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Abstract
Aims. Reducing stigma and discrimination towards people with mental ill-health is a key
priority in Australian mental health policy. Population-based surveys conducted in Australia
between 2003 and 2011 showed some improvement in stigmatising attitudes, but also a dete-
rioration in attitudes about dangerousness and unpredictability, particularly in relation to
schizophrenia. This study aimed to investigate whether stigmatising attitudes have changed
since the 2011 national survey.
Methods. Two large, nationally representative samples of Australian adults were surveyed in
2011 (n = 1967) and 2024 (n = 1984). At each time point, participants were presented with
vignettes of a person in the early stages of depression or schizophrenia and completed ques-
tionnaires about stigmatising attitudes towards the person in the vignette (Personal Stigma
Scale) and willingness to interact with them (Social Distance Scale). Using weighted data,
logistic regressions assessed change from 2011 to 2024 while controlling for sociodemographic
characteristics. Results were considered significant at p< .01.
Results. There were significant reductions in endorsement of stigmatising attitudes towards
depression and early schizophrenia. Notably, there were large reductions in beliefs about
dangerousness (depression 22.5–4.8% and schizophrenia 37.1–18.1%). Conversely, the will-
ingness to interact with a person with depression remained unchanged and had worsened
for schizophrenia, with the odds of being unwilling to interact approximately doubling
(11.0–26.9% unwilling to make friends and 18.8–33.2% unwilling to work closely with them).
Conclusions. Thedata showmixed findings regarding change in stigma in theAustralian pop-
ulation. Despite negative beliefs diminishing over time, this has not translated into greater
willingness to interact with people with depression or schizophrenia. Key action is needed
on understanding the barriers to interacting with people with mental health conditions and
reducing perceptions of unpredictability, particularly for schizophrenia, which remains more
highly stigmatised.

Introduction

Reducing stigma and discrimination of people with mental health conditions remains a central
priority in global mental health policy (World Health Organization, 2022). Stigma is associated
with substantial adverse consequences, including reluctance to seek professional help due to
concerns about acquiring a ‘spoiled identity’ (Goffman, 1963) and anticipated social rejection
and discrimination (Clement et al., 2015; Schnyder et al., 2017). Discrimination also contributes
to difficulties finding or retaining employment, seeking education opportunities, and secur-
ing stable housing (Reavley et al., 2017, 2026; Thornicroft et al., 2022). In response, a range
of evidence-based strategies have been implemented internationally, including social contact
interventions, legislative reform, and initiatives targeting media representations of people with
mental health conditions (Thornicroft et al., 2022; World Health Organization, 2024). Despite
these efforts, it remains unclear whether population-level attitudes towards people with mental
health conditions are improving over time. Monitoring change in stigma is essential to evalu-
ate the impact of stigma reduction initiatives and to identify priority areas for further action.
Population-based surveys that randomly samplemembers of the public provide themost robust
method for assessing community attitudes (Carina and Michael 2018).

Several countries have examined change in stigmatising attitudes using large, representa-
tive samples and vignettes describing a person with depression or schizophrenia (Angermeyer
et al., 2021; Pescosolido et al., 2021; Schomerus et al., 2022). These population-based stud-
ies have focused on unwillingness to interact with people with mental health conditions,
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known as desire for social distance, and perceptions of danger-
ousness or fearful reactions. Collectively they paint a mixed pic-
ture. In the USA, reductions in desire for social distance towards
depression were observed between 2006 and 2018, whereas social
distance towards schizophrenia and perceptions of dangerousness
showed little change over this period (Pescosolido et al., 2021).
In Germany, surveys conducted in 2011 and 2020 showed little
change in desire for social distance for either schizophrenia or
depression (set against increases for schizophrenia that occurred
between 1990 and 2001) (Schomerus et al., 2022). Furthermore,
no changes in emotional reactions, such as fear and uneasiness,
were observed for either vignette. In contrast, surveys conducted in
Austria in 1998 and 2018 showed reduced desire for social distance
towards schizophrenia but an increase in perceived dangerousness
over time (Angermeyer et al., 2021). These inconsistent findings
suggest that trends in stigma may be context-specific and cannot
be assumed to generalise across countries.

In Australia, changes in stigmatising attitudes were examined
between 2003 and 2011 with two large representative surveys using
the same vignettes and outcome measures (Reavley and Jorm,
2012). There were mixed findings for changes in attitudes towards
people with depression and early schizophrenia. Similar to the
findings from Austria, there were some reductions in desire for
social distance for schizophrenia and depression, but increases in
beliefs about dangerousness and unpredictability in people with
these conditions. In addition, there were reductions in beliefs that
schizophrenia was a sign of personal weakness and not a real med-
ical illness. Another large survey of Australian adults conducted in
2021 observed higher desire for social distance for depression and
schizophrenia than the 2011 survey (Behavioural Economics Team
of theAustralianGovernment [BETA], 2022).However, differences
in vignette wording and the inability to statistically control for
changes in population demographics limited comparability across
survey years.

Reducing stigma and discrimination remains a priority in
Australian mental health policy. The draft national stigma and
discrimination reduction strategy advocates for regular popula-
tion monitoring of stigmatising attitudes (National Mental Health
Commission, 2023). However, there has been no recent exami-
nation of change in stigma using directly comparable methodol-
ogy to the 2011 survey. The present study addresses this gap by
analysing data from the 2024-2025 National Survey of Stigma and
Discrimination, which surveyed a large representative sample of
Australian adults using the same vignettes and outcome measures
as the 2011 survey.We aimed to examine change over the preceding
13-year period in stigmatising attitudes and willingness to inter-
act, adjusting for participant demographics between survey years.
Given the mixed findings internationally, we did not have specific
hypotheses about how stigma may have changed over time in the
population.

Methods

2011 sample

The 2011 survey methods have been previously described (Reavley
and Jorm, 2011). The Social Research Centre in Melbourne,
Victoria, recruited participants by random-digit dialling of both
landlines and mobile phones. Data were collected using computer-
assisted telephone interviews with 6019 Australians aged 15 or
older. Interviews were conducted between January and May 2011,
and the response ratewas 44.0%.The study received ethics approval

from the Centre for Youth Mental Health Human Ethics Advisory
Group (#1035140).

2024 sample

The 2024 survey was collected as part of the 2024-2025 National
Survey of Stigma and Discrimination (Reavley et al., 2026). The
Social ResearchCentre again recruited participants, this time using
their ‘Life in Australia’ probability-based online panel (Kaczmirek
et al., 2019). Members are recruited to the panel via random
digit dialling or address-based sampling, allowing for known prob-
ability of selection and more accurate and less variable results
than non-probability samples or opt-in online panels. The Life
in Australia panel was chosen in preference to a sample col-
lected via random-digit dialling because this is increasingly cost-
prohibitive, given the very low response rates obtained when con-
tacting Australians by phone. A stratified random sample was
drawn from Life in Australia panellists on strata defined by age,
gender, highest level of education and speaking a language other
than English at home. Data were collected over a 2-week period
in November and December 2024. Surveys were completed by
6032 Australian adults and the response rate was 63.7%. The study
received ethics approval from the University ofMelbourne Human
Research Ethics Committee (#29098).

Measures

Each study collected several measures related to stigma, experi-
ences of discrimination, and mental health literacy. The measures
that were shared in each study are described below.

Vignette
Both studies used two vignettes describing a person with depres-
sion or early schizophrenia. Other vignettes were also included at
each timepoint but were not the same so have not been included
here. The depression and early schizophrenia vignettes describe
a person early in the onset of the condition who has not yet
sought treatment and are shown in Table 1. The vignette gender
was matched to that of the participant and was described as John
or Jenny in 2011 and Sam in 2024. Participants were randomly
assigned to one vignette.

Personal stigmatising attitudes
Stigmatising attitudes were assessed with the Personal Stigma Scale
(Griffiths et al., 2004), which includes nine items answered in
response to the person described in the vignette. The items are: (1)
People with a problem like Sam’s could snap out of it if they wanted;
(2) A problem like Sam’s is a sign of personal weakness; (3) Sam’s
problem is not a real medical illness; (4) People with a problem
like Sam’s are dangerous; (5) It is best to avoid people with a prob-
lem like Sam’s so that you don’t develop this problem; (6) People
with a problem like Sam’s are unpredictable; (7) If I had a problem
like Sam’s I would not tell anyone; (8) I would not employ some-
one if I knew they had a problem like Sam’s; (9) I would not vote
for a politician if I knew they had suffered a problem like Sam’s.
Responses are made on a 5-point Likert scale: 1 = Strongly dis-
agree, 2 = Disagree, 3 = Neither agree nor disagree, 4 = Agree,
5 = Strongly agree. To analyse change over time, responses were
dichotomised into agree or strongly agree (4 or 5) versus strongly
disagree, disagree, or neither agree nor disagree (1 to 3).
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Table 1. Vignettes

Vignettea Sam’s situation

Depression Sam is 24 years old. He has been feeling unusually sad and miserable for the last few weeks. Even though he is tired all the
time, he has trouble sleeping nearly every night. Sam doesn’t feel like eating and has lost weight. He can’t keep his mind on his
work and puts off making decisions. Even day-to-day tasks seem too much for him. This has come to the attention of his boss,
who is concerned about Sam’s lowered productivity.

Schizophrenia Sam is 24 and lives at home with his parents. He has had a few temporary jobs since finishing school but is now unemployed.
Over the last six months he has stopped seeing his friends and has begun locking himself in his bedroom and refusing to eat
with the family or to have a bath. His parents also hear him walking about his bedroom at night while they are in bed. Even
though they know Sam is alone, they have heard him shouting and arguing as if someone else is there. When they try to
encourage Sam to do more things, he whispers that he won’t leave home because he is being spied upon by the neighbour. His
parents realize he is not taking drugs because he never sees anyone or goes anywhere.

aMale version shown. Vignette gender (pronouns) was matched to participant gender.

Social distance
The Social Distance Scale (Link et al., 1999) was used to assess
willingness to interact with the person described in the vignette.
The scale includes five items assessing willingness to (1) move next
door to Sam; (2) spend an evening socialising with Sam; (3) make
friends with Sam; (4) work closely with Sam on a job; (5) have
Sam marry into their family. Each item was rated on a 4-point
scale: 1 = Definitely willing, 2 = Probably willing, 3 = Probably
unwilling, 4 = Definitely unwilling. To analyse change over time,
responses were dichotomised into probably or definitely unwilling
(3 or 4) versus probably or definitely willing (1 or 2).

Sociodemographics
Thefollowing sociodemographic informationwas collected in both
surveys: age (18–34, 35–64, 65+), gender (male, female, non-
binary/other), country of birth (Australia or English-speaking
country, non-English speaking country), highest level of education
completed (Bachelor degree or above, below bachelor level), lan-
guage spoken at home (English only, language other than English).
The sociodemographic characteristics of the samples at each time
point are provided in Supplementary Table 1.

Statistical analysis

As the 2011 survey included participants aged 15–17, these were
dropped from the analyses for comparability with the 2024 sam-
ple. This left 1967 in the 2011 sample (993 depression vignette; 974
early schizophrenia vignette) and 1984 in the 2024 sample (1008
depression vignette; 976 early schizophrenia vignette). Data per
time point were presented with per cent frequencies and 99% con-
fidence intervals, using sample weights to adjust for the probability
of being selected and to satisfy population benchmarks for key
sociodemographic characteristics.

To examine change over time, weighted logistic regression
models were used with survey year as the predictor. These mod-
els controlled for sociodemographic variables (age, gender, level of
education, country of birth and language spoken at home) as pop-
ulation levels of these variables may have changed between survey
years. Given the large sample sizes and number of analyses, results
were considered significant at p< .01. All analyses were performed
using Stata SE 18.

Results

Weighted responses to the personal stigmatising attitudes ques-
tions in 2011 and 2024 are given in Table 2. As shown in the
column combining agree or strongly agree responses, there was a

general shift towards less agreement with most stigmatising atti-
tudes for both depression and early schizophrenia. Notably, how-
ever, increases were often in those neither agreeing or disagreeing
rather than in those disagreeing or strongly disagreeing. Four atti-
tudes were endorsed by less than 10% of the sample in 2024 for
both conditions: that people could snap out of the problem if they
wanted, the problem is a sign of personal weakness, the problem is
not a real medical illness, and it is best to avoid people so that you
don’t develop this problem. Attitudes about unpredictability had
the highest agreement across both vignettes.

Figure 1 shows the change in agreement with each stigmatising
attitude from 2011 to 2024, controlling for age, gender, education
level, country of birth, and language spoken at home. For depres-
sion, there was a statistically significant reduction in 2024 in the
odds of agreeing with all stigmatising attitudes except for ‘It is best
to avoid people with a problem like Sam’s so that you don’t develop
this problem’ (which had low endorsement in 2011) and ‘If I had a
problem like Sam’s I would not tell anyone’. Findings were similar
for schizophrenia, with significant reductions in agreement with
six of the nine stigmatising attitudes and no significant increases.

Table 3 presents the weighted responses to items on the Social
Distance Scale, describing willingness to interact with the per-
son in the vignette. For depression, the proportion of the sample
who were probably or definitely unwilling showed little differences
between 2011 and 2024, with the greatest unwillingness for the per-
son marrying into the family. Logistic regression models (shown
in Fig. 2) confirmed that there were no significant reductions in
unwillingness to interact over time. In contrast, for schizophre-
nia, desire for social distance had increased significantly over time,
with approximately double the odds of being unwilling to inter-
act in each situation in 2024 compared to 2011. Supplementary
analyses tested the interaction between survey year and vignette to
explore whether the change over time was significantly greater for
schizophrenia compared to depression. These analyses were statis-
tically significant (p < .01) for unwillingness to move next door
(p = .002) and marry into the family (p < .001) but not for spend
an evening with (p = .081), make friends with (p = .033) or work
closely with (p = .015).

Discussion

This study aimed to examine changes in stigmatising attitudes
towards adults with depression or schizophrenia in the Australian
population between 2011 and 2024. Overall, findings present a
mixed picture.There were significant reductions inmost stigmatis-
ing attitudes towards people with depression or schizophrenia, but
no change in willingness to interact with a person with depression,
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Table 2. Personal stigmatising attitudes in 2011 and 2024

Year
Strongly

disagree % Disagree %
Neither agree
nor disagree % Agree %

Strongly
agree %

Agree or strongly agree
(combined) % [99% CI]

Depression

People with a problem like Sam’s
could snap out of it if they wanted

2011 22.7 45.5 9.3 19.5 3.0 20.6 [16.7, 25.1]

2024 36.0 38.4 20.9 3.7 1.1 8.6 [6.0, 12.2]

A problem like Sam’s is a sign of
personal weakness

2011 49.7 34.6 1.8 10.8 3.0 13.9 [10.6, 17.8]

2024 44.0 40.8 10.0 4.2 1.0 5.2 [3.3, 8.1]

Sam’s problem is not a real medical
illness

2011 49.3 35.3 2.0 11.0 2.5 13.5 [10.3, 17.5]

2024 42.3 39.3 13.5 3.9 1.0 5.0 [3.3, 7.5]

People with a problem like Sam’s are
dangerous

2011 22.7 45.5 9.3 19.5 3.0 22.5 [18.7, 26.8]

2024 36.0 38.4 20.9 3.7 1.1 4.8 [3.0, 7.5]

It is best to avoid people with a
problem like Sam’s so that you don’t
develop this problem

2011 57.9 34.9 0.9 5.2 1.1 6.3 [4.2, 9.4]

2024 47.0 39.0 10.2 2.1 1.7 3.7 [2.1, 6.5]

People with a problem like Sam’s are
unpredictable

2011 8.1 28.4 8.7 50.2 4.6 54.8 [50.0, 59.5]

2024 12.8 27.3 36.6 22.1 1.2 23.3 [19.3, 27.8]

If I had a problem like Sam’s I would
not tell anyone

2011 23.9 49.7 3.3 19.6 3.5 23.1 [19.4, 27.2]

2024 13.6 42.6 25.0 15.6 3.2 18.8 [15.3, 22.9]

I would not employ someone if I
knew they had a problem like Sam’s

2011 23.3 46.0 7.3 20.9 2.4 23.3 [19.5, 27.7]

2024 21.7 35.0 29.6 12.0 1.7 13.7 [10.5, 17.5]

I would not vote for a politician if I
knew they had suffered a problem
like Sam’s

2011 21.8 46.3 4.7 20.1 7.1 27.2 [23.0, 31.7]

2024 21.8 33.4 25.7 16.1 3.0 19.1 [15.5, 23.4]

Early schizophrenia

People with a problem like Sam’s
could snap out of it if they wanted

2011 48.1 34.7 3.2 9.6 4.5 14.0 [10.9, 17.9]

2024 38.5 40.6 13.9 6.4 0.5 6.9 [4.7, 10.1]

A problem like Sam’s is a sign of
personal weakness

2011 52.8 33.6 1.4 10.2 2.0 12.1 [9.2, 15.8]

2024 41.6 40.9 11.3 5.2 1.0 6.2 [4.0, 9.6]

Sam’s problem is not a real medical
illness

2011 56.7 33.1 1.2 7.0 2.0 9.0 [6.5, 12.5]

2024 52.0 35.8 7.9 3.4 0.9 4.3 [2.7, 6.9]

People with a problem like Sam’s are
dangerous

2011 13.0 39.8 10.1 30.7 6.4 37.1 [32.7, 41.8]

2024 8.7 27.3 45.8 16.5 1.7 18.1 [14.4, 22.6]

It is best to avoid people with a
problem like Sam’s so that you don’t
develop this problem

2011 57.9 36.7 1.1 3.3 1.0 4.3 [2.6, 7.1]

2024 48.0 39.0 10.3 2.4 0.3 2.7 [1.4, 5.0]

People with a problem like Sam’s are
unpredictable

2011 3.4 15.5 6.3 64.1 10.7 74.8 [70.5, 78.6]
2024 2.3 11.5 33.4 47.7 5.1 52.8 [47.7, 57.8]

If I had a problem like Sam’s I would
not tell anyone

2011 20.8 45.3 3.3 25.9 4.6 30.5 [26.4, 35.0]

2024 14.2 40.7 26.3 17.1 1.7 18.8 [15.2, 23.0]

I would not employ someone if I
knew they had a problem like Sam’s

2011 16.3 49.1 7.0 23.3 4.2 27.5 [23.5, 31.9]

2024 7.8 28.9 40.7 21.4 1.1 22.6 [18.6, 27.1]

I would not vote for a politician if I
knew they had suffered a problem
like Sam’s

2011 16.9 48.4 5.1 21.2 8.4 29.6 [25.4, 34.1]

2024 8.5 25.4 32.9 25.1 8.2 33.3 [28.6, 38.3]

and an increase in unwillingness to interact with a person with
schizophrenia.

The size of the reduction in stigmatising attitudes is notable,
particularly for beliefs about dangerousness and unpredictability,

which had increased between 2003 and 2011 (Reavley and Jorm,
2012). This is in contrast to other countries, where beliefs about
dangerousness have not changed in recent years (Pescosolido
et al., 2021; Schomerus et al., 2022) or have increased over time
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Figure 1. Agreement with stigmatising attitudes in 2024 versus 2011, controlling for sociodemographics, with 99% confidence intervals.

Table 3. Social distance in 2011 and 2024

Year Definitely willing % Probably willing % Probably unwilling %
Definitely
unwilling %

Unwilling (combined)
% [99% CI]

Depression

Move next door 2011 37.2 53.6 7.0 2.1 9.2 [6.8, 12.2]

2024 37.8 52.9 7.7 1.6 9.3 [6.8, 12.6]

Spend an evening
socialising

2011 39.3 52.4 6.6 1.7 8.3 [6.1, 11.1]

2024 32.6 56.8 9.4 1.2 10.6 [7.9, 14.2]

Make friends with 2011 39.3 54.8 5.0 0.9 5.9 [4.1, 8.3]

2024 32.5 57.8 9.3 0.4 9.6 [7.1, 13.0]

Start working closely with 2011 29.9 54.1 12.2 3.8 16.0 [12.9, 19.8]

2024 25.2 54.3 18.2 2.2 20.5 [16.8, 24.7]

Marry into family 2011 23.9 46.1 19.8 10.2 30.0 [25.7, 34.8]

2024 19.7 50.5 24.6 5.3 29.8 [25.5, 34.5]

Early schizophrenia

Move next door 2011 28.1 56.3 12.0 3.5 15.6 [12.4, 19.3]

2024 17.4 54.6 24.7 3.3 28.1 [23.6, 33.0]

Spend an evening
socialising

2011 34.2 53.1 8.9 3.7 12.6 [9.8, 16.1]

2024 20.5 56.4 20.4 2.7 23.1 [19.0, 27.8]

Make friends with 2011 33.5 55.4 8.1 2.9 11.0 [8.4, 14.4]

2024 17.2 56.0 24.1 2.8 26.9 [22.4, 31.8]

Start working closely with 2011 27.4 53.8 13.8 5.0 18.8 [15.4, 22.8]

2024 12.8 54.0 30.1 3.1 33.2 [28.5, 38.2]

Marry into family 2011 20.3 44.0 23.1 12.6 35.7 [31.2, 40.5]

2024 7.9 40.7 44.3 7.2 51.5 [46.4, 56.5]

(Angermeyer et al., 2021). There may be many reasons for this
change, but one potential influence could be improved media
reporting of violent incidents involving a person with mental ill-
ness. Australia has a robust system of supports to improve media

reporting of mental illness, including specific guidance on report-
ing of complex mental illness in the context of violence and crime
and active connection of lived experience stories with media (Ross
et al., 2020, 2024; Everymind, 2022). Australia also has a range of
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Figure 2. Unwillingness to interact in 2024 versus 2011, controlling for sociodemographics, with 99% confidence intervals.

anti-stigma initiatives thatmay have played a role, including educa-
tion/contact interventions and awareness campaigns, though few
have been rigorously evaluated to understand their effectiveness
(Morgan et al., 2021). Nevertheless, although beliefs about danger-
ousness are now only endorsed by a minority, unpredictability is
still endorsed by a sizeable proportion of the population, particu-
larly for schizophrenia. Endorsement of beliefs that a person with
depression or schizophrenia is weak rather than sick have contin-
ued their downward trend and the vast majority of Australians no
longer share these beliefs. This mirrors findings observed in other
countries where causal beliefs about weakness or bad character are
uncommon (Pescosolido et al., 2013). Future assessment of stigma
should consider shifting away from beliefs about personal weak-
ness towards other stigmatising attitudes that are important, such
as beliefs about competency or being able to recover and live a
meaningful life.

Despite these positive changes, it is surprising and troubling to
observe the lack of change or even deterioration in willingness to
interact with a person with depression or schizophrenia. The pre-
vious evaluation of change from 2003 to 2011 observed decreases
in desire for social distance (Reavley and Jorm, 2012). The increase
in unwillingness since 2011 is sizeable for schizophrenia and the
proportions unwilling in 2024 are even higher than those in 2003
(e.g. 12.0% were unwilling to make friends in 2003 versus 26.9% in
2024). This increase contrasts with the lack of change or decrease
in desire for social distance observed in population studies in
other countries over similar time periods (Angermeyer et al., 2021;
Pescosolido et al., 2021; Schomerus et al., 2022). However, the
increase does align with higher rates of discrimination related to
mental health reported in 2024 compared with 2014 in Australia
(Reavley et al., 2026). Despite this, the different survey adminis-
tration mode is a possible explanation for the differences, which
was face-to-face in 2003, telephone in 2011 and online survey in
2024. Surveys containing sensitive questions may have less social
desirability bias when self-administered rather than in response to
an interviewer (Tourangeau and Yan, 2007). Accordingly, partici-
pants may have been more willing to admit stigmatising responses
to the 2024 online survey, although this does not explain why we
also observed a decrease in stigmatising responses to the Personal

Stigma Scale. Nor does it explain the increase in desire for social
distance for schizophrenia relative to depression, which suggests
the change represents a true time trend and is not an artefact of sur-
vey mode, given the same survey methodology was used for both
conditions at each timepoint.

The divergence of temporal trends on each measure of stigma
warrants discussion. Stigma is conceptualised as comprising cogni-
tive, affective, and behavioural components that are interconnected
(Corrigan and Watson, 2002). For instance, believing the stereo-
type that people with schizophrenia are dangerous may lead to a
fear response and a desire to avoid them. This is why anti-stigma
efforts focus on correcting misconceptions to reduce discrimina-
tory behaviours through both education and contact with people
with mental health conditions. Logically then, reductions in stig-
matising beliefs would be expected to correspond to reductions
in discrimination, operationalised here as unwillingness to inter-
act. Angermeyer et al. (2021) in their recent population survey
in Austria also observed this diverging trend and suggested that
theremust be other factors that are driving the desire for social dis-
tance. Our study found personal stigmatising attitudes and desire
for social distance were correlated (rs .40 to .66), but there may be
other unmeasured variables that correlate withwillingness to inter-
act with a person with depression or schizophrenia. Schomerus
et al. (2024) have shown that there is a strong relationship between
desire for social distance and beliefs about the relatability of peo-
ple with mental health conditions and whether there is continuity
between ‘us’ and ‘them’, particularly for schizophrenia. They pro-
pose that promoting messages that simultaneously focus on relata-
bility and the continuumbetween ‘us’ and ‘them’would have stigma
reduction effects. Nevertheless, there is a need for careful develop-
ment and testing of intervention messaging to avoid inadvertently
widening the gap in stigmatising attitudes towards people with
depression and schizophrenia (Reavley, 2026). Qualitative research
exploring reasons behind unwillingness to interact would be help-
ful to understand the presence of other stigmatising beliefs or
contributing factors, such as the belief it would be emotionally
taxing or burdensome.

Another factor to consider may be the different response
options of the two scales – one allowing for a neutral ‘neither’
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response (Personal Stigma Scale) and one with four options with-
out a neutral midpoint (Social Distance Scale). Link’s adapted
Social Distance Scale (1999) forces respondents to choose a stig-
matising or non-stigmatising response and is an approach thought
to reduce social desirability bias in sensitive topics. As shown in
the results, there appeared to be an increase in the proportion of
‘neither’ responses to the Personal Stigma Scale, sometimes at the
expense of ‘disagree’ or ‘strongly disagree’ (e.g. dangerous beliefs
in the schizophrenia vignette). This may reflect a more nuanced
understanding of mental health conditions, where participants
may understand that their attitudes depend upon the particular
individual and set of circumstances, rather than relying on stereo-
types that apply equally regardless of the situation. Participants
deprived of a neutral ‘it depends’ option may have selected the
unwilling response options for the Social Distance Scale. If so, this
would suggest it may be preferable to add a neutral response option
to the Social Distance Scale to reduce measurement error.

As has been noted by others, vignettes are imperfect tools to
measure stigmatising attitudes but have advantages over using a
diagnostic label (Link et al., 2004). To enable comparison over
time, our vignettes remained the same as those used in Australian
surveys of mental health literacy begun in the 1990s (Jorm et al.,
1997). Those surveys sought to understand the role of mental
health literacy in stigma and intended help-seeking, and therefore
the vignettes described a person with symptoms before they had
sought any treatment. It is important to note that attitudes may
be different towards vignettes that describe a person living well
in the community who had undergone treatment for depression
or schizophrenia in the past (McGinty et al., 2015). Furthermore,
while monitoring stigmatising attitudes over time can provide
insight into structural stigma (which reflects prevailing societal
norms), it is critical to measure experiences of discrimination to
fully understand stigma’s impact on the lives of people with mental
health conditions (Reavley et al., 2026).

This study has several strengths, including two large, nationally
representative samples of Australian adults. Vignettes and survey
measures were consistent between time periods, allowing for accu-
rate comparison over time. Analyses also controlled for change in
population demographics, which are known to be associated with
stigmatising attitudes (Yap et al., 2014). As noted above, limitations
to consider include the different survey administration mode and
the use of vignettes, which may not accurately reflect attitudes to
real-life situations.

In conclusion, the data show mixed findings regarding change
in stigma in the Australian population. Despite many stigmatising
beliefs diminishing over time, this has not translated into greater
willingness to interact with people with depression or schizophre-
nia. Key action is needed on understanding the barriers to interact-
ing with people with mental health conditions and reducing per-
ceptions of unpredictability, particularly for schizophrenia, which
remains more highly stigmatised.
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