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Stigmatization of individuals with
mental illnesses is widespread
and serves as a major barrier to
treatment. In a survey of 116 un-
dergraduates, the authors exam-
ined the impact of diagnosis, atti-
tudes about treatment, and psy-
chiatric terminology on stigma as-
sociated with mental illness.
Stigmatization of schizophrenia
was significantly higher than
stigmatization of depression.
More positive attitudes toward
treatment were associated with
significantly less stigma. Howev-
er, psychiatric terminology had
no impact on attitudes toward
mental illness. Significantly less
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stigmatization of mental illness
was found among females than
among males. Reducing the
stigmatization of mental illness
continues to be an important goal
for mental health professionals.
(Psychiatric Services 55:185-187,
2004)

he stigmatization of persons with
mental illnesses continues to be
a primary deterrent to prevention
and treatment efforts. A recent re-
view of research on stigma docu-
mented discrimination against per-
sons with mental illnesses in hous-
ing, jobs, and social interactions (1).
Furthermore, empirical studies pub-
lished in a special section of Psychi-
atric Services revealed that greater
concern about stigmatization among
persons with mental illnesses was as-
sociated with lower self-esteem (2),
discontinuation of medications (3),
and social impairment (4).
Researchers have most often as-
sessed stigma associated with mental
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illness by surveying the public about
attitudes toward “mental patients” or
“persons with mental illness,” terms
that likely evoke images of chronic
psychopathology. Consequently, it is
unclear whether evidence of stigma is
indicative of prejudice toward all
mental illness or only its more severe
forms. Although some studies have
focused on the stigma associated with
specific disorders (5,6), most re-
searchers have chosen to blend sub-
types into one catchall phrase.

Yet, with increased media coverage
of precisely named psychological dis-
orders such as “depression” and
“bipolar disorder,” it seems unlikely
that the average adult construes men-
tal illness in an all-encompassing
manner. One purpose of the study re-
ported here was to determine
whether different types of mental ill-
nesses are associated with different
levels of stigma. Likewise, because di-
agnostic labels themselves may in-
duce prejudice (7), we used a design
that would allow us to distinguish

185



Table 1

Scores on individual items designed to assess stigma associated with schizophre-
nia and depression in a sample of 116 undergraduate students

Depression Schizophrenia

vignette vignette
Item? Mean SD Mean SD
Having a conversation with the person 4.2 9 4 9
Having the person as a neighbor 4 1 3.4 1
Collaborating with the person on a project 3.7 1.1 3.4 1.1
Being friends with the person 3.8 1 3.2 1.1
Dating the person 2.2 1.1 1.9 9
Having the person take care of my

children when I am away 1.9 9 1.4 7

 Possible scores range from 1 to 5, with lower scores indicating less comfort with the situation, or

greater stigma.

stigma that results from abnormal be-
havior from stigma that results from
the behavior’s label.

Research on psychological corre-
lates of stigmatization of mental ill-
ness has shown that an important—
and surprising—predictor of stigma is
greater belief in biological or genetic
bases of mental illness (8). Phelan (9)
theorized that genetic causes of men-
tal illness are perceived as perma-
nent, which raises discomfort because
of the implication that complete re-
covery is impossible. Conversely,
then, optimism about the effective-
ness of treatment might be expected
to reduce stigma. The final objective
of our study was to test whether, in
fact, attitudes toward treatment are
associated with stigma.

The study had three goals. First, we
compared levels of stigma associated
with two different types of mental ill-
ness, schizophrenia and depression.
Second, we explored the impact of
psychiatric terminology on stigma.
Third, we examined the relationship
between beliefs about treatment and
stigma, predicting that more opti-
mistic attitudes toward treatment
would be associated with lower levels
of stigma.

Methods

The study was conducted from Octo-
ber through December of 2002. After
receiving approval from our institu-
tional review board, we recruited 116
undergraduate students (68 women
and 48 men) from general education
classes at a small public liberal arts
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university in the Southeast. A majority
of the students were white (102 per-
sons, or 88 percent), and their mean
age was 21.7+5.4 years. After being in-
formed of their rights as research par-
ticipants, all students volunteered to
complete the research survey in class.

The survey contained demographic
questions as well as measures of stig-
ma and attitudes toward treatment.
Stigma was assessed by asking re-
spondents to read vignettes about two
individuals with mental illnesses:
“Adrian,” who had schizophrenia, and
“Toby,” who had depression. Follow-
ing each vignette were six questions,
adapted from a social distance scale
(10), which measured respondents’
comfort with Adrian and Toby in situ-
ations such as being a neighbor or dat-
ing, ranging from 1, very uncomfort-
able, to 5, very comfortable. The reli-
ability for each scale was very good
(Cronbach’s alpha for each=.83).

To test the second hypothesis—that
psychiatric terminology is associated
with stigma—two forms of each vi-
gnette were developed, differing in
the language used to describe Adrian
and Toby. Form A contained diag-
noses (“paranoid schizophrenia” and
“major depressive disorder”) and
medical language (for example, “hal-
lucinations” and “decreased ap-
petite”), whereas form B contained
only behaviorally descriptive lan-
guage (for example, “sees things that
are not there” and “rarely feels hun-
gry”). Half the sample received form
A, and the other half received form B.

The brief measure of attitudes to-

ward treatment, developed for use in
this study, consisted of three items:
“There is little that can be done for a
person with schizophrenia,” “There
are good treatments available to help
people cope with depression,” and
“Most treatments for mental illness
are painful and ineffective.” Partici-
pants rated the items on a 6-point
scale of agreement ranging from 1,
strongly disagree, to 6, strongly agree.
Cronbach’s alpha was .58.

Results

The mean score on the stigma scale
for the schizophrenia vignette was
17.4+4.3, and the mean score for the
depression vignette was 19.87+4.51
(range of possible scores, 6 to 30).
This difference was statistically signif-
icant (t=6.79, df=115, p<.001), indi-
cating more negative perceptions of
schizophrenia than of depression
(higher scores indicate greater com-
fort). Table 1 shows the mean+SD
scores for each item on the stigma
scale.

Because there was a strong correla-
tion between participants’ stigma
scores for the two vignettes (r=.60,
p<.001), we combined the scores to
produce a total stigma score for each
participant (range of possible scores,
12 to 60). Total stigma scores were
not significantly associated with age,
race, or religion, but female respon-
dents (35.52+8.41) had scores that in-
dicated less stigma than did the
scores of male respondents (38.5+
7.31, t=2.03, df=114, p<.05).

To examine the impact of psychi-
atric terminology on stigma, total stig-
ma scores on form A (diagnostic and
medical language) were compared
with those on form B (behaviorally
descriptive language). No significant
difference was found.

Finally, to test for an association be-
tween attitudes toward treatment and
stigma, total stigma scores were cor-
related with the treatment scale. The
two measures were significantly relat-
ed (r=.25, p<.01), indicating that per-
sons with more positive expectations
about treatment were more comfort-
able with persons with mental illness.

Discussion and conclusions
Our findings indicate that levels of
stigma vary across categories of men-
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tal illness. Specifically, schizophrenia
is more stigmatized than depression.
Such results suggest that blanket
terms such as “mental patient,” which
have dominated research on psychi-
atric stigma, are not useful. In previ-
ous research on this issue (6), a clever
study manipulation underscored this
point: participants correctly identi-
fied the diagnoses of individuals de-
scribed in vignettes who had either
depression or schizophrenia but did
not necessarily label these same char-
acters as having a “mental illness.”

The knowledge that stigmatization
of depression may not be as prevalent
as commonly assumed may be en-
couraging news for persons who have
this disorder, who are more likely to
discontinue medication when they
perceive high levels of stigma (3).
Public reports of stigmatization of all
mental illnesses are not only inaccu-
rate but also potentially harmful, be-
cause they are likely to exaggerate the
presence of stigma among many sub-
groups of mental illness, leading pa-
tients to believe stigmatization is
more widespread than it actually is.

The relatively higher levels of
stigmatization of schizophrenia point
to the need for targeted intervention
efforts. Educational programs to re-
duce stigma have been successful in
the past but do little to improve atti-
tudes about the controllability of
mental illness (5). Armed with specif-
ic information about which disorders
are most stigmatized and why, re-
searchers may be able to design more
specific interventions.

This study did not demonstrate an
association between psychiatric ter-
minology and stigma scores, which
suggests that labels may be less stig-
matizing than previously assumed.
However, a stronger test of this issue
would incorporate longer, more di-
verse vignettes and an older, more
representative sample.

Study participants who had more
positive attitudes about treatment
demonstrated significantly less stigma-
tizing attitudes toward mental illness,
which suggests that one way to de-
crease discomfort is to educate people
about treatment possibilities. By em-
phasizing personal agency and im-
provement, this approach may be more
effective than focusing on biologically

based interventions, which may be as-
sociated with uncontrollability.

The female participants in our
study reported significantly greater
comfort than did the men toward per-
sons with schizophrenia and depres-
sion. Because previous research find-
ings on gender and stigma have been
mixed, future studies in this area
should attempt to clarify this relation-
ship by varying the gender of the per-
sons described in the vignettes (the
names of the individuals in the vi-
gnettes we used were intentionally
gender neutral) and surveying a gen-
der-balanced sample.

Overall, our findings suggest that
reducing the stigmatization of mental
illness continues to be an important
goal for mental health professionals.
Although the generalizability of our
findings may be limited by our re-
liance on student participants, it is
likely that college students are in fact
both more comfortable with mental
illness and more concerned about so-
cial desirability than the general pop-
ulation, which means our results
would underestimate overall levels of
stigma. Future research should assess
stigma associated with a wider variety
of predictors and disorders. The more
precise researchers can be about vari-
ables associated with stigma, the
more effectively we can pursue our
ultimate goal: the elimination of prej-
udice toward individuals with mental
illnesses. ¢
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Submissions for Datapoints Invited

Submissions to the journal’s Datapoints column are invit-
ed. Areas of interest include diagnosis and practice pat-
terns, treatment modalities, treatment sites, patient char-
acteristics, and payment sources. National data are pre-
ferred. The text ranges from 350 to 500 words, depend-
ing on the size and number of figures used. The text
should include a short description of the research ques-
tion, the database and methods, and any limitations of the

study.

Inquiries or submissions should be directed to Harold
Alan Pincus, M.D., or Terri L. Tanielian, M.S., editors of
the column. Contact Ms. Tanielian at Rand, 1200 South
Hayes Street, Arlington, Virginia 22202 (terri_tanielian

@rand.org).
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