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Invisible tattoos:  
The stigmata of psychiatry
Have you noticed the tattoo craze sweeping the country? It seems 

many of the younger generation are impulsively rushing to ostenta-

tiously brandish various patterns and/or phrases on the most visible 

part of their bodies. For now, they proudly display their permanent 

stigmata (Greek for “to mark” or “puncture with a pointed instrument”) 

but no one knows how they will feel when the tattoos persist long after 

the fad dissipates, like many other fads before it.

In contrast to fad-obsessed youth, our psychiatric patients never sought or 
wanted the stigmata imposed on them: the invisible yet palpable tattoos of 
mental illness. Unlike the superficial dermatological versions, the invisible 
tattoos (ie, the stigmas of mental illness) are burnt deep into the soul of those 
unfortunate persons afflicted with psychiatric brain disorders. No greater in-
justice occurs every day in our country than the prejudice, scorn, ostracism, 
avoidance, fear, intolerance, and prejudgment attached to the subset of medi-
cal brain disorders that affect thinking, emotions, behavior, or cognition. If 
mental illness is the injury, then stigma is the insult. 

	 If employers, neighbors, police, landlords, or the public would treat 
mentally ill individuals with half the sympathy, compassion, and under-
standing they bestow on persons with physical disability, life would be 
much more bearable for those with a disabling psychiatric illness. Instead, 
they are cursed with disdain and avoidance, and the additional stigma of 
becoming “felons” caged in prisons and jails instead of being afforded the 
dignity of being cared for in a health care facility like other sick individuals.

But the stigma does not stop with patients: it spills over to psychiatry it-
self. We all can feel the invisible tattoos imposed on our medical discipline, 
a bizarre “guilt by association” despite our professional role and service. 
Consider the following examples of subtle and not-so-subtle discrimination 
toward psychiatry:

•	Our families and friends think we are not “real” doctors, although our 
medical training and education are practically identical in rigor and duration 
to that of our colleagues in surgery, cardiology, or neurology.

•	Psychiatric services are devalued by third-party payers with ri-
diculously low reimbursement, high co-payments, and arbitrarily mea-
ger annual or lifetime caps. Insurance executives often foolishly decide  
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psychotherapy is not worth paying for despite its enormous value to 
many patients.

•	Managed care invented the diabolical concept of “carve out” to ex-
clude psychiatric services from parity with other medical/surgical services 
to relegate mental health to a lower tier (ie, less important) reimbursement. 
And how absurd is the one-size-fits-all 15-minute check? 

•	Insurance companies discriminate against the “high cost” of the latest 
psychiatric drugs, yet happily pay for much costlier drugs for nonpsychiat-
ric disorders. For example, they consider $5,000 a year for an antipsychotic 
too high—as if our patients are not worth it—and demand that cheaper, 
45-year-old drugs such as haloperidol continue to be used, although numer-
ous studies have shown haloperidol is neurotoxic.1-4 Yet the same insurance 
company does not hesitate to pay $50,000 a year for the latest multiple scle-
rosis drug, $60,000 a year to prolong a terminal cancer patient’s life by just 
a few months, $120,000 a year to treat patients with hemophilia, $200,000 a 
year for Fabry’s disease, $350,000 a year for hereditary angioedema, etc.

•	Despite the serious shortage of psychiatrists, the law of supply and de-
mand does not seem to apply to psychiatrists’ compensation. Many believe 
psychiatrists should receive significantly higher compensation than they 
currently do, given the severe shortages around the country.

•	Psychiatrists are experts in determining whether patients are a danger 
to themselves and require involuntary hospitalization and pharmacothera-
py. Yet those medical decisions are made by the courts. Can anyone imagine 
the courts usurping the right of cardiologists or neurologists to hospitalize 
or rapidly medicate an unconscious heart attack or stroke patient? 

•	Despite the fact that rates of response, remission, and recovery ob-
served in psychiatry are similar to those seen with many medical or surgical 
treatments, the perception persists that psychiatric therapies have minimal 
efficacy, an insidious devaluation of what we can do for our patients. The 
antipsychiatry movement never ceases to viciously attack the scientific va-
lidity and benefits of antidepressants,5 antipsychotics, or mood stabilizers.

Stigma is like an old, ugly, unwanted tattoo that’s hard to shed. My re-
search-oriented brain is hopeful the unwanted stigmata will rapidly fade 
away when the physiological causes of psychiatric disorders finally are dis-
covered. The most effective antidote for stigma is relentless research. A cure 
for mental illness will undoubtedly erase our invisible tattoos.

Henry A. Nasrallah, MD
Editor-In-Chief
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