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ABSTRACT
Background: In this paper we deliberate mental illness stigma in the Israeli context
and suggest ways to reduce it, emphasizing the community’s role in the rehabilitation of persons with mental illness.
Material: A literature review of Israeli and international literature of mental
illness stigma.
Discussion: Community mental health, in addition to its traditional focus on
developing community-based services, should focus also on community-based
interventions such as the delivery of anti-stigma interventions.
Conclusions: Providing individualized rehabilitation services in the community
while addressing stigma-induced social barriers may create a better recovery
ground for Israelis with mental illness.
Key words: mental illness stigma, psychiatric rehabilitation, social inclusion of
persons with mental illness in Israel, strategies to reduce mental illness stigma

INTRODUCTION
‘Owth’ (Genesis 4:15) means a sign, omen, warning or remembrance, and refers to the biblical passage where God declared that Cain was cursed. The modern use of ‘mark of Cain’ labels persons
with a distinguishing characteristic and, in the process, devalues them. Throughout history, the label
of mental illness has similarly marked persons, and differentiated them from those without a mental
illness (Gray, 2002; Angermeyer & Matschinger, 2003; Lee et al., 2005). This ‘mark’, or stigma,
refers to negative stereotyped beliefs, prejudice and behaviors toward persons with mental illness.
Stereotyping and prejudice, in turn, may results in barriers to consumers’ access to knowledgeable
health care, treatment, social resources, social inclusion and opportunities for recovery (Deegan,
1997; Wahl, 1999; Kadri & Sartorius, 2005). Negative attitudes and behavior toward persons with
mental illness, which are often internalized by consumers (Ritsher & Phelan, 2004; Lysaker et al.,
2007), frequently generate feelings of shame, guilt, low self-esteem, social dependence, isolation
and hopelessness (Link et al., 2001; Rüsch et al., 2006). Moreover, underutilization of mental health
services is one of the main consequences of stigma (United States Public Health Service Office of
the Surgeon General, 1999; Judd et al., 2006). Social behaviors that stigmatize persons with mental
illness may impede their willingness to use those services that they could otherwise benefit from.
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Psychiatric rehabilitation in Israel, similar to that in other countries, emphasizes support services and skills training to facilitate consumers’ opportunity to set and pursue personal goals,
including attempts to fulfill work, family, social and community roles (Grinshpoon et al., 2006). The
rehabilitation services offered, however, focus almost exclusively on the person trying to recover,
paying little attention to the context in which recovery occurs. Deegan (1995) has stressed the
importance of not only directing efforts towards the individual’s rehabilitation, but also enlarging
the mainstream to accommodate persons with diverse functional capabilities, and leaves ‘no one
stranded on the fringes’. Hence, strategies for recovery and community integration of persons
with mental illness must expand beyond rehabilitation services to include efforts to increase social
inclusion and access for persons with mental illness while decreasing stereotyping, prejudice
and discrimination.
In this article we review and analyze the degree and nature of mental illness stigma in Israel,
and then propose how this might be addressed, while recognizing the importance of shifting from
individual basis rehabilitation models to broader community models.

MENTAL ILLNESS STIGMA:
A BRIEF OVERVIEW OF THE CURRENT WORLD-WIDE SITUATION
Stereotypes, prejudice and discrimination against persons with mental illness are common phenomena in western culture. For example, 75% of the American public view persons with mental
illness as dangerous (Link et al., 1999). In a study conducted in Germany (Angermeyer &
Matschinger, 2005), almost two-thirds of respondents shared the view that ‘former mental patients’
are disadvantaged when it comes to applying for a job or dating and over half believed that persons
in German society think less of a person who has been hospitalized in a ‘mental hospital’. In a
Canadian survey of attitudes towards disabilities, respondents reported that, of all disabilities, they
were the much less comfortable when in the presence of someone with a mental illness. For example,
the greatest degree of comfort is associated with ‘physical’ disabilities (i.e. 80% would feel very or
somewhat comfortable around someone using a wheelchair) while it is less comfortable being around
persons with ‘hidden’ or ‘internal’ disabilities (i.e. 46% would feel very or somewhat comfortable
around someone with chronic depression) (Canadian Attitudes Towards Disability Issues, 2004).
Two-thirds of the public surveyed in Switzerland favored revoking drivers’ licenses of persons with
mental illness (Nordt et al., 2006). In a survey of consumers in the United Kingdom, 70% reported
that either they or a family member had experienced stigma as a result of mental illness (Mental
Health Foundation, London, UK, 2000). Of those, 56% experienced stigma within their own family,
52% from friends, 44% from their primary care physician, 32% from other healthcare professionals
and 30% in their workplace. Recent studies indicate that mental health professionals hold negative
stereotypes (i.e. persons with mental illness are more ‘dangerous’, ‘unpredictable’, ‘unreliable’, ‘lazy’
than the general public), stigmatizing attitudes (i.e. low expectations about long outcomes and
prognosis), and display a high level of social distance (i.e. unwillingness to interact with/live
next to/marry/have children with a person with mental illness) toward persons with mental illness
(Caldwell & Jorm, 2001; Lauber et al., 2006; Nordt et al., 2006). In some studies, mental health
professionals displayed the same or higher levels of negative stereotypes and social distance toward
persons with mental illness than the general public (Van Dorn et al., 2005; Nordt et al., 2006).
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As a result of the growing awareness of how common and universal stigma is, along with a growing
appreciation of its devastating consequences, advocacy groups and anti-stigma programmes around
the world have increased (Sartorius & Schulze, 2005; Read et al., 2006; Saxena et al., 2006). Wellknown campaigns are those in Australia, the United Kingdom, the United States, Canada, New
Zealand, and the Global Program against Stigma and Discrimination Because Of Schizophrenia,
launched by the World Psychiatric Association (WPA) (Vaughan & Hansen, 2004; Pinfold et al.,
2005; Sartorius & Schulze, 2005; Wittwer, 2006).
As evident from this brief review, stigma is, unfortunately, a common and widespread phenomenon. There is, however, an increasing awareness and appreciation of its devastating consequences, and a growing effort to combat it. Next we will discuss the current situation in the
mental health field in Israel.

CURRENT STATUS OF PROGRAMS IN ISRAEL – THE COMMUNITY’S ROLE
IN THE REHABILITATION AND RECOVERY PROCESS
In Israel, the public’s awareness of mental health issues, and the stigma attached to it, has increased
in recent years. This increase happened mostly due to mental health reforms, such as shifting the
locus of care from psychiatric hospitals to care in community-based facilities and the growing
number of mental health rehabilitation services in the community (Aviram, 1996; Grinshpoon
et al., 2006; Aviram et al., 2007). More Israelis with mental illnesses are living in the community,
and can make use of rehabilitation services for supportive education, supported employment and
housing in the community (Grinshpoon et al., 2006).
This positive shift towards growing community services strengthened the community’s influence
on the rehabilitation process, and the recovery and social inclusion of persons with mental illness.
However, Israeli mental health services focus almost exclusively on one side of the equation, namely
on interventions for consumers. There is an unmet need in Israel to integrate lessons learned from
anti-stigma programs in other locations into the rehabilitation process to overcome community
barriers, and to increase the access to services, opportunities for integration and active citizenship
for persons with mental illness.
The results of this oversight are evident in the findings from recent Israeli studies on the public’s
attitude and behaviors toward persons with mental illness. Studies indicate that the Israeli public
holds negative, stereotyping attitudes, and that there is evidence of discriminatory behaviors toward
persons with mental illness (Feldman, in press; Struch et al., 2007).
Struch et al. (2007) surveyed a sample of Israeli adults aged 21 and older to examine their attitudes
toward persons with mental illness. When participants were asked which are the most common
characteristics of persons with mental illness, more than 50% replied that persons with mental
illness demonstrate ‘bizarre behavior, language irregularities and unkempt personal appearance’.
Eighty percent mentioned that persons with mental illness are ‘unpredictable’. Moreover, while
64% agreed that persons with mental illness can work, 58% thought that they cannot work in a
normal job, such as a bank clerk. Behavior patterns revealed the well-documented NIMBY (Not
In My Back Yard) phenomenon: 40% replied that they would not want a person with mental illness
living in their neighborhood; 88% said that they would not let a person with mental illness take
their children to school; and 50% replied that they are willing to help a person with mental illness
but are not willing to be his or her friend.
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These findings indicate that the public holds negative attitudes and behavior toward persons with
mental illness, which are likely to act as a major barrier in their rehabilitation process, recovery
and social inclusion.
In the following section, we review the major barriers to rehabilitation and social inclusion of
persons with mental illness identified in the professional literature – while emphasizing their relevance to Israeli efforts to promote access and life opportunities of persons with mental illness.

BARRIERS TO REHABILITATION AND SOCIAL INCLUSION OF PERSONS
WITH MENTAL ILLNESS – WORLDWIDE AND IN ISRAEL
Israeli society is similar to that of other countries and cultures where the general public stereotypes
and stigmatizes persons with mental illness, and, as a result, may block opportunities for them to
assume community roles. The professional literature shows that specific groups emerge as potential
barriers to promotion of mental health interventions. These groups, usually referred to as power
groups, are defined as groups whose attitudes about, and behaviors toward, persons with mental
illness have significant impact on their life opportunities (Corrigan, 2004). Hence, the most effective anti-stigma programmes are tailored to the specific perceptions, concerns, behaviors and
contexts of the power group (Corrigan, 2004; World Psychiatric Association, 2005). Those groups
are: landlords, employers, criminal justice professionals, persons with mental illness who adopt
self-stigmatization, families of persons with mental illness, healthcare providers, public policymakers and the media (Ishige & Hayashi, 2005; Pinfold et al., 2005; Sartorius & Schulze, 2005;
Stuart, 2006a, 2006b).
First we want to refer to the Hebrew terminology for mental illness due to its potential effect on
the attitude and behavior of power groups toward persons with mental illness. The Hebrew term
for mental illness (‘machalat nefesh’) means the ‘disease of the soul’. As stressed by Levav et al.,
(2005), this term is highly dissonant with current scientific concepts whereby mental disorders
are recognized as bio-psycho-social entities. Using the word soul (‘nefesh’) may suggest that the
spiritual essence of a person is affected by the psychiatric disorder and that the dreams, hopes, love
and decisions of persons with mental illness are diseased (Levav et al., 2005; Oren, in press). The
‘soul approach’ may also add to the metaphysical characteristic of mental illness, an approach that
is common among religious persons, both Jews and Muslim Arabs (Denny, 1988; Bilu & Goodman,
1997; Goodman, 2001; Al-Krenawi, 2002).

Landlords
Safe, reliable shelter is a basic human need. Unfortunately, many persons with mental illness are
unable to obtain housing. Landlords may refuse to rent to persons with mental illness, or may
block independent housing goals by not permitting reasonable accommodations. In other cases,
persons from the community, and policy-makers, are blocking housing options of persons with
mental illness.
In recent years the Israeli press has reported incidents where community members protested
against hostels and other community-based housing for persons with mental illness. In at least
one case, the protests escalated into burning and destruction of an existing hostel for persons with
mental illness and retardation. Local residents have appealed to mayors and other politicians to
prevent hostels in their neighborhoods. As a result of residents’ pressure, some mayors promote
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legislation that will limit community-based housing for persons with mental illness or with substance abuse disorders.

Employers
Holding a job provides an important opportunity to function in society as an adult, and contributes
to building a social network. Moreover, a salary helps to improve quality of life, and to prevent
living in poverty, a common consequence of mental illness (Henry & Lucca, 2004; Marwaha &
Johnson, 2004). Unfortunately, many employers hold negative attitudes towards persons with
mental illness, and as a result are unwilling to hire or provide reasonable accommodations (Scheid,
2005; Stuart, 2006a). One of the most critical barriers to the employment of persons with mental
illness is the degree of social stigma and thus is connected to most employment-related problems:
even though the majority of persons with mental disorders desire regular work, their unemployment
rates are three to five times higher than among those without mental disorders (Sturm et al., 1999);
consumers are concerned about losing Supplemental Security Income (SSI) and Social Security
Disability Insurance (SSDI) benefits; they feel embarrassed about symptoms and side effects of
medications; they lack the training and skills necessary for certain jobs; and they have inculcated
low expectations communicated to them from support staff and others (McQuilken et al., 2003).
According to the Commission for Equal Rights of Persons with Disabilities (State of Israel,
Ministry of Justice, 2006), employment rates of persons with disabilities are very low when compared with the rest of the population. Persons with disabilities work more often than others in
part-time positions, lower-paying occupations, and receive less professional training. Moreover,
income from employment and job security are very low compared with those without disabilities.
Lastly, in old age, the employment rates of persons with disabilities are negligible compared with
the 20% that are employed from the rest of the population at the same ages. The National Insurance
Institute report for 2005 indicates that the largest group of persons who receive General Disability
Allowances are persons with psychiatric disabilities (31% of total recipients) (Annual Review
for 2005, the National Insurance Institute, Chapter 5). In this large group of 50,000 persons with
psychiatric disabilities, 2559 work in sheltered workshops; 2242 work in prevocational training;
1286 work in supportive employment and 37 persons work in intensive sheltered workshops
(Mental Health in Israel, Statistical Annual 2006). These figures show that most of the mental
health consumers in Israel work in ‘shelter workshops’, which involves monotonous and simple
tasks, and provides little income.

Criminal justice professionals
One of the most common stereotypes of persons with mental illness is that they are likely to be
violent and dangerous (Monahan & Arnold, 1996; Link et al., 1999; Phelan et al., 2000; Appelbaum,
2006). This stereotype may cause police officers to be overly defensive, and may lead to overreactions toward persons with mental illness (Watson et al., 2005). Moreover, officers have the
power to decide whether persons with mental illness receive adequate psychiatric care, remain in
their current situation or are further processed into the criminal justice system (National Counsel
of State Governments, 2002). Therefore, police need specialized training to be able to recognize
the signs of mental illness, and to take appropriate actions.
Lastly, when persons with mental illness are victims, they often do not report the crime (Hiday
et al., 1999). When they do report a crime, they are often viewed as unreliable witnesses and little
is done to assist them (National Counsel of State Governments, 2002).
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According to the Israeli Public Defender, in recent years, police refer persons with mental illness
to the criminal justice system instead of to psychiatric care. Moreover, there is an increase of court
orders for admissions to compulsory ambulatory treatment (i.e. from 29 in 1996 to 108 in 2005),
court observation orders (i.e. from 748 in 1999 to 968 in 2005) and court hospitalization orders
(from 165 in 1999 to 295 in 2005) (Mental Health in Israel, Statistical Annual, 2006). Often, the
cases that are transferred to the criminal justice system are ‘easy’ cases such as phone harassments
and threats.

Policy-makers
Policy-makers in private and government institutions may restrict opportunities for persons with
mental illness. The end results are to limit options of persons with mental illness and prevent their
integration into society (Aydin et al., 2003).
As in most countries, including the United States, mental health in Israel is underfunded; there is
an inherent discrimination in private and public health insurance (Supreme Court Petitions number
5777/05 & 4015/06); one-third of persons who are entitled by law to public mental health services
do not get them; and evidence-based interventions (that is, specific treatments with demonstrated
efficacy) are not incorporated into clinical practice or into community-based programs.

Healthcare providers
Stigmatization of and discrimination against persons with mental illness are common among
healthcare providers, including psychiatrists, social workers and psychologists (Deegan, 1997;
Gray, 2002; Lauber et al., 2004; Deegan, 2005; Yanos et al., 2007). A recent study comparing
knowledge of and attitudes toward persons with schizophrenia and major depression among
mental health professionals and the general public found that psychiatrists had significantly more
negative stereotypes than all other groups (i.e. psychologists, nurses, other therapists and the
general public) (Nordt et al., 2006). Moreover, professionals displayed an equally high level of
social distance toward persons with schizophrenia as the general public. Bias against persons with
mental illness and their families can start early in professional training programs and may lead
to stigma, low expectations, infantilization and dehumanizing clinical practices, all damaging the
work of recovery, healing and rebuilding consumers’ lives (Deegan, 1997; Sartorius, 1998; Angell
et al., 2005). First-person accounts of Israeli consumers describe their experiences with stigmatizing
attitudes and behaviors from mental health providers. These stories describe abuses (i.e. physical
and emotional) in the mental health system, dehumanization behaviors from the professional staff
and a strong feeling of paternalism and lack of respect.

The media
In all media worldwide, persons with mental illness are represented as violent, dangerous, unpredictable and criminal-like (Wahl, 1995; Sartorius & Schulze, 2005; Stuart, 2006b; Sullivan et al.,
2005; ). Stuart (2006b) demonstrated that negative media images impair consumers’ self-esteem,
help-seeking behaviors, medication adherence and overall recovery. In contrast, the media have
the potential to challenge public prejudices, initiate public debate and project positive, humaninterest stories about persons who live with mental illness (Stuart, 2006b). To date no research
has been conducted in Israel about this subject.
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Persons with mental illness
Many persons with mental illness accept negative stereotypes and prejudices, and apply those to
themselves in a process of self-stigmatization (Link & Phelan, 2001). Self-stigmatization has a
profound impact on the person with mental illness, and may lead to low self-esteem, hopelessness,
low self-confidence, unwillingness to seek help, treatment discontinuation, avolition, shame and
social isolation (Wahl, 1999; Markowitz, 2001; Rüsch et al., 2005). These negative consequences
of self-stigma worsen the course of the illness, and increase the risk of suicidal behavior and suicide
(Pompili et al., 2003). Moreover, self-stigmatization undermines the person’s ability to work toward
his or her life goals, and is a major obstacle in the rehabilitation and recovery process (Ritsher &
Phelan, 2004; Angell et al., 2005).
Alternatively, some persons with mental illness express righteous anger at stigmatization
and discrimination, and develop behaviors to enhance self-empowerment. They seek to change
the role of persons with mental illness in the mental health system by encouraging consumers
to become participants in their treatment plans; by advocating for improvements in the quality
of services; and by promoting more resource allocation and legislation for the mental health
system (Rüsch et al., 2005). Still others are neither hurt nor driven by public stigma (Corrigan &
Watson, 2002).
Unfortunately, feelings of shame, hiding and avoidance behaviors are common within the
Israeli consumer community. Consumer advocacy organizations in Israel are rare, and within these
organizations, there are few leaders willing to disclose themselves in the media or at a public event.

Families
Family members of persons with mental illness may have stereotypes and prejudices about mental
illness (Green et al., 2003, Peterson et al., 2006). Moreover, they may experience an associative
stigma mechanism whereby the family unit is considered an extension of the person with mental
illness (Lefley, 1992; Phelan et al., 1998; Struch et al., in press). Another source of stigma and
discrimination for the family is self-stigmatization (Green et al., 2003). Some family members
feel responsible for their child’s, parent’s, sibling’s or mate’s mental illness, and often experience
self-blame, guilt and shame (Phelan et al., 1998; Biegel & Schultz, 1999; Struch et al., in press).
Hence, the impact of public and self-stigma may be as harmful for family members as for the
person with the mental illness.
A recent study of families of persons with mental illness in Israel found that they are stigmatized
and discriminated against by the healthcare providers in their paternalistic attitudes and accusations;
by the public’s misunderstanding and lack of empathy; and by confusion and fear among friends
and neighbors. Family members report feeling embarrassed about their close relative with a mental
illness, and half of them blame themselves for having a role in development of the illness (Struch
et al., in press). As a consequence, families can become isolated, and withdraw from their social
network. Parents, spouses and siblings report changes in their relationships with other members of
their nuclear family (Struch et al., in press).
Barriers to rehabilitation of persons with mental illness justify the need for anti-stigma campaigns
and for adoption of anti-stigma and inclusion programs in Israel. Strategies found to be effective
for reducing stigma and discrimination are described in the following section.
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STRATEGIES TO REDUCE STIGMA AND ITS CONSEQUENCES
While there is a substantial body of research that defines the extent and impact of stigma, there is
little study of what works to diminish it. Nevertheless, there is both past experience and current
research that indicate that stigma can be reduced (Morrison et al., 1980; Penn et al., 1999; Pinfold
et al., 2005b).
Efforts to combat stigma have relied on research findings directed toward identifying effective
strategies to fight stigma and discrimination, and to improve the social status of persons with mental
illness (Holmes et al., 1999; Byrne, 2000; Pinfold et al., 2005b; Heijnders & Van Der Meij, 2006).
An example of one unique national and institutional initiative is the successful anti-stigma campaign in New Zealand, called ‘Like Minds Like Mine’ (http://www.likeminds.govt.nz). In 1997, the
Ministry of Health of New Zealand initiated this project to reduce the stigma and the discrimination
experienced by persons with mental illness and to promote their social inclusion with funding for
both nationwide and community-based programmes. ‘Like Minds Like Mine’ uses strategies such
as an award-winning mass media campaign; contact strategies such as promoting active involvement
of persons with experience of mental illness; community action in several locations around New
Zealand by developing and implementing locally based education, training and grassroots activities
aimed at attitude and behavior change; education and training workshops for police officers, mental
health providers, Housing New Zealand and Ministry of Social Development; and implementation
of a national discrimination survey recording people’s experiences of discrimination in relation to
their mental illness (Vaughan & Hansen, 2004; Peterson et al., 2006).
‘Like Minds Like Mine’ has been evaluated on multiple levels and has shown the capacity to
change both attitudes and behaviors (Vaughan & Hansen, 2004).
Another example of a more specific effort to reduce stigma and promote community integration
is a recent project that was delivered by consumers and a faculty member from the University of
Medicine and Dentistry of New Jersey (UMDNJ), and combined three approaches to decreasing
stigmatizing attitudes among an adolescent population. Those approaches were: (1) education about
mental illness and recovery; (2) inclusion of consumers of mental health services in the development
of content of the intervention and facilitation of those presentations and; (3) emphasis on sharing
personal stories of recovery with the target audiences. The results of this study indicated that a
Table 1
Strategies to reduce public stigma and discrimination
Anti-stigma Strategies

Objectives

Education

Challenge inaccurate stereotypes about mental illness and replace them with factual
information

Contact

Facilitate interpersonal contact between persons with mental illness and members of
the target group

Protest

Frame the moral injustice of continued prejudice and discrimination; then instruct
members of the target group to suppress the attitude

Consequences

Reward people for positive expectations and affirmative actions. Withhold rewards
for stigmatizing attitudes and discriminatory behavior

Adopted from: Corrigan (2004).
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one-hour informational session developed and facilitated by consumers can significantly affect the
attitudes of adolescents toward persons with mental illnesses (Spagnolo et al., submitted).
The strategies that were found to be the most effective for reducing stigma and discrimination
(Holmes et al., 1999; Corrigan et al., 2001; Corrigan & Gelb, 2006; Ritterfeld & Jin, 2006) are
presented in Table 1. Some of the strategies address the negative attitude of a particular group,
some address the negative behavior and some address both.

APPLYING WHAT HAS BEEN LEARNED TO
THE UNIQUE SITUATION IN ISRAEL
Based on a review of strategies from anti-stigma programs in different countries, we propose to
apply what has been learned elsewhere to the situation in Israel. In the next section, we discuss
strategies to overcome barriers among specific power groups within Israeli society.

Hebrew terminology of mental illness
This involves applying the experience of other countries in the world (Hirosawa et al., 2004) in
order to find a new term as an alternative for ‘machalat nefesh’. The new term should consider
the multidimensionality and complexity of the illnesses, and reflect research findings about the
etiology and mechanism of mental illnesses. A recent example of trying to find a better name for
schizophrenia, schizophrenia subtypes and anti-psychotic medications is an interesting proposal
made by Levin (2006) (i.e. Neuro-Emotional Integration Disorder (NEID) replacing schizophrenia; motoric type replacing catatonic and Neuro-Emotional Integration Enhancing medication
replacing anti-psychotic medication). The process of finding a new Hebrew term that will be more
correct and less stigmatizing should be in collaboration with consumers, their families, researchers
and clinicians.

Employers – workplace strategy
This strategy is to apply modifications and affirmative action as written in the Equal Rights for
Persons with Disabilities Law (1998). Modifications include altering, equipment, job requirements, work hours, job hiring tests, training, communication of instructions for performing tasks,
and work procedures. According to the law, affirmative action is ‘any action designed to correct a
prior or existing discrimination against persons with disabilities or designed to advance the equality
of persons with disabilities’ (Equal Rights for People with Disabilities Law, 1998). In parallel
with enforcement of this law, interventions to reduce stigma and enhance work inclusion should
be implemented. Planned and facilitated social interactions among persons with mental illness,
employers and co-workers may help reduce fear and misconceptions about persons with mental
illness. For example, extending the Israeli project ‘structural dialogue’ (Shor & Sykes, 2002) in
which persons with mental illness are telling their personal stories in a workplace setting may help
employers and/or co-workers to relate to them with less stigmatizing and more accepting behaviors.
Such interactions can create opportunities for becoming familiar with persons with mental illness
and life experiences; enabling employers and co-workers to discover the humanity and diversity
of persons with mental illness; and, in turn, persons that lead the structural dialog may be positively affected by being seen and related to in ways that validate their worth (Shor & Sykes, 2002).
Moreover, facilitated interactions can provide opportunities to discuss consumers’ life experiences
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and consequently increase empathy, reduce fears, and counter stereotypes. Establishing good communication early can help resolve issues, and prevent future misunderstanding and problems in the
workplace. The combination of accommodations and affirmative actions derived from the Israeli
Equal Rights for Persons with Disabilities Law and anti-stigma interventions may enable more
Israelis with mental illness to enter and stay in the workplace, and to earn a living wage.

Landlords – housing strategy
This strategy is to implement anti-stigma interventions to encourage contact between persons with
mental illness and neighborhood residents, and to educate residents about mental illness, rehabilitation and recovery. Contact and educational interventions may reduce fears of neighborhood
residents and forestall objections to housing for persons with mental illness. Israeli Community
Centers (‘Matnasim’) are ideal locations for these interventions, which could be integrated into
‘Amitim’ (which means friends), an existing program that conducts outreach to bring persons with
mental illness into the centers’ standard recreational, social, and cultural activities. Communitybased housing can enhance cohesion among residents by having evening activities for the public
with lectures, movies, shows, plays and art shows, thereby giving residents more opportunities to
interact and share cultural and social experiences.
At the core of housing problems, however, is the unmet need for Israeli fair housing legislation similar to protections from work discrimination under the Equal Rights for Persons with
Disabilities Law, 1998. Until fair housing legislation is adopted, community- and neighborhoodlevel interventions are the only recourse to combat discrimination against persons with mental
illness. If such legislation is enacted, then these same interventions will be adjunct activities to
help build stable neighborhoods for consumers who want and need housing, and for community
members who want to feel that their quality of life and security are not threatened.

Criminal justice professionals – training strategy
This strategy involves using methods to prevent false arrests and unnecessary use of force against
persons who display psychiatric symptoms, and to facilitate their witness report and/or testimony. Police officers’ first contact with patients may be in potentially dangerous or threatening
situations where, because of their mental illness, consumers may show exaggerated symptoms of
their illness or display signs of acute stress. Officers should be aware of symptoms of the illness.
Without training in mental illness, its manifestations, and behavioral management in these situations, the police may interpret patients’ behaviors as not just bizarre, but suspicious or dangerous.
However, with training, the police can more accurately differentiate criminal from illness behavior,
and, if necessary, can refer the person to the mental health system rather than the criminal justice
system. In cases where a person with mental illness is the victim of or the witness to a crime,
reasonable accommodations can take into account his or her special needs during the witness
report and testimony process.

Policy-makers and politicians – accountability and consequences strategy
This strategy involves using political power to influence decision-makers about the need to change
negative attitudes and discriminatory behaviors toward person with mental illness, and to instead
encourage positive attitudes and behaviors by adopting policies that favor consumers’ empowerment and recovery. For example, the growing power of the Israeli coalition of consumers and family
organizations may encourage Israeli policy-makers to allocate more resources to communitybased services which promote self-empowerment and recovery – instead of allocating most of the
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resources to the psychiatric hospitals, and other forms of institutions, that preserve the social exclusion of persons with mental illness. Consumers and family advocates can send powerful messages
that stereotyping, stigmatizing and discriminatory behaviors have no place in an enlightened,
educated society. Policy-makers and politicians are public representatives, and most need to be
elected. The Consequences Strategy (see Table 1) gives examples of ways that consumer and
family groups and organizations can influence policies to be favorable to the mental health field.
Moreover, educate and initiate meetings, conferences and special events that will present the skills
and qualities of persons with mental illness with their specific challenges may also influence the
decision-making of policy-makers and politicians about the field of mental health.

Healthcare providers – education strategy
This strategy aims to engender a paradigm shift to change paternalistic behaviors and coercive
treatments to recovery-oriented practices that encourage consumers’ employment, independent
living and relationships in the community. A recovery approach that includes education and contact
might enable providers to stop viewing consumers as childlike, and instead see their potential for
independent functioning in social and work roles. Mental health providers, both in psychiatric
hospitals and community-based rehabilitation services that are driven from the Israeli Rehabilitation Law (2000), should be encouraged to deliver recovery-based interventions and diminish
attitudes and behaviors that decrease hope and self-empowerment. Changes in healthcare policy to
reimburse recovery approaches, and life skills training, could put financial pressure on providers
to change behaviors.

The media – education strategy
This strategy aims to use information and pressure to convince the media to launch campaigns that
increase information and awareness about mental illness and show the persons behind the illness.
The media represent society’s cultural norms, and can be instrumental in changing culture. Mental
health advocacy organizations (i.e. the Israeli coalition of consumer and family organizations)
should provide the media with information on mental illness, injustices suffered by consumers,
insufficient allocation of funds to the mental health field, personal stories about being stigmatized,
and spotlights on successful recovery and rehabilitation programs. Moreover, providing training
programs for consumers in order to develop their skills and confidence in effective communication
through the mass media is extremely important. For example, based on the model proposed by Kutner
& Beresin (1999) Israeli advocacy and consumer groups can implement a ‘media training’ that includes: providing the context to understanding how reporters, talk-show hosts, call-in radio hosts,
and program producers think, while emphasizing the different and sometimes competing motivations
of the people involved in reporting a news story or creating an information/entertainment program;
teaching the consumers how to structure their responses to questions asked by the interviewer; and
simulation interviews that will allow the consumers to practice their ‘media skills’ in various media
domains. These actions may balance the Israeli media coverage of mental health issues and create
a positive public atmosphere concerning mental illness and utilization of mental health services.

Persons with mental illness – educational strategy for self-empowerment and political
activism
Use self-empowerment interventions to reduce self-stigma. Fostering self-empowerment is of
great importance for improving quality of life, promoting recovery, and facilitating integration of
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persons with mental illness into the community, workplace and society. Empowerment has three
main elements: self-esteem/self-efficacy, actual power, and community activism (Rogers et al.,
1997). Empowerment is ‘having decision-making power, access to information and resources, and a
range of options from which to choose; using assertiveness; having hope for the future; unlearning
conditioning; learning how to express anger; affecting change in one’s life and the community;
learning important skills; improving one’s self-image; and overcoming stigma’ (Chamberlin, 1997).
All rehabilitation providers in Israel, whether if they work in hostels, half-way houses, rehabilitation units in psychiatric hospitals or in the headquarters of the Ministry of Health, should include
interventions and activities that enhance consumers’ self-empowerment and reduce self-stigma.
Diminishing self-stigma and fostering self-empowerment activities should enable consumers to
develop positive attitudes and beliefs about their abilities to assume societal roles. A life skills approach should teach consumers to articulate goals for developing a social support network, living
in stable housing, working in a challenging job, contributing to the community, and having limited
or no impairment in functioning (Spaniol, 1999).

Families – applying interventions that address mental health stigma within and
toward families of persons with mental illness
Family members have an important role in the rehabilitation process and recovery, and should be
included in mental health services. There are several strategies that family members and mental
health professionals can use to tackle the public about stigma and to improve families’ and consumers’ quality of life (Struch et al., in press). Support centers for family members that have been
recently founded by Ministry of Health and non-profit organizations can prepare a psychosocial
education kit or seminar for family members in order to provide information about the etiology of
the illness, the course of the illness, rehabilitation, and recovery. Local support and social groups
can encourage families to develop a new network with similarly affected families. Taking part in
family groups may provide mutual support, assist in developing coping skills, reduce feelings of
shame, and help to enhance self- and family empowerment. ‘Parents for parents’ peer education
pairs experienced and high-functioning parents with parents in their early stages of coping and
adjusting to a child with mental illness. The first coping stage is characterized by feelings of confusion, fears, hopelessness, denial, embarrassment and shame. Helping parents through this first
stage prepares them with coping skills to enhance their and their child’s functioning. Support
groups for siblings will help these children feel less lonely, as if they are the only children they
know who have a sibling with a mental disability. Potential problems that affect siblings should
be addressed, such as acting out in order to get attention, feeling that they have to do extra, either
at home or school, to prove that they and the family are ‘normal’, feelings that they are somehow
responsible for the mental illness and similar childhood adjustments to a chronic health condition.
Finally, family dynamics and relationships should not be neglected.

SUMMARY AND CONCLUSIONS
Mental illness stigma and discrimination are worldwide phenomena that influence the rehabilitation
and recovery process as well as social inclusion of persons with mental illness. Nowadays, when
most mental health treatment and rehabilitation is community based, it is very important to include
the community in the rehabilitation process of persons with mental illness by delivering anti-stigma
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or pro-inclusion interventions. Addressing the negative attitude, prejudice and discrimination of
the groups that have the power to allow or prevent life opportunities of persons with mental illness
(i.e. employers, landlords, media and healthcare providers), and enhancing their familiarity and
knowledge about mental health field, may remove the social barriers. In this article we refer to each
power group by presenting its unique interaction with persons with mental illness while proposing
ways to reduce negative attitudes and behaviors. We believe that evaluating the effectiveness of
the proposed strategies in Israel and implementing them as part of the policy of community-based
rehabilitation services may improve rehabilitation, recovery and social inclusion of persons with
mental illness and may, in turn, improve the society as a whole.

ACKNOWLEDGEMENTS
The authors thank Ellen Werner Shaller, PhD, for her helpful reviews and edits of earlier drafts.

REFERENCES
Al-Krenawi, A. (2002) Mental health service utilization among the Arabs in Israel. Social Work in Health Care,
35(1–2), 577–89.
Angell, B., Cook, A. & Kovac, K. (2005) First accounts of stigma. In: On the Stigma of Mental Illness (ed. P.W.
Corrigan). Washington, DC: American Psychological Association, pp. 69–98.
Angermeyer, M. & Matschinger, H. (2003) Public beliefs about schizophrenia and depression: similarities and
differences. Social Psychiatry and Psychiatric Epidemiology, 38, 526–34.
Angermeyer, M. & Matschinger, H. (2005) Causal beliefs and attitudes to people with schizophrenia: trend analysis
based on data from two population surveys in Germany. British Journal of Psychiatry, 186, 331–34.
Appelbaum, P.S. (2006) Violence and mental disorders: data and public policy. American Journal of Psychiatry,
163(8), 1319–21.
Aviram, U. (1996) Mental health services in Israel at crossroads: promises and pitfalls of mental health services in the
contexts of the new national health insurance. International Journal of Law and Psychiatry, 19, 327–72.
Aviram, U., Guy, D. & Sykes, I. (2007) Risk avoidance and missed opportunities in mental health reform:
The case of Israel. International Journal of Law and Psychiatry, 30(3), 163–81.
Aydin, N., Yigit, A., Inandi, T. & Kirpinar, I. (2003) Structural levels of mental illness stigma and discrimination.
Schizophrenia Bulletin, 30(3), 481–91.
Biegel, D.E. & Schultz, R. (1999) Caregiving and caregiver interventions in ageing and in mental illness. Family
Relations, 48(4), 345–54.
Bilu, Y. & Goodman, Y. (1997) What does the soul say? Metaphysical uses of facilitated communication in the
Jewish Ultraorthodox community. Ethos, 25, 375–407.
Byrne, P. (2000) The stigma of mental illness and ways to diminishing it. Advances in Psychiatry Treatment,
6, 65–72.
Caldwell, T.M. & Jorm, A.F. (2001) Mental health nurses’ beliefs about likely outcomes for people with schizophrenia or depression: a comparison with the public and other healthcare professionals. The Australian and
New Zealand Journal of Mental Health Nursing, 10(1), 42–54.
Canadian Attitudes Towards Disability Issues 2004 Benchmark Survey. Available at: http://www.hrsdc.gc.ca/en/hip/
odi/documents/attitudesPoll/benchmarkSurvey/benchmarkSurvey.pdf
Chamberlin, J. (1997) A working definition of empowerment. Psychiatric Rehabilitation Journal, 20(4), 43–6.
Corrigan, P.W. (2004) Beat the Stigma and Discrimination! Four Lessons for Mental Health Advocates. Tinley Park,
IL: Recovery Press.
Corrigan, P.W. & Watson, A.C. (2002) The paradox of self-stigma and mental illness. Clinical Psychology: Science
and Practice, 9, 35–53.
Corrigan, P.W. & Gelb, B. (2006) Three programs that use mass approaches to challenge the stigma of mental illness.
Psychiatric Services, 57, 3.

560

INTERNATIONAL JOURNAL

OF

SOCIAL PSYCHIATRY 53(6)

Corrigan, P.W., River, L.P., Lundin, R.K., Penn, D.L., Uphoff-Wasowski, K., Campion, J., Mathisen, J., Gagnon, C.,
Bergman, M., Goldstein, H. & Kubiak, M.A. (2001) Three strategies for changing attributions about severe
mental illness. Schizophrenia Bulletin, 27(2), 187–95.
Deegan, P.E. (1995) Recovery as a journey of the heart. Presented at: ‘Recovery from Psychiatric Disability: Implications for the training of mental health professionals’, Massachusetts State House, Gardner Auditorium.
Deegan, P.E. (1997) Spirit breaking: When helping professional hurt. In Psychological and Social Aspects of Psychiatric Disability (eds L. Spaniol, C. Gagne & M. Koeheler). Boston, MA: Center for Psychiatric Rehabilitation,
pp. 348–57. (Reprinted from Humanistic Psychologist, 18(3), 301–313, 1990.)
Deegan, P.E. (2005) Silence: what we don’t talk about in rehabilitation. Presented at SKUR Conference, BODØ,
Norway. Available at: http://www.patdeegan.com/documents/Silence.pdf
Denny, J.P. (1988) Contextualisation and differentiation in cross-cultural cognition. In: Indigenous Cognition: Functioning in Cultural Context (eds J.W. Berry & S.H. Irvine). Dordrecht: Kluwer Academic Publishers.
Equal Rights for People with Disabilities Law (1998) Israel Law Code, 5758.
Feldman, D. (in press) Human rights of persons with mental disabilities in Israel – the reality and challenges. In:
Recovery and Rehabilitation Readings in the Mental Health Field from Different Perspectives: Practice, Policy
and Research (eds M. Lachman & N. Hadas-Lidor). Kfar Yona, Israel: Litom Publishing House. (In Hebrew.)
Goodman, Y. (2001) Dynamics of inclusion and exclusion comparing mental illness narratives of Haredi male patients
and their Rabbis. Culture, Medicine and Psychiatry, 25, 169–94.
Gray, A.J. (2002) Stigma in psychiatry. Journal of the Royal Society of Medicine, 96, 72–6.
Green, G., Hayes, C., Dickinson, D., Whittaker, A. & Gilheany, B. (2003) A mental service users’ prespective to
stigmatization. Journal of Mental Health, 12(3), 223–34.
Grinshpoon, A., Zilber, N., Lerner, Y. & Ponizovsky, A.M. (2006) Impact of a rehabilitation legislation on the survival in the community of long-term patients discharged from psychiatric hospitals in Israel. Social Psychiatry
and Psychiatric Epidemiology, 41, 87–94.
Heijnders, M. & Van Der Meij, S. (2006) The fight against stigma: an overview of stigma-reduction strategies and
interventions. Psychology, Health and Medicine, 11(3), 353–63.
Henry, A.D. & Lucca, A.M. (2004) Facilitators and barriers to employment: the perspectives of people with psychiatric disabilities and employment service providers. Work, 22(3), 169–82.
Hiday, V.A., Swartz, M.S., Swanson, J.W., Borum, R. & Wagner, H. (1999) Criminal victimization of persons with
severe mental illness. Psychiatric Services, 50(1), 62–8.
Hirosawa, M., Shimada, H., Fumimoto, H., Eto, K. & Arai, H. (2004) Response of Japanese patients to the change
of department name for the psychiatric outpatient clinic in a university hospital. General Hospital Psychiatry,
24, 269–74.
Holmes, E.P., Corrigan, P.W., Williams, P., Caner, J. & Kubiak, M.K. (1999) Changing attitudes about schizophrenia.
Schizophrenia Bulletin, 25(3), 447–56.
Ishige, N. & Hayashi, N. (2005) Occupation and social experience: factors influencing attitude towards people with
schizophrenia. Psychiatry and Clinical Neurosciences, 59, 89–95.
Judd, F., Jackson, H., Komiti, A., Murray, G., Fraser, C., Grieve, A. & Gomez, R. (2006) Help-seeking by rural
residents for mental health problems: the importance of agrarian values. The Australian and New Zealand
Journal of Psychiatry 40(9), 769–76.
Kadri, N. & Sartorius, N. (2005) The global fight against the stigma of schizophrenia. PLoS Medicine, 2(7), 136.
Kutner, L. & Beresin, E.V. (1999) Media training for psychiatry residents. Academic Psychiatry, 23(4), 227–32.
Lauber, C., Anthony, M., Ajdacic-Gross, V. & Rossler, W. (2004) What about psychiatrists’ attitude to mentally ill
people? European Psychiatry, 19(7), 423–7.
Lauber, C., Nordt, C., Braunschweig, C. & Rossler, W. (2006) Do mental health professionals stigmatize their patients?
Acta Psychiatrica Scandinavia. Supplemenum 429, 51–9.
Lee, S., Lee, M., Chiu, M. & Kleinman, A. (2005) Experience of social stigma by people with schizophrenia in Hong
Kong. The British Journal of Psychiatry, 186, 153–7.
Lefley, H.P. (1992) Expressed emotion: conceptual, clinical, and social policy issues. Hospital and Community
Psychiatry, 43(6), 591–8.
Levav, I., Shemesh, A.A., Kohn, R., Baidani-Auerbach, A., Boni, O., Borenstein, Y., Dudai, R., Lachman, M. &
Grinshpoon, A. (2005) What is in a name? Professionals and service users’ opinions on the Hebrew term
used to name psychiatric disorders and disability. The Israel Journal of Psychiatry and Related Sciences,
42(4), 242–7.

TAL ET AL.: MENTAL ILLNESS STIGMA IN THE ISRAELI CONTEXT

561

Levin, T. (2006) Schizophrenia should be renamed to help educate patients and the public. International Journal of
Social Psychiatry, 52(4), 324–31.
Link, B.G., Phelan, J.C., Bresnahan, M., Stueve, A. & Pescosolido, B.A. (1999) Public conceptions of mental illness:
Labels, causes, dangerousness, and social distance. American Journal of Public Health, 89, 1328–33.
Link, B.G. & Phelan, J.C. (2001) Conceptualizing stigma. Annual Review of Sociology, 27, 363–85.
Link, B., Struening, E., Neese-Todd, S., Asmussen, S. & Phelan, J. (2001) Stigma as a barrier to recovery: The consequences of stigma for the self-esteem of people with mental illnesses. Psychiatric Services, 52, 1621–6.
Lysaker, P.H., Roe, D. & Yanos, P.T. (2007) Toward understanding the insight paradox: Internalized stigma moderates
the association between insight and social functioning, hope, and self-esteem among people with schizophrenia
spectrum disorders. Schizophrenia Bulletin, 33(1), 192–9.
Markowitz, F.E. (2001) Modeling processes in recovery from mental illness: relationships between symptoms, life
satisfaction, and self-concept. Journal of Health and Social Behavior, 42, 64–79.
Marwaha, S. & Johnson, S. (2004) Schizophrenia and employment – a review. Journal of Social Psychiatry and
Psychiatric Epidemiology, 39(5), 337–49.
McQuilken, M., Zahniser, J.H., Novak, J., Starks, R.D., Olmos, A. & Bond, G.R. (2003) The work project survey:
Consumer perspectives on work. Journal of Vocational Rehabilitation, 18(1), 59–68.
Mental Health Foundation, London, UK (2000) Pull yourself together: A survey of people’s experience of
stigma and discrimination as a result of mental distress. Available at: http://www.mentalhealth.org.uk/page.
cfm?pagecode=PBUP0204
Mental Health in Israel, Statistical Annual 2006 (2006) Ministry of Health Mental health Services, Department of
Information and Evaluation, Government Publications Office, Jerusalem.
Monahan, J. & Arnold, J. (1996) Violence by people with mental illness: A consensus statement by advocates and
researchers. Psychiatric Rehabilitation Journal, 19, 67–70.
Morrison, J.K., Cocozza, J.J. & Vanderwyst, D. (1980) An attempt to change the negative, stigmatizing image of
mental patients through brief reeducation. Psychological Reports, 47, 334.
National Counsel of State Governments (2002) Criminal Justice Mental Health Consensus Project. http:///
consensusproject.org/ (retrieved 12 January 2002).
Nordt, C., Rossler, W. & Lauber, C. (2006) Attitudes of mental health professionals toward people with schizophrenia
and major depression. Schizophrenia Bulletin, 32(4), 709–14.
Oren, A, (in press) From consumers to service providers – a story of a bridge. In: Recovery and Rehabilitation Readings
in the Mental Health Field from Different Perspectives: Practice, Policy and Research (eds M. Lachman &
N. Hadas-Lidor). Kfar Yona, Israel: Litom Publishing House. (In Hebrew.)
Penn, D.L., Kommana, S., Mansfield, M. & Link, B.G. (1999) Dispelling the stigma of schizophrenia: II. The impact
of information on dangerousness. Schizophrenia Bulletin, 25(3), 437–46.
Peterson, D., Pere, L., Sheehan, N. & Surgenor, G. (2006) Experiences of mental health discrimination in
New Zealand. Health and Social Care in the Community, 15(1), 18–25.
Phelan, J.C., Bromet, E.J. & Link, B.G. (1998) Psychiatric illness and family stigma. Schizophrenia Bulletin,
24, 115–26.
Phelan, J.C., Link, B.G., Stueve, A. & Pescosolido, B.A. (2000) Public conceptions of mental illness in 1950
and 1996: What is mental illness and is it to be feared? Journal of Health and Social Behavior, 41, 188–207.
Pinfold, V., Byrne, P. & Toulmin, H. (2005a) Challenging stigma and discrimination in communities: a focus group
study identifying UK mental health service users’ main campaign priorities. International Journal of Social
Psychiatry, 51(2), 128–38.
Pinfold, V., Thornicroft, G., Huxley, P. & Farmer, P. (2005b) Active ingredients in anti-stigma programmes in mental
health. International Review of Psychiatry, 17(2), 123–31.
Pompili, M., Mancinelli, I. & Tatarelli, R. (2003) Stigma as a cause of suicide. British Journal of Psychiatry,
182, 261–5.
Read, J., Haslam, N., Sayce, L. & Davies, E. (2006) Prejudice and schizophrenia: a review of the ‘mental illness is
an illness like any other’ approach. Acta Psychiatrica Scandinavica, 114(5), 303–18.
Rehabilitation in the community of persons with a psychiatric disability law (2000) Israel Law Code, 1745.
(In Hebrew.)
Ritsher, J.B. & Phelan, J.C. (2004) Internalized stigma predicts erosion of morale among psychiatric outpatients.
Psychiatry Research, 129(3), 257–65.

562

INTERNATIONAL JOURNAL

OF

SOCIAL PSYCHIATRY 53(6)

Ritterfeld, U. & Jin, S.A. (2006) Addressing media stigma for people experiencing mental illness using an entertainment-education strategy. Journal of Health Psychology, 11(2), 247–67.
Rogers, E., Chamberlin, J., Ellison, M. & Crean, T. (1997) A consumer constructed scale to measure empowerment
among users of mental health services. Psychiatric Services, 48, 1042–47.
Rüsch, N., Matthias, C., Angermeyer, B. & Corrigan, P.W. (2005) Mental illness stigma: Concepts, consequences,
and initiatives to reduce stigma. European Psychiatry, 20, 529–39.
Rüsch, N., Lieb, K., Bohus, M. & Corrigan, P.W. (2006) Self-stigma, empowerment, and perceived legitimacy of
discrimination among women with mental illness. Psychiatric Services, 57(3), 399–402.
Sartorius, N. (1998) Stigma: what psychiatrists can do about it. Lancet, 325, 1058–9.
Sartorius, N. & Schulze, H. (2005) Reducing the Stigma of Mental Illness. A Report from a Global Programme of
the World Psychiatric Association. Cambridge: Cambridge University Press.
Saxena, S., Sharan, P., Garrido, M. & Saraceno, B. (2006) World Health Organization’s Mental Health Atlas 2005:
implications for policy development. World Psychiatry, 5(3), 179–84.
Scheid, T.L. (2005) Stigma as a barrier to employment: mental disability and the Americans with Disabilities Act.
International Journal of Law and Psychiatry, 28(6), 670–90.
Shor, R. & Sykes, I.J. (2002) Introducing structural dialog with people with mental illness into the training of social
work students. Psychiatric Rehabilitation Journal, 26(1), 63–9.
Spagnolo, A.B., Murphy, A.A. & Librera, L.A. (submitted) Reducing stigma by meeting and learning from people
with mental illness. Psychiatric Rehabilitation Journal.
Spaniol, L. (1999) Implications of recovering for mental health systems and programs. Paper presented at the American
Psychological Association annual convention, Boston, MA.
State of Israel, Ministry of Justice (2006) The Commission for Equal Rights of Persons with Disabilities. Report on
Persons with Disabilities in Israel 2006.
Struch, N., Shershevsky, Y., Sagiv, N., Baidani-Auerbach, A. & Lachman, M. (in press) Experiences, and coping
mechanisms of parents of people who cope with a psychiatric illness. In: Recovery and Rehabilitation Readings
in the Mental Health Field from Different Perspectives: Practice, Policy and Research (eds M. Lachman &
N. Hadas-Lidor). Kfar Yona, Israel: Litom Publishing House. (In Hebrew.)
Struch, N., Shereshevsky, Y., Baidani-Auerbach, A., Lachman, M., Zehavi, T. & Sagiv, N. (2007) Stigma, discrimination
and mental health in Israel: Stigma against people with psychiatric illnesses and against mental health care.
Jerusalem, Israel: Myers-JDC-Brookdale Institute and Mental Health Services of the Israel Ministry of Health.
(In Hebrew) (RR-478–06).
Stuart, H. (2006a) Mental illness and employment discrimination. Current Opinion in Psychiatry, 19(5), 522–6.
Stuart, H. (2006b) Media portrayal of mental illness and its treatments: what effect does it have on people with
mental illness? CNS Drugs, 20(2), 99–106.
Sturm, R., Gresenz, C., Pacula, R. & Wells, K. (1999) Labor force participation by persons with mental illness.
Psychiatric services, 50, 1407.
Sullivan, M., Hamilton T. & Allen, H. (2005) Changing stigma through media. In: On the Stigma of Mental Illness
(ed. P.W. Corrigan). Washington, DC: American Psychological Association, pp. 297–312.
Supreme Court Petitions by ‘Bizchut’, The Israel Human Rights Center for People with Disabilities (2005) Bagatz
Number 5777/05. Available at: http://www.bizchut.org.il/heb/upload/docs/reformaatira.doc (in Hebrew).
Supreme Court Petitions by ‘Bizchut’, The Israel Human Rights Center for People with Disabilities (2006) Bagatz
Number 4015/06. http://www.bizchut.org.il/heb/upload/docs/petition.doc. (In Hebrew.)
United States Public Health Service Office of the Surgeon General (1999) Mental Health: A Report of the Surgeon
General. Rockville, MD: Department of Health and Human Services, US Public Health Service.
Van Dorn, R.A., Swanson, J.W., Elbogen, E.B. & Swartz, M.S. (2005) A comparison of stigmatizing attitudes toward
persons with schizophrenia in four stakeholder groups: Perceived likelihood of violence and desire for social
distance. Psychiatry, 68, 152–63.
Vaughan, G. & Hansen, C. (2004) ‘Like Minds, Like Mine’: a New Zealand project to counter the stigma and discrimination associated with mental illness. Australasian Psychiatry, 12(2), 113–17.
Wahl, O.F. (1995) Media Madness. Public Images of Mental Illness. New Brunswick, NJ: Rutgers University
Press.
Wahl, O.F. (1999) Mental health consumers’ experience of stigma. Schizophrenia Bulletin, 25, 467–78.
Watson, A.C., Ottati, V., Lurigio, A. & Heyrman, M. (2005) Stigma and the police. In: On the Stigma of Mental Illness
(ed. P.W. Corrigan). Washington, DC: American Psychological Association, pp. 197–217.

TAL ET AL.: MENTAL ILLNESS STIGMA IN THE ISRAELI CONTEXT

563

Wittwer, S.D. (2006) The patient experience with the mental health system: a focus on integrated care solutions.
Journal of managed care pharmacy, 12(2):21–3.
World Psychiatric Association (2005) Global programme to reduce stigma and discrimination because of schizophrenia. Open the Doors – Training Manual.
Yanos, P.T., Knight, E. & Roe, D. (2007) Recognizing a role for structure and agency: integrating sociological perspectives into the study of the recovery from severe mental illness. In Mental Health, Social Mirror (eds W.R.
Avison, J.D. McLeod & Bernice A. Pescosolido). New York: Springer Sciences and Business Media.
Amir Tal, Department of Community Mental Health, Faculty of Social Welfare and Health Sciences, Faculty of
Social Welfare and Health Sciences, University of Haifa, Mount Carmel, Israel, and Executive Director of ‘In Good
Company – Looking Beyond’, the Organization (NPO) for Reducing the Stigma and Discrimination Against People
With Psychiatric Disabilities in Israel.
David Roe, PhD, Head of the Department of Community Mental Health, Faculty of Social Welfare and Health
Sciences, University of Haifa, Mount Carmel, Israel.
Patrick W. Corrigan, PsyD, Illinois Institute of Technology, Chicago, IL 60626, USA.
Correspondence to Amir Tal, Graduate Student at the Department of Community Mental Health, Faculty of Social
Welfare and Health Sciences, University of Haifa, Mount Carmel, Haifa, 31905, Israel.
Email: amir.t.tl@gmail.com

