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Objective: The stigma toward individuals with mental disorders is highly prevalent, not only in the
general population but among health care providers as well. The aim of this study was to identify
subgroups based on stigmatizing beliefs related to psychiatric disorders among Brazilian psychiatrists,
as well as to investigate their association with clinical and personality characteristics.
Methods: Latent cluster analysis was used to find subgroups of cases in multivariate data according
to a psychotic (schizophrenia) and a nonpsychotic disorder (attention-deficit hyperactivity disorder).
The clusters for each psychiatric disorder were compared according to sociodemographic, emotional
traits, and personality characteristics.
Results: A total of 779 psychiatrists answered the questionnaire. Three different subgroups of stigma
levels were identified regarding schizophrenia: the highest (n=202 [51.7%]), intermediate (108
[27.6%]), and the lowest (81 [20.7%]). Participants from the highest stigma group had a significantly
longer time since graduation, higher anxiety-state scores, and lower positive affect. Two subgroups
were identified with respect to attention-deficit hyperactivity disorder, although there were no
differences between them in sociodemographic or clinical variables.
Conclusion: There were more subgroups of stigmatizing beliefs regarding psychotic disorders.
Individual characteristics, such as those related to trait anxiety and affect, can be associated with high
stigma toward schizophrenia.
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Introduction

Stigma toward individuals with mental disorders is highly
prevalent. It is present in different cultures and popula-
tions1-4 and is associated with poorer outcomes. Two
systematic reviews found that the stigma surrounding
psychiatric disorders is directly associated with less active
help-seeking for mental disorders in the general popula-
tion.5,6 Stigma has also been associated with suicide risk.
Schomerus et al.7 evaluated data from 25 European
countries to investigate the relationship between country-
level stigma and suicide rates. The authors found a
negative relationship between national suicide rates and
social acceptance of persons with psychiatric disorders,
even when including economic indicators in the analysis,

with the model explaining half of the variance in national
suicide rates.7 The high prevalence of stigma and its
association with poorer outcomes justify considering
stigma a research priority in mental health.8

Unfortunately, stigma toward people with mental dis-
orders is also highly prevalent among health care
providers. Loch et al.9 investigated profiles of stigmatizing
beliefs regarding schizophrenia among 1,414 Brazilian
psychiatrists, finding three subgroup profiles, with most
participants classified in the ‘‘great stigma’’ group, defined
as higher scores in perceived prejudice and social
distance dimensions.9 In a review on stigma in health
and mental health care settings, some studies showed
that psychiatrists had more negative stereotypes than the
general population,10 including a more negative attitude
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than social workers and psychologists toward people with
previous mental illness,11 and a more negative attitude
than psychologists and nurses toward the patients.12,13

Stigma toward individuals with psychiatric disorders could
affect the health assistance provided by health care
professionals. For instance, Corrigan et al.14 found that
primary and mental health care professionals who
endorsed stigmatizing characteristics in patients with
schizophrenia were more likely not to refer them to a
specialist or refill their prescription due to beliefs about
poor treatment adherence. However, stigmatization by
health care providers can vary according to psychiatric
disorder. Vistorte et al.4 reported that primary care
physicians had a more negative attitude toward indivi-
duals with schizophrenia than individuals with depression,
suggesting that the clinical characteristics of the psychia-
tric disorder may influence the associated stigma.

Although some studies have addressed stigmatizing
beliefs in health care providers, including psychiatrists,9 it
is important to investigate stigma according to distinct
disorders and associated variables. Age, gender, employ-
ment status, and personality traits, such as agreeable-
ness and conscientiousness, have been associated with
stigma toward individuals with psychiatric disorders,15-17

and depressive and anxiety symptoms have been asso-
ciated with self-stigma.18 However, few studies have
explored the relationship between these variables and
stigmatization of different disorders by health care pro-
viders. Thus, the aim of this study was to identify
subgroups according to stigmatizing beliefs about two
psychiatric disorders, schizophrenia and attention-deficit
hyperactivity disorder (ADHD), among Brazilian psy-
chiatrists, as well as to investigate their association with
clinical characteristics and personality traits. The reason
for choosing these two disorders is their distinct clinical
presentations. Schizophrenia usually manifests with posi-
tive symptoms (delusions and hallucinations) and negative
symptoms (affect flattening, anhedonia, loss of initiative),
cognitive impairment (working memory and executive
function), and impaired social interaction.19 Individuals
with ADHD, on the other hand, present with deficits in
attention and hyperactivity-impulsivity and may also pre-
sent impairment in working memory and inhibitory con-
trol.20 Although some studies have addressed stigma
toward ADHD,21,22 it has received far less attention than
the stigma surrounding psychotic and affective disorders.22

Methods

Study design and participants

The participants of this cross-sectional study were
psychiatrists attending the XXXIII Brazilian Congress of
Psychiatry in Florianópolis, state of Santa Catarina,
Brazil, which took place from November 4-7, 2015. The
Brazilian Congress of Psychiatry is the largest specialty
meeting of the field in Latin America, with approximately
6,000 participants each year from all over the country,
including almost 5,000 physicians. In 2015, the event had
approximately 50 international speakers from 20 different
countries.

Data collection

Thirty medical students previously trained by three of the
authors (VPL, MLS, and APD) collected the data during
the four days of the congress. The inclusion criteria were
being a physician with a psychiatry residency, and being a
native speaker of Portuguese. Each psychiatrist could
answer the questionnaire only once. Additional caution
was taken to protect the confidentiality of the answers:
the researchers explained to the participants that the
questionnaire had a number that matched the informed
consent form, i.e., participants signed the informed
consent form rather than the questionnaire. After comple-
tion, the questionnaire and the consent forms were stored
in different places. Because the questionnaire involved
sensitive information and the psychiatrists were in a
professional and academic environment, the investigators
believed that the answers would have greater reliability.

Measures

Demographics

Collected demographic data included sex, age, marital
status, religion, years since graduation, graduate degree
(MSc and/or PhD), type of work (predominantly private or
public), and participation in teaching activities.

Clinical data

The Positive and Negative Affect Schedule (PANAS)
evaluates positive and negative affect with 10 items each.
Each item is measured on a five-point scale (1 = very
slightly or not at all, 2 = a little, 3 = moderately, 4 = quite a
bit, 5 = very much or extremely).23,24 The State-Trait
Anxiety Inventory consists of 40 items, 20 for trait anxiety
and 20 for state anxiety. In this study, we applied only the
20 trait anxiety items. Each item is measured on a four-
point scale (1 = almost never, 2 = sometimes, 3 = often,
4 = almost always).25,26

Personality traits

This study used the Big Five Inventory, a 44-item
questionnaire that evaluates personality characteristics,
including openness, conscientiousness, extraversion,
agreeableness, and neuroticism.27,28 Some items are
reversed, and the total score of each personality trait is
given by the sum of the items, such that higher scores
indicate higher levels of that dimension.

Stigma

We applied a questionnaire that has been used in similar
surveys in Brazil and other countries.9,10,13,29-32 The
instrument addresses four dimensions of stigma regard-
ing a person with a psychiatric disorder. For this study,
participants answered the questionnaire considering a
patient with schizophrenia or ADHD, two disorders with
different clinical presentations. The questionnaire was
similar to that of Loch et al.9 Its structure is described
below.
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Restrictions on civil rights. Three items evaluated
civil rights restrictions (involuntary admission, driver’s
license revocation, and voting rights restriction), each
item has a yes/no option, agreeing or disagreeing with
ideas about social restrictions.

Stereotyping. Twelve items assessed stereotyping,
both positive (creative, healthy, self-controlled, gifted,
reasonable) and negative (dangerous, unpredictable,
stupid, bedraggled, abnormal, unreliable, weird). Each
item is scored from 1 to 3 relative the general population
(more, the same, or less, respectively).

Perceived prejudice. Nine items measured perceived
prejudice (perception of general social attitudes toward
persons with a psychiatric disorder).33 Each item of this
dimension is also scored from 1 to 3 (disagree, partially
agree, or totally agree, respectively).

Social distance. Social distance was measured with
an adaptation of the Social Distance Scale according
to Link et al,34 which assessed a participant’s willingness
to engage in social interaction with a person who has
a psychiatric disorder (each item is scored from 1 to 3:
definitely willing, probably willing, definitely unwilling,
respectively).

Data analyses

Latent cluster analysis (LCA) is a subset of structural
equation modeling used to find groups of cases in
multivariate data. The first assumption for running an
LCA is that all variables must be independent. As such, all
stigma variables were evaluated regarding local indepen-
dency using chi-square tests. Since the stereotypes ‘less
creative’, ‘less intelligent’, and ‘less hygienic’ were highly
correlated, ‘less creative’ was chosen as representative
of these three stereotypes. Additionally, ‘more unpredict-
able’, ‘less rational’, and ‘weirder’ were also highly cor-
related. ‘Less rational’ was chosen as representative
of these stereotypes. Since all perceived prejudice and
social distance items were correlated, a continuous scale
was calculated to generate a perceived prejudice score
and a social distance score. Finally, 10 variables were
included in the LCA model: eight categorical (six stereo-
types, two condensed stereotypes) and two continuous
(perceived prejudice and social distance scores).

To determine the best LCA solution, between-class
differences in Akaike information criterion values, between-
class differences in sample size-adjusted the Bayesian
information criteria, the Vuong-Lo-Mendell-Rubinson like-
lihood ratio test, and entropy were used as parameters.
In the first two types of criteria, the lower the value, the
better the solution. For entropy, the closer the value
approaches 1, the more homogeneous the classes are.
The Vuong-Lo-Mendell-Rubinson likelihood ratio tests
whether there is a significant difference between the x
class solution and the x-1 class solution. If the p-value is
significant, the solution with more classes should be
chosen. After defining the best class solution, a general
linear model and chi-square statistics were calculated
to evaluate between-class differences in the continuous
and categorical variables, respectively.

Categorical data are presented as relative and absolute
frequencies and quantitative data as measures of cen-
tral tendency (mean or median) and dispersion (stan-
dard deviation [SD] or interquartile range), depending
on the normality of the distribution, and were tested
according to the Kolmogorov-Smirnov test. Associations
between the outcomes and categorical exposure vari-
ables were tested using the chi-square test and
Student’s t-test (or Mann-Whitney U for nonparametric
distribution) for the continuous independent variables.
To compare continuous variables between three groups,
analysis of variance or the Kruskal-Wallis test was used,
depending on whether the data was parametrically or
nonparametrically distributed, respectively. All analyses
were performed in MPlus version 5 (Windows) or SPSS
23 for Mac.

Ethics statement

Written informed consent was obtained from all subjects.
All procedures involving human subjects/patients were
approved by the human research ethics committee and
were registered on Plataforma Brasil (CAAE 48599115.
2.0000.0114). This research received no specific grants
from any funding agencies or from the commercial or not-
for-profit sectors.

Results

A total of 779 psychiatrists responded to the question-
naires, 391 for schizophrenia and 388 for ADHD. For
those in the schizophrenia group, most were male
(57.2%), married (67.3%), declared a religious affiliation
(73.1%), and reported working in the private sector
(70.6%). Approximately two-thirds had a family history of
psychiatric treatment, and the median age was 39 years
old (Table 1). For those in the ADHD group, the results
were similar: most were male (57.2%), married (62.3%),
declared a religious affiliation (72.4%), and reported
working in the private sector (67.8%). A total of 68.4%
had a family history of psychiatric treatment, and the
median age was 39 years old (Table 2).

Based on the stigma characteristics included in the
LCA, three different subgroups were identified for schizo-
phrenia (Table 3): the highest stigma (202 [51.7%]),
intermediate stigma (108 [27.6%]), and lowest stigma (81
[20.7%]) (Table 1). More than half of the psychiatrists
were in the highest stigma subgroup. This subgroup had a
significantly longer time since graduation than the lowest
stigma subgroup (a median of 4 years more), significantly
higher state anxiety scores than the intermediate stigma
group, and significantly lower positive affect than the
other two subgroups (Table 1).

For psychiatrists who responded to the ADHD stigma
questionnaire, LCA identified two subgroups (Table 4),
categorized as highest stigma and lowest stigma, the
latter consisting of more than half of the participants
(55.2%). According to the evaluated sociodemographic
and clinical variables, we found no differences between
these two subgroups (Table 2). The two highest stigma
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subgroups (schizophrenia and ADHD) were similar regard-
ing the independent variables analyzed (see Table S1,
available as online-only supplementary material).

Discussion

In this study, which aimed to identify subgroups based
on stigmatizing beliefs related to psychiatric disorders
among Brazilian psychiatrists, we found different results
for schizophrenia and ADHD. Although most of the psy-
chiatrists in the schizophrenia group were classified in the
highest stigma subgroup, most of the psychiatrists in the
ADHD group were classified in the lowest stigma sub-
group. In addition, those with the highest stigma toward
schizophrenia differed from the other subgroups in terms
of years since graduation (more time since finishing
medical school), trait anxiety (higher scores), and positive
affect scores (lower scores). Psychiatrists in the highest

stigma subgroup for schizophrenia and ADHD did not
differ in sociodemographic or clinical characteristics.

This study used similar questionnaires to Loch et al.,9

with the evaluation restricted to schizophrenia alone.
Both studies found three class profiles of stigma, with
the largest subgroup being the highest stigma. Yuan
et al.35 investigated the role of personality in stigma
toward individuals with mental disorders, such as major
depressive disorder, obsessive compulsive disorder,
alcohol abuse, dementia, and schizophrenia, finding posi-
tive associations between social distance and neuroti-
cism, as well as a moderation effect for agreeableness
in the relationship between close contact with a mentally
ill person and social distance.35 Although we did not
find significant personality-based differences between the
three schizophrenia subgroups, those in the highest
stigma subgroup had higher trait anxiety scores. Kurzban
& Leary36 argued that from an evolutionary point of view,

Table 1 Comparison of sociodemographic, professional, and clinical variables between the three groups according to
schizophrenia stigma

Variable
Total
n=391

Highest stigma
n=202 (51.7%)

Intermediate
n=108 (27.6%)

Lowest stigma
n=81 (20.7%) p-value

Sociodemographics
Sex*

Female 167 (42.8) 88 (43.8) 46 (42.6) 33 (40.7) 0.89
Male 223 (57.2) 113 (56.2) 62 (57.4) 48 (59.3)

Age, median (IQI) 39.0 (32.0/53.0) 41.0 (34.0/54.0) 38.0 (31.0/49.0) 38.0 (31.5/49.5) 0.08w

Marital status
Married 263 (67.3) 140 (69.3) 68 (63.0) 55 (67.9) 0.52
Not married 128 (32.7) 62 (30.7) 40 (37.0) 26 (32.1)

Religion
Yes 286 (73.1) 143 (70.8) 81 (75.0) 62 (76.5) 0.54
No 105 (26.9) 59 (29.2) 27 (25.0) 19 (23.5)

Professional
Years since graduation, median (IQI) 13.0 (7.0/26.0) 15.0 (8.0/30.0) 12.0 (6.0/22.0) 11.0 (5.0/23.0) 0.048wy

Graduate education
Yes (MSc and/or PhD) 96 (24.6) 56 (27.7) 23 (21.3) 17 (21.0) 0.32
No 295 (75.4) 146 (72.3) 85 (78.7) 64 (79.0)

Work, predominantly
Private 276 (70.6) 148 (73.3) 73 (67.6) 55 (67.9) 0.48
Public 115 (29.4) 54 (26.7) 35 (32.4) 26 (32.1)

Teaching activities*=

Yes 223 (57.2) 115 (57.2) 62 (57.4) 46 (56.8) 1.00
No 167 (42.8) 86 (42.8) 46 (42.6) 35 (43.2)

Clinical
STAI total scores, mean (6SD) 34.5 (7.8) 35.5 (8.4) 33.0 (7.2) 33.9 (6.9) 0.03||

PANAS positive, mean (6SD) 35.0 (6.0) 33.8 (6.2) 36.6 (5.4) 36.2 (5.5) o 0.001y||

PANAS negative, mean (6SD) 16.7 (4.8) 17.2 (5.1) 15.9 (4.1) 16.8 (5.0) 0.07
BFI, mean (6SD)

Openness 3.6 (0.6) 3.6 (0.6) 3.7 (0.6) 3.7 (0.6) 0.23
Conscientiousness 3.7 (0.6) 3.6 (0.6) 3.7 (0.6) 3.7 (0.6) 0.68
Extroversion 3.3 (0.8) 3.3 (0.8) 3.4 (0.7) 3.3 (0.7) 0.55
Agreeableness 3.8 (0.5) 3.8 (0.5) 3.9 (0.5) 3.8 (0.5) 0.21
Neuroticism 2.4 (0.7) 2.4 (0.7) 2.3 (0.6) 2.4 (0.7) 0.07

Family history of psychiatric treatment*
Yes 263 (67.4) 136 (67.7) 73 (67.6) 54 (66.7) 0.99
No 127 (32.6) 65 (32.3) 35 (32.4) 27 (33.3)

Data presented as n (%), unless otherwise specified.
BFI = Big Five Inventory; IQI = interquartile interval; PANAS = Positive and Negative Affect Schedule; SD = standard deviation; STAI = State-
Trait Anxiety Inventory-Trait subscale.
*No information for one participant.
wKruskal-Wallis test.
=Undergraduate or graduate.
yBetween highest and lowest.
|| Between highest and intermediate.
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Table 2 Comparison of sociodemographic, professional, and clinical variables between the two groups according to ADHD-
related stigma

Variable
Total
n=388

Highest stigma
n=174 (44.8%)

Lowest stigma
n=214 (55.2%) p-value

Sociodemographics
Sex
Female 166 (42.8) 75 (43.1) 91 (42.5) 0.91
Male 222 (57.2) 99 (56.9) 123 (57.5)

Age, median (IQI) 39.0 (33.0/52.0) 40.0 (34.0/52.0) 38.0 (32.0/52.0) 0.42*
Marital statusw

Married 241 (62.3) 114 (65.9) 127 (59.3) 0.19
Not married 146 (37.3) 59 (34.1) 87 (40.7)

Religion
Yes 281 (72.4) 130 (74.7) 151 (70.6) 0.36
No 107 (27.6) 44 (25.3) 63 (29.4)

Professional
Years since graduation, median (IQI) 13.0 (7.0/25.0) 14.0 (7.0/27.0) 13.0 (6.0/25.0) 0.30*
Graduate education
Yes (MSc and/or PhD) 83 (21.4) 36 (20.7) 47 (22.0) 0.76
No 305 (78.6) 138 (79.3) 167 (78.0)

Work, predominantly
Private 263 (67.8) 118 (67.8) 145 (67.8) 1.00
Public 125 (32.2) 56 (32.2) 69 (32.2)

Teaching activities=y

Yes 203 (52.6) 96 (55.5) 107 (50.2) 0.30
No 183 (47.4) 77 (44.5) 106 (49.8)

Clinical
STAI-Trait total scores, median (IQI) 34.0 (29.0/41.0) 34.0 (29.0/40.0) 34.0 (29.0/41.7) 0.72*
PANAS positive, mean (6SD) 35.0 (6.5) 34.4 (6.2) 35.4 (6.8) 0.16
PANAS negative, median (IQI) 17.0 (13.7/20.0) 17.0 (14.0/20.0) 17.0 (13.0/20.0) 0.62*
BFI
Openness, median (IQI) 3.7 (3.2/4.1) 3.7 (3.1/4.2) 3.7 (3.3/4.1) 0.99*
Conscientiousness, mean (6SD) 3.7 (0.6) 3.7 (0.6) 3.6 (0.6) 0.24
Extroversion, mean (6SD) 3.3 (0.8) 3.2 (0.7) 3.4 (0.8) 0.18
Agreeableness, mean (6SD) 3.8 (0.6) 3.7 (0.6) 3.8 (0.6) 0.69
Neuroticism, mean (6SD) 2.4 (0.7) 2.5 (0.7 2.4 (0.7) 0.44

Family history of psychiatric treatmenty

Yes 264 (68.4) 117 (68) 147 (68.7) 0.89
No 122 (31.6) 55 (32) 67 (31.3)

Data presented as n (%), unless otherwise specified.
ADHD = attention-deficit hyperactivity disorder; BFI = Big Five Inventory; IQI = interquartile interval; PANAS = Positive and Negative Affect
Schedule; SD = standard deviation; STAI = State-Trait Anxiety Inventory-Trait subscale.
*Mann-Whitney U test.
wNot information for one participant.
=Undergraduate or graduate.
yNo information for two participants.

Table 3 Latent cluster analysis for questionnaires related to schizophrenia

Classes AIC Sample-size adjusted BIC Entropy VLMR LR test (p)

2 14783.245 14858.842 0.790 0.1834
3 14439.692 14553.485 0.873 0.0085
4 14321.715 14473.704 0.855 1.0000
5 14265.974 14456.159 0.872 0.9486

AIC = Akaike information criteria; BIC = Bayesian information criteria; VLMR LR = Vuong-Lo-Mendell-Rubinson likelihood ratio.

Table 4 Latent cluster analysis for those questionnaires related to ADHD

Classes AIC Sample-size adjusted BIC Entropy VLMR LR test (p)

2 16075.565 16164.619 0.859 0.0002
3 15743.360 15877.336 0.874 0.8126
4 15569.274 15748.171 0.886 1.0000
5 15441.946 15665.764 0.903 1.0000

ADHD = attention-deficit hyperactivity disorder; AIC = Akaike information criteria; BIC = Bayesian information criteria; VLMR LR = Vuong-Lo-
Mendell-Rubinson likelihood ratio.
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human beings cognitively adapt to avoid poor social
exchange partners and contact with those who show
characteristics suggestive of an illness. Thus, we hypo-
thesized that people who are more prone to perceived
threats, such as those with higher trait anxiety,37 may
potentialize these cognitive perceptions and display more
stigmatizing behaviors. The participants were asked how
they normally feel regarding several positive feelings and
emotions, such as interest, excitement, and enthusiasm
(‘‘positive affect’’). Those in the schizophrenia highest
stigma subgroup presented significantly lower scores in
this dimension, which was similar to the findings of Yuan
et al.,35 who found a negative association between
openness to experience and all three stigma domains.
However, when comparing the five personality character-
istics, including openness, we found no differences
among the three subgroups. Like Vistorte et al.,4 we
found an association between years since graduation,
which suggest a greater clinical experience, and higher
stigma.

Regarding ADHD, most participants were in the lowest
stigma subgroup. There were no differences between
the subgroups regarding sociodemographic and clinical
variables. In a national survey assessing stigmatizing
attitudes toward nonpsychotic disorders (depression and
anxiety disorders) and schizophrenia/psychosis, Reavley
& Jorm38 interviewed more than 6,000 Australians aged
15 or over, finding that individuals with schizophrenia
were more likely to be associated with dangerousness
and unpredictability.38 Yang et al.39 compared stigma
toward nonpsychotic and psychotic mental disorders
among college students, finding that the latter elicited
more stigma than the former in the stereotype domain.39

Despite different findings for the schizophrenia and ADHD
groups, there were no differences between the highest
stigma subgroups for each disorder in terms of socio-
demographic, clinical, and personality characteristics.

In this study, we investigated subgroups of stigmatiz-
ing profiles regarding schizophrenia and ADHD among
psychiatrists attending the largest Latin American scien-
tific psychiatry. The results suggest that even among
highly educated professionals, stigmatizing beliefs related
to mental illness are present and can differ according
to psychotic or nonpsychotic diagnosis. Loch et al.3

assessed stigma toward schizophrenia among psychia-
trists and in the general population of Brazil to investigate
the effect of information about mental illness on stigma
dimensions. The authors found that in the general popu-
lation, more knowledge about schizophrenia was asso-
ciated with greater stigma in most dimensions, while
psychiatrists reported the most negative stereotypes,
especially for ‘‘weird’’ and ‘‘unpredictable’’ stereotypes.3

Some interventions have been associated with reduced
mental health stigma and discrimination. In a narrative
review, Thornicroft et al.40 summarized the findings of
effective interventions for reducing mental health-related
stigma and discrimination. The interventions addressed
problems with knowledge, attitudes (prejudice) and beha-
vior (discrimination), approaching stigma as a process with
different components, including labeling, stereotyping,
prejudice, discrimination, and loss of status.41 Among the

reviewed intervention strategies, social contact seemed to
be most effective for adults. Others included mental health
information, psychoeducation, psychotherapy, entertain-
ment, and art interventions. The samples of the reviewed
studies involved different populations, such as school
and college students, health care staff, military person-
nel, athletes and teachers, and the general population,
as well as distinct disorders, such as schizophrenia and
depression.40

Among the limitations of this study, collecting data in
an academic/scientific setting could have influenced the
answers, since the participants might have questioned the
confidentiality of the data, despite additional care from the
investigators (see Methods). Additionally, being a con-
venience sample, the participants may not be represen-
tative of Brazilian psychiatrists. However, inasmuch as
attendance at a scientific meeting suggests a willingness
to update and improve knowledge and skills, these results
may underestimate the problem of stigma toward mental
illness among Brazilian psychiatrists. The distribution of
both types of questionnaires (referred to as schizophrenia
or ADHD diagnosis) followed no formal random method.
However, both samples presented similar sociodemo-
graphic characteristics. We were also able to study
personality, as well as symptoms and emotional traits
(anxiety and positive and negative affect) that could be
associated with different subgroups based on stigmatizing
profiles, i.e., to determine which characteristics would be
related to stigma in individuals with high levels of psy-
chiatry knowledge. Finally, we did not address specific
clinical characteristics, such as the severity of psychiatric
symptoms, which could have influenced stigma levels.42

These results show that more participants were in the
highest stigma subgroup for the psychotic disorder. In
addition, personal characteristics, such as those related
to trait anxiety and positive affect, may be associated
with higher stigma toward schizophrenia among psychia-
trists. Interventions to reduce the stigma toward mentally
ill people should consider not only clarification of mis-
conceptions about psychiatric disorders, but also that
individual characteristics may have a role in stigmatizing
beliefs.
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Catarina, Brazil.

Disclosure

The authors report no conflicts of interest.

References

1 Tzouvara V, Papadopoulos C, Randhawa G. Systematic review of the
prevalence of mental illness stigma within the Greek culture. Int J Soc
Psychiatry. 2016;62:292-305.

2 Xu X, Li XM, Zhang J, Wang W. Mental health-related stigma in
China. Issues Ment Health Nurs. 2018;39:126-34.

Braz J Psychiatry. 2021;43(3)

Stigma among Brazilian psychiatrists 267



3 Loch AA, Hengartner MP, Guarniero FB, Lawson FL, Wang YP,
Gattaz WF, et al. The more information, the more negative stigma
towards schizophrenia: Brazilian general population and psychiatrists
compared. Psychiatry Res. 2013;205:185-91.

4 Vistorte AO, Ribeiro WS, Jaen D, Jorge MR, Evans-Lacko S, Mari JJ.
Stigmatizing attitudes of primary care professionals towards people
with mental disorders: a systematic review. Int J Psychiatry Med.
2018;53:317-38.

5 Schnyder N, Panczak R, Groth N, Schultze-Lutter F. Association
between mental health-related stigma and active help-seeking: sys-
tematic review and meta-analysis. Br J Psychiatry. 2017;210:261-8.

6 Clement S, Schauman O, Graham T, Maggioni F, Evans-Lacko S,
Bezborodovs N, et al. What is the impact of mental health-related
stigma on help-seeking? A systematic review of quantitative and
qualitative studies. Psychol Med. 2015;45:11-27.

7 Schomerus G, Evans-Lacko S, Rusch N, Mojtabai R, Angermeyer
MC, Thornicroft G. Collective levels of stigma and national suicide
rates in 25 European countries. Epidemiol Psychiatr Sci. 2015;24:
166-71.

8 Wykes T, Haro JM, Belli SR, Obradors-Tarrago C, Arango C, Ayuso-
Mateos JL, et al. Mental health research priorities for Europe. Lancet
Psychiatry. 2015;2:1036-42.

9 Loch AA, Guarniero FB, Lawson FL, Hengartner MP, Rossler W,
Gattaz WF, et al. Stigma toward schizophrenia: do all psychiatrists
behave the same? Latent profile analysis of a national sample of
psychiatrists in Brazil. BMC Psychiatry. 2013;13:92.

10 Nordt C, Rossler W, Lauber C. Attitudes of mental health profes-
sionals toward people with schizophrenia and major depression.
Schizophr Bull. 2006;32:709-14.

11 Calicchia JP. Differential perceptions of psychiatrists, psychologists,
and social workers toward the ex-mental patient. J Community Psy-
chol. 1981;9:361-6.

12 Henderson C, Noblett J, Parke H, Clement S, Caffrey A, Gale-Grant
O, et al. Mental health-related stigma in health care and mental
health-care settings. Lancet Psychiatry. 2014;1:467-82.

13 Lauber C, Nordt C, Braunschweig C, Rossler W. Do mental health
professionals stigmatize their patients? Acta Psychiatr Scand Suppl.
2006(429)51-9.

14 Corrigan PW, Mittal D, Reaves CM, Haynes TF, Han X, Morris S,
et al. Mental health stigma and primary health care decisions. Psy-
chiatry Res. 2014;218:35-8.

15 Canu WH, Newman ML, Morrow TL, Pope DL. Social appraisal
of adult ADHD: stigma and influences of the beholder’s Big Five
personality traits. J Atten Disord. 2008;11:700-10.

16 Livingston J, Patel N, Bryson S, Hoong P, Lal R, Morrow M, et al.
Stigma associated with mental illness among Asian men in Vancouver,
Canada. Int J Soc Psychiatry. 2018;64:679-89.

17 Yoshioka K, Reavley NJ, MacKinnon AJ, Jorm AF. Stigmatising
attitudes towards people with mental disorders: results from a survey
of Japanese high school students. Psychiatry Res. 2014;215:229-36.

18 Busby Grant J, Bruce CP, Batterham PJ. Predictors of personal,
perceived and self-stigma towards anxiety and depression. Epidemiol
Psychiatr Sci. 2016;25:247-54.

19 Kahn RS, Sommer IE, Murray RM, Meyer-Lindenberg A, Weinberger
DR, Cannon TD, et al. Schizophrenia. Nat Rev Dis Primers. 2015;1:
15067.

20 Faraone SV, Asherson P, Banaschewski T, Biederman J, Buitelaar
JK, Ramos-Quiroga JA, et al. Attention-deficit/hyperactivity disorder.
Nat Rev Dis Primers. 2015;1:15020.

21 Meza JI, Monroy M, Ma R, Mendoza-Denton R. Stigma and attention-
deficit/hyperactivity disorder: negative perceptions and anger emo-
tional reactions mediate the link between active symptoms and social
distance. Atten Defic Hyperact Disord. 2019;11:373-82.

22 Stickley A, Leinsalu M, Ruchkin V, Oh H, Narita Z, Koyanagi A.
Attention-deficit/hyperactivity disorder symptoms and perceived

mental health discrimination in adults in the general population.
Eur Psychiatry. 2019;56:91-6.

23 Watson D, Clark LA, Tellegen A. Development and validation of brief
measures of positive and negative affect: the PANAS scales. J Pers
Soc Psychol. 1988;54:1063-70.

24 de Carvalho HW, Andreoli SB, Lara DR, Patrick CJ, Quintana MI,
Bressan RA, et al. Structural validity and reliability of the positive and
negative affect schedule (PANAS): evidence from a large Brazilian
community sample. Braz J Psychiatry. 2013;35:169-72.

25 Spielberger CD, Gorsuch RI, Lushene RE, Vagg PR, Jacobs GA.
Manual for the state-trait anxiety inventory. Palo Alta: Consulting
Psychologists; 1983.

26 Gorenstein C, Andrade L. Validation of a Portuguese version of the
Beck Depression Inventory and the state-trait anxiety inventory in
Brazilian subjects. Braz J Med Biol Res. 1996;29:453-7.

27 John OP, Srivastava S. The Big Five trait taxonomy: history, mea-
surement, and theoretical perspectives. In: Press TG, editor. Hand-
book of personality. 2nd ed. New York: Guilford; 1999.

28 Andrade JM. Evidências de validade do inventário dos cinco grandes
fatores de personalidade para o Brasil [dissertation]. Brasilia: Uni-
versidade de Brasilia; 2008.

29 Peluso ET, Blay SL. Public stigma and schizophrenia in Sao Paulo
city. Braz J Psychiatry. 2011;33:130-6.

30 Lauber C, Nordt C, Sartorius N, Falcato L, Rossler W. Public
acceptance of restrictions on mentally ill people. Acta Psychiatr
Scand Suppl. 2000:26-32.

31 Lauber C, Nordt C, Rossler W. Recommendations of mental health
professionals and the general population on how to treat mental
disorders. Soc Psychiatry Psychiatr Epidemiol. 2005;40:835-43.

32 Des Courtis N, Lauber C, Costa CT, Cattapan-Ludewig K. Beliefs
about the mentally ill: a comparative study between health care
professionals in Brazil and in Switzerland. Int Rev Psychiatry.
2008;20:503-9.

33 Link BG, Mirotznik J, Cullen FT. The effectiveness of stigma coping
orientations: can negative consequences of mental illness labeling be
avoided? J Health Soc Behav. 1991;32:302-20.

34 Link BG, Cullen FT, Frank J, Wozniak JF. The social rejection of
former mental patients: understanding why labels matter. Am J
Sociol. 1987;92:1461-500.

35 Yuan Q, Seow E, Abdin E, Chua BY, Ong HL, Samari E, et al. Direct
and moderating effects of personality on stigma towards mental ill-
ness. BMC Psychiatry. 2018;18:358.

36 Kurzban R, Leary MR. Evolutionary origins of stigmatization: the
functions of social exclusion. Psychol Bull. 2001;127:187-208.

37 Li W, Zinbarg RE, Paller KA. Trait anxiety modulates supra-
liminal and subliminal threat: brain potential evidence for early and
late processing influences. Cogn Affect Behav Neurosci. 2007;7:
25-36.

38 Reavley NJ, Jorm AF. Stigmatizing attitudes towards people with
mental disorders: findings from an Australian national survey of
mental health literacy and stigma. Aust N Z J Psychiatry. 2011;45:
1086-93.

39 Yang LH, Anglin DM, Wonpat-Borja AJ, Opler MG, Greenspoon M,
Corcoran CM. Public stigma associated with psychosis risk syndrome
in a college population: implications for peer intervention. Psychiatr
Serv. 2013;64:284-8.

40 Thornicroft G, Mehta N, Clement S, Evans-Lacko S, Doherty M,
Rose D, et al. Evidence for effective interventions to reduce mental-
health-related stigma and discrimination. Lancet. 2016;387:1123-
32.

41 Link BG, Phelan JC. Conceptualizing stigma. Annu Rev Sociol.
2001;27:363-85.

42 Rayan A, Aldaieflih M. Public stigma toward mental illness and its
correlates among patients diagnosed with schizophrenia. Contemp
Nurse. 2019;55:522-32.

Braz J Psychiatry. 2021;43(3)

268 AG da Silva et al.


	title_link
	Introduction
	Methods
	Study design and participants
	Data collection
	Measures
	Demographics
	Clinical data
	Personality traits
	Stigma

	Data analyses
	Ethics statement

	Results
	Discussion
	Table t01 Table�1Comparison of sociodemographic, professional, and clinical variables between the three groups according to schizophrenia stigma
	Table t02 Table�2Comparison of sociodemographic, professional, and clinical variables between the two groups according to ADHD-related stigma
	Table t03 Table�3Latent cluster analysis for questionnaires related to schizophrenia
	Table t04 Table�4Latent cluster analysis for those questionnaires related to ADHD
	Acknowledgements
	Disclosure

	REFERENCES

