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Abstract

Mental illness stigma continues to be a major barrier for individuals with mental 
illness. In this paper, we define constructs that comprise stigma (e.g., attitudes, 
stereotypes, prejudice, discrimination), discuss the harmful effects (e.g., label 
avoidance, public stigma, self-stigma) and present factors that may influence 
them (e.g., concealability). In order to better understand mental health stigma 
in Muslim community, we focus on intersectional stigma and present literature 
on the complex relationships among race/ethnicity, gender, class, religion, and 
health status among Muslims. In addition, we include literature highlighting cul-
turally specific presentations of symptoms and mental health problems. Finally, 
we offer suggestions for future stigma research in Muslim communities.

And We will surely test you with something of fear and hunger and a loss of 
wealth and lives and fruits, but give good tidings to the patient (Surat Ai-
Baqarah 2:155)

Although mental health care has improved significantly over the last decades, 
many people still choose not to seek treatment or quit prematurely. A number 
of possible factors contribute to these disparities with stigma being perhaps the 
most significant. Stigma hurts individuals with mental illness and their com-
munities, creating injustices and sometimes devastating consequences. In this 
paper, we discuss mental illness stigma and its related constructs, describe the 
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current state of understanding mental illness stigma in Islam, and summarize 
critical considerations to address stigma in this community.

Stigma is defined as “the situation of the individual who is disqualified 
from full social acceptance” (Goffman, 1963, p. 9). In this paper, we distin-
guish label avoidance from public stigma. Label avoidance refers to instances in 
which individuals choose to not seek help for mental health problems in order 
to avoid negative labels (Corrigan, Roe, & Tsang, 2011). In order to avoid psy-
chiatric labels, individuals may choose to not associate themselves with mental 
health clinic or professionals -- avoiding diagnosis by avoiding mental health 
care. Public stigma is the prejudice and discrimination that blocks individu-
als’ access to employment, educational opportunities, health care, and housing. 
Public stigma occurs when members of the general public endorse stereotypes 
about mental illness and act on the basis of these stereotypes.

In order to unpack the stigma process, it is helpful to differentiate key 
terms that comprise the stigma construct: attitudes, stereotypes, prejudice, and 
discrimination (Corrigan, Roe, & Tsang, 2011). We form attitudes based on 
seemingly factual views of the world and our values and emotional reactions 
to these views. Attitudes can be positive or negative. Stereotypes are attitudes 
made about individuals based on their assignment to a particular group or 
category. Stereotypes per se rely on generalizations that are often inaccurate 
or misleading when applied to particular cases. Prejudice refers to negative af-
fective attitudes toward particular groups and implies agreement with deroga-
tory or pejorative stereotypes. An individual walking by men wearing turbans, 
for example, might not only assume that they are terrorists (a stereotype) but 
also feel anger and fear toward them because of their presumed dangerousness 
(prejudice).

Discrimination is the behavioral component of stigma and occurs when 
people act on the basis of prejudiced attitudes or beliefs. For example, indi-
viduals who believe that Muslim men are ‘dangerous’ and untrustworthy might 
avoid neighborhoods in which Muslim families live, or report these men to 
airport police for “suspicious” activities. Behavioral discrimination might also 
occur in subtle forms such as choosing not to sit next to an individual wearing 
a turban on the train.

Both label avoidance and self-stigma are frequently framed as consequenc-
es of public stigma (Corrigan et al., 2001). Self-stigma occurs when individuals 
belonging to a stigmatized group internalize public prejudice and direct it to-
ward themselves. The self-stigma process can be broken down into component 
parts, including awareness (e.g., are individuals aware of the stereotypes related 
to the mental illness?), agreement (e.g., do they agree with the stereotypes?), 
application (e.g., do they apply these stereotypes to themselves?), and harm 
(e.g., is this stereotyping harming their self-esteem or self-efficacy to use cop-
ing skills to fight stigma’s effect?; Corrigan, Larson, & Kuwabara, 2009). One 



	 Mental Health Stigma in the Mental Health Community 	 19

of the most significant harms resulting from self-stigma is the foreclosure of 
important life pursuits by individuals who come to believe they should not 
pursue goals that society thinks such individuals cannot succeed in (Corrigan, 
Larson, & Rusch, 2009).

Factors that Influence or Moderate Stigma

Jones and colleagues (1984) propose that stigma is moderated by six factors: 
concealability, course, disruptiveness, aesthetic qualities, origin, and peril. 
Concealability refers to the relative apparency of a stigmatizing attribute. Skin 
color is often visible, whereas mental illness can often be concealed. While 
highly visible stigmas lead to immediate discrimination, concealable stigmas 
have other negative consequences. Although a stigma such as mental illness 
can be hidden in some circumstances, management of information about it—
who to disclose to, who not to, how to keep records hidden—may lead to high 
levels of social stress and strained social interactions (Beatty & Kirby, 2004; 
Clair, Beatty, & MacLean, 2005; Joachim & Acorn, 2000). Discrimination stem-
ming from visible stigmas may be easier to identify and legally prosecute than 
discrimination based on invisible attributes (Stefan, 2000). Of the other dimen-
sions articulated by Jones and colleagues, course and peril have emerged as 
important influences on the degree of stigma and its negative behavioral conse-
quences (Jorm & Griffiths, 2008; Keller, 2005; Link et al., 1999). In recent years, 
a number of researchers have also begun to explore the influence of different 
explanatory models or causal beliefs regarding the origins and nature of mental 
illness (Phelan, 2005; Rusch et al., 2010; Schomerus et al., 2012; Schomerus, 
Matschinger, & Angermeyer, 2013).

With respect to self-stigma, Corrigan and Watson (2002) suggest that 
group identification and perceived legitimacy of public stigma influence self-
stigma. This leads to a paradox: individuals who are aware of public stigma 
may view these attitudes as legitimate (resulting in low self-esteem) or not le-
gitimate (resulting in intact self-esteem), and react with shame, indifference, or 
righteous anger, depending on their level of identification with their in-group. 
Perceptions of legitimacy is influenced by several factors including negative 
social feedback and personal values that may protect against self-stigma. Rusch 
and colleagues (2009, 2010) examined the influence of in-group perception, 
perceived legitimacy of discrimination, responses to stigma, and causal at-
tributions. Entitativity is “the perception of the in-group as a coherent unit” 
(Rusch et al., 2009, p. 320). For example, individuals may have low entitativity 
about the ‘group of people’ waiting in a grocery check-out line versus those 
who attend their mosque. Findings suggested that individuals with high group 
value (higher group identification and entitativity) and lower perceived legiti-
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macy are more resilient to stigma. Group identification can be a critical issue 
especially dealing with stigma in minority or more collectivist communities.

Double Stigma and Intersectionality

Stigma impacts individuals of color and minority cultures. Studies conducted 
within the United States suggest that the experience of mental illness stigma can 
be more complicated for those from racial and ethnic minority groups. Gary 
(2005) examined four ethnic groups in the United States (i.e., African Ameri-
cans, American Indians and Alaska Natives, Asian Americans, and Hispanic 
Americans) and proposed the concept of “double stigma,” stemming from prej-
udice and discrimination occasioned by individual’s racial identity and their 
mental illness. Intersectionality describes the complex relationships between 
different identities (e.g., race, gender, sexual orientation, class, and disability) 
and forms of oppression. Effects of interlocking identity axes must be consid-
ered simultaneously (Cole, 2009; Collins, 2000, 2007; Hancock, 2007). Oppres-
sion associated with race, economic status, disability, and gender operate as an 
intersecting system, not as unrelated instances of oppression. To use a classic 
example, middle-class white women are often viewed as relatively asexual pil-
lars of family values, while poor African American women are seen as sexually 
“promiscuous” (Collins, 2000). An intersectionalist framework proposes that 
the process and effects of the stigmatization of, for example, a working-class 
Muslim woman with depression will differ from that of a middle-class White 
woman with depression not only in degree (i.e., ‘more’ or additive stigma), but 
in kind (i.e., qualitatively different stigma with fundamentally different effects 
on the stigmatized individual).

Although the literature on stigma and intersectionality remains small, ex-
isting studies underscore the importance of work in this area. On the experi-
mental side, Wirth and Bodenhausen (2007) found that participants reading 
case studies of men and women with either gender-typical (e.g., women with 
depression) or gender-atypical (e.g., men with depression) psychiatric con-
ditions reacted differently. When cases were gender-typical, participants ex-
pressed less sympathy and decreased willingness to provide help or support, 
relative to cases perceived as gender-atypical. In the context of applied scholar-
ship, Collins and colleagues (Collins et al., 2008; Collins, von Unger, & Arm-
brister, 2008) have unpacked relationships between gender, ethnicity, serious 
mental illness, and HIV/AIDS risk behaviors. They found complex interplay 
among identities (particularly gender and mental illness), the social norms af-
fecting these identities, and sexual risk-taking. Study participants, for example, 
described culturally specific conflicts between mental illness stigma and Latino 
gender norms that undermined power and leverage in sexual relationships, 



	 Mental Health Stigma in the Mental Health Community 	 21

ultimately leading to higher levels of unprotected sex and greater exposure to 
HIV/AIDS.

Several studies have focused on differences between racial minorities 
with respect to mental illness stigma with trends suggesting different patterns 
of stigma based on sex, race, and racial identity (Corrigan & Watson, 2007; 
Loya, Reddy, & Hisnhaw 2010; Rao, Feinglass, & Corrigan, 2007). Specifically, 
some minorities, including African Americans and Asian Americans, have 
higher levels of mental illness stigma compared to the “majority” individu-
als (Abdullah & Brown, 2011; Anglin, Link, & Phelan, 2006). However, this 
trend is not clear for all groups. For example, in a study of 357 students (20% 
African American, 28% Latino, 8% Asian), Rao, Feinglass and Corrigan (2007) 
found that African Americans and Asians perceived people with mental ill-
ness as more dangerous and preferred segregation than Caucasians, while La-
tinos perceived people with mental illness as less dangerous and preferred less 
segregation than Caucasians. In the same study, Asian students also showed 
higher stigma change following a targeted intervention. Another study found 
that South Asian students reported significantly less positive public attitudes 
toward help-seeking than Caucasians (Loya, Reddy & Hisnhaw, 2010). After 
including personal stigma variables as mediators in their model, however, the 
effect of ethnicity on help-seeking attitudes was significantly reduced. The me-
diational analysis suggested that for South Asian students, personal stigma, not 
perceived public stigma, accounted for 32% of the differences in attitudes to-
ward help-seeking.

These studies suggest that demographic differences impact ways in which 
members of ethnic and cultural minority groups stigmatize mental illness in 
the US. Differences in stigma level and content have also been identified stem-
ming from class and educational attainment (Phelan, Bromet, & Link, 1998), 
specific religious beliefs (Wesselmann & Graziano, 2010) and gender (Corri-
gan & Watson, 2007). The complex interactions between race/ethnicity, gen-
der, class, religion, and health status have nevertheless gone largely unexplored, 
suggesting a need for more sophisticated intersectional analyses.

Mental Illness Stigma outside of the United States

Mental illness stigma is a significant problem not only in the Unites States, but 
around the world (Crabb et al., 2012; Fung, Tsang, Corrigan, Lam, & Cheng, 
2007; Lauber & Rössler, 2007; Ng, 1997; Tal, Roe, & Corrigan, 2007). However, 
while stigma as a broad construct can be identified across cultures, influences, 
dimensions and consequences vary substantially within local context (Yang et 
al., 2007). In Chinese culture, for instance, where individuals are seen as links 
in an intergenerational kinship structure whose central responsibility is not to 
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themselves but to family and ancestors, mental illness ‘contaminates’ not only 
the individual but also the extended family (Yang & Pearson, 2002). Chinese 
persons with mental illness may also be more susceptible to self-stigma, due 
to the more immediate and reflexive influence of the collective on personal 
beliefs (Fung, Tsang, Corrigan, Lam, & Cheng, 2007). In Egypt, on the other 
hand, where problems tend to be understood in intersubjective rather than 
intrapsychic terms, less blame is placed on the individual with mental illness; 
mental illness in a more collective sense is nevertheless seen as a significant 
threat to social order, as exemplified by the physical isolation and segregation 
of psychiatric facilities (Coker, 2005).

Cultural differences also have significant implications with respect to care-
giver stigma and burden. Comparing India and the United States, for instance, 
Marrow and Luhrmann (2012) describe how perceptions of family honor, 
shame, and moral responsibility, access to psychiatric services, and cultural 
acceptance of biomedical approaches to mental health treatment, combine to 
lead Indian families to hide family members with severe psychosis within their 
homes (taking on the majority of caregiver burdens), and American families to 
abandon them to institutions or on the streets. Chinese families may also keep 
family member’s illness a secret in order to save face (Mak & Cheung, 2008).

Consistent with these findings, Ciftci (1999) observed a strong sense of 
family shame at a rehabilitation center in Turkey while working with families 
and children with mental illness. In some cases, shame was so extreme it led to 
locking children in the house and not “coming out” in public. Most frequently, 
fathers would blame mothers for giving birth to a child with mental illness. It 
was extremely critical to incorporate the support from extended family and 
other elders (e.g., religious) in the community to make changes.

Health, Mental Health, and Islam

The global Muslim population is estimated to be around 1.6 billion persons, 
which makes up about 23% of the world’s population, with 62% of Muslims 
living in Asian-Pacific countries (e.g., Indonesia, Pakistan, India, Bangladesh, 
Iran, and Turkey), 20% in the Middle East or North Africa (e.g., Egypt, Ye-
men, Sudan, Saudi Arabia, Algeria, Syria), 15% in Sub-Saharan Africa (e.g., 
Nigeria, Rwanda, Kenya), 3% in Europe (e.g., France, Belgium, Austria, United 
Kingdom) and less than 1% in North America (e.g., United States, Canada). 
According to Pew Research Center’s Forum on Religion and Public Life (2011), 
this number is expected to increase by about 35% by 2030. In the U.S., approxi-
mately 32% of the Muslim population is South Asian, with 26% Arab, and 20% 
African American.
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Although Muslim beliefs and ethnic sub-cultures are heterogeneous, they 
are often perceived as a monolithic group, negatively stereotyped and sub-
jected to significant interpersonal and structural discrimination (Jamal, 2008; 
Jasinskaja-Lahti,Liebkind, & Perhoniemi, 2006; Whidden, 2000). Before dis-
cussing mental illness stigma in Muslim communities, and the intersection of 
religion, culture, and mental illness stigma, we describe cultural definitions of 
health and mental health within Islam.

There are contextual differences among practices and beliefs about health 
and illness and important commonalities across Muslim groups. A fundamen-
tal tenet of Islam is that there is one God (the Arabic word for God, Allah, is 
used universally by Muslims, regardless of ethnic group or language of ori-
gin) and Allah causes everything including illnesses. According to some re-
ligious leaders, illness is one method of connection with God and should not 
be considered as alien, but “rather . . . an event, a mechanism of the body, that 
is serving to cleanse, purify, and balance us on the physical, emotional, mental, 
and spiritual planes.” (Rasool, 2000, p. 1479). This core belief is reflected in 
multiple studies on the perspectives of Muslim community members extend-
ing to both physical and mental illnesses (DeShaw, 2006; Padella et al., 2012; 
Ypinazar & Margolis, 2006; Shah, Ayash, Pharaon, & Gany, 2008). For example, 
South Asian Muslim women queried about the cause of breast cancer strongly 
affirmed God’s role in determining both who gets sick and who is healed (John-
son et al., 1999). In a focus group of American Muslims examining health at-
titudes, one participant said “God . . . is the ultimate doctor. He is the one who 
brought down the disease. He is the one that brought down the cure” (Padella 
et al., 2012, p. 849).

Mental illness may also be perceived as a test or punishment from God 
(Abu-Ras, Gheith & Cournos, 2008; Rassoll, 2000). In Muslim culture, belief 
in kader -- or destiny is strong. While kader may lead to fatalism in some cases 
(Shah et al., 2008), it also suggests positive acceptance of Allah’s will and high-
er levels of optimism with respect to healing (Hasnain, Shaikh & Shanawani, 
2005; Nabolsi & Carson, 2011). For instance, illness may be seen as an oppor-
tunity to remedy disconnection from Allah or a lack of faith through regular 
prayer and a sense of self-responsibility (Cinnirella & Loewenthal, 1999; Padel-
la et al., 2012; Youssef & Deane, 2006). Imams (traditional spiritual leaders) 
are often seen as indirect agents of Allah’s will and facilitators of the healing 
process (Abu-Ras et al., 2008; Padela, Killawi, Heisler, Demonner, & Fetters, 
2010; Padella et al., 2012). Imams may also play central roles in shaping fam-
ily and community attitudes and responses to illness (Padella et al., 2012). For 
example, Abu-Ras and colleagues (2008) interviewed 22 imams and 102 wor-
shippers from 22 mosques in New York after the September 11 attacks, and 
found that imams had a critical role in promoting health mental health. In a 
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separate study of 62 imams from across the U.S., Ali, Milstein, and Marzuk 
(2005) found that 95% reported spending significant time each week providing 
counseling to their congregants.

Cultural influences on presentation of symptoms and mental health prob-
lems also need to be considered. Due to the lesser stigma of physical symptoms 
as well as cultural idioms revolving around the physical body, mental health 
problems are often expressed as physical symptoms (Al-Krenawi, 2005; Douki, 
Zaneb, Nasef, & Halbreich, 2007; El-Islam, 2008). In parallel, explicit mood 
symptoms such as hopelessness, self-deprecatory thoughts, and worthlessness, 
are uncommon; in particular, women ultimately diagnosed with depression 
frequently first present with “conversion” disorders and no self-recognition of 
psychological distress or sadness (Al-Krenawi & Graham, 2000). In addition, 
normative cultural beliefs in the existence of jinn (evil spirits) may be confused 
with delusions of possession and control, and may prevent patients and family 
members from recognizing medical or psychiatric problems (El-Islam, 2008). 
Significant cultural differences with respect to gender may also put women at 
especially high risk of diagnosis and treatment of mental health problems in 
Muslim communities (Al-Krenawi, 2005).

Stigma in Muslim Community

In this section, we review existing studies with a focus on stigma and then 
discuss some of the implications of salient cultural differences for future stig-
ma research. In a study on perceptions of and attitudes toward mental illness 
among both medical students and the general public in Oman, Al-Adawi and 
colleagues (2002) found that groups believed that mental illness is caused by 
spirits and rejected genetics as a significant factor. In the same study, both 
groups endorsed common stereotypes about people with mental illness and 
affirmed that psychiatric facilities should be segregated from the community. 
In a separate study examining attitudes toward mental health issues among 
Pakistani families in the United Kingdom (Tabassum, Macaskill, & Ahmad, 
2000), none of the participants reported that they would consider marriage 
with a person with mental illness, only half expressed a willingness to social-
ize with such a person, and less than a quarter reported they would consider a 
close relationship.

Even when Muslims have positive attitudes toward mental healing, social 
stigma remains strong. Because of concerns with family social standing, many 
researchers report that disclosure of mental illness is considered “shameful” 
(Aloud & Rathur, 2009; Amer, 2006; Erickson & Al-Timimi, 2001; Youssef & 
Deane, 2006). Seventy-five percent of the mostly Muslim Ethiopian families 
surveyed by Shibre and colleagues (2001) reported experiencing stigma due to 
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a relative with mental illness, with substantial minorities reporting that other 
community members would be unwilling to marry into their family because of 
the mental illness (36.5%). Similarly, Muslim women may avoid sharing per-
sonal distress and seeking help from counselors due to fear of negative con-
sequences with respect to marital prospects or their current marriages. In a 
study with 67 immigrant women who reported experiencing domestic abuse, 
Abu-Ras (2003) found about 70% reported shame and 62% felt embarrass-
ment seeking formal mental health services. Khan’s (2006) study involving 
459 Muslims in the United States revealed similar gender patterns in stigma 
and help-seeking. Out of 459 participants, 15.7% of the participants reported 
a need for counseling while only 11.1% reported ever seeking mental health 
services. These statistics were strongly gendered with Muslim women express-
ing higher levels of need for mental health services and men more negative 
attitudes toward help-seeking. On the other hand, family and key stakeholder 
participants in a qualitative study of a Thai Muslim community rejected the 
idea that schizophrenia had stigma since the illness was Allah’s will (Vanalee-
sin, Suttharangsee, & Hatthakit, 2007).

With respect to internalized and self-stigma, a study conducted in Austra-
lia with 35 individuals from Arab communities found almost all indicated that 
stigma was the most significant barrier to accessing mental-health services due 
to the shame of disclosing personal and family issues to outsiders (Youssef & 
Deane, 2006). On the other hand, mean levels of self-stigma as measured by the 
Self-Stigma of Help-Seeking Scale (SSHS) were found invariant between Tur-
key and comparator non-Muslim countries (Vogel et al., 2013). One US study 
also found that self-stigma levels among Muslim students did not significantly 
mediate their attitudes toward counseling (Soheilian & Inman, 2009), though 
these findings may reflect acculturation and/or generational differences that do 
not hold across American-Muslim communities. Another Midwestern study of 
Arab Muslim Americans found significant levels of self-reported shame with 
respect to utilizing formal mental health services (Aloud & Rathur, 2009). We 
could not find any existing anti-stigma intervention evaluations or descrip-
tions specifically targeting Muslim individuals.

Key Considerations for Stigma Research within  
Muslim Communities

These findings, or lack thereof, underscore the need further research. In addi-
tion to research replicating and extending small and/or exclusively qualitative 
studies, we highlight the need for research sensitive to the following issues: the 
involvement of families and religious leaders (e.g. imams); double stigma and 
intersectionality, particularly with respect to race, class, gender, and post-9/11 
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discrimination; and culturally specific explanatory models for mental illness 
and appropriate treatment.

As our literature review attests, families and religious figures are a crucial 
resource for individuals experiencing mental health problems. In Aloud and 
Rathur’s study (2009) of Muslim Americans, for instance, significantly greater 
numbers of participants reported willingness to seek help from family mem-
bers (21%) or a religious leader (19%) than from mental health professionals 
(11%). Likewise, participants in a study in the United Arab Emirates found 
that participants reported greater willingness to seek help from families and 
religious leaders than formal mental health services (Al-Darmaki, 2003). These 
findings are consistent with Hamdan’s (2009) emphasis on the importance of 
the collectivist nature of Muslim culture, the importance of integrating religion 
into treatment, and the perception of mental health illness as a “private family 
matter.” Imams have significant roles in dealing with mental illness in the Mus-
lim community (Abu-Ras, Gheith, & Cournos, 2008; Youssef & Deane, 2006). 
Although imams spend significant time “counseling” congregants, they rarely 
have formal training in addressing mental health issues.

Consideration of intersectional stigma in the context of Muslim mental 
health is also critical. In addition to more common intersections of race, class, 
gender, and health status, Muslim communities, both in the US and abroad, 
have been shaped by uniquely virulent structural and interpersonal discrimi-
nation in the wake of the September 11 attacks (Jamal, 2008). Muslim commu-
nity members, for example, live in fear of hate crimes, anxiety about the future, 
threats to their safety, loss of community, and isolation (Abu-Ras & Abu-Bader, 
2008; Rippy & Newman, 2006). Since the attacks on the Pentagon and World 
Trade Center and the ensuing wars in Afghanistan and Iraq, there has also 
been increased media and government scrutiny of the Muslim-American 
population (Rippy & Newman, 2006), leading to deep anxiety among Muslim-
Americans. In a qualitative study of Muslim American college women wearing 
the hijab (hair-covering scarf), participants reported fears of both parents and 
society when deciding whether to visibly identify with the Muslim community 
(Ciftci, Shawahin, Reid-Marks, & Ellison 2013). In combination with strongly 
gendered social and cultural roles, it is thus critically important to investigate 
contextual factors involving these intersections of identity, stigma, and dis-
crimination. In particular, interventions must take into account the complex 
additional layers of inter-group conflict, cultural distrust, social isolation, and 
gendered aspects of community life.

Finally, research within transcultural psychiatry, cross-cultural psychol-
ogy, and cultural anthropology concerning fundamentally different explana-
tory models for and conceptualizations of mental illness must be included 
(Al-Krenawi, 2005; Douki et al., 2007; El-Islam, 2008; Vanaleesin et al., 2007). 
Hypotheses stemming from predominantly Western research on the links be-
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tween stigma and different causal and treatment beliefs (e.g., Schomerus et al., 
2012) must be investigated among diverse Muslim samples. The possibility that 
cultural normative beliefs may be mislabeled or unidentified due to cultural 
insensitivity also need to be addressed, particularly insofar as such mislabeling 
may lead to both the unnecessary stigmatization of those who, in fact, do not 
have psychiatric problems, and the failure to help individuals who do need it. 
Further, anti-stigma interventionists must take care to not inadvertently un-
dermine strengths of Muslim attitudes toward mental illness, potentially in-
cluding less blame placed on patients (at least in some contexts) and greater 
hope regarding prognosis.

Conclusion: An Urgent Need for Further Research

The number of Muslim immigrants in the United States and around the world 
is increasing. Unfortunately, discrimination against this minority group con-
tinues to increase as well. Particularly in the wake of the September 11 attacks, 
and ongoing conflict between Israel and Palestine, some members of the pub-
lic believe that prejudice against the Muslim community is justified. Dispari-
ties in mental health within any community impact society as a whole. An 
evidence-based approach is needed to understand what should be changed, 
how this change can be made, and how to best measure it (Corrigan, 2010). 
Stigma experts emphasize the need for interventions to be local, culturally spe-
cific, and carefully targeted (Corrigan, 2011). As our review underscores, these 
best practices are all the more important in the context of stigma research in 
Muslim communities.
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