
RESEARCH ARTICLE

Self-Stigma and Its Relationship with

Victimization, Psychotic Symptoms and Self-

Esteem among People with Schizophrenia

Spectrum Disorders

Ellen M. A. Horsselenberg1*, Jooske T. van Busschbach2,3, Andre Aleman4, Gerdine H.

M. Pijnenborg1,5

1 Department of Psychotic Disorders, GGZ Drenthe, Assen, The Netherlands, 2 University of Groningen,

University Medical Center Groningen, Rob Giel Research Center, Groningen The Netherlands,

3 Windesheim University of Applied Sciences, Zwolle, The Netherlands, 4 Department of Neurosciences,

University Groningen, University Medical Center Groningen, Groningen, The Netherlands, 5 Department of

Clinical Psychology and Experimental Psychopathology, Faculty of Behavioural and Social Sciences,

University Groningen, Groningen, The Netherlands

* ellen.horsselenberg@ggzdrenthe.nl

Abstract

Objective

Self-stigma is highly prevalent in schizophrenia and can be seen as an important factor

leading to low self-esteem. It is however unclear how psychological factors and actual

adverse events contribute to self-stigma. This study empirically examines how symptom

severity and the experience of being victimized affect both self-stigma and self-esteem.

Methods

Persons with a schizophrenia spectrum disorder (N = 102) were assessed with a battery of

self-rating questionnaires and interviews. Structural equation modelling (SEM) was subse-

quently applied to test the fit of three models: a model with symptoms and victimization as

direct predictors of self-stigma and negative self-esteem, a model with an indirect effect for

symptoms mediated by victimization and a third model with a direct effect for negative

symptoms and an indirect effect for positive symptoms mediated by victimization.

Results

Results showed good model fit for the direct effects of both symptoms and victimization:

both lead to an increase of self-stigma and subsequent negative self-esteem. Negative

symptoms had a direct association with self-stigma, while the relationship between positive

symptoms and self-stigma was mediated by victimization.
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Conclusions

Our findings suggest that symptoms and victimization may contribute to self-stigma, lead-

ing to negative self-esteem in individuals with a schizophrenia spectrum disorder. Espe-

cially for patients with positive symptoms victimization seems to be an important factor in

developing self-stigma. Given the burden of self-stigma on patients and the constraining

effects on societal participation and service use, interventions targeting victimization as

well as self-stigma are needed.

Introduction

In addition to the burden of having a severe mental illness, people with schizophrenia often
encounter stigmatization [1]. Such stigmatization does not only occur through others and soci-
ety, but patients may also have self-stigmatizing thoughts themselves. Self-stigma (i.e. internal-
ized stigma) arises when people with a mental disorder are aware of negative stereotypes
associated with their diagnosis, internalize these stereotypes and apply them to themselves [2].
Almost half of the people (41.7%) with schizophrenia or other psychotic disorders report to
experience self-stigma [3]. Self-stigmamay undermine the person’s sense of self-esteem and
exerts influence on peoples’ ability to pursue behaviours related to important life goals, which
is also referred to as the ‘Why Try’ effect [4]. The ‘why try’ effect elaborates on modified label-
ling theory by outlining how low self-esteem and self-efficacyalso affects service participation.
In turn low service participation in evidence-basedpractices can lead to more symptoms and
less goal attainment. Recent research also suggests that in young people at risk for psychosis
self-stigma can influence the transition to schizophrenia after one year [5].

Since not everyonewith a psychotic disorder will develop self-stigma it is important to
understand what factors, i.e. social, psychological and psychiatric, contribute and predict peo-
ple experiencingmore or less self-stigma. A recent meta-analysis including studies with both
cross-sectional and longitudinal research designs shows a consistent relationship of self-stigma
with psychosocial variables, including hope, self-esteem and empowerment, having significant
and negative associations with internalized stigma. Regarding psychiatric variables, symptom
severity was positively associated with internalized stigma. Longitudinal studies offered prelim-
inary evidence suggesting that positive symptoms serve as a predictor of internalized stigma
over time [6]. Lysaker et al. [7] reported self-stigma to be associated with higher levels of posi-
tive symptoms, but no association with negative symptoms, disconfirming earlier research
linking negative symptoms with discrimination [8]. However, other studies did find a strong
positive association between internalized stigma and negative symptoms [9]. Research by
Cavelti et al. [10], building on the work of Yanos et al [11] who tried to unravel the direction of
the association between symptoms and self-stigma, showed that causality between symptom
severity and self-stigma is complex and remains unclear.

Most research on the precursors of self-stigma has focused on psychological factors. How-
ever, the influence of (adverse) environmental factors, such as victimization, has been underex-
posed.One study incorporated external/contextual factors (i.e. location, activity, social
company) showing that there is substantial variation in the experience of self-stigmawithin
persons, and these fluctuations are related to current activities, mood and symptoms [12].
Increases in doing unspecified ‘other’ activities, negative affect and psychotic symptom severity
predicted increases in self-stigma. So self-stigma seems an experience that changes based on
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alterations in internal states and external circumstances. In this respect the influence of victimi-
zation has not been studied, until now. Victimization includes overt violence causing physical
harm, but also aggressive social behaviour like rude jokes and scolding. The prevalence of vic-
timization for individuals with severe mental disorders like schizophrenia is ten times higher
than in the general population, even after controlling for demographic characteristics [13–18].
81% of individuals with schizophrenia are exposed to at least one traumatic event, with an aver-
age of 3.5 different types of traumatic events experiencedduring the lifetime [15]. Rates of vic-
timization across different studies range from 8% till 34% [19] and vary considerably as a
consequence of varying incident periods and heterogeneous patient groups.

Research in the area of victimization and severe mental illness is limited and complex with a
lot of mixed results. There are clear indications of a relationship between victimization and
course and outcome [20, 21]. But, where victimization is consistently associated with severity
of positive symptoms [16, 18, 22–25] empirical studies show mixed results for the association
with negative symptoms [18, 19]. Furthermore manic symptoms seem to increase the risk of
victimization in patients with schizophrenia [26]. However, no research is available yet
expanding the ‘why try’ effect by including environmental factors like victimization as precur-
sors of self-stigma. It can be hypothesized that people who are victimized are at greater risk of
developing self-stigma. There is considerable evidence that victims in general experience a
marked decrease in their sense of self-worth [27]. They perceive themselves as having been sin-
gled out for misfortune leading to self-questioning, a perception of deviance and self-stigma
[28]. The reverse direction is also possible: people with self-stigma are less able to assert or
defend themselves in interactions with others, thus reinforcing being victimized [29], or they
may lack a social network that could deter victimization.As for the interplay between symptom
level, victimization and self-stigma, one could argue that people who have more symptoms
overall are at higher risk for both being victimized and developing self-stigma.However, there
is the possibility of a difference between people with negative symptoms who withdraw from
their environment experiencing less victimization than people with positive symptoms. The
latter group more often displays strange behavior and may be more focused on their internal
states with fewer cognitive resources available to be devoted to interactions with other people,
which makes them more vulnerable for victimization.

The aim of our study is to examine this possible interplay between victimization, symptoms,
self-stigma and self-esteem.We hypothesized that symptom severity and the experience of
being victimized affects an individual’s internalized stigma (self-stigma) and self-esteem.How-
ever, whereas we expect a direct effect of negative symptoms on self-stigma, the influence of
positive symptoms on self-stigmawas hypothesized to be also mediated through victimization.

Methods

Participants, recruitment and procedure

102 people (77 men and 25 women) with diagnoses of schizophrenia spectrumdisorders (95
with schizophrenia, 5 with schizoaffectivedisorder, 1 with schizophreniform disorder and 1
with psychotic disorder NOS), confirmedwith the Structured Clinical Interview for DSM IV
[30] participated in our study. They were recruited from two previous studies from our group:
the REFLEX study [31], a multicenter RandomizedControlled Trial studying a social-cognitive
group treatment to improve insight in schizophrenia (N = 89), and the EMOZIE study [32]:
Insight in affective versus non-affective psychosis: an fMRI study (N = 17). Inclusion criteria
consisted of having a diagnosis of a schizophrenia spectrumdisorder according to DSM IV-cri-
teria,> eighteen years old and being able to give informed consent. The presence of an acute
psychotic episode, a co-morbid neurological disorder and no competence of the Dutch
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language were reasons for exclusion. The study was approved of by the Medical Ethical Board
of the University Medical Centre as an amendment of the Reflex study (METc 2009.220) and
the EMOZIE study (METc 2008.305). After complete description of the study and procedures
to the participants, written informed consent was obtained. Participants had a mean ± SD age
of 39.1±11.3 and a mean education of 15.6±3.41 years. Their illness duration is 13.3±10.3 years
and the psychotic episodes 5.03±11.3. All received outpatient treatment, 92 (90%) patients
used antipsychotic medication, 10 did not (10%). Data on employed was available for 99 (97%)
of participants, 64 (63%) was unemployed, 35 (34%) had payed employment of some sort but
only eight participants were in fulltime jobs. The study was conducted betweenApril 2011
until March 2012.

Measures

Self-stigma. Self-stigmawas measured by the Internalized Stigma of Mental Illness Scale–
[33]. It is a 29-item questionnaire designed to assess subjective experiences of self-stigma using
a total score and five subscale scores; alienation, stereotype endorsement, perceived discrimina-
tion, social withdrawal and stigma resistance. Participants answer on a four-point agreement
scale (4 = strongly agree). Recent research suggests that ‘stigma resistance’ is a separate con-
struct [34] so this subscale was not included in the summed average of the other four ISMI-
subscales. Psychometric properties of the ISMIS are good with acceptable internal consistency
(α = .90) and test-retest reliability (r = .92) [35].

Symptoms. The Positive and Negative Syndrome Scale (PANSS) [36] is a 30-item semi-
structured interview completed by clinically trained staff. It was used to assess psychopatholog-
ical symptoms common in schizophrenia and it consists of three subscales (positive symptoms,
negative symptoms and global psychopathology symptoms). For our analyses we only used the
positive and negative subscale.

Victimization. To assess the prevalence of victimization in the last three years four ques-
tions originated from the national crime victimization scale of the ‘Integrale Veiligheidsmonitor’
or IVM (Integral Safety/SecurityMonitor) [37, 38], the Dutch equivalent of the International
Crime Victimization Survey [39], were used referring to being verbally or physically threatened
with violence and to being a victim of theft or vandalism and sexual harassment or assault. Par-
ticipants have to describe the incident and report detailed information on the time, location and
perpetrator. There are no data on the reliability and validity of the IVM in the general popula-
tion, Analysis on data from a cohort of 581 people with psychosis showed no significant relation
(corr.093) between paranoid thinking and the reported incidence of victimization for violent
events, threats and property crime [40].

Self-esteem. Self-esteemwas assessed with the Self-EsteemRating Scale-Short Form
(SERS-SF) [41]. The SERS is a 20-item self-rating scale with two subscales: positive and nega-
tive self-esteem. The SERS includes statements that are linked to social contacts, as well as
achievements and competency. Items are rated on a 7-point “never” to “always” scale. For our
analysis we used the subscales separately. The scale has good internal consistency, good test-
retest reliability and convergent validity in patients with schizophrenia [41].

Statistical Analyses

Three models

Using Structural Equation Modelling (SEM) three different models were fitted on the data
(SI Datafile selfstigma and victimization) to test our hypotheses on the mediating effect of
victimization on self-stigma especially in the case of positive symptoms and the subsequent
effect of self-stigma on self-esteem. The test of the ‘original’ model (1) with direct effects for
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both symptoms and victimization on self-stigma and a direct effect of self-stigma on self-
esteem was used as a reference. This model represents the state of the literature in the most
general way. Thereupon a second slightly altered model was tested based on the assumption
that not the symptom level itself influences self-stigma but adverse events like experiences
with violence and criminal acts. The fit of this model with victimization mediating both posi-
tive and negative symptoms (2) was compared to the original. In a third step (model 3) differ-
ent mechanisms for negative and positive symptoms were specified. For negative symptoms a
direct influence on self-stigma was assumed with a lesser chance of victimisation as a media-
tor because of withdrawal and fewer social interactions. With positive symptoms no direct
effect on self-stigma was expected because of lack of insight but self-stigma was supposed to
be affected by an increased prevalence of incidents. The stepwise approach was chosen to
gain insight in the additional value of the specific hypotheses.

Steps before SEM. Several descriptive statistics and correlational analyses using SPSS for
Windows, Release Version 19.0, were done before the SEM to examine the association between
variables to be included in the model, minimize the number of variables in the analysis and
avoid multicollinearity. Since SEM analyses permits no missing data, when necessary (sub)
scale totals were generated imputing mean scores for item scores with the restricting of no
more than two items missing per (sub) scale.

SEM. SEM involves developing a theoretical model to specify causal relationships between
constructs (i.e., latent variables) and testing these hypotheses by exploring how well the theo-
retical model explains the pattern of inter correlations found among the observedvariables
(i.e., indicator variables). It uses a combination of confirmatory factor analysis and multiple
regression in which the whole hypothesized model can be statistically tested in a simultaneous
analysis of all the constructs and measured variables [42].

The extent to which the three theoretical models fitted the data was quantified using the χ2
test [43]. A non-significant p-value (p>0.05) and the ratio of χ2/df< 2 would represent an ade-
quate model fit. However, because the χ2 is very sensitive to sample size, it often rejects good-
fitting models [42]. Therefore, to provide for reliable evaluations of the model, the Compara-
tive Fit Index (CFI>0.95) [43], Tucker-Lewis Index (TLI>0.95) [44], Root Mean Square Error
of Approximation (RMSEA< 0.05) [45], and Standardised Root Mean Square Residual
(SRMR<0.05) [44] were also included. To compare the competing models the Akaike Informa-
tion Criterion (AIC) was used, with smaller values indicating a better model fit [42]. All SEM
statistics were conducted with the software package Mplus 5.1.

Results

Correlation coefficients and the descriptive outcomes of the indicator variables included in the
SEM are presented in Table 1. Nearly half of the participants (43.1%) had been victimized in
the last three years with robbery (26.5%) mentioned most frequently. Measures on self-stigma
were below the midpoint pointing to rather low levels of self-stigma. Symptom levels were
almost the same for positive and negative symptoms and both were rather low, typical for indi-
viduals not in an active phase of psychosis. Positive as well as negative self-esteem levels were
moderate. All correlations were highly significant, except for the correlations between symp-
toms and negative self-esteem.

Results of the SEM for testing our hypothesized first model are presented in Fig 1 with
Table 2 showing the (standardized) effects of the different parameters. The fit indices indicate
that this originalmodel with direct effects for both symptoms and victimization on stigma and
a subsequent effect of self- stigma on self-esteem fits the data already well. Negative symptom
levels and being victimized in the last three years significantly relates to self-stigmawhich in
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turn has a significantly deteriorating effect on both positive and negative self-esteem.However,
no significant effect was found for the influence of positive symptoms on self-stigma (β = .07,
p = 0.49).

The second model testing the hypothesis that victimizationmediates the association of
symptoms and self-stigma had no good fit indices: χ2 = 12.272; df = 8; p = 0.140; RMSEA,
0.072; CFI, 0.961; TLI 0.932, AIC 3615.103 (Fig 2). Parameters showed a significant relation
between victimization and positive symptom (β = .0.25, p<0.01) but no such relation for

Table 1. Correlation coefficients and descriptive statistics of variables included in the SEM (n = 102).

Pearson correlations 1 2 3 4 5 M (SD)/% Ranges

1. PANSS—positive 1 15.31 (4.77) 7–49

2. PANSS-negative .26** 1 14.17 (5.41) 7–49

3. VICT-total .31** .24* 1 1 43.1% 0–1

4 ISMIS-total .20* .32** .29** -.53** 1 1.65 (0.39) 1–4

5. SERS-SF-Positive -.24* -.26** -.20* 64** -.46** 46.83 (9.82) 10–70

6. SERS-SF-Negative .16 .19 .25* 31.87 (11.37) 10–70

* p<0.05,

** p<0.01

doi:10.1371/journal.pone.0149763.t001

Fig 1. First model: Direct effects symptoms and victimization on stigma and effect of self- stigma on self-esteem.

Structural equation modeling. Numbers by single-headed arrows reflect standardized regression weights. Fit indices:

χ2 = 3.953; df = 6; p = .6830, RMSEA (90%CI) = .000 (0-.1), SRMR = .036, CFI = 1.000, TLI = 1.041, Akaike (AIC)

3602.784. * p<0.05, ** p<0.01. PANSS_pos: level of positive symptoms on PANSS, PANSS_neg: level of negative

symptoms. ISMIS: total score on four subscales of the Internalized Stigma of Mental Illness Scale (alienation, stereotype

endorsement, perceived discrimination, social withdrawal) indicating level of self-stigma. SERS_pos: score on subscale

positive self-esteem of the Self-Esteem Rating Scale-Short Form and SERS-neg: subscale negative self-esteem.

doi:10.1371/journal.pone.0149763.g001
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negative symptoms (β = .0.18, p = 0.07). The third model with a direct effect for negative symp-
toms on self-stigma and an indirect effect for positive symptoms mediated by victimization,
again fitted the data well (see Fig 3 and Table 2). Where negative symptoms are directly related
to self-stigma (β = .0.27, p<0.01), for positive symptoms the effect is mediated by victimization
(β = .29, p<0.01). However, based on a comparison of the goodness of fit indices, this modifi-
cation showed not to be an improvement over the original hypothesized model (AIC, from
3602.784 to 3610.505).

Table 2. (Standardized) effects in in the original hypothesized model (Model 1) and in the new model (Model 3).

Model 1 Model 3

B (SE) β B (SE) β
Pos sympt -> Self- stigma .16 (.22) .07

Neg sympt -> Self- stigma .53 (.20) .25 ** .55 (.19) .30 **

Victimization -> Self- stigma 4.77 (2.17) .21 * 5.15 (2.10) .27 **

Pos sympt -> Victimization .03 (.01) .23 *

Self-stigma -> Pos. self-esteem -.46 (.07) -.53 ** -.46 (.07) -.52 **

Self-stigma -> Neg. self-esteem .65 (.08) .64 ** .65 (.08) .63 **

Neg self-esteem <-> Pos self-esteem -13.15 (7.25) -.18 -13.15 (7.25) -.18

* p<0.05,

** p<0.01

doi:10.1371/journal.pone.0149763.t002

Fig 2. Second model: victimization mediating effects of symptoms on self-stigma and effect self- stigma on self-

esteem. Structural equation modeling. Numbers by single-headed arrows reflect standardized regression weights. Fit indices:

χ2 = 12.272; df = 8; p = .1395, RMSEA (90%CI) = .072 (0-.128), SRMR = .0086, CFI = .961, TLI = .932, Akaike (AIC) 3615.103.

* p<0.05, ** p<0.01. PANSS_pos: level of positive symptoms on PANSS, PANSS_neg: level of negative symptoms. ISMIS:

total score on four subscales of the Internalized Stigma of Mental Illness Scale (alienation, stereotype endorsement, perceived

discrimination, social withdrawal) indicating level of self-stigma. SERS_pos:score on subscale positive self-esteem of the Self-

Esteem Rating Scale-Short Form and SERS-neg: score on the subscale negative self-esteem.

doi:10.1371/journal.pone.0149763.g002
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Discussion

The present study examined, for the first time, the nature of the relationships between symp-
toms, victimization, self-stigma and self-esteem among individuals with a schizophrenia spec-
trum disorder with extra attention to the possible mediating role of especially victimization.
Results suggest symptom severity and victimization to be direct predictors of self-stigma. Self-
stigma may in turn lead to negative self-esteem. In other words, individuals who reported more
severe symptoms and more victimization experienceswere found to experience higher self-
stigma and lower self-esteem. The current finding of a relationship between symptom severity
and self-stigma is consistent with earlier research [6, 7, 9] supporting the hypothesis that more
psychotic symptoms may attract attention and be misunderstood as signs of danger or incom-
petence, thereby making one the target of stigmatization [7,11]. Symptoms like cognitive and
social deficits, misperception of social cues and a lack of assertiveness and resilience, partly due
to the clinical syndrome, may also make people vulnerable for self-stigma.

However, the direct effect of victimization on self-stigma also draws attention to external
factors: not only do people feel that they are different because of their clinical status, the fact
that they are confronted with loss of material goods, conflict and violence more often, may also
instigate and maintain these feelings. Victimization in this way contributes to a vulnerability of
internalizing stigmatizing attitudes.

In our originalmodel a higher level of negative symptoms directly affected self-stigma, but
no such direct effect was found for higher levels of positive symptoms. The adapted model
showed that positive symptoms do influence self-stigma only through more frequent occur-
rence of violent incidents. This indicates that people with positive symptoms only develop self-
stigma, when they also have been victimized,whereas people with negative symptoms develop
self-stigma regardless of being victimized. In this light it is important to note that specifically
the first group stands a higher risk of being victimized: several studies found a strong relation
with for instance disorganisation [46] and overall severity of psychopathology [47, 48, 49].

Fig 3. Third model: victimization mediating effects positive symptoms on self-stigma, direct effect negative symptoms

on self-stigma. Structural equation modeling. Numbers by single-headed arrows reflect standardized regression weights. Fit

indices: χ2 = 7.674; df = 8; p = .4659, RMSEA (90%CI) = .000 (0-.113), SRMR = .0059, CFI = 1.000, TLI = 1.005, Akaike (AIC)

3610.505. * p<0.05, ** p<0.01. PANSS_pos:level of positive symptoms on PANSS, PANSS_neg: evel of negative symptoms.

ISMIS: total score on four subscales of the Internalized Stigma of Mental Illness Scale (alienation, stereotype endorsement,

perceived discrimination, social withdrawal) indicating level of self-stigma. SERS_pos:score on subscale positive self-esteem of

the Self-Esteem Rating Scale-Short Form and SERS-neg:score on the subscale negative self-esteem.

doi:10.1371/journal.pone.0149763.g003
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Patients with relatively more negative symptoms are likely to withdraw from their environment
when experiencing problems with social encounters, avoiding possible victimization, but
maybe facilitating internalizing negative stereotypes. On the other hand it has been shown that
attitudinal beliefs (that may be closely related to self-stigma) in turn may affect negative symp-
toms [50]. However the originalmodel still had a better fit than the adapted model including
both a direct effect for negative symptoms and an indirect effect for positive symptoms. Nota-
bly, however, this partly mediation model was not an improvement of the originalmodel and
the fact that both models fitted the data well may indicate that symptoms, victimization and
self-stigma exert complex influences over another over time that may not be captured by cross-
sectional assessment [7].

With replication, these findings may have clinical implications. The results suggest that any
intervention aimed at reducing self-stigmamust be placed in a broader context; besides psy-
chological factors, environmental factors such as actual adverse events should also be taken
into account. For clinicians, this underscores the importance of screening and monitoring vic-
timization experiences [13] and self-stigma in their patients. To reduce victimization and self-
stigma (prevention) programs must be developed and implemented. Regarding the develop-
ment of interventions to decrease self-stigma, there are broadly two evidence-based interven-
tions; interventions including cognitive behavioural strategies that attempt to alter stigmatizing
beliefs and attitudes and interventions encouraging accepting the existence of stigmatizing ste-
reotypes without challenging them, focussing on enhancing stigma coping skills with self-
stigma through improvements in self-esteem, empowerment, and help-seeking behaviour [51].
Apart from the preventive influence of adequate symptom management and treatment adher-
ence [52] there are a few interventions specifically aimed at lowering the risk of victimization:
psycho-education to risk groups [53] and group interventions focusing on increasing patient
safety through discussion with service users [54] or skill-based training with peers [55, 56].
Although many assume that these kinds of interventions should contribute to more knowledge
(‘street smart’) and competence ('street skills' to deal with difficult potentially dangerous situa-
tions) there is as yet not enough evidence for the effectiveness of these interventions. Thus, evi-
dence-based interventions targeting victimization are needed,making people more resilient
and also reducing the likelihoodof revictimization, as victimization increases the likelihoodof
revictimization [57]. Our findings also raise a challenge for integrating strategies targeting both
victimization and self-stigma.

Several limitations of our study should be noted. As we used cross-sectional data, we cannot
draw definitive conclusions about causality and alternative explanations of the findings cannot
be ruled out. For instance, our data did not permit inclusion of the (reverse) effect of violent
incidents on symptom level in the model. Longitudinal or prospective studies have better
potential to shed a light on these complex interactions and the way time and person character-
istics influence their course. This is also important since our sample largely consisted of people
with a long history of psychosis and the patterns we found may not be applicable for people
with a more recent onset.

Although our sample resembles other samples in this field in terms of age, duration of ill-
ness and employment levels [6], mean self-stigma levels were quite low. This could be due to
our omission of the stigma resilience subscale. Possibly our recruitment strategy for part of the
sample could also have led to an oversampling of people with impaired insight who are known
to report less self-stigma since they feel prejudicial statements about psychiatric patients do not
apply to them. Future research however should focus on people with high insight when repli-
cating these results, as they probably constitute a high-risk group regarding self-stigma and vic-
timization. In our models the influence of insight was left out all together for methodological
reasons. We expected strong multicollinearity between symptoms and insight on the one hand
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[8] and insight and self-stigma on the other hand [9]. The small sample size also restricted the
number of variables to be included in the analysis. However, from other studies we also know
that developing self-stigma is mediated by insight which in turn is negatively related to symp-
tom level [10] and some of the explanations offered above can be further elaborated with the
influence of insight as an extra explanatory factor. Possibly people with more positive symp-
toms are more protected against self- stigma since, lacking insight, there is no need to general-
ize negative stereotypes in society towards themselves until fiercely confronted with serious
adverse events. And for people with good insight into the severity of their problems in social
communication, affective experience and responsiveness restricting their interaction with oth-
ers, no violent incidents are necessary to internalize negative stereotypes. For people with lower
levels of symptoms, awareness, be it accurate or not, of the difference in opportunities between
oneself and those without a diagnosis of schizophrenia can have a devastating effect on self-
worth and possibly enhance self-stigma. This contrast can especially been harsh when insight
is good and the contrast in day to day life is relatively small.

Furthermore, we were not able to distinguish between different forms of victimization (e.g.
verbal, physical, sexual violence) because of the size of the sample and the relatively low preva-
lence of each of these incidents separately. However, these types of victimization may be differ-
entially related to symptom levels and developing self-stigma. In addition, since participants
were predominantly men (75%), associations are may be different in women. Methodological
limitations concern the use of self-reportmeasures. Not only can reports of incidents be dis-
torted by cognitive problems, answers can also be biased by earlier experiences on how others
reacted on these kind of reports.

Conclusions

In conclusion, the findings of this study can help to develop a more differentiated view on how
not only symptom severity but also adverse events influence the process of self-stigmatisation
which in turn has a negative impact on feelings of self-worth and competence for individuals
with schizophrenia spectrumdisorders. Interventions focusing on symptom reduction, preven-
tion of victimization and empowerment have the potential to reduce self-stigma in patients
with schizophrenia spectrumdisorder and improving self-esteem.Given the burden of self-
stigma on patients and the constraining effects on societal participation and service use, inter-
ventions targeting victimization as well as self-stigma are needed and future studies should
address the effectiveness of these kinds of interventions.
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