Mental health stigma: the role of
dualism, uncertainty, causation

General Psychiatry

To cite: Latoo J, Mistry M,
Alabdulla M, et al. Mental health
stigma: the role of dualism,
uncertainty, causation and
treatability. General Psychiatry
2021;34:¢100498. doi:10.1136/
gpsych-2021-100498

Received 26 January 2021
Accepted 15 June 2021

I '.) Check for updates

© Author(s) (or their
employer(s)) 2021. Re-use
permitted under CC BY-NC. No
commercial re-use. See rights
and permissions. Published by
BMJ.

"Mental Health Services, Hamad
Medical Corporation, Doha,
Qatar

ZCollege of Medicine, Qatar
University, Doha, Qatar
SFredericton Addiction and
Mental Health Services,
Fredericton, New Brunswick,
Canada

“Department of Psychiatry,
Northamptonshire Healthcare
NHS Foundation Trust,
Northampton, UK
SDepartment of Psychiatry,
University of Toronto, Toronto,
Ontario, Canada

Correspondence to
Dr Ovais Wadoo;
owadoo@gmail.com

and treatability

Javed Latoo,"? Minal Mistry,® Majid Alabdulla

.2 Ovais Wadoo @ ,' Farida Jan,*

Tariq Munshi,® Yousaf Igbal,! Peter Haddad'

INTRODUCTION

Public stigma on mental health has been
defined as ‘the set of negative attitudes and
beliefs that motivate individuals to fear,
reject, avoid and discriminate against people
with mental illness’.! Stigma causes immense
suffering to people with mental disorders
across the globe. According to a recent
Human Rights Watch report, people with
mental health conditions are still shackled in
60 countries.” Nearly nine out of 10 mental
health service users in England have experi-
enced discrimination.” Stigma can be perpet-
uated by people in all walks of life, including
the family and friends of those with mental
disorders, and healthcare professionals,
including those working in mental health.
The adverse consequences of stigma include
shame, self-blame, isolation and discrimi-
nation.” Examples of discrimination experi-
enced by people with mental health disorders
include others avoiding their company, and
education, employment and housing oppor-
tunities being withheld.” Stigma can deter
people with mental health problems from
seeking help and leads to poor adherence to
treatment. People with mental disorders have
high rates of physical comorbidity and higher
mortality compared with the general popula-
tion.®” The reasons for these health dispar-
ities are multifactorial, but discrimination
and diagnostic overshadowing are believed to
contribute.” Mental health stigma has many
causes including lack of knowledge and inac-
curate beliefs, especially regarding the rela-
tionship between mental illness and violent
behaviour.” In this article, we highlight
mind-body dualism and an underapprecia-
tion of the similarities that can exist between
mental and physical disorders as contribu-
tory factors to stigma. Negative assumptions
about psychiatry include it involving uncer-
tainty, the causation of disorders being poorly

understood and conditions having poor treat-
ability. These are misleading generalisations,
but more relevant to this article is the fact
that these features can be encountered in both
psychiatry and general medicine.

MIND-BODY DUALISM

The brain is the most complex organ of the
body, containing about 86 billion neurons
and more than 100 trillion synapses.'’ Its
functioning is not fully understood, but
advances in brain imaging and neurosciences
have increased significantly in recent years
and are predicted to continue. Neuroscience
research shows that the mind and brain are
functionally interdependent and that there is
no impenetrable barrier between the two.'!
In contrast, Cartesian dualism, introduced
by the French philosopher René Descartes
(15696-1650), placed an impenetrable wall
between the brain (physical) and mind
(mental), with the claim that the brain cannot
create mental processes because they are two
different kinds of substance (physical and
mental).'” Descartes proposed that the brain
is spatial and thus observable, while the mind
is non-spatial and hence private. In response
to critics of the theory, Descartes and his later
supporters made various failed attempts to
salvage dualism including a proposed role
for the pineal gland and the introduction of
the theories of epiphenomenalism, occasion-
alism and parallelism."

Stigma has been associated with mental
disorders since time immemorial, but dualism
made a further contribution'* by providing a
philosophical framework for an impenetrable
wall between the mind and brain. In partic-
ular, it led to psychiatric and physical disor-
ders being disorders of the mind and body,
respectively, and separate in terms of aetiology
and management. This may have contributed
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to the marginalisation of psychiatry from the rest of medi-
cine as exemplified by the development of asylums in the
19th century and the split between neurology and psychi-
atry in the 20th century. In many countries, psychiatric
units are separate from general hospitals, further perpet-
uating the view for patients and the public and healthcare
professionals that psychiatric and physical health disor-
ders are intrinsically different. This view is a barrier to
holistic patient care, and patients with comorbid physical
and psychiatric disorders are often left with inadequate
treatment for one or the other category of disorder. The
psychiatric/physical health divide contributes to inequi-
ties in the funding of research and clinical services, with
psychiatry being the poorer relation. Mind-body dualism
has led to other problems for psychiatry, including a
tendency to mystify mental illness. In some cultures,
psychiatric disorders are attributed to witchcraft, black
magic or possession with jinn.'” Dualism contributes to
the common stigmatising view that people with mental
disorders can ‘pull themselves together’®; if they have
a disorder of the mind, rather than the body, then it is
assumed that they should be able to treat themselves.
Dualism also gives an opportunity for people to offer
an ‘expert’ opinion about the cause and management
of mental illness irrespective of their professional back-
ground or training. Dualism perpetuates the clouds of
uncertainty over the causality, treatability and chronicity
of mental disorders, thus contributing to the growing
stigma of mental health disorders compared with phys-
ical health conditions. Despite neuroscience researches
confirming the interdependence of the mind and the
brain, dualism remains popular among the public for
various reasons, including faith, culture and poor mental
health literacy.

UNCERTAINTY

Psychiatry is often viewed as involving more uncertainty
in terms of aetiology, making a diagnosis, treatment and
being less ‘scientific’ than general medicine.'® In reality,
uncertainty is an inherent part of science and medicine.
In science, the physical world, previously described with
certainty by the principles of classical physics, is now
known to be characterised by uncertainty and unpredict-
ability at the quantum (subatomic) level as highlighted
by Heisenberg’s uncertainty principle. Interestingly,
it has been suggested that the principles of quantum
mechanics (particle-wave duality) may assist in under-
standing brain function.'” At the start of the 20th century,
William Osler said, ‘Medicine is a science of uncertainty
and an art of probabilities.”'® More than a 100 years
later, a Lancet editorial highlighted that ‘Uncertainty is
inherent in healthcare, as it is in all aspects of complex
behaviour in which outcomes are non-linear. Tolerance
of uncertainty is a necessary skill for effective care, and
self-preservation, as a doctor’.' Uncertainty extends
from diagnosis, through selecting and interpreting
investigations, to making treatment decisions. However,

uncertainty tends to be downplayed, and regular media
reports of the latest medical breakthroughs or treat-
ments imply more certainty and objectivity than is often
the case. The evidence-based medicine movement, that
started in the 1990s, has been a major advance in terms
of producing systematic reviews of randomised controlled
trials, developing clinical practice guidelines, promoting
full disclosure of trials and campaigning against ‘too
much medicine’.? However, evidence-based medicine
has its weaknesses. These include the limitations of clin-
ical trials, for example, trial participants being under-
representative in terms of age and comorbidity and most
trials being short term. In addition, a restricted view of
evidence-based medicine leads to a downgrading of clin-
ical judgement and mechanistic reasoning.”” As such,
evidence-based medicine has not eliminated uncertainty
from the practice of medicine.

CAUSATION

The aetiology and pathophysiology of many mental disor-
ders are poorly understood. Nevertheless, there is often
a substantial evidence base for the role of risk factors,
that is, biological, psychological and environmental
factors that contribute to the development of mental
disorders. In most cases, causation reflects the combined
effect of risk factors rather than one single cause. For
example, migration in childhood, urbanicity, obstetric
and birth complications, and adolescent cannabis use
are risk factors for schizophrenia.21 In addition, there is
a well-recognised genetic contribution to schizophrenia
that reflects the effect of multiple genes each carrying a
small risk.?’ Heterogeneity and the overlap of symptoms
within different diagnostic categories contribute to diffi-
culties in researching the causation of mental disorders.
Although the causations of many physical disorders are
well understood, this is not always so, and it is oversim-
plistic to use the level of understanding of causation to
distinguish between psychiatric and medical disorders.
Examples of common medical disorders whose patho-
physiology/aetiology are not fully understood include
ulcerative colitis, multiple sclerosis, idiopathic pulmonary
fibrosis and primary hypertension. Although the cause of
primary hypertension is not fully understood, there are
well-recognised risk factors including overweight, high
salt intake and stress, with many genetic loci also each
making a small contribution to overall risk.”* The lack of
a full understanding of the causes of primary hyperten-
sion does not prevent a range of effective medications
being available for treatment. Similarly, although we do
not know the exact causes of many psychiatric disorders,
effective treatments are available including psychosocial
interventions and medications.

TREATABILITY
A significant proportion of the public has a negative
perception of psychiatric disorders in terms of treatability
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and longitudinal course. For example, a 2003 general
population survey in the UK found that the statement
‘will never recover completely’ was endorsed by 25%
for severe depression, 29% for alcoholism and 42% for
schizophrenia.” The same survey found that between 10%
and 15% of respondents believed that people with these
three disorders did not improve with treatment. In addi-
tion, the public often has a high degree of ambivalence
towards psychiatric treatments.” However, the efficacy of
psychiatric treatments for a range of disorders is estab-
lished by meta-analysis. This includes antidepressants
for the treatment of major depression®, antipsychotics
for the treatment of schizophrenia® and cognitive—
behavioural therapies for major depressive and anxiety
disorders.” Furthermore, a meta-analysis showed that the
effectiveness of psychiatric drugs was broadly comparable
with that of medications used to treat physical disorders.””
Chronic diseases are defined broadly as conditions that
last 1 year or more and require ongoing medical atten-
tion and/or limit activities of daily living.*® Many phys-
ical illnesses are chronic, and their treatments aim at
symptom alleviation rather than cure. Examples include
ischaemic heart disease, diabetes mellitus, Parkinson’s
disease, multiple sclerosis, sarcoidosis, pulmonary fibrosis
and some arthritides. In the USA, six out of 10 adults have
chronic physical disorders, and these are leading causes
of death and disability, and leading drivers of the nation’s
$3.5 trillion annual healthcare costs.® The reality is that
both physical and mental disorders lie on spectrums
regarding their courses and treatabilities. Some disor-
ders, whether psychiatric or physical, are of short dura-
tion, whereas others are chronic/recurrent. Similarly,
some physical and mental disorders respond well to treat-
ments, others poorly and some currently have no curative
treatments. Furthermore, for any specific disorder, there
is individual variation in treatment responsiveness.

CONCLUSIONS AND IMPLICATIONS

As physicians, we need to change our attitude by improving
our knowledge about the brain and mind. Unfortunately,
people with a dualistic view of the world may strongly believe
that mental disorders are untreatable, incurable and chronic
in nature, as they believe that the mind cannot be explained
by the functioning of the brain. Dualism supports a false divi-
sion between mental and physical disorders that contributes
to mental health stigma. The stigma is also partly driven by
a failure to appreciate that there are more similarities than
often realised between mental and physical disorders in
terms of causation, management and dealing with uncer-
tainty (box 1). Training for healthcare professionals should
challenge dualism and highlight similarities that often exist
between psychiatric and physical conditions. Psychiatric
training for doctors should begin at medical school when
attitudes are developing.'® We need to educate patients
by drawing comparisons between psychiatric and physical
conditions and emphasise the complex nature of psychi-
atric conditions, including their biopsychosocial causations,

Box1 Common features of physical and psychiatric

disorders

» Causation can be poorly understood or uncertain.

» Management often involves uncertainty.

» Course can be acute or chronic.

» Condition can often be treatable but not curable.

» Treatment may need to be short term or long term.

» Combined medications or treatments may be required.
» Treatment resistance can occur.

and the pitfalls of mind-body dualism. We are not recom-
mending a reductionist approach to mental illness. Rather,
we wish to highlight that there is more common ground
between mental and physical disorders that is often ignored.
We think time has come to stop taking refuge in Cartesian
dualism given its negative consequences highlighted in our
article. It is important to avoid using ecclesiastical language
to mystify mental illness, as this can create a fertile ground
for uncertainty and stigma. It is essential to counter the
damaging myth that psychiatric treatments are ineffective.’
Improved understanding of mental disorders can
help combat the stigma associated with mental disor-
ders among patients, carers and healthcare profes-
sionals. Greater public understanding may improve the
acceptability of diagnosis and enhance adherence with
treatment. Perhaps it is even worth reconsidering the
distinction between psychiatry and neurology. Several
authorities have argued for a merger of the two disciplines
because their separation is artificial and has an adverse
impact on patient management, research, funding and
medical recruitment.” It also contributes to the profes-
sional isolation of psychiatry from the rest of medicine,
which further adds to the stigma of mental disorders.
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