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 This abstract delves into the multifaceted domain of mental illness, a 

term encompassing a spectrum of symptoms that impede various facets 

of cognition, emotion, communication, and behavior, thereby affecting 

the overall functioning and assessment of individuals. Notably, the 

exploration focuses on schizophrenia, a profound and severe mental 

disorder notorious for its significant impact on self-esteem and the 

subsequent emergence of self-stigmatization. 

Mental illness, a broad umbrella term, encapsulates a diverse array of 

symptoms that span disruptions in thinking, feeling, interpersonal 

communication, and behavioral patterns. These manifestations 

collectively pose challenges in the comprehensive evaluation of an 

individual's capabilities. The narrative emphasizes the complex 

interplay between symptoms and the subjective assessment of the 

afflicted individuals, highlighting the intricate nature of mental health 

disorders. 

Within the spectrum of mental illnesses, schizophrenia emerges as a 

formidable adversary, presenting profound challenges to those 

affected. The ensuing reduction in self-esteem becomes a pivotal focal 

point, shaping the lens through which individuals perceive their own 

abilities. This diminished self-esteem, in turn, lays the groundwork for 

self-stigmatization—a phenomenon where individuals internalize 

societal stereotypes and attach negative perceptions to themselves. 

The abstract underscores the unique impact of schizophrenia on self-

esteem, shedding light on how the disorder imposes limitations on 

individuals' self-assessment. By closely examining the nexus between 

symptoms, self-esteem, and self-stigmatization, the narrative aims to 

contribute to a nuanced understanding of the intricate psychological 

dynamics inherent in serious mental illnesses. 
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In conclusion, this abstract provides a gateway to unravel the 

complexities surrounding mental illness, with a specific focus on 

schizophrenia and its repercussions on self-esteem and self-

stigmatization. The exploration extends beyond symptomatology to 

underscore the subjective experiences and assessments of individuals 

grappling with the profound challenges posed by serious mental 

disorders. 
 

 

 

1. Introduction  

Mental illness and self  

The term mental illness is used to express a wide range of symptoms that cause problems in thinking, feeling, 

communicating with others and, behavior as well as assessing the range of possibilities of the sufferer.   Especially, 

schizophrenia, as one of the most serious mental illnesses, often leads to reduced self-esteem translated into a 

limited assessment of individual capabilities, therefore to self-stigmatization.  

The scientific developments that led to the discovery of a large number of psychopharmaceuticals helped to live 

the mentally ill outside the mental hospital. Although the critique and therapeutic delegitimization of confinement 

in asylums precede it, pharmaceutical viruses helped in the total reshaping of a post-asylic model of psychiatric 

treatment. Especially for schizophrenia, a milestone in its treatment was the discovery of chlorpromazine in 1950 

(Lopez-Munozetal, 2005), which along with other antipsychotics medicines, contributed to the improvement of 

treatment prospects and assisted in the deinstitutionalization and living of sufferers outside the special hospitals 

and asylums, in the community. Although these developments have opened up new horizons in increasing the 

chances of integrating patients into ordinary activities, in reality, the daily quality of life and the perception of 

their potential to follow the fast and demanding daily rhythms of life depend on a multitude of factors.   

The role of self-esteem is crucial because high self-esteem is linked to mental health and quality of life, which is 

an important strengthening factor for the good prognosis and course of schizophrenia, the recovery of the 

functionality of mentally ill people after seizures and hospitalizations, their reintegration into the daily activities 

of the community (Fungetal, 2008). Mental illness, on the other hand, is aggravated by the subjective experience 

of the disease when it is exclusively negative and causes changes in the patient's quality of life since it itself acts 

as a stressor.   

The negative influence of the opinions of the immediate social environment reduces the self-confidence of the 

mentally ill, which in turn affects both the manifestation and the course of the disease, the acceptance of treatment, 

the recovery of the possible lost daily skills of patients, and the ability to follow the daily rhythm of life in the 

community,  Moreover, taking into account the above parameters, the fundamental ability of the individual to 

derive life satisfaction decreases as low self-esteem and self-stigmatization prevail  (Mechanicet al., 1994), 

creating a condition that threatens healing and rehabilitation prospects (Page, 1977; Link, 1987). Reduced 

selfesteem increases the patient's anxiety and puts him at greater risk, contributing to the maintenance of chronic 

symptomatology (Lysakeret al., 2010) and making the individual vulnerable to dealing with the stigmatizing 

perceptions that society has of the mentally ill.  

2. Stigma, self-esteem, and work  

The phenomenon of stigmatization is a complex concept, involving stereotyping, prejudice, marginalization, and 

social deviance, and threatening to colonize the greater range of the individual's identity (Good et al., 2007). In 

this way, social identity becomes part of the self-image and affects self-esteem, and the stigmatizing mole, that 
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is, the attribution of a derogatory characterization, leads to the formation of a worn social identity that to the 

extent that the mentally ill embraces it is proportional to self-stigmatization (Dovidio, Major & Crocker, 2000; 

Warner, 2005). That is, the acceptance and internalization of stereotypes by people with a mental disorder are 

done if the individuals themselves consider them true (Corrigan & Watson, 2002; Corrigan & Rao, 2012). In this 

way, the stigma is reflected in the identity of the mentally ill, and mental illness leads the individual to limit his 

rights and his human value (Goffman, 1963), since and to the extent that the "label" of mental illness ends up 

being a key axis of his definition.   

The power of stigma is so great that it remains indelible and is consolidated for life even if the symptoms subside 

and the person fulfills the social role there is still distrust, fear, and avoidance (Sartorius & Schulze, 2005). The 

mentally ill are treated with fear and distrust in their social relationships and especially in areas related to their 

social status in finding work, and housing, significantly degrading their quality of life (Madianos et al., 1987; 

Page, 1977). When patient incorporates these postures, their self-esteem collapses, and he or she is ashamed and 

avoids asking for help from specialists because this certifies the severity of their condition (Feldhaus et al., 2018; 

Jesse et al., 2013). For this reason, the most important effects of reduced self-esteem and self-stigmatization are 

the reductions of the interests, self-efficacy, and functionality of the individual, that is, self-confidence and 

selfsufficiency are affected since feelings of embarrassment, shame, and guilt about mental illness prevailand 

there is a mood to avoid the mentally ill from society (Corrigan et al., 2006). As a result, the lack of social 

acceptance, which brings alienation and social withdrawal and reduced self-esteem and motivation, hinders 

treatment and also undermines the hope of achieving goals in areas such as work (Blajeski et al., 2021).  

Also based on research it has been found that the higher levels of consciousness and auto-stigmatism a person 

has, the greater discouragement he experiences (Cavelti, Kyrgic, Beck, Rusch & Vanth, 2012) and this implies 

feelings of negative self-esteem, despair that accumulate and lead to lower levels of quality of life (Link et al., 

2001), since their social network is limited by the outcome of isolation, low incomes or even unemployment 

(Wrigley et al., 2005).    

A key sector for survival that is influenced by both social stigma and self-stigmatization is the integration of the 

mentally ill into the labor market (Hipes et al., 2016). The labor market is an environment where discrimination 

can have serious consequences (Baldwin and Marcus, 2007; Cook, 2006; Stuart, 2004). Also, people with mental 

illness reported that they were relegated or dismissed from work, despite having the necessary qualifications, due 

to their mental illness (Cook, 2006; Corrigan, 2003; Stuart, 2004). In addition, employers explicitly express 

negative attitudes towardsemployees with mental illnesses and may be reluctant to hire them (Cook, 2006; Stuart, 

2004). This lack of trust can arise from the anxiety caused by the belief that the stigmatized person is dangerous, 

the uncertainty of interaction with the person, or a possible violation of rules (Hebl et al., 2000). The culmination 

of the stigma process is discrimination and reduced life opportunities for people who are characterized as mentally 

ill. Vigor leads to frustration, decreased social support, decreased self-esteem, decreased desire to seek help, and 

finally unemployment (Link, 1987; Link et al., 1989; Ritsher and Phelan, 2004; Sirey et al., 2001).  

The research conducted to date internationally on the subject of self-stigmatization is mainly quantitative, which 

does not allow deeper access to the subjective experience of the participants in relation to their illness, and this 

results in the loss of a large part of the information on this subject. For this reason, this research attempts to record 

the entire course of thought of the participants regarding their subjective experiences.   

That is, it attempts systematic access to meaning, that is, how the mentally ill themselves perceive their illness, 

how they manage their diagnosis in relation to their social environment, and how schizophrenia affects their self-
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esteem and aspects of their lives, such as perception of functionality and the management of daily difficulties, 

focusing on the field of work.  

3. Research Questions and Method  

Following the targeted literature review, the main objective of this research is to investigate the experience on the 

issues of self-assessment and self-punctuality in 11 patients diagnosed with schizophrenia at the Psychiatric 

Hospital of Attica.  

- How do the mentally ill perceive their illness in relation to their life prospects?  

- How do patients experience mental illness?  

- How does mental illness affect the self-esteem of the mentally ill and how does this in turn affect its 

relationship with others?  

- How do patients themselves consider that mental illness affects their "functionality" in relation to their 

social environment and their work?  

Understanding the answers to these questions is a valuable source of information for the organization of patient-

centered care. Qualitative methodology was chosen on this  topic because  it mainly explores the concepts and 

perceptions of the participants and seeks to give descriptions of their lives and interpretations of the concept of 

the phenomenon under consideration (Kvale, 1983), i.e. the qualitative research approach is consistent with the 

nature and purposes of this research, taking into account that the ratio of people diagnosed with schizophrenia is 

reliable and goes beyond clinical categorization, potentially hiding interpretive surprises (Britten, 1995). Thus, 

selfassessment and possible self-stigmatization are sought in terms of meaning, that is, how the mentally ill 

themselves perceive their illness, how they manage their diagnosis in relation to their social environment, and 

how schizophrenia affects their self-esteem and aspects of their lives, such as the perception of functionality and 

the treatment of daily difficulties.  

Table with survey participants’ data  

a/a     Gender  Age  Marital 

status  

Education  Occupational 

status  

1  A.K.  Female  35  Unmarried  Higher education  Unemployed  

2  B.S.  Male  31  Unmarried  Higher education  Unemployed  

3  G.K  Male  29  Unmarried  Higher education- not completed  Working  

occasionally  

4  G.P.  Male  27  Unmarried  Higher education- not completed  Unemployed  

5  G.X.  Male  32  Unmarried  Higher education- non-completed  Unemployed  

6  I.S.  Male  44  Unmarried  Higher education  Working  

occasionally  

7  L.K.  Female  41  Unmarried  Higher education  Working  

occasionally  

8  L.N.  Male  50  Divorced  Higher education  Unemployed  

9  M.G.  Female  26  Unmarried  Higher education- not completed  Unemployed  

10  P.G.  Female  47  Unmarried  Higher education  Working  

occasionally  

11  P.M.  Female  43  Unmarried  Higher education -not completed  Working  

occasionally  

The choice of interviews was considered the most appropriate and effective way to the above research questions 

because it is characterized by flexibility (Burgess, 1980; Silverman, 2006), additionally having the possibility of 
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verbal communication. In addition, interviews allow researchers to examine non-verbal communication that it 

often reveals more and much more substantial information than verbal (Creswell, 2016).  In particular, the semi-

structured interview was chosen because, on the one hand, it is characterized by a set of predetermined questions 

and, on the other hand, it is flexible in terms of the content and order of the questions (Grawitz, 2004) as it is 

examined from the perspective of the participants, an element that in the case of people diagnosed with 

schizophrenia is particularly important when we want to record social phenomena such as the internalization of 

stigma.  

From the thematic analysis of the interviews, the following topics emerged, which are then discussed  

from the point of view of the relationship with the self in relation to the perception of "functionality":  

- How do I perceive my mental illness?  What does mental illness mean to me, which I consider to be the 

and what is the appropriate treatment?  

- My experience with mental illness: (a) illness as a negative experience, (b) illness and hospitalization, (c) 

perception of "abnormal" life.  

- Have my abilities and social skills been affected, especially in relation to work?  

- Influence of mental illness or illness on self-confidence and plans for the future  

4. Perceptual patterns for illness and life prospects  

4.1. How do I perceive my mental illness?  

4.1.1. What mental illness means to me.  

All participants seem to be quite well informed about their illness not exclusively bibliographically but through 

their own experiences with it. Thus, everyone spoke and described schizophrenia based mainly on experiences, 

which, however, they describe by referring to scientific terminology (delirium, atony, etc.), revealing familiarity 

with a form of knowledge derived from their long personal experience with therapies. For them, schizophrenia is 

a disease that causes them first (a) intense and abrupt emotional transitions, (b) a significant distortion of reality 

through paranoid ideas and visions:  

"I have some symptoms. Hmm... one I am happy, the other I am sad. One I want this, the other I want the other, 

I'm  

undecided, I get stuck in thoughts, I think they follow me on the street, and I look back." (LK, p.4)  

"I'm confused, delirious, shouting and things like that. atony..." (LN, p.4)  

"I was out of control; I was out of place and out of time. I didn't have communication with the environment at the 

time."  

(MG, p.4)  

It follows from the statements of the participants that each patient experiences and perceives the diagnosis  

and the disease in a different way and to a different degree.  including work:  

"It has prevented me from having better interactions, a more developed social and friendly circle and has 

generally hindered me  

in my life." (AK, p. 1)  

"It means that the person who has manifested the symptoms of schizophrenia has a mental illness, manifested in 

various  

forms, which, however, make him incapable of offering some tasks, let's say to work." (PH, p. 2).  

"[...] it makes it exceedingly difficult for me in my life. I'm not very functional." (PG, p. 3)  
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For some participants, the development of the symptoms of mental illness changed their quality of life drastically 

and especially the unreasonable thoughts in which they developed due to the disease that created a distorted reality 

that in one way or another prevents them from following the usual rhythm of everyday life:  

"It goes more in my mind what I experienced, which essentially changed my whole life from that moment 

onwards." (GK, p.1).  

"[...] you think of some things in an absurd way. So, you have some obsessions... on absurd things. And you don't 

face reality  

as it is" (G.G., p. 2)  

"Simply put, it was as if I went to another world of my own away from the real one, I created a fantasy and lived 

it minute by  

minute all day every day every day for quite a while." (GK, p. 2)  

But there were also the participants who treated the disease and the diagnosis more detachedly and realistically, 

based on a virulent approach to the disease. For them, the disease creates a condition that arises from some organic 

(cerebral) dysfunction and requires significant pharmacotherapy in order to overcome:  

 "That I have something I have to take medication." (S, p. 2)  

"I think it was a simple disease that may be related to some lack of hormone in the brain that generally affects my 

system, my  

body." (BS, p. 2)  

4.1.2. Causes of disease  

As for the origin of the disease, the opinions of the participants differ, which is consistent with the multifactorial 

nature of the mental illness. Some participants attributed the disease to emotional causes, that is, some unpleasant 

event that triggered strong negative emotions such as anger and anxiety For others, the disease is the result of 

organic dysfunction and/or previous negative and traumatic experiences while there were also those who 

attributed their disease to hereditary causes because they had a patient in their family environment.  

"Itis probably due to some brain dysfunction which was caused by a ... the occasion was an erotic disappointment 

that I  

had." (BS, p. 4)  

"In some wrong stimuli I had in the past that stigmatized me. That is, some bad experiences. That is, all this 

worked  

cumulatively, resulting in this disease." (GP, p. 4)  

"My mother's brother died in a mental hospital, it must probably be hereditary because my mother didn't study, 

she was one,  

she was in elementary school, and she had some outbursts in character." (PG, pp. 4-5)  

"Partly in heredity, partly in acquired ... in the conditions that everyone grew up in, in their experiences, in the 

first years of  

their lives." (AM, p. 5)  

The perception of the etiology of the disease can influence both treatment expectations and biographical  

perspectives for the future, regarding issues such as work.  

4.1.3. Therapy  

Regarding the possibility of healing, the majority of participants believe that they will not reach the level of 

quality of life they had before they fell ill, that disease left an indelible trace in their biographical path:  

"No, one cannot have a full cure."  (BS, p. 6)  

 "It is not eliminated but some cure rate there is a 60%. 60% to 70%." (PH, p. 7).  
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"Yes, I believe it is cured or can be significantly improved. At an 80%. I believe that I will become again as before. 

Yes."  

(HS, p.7)  

However, there were also participants who are particularly optimistic about their therapeutic course, stating that 

they believe that they can reach the level of abilities and quality of life they had before they became ill:  

"With the help of doctors yes. So, I believe that I will become again as I was before." (AK, p. 6)  

"Yes, it's something that's done therapeutically. It may take some time, but it will be fought. Yes, you can become 

as you  

were before. Yes, you can come back yes." (GP, p. 6)  

"Yes, I think it is cured. There may be a complete cure I don't know. Yes, I believe I can be like before I got sick." 

(MG, p.7) 

4.2. My experience with mental illness  

A specific objective of this study is to investigate the experience of participants with mental illness from its 

inception until today and its overall assessment by them.   

4.2.1. A negative experience  

For the majority of participants, he experienced mental illness as a negative experience. Some participants 

reported that their life changed radically and in a bad way. Emotions had now changed, and individuals began to 

experience unprecedented emotions and in great intensity:  

"[...] I had nerves enough, I didn't accept that this was happening to me, I was saying because to me... Eu... 

Nerves...  

(scthat's enough." (PH, p. 8)  

"Then there was the shock that I got because I couldn't sit down, and I was going back and forth, and I had 

physical pain. I  

felt like crap." (MG, p.9)  

Very characteristic and intense were the descriptions mentioned by two participants who experience particularly 

intensely the adventof the disease in their lives. One participant who during the interview was experiencing 

extraordinarily strong emotions said that the disease has trapped her in a life that she did not choose and likens 

her life now to that of a prisoner who she can no longer have a say in her life. On the other hand, another participant 

likened his life to the disease to himself in a maze from which he cannot get out: 

"Excruciating, tyrannical, non-liberating, for the individual in their thoughts. As if I am a bird locked inside a 

cage and  

cannot open the cage and fly the bird. So much so. I feel imprisoned. (hits the hands on the table)" (LK, p.12)  

"The first thoughts are that I am in a maze, in a maze that I am trying to survive. That's it. Because it is a disease 

that is  

insidious and swallows you up. Yes!" (LN, p.12)  

For some participants, this change in the quality of life brought them a strong emotional charge. In fact, one of 

the participants mentioned that she refuses to accept the new reality mainly because she now bears the label of 

"crazy":  

"I wish I was fine. I do not accept my situation now. It saddens me very much! I can't accept that I'mcrazy in 

quotes. you're  

stigmatized by the world. I'm stigmatized, yes."  
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4.2.2. Hospitalization  

All participants said they have been hospitalized in a psychiatric clinic and except for one, the rest were 

hospitalized involuntarily and by the prosecutor's order.    

"I was admitted by prosecutor's order, basically caused it inside the police station and with what I did they were 

forced to lock  

me in a room ..." (GK, p. 9)  

"My introduction to the Ps.N.A. was done of my own free will, it lasted about a month." (PH, p. 10)  

"Uh... and just the fact that I was introduced toit bothered me very much because I stayed longer in the hospital 

was not  

intentional... voluntary hospitalization, it was involuntary." (LK, p.10)  

"With the prosecutor's office, I felt very, very bad! They took me in handcuffs, I didn't understand, I was in another 

reality  

and I didn'tunderstand, I was scared, I didn't know where they were going to take me, they handcuffed me...  They 

came and picked me up while I was sleeping." (PG, p. 11)  

Although the involuntary admission was accompanied by negative emotions, several of the participants admitted 

that daily was an inevitable event as the symptoms of the disease were on the rise and their behavior was not 

functional. they felt safe, but they also had time to reflect on what this experience might offer them:  

"I felt... on the one hand I was not in control of myself, and my mother did well and made a prosecutor's order 

and secondly I  

feltrelieved because again in the unit I would be with the medication let's say I was sleeping, and I was 

hospitalized just fine." (BS, p.10)  

"A very important part is hospitalization because it helps you rethink some things in your past.  I was hospitalized 

yes, and  

I had time to think." (GP, p.10)  

4.2.3. I do not live a "normal" life  

Most of the participants reported that their illness prevents them from having a normal life. This is because they 

believe that, in some way, they are significantly different from "normal" people and their lives are differentiated 

from that of people who do not suffer from a mental disorder.   

"Yes, it prevents me from having a normal life as I would like it to be... It makes me differ naively from others. I 

am like a  

man who has been sucked into a black hole. This idea of mine is like a black hole, which absorbs me, and then I 

cannot participate in the normal flow of things, like most people." (GP, p. 37)  

"Yes. Because for a lifetime I will need medicines, I will not be free. I have to inject myself every month so as not 

to get the  

same again. I find it difficult to establish a relationship with the other sex, ok and I don't feel comfortable but 

when I can't manage myself, if you have a relationship, it's even harder and that is, I have these problems, it's not 

that I don't have difficulty, but I can't, because I'm not in control of my own thoughts and... that's why I'm having 

a harder time." (PG, p. 38)  

4.3. It has changed "my functionality"  

During the interview, participants were asked about whether the disease affected what professionals define as 

functionality, namely their abilities to follow the rhythm of daily life, in their various dimensions.   
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4.3.1.  Before and after  

Most of the participants reported that the biggest drawback after the onset of the disease was the impairment in 

their ability to do things they did before. In fact, when their current degree of 'functionality' is estimated to be 

significantly lower than in the past:  

"My life has changed because I'm no longer able to do things I did, in the first place. (AK, p.8)  

"I just wanted to sit in my bed because I couldn't stand up, etc., I couldn't function, I couldn’t work, I wasn't able 

to work,  

I had suicidal tendencies as well." (BS, p. 8)  

"Of course, my life has changed, I can't work, I can't do the social events I did and things like that." (LN, p.9)  

The majority of participants argued that they believe that they will not reach the level of functionality they had 

before they became ill. An additional element that emerged is that they feel that they themselves are dominant in 

this therapeutic journey and that they are responsible for improving or worsening their condition.  themselves as 

well as the consequences of their non-compliance with it:   

" [...] if you cut the drugs you may fall into a relapse." (BS, p. 6)  

"If I stop my treatment, the drugs, I believe yes I will go back to the state I was in. No, I don't think I'll be like 

before." (PH, p. 7).  

One of the most important changes that occurred after the diagnosis is taking medication. While most people 

admitted that without the drugs they could not return to basic functionality and be autonomous, there are side 

effects that create additional obstacles for them.  As before:  

"As the doctors have told me if I ever have to stop the drugs, I will go back not to my good self, to myself who had 

the  

problem. Yes, and I have been told that I will take the medication forever or else I will relapse." (PH, p. 7)  

"Uh... I had talked to a doctor, and he had told me when I left the mental hospital of Thessaloniki that the pills 

you take  

will be taken all your life" (IS, p. 7)  

However, medication for them is a factor that enables them to have the maximum possible functionality.  

"The point is that you are now taking the appropriate medication to deal with it, and if you try to follow your 

doctor's  

instructions, I think it offers you a high standard of sustainability" (BS, p. 18)  

"I thought I didn't need them. Not now I need to take them." (HS, pp.18-19)  

"Uh I felt that I was bound to the drugs but in fact, later on, I saw that they are very good for me. Without drugs, 

I cannot  

live. It can't be done, it can't be done, I'm not functional, and there's a chance I'll be relapsing without the drugs" 

(LK, p.19)  

On the other hand, some of the participants seemed to be particularl yision in terms of their therapeutic course, 

stating that they believe that they can reach the level of functionality and quality of life they had before they 

became ill:  

"With the help of doctors yes. So, I think I will become again as I was before. With the help of the doctor and with 

the effort  

of his own." (AK, p. 6)  

"Yes, it's something that's done therapeutically. It may take some time, but it will be fought. Yes, you can become 

as you  
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were before. Yes, you can come back yes." (GP, p. 6)  

"Yes, I think it is cured. There may be a complete cure I don't know. Yes, I believe I can become like before I got 

sick" (MG, p. 7)  

4.3.2. My work has been negatively affected  

One area in which the operating discount seems to be greater is the labor one. All participants reported being 

graduates or graduates of higher education, and some had already begun to work when the first symptoms of the 

disease appeared.  

"Because at work if you are not in a good psychological state you cannot meet the demands that exist." (AK, p. 

20)  

"Yes! I can't work because of my mind; I don't have a very good concentration." (MG, p.21)  

"[...] for example if I want to work somewhere because I take medication now I would not work as I worked when 

I was  

without the drugs. I would work less, I work less." (HS, p.21)  

For some this was mainly the case in the early stages of the disease where most of the participants had  

not fully realized what was happening and had not yet started their medication:  

"Yes, it has. In the early stages of the disease, that is, until I was restored at first with the drugs, I could not tune 

myself in. In the initial, in the initial months of treatment yes.  

The effect of mental illness on the ability of patients to work was also evident from the answers they gave about 

whether they would claim a job worthy of their abilities.     

"Nope. I don't think so. I'm thinking of getting involved with rural. We have some field in the province and that's 

what I'm  

going to deal with." (HS, p.41)   

"To tell you the truth not yet, I'm not ready for a job yet. In the future maybe yes. But now no, I want to stabilize 

myself to  

feel ready for myself that I can stand on my own two feet." (LK, p.41)  

"I've ruled it out of work. Because of the disease and the age, I also resigned from the practice of law, etc." (LN, 

p.42)  

"Now I don't have much potential. Because my mind is not working very well." (MG, p.42)  

In addition to their low functionality due to the illness, some participants also focused on the stigma that  

surrounds people with mental illness, which acts as a deterrent to looking for a job.  

"In Greece, it has to do with the social stigma let's say the social mentality. That is, the other person who suffers 

from mental  

illnesses is still stigmatized. That is, while you are not crazy, they consider you crazy let's say without being. There 

is no active symptomatology anymore, but because it has been diagnosed." (BS, p. 41)  

 "Yes definitely, it would definitely stop me. Unless they didn't know I was mentally ill." (PG, p.41)  

However, there were also participants who believed that they could claim a job as they would have claimed it 

before and that their illness is not an obstacle to this:  

"In my case, I think I would find a job worthy of my potential." (AK, p.40)  

"I don't think it would stop me, I could do this job again that I did as the assistant waiter, it was a very good 

opportunity in  

my life, and I would like to do it again." (GP, p.40)  
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4.4. Effect of mental illness on self-confidence  

One area in which the diagnosis of the disease has had a significant effect is the opinion and feelings that it causes 

for themselves. The vast majority of participants reported experiencing particularly negative feelings not only 

about their quality of life that has been negatively affected by the disease but also about the value they now have 

as humans. Many wondered why this should happen to them. Typical words and expressions such as "defective" 

"shame on myself", "I feel disadvantaged" dominated their descriptions:   

"Depression, sadness, you feel a failure, you feel helpless and generally if you are not in the dance, you are not... 

away from  

dancing big words, you say let's pump. I was ashamed of myself for having this disease let's say. (BS, p.37)  

"I feel like a flawed man. I feel bad when I realize I'm at this level and I want to get away with it." (GP, p. 37)  

"A little misery, misery, not happiness, disappointment, pessimism, emotional charge, sadness, sometimes 

excruciating or  

tyrannical. Not the best. (her voice breaks- emotions.)" (LK, p.37)  

On the other hand, one participant mentioned that while on the one hand, he felt punctual about his situation on 

the other hand he accepted that it is something beyond his control and he cannot do something "magical" to 

disappear.    

"Ok, I feel disadvantaged, but beyond that, since I can't since it's not up to me to get the magic wand to change 

situations."  

(AM, p.38)  

For a participant, the whole process of illness and confinement functioned as a new and positive  

experience for him:  

" I haven't... I'm not sad, I'm I can say happy to some extent that I was given this opportunity and was hospitalized 

and  

went through this experience. Positive, yes." (HS, p.38)  

5. Discussion and conclusions  

It emerges from the patients' narratives that the internalization of stigma in the vast majority of cases is a negative 

experience with many implications, mainly in the perception of social functioning and the ability to work, which 

is of key importance for their survival.  stigmatization (Link, Frank, &Wozniak, 1987; Link, 1982), and this is of 

particular importance at a time when treatment is not limited to biological interventions but must be combined 

with both mental and social interventions, including work (Bustilloetal, 2001).  

However, as the narratives show, not all patients are self-stigmatized. Some act on stigma by taking energy and 

strength, while others put it in second place in relation to more practical issues, such as daily living and financial 

survival. they also develop a positive identity, for example through interactions with groups of mentally ill people, 

resulting in positive self-perceptions. This finding suggests that the problem of self-stigmatization could be 

addressed through cognitive-behavioral approaches (Watsonetal, 2007). Also, through interaction with other more 

experienced patients, self-stigma can be reduced and for this reason, self-help groups are particularly important 

(Mustafa, 2021).  This fact makes it particularly important whether or not to have self-stigmatization as a factor 

that can prevent or promote the rehabilitation of the mentally ill and for this reason the transformation of the 

image that patients have of themselves and consequently the reduction of this; stigmatization and an increase in 

self-esteem are a key part of the process of regaining their functionality. This means that stigma should be treated 

therapeutically in the context of an integrated approach to psychosocial rehabilitation with a particular focus on 

addressing internalized shame and low self-esteem, and this is the conclusion of most research (Woodetal, 2017).  
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Ignoring self-stigma and self-esteem due to illness in therapeutic planning can lead to serious obstacles to the 

rehabilitation of cv traumas (Fung & Tsang, 2008, Yanos et al., 2010).   

Also, according to Yanos et al. (2012), self-stigma and functionality are related and altered over time, and this 

means that it is a manageable parameter through appropriate psychoeducational interventions (Corrigan, 2003). 

That is, stigma affects social functionality by suggesting that interventions targeting internalized stigma can affect 

functionality, social reintegration, and professional rehabilitation.  It is especially important, especially in times 

of economic crisis, to create employment opportunities for mentally ill people under appropriate conditions, such 

as supported employment models (Krupa & Carter, 2015).  

Another important parameter in the management of low self-esteem and self-stigmatization is the apt treatment 

and management of the problems of the disease either by pharmaceutical or other therapeutic methods.  stigma is 

the negative symptoms of the disease, especially when these are evident. An important aspect of schizophrenia is 

cognitive deficits, as well as dysfunctions in most areas of cognitive, motor, and sensory function (Wexler & Bell, 

2005). For this reason, understanding and coping with these difficulties is of key importance in psychosocial 

rehabilitation, because verbal learning, memory, and verbal disorganization are important prognostic factors of 

work behavior (Gibson, 2004).    

This means that all the individual aspects of the disease must be addressed at the same time, including both its 

symptoms as such and the consequences they have on the social identity, self-stigmatization, and selfesteem of 

patients within the framework of a multifaceted and interdisciplinary approach (Tzanakis, 2022). Εducational 

interventions and skills development will have the maximum possible effectiveness and will contribute decisively 

to the professional rehabilitation and reintegration of patients into society as productive individuals.  
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