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Objective: To conduct a scoping review of stigma in medical encounters for persistent physical symptoms and
functional disorders (PPS/FD). Stigma is a social attribute that links a person to an undesirable characteristic. It
has been extensively studied in relation to mental illness but less so in relation to PPS/FD.

Methods: We followed PRISMA-ScR reporting guidelines for scoping reviews. Searches for were designed using
the SPIDER tool. We used descriptive and thematic analysis.

Resuits: The searches identified 68 articles, of which 32 were eligible for inclusion. 31 out of the 32 studies used a
qualitative methodology. 8 studies used an explicit definition of stigma, of which 6 used the Goffman (1963)
definition. Only 2 studies directly examined clinical consultations, the remainder relied on recalled accounts by
patients or professionals.

Descriptive analysis identified the focus of the studies included: patient-physician interaction (n = 13); health
care professionals’ perceptions (n = 7); experiences of illness/stigma (n = 6); broader meaning of illness (n = 3);
and patients’ experiences of stigma in health care consultations (n = 3).

Conclusion: Patients experience stigmatisation in consultations for a wide range of PPS/FD. This suggests the
presence of structural stigmatisation.

Practice Implications: There is a need for effective stigma reduction strategies in consultations about persistent

physical symptoms.

1. Background

Persistent physical symptoms (PPS) are symptoms which are
disproportionate to any underlying medical diagnosis and have lasted at
least three months [1,2]. Notable examples include persistent abdom-
inal pain, musculoskeletal pains, fatigue, headache and dizziness. Such
symptoms currently do not have any single or consistent cause [3], but
can be explained in terms of a complex interaction of biomedical, psy-
chological and social factors [4]. Some PPS can meet the criteria for
Functional disorders (FDs), for example fibromyalgia (FM) or irritable
bowel syndrome (IBS). In general, PPS are associated with high
morbidity and distress in patients and their families and high risk of loss
of work capacity, have a high burden of disease and use a considerable
amount of healthcare resources [5].

People with PPS commonly face negative attitudes both in society in
a wider sense and in their encounters with medical professionals [6].
This can be understood from the perspective of stigma and stigmatisa-
tion. Stigma, broadly understood, is a form of social alienation
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experienced as a result of different or discriminatory treatment [7].
Stigma can also be characterised as a social attribute that links a person
to an undesirable characteristic [8]. Stigmatisation in a medical context
is ‘a social process or related personal experience characterised by
exclusion, rejection, blame, or devaluation that results from experience
or reasonable anticipation of an adverse social judgement about a person
or group identified with a particular health problem’ [9]. It is a complex
social phenomenon involving both social structures (including expec-
tations and norms), and individual processes (such as labelling, stereo-
typing, separation, status loss, and discrimination) [10]. For
stigmatisation to occur, power must be exercised [11] and it commonly
becomes so entrenched in cultural norms and institutional policies it can
be considered to be structural stigma [12].

The way stigma is communicated and perceived varies in different
social settings and health conditions [13] as well as in different clinical
contexts [14]. Addressing stigma within clinical encounters for condi-
tions that are found to carry more stigma, has the potential to improve
patients’ experience and health outcome [15,16].
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We aimed to understand when and how stigma occurs within med-
ical encounters about PPS/ FD. To do this we conducted a scoping re-
view was to explore what is known on the topic of stigmatisation in
medical encounters for PPS/FDs and considered the implications for
clinical practice.

2. Methods

The scoping review was prospectively registered with OSF
(https://osf.io/g7azw) and followed the steps of a scoping review pro-
cess [17]. The study’s protocol was drafted using the Preferred
Reporting Items for Systematic Reviews and Meta-Analysis Protocols
[18] and the reporting guidelines for scoping reviews [17]. The search
strategy tool for qualitative/mixed methods research [19] called SPIDER
(Sample, Phenomenon of Interest, Design, Evaluation, Research type)
was used to define key elements of the review question and search
strategy. After the suitable articles were identified, a descriptive stage
and a thematic synthesis were carried out followed by analytical
synthesis.

2.1. Data sources

To identify potentially relevant data sources, the following biblio-
graphic databases were searched: Ovid MEDLINE, PsychInfo and Epub.
We searched from 1963 as this marked the publishing of Goffman [8]
Stigma: Notes on the Management of Spoiled Identity, which paved the way
for studying stigma in the social sciences. Initial searches were in
December 2021 and were updated in June 2023. In addition, reference
lists were reviewed for all studies that met the criteria of this scoping
review to identify potentially relevant studies.

2.2. Search strategy

Search terms were developed by the research team to capture articles
that might include the prevalence of the topic at hand. The search terms
were refined using SPIDER (Sample, Phenomena of interest, Design,
Evaluation, Research) [19]. The search terms according to SPIDER are
found in Table A.1. We restricted the Sample to the medical setting and
used keywords that reflected that. We defined the Phenomena of interest
as PPS/FDs and related medical conditions. For Evaluation we put the
construct of stigma and the synonyms related to that. As this is a scoping
review we did not restrict either Design or Research.

2.3. Screening and data extraction

Following retrieval and removal of duplicates, initial screening by
title alone was followed by a screening of abstracts to allow a two-stage
process. The screening was carried out using an excel worksheet and
macro written for the purpose.

The following data from the studies was extracted into an Excel
sheet: Author; Title; Year published; Country in which the study took
place; The study aim; medical condition; Research design; Research
method; Study population; Whether the study defined stigma; Other
stigma terminology used.

2.4. Analysis

Findings were analysed using Thematic Analysis (TA), which is a
method that can be used to bring together and integrate the findings of
multiple qualitative studies [20]. The resulting themes that emerged
from TA were further developed using Thematic Synthesis (TS), to
facilitate the interpretation of the themes uncovered in the light of
additional interpretive constructs, explanations or hypotheses [21]. We
first developed descriptive categories to characterise studies. The results
from those descriptive themes were synthesised with a wider research
context to create analytical themes. Finally, we related our findings to

Patient Education and Counseling 123 (2024) 108198

two overarching concepts relating to stigma more generally: epistemic
injustice [22] and structural stigmatisation [12].

3. Results
3.1. Search results

The literature search resulted in 368 titles published between 1963
and 2023. The search was initially run in December 2021 and updated in
June 2023. The detection process is demonstrated in PRISMA Flowchart
found in the appendix Fig A.1. All 368 abstracts were screened against
the inclusion criteria. Of those 86 titles were assessed to be suitable to be
assessed in full text. The selection included 32 first-hand studies. The
literature search identified three narrative reviews. None of these were
formally included into this scoping review as their focus did not match
the inclusion criteria but they were used as a reference check to see if
there were any studies that were missed in the literature search. In the
revised search in June 2023 the search identified two reviews: a meta-
analysis and an interpretive systematised review. The reference lists
were reviewed to identify potentially missed studies. The overview of
those secondary studies is described in Appendix Table A.2.

3.2. Description of studies

Most studies [23-46] (n = 24) used a qualitative research design. A
mixed-methods approach was used in seven studies [47-53] (n = 7).
Only one study [54] (n = 1) used solely a quantitative questionnaire
method. A summary of individual primary studies is described in Ap-
pendix Table A.3.

The majority of the studies were conducted in countries with a high
GDP. Most studies were carried out in the USA [24, 39, 44, 47, 51-53](n
= 7) and Scandinavia [25, 28, 32, 33, 38, 43, 48] (n = 7). Other studies
took place in the UK [34, 37, 45](n = 3); Spain [26,36] (n = 2); Canada
[41,49] (n = 2); Netherlands [30,42] (n = 2) there were two
multi-country studies [23,40]; and one study from each of those
following countries: Germany [55], Japan [54], Mexico [50], Portugal
[35], South Africa [29], Australia [27], New Zealand [46]. Detailed
description of research methods used in the included studies is available
in Appendix Table A.3 Summary of primary studies.

One study [43] directly observed consultations to assess stigma and
stigmatisation. Rest of the studies (n = 31) relied on indirect reports
(interviews or surveys). Two studies [39,40] analysed the recordings of
consultations to assess the effectiveness of explanations, of which one
[40] was focusing on stigmatisation during the clinical consultation.
Sixteen studies [24, 26-28, 31-33, 39-41, 44, 47, 48, 51-53] involved
patients. Eight studies [23, 25, 30, 34, 42, 43, 49, 50] involved both
patients and health professionals. And eight studies involved health
professionals: four studies involved solely physicians [37, 38, 45, 541;
and four studies involved a mix of healthcare professionals [29, 35, 36,
46]. Six of the studies involving patients included only female partici-
pants [26-28, 32, 33, 39]. Five of those studies described purposive
sampling of female patients for their experiences [26, 28, 32, 33, 39].
Detailed description of study sources of data used in the included studies
is available in Appendix Table A.3 Summary of primary studies.

14 studies used umbrella terms for the medical condition, either
chronic pain [25, 27, 33, 35, 43, 47, 49] (n = 7) or Medically Unex-
plained Symptoms (MUS) [30-32, 37, 42, 44, 45] (n = 7). The
remainder used specific syndrome criteria: Psychogenic Non-Epileptic
Seizures (PNES) [24, 29, 51] (n = 3); Fibromyalgia (FM): four studies
included solely FM [36, 41, 50, 54] two studies combined FM with
Chronic Fatigue Syndrome (CFS) [28,38]; CFS (n = 1) [48]; Irritable
Bowel Syndrome (IBS) (n = 2) [34,53]; Functional Neurological Disor-
der (FND) (n = 1) [23]; Non-Epileptic Seizure (NES) (n = 1) [40];
Somatoform disorder (n = 1) [46]; Temporomandibular Pain and
Dysfunction Syndrome (TMPDS) (n = 1) [52]; dysparenuia (n = 1) [39];
multiple chemical sensitivity (n = 1) [26].
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3.3. Definition of stigma

The studies varied in the terminology they used when describing the
phenomena of stigma. Out of 32 studies, only 8 explicitly defined
stigma: 6 used Goffman 1953’s definition of stigma[8] as the process of
social devaluation, with two also referring to Link and Phelan [10]’s
definition; one used Oxford English dictionary definition; and the other
one used Chapple [56] et al. definition of social rejection - societal
labelling of an individual as abnormal. Other studies used stigma-related
terms such as: marginalisation; prejudice; negative attitudes; discredit-
ing; othering; moral judgement; shaming; blaming; subordination (pa-
tient subordination to the will of physician); pejorative
stereotypes/labelling; dismissal of patients; malingering; powerlessness;
patronising; humiliating; negative interactions; maltreatment; overt
rejection; dehumanisation; negative evaluation/impression of patients;
and invalidation.

3.4. Descriptive categories

Five descriptive categories were developed from the studies identi-
fied to describe the approach of the research. These were: explicit
analysis of stigma in health care consultations about PPS/FD (n = 3);
clinical consultations with features suggestive of stigma (n = 13 studies);
health care professionals’ perceptions (n = 7); experiences of illness/
stigma (n = 6); and broader meaning of illness (n = 3);.

3.4.1. Stigma in health care consultations

Three studies were specifically framed in terms of stigma in clinical
communication about PPS / FDs.

S Battin, Romsland and Christiansen [43] directly observed health
care professional encounters with patients with an aim to understand
stigma in chronic pain. They found that patients recognised the risk of
being misinterpreted as “lazy or slackers”. Thus they had to work to
maintain their credibility against the prevailing stigma. This need to
balance their own needs against how they appeared to others brought
the additional challenge of interpreting the professionals’ actions and
whether they also reflected stigma.

Robson and Lian [40], in a study about stigmatising medical in-
teractions among people with non-epileptic seizures, described how
patients experience negative medical interactions in several different
ways. They concluded that the overarching narrative depicts a poor,
sometimes unethical and often detrimental medical encounters, which
represents a fundamental breakdown in patient-provider relationships.
Patients describe encountering health professionals who meet them with
disbelief, suspicion, blame and judgement, and treat them with disdain
and disrespect [40]. This was further broken down into four themes: (1)
Identification of differentness and labelling: patients were distinguished
as not having a real illness. (2) Construction of stereotypes (with nega-
tive personal characteristics); (3) Loss of status as a legitimate patient:
(4) Execution of disrespect. This echoes the previous work of Link and
Phelan [10] who included in the stigmatisation process components of
exclusion: separation and status loss. Here, Robson and Lian [40] found
that the most defining feature of their study participants’ narratives, was
the maltreatment, the effort to prove them [patients] as “fake” — and
unveil their moral character.

Braksmajer [39] studied women’s experiences with dyspareunia and
their struggles to seek medical legitimacy. In particular, they examined
women’s and their physicians’ claims regarding bodily expertise and on
women’s perceptions of (gendered) invalidation by their physicians.
While women sought a bodily explanation for their dyspareunia, with an
aim to understand its origin, get treatment alternatives, and permission
to avoid sexual activity, they experienced dismissal from their doctors
when they pursued that. Patients also experienced physicians as reluc-
tant to accept a negative answer when question about past sexual abuse.
Another theme uncovered in this study was that in the absence of
physical pathology, the physicians dismissed the complaints and denied
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3.4.2. Clinical consultations with features suggestive of stigma

These studies examined the obstacles that both patients and physi-
cians experienced when communicating about PPS/FDs without directly
addressing stigma. Most of the studies (6 out of 10) in this category
examined how patients experienced clinical encounters. Col [57] et al.
found that there was a fundamental misalignment of communication
goals between patients and physicians. They found that patients felt
neither respected nor trusted by their providers and focused on trans-
forming providers’ negative attitudes towards them, whereas providers
focused on gathering patient information. Similar findings were re-
ported by Gilje [48]et al. who stressed that CFS patients said that lack of
acknowledgement could be even worse than the symptoms. The patients
wanted their doctors to ask questions, listen to them and take them
seriously, instead of behaving degradingly. They also found that many
participants felt that the doctors psychologised too much or trivialised
the symptoms.

3.4.3. Professional perceptions of illnesses

Studies from the professionals’ perspective examined health-care
professionals’ perceptions of PPS/FDs. The broad aim was to explore
and understand the health-care professionals’ illness perceptions of
PPS/FDs and how it relates to their attitudes and reluctance of accepting
patients with FDs. For example, f\sbring and Narvanen [38] examined
the perceptions and strategies of how physicians in Sweden deal with
patients with fibromyalgia/CFS. They found that there is a discrepancy
between the ideal role of the physician and the reality. It was especially
apparent with patients who have MUS as the physicians expressed
frustration because patients were dissatisfied with the explanations
given for their illness. The results illuminated how physicians had the
tendency to describe patients in moralising terms, patients with MUS
were regarded as “less serious’’ than those with medically explained
symptoms. Physicians expressed scepticism regarding the seriousness of
patients’ situations and patients had negative attributes and stereotypes
attributed to them.

3.4.4. Wider experience of illness/stigma

These studies focused on the lived experiences of patients who have
been diagnosed with FDs. They included patients’ experiences of in-
teractions with health-care professionals and how negative interactions,
stereotyping and labelling has affected their well-being and the trajec-
tory of managing their conditions. For example, Naushad [47]et al.
found that depression might play a role in the social experience of
having chronic pain as individuals reported more perceived stigma
when suffering both depression and chronic pain combined. Lennon
[52] et al. found that having a FD puts a lot of strain on social relations.
They found that the majority of their Temporomandibular Pain Disorder
(TMPD) patients feel estranged from others in the society; they believe
that others attribute patients’ condition to personality problems; and
therefore, many TMPD patients adapt two common stigma management
strategies: disclosure and secrecy, which further isolates them from their
support networks and society.

3.4.5. Broader meaning of illness’

There were identified three studies, which observed the wider scene
of stigma regarding PPS/FDs in the culture and examined how it affected
patients and their experience of medical consultations. Studies in this
category examined the perceptions of PPS/FDs from both the patients’
and physicians’ point of view and analysed the results in a broader
cultural framework. For example, Canna and Seligman [24] looked at
how cultural meaning co-determines the development of PNES and
proposed a broader framework for how illnesses are culturally
perceived. They proposed three main points: (1) Shared representations
and beliefs about illnesses shape the manifestation of symptoms and the
meanings of sensations; (2) The way individuals are socially primed to
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come with trauma or chronic stress affects bodily symptoms; (3) Stig-
matisation of symptoms impact patients’ coping abilities.

3.5. Overarching themes

Across the different categories of studies and findings we found two
over-arching and related themes: epistemic injustice and structural
stigmatisation.

3.5.1. Epistemic injustice

In epistemic practice, such as medicine, members of a group propose,
communicate, assess, and legitimise knowledge claims [58]. The notion
of epistemic injustice describes an unfair treatment that takes place in
the context of an epistemic practice, as in this case, in medical interac-
tion [59]. It has two components, testimonial injustice and hermeneu-
tical injustice. Testimonial injustice occurs when a patient is unfairly
given a lower level of credibility as a result of prejudice of being a part of
anegatively stereotyped group [22]. Hermeneutical injustice takes place
when the conceptual resources for communication are, for some reason,
lacking [22,59]. We found repeated examples of testimonial injustice as
patients were not listened to / heard [38,43]. We also found instances of
hermeneutical injustice. Therefore, the apparent absence of structured
knowledge regarding PPS/FD, contributes to this culture where practi-
tioners might see their patients as unreliable witnesses.

3.5.2. Structural stigmatisation of PPS/FDs

Structural stigma is defined as the “legitimisation and perpetuation
of a stigmatised status by society’s institutions and ideological systems’
[12,60]. We found evidence that stigmatisation in PPS/FDs is perceived,
experienced and described in a similar way across multiple conditions
and contexts. There are particular aspects of PPS/FD that increase
stigma such as perceptions that there is nothing serious or that patients
are exaggerating symptoms because a cause cannot be demonstrated on
medical tests. This structural aspect means that stigma is a real or po-
tential component of every consultation about PPS/FD. Particularly in
the studies which explicitly studied consultations, patients were seen to
be working to project the right balance of suffering (demonstrating that
their symptoms were real), strength (to counter the idea that they may
be less credible) and trust (that professionals were being genuine and
that the patients were trustworthy in their presentation).

4. Discussion and conclusion
4.1. Discussion

The key finding of this scoping review was that while features of
stigma were widely experienced in medical encounters about PPS / FD,
they were rarely examined critically through the lens of stigma as a
social and structural process. We argue that this makes it more likely
that behaviours will persist within in a narrow view of “poor commu-
nication” rather than a wider perspective of structural stigmatisation.

The strengths of this scoping review are that the study is constructed
in a way that is replicable: the research team contributed to the devel-
opment of the initial search terminology, conducting the scoping review
we strived to adhere with well-established guidelines such as PRISMA
ScR guidelines and SPIDER search strategy tool. In order to analyse the
data, we used well-established guidelines and methods such as
descriptive analysis, thematic analysis and thematic synthesis.

This scoping review has some limitations. Data was extracted by a
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single reviewer (HT): this may have introduced some errors, for example
internal researcher bias; however it is generally regarded as acceptable
for a scoping review to have one reviewer, as the aim is to see the “big
picture” [61]. This scoping review acted to mitigate this by having
regular analysis meetings with a senior researcher (CB) and receiving
feedback during regular research unit meetings.

4.2. Conclusion

In this scoping review, 32 studies were identified addressing stigma
in clinical communication settings regarding PPS/FDs. Features indic-
ative of stigmatisation were reported across multiple conditions and
contexts suggesting it is a structural issue. Framing the problem as one of
stigma is important to draw attention to the cultural and structural de-
terminants of stigmatisation.

4.3. Practice implications

There are several implications for future research and practice
development.

First the frequency and many ways in which stigmatisation of PPS
occurs suggests this is a structural issue. Therefore, it is not sufficient to
avoid practicing explicitly stigmatising forms of communication, but
there is a need to explicitly destigmatise “ordinary” consultations. This
need to destigmatise goes beyond clinicians’ behaviour, to examine the
structures that facilitate such harmful perceptions, whether it is the
medical language we use, short consultation time windows, emphasis on
individual responsibility or the remnants of a dualistic approach to
medicine.

There is also a need for better tools to understand stigma in clinical
interactions for PPS/FDs. We are currently developing a framework to
help practitioners and clinical teachers and learners to recognise stigma
and particularly to examine how new ways of understanding of PSS/FD
may be translated into medical consultations [62]. Lastly, we need to put
emphasis on developing interventions to reduce stigmatisation in
PPS/FDs. Those interventions should be accessible, usable and adapt-
able for a wide array of health care professionals as patients’ report
facing stigmatisation in all levels of healthcare interactions.
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Appendix
Records identified through
database searching
(n=456)
Records after duplicates
removed
(n=368)
NG
4 B N
Records screened Records excluded
g =279
(n=365) (n=279)
. 7
: , N
Secondary studies Full text articles assessed Full text articles
identified for eligibility excluded
- —
= n=41
(n=13) (n=86) ( )
o/
] !
Relevant sencondary Studies included
studies identified
(n=5) (n=32)
Fig. A.1. PRISMA Flowchart.
' Table A.1
SPIDER mapping of search terminology used.
Sample Phenomenon of interest Design Evaluation Research
Medical setting Persistent physical symptoms All research designs Stigma concept All research designs
physician Functional symptom$ prejudi$
doctor Functional syndrome$ stereotyp$
patient Functional disorder$ stigma$
clinic$ somatis$ discriminat$
medical$ medically unexplained bias$
therap$ somatoform
communicat$ psychosomatic
consult$ psychogenic
interact$ irritable bowel
counsel$ fibromyalgia
encounter$ chronic fatigue
relation$ non-epileptic
interview$ Chronic pain
somatic symptom disorder
bodily distress
Table A.2
Summary of secondary studies.
Author Title Study aim
Macduffie[63] Stigma and functional To set forth a research agenda directed at
et al. neurological disorder: a research better understanding the prevalence and
(2020) agenda targeting the clinical context of stigma, clarifying its impact on
encounter. patients and providers, and promoting best

practices for stigma reduction.

(continued on next page)
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Table A.2 (continued)

Author Title Study aim

Buchman|[64]
et al. (2017)

Investigating Trust, Expertise,

and Epistemic Injustice in

Chronic Pain

Stigmatization of patients with

chronic pain: the extinction of

empathy

The vicious cycle of functional neurological disorders: a synthesis of healthcare

To examine how a climate of distrust in pain

management may facilitate what Fricker

calls epistemic injustice

To address how health professionals’ may

inadvertently contribute to the stigmatization

of patients with chronic pain

To synthesise studies which address the views of healthcare professionals

Cohen|[65]et al.
(2011)

Barnett[66]et al.

(2022) professionals’ views on working with patients with functional neurological disorder =~ (HCPs) towards patients with functional neurological disorder (FND).
Byrne[67]et al. Communication interventions for medically unexplained symptom conditions in To evaluate the effectiveness of primary care based communication
(2022) general practice: A systematic review and meta-analysis of randomised controlled interventions at improving MUS patients’ and/or clinician outcomes.
trials
Table A.3

Summary of the studies included.

AUTHOR AND YEAR COUNTRY CONDITION PHENOMENA OF STUDY POPULATION RESEARCH RESEARCH METHOD STiGMA STIGMA ALLUDED/
INTEREST (N) DESIGN DEFINED OTHER TERMINOLOGY
USED
Kozlowska[23] Multiple FND Broader Multidisciplinary Qualitative Case study: Clinical Oxford Yes/ negative
et al. (2021) countries meaning of team of experts; narrative vignettes English emotional response
illness paediatric dictionary  from illness
patients and their perceptions
families
Briones Spain Multiple Experience of Female patients Qualitative Open-ended in- No Addressing the
[26]-Vozmediano Chemical illness/stigma (n =22) depth interviews consequences of
and Espinar-Ruiz Sensitivity medical stigma
(2021)-
Canna and USA PNES Broader - Qualitative Case study: No Yes/ term used;
Seligman|[24] meaning of Anthropological moral judgment,
(2020) illness clinical narrative moral appraisal,
shame, pride, non-
stigmatising
Diniz[35]et al. Portugal Chronic pain Professional Female nurses (n Qualitative Sequential mixed No Yes/
(2020) perceptions of =50) methods including dehumanisation
illness Similitude Analysis
Thematic Analysis
of free association
task and clinical
case completion
Tolchin[51]et al. USA PNES Patient- Patients (n = 60) Mixed Case study: Clinical No Yes/ term used;
(2020) physician vignette/ between- negative
communication sub design MI interactions;
before CBT clinician based
treatment vs no MI obstacles to
treatment; clinician
based stigma
towards patient/
PNES
Fouché[29]et al. South PNES Patient- Clinicians (n = Qualitative Semi-structured No Yes/negative
(2019) Africa physician 13) interviews/ attitudes,
communication thematic analysis dismissal,
malingering
patients/
uncertainty
Naushad[47]et al. USA Chronic pain Experience of Four groups of Mixed Demographics Goffman Stigma has been
(2018) illnes patients (N = questionnaire; [81 defined as “the

236): depression

only, chronic pain

Structured Clinical
Interview for DSM-

situation of the
individual who is

only, comorbid IV-TR; Brief Pain disqualified from
depression and Inventory; and full social
chronic pain, and completed a stigma acceptance”

healthy controls.

measure that
assessed general

(Goffman, 1963). A
stigmatized trait “is

self-stigma, public deeply
stigma, treatment discrediting” to the
stigma, secrecy, and bearer and

stigmatizing
experiences

degrades them
“from a whole and
usual person to a
tainted discounted
one” (Link &
Phelan, 2001)

(continued on next page)
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AUTHOR AND YEAR COUNTRY CONDITION PHENOMENA OF STUDY POPULATION RESEARCH RESEARCH METHOD STIGMA STIGMA ALLUDED/

INTEREST (N) DESIGN DEFINED OTHER TERMINOLOGY
USED
8 Briones- Spain Fibromyalgia Professional Clinicians (n = Qualitative Semi-structured No Yes/ stigmatisation
Vozmediano[36] perceptions of 12) interviews/a due to lack of social
et al. (2018) illness qualitative content recognition of the
analysis supported disease/ Prejudice,
by Atlas.ti-7 negative attitude,
perceptions,
negative feelings
9 Braksmajer[39] USA Vulvodynia Stigma in Female patients Qualitative Thematic analysis No Yes/

(2018) patient- (n =32) stigmatisation;
physician invalidation,
communication shame; prejudice/

feeling of shame

that accompanied

being “deviant”

and the fear of

being exposed to

stigma from others
10 Robson and Lian Across NES Stigma in Patients (n = 135) Qualitative Thematic discourse Goffman Yes

[40]1(2017) countries patient- analysis [8]
physician
communication

11 Houwen|[30]et al. Netherlands ~ MUS Patient- Patients (n = 43) Qualitative Semi-structure No Prejudice

(2017) physician interviews

communication
12 Lehti[25]et al. Sweden Chronic pain Broader GPs(n = 8); Qualitative Semi-structured No Yes/ process of
(2017) meaning of Patients(n = 10); interviews: Focus othering;
illness Clinicians (n = 7) group interview subordination;
with GPs; stereotyping;
individual marginalisation
interviews with
patients; interviews
with health care
providers in
multimodal
assessment teams
13  Colmenares-Roa Mexico Fibromyalgia Patient- Physicians (n = Mixed Open-ended No Yes/Patient
[50]et al. (2016) physician 4); Patients with interviews: stigmatisation,
communication  Fibromyalgia (n Anthropological overt rejection, and
=8) ethnography; denial of the

qualitative disease’s existence

fieldwork; were identified as
the
disadvantageous
position of the
patient

14 Buchman[49] Canada Chronic pain Patient- Patients (n = 27); Mixed Semi-structured No Yes/ Victims of
et al. (2016) physician re-contact interviews; Negative attitudes
communication  interview patient- Questionnaires; 2 and assumptions/
participants (n = feedback groups; Referenced
4); physicians (n Grounded theory Goffman, but not
=6) data analysing defined stigma
15 Hommal[54]et al. Japan Fibromyalgia Professional Physicians (n = Quantitative ~ Questionnaire No Yes/term used/
(2016) perceptions of 233) DDPRQ-10 negative
illness impression of
patient
characteristics;
negative attitudes;
negative emotions
16  Maatz[37]et al. England MUS Professional Physicians (n = Qualitative Semi-structured No Yes/term used/

(2016) perceptions of 17) open-ended Negative

illness interviews evaluations;
Negative attitudes
17 Burbaum/|31]et al. Germany MUS Patient- Patients (n = 49); Qualitative Recordings of No Yes/term used/
(2010) physician a control group (n consultations Negative attitude/
communication = 42) analysed using CA other positioning/
and positioning role ascription
analysis
18  Jones[53]et al. USA IBS Experience of Patients (n = 148)  Mixed Semi-structured Chapple Yes/Social

(2009) illness/stigma interviews; [56] etal.  rejection; societal

questionnaire labelling of an

individual as

(continued on next page)
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AUTHOR AND YEAR COUNTRY CONDITION PHENOMENA OF STUDY POPULATION RESEARCH RESEARCH METHOD STIGMA STIGMA ALLUDED/
INTEREST (N) DESIGN DEFINED OTHER TERMINOLOGY
USED
abnormal, is an
important
construct for a
variety of chronic
illness outcomes
(Chapple et al.,
2004)
19  White and Seibold  Australia Chronic pain Experience of Female patients Qualitative Open-ended Goffman Yes/
[271(2008) illness/stigma (n=5) interview; [8]
Narrative auto-
ethnographic
/thematic analysis
20  Undeland and Norway MUS Patient- Female patients Qualitative case study: No Yes/term not used/
Malterud[32] physician n=2) Discourse analysis Stereotyping;
(2008) communication patronising;
humiliating
21  Gilje[48]etal. Norway CFS Experience of Patients ( women Mixed Case study with No Yes/term used/
(2008) illness/stigma n=10; menn = data drawn from a pejorative
2); follow up group meeting; stereotypes/
meeting (women questionnaire; and trivialising
n=>5) a follow-up meeting symptoms/
maltreatment
22 Werner and Norway/ Chronic pain Patient- Female patients Qualitative Semi-structured No Yes/term not used/
Malterud|[33] Denmark physician (n =10) interviews stereotypes; labels
(2005) communication “hysteria’; blame,
disempowerment,
powerlessness;
negative
consultation
experience;
vulnerability
23 Asbring and Sweden Fibromyalgia/  Professional Physicians (n = Qualitative Semi-structured No Yes/term is used/
Narvanen[38] CFS perceptions of 26) interviews; data negative
(2003) illness analysis using the stereotypes;
constant judgmental
comparison method attitude
24  Asbring and Sweden Fibromyalgia/  Patient- Female patients Qualitative Semi-structured Goffman Yes
Narvanen[28] CFS physician with CFS (n = 12) interview/ A [8]
(2002) communication  and fibromyalgia systematic analysis
(n=13) of the interviews
using the constant
comparison method
25 Dixon-Woods and UK IBS Patient- Female patients Qualitative Semi-structured in- No Yes/term used/
Critchley[34] physician with IBS (n = 14) depth interviews discredited;
(2000) communication  Physicians (GPs n were analysed using prejudice
= 6; the constant
gastroentologists comparative
(n=6) method
26  Lennon[52]et al. USA TMPDS Experience of Patients (n = 151)  Mixed Open-ended No Yes/term used/
(1989) illness/stigma interviews; Stigma pejorative
scale questionnaires labelling; illness
perception evokes
fear and disgust;
perceptions of
deviance;
malingering
patients
27 Nishikawara[41] Canada Fibromyalgia Patient- Patients (n = 14) Qualitative Interview; the No Yes/ term used: self
et al. (2023) physician enhanced critical stigmatisation;
communication incident technique internalised
(ECIT) stigma;
invalidation;
Examples included
prejudicial beliefs
like sexism and
ageism;
invalidation,
minimising or
dismissing
symptoms

(continued on next page)
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AUTHOR AND YEAR COUNTRY CONDITION PHENOMENA OF STUDY POPULATION RESEARCH RESEARCH METHOD STIGMA STIGMA ALLUDED/
INTEREST ) DESIGN DEFINED OTHER TERMINOLOGY
USED
28 Stortenbeker[42] Netherlands MUS Patient- BOTH We Qualitative Observation of No Yes/ stigma,
et al. (2022) physician compared 41 MUS recorder stereotypes,
communication  and 41 MES consultations: labelling
transcribed video- Content analysis
recorded general (cross-sectional
practice study)
consultations.
29  SBattin[43]et al. Norway Chronic pain Stigma in BOTH 19 Qualitative The use of Link and YesLink and Phelan
(2022) patient- professionals and participant Phelan (2001)Goffman
physician 26 patients observation [101, (1963)
communication combined with Goffman
semi-structured [8]
interviews/
Thematic analysis
30 Bellman and USA MUS Patient- Patients (n = 42) Qualitative A qualitative No Yes/implicit bias,
Zolnikov[44] physician phenomenological stigmatisation,
(2022) communication study discrimination
31  Yon[45]et al. UK MUS Professional Physicians (n = Qualitative In-depth interviews No No/negative
(2015) perceptions of 22) analysed using the attitudes/views/
illness framework method feelings
32  Dickson[46] New Somatoform Professional Multidisciplinary Qualitative In-depth semi- Goffman Yes
(2009) Zealand disorder perceptions of team of health structured [8], Link
illness care professionals interviews/ and
(n=6) interpretative Phelan
Phenomenological [10]
Analysis;
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