plots and calculation of Egger’s 

test. In the case that Egger’s test was significant, trim-and-fill analysis was conducted to 

correct for publication bias. All analyses were conducted using R (version 4.2.2) with the 

metafor package57.

Results

 Bipolar (BP) Major Depressive 
Disorder (MDD) Psychosis (SZ) Group 

Comparison

 

Number 
of 
studies 
(k)

Sum/
Mean/ 
%

SD Number of 
studies (k)

Sum/
Mean/
%

SD Number of 
studies (k)

Sum/
Mean/
%

SD

Sample size 32 2618 - 23 2339 - 134 19350 -

Age 18 39·33 5·86 16 47·34 7·75 107 38·77 6·63
MDD > SZ = 

BP

Sex ratio (% 
male) 24 47·6 12·8 18 35·2 13·9 118 61·5 13·4 SZ > BP > 

MDD

Inpatient ratio 
(% inpatient) 13 7·7 0·28 9 11·1 0·33 70 12·9 0·36

SZ > MDD > 
BP

Disorder 
severity 7 7·28 6·05 3 18·23 13·19 38 48·35 20·86

SZ > MDD > 
BP

Illness 
duration 
(years)

9 13·81 5·15 5 9·20 1·21 54 13·56 6·09
BP = SZ > 

MDD

Table 1

Summary of studies included in the meta-analysis

Of the 2628 studies identified, we included a total of 162 (Figure 1) that comprised 24483 

patients (Table 1). Most studies studied self-stigma in patients with psychosis, while 32 

studies included patients with bipolar disorder and 23 studies of patients with depression. Due 

to the limited number of studies on BPD (n=3) we could not conduct any analysis on this 

This preprint research paper has not been peer reviewed. Electronic copy available at: https://ssrn.com/abstract=5381265

Pr
ep

rin
t n

ot
 p

ee
r r

ev
ie

w
ed



diagnostic group. The group with MDD had a higher mean age and a lower mean illness 

duration than the bipolar and psychosis groups. Male and female patients were approximately 

equally represented in the studies on bipolar disorder, whereas studies on depressive disorder 

included more female patients and studies on psychosis included more male patients. Across 

the studies, most individuals received outpatient treatment, with the hospitalization rate 

highest in patients with psychotic disorder and lowest in patients with bipolar disorder (Table 

1).

The pooled mean ISMI value across all diagnosis groups was 2·25 (95% CI 2·21-2·3, I² = 

98·2%), indicating a mild experience of stigma (Figure 2). The bipolar group exhibited a 

mean ISMI score of 2·18 (95% CI 2·08-2·28, I² = 97%), the depression groups a mean ISMI 

score of 2·24 (95% CI 2·15-2·33, I² = 96·4%), and the psychosis group a mean ISMI score of 

2·27 (95% CI 2·22-2·33, I² = 98·5%). I² values for the transdiagnostic and all three diagnosis-

specific analyses indicate high heterogeneity.  There were no significant differences in mean 

total ISMI score between any of the groups (bipolar vs. depression: p = 0·86; bipolar vs. 

psychosis: p = 0·62; depression vs. psychosis: p = 0·99). None of the ISMI subscale scores 

differed significantly between the diagnostic groups (all p > 0·05). See Appendix 1 for 

subscale averages across diagnosis groups and by diagnosis.  

ISMI

Moderator N β CI lower 
bound

CI upper 
bound p-value

sex ratio 133 0·287 0·019 0·556 0·254

psychosis 96 0·221 -0·145 0·587 0·495

depression 16 0·520 -0·339 1·379 0·495

bipolar 21 0·384 -0·600 1·368 0·727

publication year 155 0·015 0·002 0·027 0·254

psychosis 108 0·012 -0·004 0·027 0·495

depression 21 0·002 -0·043 0·046 0·943

bipolar 26 0·029 0·001 0·057 0·254

age 117 -0·001 -0·007 0·004 0·784

psychosis 88 -0·002 -0·009 0·006 0·784

depression 14 -0·009 -0·024 0·006 0·495
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ISMI

Moderator N β CI lower 
bound

CI upper 
bound p-value

bipolar 15 0·010 -0·008 0·029 0·495

disorder 
severity 45 0·001 -0·001 0·004 0·495

psychosis 35 0·001 -0·002 0·003 0·784

depression 3 0·016 0·014 0·018 0·140

bipolar 7 -0·013 -0·051 0·026 0·727

inpatient ratio 78 0·066 -0·108 0·239 0·727

psychosis 57 -0·043 -0·234 0·148 0·784

depression 9 0·456 -0·010 0·921 0·258

bipolar 12 0·435 -0·278 1·148 0·495

impact factor 148 -0·004 -0·025 0·017 0·784

psychosis 102 -0·005 -0·029 0·019 0·784

depression 20 -0·021 -0·138 0·096 0·784

bipolar 26 -0·012 -0·094 0·070 0·800

Table 2

Meta regression analysis of covariate effects.

Moderator analyses. The alienation (all groups: b = 0·035, p = 0·003; psychosis: b = 0·035, 

p= 0·017) and stereotype endorsement (all groups: b = 0·032, p = 0·025; psychosis: b = 

0·037, p= 0·025) subscales were significantly correlated with publication year in the full 

sample and the psychosis group (Appendix 2). No other significant associations were 

identified between any ISMI (Table 2) or subscale scores and any covariates. 

The subgroup analysis of effects of geographic region across diagnoses showed significant 

regional differences on the total ISMI and all subscales with the exception of stigma 

resistance (Appendix 3). The geographical distribution of mean scores differed between 

subscales, with individuals in East Asia exhibiting the highest stereotype endorsement (2·15, 

95% CI 1·98-2·32) but the lowest alienation (2·47, 95% CI 2·29-2·66), and individuals in 

North America exhibiting the lowest stereotype endorsement (1·81, 95% CI 1·60-2·02) but 
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the highest social withdrawal (2·20, 95% CI 2·00-2·40). There was not enough data available 

from Australia and Oceania or Central Asia to include in the subgroup analysis, and data from 

Southeast Asia and Southern Africa was only sufficient for the total ISMI score analysis.

Publication bias. The funnel plot for the ISMI total score showed some asymmetry and the 

corresponding Egger’s test was significant, indicating the presence of publication bias 

(Appendix 4). Trim-and-fill analysis resulted in a adjusted mean ISMI score of 2·24 (95% CI 

2·15-2·33, I² = 96·4%) for the depression group, 2·18 (95% CI 2·08-2·28, I² = 97·1%) for the 

bipolar group, and 2·36 (95% CI 2·31-2·41, I² = 99·0%) for the psychosis group. Group 

comparisons were not significant after applying trim-and-fill analysis (p(bipolar-depression) = 

0·845, p(bipolar-psychosis) = 0·535, p(depression-psychosis) = 0·674). There were no signs 

of publication bias regarding results for the ISMI subscales, but the outcomes of individual 

studies were highly heterogeneous. Other types of potential bias were highly prevalent in the 

studies we examined. Seventy-five percent of studies exhibited some risk of bias in at least 

one domain, with 48% of studies failing to sufficiently control for confounding factors and 

33% failing to provide sufficient detail on the administration of the ISMI scale (Appendix 5, 

6).  Studies from all years and all geographical regions exhibited risk of bias (Appendix 7).     

Discussion

To our knowledge, this is the first meta-analysis that attempted to compare self-stigma across 

cognitive, emotional, and behavioural ISMI domains in individuals diagnosed with psychosis, 

depression, bipolar disorder, and BPD. The meta-analyses included 162 studies from 49 

countries, with a total of 26062 participants across these four disorders. We hypothesized that 

the severity of self-stigma would vary significantly across diagnostic groups, along the lines 

of perceived external stigmatisation. We expected the highest levels of self-stigma in 

psychotic disorders and BPD, followed by bipolar disorder and depression. We set out to 

further investigate whether these potential differences were moderated by key demographic 

and clinical variables.

Contrary to our hypotheses, our results suggest that the overall experience of self-stigma is 

similar across the three diagnostic groups, as BPD studies were excluded. We found that 

overall self-stigma was relatively mild and reported to a similar degree across all diagnostic 

groups. However, there was substantial variation and heterogeneity in the included studies, 

suggesting inconsistency in the literature. Our findings extend previous meta-analyses on self-
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stigma in individual disorders, such as schizophrenia, that have identified moderate to high 

levels of self-stigma and its components, including perceived stigma, experienced stigma, and 

alienation24. In our meta-analysis, we also identified mild levels of self-stigma in psychosis, 

that support these earlier findings with a larger dataset. In studies investigating depression, 

self-stigma has been found to be widely globally prevalent 34. Our results are consistent with 

this, showing moderate levels of self-stigma among individuals with depressive disorders. In 

contrast, research on bipolar disorder has been highly inconsistent due to the heterogeneity of 

the included studies33. Our results contribute to clarifying this inconsistency revealing that 

self-stigma experienced by individuals with bipolar disorder does not differ from self-stigma 

in depression or psychosis. These results emphasize the need for mental health services to 

prioritize self-stigma reduction across diagnoses to support recovery and social inclusion. In 

addition, the findings raise the potential value of transdiagnostic approaches to self-stigma, as 

the underlying self-stigma experience appears consistent across disorders. 

The moderator analyses revealed that demographic and clinical factors, including age, sex 

distribution, treatment setting inpatient or outpatient, and illness duration, had no significant 

effect on self-stigma levels. However, previous meta-analyses that considered only psychosis 

revealed distinct patterns in moderators of self-stigma. For instance, in psychosis, being 

single, living in rural areas, being unemployed, and having a low income are associated with 

increased self-stigma28 while the association of higher education levels with self-stigma is 

contradictory49. In depression it was found that individuals who are married or have a partner 

report lower self-stigma, suggesting a potentially protective role of partnership34. In bipolar 

disorder, unemployment is similarly linked to higher levels of self-stigma48 although this 

could not be evaluated in our analyses due to insufficient data availability. Employment 

emerges as an important determinant of mental well-being50. Being employed is associated 

with greater self-esteem and quality of life51, suggesting that regular occupational activity 

may have both protective and therapeutic effects in mental illness. There is evidence showing 

that most individuals with psychosis and affective disorders are willing to work52. 

Nonetheless, employment rates for individuals with mental disorders are significantly lower 

than those of the general population, and most countries lack disaggregated employment data 

based on health status53. Stigma and discrimination associated with mental illness have been 

shown to have a negative impact on employment, income, public perceptions of resource 

distribution, and healthcare expenses54. These societal attitudes toward mental health issues 

result in harmful economic consequences for individuals affected by these conditions. Beyond 

personal experiences, stigma can also discourage public policymakers from prioritizing 
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investments in mental health, reinforcing existing systemic barriers. Another aspect to 

consider is, in the U.S., racial and ethnic minority groups report higher levels of self-stigma 

than White Americans64. Additionally, a study across 14 European countries found that 

individuals in societies with less public stigma, better access to treatment, and greater 

openness about mental illness experience lower self-stigma and feel more empowered65. 

These patterns call for greater attention to the influence of cultural and structural factors on 

self-stigma.

Regarding clinical factors, the relationship between illness severity and self-stigma appears 

important yet inconsistent. In schizophrenia, the significance of illness severity varies across 

studies, indicating a need for more detailed analyses24. In contrast, clearer patterns have been 

reported in depression and bipolar disorder. Particularly in depression, individuals in the 

active phase of illness report higher levels of self-stigma compared to those in remission34. In 

bipolar disorder, the presence of residual symptoms and frequent hospitalizations are 

associated with higher levels of internalized stigma48. 

The analysis suggested that findings on self-stigma may be influenced by publication bias, as 

smaller or less significant studies on overall ISMI scores may be underrepresented. However, 

this was not the case for ISMI subscales, for which results varied considerably across studies. 

Additionally, a large proportion of studies suffer from the risk of bias, mainly not adequately 

addressing confounding factors or providing insufficient clarity in the reporting process of 

ISMI scale administration. These methodological inconsistencies may have contributed to the 

heterogeneity in findings, limiting the ability to draw firm conclusions.

Our meta-analysis shows that the diagnosis does not have a crucial role in expression of self-

stigma severity, emphasizing the need for effective prevention of self-stigma across all three 

included diagnostic groups. Most psychosocial and therapeutic interventions are effective in 

reducing internalized stigma, with small to moderate effect sizes55. Psychoeducational and 

multicomponent interventions have been found to be particularly effective in addressing 

mental illness-related internalized stigma by targeting stigma awareness, coping strategies, 

and reducing negative self-beliefs55,56. Similarly, social contact interventions have 

demonstrated short-term effectiveness in reducing stigma57. Additionally, cognitive-

behavioral interventions have shown effectiveness in addressing self-stigmatizing beliefs, 

particularly in challenging negative stereotypes and feelings of alienation55.

Limitations.  The current findings need to be interpreted in the light of several limitations. 

First, majority of included studies examined self-stigma in non-affective psychotic disorders, 
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particularly in schizophrenia. The available findings in depression and bipolar disorder are 

comparably scarce. We could only identify three studies in BPD, highlighting the need for 

research on self-stigma in personality disorders. Second, we conducted a smaller scope 

moderator analysis, since data on key sociodemographic factors such as employment, racial 

background or educational level were frequently missing or inconsistently reported in selected 

studies. Third, although self-stigma is typically measured using a 1–4 item-wise scoring scale, 

a small subset of studies employed alternative intervals (e.g., 0–3); in such cases, we 

consulted the original sources and adjusted the computations accordingly. Nevertheless, a 

substantial proportion of studies did not specify the scoring intervals used, and we therefore 

assumed a 1–4 scale for the purposes of standardization. Finally, while cultural factors may 

play a role in shaping self-stigma, cross-cultural comparisons were beyond the scope of the 

present study and were therefore not examined.

Conclusion

The current meta-analysis indicates that self-stigma is equally present across psychosis, 

depressive, and bipolar disorders irrespective of moderating demographic and clinical factors. 

Individuals across multiple mental health conditions are similarly vulnerable to self-stigma 

and therefore equally in need of targeted support and intervention. While our findings provide 

insight into self-stigma across three groups of mental health disorders the moderating effects 

are still partly unknown. Future studies could address this limitation by prioritizing severe 

mental illnesses, including BPD, and collecting a broader range of data on relevant socio-

demographic, cultural, and illness characteristics. Enhancing awareness of self-stigma in 

mental health disorders may foster a more supportive environment, recommend suitable 

preventive programs and therapies, and promote well-being and resilience in individuals 

navigating through these challenges.
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Evidence Before the Study

Self-stigma describes how individuals internalize negative public beliefs about mental illness 

and has been widely recognized as a major barrier to recovery and social functioning. It can 

affect how people see themselves, how they feel emotionally, and how they behave in social 

situations. Although self-stigma has been examined within specific mental health diagnoses 

such as schizophrenia, major depression, bipolar disorder no study had systematically 

compared its severity and moderator of is expression across diagnostic groups. Without this 

comparison, it has remained unclear whether some groups are more affected than others, 

limiting our ability to tailor interventions or develop broader stigma-reduction strategies. Prior 

to this work, no comprehensive systematic review and meta-analysis had addressed this gap.

Added Value of the Study

This study is the first to directly compare the severity of self-stigma across people with 

psychotic, depressive, and bipolar disorders using a meta-analytic approach. It includes data 

from 162 studies and 24,483 individuals, all assessed using the Internalized Stigma of Mental 

Illness (ISMI) scale. Although the initial scope included borderline personality disorder, too 

few studies met inclusion criteria for this group (n = 3), and it could not be analysed further. 

Despite differences in demographics and clinical presentation between diagnostic groups, 

self-stigma levels were found to be similar. These findings point to a shared experience of 

self-stigma across different mental health disorders and support the idea that stigma-reduction 

efforts can be broadly applied, rather than tailored only to specific conditions.

Implications of All the Available Evidence

The results show that self-stigma is a widespread and comparably severe issue across 

psychotic, depressive, and bipolar disorders. This highlights the need for diagnosis-

independent approaches to stigma reduction in mental health care. Clinicians, researchers, and 

policymakers should recognize this common burden when designing interventions, shaping 

clinical practice, and developing inclusive, stigma-sensitive policies. The findings also point 

to important gaps for future research, such as identifying the key cultural and clinical factors 

that influence self-stigma and including underrepresented populations.
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Figure 2: Comparison of ISMI total scores across patient groups
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