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Abstract
Background: Stigma toward psychosis can prevent social attendance and help-seeking behavior. Early detection and intervention has been
shown to improve patient outcome in schizophrenia. The aim of this study was to reveal the characteristics and formulation process of stigma
toward each clinical stage of schizophrenia, taking people's backgrounds into consideration.
Methods: The participants consisted of three groups: general public, patients with mental illness, and psychiatric professionals. We performed a
survey examining stigmas toward people with psychotic-like-experiences (PLE), at-risk mental state for psychosis (ARMS), schizophrenia, or
depression. Prejudice was measured using a 21-item questionnaire, and discrimination was measured using the Social Distance Scale.
Results: The participants consisted of 149 people from the general public, 97 patients, and 119 psychiatric professionals. Generally, a similar
pattern was observed among the groups in which prejudice and discrimination against PLE was mildest, followed by that against ARMS and
depression, and finally schizophrenia. When the stigma of the general public was compared with that of psychiatric professionals, the
prejudice and discrimination against PLE of the general public were both lower than those of the psychiatric professionals. However, the
prejudice of the general public was stronger than that of the professionals for ARMS. Furthermore, the discrimination of the general public
was stronger than that of the professionals for schizophrenia.
Conclusions: The stigmas of mental illness differed according to the clinical stage, although the pattern of severity was similar among the
three groups. A formulation process is suggested in which stigma toward schizophrenia develops from an attitudinal property (prejudice)
against ARMS and a behavioral property (discrimination) against schizophrenia.
© 2016 Elsevier Inc. All rights reserved.

1. Introduction
A stigma refers to an attribute that deeply discredits people,
although it originally referred to a physical brand mark on a
slave or criminal [1]. However, no fixed definitions or
classifications of stigmas exist. Recently, stigma has been
regarded as a comprehensive concept including prejudice and
discrimination [2–4]. Studies of stigma toward mental illnesses,
especially schizophrenia, have been increasing in number all
over the world, and the problems of prejudice and discrimination have frequently become hot topics in various different
scenarios. However, numerous difficulties remain [5,6].
Although the policy for treating people with mental illnesses
was historically aimed at defending society, people with mental
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illnesses have been increasingly advancing into society. In
2004, the Japanese Ministry of Health and Labor devised a new
mental healthcare vision aimed at a transition from
hospital-centered psychiatric care to community-centered care
[7–9]. Moreover, the goal of treatment for people with mental
illnesses, including schizophrenia, has recently expanded to
include not only the alleviation of psychiatric symptoms, but
also the ability to dwell within a community and to achieve
social well-being. However, stigma toward mental illnesses
continues to prevent social attendance. For example, the
residents of a community will often oppose the construction of
public facilities or residences for people with mental illnesses,
and so on [5,10–12].
A number of studies have indicated the importance of early
detection and intervention for schizophrenia, and a shortened
duration of untreated psychosis (DUP) has been revealed to
improve various outcomes [13,14]. Early intervention public
services for schizophrenia were started in Australia in 1992, and
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such interventions were expected to become the international
standard for psychiatry in the future [15,16]. However, stigma
toward psychosis often obstructs help-seeking behaviors and
consultations with professionals, making early intervention
difficult [11,17]. Recently, the concept of an at-risk mental state
(ARMS) for psychosis has attracted attention from the
viewpoint of prevention [18]. It has been suggested that not
only the DUP, but also the duration of untreated illness (DUI),
which includes the prodromal period, may predict the prognosis
[19]. Intervention during the prodromal period reportedly leads
to a delayed onset and even the prevention of the onset of
schizophrenia [20–23]. Therefore, it is important to examine
stigma toward various stages of psychosis, taking peoples'
backgrounds into consideration.
Concerning stigmas against people with mental illness, the
ultimate goal is not only to increase knowledge and improve
attitudes (prejudices), but also to improve actual behavior
(discrimination) [24]. Here, we divided the concept of stigma
into prejudice, reflecting an individual's negative attitudes
(recognition and emotions), and discrimination, reflecting an
individual's actual behavior (such as rejection and avoidance).
The aim of the present study was to reveal the characteristics
and the formulation process of stigmas toward different
clinical stages of schizophrenia from the viewpoints of
prejudice and discrimination.

2. Material and methods
2.1. Participants
The participants in this study consisted of three groups: a
general public group, a mental illness patient group, and a
psychiatric professional group. The patient group was recruited
at the Toho University Omori Medical Center in Tokyo.
Individuals with dementia or mental retardation were excluded.
The general public group was recruited in the same area as the
above-mentioned hospital. We recruited psychiatric professionals who were working as psychiatrists, social workers, or
psychologists at the Toho University Omori Medical Center and
its neighboring hospitals. All the participants were 18 years or
older. The institutional review board approved the protocol for
the study. The study was performed in accordance with the
latest version of the Declaration of Helsinki.
2.2. Questionnaire and measures
We used an anonymous questionnaire. The questionnaire
had a section on socio-demographic information and a section
on attitudes toward people with psychotic-like-experiences
(PLE), ARMS, schizophrenia, or depression.
In this study, we used a set of vignettes that described the
symptoms and disabilities of patients with PLE, ARMS,
schizophrenia, or depression. The vignettes were made with
reference to a previous study [23]. The vignettes for
schizophrenia and depression were made based on the
ICD-10 and a relevant diagnosis was described. The ARMS

vignette was made based on the Structured Interview for
Prodromal Syndromes and the Scale of Prodromal symptoms
(SIPS/SOPS), and the likelihood of transition to full-blown
psychosis was stated [25,26]. PLE is a state in which
psychotic-like symptoms, such as hallucinations or delusions,
are experienced during a short period, without any underlying
mental disorder or social dysfunction. Reportedly, more than
10% of the general population that have reached puberty have
experienced PLE [27–29]. The vignettes that were used for
each condition are summarized below.
PLE: Saburo is 18-years old. He has experienced hearing
the voice of his grandfather, who has passed away. He has
reported hearing this voice twice over the past week. He is
known as a good and outgoing student and is popular with
his schoolmates.
ARMS: Taro is 17-years old. His uncle suffers from
schizophrenia. Taro reports hearing a soft and whispering
voice a few times per week. He feels like he is being
observed critically by other people. His school performance
has begun to deteriorate. A clinician told him that he has a
30% chance of developing schizophrenia in the next year.
Schizophrenia: Hanako believes that her neighbors
disparage her and spy on her. She has lost her drive to
participate in her usual work and family activities. She
hears voices even though no one else is around. She has
been living in this way for 6 months.
Depression: Jiro has been feeling down for the last several
weeks. He cannot enjoy things as he did before. He finds it
hard to concentrate on anything. He feels worthless and out
of energy. He cannot fall sleep easily. His family has
noticed that he has lost weight and that his appetite is poor.
Prejudice was measured using a 21-item questionnaire with
a 4 point Likert scale (1 = strongly agree, 2 = agree, 3 =
disagree, 4 = strongly disagree) that was modified from an
original questionnaire used in Pescosolido's study [30].
Discrimination was measured using the 19-item Social
Distance Scale and a 4-point Likert scale (0 = strongly
agree, 1 = agree, 2 = disagree, 3 = strongly disagree)
[31,32]. Social distance is often examined as a proxy measure
for behavioral indexes of discrimination in research on stigmas
[33]. The Social Distance Scale evaluates a participant's
willingness to interact with a person described in a vignette. A
higher score on both scales indicates a stronger stigma toward
the character in each vignette.
2.3. Statistical analyses
All the statistical analyses were performed using the
Statistical Package for the Social Sciences (SPSS), version
22.0 J for Windows. We used a chi-square test and a one-way
analysis of variance (ANOVA). For multiple comparisons,
Tukey's HSD test was used. The main analyses were
performed to identify differences in stigmas: (1) among the 4
clinical conditions for each participant group, and (2) among
the 3 population groups for each clinical condition.
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Table 1
Demographic characteristics.
Total

General public

Patients

Professionals

(n = 365)

(n = 149)

(n = 97)

(n = 119)

N
Gender
Male
Female
Age
b 30
30–39
40–49
50–59
60≤
No answer

%

N

%

N

%

N

%

186
179

51.0
49.0

75
74

50.3
49.7

49
48

50.5
49.5

62
57

52.1
47.9

102
127
81
32
22
1

27.9
34.8
22.2
8.8
6.0
0.3

49
48
35
11
5
1

32.9
32.2
23.5
7.4
3.4
0.7

28
34
15
11
9
0

28.9
35.1
15.5
11.3
9.3
0.0

25
45
31
10
8
0

21.0
37.8
26.1
8.4
6.7
0.0

χ2

df

p

0.09

2

0.955

11.50

8

0.175

depression (49.39 ± 8.15), and schizophrenia (51.33 ± 8.36).
Significant differences between prejudice against PLE and
prejudice against other disorders were observed. In the
psychiatric professionals group, prejudice against PLE was
mildest (41.20 ± 8.02), followed by prejudice against ARMS
(45.56 ± 6.02), depression (45.81 ± 6.56), and schizophrenia
(50.04 ± 7.03). No significant difference in prejudice against
ARMS and prejudice against depression was observed.

3. Results
3.1. Demographic characteristics
The participants consisted of 149 members of the general
public, 97 patients with mental disorders, and 119 psychiatric
professionals. Regarding the socio-demographic data, no
significant differences in sex or age were observed among
the three groups (Table 1). However, educational level was
significantly different between the three groups (F = 147.27;
df = 2,361; p b 0.001): patients (12.99 ± 2.52) was lowest,
followed by general public (14.10 ± 2.00), and professionals
(17.50 ± 1.68).

3.2.2. Discrimination
In each of the three participant groups, the scores for
discrimination against people with different mental disorders
were compared (Table 3). A similar pattern was observed in
each of the participant groups. In the general public group, the
scores for discrimination were lowest for PLE (19.07 ± 9.03),
followed by those for ARMS (26.58 ± 10.06), depression
(29.68 ± 9.57), and schizophrenia (33.43 ± 9.76). Significant
differences were observed among the scores for the four
disorders. In the patients group, the discrimination scores were
lowest for PLE (19.70 ± 9.19), followed by those for ARMS
(24.32 ± 8.65), depression (25.79 ± 9.37), and schizophrenia
(28.77 ± 9.77). Although significant differences between the
scores for PLE and those for the other disorders were observed,
no other significant differences were observed among the
scores for the other three disorders. In the psychiatric
professionals group, the discrimination scores were lowest for
PLE (19.90 ± 8.66), followed by those for ARMS (24.03 ±
8.93), depression (24.78 ± 8.03), and schizophrenia (29.96 ±
8.36). Significant differences were observed among the scores

3.2. Prejudice and discrimination across mental disorders
in each participant group
3.2.1. Prejudice
In each of the three participant groups, the scores for
prejudice against different stages of psychosis were compared
(Table 2). Generally, a similar pattern was observed among the
groups, in which prejudice against PLE was mildest followed
by prejudice against ARMS and depression. Prejudice against
schizophrenia was severest.
In the public group, prejudice against PLE (40.87 ± 9.84)
was lowest, followed by prejudice against ARMS (49.54 ±
7.17), depression (51.66 ± 8.62), and schizophrenia (53.76 ±
7.85). Significant differences between prejudice against PLE
and prejudice against other disorders were observed. In the
patients group, prejudice against PLE was mildest (44.83 ±
9.01), followed by prejudice against ARMS (48.31 ± 7.64),

Table 2
Prejudice against mental disorders in each participant group.
PLE
(A)

ARMS
(B)

Depression
(C)

Schizophrenia
(D)

Mean SD

Mean SD

Mean SD

Mean

General public (n = 149) 40.87 9.84 49.54 7.17 51.66 8.62 53.76
Patients (n = 97)
44.83 9.01 48.31 7.64 49.39 8.15 51.33
Professionals (n = 119) 41.20 8.02 45.56 6.02 45.81 6.56 50.04

SD

ANOVA
F

df

p

Post-hoc
A vs B A vs C A vs D B vs C B vs D C vs D

7.85 66.80 3, 588 b0.001 b0.001 b0.001 b0.001 0.134
8.36 10.29 3, 380 b0.001 0.020 0.001 b0.001 0.805
7.03 31.99 3, 468 b0.001 b0.001 b0.001 b0.001 0.993

b0.001 0.141
0.059 0.371
b0.001 b0.001
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Table 3
Discrimination against mental disorders in each participant group.
PLE
(A)
Mean SD

ARMS
(B)

Depression
(C)

Schizophrenia
(D)

Mean SD

Mean SD

Mean

General Public (n = 149) 19.07 9.03 26.58 10.06 29.68 9.57 33.43
Patients (n = 97)
19.70 9.19 24.32 8.65 25.79 9.37 28.77
Professionals (n = 119) 19.90 8.66 24.03 8.93 24.78 8.03 29.96

SD

ANOVA
F

df

Post-hoc

p

A vs B A vs C A vs D B vs C B vs D C vs D

9.76 59.86 3, 592 b0.001 b0.001 b0.001 b0.001 0.028
9.77 16.03 3, 380 b0.001 0.003 b0.001 b0.001 0.689
8.36 27.95 3, 470 b0.001 0.001 b0.001 b0.001 0.903

b0.001 0.005
0.005 0.118
b0.001 b0.001

(51.33 ± 8.36), and the general public (53.76 ± 7.85). A
significant difference between the scores of the patients and
those of the general public was observed. The order of the
discrimination scores was patients (28.77 ± 9.77), psychiatric professionals (29.96 ± 8.36), and the general public
(33.43 ± 9.76). A significant difference between the scores
of psychiatric professionals and those of the general public
was observed.

for the four disorders, except between the scores for ARMS and
those for depression.
3.3. Stigmas for each stage of psychosis
The stigmas held by the participant groups were compared
for each stage of psychosis (PLE, ARMS, and schizophrenia)
(Table 4).
3.3.1. PLE
The order of the prejudice scores against PLE was the general
public (40.87 ± 9.84), psychiatric professionals (41.20 ± 8.02),
and patients (44.83 ± 9.01). A significant difference between
the scores of psychiatric professionals and those of patients was
observed. The order of the discrimination scores was the general
public (19.07 ± 9.03), patients (19.70 ± 9.19), and psychiatric
professionals (19.90 ± 8.66). No significant differences in the
scores of the three groups were observed.

4. Discussion
A previous study reported that the stigma toward schizophrenia was stronger than that toward depression [34].
Regarding the stage of schizophrenia, the stigma and social
distance toward chronic schizophrenia has been shown to be
severer than that toward earlier stages of mental illness [34,35].
In the present study, the stigmas differed according to the
disorder and the clinical stage, although the pattern of stigma
severity was similar among the participant groups
(PLE b ARMS b depression b schizophrenia). In addition,
the severity of the stigma toward ARMS was shown to be equal
to that against depression in every participant group.
Regarding the stigma toward schizophrenia, the scores for
both prejudice and discrimination were significantly severer
than those for other disorders in the general public group.
Thus, a deep-rooted stigma toward schizophrenia still exists,
consistent with the findings of previous studies [5,6]. To
support the progress of society and a higher quality of life for
schizophrenia patients, the dissemination of knowledge and
the enlightenment of society with regard to schizophrenia
will be indispensable.

3.3.2. ARMS
The order of the prejudice scores against ARMS was
psychiatric professionals (45.56 ± 6.02), patients (48.31 ±
7.64), and the general public (49.54 ± 7.17). A significant
difference between the scores of psychiatric professionals and
those of patients was observed. The order of the discrimination
scores was psychiatric professionals (24.03 ± 8.93), patients
(24.32 ± 8.65), and the general public (26.58 ± 10.06). No
significant differences in the scores of the three groups
were observed.
3.3.3. Schizophrenia
The order of the prejudice scores against schizophrenia
was psychiatric professionals (50.04 ± 7.03), patients

Table 4
Stigma toward each stage of psychosis.
General public (A)
Mean
PLE
Prejudice
Discrimination
ARMS
Prejudice
Discrimination
Schizophrenia
Prejudice
Discrimination

SD

Patients (B)

Professionals (C)

Mean

SD

Mean

SD

ANOVA
F

df

Post-hoc
p

A vs B

A vs C

B vs C

40.87
19.07

9.84
9.03

44.83
19.70

9.01
9.19

41.20
19.90

8.02
8.66

6.31
0.31

2,360
2,361

0.002
0.733

0.003
0.855

0.953
0.734

0.010
0.985

49.54
26.58

7.17
10.06

48.31
24.32

7.64
8.65

45.56
24.03

6.02
8.93

10.84
3.00

2,358
2,362

b0.001
0.051

0.368
0.152

b0.001
0.068

0.012
0.971

53.76
33.43

7.85
9.76

51.33
28.77

8.36
9.77

50.04
29.96

7.03
8.36

7.97
8.52

2,359
2,360

b0.001
b0.001

0.045
b0.001

b0.001
0.008

0.451
0.625

Y. Baba et al. / Comprehensive Psychiatry 73 (2017) 181–186

When the stigmas of the general public were compared with
those of psychiatric professionals, the scores of the general
public for both prejudice and discrimination against PLE were
lower than those of the professionals. However, the prejudice
score of the general public was higher than that of the
professionals at the stage of ARMS and beyond. Furthermore,
the discrimination score of the general public was also higher
than that of the professionals at the stage of schizophrenia. These
findings suggest a formulation process in which stigma toward
schizophrenia develops from an attitudinal property (prejudice)
against ARMS and a behavioral property (discrimination)
against schizophrenia (Fig. 1).
Prejudice begins to increase from the stage of ARMS; this
situation might prevent patients from consulting with professionals during an early stage of schizophrenia, even if they are
aware of the prodromal signs of psychosis. Such delays can lead
to a transition to full-blown psychosis. Furthermore, it has been
suggested that stigma stress itself might also increase the risk of
transition to schizophrenia among young people with ARMS
[36]. Although it is important to enlighten the public about both
ARMS and schizophrenia, it is very important to consider a
means of achieving this goal while avoiding insensitivity, since
ARMS patients are usually adolescents. The spread of
knowledge regarding mental illnesses and the experience of
meeting people with mental illnesses are reportedly effective
for reducing stigmas toward psychiatry [32,37–39]. On the
other hand, some studies have revealed that such activities not
only led to a reduction in stigmas, but also adversely increased
stigmas in some cases [5,40].
Self-stigma destroys the possibility of achieving treatment
goals for patients because such stigmas decrease self-esteem and
self-efficacy and prevent help-seeking actions [6,11,41–43]. In
the patient group, the prejudice score against PLE was
significantly higher than the prejudice scores of the other
groups, and self-stigma might have influenced these results. The
establishment of a strategy enabling young people with a high
risk and other difficulties to connect with specialist services
without experiencing any stigma will be indispensable for the
future of this field.
The present study has several limitations. The educational
level of the three participant groups differed significantly in this
study. Chan et al. reported that female subjects with a higher
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educational level and a better knowledge of the symptoms and
treatment of psychosis exhibited stronger stigmatizing attitudes
than the general population in Hong Kong [44]. In contrast,
Clark and Binks reported that a high educational level was
associated with a more liberal attitude toward mental illness
than a low educational level among subjects living in Australia
[45]. As the present study compared stigma toward psychosis
between three participant groups that differed in their roles,
positions, and other background characteristics, it seems
necessary to evaluate a larger number of sociodemographic
factors and their mutual relations carefully in the future.
Furthermore, only Japanese subjects were recruited in the
present study. Further studies examining larger samples and
that take regional factors and cross-cultural differences into
consideration are needed before the present findings can
be generalized.
Regarding the study methods, we did not question the
patient groups about their diagnosis on the questionnaire.
However, an examination of differences in stigma toward
psychosis between patient groups with different mental
illnesses would be interesting and helpful for understanding
self-stigma. Furthermore, the definition and diagnostic criteria
of PLE are still controversial, although we included PLE as one
of the stages of psychosis. Further investigations are desirable.

5. Conclusions
The stigmas of mental illness differed according to the
clinical stage, although the pattern of severity was similar
among the three groups. A formulation process is suggested
in which stigma toward schizophrenia develops from an
attitudinal property (prejudice) against ARMS and a
behavioral property (discrimination) against schizophrenia.
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Fig. 1. Stigma toward schizophrenia and its formulation process. PLE:
psychotic-like-experiences; ARMS: at-risk mental state for psychosis.
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