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Background Stigma towards individuals experiencing a mental illness is associated with a range of negative psycho-
logical, social and financial outcomes. Factors associated with stigma remain unclear; the relationship between stigma
and various personal factors may depend on both the type of disorder being stigmatised and what type of stigma is
assessed. Different forms of stigma include personal stigma (negative attitudes towards others), perceived stigma (per-
ceived attitudes of others) and self-stigma (self-attribution of others’ negative attitudes).

Method Three hundred and fifty university students and members of the general public completed an online survey
assessing contact with and knowledge of both depression and anxiety, age, gender, current depression and anxiety
symptoms, and personal, perceived and self-stigma for both depression and anxiety.

Results Greater contact with, and knowledge of that illness predicted lower personal stigma for both anxiety and
depression. Participants with greater levels of current depression symptomatology and females, reported higher per-
ceived stigma towards depression. Males reported higher personal stigma for anxiety. For both anxiety and depression,
higher current symptomatology was associated with greater levels of self-stigma towards the illness.

Conclusions Findings confirm the role of contact and knowledge in personal stigma for both disorders, consistent with
previous findings. This finding also supports evidence that interventions addressing these factors are associated with a
decline in personal stigma. However, lack of relationship between contact with, and knowledge of a mental illness and
perceived and self-stigma for either depression or anxiety suggests that these factors may not play a major role in per-
ceived or self-stigma. The identification of symptomatology as a key factor associated with self-stigma for both anxiety
and depression is significant, and has implications for community-wide interventions aiming to increase help-seeking
behaviour, as well as individual treatment strategies for clinicians. Further research should examine whether these rela-
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tionships hold for groups with clinically diagnosed depression and anxiety disorders.
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Stigma towards persons with a mental illness may
be associated with substantial negative psychological,
physiological and economic outcomes. (Day et al.
2007). Stigma has also been shown to lead to with-
drawal, secrecy and lowered self-esteem (Ritsher &
Phelan, 2004; Ilic et al. 2012), and has been identified
as a barrier to both seeking treatment and adhering
to treatment programmes (Clement et al. 2014; Riisch
et al. 2009; Sirey et al. 2001a, b). Identification of factors
associated with stigma can improve the targeting and
design of stigma reduction campaigns and has impli-
cations for clinical treatment (Griffiths et al. 2008).

Mental illness stigma can manifest in a number of
ways. Most stigma research has focused on attitudes
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towards others with mental illnesses, commonly
referred to as personal stigma (Wang & Lai, 2008;
Aromaa et al. 2011; Calear et al. 2011), or public stigma
(Corrigan & Watson, 2002; Corrigan et al. 2012). Two
other forms of stigma are: perceived and self-stigma.
Perceived stigma is the perceived attitudes of others
towards mental illness (e.g., Griffiths et al. 2011).
Self-stigma is the acceptance of the negative attitudes
of others and the internalising and application of
these beliefs towards the self (Corrigan & Watson,
2002; Lysaker et al. 2011). Different factors may be
associated with different degrees with each of these
forms of stigma. Previous research has identified a
range of variables potentially associated with stigma,
and has focused largely on stigma towards depression
(as a common mental disorder (Wang et al. 2000)) and
schizophrenia (as a less prevalent, but highly stigma-
tised disorder (Birchwood et al. 2006)). In general, stud-
ies have primarily used definitions of stigma aligned
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with personal (public) stigma as described above, with
relatively less known about perceived and self-stigma.

Mental health literacy, an individual’s knowledge of
mental illness, is an awareness of typical symptoms,
risk factors and treatments for that mental disorder
(Jorm, 2000; Copelj & Kiropoulos, 2011). Those with
higher levels of knowledge typically show lower levels
of personal stigma (Ventieri, Clarke & Hay, 2011;
Griffiths, Christensen, Jorm, Evans & Groves, 2004;
Kiropoulos, Griffiths & Blashki, 2011; Copelj &
Kiropoulos, 2011; although see Lauber, Nortd, Falcato,
& Rossler, 2004) and may also demonstrate lower per-
ceived stigma (Copelj & Kiropoulos, 2011). Prior history
of a mental illness or exposure to individuals diagnosed
as mentally ill are also associated with lower personal
stigma, and higher perceived stigma (Griffiths et al.
2008; Jorm & Wright, 2008; Corrigan et al. 2001;
Calear et al. 2011).

Demographic factors such as age and gender have
also been identified as possible predictors of stigma,
although findings are somewhat inconsistent. There
is evidence that older participants hold higher per-
ceived stigma while younger participants report higher
personal stigma (Jorm & Wright, 2008; Calear et al.
2011; Griffiths et al. 2008), although other studies
show no age effects (Batterham et al. 2013; Ward &
Heidrich, 2009). Similarly, males typically report
higher personal stigma, whereas females tend to report
higher perceived stigma (Griffiths et al. 2008; Jorm &
Wright, 2008; Calear et al. 2011; Batterham et al. 2013;
however see Lauber et al. 2004).

Some research suggests that individuals may
become more reluctant to seek help as they experience
increased symptoms of mental disorders (Hoge et al.
2004; Rickwood et al. 2005; Barney et al. 2006). Some
studies have found that people with a higher level of
depression symptoms reported higher perceived
stigma (Pyne et al. 2004; Griffiths et al. 2008), but not
personal stigma (Griffiths et al. 2008). Other studies
have found depressive symptomatology to have no
effect on levels of perceived stigma (Roeloffs et al.
2003; Chowdury et al. 2001). Yen et al. (2005) have
reported that higher depression symptoms predicted
higher self-stigma, suggesting that those with higher
depression hold more stigmatised views of themselves.
There is also evidence that higher general psycho-
logical distress is associated with higher perceived
stigma (Griffiths et al, 2008, Raguram, Weiss,
Channabasavanna & Devins, 1996), and higher per-
sonal stigma (Griffiths et al. 2008, Masuda, price,
Anderson, Schmertz, & Calamaras, 2009). Only one
study to date has examined correlates of stigma for
anxiety disorders, finding no significant relationship
between anxiety and depression symptoms on person-
al and perceived anxiety stigma (Batterham et al. 2013),

but whether anxiety symptoms are linked to self-
stigma for anxiety is unknown.

This study has investigated the influence of knowl-
edge, contact, age, gender and current symptomatology
of depression and anxiety, on personal, perceived and
self stigma towards depression and anxiety. This focus
on all the three types of stigma across the two most
common mental illnesses within one study sought to
facilitate clearer differentiation of the roles these factors
may play in stigma. The aim was to further clarify
potential predictors and their relationships with differ-
ent forms of stigma, and lead to the development of
more targeted methods to reduce stigma and inform
treatment.

Method
Participants

Participants (N =350), 109 males and 241 females, aged
17-63 years (M =22.2, s.0. =6.7), were composed of two
cohorts. The student cohort included 275 participants,
99 males and 176 females, aged 17-52 years (M =21.5,
s.0.=5.9); recruited from students enrolled in the first
year psychology unit at the University of Canberra.
The 75 participants in the general public cohort
included 10 males and 65 females, aged 17-63 years
(M=24.8, s.0.=8.4).

Measures

Participants completed an online survey, which pre-
sented vignettes depicting characters displaying typ-
ical behaviours of people diagnosed with anxiety
disorders (Christensen et al. 2011) and depression
(Griffiths et al. 2006). Participants then completed mea-
sures of personal, perceived and self-stigma in relation
to each vignette.

Personal and perceived stigma for anxiety was mea-
sured using two 10-item Generalised Anxiety Stigma
Scales (GASS personal and GASS perceived; Griffiths
et al. 2011), while personal and perceived depression
stigma were measured using two 9-item Depression
Stigma Scales (DSS personal and DSS perceived;
Griffiths et al. 2004). Responses on both scales were
given on a 5-point scale (Strongly Agree to Strongly
Disagree), with scores ranging 0—40 for the GASS scales
and 0-36 for the DSS scales. The scales had high
internal consistency in the present sample (Cronbach
a=0.900 anxiety personal; a=0.902 depression per-
sonal; a=0.937 anxiety perceived; a=0.936 depression
perceived). Self-stigma for depression was measured
using the Self-Stigma of Depression Scale (SSDS;
Barney et al. 2010), which includes 16 items rated on
a 5-point scale (Strongly Agree to Strongly Disagree).
To create an equivalent scale for self-stigma of anxiety,



each use of the term ‘depression’ in the SSDS was
replaced with the term ‘anxiety’ (e.g., ‘If I had depres-
sion I would feel disappointed in myself’ became ‘If I
had anxiety I would feel disappointed in myself’).
Both these scales had high internal consistency in the
present sample (Cronbach a=0.900 anxiety self; o=
0.899 depression self).

Contact with people experiencing a mental disorder
was measured using a 9-item level of contact adapted
from Holmes et al. (1999), in which participants identi-
fied situations in which they may have encountered
people with depression or anxiety. Knowledge of
depression and anxiety was assessed using eight mul-
tiple choice questions (Gabriel & Violato, 2009), four of
each assessing knowledge of treatment, prevalence
and symptoms of depression or anxiety.

To assess symptomatology, participants completed
the Centre for Epidemiological Studies-Depression
Scale (CES-D; range 0-60; Radloff, 1977) and
Generalised Anxiety Disorder 7-item Scale (GAD-7;
range 0-21; Kroenke et al. 2006). Both scales have strong
psychometric properties (Radloff, 1977; Kroenke et al.
2006). Participants also provided demographic details.

Procedure

Participants in the student cohort were recruited
through their class; a description of the study was pro-
vided during a lecture and a link to the survey was
provided on the class website. The students were
awarded 30 min of research credit for their time.
Participants in the general population cohort were
recruited through snowball sampling, conducted
through online social networking by one of the
researchers, and were offered the chance to go into a
draw to win a US$100 gift voucher. After reading
detailed information about the study and providing
informed consent, participants completed the survey
online using the survey software Qualtrics. Sections
of the survey (CES-D, GAD-7, depression stigma/con-
tact, anxiety stigma/contact) were administered in ran-
dom order to participants to address possible practice
and fatigue effects. Responses were collected between
11th May and 16th July 2012.

Analysis

Descriptive statistics were reported for all variables
across the two study groups, with series of independ-
ent samples t-tests conducted to compare differences
between the student and community groups. A correl-
ation matrix was constructed to examine interrelations
between the measures of stigma. Separate linear
regression analyses were used to assess the effects of
symptomatology and other factors on each of the six
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stigma measures. Analyses were conducted using
SPSS version 21. Casewise deletion was used for parti-
cipants with missing data.

Results

Table 1 depicts the descriptive statistics for each of the
cohorts (students and general population). A series of
independent samples t-tests identified significant differ-
ences between the groups for five variables: age (fos0
=—342, p=0.002), proportion of females (t1¢34=—4.57,
p<0.001), personal depression stigma (f1452=3.11,
p = 0.002), anxiety self-stigma (t950=—2.87, p=0.005)
and anxiety contact (tp02=-2.44, p=0.016).
However, after adjusting for age and gender using
ANOVA, no significant differences in stigma scores
were found between the student and general popula-
tion groups. Consequently, recruitment groups were
combined for subsequent analyses, although an indica-
tor variable for group (student or public) was included
as a potential confound in multivariate analyses. Using

Table 1. Characteristics of the sample based on recruitment group

Students General public
Variable N M spD. N M S.D.
Age 271 2145 590 75 2481 843
Gender = female 271 0.64 048 75 087 0.34
CES-D depression 271 1853 1159 75 19.21 13.69
score
GAD-7 anxiety 269 714 537 70 656 533
score
Depression 269 1729 6.75 70 15.09 4.80
personal stigma
Depression 268 29.02 888 70 2990 845
perceived stigma
Depression 269 5096 1137 69 53.75 10.58

self-stigma

Depression contact 268 519 234 68 569 223
scale

Depression 265 330 079 67 351 0.68
knowledge score

Anxiety personal 267 1722 638 67 1582 6.74
stigma

Anxiety perceived 267 2825 893 65 30.18 8.85
stigma

Anxiety self-stigma 267 49.80 10.63 64 54.06 10.71

Anxiety contact 267 446 271 64 534 255
scale

Anxiety knowledge 264 354 085 63 3.67 0.65
score

Notes: CES-D, Center for Epidemiologic Studies-Depression
scale score; GAD-7, Generalised Anxiety Disorder scale.
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Table 2. Correlations between stigma measures

Anxiety Anxiety Anxiety Depression Depression Depression
Variable self personal perceived self personal perceived
Anxiety self-stigma - 0.161** 0.212** 0.693** 0.161** 0.192**
Anxiety personal stigma - 0.147** 0.122* 0.723** 0.071
Anxiety perceived stigma - 0.151** 0.015 0.689**
Depression self-stigma - 0.163** 0.201**
Depression personal stigma - 0.111*

Depression perceived stigma

Notes:*p <0.05; **p <0.01. Correlations within disorder type. Correlations within stigma type.

casewide deletion, up to 6.4% of the sample was
excluded from analyses due to missing data.

The correlation matrix for the measures of stigma was
calculated (see Table 2). Personal, perceived and self-
stigma towards anxiety were all found to be significant
positively correlated with each other at a weak level. A
similar pattern was seen among the depression stigma
measures. Corresponding measures of the same type
of stigma for depression and anxiety (e.g., self-stigma
towards anxiety and self-stigma towards depression)
all had significant and strong correlations.

Separate linear regression analyses were conducted
to examine predictors for each of the six types of
stigma assessed. Two models were estimated for
each stigma category: (i) a univariate model of conver-
gent depression/anxiety symptomatology, (ii) a model
adding all the other predictors (knowledge score, con-
tact, age and gender). Estimates from the depression
stigma models are shown in Table 3, whereas Table 4
presents the anxiety stigma models.

Depression symptoms were significantly associated
with perceived and self-stigma of depression in both
the univariate and adjusted model. There was no effect
of depression symptoms on personal stigma. Female
gender was also associated with greater perceived
depression stigma, while higher depression contact
and knowledge were significantly associated with less
personal stigma. As with depression, higher levels of
anxiety symptoms showed an association with greater
self-stigma even after adjustment for other factors.
Increased knowledge of anxiety and contact with people
with anxiety disorders was strongly associated with less
personal anxiety stigma. Male gender was also asso-
ciated with higher personal anxiety stigma. Age was
not significantly associated with personal, perceived
or self-stigma for either depression or anxiety.

Discussion

The current study investigated the role of a range of
variables on personal, perceived and self-stigma

towards depression and anxiety. Consistent with pre-
vious research, greater knowledge of depression
(Griffiths et al. 2004; Copelj & Kiropoulos, 2011;
Kiropoulos et al. 2011; Ventieri et al. 2011) and contact
with people with depression (Griffiths et al. 2008;
Jorm & Wright, 2008; Corrigan et al. 2001; Calear
et al. 2011) was associated with lower personal stigma
towards depression. The current findings suggest that
this relationship also holds for anxiety, such that higher
knowledge of anxiety and greater contact with people
with anxiety both predicted lower personal stigma for
anxiety. This provides significant data in favour of stigma
reduction campaigns that target improving knowledge
of/contact with mental illness (Griffiths et al. 2004;
Riisch et al. 2005; Taylor-Rodgers & Batterham, 2014),
and is consistent with the substantial evidence for the
effectiveness of such campaigns (Corrigan et al. 2012;
Griffiths et al. 2014). In particular, the anxiety-related
findings of this study are novel, and align with a stigma
reduction study which found that increasing anxiety lit-
eracy was associated with decreased anxiety stigma at
follow-up (Gulliver et al. 2012).

One focus of this study was the role of current
symptoms in stigma. Consistent with Griffiths et al.
(2008) and Pyne et al. (2004), higher scores on the
CES-D were associated with higher perceived stigma
towards depression, suggesting that individuals cur-
rently experiencing depression also perceive heigh-
tened levels of stigma from the community. A similar
relationship was seen between symptoms of depres-
sion and self-stigma, consistent with Yen et al. (2005)
and suggesting that seeking help might become more
difficult as depression symptoms increase. These rela-
tionships highlight the additional difficulties people
with depression experience when attempting to seek
help and these factors need to be considered when
encouraging people to seek treatment. Interestingly,
greater levels of anxiety symptoms (GAD-7) did not
predict higher levels of either perceived or personal
stigma towards anxiety. However, a relationship was
found between higher scores on the GAD-7 and higher



Predictors of stigma towards anxiety and depression 251

Table 3. Linear regression models of the three forms of depression stigma

Personal stigma (1 =331)

Perceived stigma (1 =330) Self-stigma (n=331)

Variable Unadjusted Adjusted Unadjusted Adjusted Unadjusted Adjusted
Beta, p Beta, p Beta, p Beta, p Br By
CES-D depression score —0.056, 0.311 0.040, 0.475 0.190, 0.001 0.152,0.010  0.151, 0.006 0.146, 0.015
Depression contact scale —0.233, <0.001 0.071, 0.233 —0.043, 0.473
Knowledge score —0.265, <0.001 —0.017, 0.761 0.054, 0.344
Age 0.049, 0.371 0.004, 0.950 —0.099, 0.090
Gender = male 0.063, 0.243 —0.175, 0.002 —0.011, 0.850
Sample = general public —0.083, 0.118 0.009, 0.870 0.111, 0.049

CES-D, Center for Epidemiologic Studies-Depression scale score.

Notes: bold values indicate p <0.05.

Table 4. Linear regression models of the three forms of anxiety stigma

Personal stigma (n=324)

Perceived stigma (n=324) Self-Stigma (1 =324)

Unadjusted Adjusted Unadjusted Adjusted Unadjusted Adjusted

Variable B p B p B p B p B p B p

GAD-7 anxiety score —0.094, 0.090 —0.053, 0.329 0.070, 0.206 0.059, 0.324 0.096, 0.085 0.134, 0.023
Contact scale —0.183, 0.001 0.048, 0.424 —0.113, 0.054
Knowledge score —0.312, <0.001 —0.006, 0.919 0.002, 0.973
Age —0.007, 0.896 —0.028, 0.626 —0.023, 0.682
Gender = male 0.110, 0.045 0.014, 0.810 0.052, 0.377
Sample = general public —0.032, 0.545 0.083, 0.153 0.189, 0.001

GAD-7, Generalised Anxiety Disorder scale.
Notes: bold values indicate p <0.05.

levels of self-stigma for anxiety, mirroring the associ-
ation observed for depression. This provides prelimin-
ary evidence that anxiety symptomatology might
affect help-seeking as for depression, but this relation-
ship needs to be confirmed with future research.

The findings with regards to gender in the current
study are similar to previous literature. As in previous
research, females in the current study reported higher
perceived stigma for depression, suggesting they felt
more stigma for that disorder from the community
than males (Griffiths et al. 2008; Jorm & Wright, 2008;
Calear et al. 2011; Batterham et al. 2013). There was
some evidence that males had higher personal stigma
for anxiety, consistent with the findings of Batterham
et al. (2013), but this needs to be further confirmed. Age
was not significantly associated with any of the three
stigma types for either depression or anxiety. This reflects
some previous findings (Ward & Heidrich, 2009;
Batterham et al. 2013); however, given the young, narrow
age range of the participants, a lack of variation in age

may well be driving the finding in the current study, so
conclusions are necessarily limited.

One interesting finding to emerge from the analysis
was the high correlation within the same stigma type
for the different disorders, such as between self-stigma
for depression and self-stigma for anxiety. These
strong positive relationships were seen for all the
three types of stigma; personal, perceived and self-
stigma. This pattern contrasts with the much lower
(though still significant) correlations between different
stigma types for the same disorder (e.g., self-stigma for
depression and personal stigma for depression). These
findings can be interpreted in light of studies such as
Yap et al. (2014), which seek to identify the underlying
structure of personal and perceived stigma. Consistent
with Yap et al. (2014), the current data suggest differen-
tiation of perceived and personal stigma, as illustrated
by lower correlations. The current findings add to this
discussion by providing evidence for the further differ-
entiation of self-stigma from the other two types of
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stigma. The very high correlations within types of
stigma suggest that there may be a degree of global,
disorder-independent stigma for each type, which
could then be combined with disorder-specific beliefs
to influence how people report stigma. This remains
speculative, but these very high correlations are
worth investigating further.

One factor limiting the general ability of the findings
of this study is the nature of the sample. While stu-
dents and the general population were sampled, both
cohorts were young (aged in early—mid-twenties) and
predominantly female. Whether the relationships
found here, particularly those between symptomatol-
ogy and stigma, are replicated in a sample representa-
tive of the population at large remains to be
established. Another limitation of the study was the
elevated levels of depression and anxiety scores in
the sample, with higher mean CES-D and GAD-7
scores than observed in the general population. It is
likely that selection biases increased participation by
individuals with experience of depression or anxiety,
and it is possible that those with fewer symptoms
show a different pattern of relationships between
symptoms and stigma. Likewise, future research in
clinical populations may also reveal differing relation-
ships between symptoms and stigma. Further studies
should also include other potential factors which
may be related to both symptomatology and stigma.
Only age and gender were examined in the current
study, but variables such as socio-economic status
and ethnicity should be included to investigate their
potential role in stigma.

This study provides preliminary data establishing
relationships between several forms of stigma and a
number of factors, but this research now needs to be
expanded using different populations, including clinic-
al samples, a broader age sampling, and in other cul-
tural groups across the community. Interpretation of
the data also needs to be cautious given the cross-
sectional nature of the current study, meaning that
conclusive statements cannot be made about the pre-
dictive nature of relationships. Theoretically, and
based on previous research, we have interpreted our
findings as supporting the case that factors such as
contact with and knowledge of disorders causally
influence reported stigma (supported by evidence
from intervention studies), but it is likely at least
some causal impact occurs in the other direction:
from held stigma to level of contact. Similarly the iden-
tified relationships between symptomatology and self-
stigma for both anxiety and depression could be the
outcome of bidirectional influence or mediating fac-
tors. Longitudinal studies and intervention studies
can both help in addressing these important theoretical
questions.

By examining associations between a range of
potential predictors and the three forms of stigma, per-
sonal, perceived and self-stigma, for the two most
common mental disorders, anxiety and depression,
this study provides evidence as to the relationships
between different factors and forms of stigma. The
diversity of the findings across stigma types, consistent
with previous research, illustrates the necessity of
clearly defining which form of stigma is being investi-
gated, suggesting factors that play different roles
depending on both the disorder type and stigma
type. The relationships between symptomatology and
self-stigma in particular, for both anxiety and depres-
sion, suggest key avenues for investigation for both
clinicians and those designing stigma reduction
campaigns.
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