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ABSTRACT: Objectives: Schizophrenia is a profoundly stigmatized mental health condition, characterized by
misconceptions that affect societal attitudes, policy development, and the lived experiences of individuals with the
condition. This study aimed to develop and validate a multidimensional scale for assessing societal stigma towards
schizophrenia, while exploring how demographic factors influence such attitudes. Methods: Drawing on an extensive
literature review and consultations, the study identified five domains of stigma: Workplace Capability, Intimate
Relationships, Autonomy, Risk Perception, and Recovery. Using a two-phase methodology, a preliminary 38-item scale
was administered to 729 participants from the general Spanish population, refining the measure through descriptive
and exploratory factor analysis. Subsequently, a revised 34-item scale was validated through confirmatory factor
analysis with an independent sample of 417 participants. Results: The final model showed good fit (RMSEA = 0.056,
CFI = 0.938, TLI = 0.933) and strong internal consistency (α = 0.73–0.86). Findings revealed that stigma was most
pronounced in the domain of Autonomy (Mean = 2.83, SD = 0.91), reflecting pervasive doubts about individuals’ ability
to live independently and achieve meaningful integration into society. Stigma varied significantly across demographic
variables, with higher levels reported among men, older individuals, married participants, and those outside health
professions (p < 0.01). Conversely, healthcare professionals, younger individuals, and those familiar with someone
with schizophrenia generally reported less stigma (p < 0.01). Conclusion: This study developed and validated a
robust multidimensional scale for assessing societal stigma toward schizophrenia. The five-factor model—Workplace
Capability, Intimate Relationships, Autonomy, Risk Perception, and Recovery—was empirically supported. Autonomy
and Recovery emerged as the most stigmatized domains across the Spanish general population. The scale demonstrated
strong psychometric properties and effectively captured stigma patterns linked to key sociodemographic variables.
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1 Introduction
Schizophrenia is a severe and complex mental disorder, affecting approximately 1 in 300 adults globally,

and is associated with significant challenges for individuals, families, and societies [1]. Characterized by
disruptions in thought processes, emotional regulation, and behavior, it is among the most disabling
psychiatric conditions identified in the Diagnostic and Statistical Manual of Mental Disorders, Fifth Edition
(DSM-V) [2], contributing to a reduced life expectancy of 15 to 25 years due to comorbidities, suicide
risk, and systemic healthcare disparities [3,4]. Additionally, the disorder imposes considerable societal
costs, including lost productivity, caregiver burdens, and increased healthcare expenditures [5]. Addressing
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schizophrenia effectively requires a multifaceted approach that includes clinical treatment, policy changes,
and an understanding of the broader social determinants influencing the disorder.

1.1 Stigma in Schizophrenia
One critical yet underexplored social factor is societal stigma, which operates on a broader scale

than self-stigma [6,7]. Societal stigma toward mental health encompasses negative stereotypes, prejudiced
attitudes, and discriminatory behaviors toward individuals with mental disorders [8,9]. This type of stigma
shapes public perceptions, policy development, access to care, and opportunities for inclusion [10,11] and
exacerbates health disparities by increasing stress responses, deterring help-seeking behaviors, and fostering
social exclusion [10,12]. By contrast, community participation has been shown to enhance the subjective
perception of recovery and quality of life among individuals with serious mental illnesses by reducing
self-stigma and fostering a sense of belonging and empowerment [13].

Schizophrenia has long been one of the most stigmatized mental disorders, with widespread mis-
conceptions perpetuated by media portrayals and societal beliefs of the disorder’s symptoms, causes, and
prognosis [14,15], frequently depicting individuals with schizophrenia as violent, unpredictable, or incapable
of leading productive lives [16,17]. These misconceptions perpetuate discrimination in critical domains such
as employment, housing, and healthcare, while also increasing self-stigma, social isolation, and psychological
distress [10,18].

Extensive research has documented various aspects of stigma, including public, structural, and self-
stigma [19,20]. While self-stigma has been studied in depth [21], societal stigma remains a pervasive and
deeply ingrained issue that continues to shape the experiences of individuals with schizophrenia. Despite
increased advocacy and public awareness campaigns, stigma persists across multiple domains, influencing
employment opportunities, healthcare access, and social interactions [22,23]. Furthermore, stigma does
not operate uniformly—it is shaped by demographic factors such as age, gender, and cultural background
[24], yet the ways in which these factors intersect to reinforce or mitigate stigma remain underexplored.
Understanding these dynamics is essential for designing more effective interventions.

A critical factor influencing stigma is mental health literacy, which refers to the ability to recognize
symptoms, understand causes, and navigate treatment options [25,26]. While improving mental health
literacy has been a central focus of stigma-reduction efforts, research suggests that knowledge alone is
insufficient to challenge deeply entrenched stereotypes about schizophrenia [27,28]. In fact, despite growing
awareness and knowledge of mental health issues, stigma against schizophrenia remains notably severe
[29,30] and, unlike conditions like depression, public misconceptions of schizophrenia, such as being inher-
ently violent, have intensified over time [12]. Addressing this enduring stigma requires not only educational
efforts but also the development of multidimensional assessment tools that capture the complexity of stigma.
However, existing stigma scales often lack rigorous psychometric validation, dimensional specificity, or
a targeted focus on schizophrenia [16,31,32], highlighting the urgent need for more precise and robust
measurement instruments.

1.2 The Multidimensional Nature of Stigma
Schizophrenia stigma operates across multiple domains, each influencing different aspects of social

participation and quality of life [11,33,34]. A thorough review of the literature in the field identified five key
stigma domains: Workplace Capability, Intimate Relationships, Autonomy, Recovery, and Risk Perception
[32,34–37], which guided the development of the stigma scale.
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While prior research has examined some of these dimensions individually [38,39], there is a need
to comprehensively analyze them within a single framework. The Health Stigma and Discrimination
Framework highlights that stigma is not a singular construct but a complex interplay of social, psychological,
and structural forces [40]. The five domains identified in this study—Workplace Capability, Intimate
Relationships, Autonomy, Recovery, and Risk Perception—align with the framework’s emphasis on stigma
manifestations and their consequences for affected individuals.

1.3 Sociodemographic Determinants of Stigma
Effective interventions, such as psychoeducation and contact-based programs, rely on a nuanced

understanding of the demographic and cultural determinants of stigma to maximize their impact [36].
Tailoring these interventions requires identifying the specific populations and contexts where stigma is most
prevalent. Research has consistently demonstrated that certain demographic factors influence stigma levels.
For instance, men and older individuals tend to exhibit higher levels of stigma, while closer relationships
with individuals with the condition and professional experience in health-related occupations are linked
to reduced stigma and discrimination [41–44]. These findings suggest that both personal and occupational
experiences significantly shape attitudes toward mental illness.

1.4 Study Objectives and Significance
This study seeks to address gaps in the literature by developing and validating a multidimensional scale

for assessing societal stigma toward schizophrenia. It examines stigma across five domains identified after an
extensive review of the literature—Workplace Capability, Intimate Relationships, Autonomy, Recovery, and
Risk Perception. The study also aims to evaluate the scale’s psychometric properties and analyze how stigma
varies across demographic groups in a diverse Spanish population, a country where approximately 3.7% of
people are affected by schizophrenia [45]. The findings will provide evidence-based insights to inform stigma
reduction initiatives and improve societal inclusion for individuals with schizophrenia, aligning with global
efforts to address the social determinants of mental health [11].

2 Materials and Methods

2.1 Study Design
This study employed a two-phase cross-sectional observational design to develop and validate a

multidimensional stigma scale for schizophrenia. The study aimed to ensure a rigorous psychometric
evaluation, incorporating both exploratory and confirmatory factor analyses. To enhance the conceptual
foundation of the scale, a review of existing stigma research on schizophrenia stigma was conducted to
identify key stigma domains.

2.2 Sample
Participants were recruited from the general Spanish population (ages 18 and older) through online

convenience sampling (virtual snowball approach using social media and paid advertisements). The partici-
pants did not receive any compensation to participate. Inclusion criteria required participants to be Spanish
residents with proficiency in Spanish. Exclusion criteria included a self-reported history of schizophrenia or
related psychotic disorders to prevent response bias.

Respondent anonymity was ensured, and data collection adhered to informed consent protocols. The
study was approved by the Ethics committee at the Jaume I University (CD/43/2021). All the participants
provided their written online consent to participate.
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Study 1 (Scale Development): A preliminary 38-item scale was administered to 729 participants. Items
were refined based on exploratory factor analysis (EFA) and psychometric criteria.

Study 2 (Scale Validation): The revised 34-item scale was administered to an independent sample of 417
participants for confirmatory factor analysis (CFA).

Total Sample: Combined, 1146 participants provided data, with sociodemographic characteristics
analyzed across both studies to ensure representativeness.

To assess sample adequacy, the ratio of participants to items was examined, ensuring compliance with
best practices in psychometric research. The final 34-item scale had a participant-to-item ratio exceeding
10:1, reinforcing the robustness of factor analysis outcomes.

2.3 Measures
2.3.1 Stigma Scale Development

The stigma scale was developed through a three-step process:
(1) Systematic Review and Expert Consultation: A review of existing stigma measures and qualitative

studies was conducted to define stigma domains. Expert consultations (three mental health professionals,
two researchers, and three individuals with lived experience) refined the conceptual framework.

(2) Item Generation and Selection: An initial pool of items was developed for each of the five identified
domains: Workplace Capability, Intimate Relationships, Autonomy, Risk Perception, and Recovery. Items
were refined based on expert feedback and pilot testing. Items were newly developed, but they were also
based on prior research, as described in the following lines. Both direct and reversed items were created to
reduce acquiescence:

- Workplace Capability: Individuals with schizophrenia are often viewed as incapable of professional
success or burdensome to colleagues [46]. Employment discrimination remains a major barrier to social
inclusion and recovery, despite evidence showing that individuals with schizophrenia can succeed in
supportive work environments [10]. Based on this literature, items were created to reflect widely held public
perceptions about the competence, reliability, and employability of individuals with schizophrenia, as well
as beliefs about whether workplace accommodations or supervision are necessary for their success.

- Intimate Relationships: Doubts about the competence of individuals with schizophrenia to maintain
meaningful relationships or fulfill roles such as partners and parents are still frequent and create significant
interpersonal barriers, perpetuating isolation and emotional burdens [8,47]. According to this previous
research, items here were developed to evaluate common assumptions about the desirability, trustworthiness,
and suitability of individuals with schizophrenia as romantic partners or parents, including beliefs about
their ability to maintain stable, healthy intimate relationships.

- Autonomy: Stereotypes often depict individuals with schizophrenia as perpetually dependent or
incapable of managing daily life, which can have significant social consequences and lead to social distancing
[48,49]. Based on these prior studies, items were developed to capture public beliefs about the capacity of
individuals with schizophrenia to make independent life decisions, manage daily activities, and exercise
personal agency without constant supervision or external control.

- Recovery: Public ignorance about advances in treatment contributes to skepticism about the potential
for meaningful recovery [33], ultimately impacting recovery-oriented practices in mental healthcare [50].
Items were constructed to assess beliefs about the possibility of improvement, recovery, and reintegration for
individuals with schizophrenia, including whether the public perceives treatment, support, and rehabilitation
as effective pathways to meaningful life outcomes.
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- Risk Perception: Public views associating schizophrenia with unpredictability and violence have
intensified, with over 60% of respondents in a recent study linking severe mental illness to violent behavior,
despite evidence showing minimal actual risk [12]. This dimension is particularly pervasive and damaging,
as it contributes to both public and institutional discrimination [51,52]. Here, items were designed to
reflect societal fears and stereotypes about the potential danger, unpredictability, or violence associated
with schizophrenia, as well as assumptions about whether individuals with the condition pose a threat to
themselves or others.

(3) Psychometric Testing: Items were assessed for reliability, validity, and factor structure through EFA
(Study 1) and CFA (Study 2).

While some previous research has used vignettes to examine perceptions of schizophrenia and other
mental disorders [53], in this study it was chosen to use statements about social stigma instead to ensure
that the results reflected the imaginative landscape people already associate with the disorder. Vignettes,
while useful for standardization, might constrain responses by providing a fixed narrative that may not fully
capture the diverse and often stereotypical ways in which schizophrenia is perceived. By using statements,
the participants were allowed to engage with broader, more abstract beliefs and assumptions, ensuring that
the findings were grounded in the spontaneous and subjective impressions people hold. This approach aligns
with the idea that stigma is largely shaped by societal narratives and media portrayals rather than direct,
detailed case descriptions [54], making it more relevant for understanding how schizophrenia is perceived
in an everyday context.

2.3.2 Sociodemographic Variables
Participants provided data on sex, age, marital status, occupation, and relational experience with people

with schizophrenia. Given the significant impact of demographic factors on stigma, the previous variables
were analyzed in relation to stigma scores to identify potential predictors.

2.3.3 Procedure
Data collection was conducted via an online survey hosted on Qualtrics, ensuring anonymity and

voluntary participation. Informed consent was obtained from all participants before completing the sur-
vey. The survey included a study information sheet and consent form, the stigma scale items, and a
sociodemographic questionnaire.

2.4 Data Analysis
EFA-Study 1 An EFA was conducted using Principal Axis Factoring with Promax rotation. Factor

retention was guided by Eigenvalues greater than 1.0, scree plot analysis, and the conceptual clarity of
emerging factors. Items were removed if they had low loadings (<0.40), strong cross-loadings (>0.30),
or problematic distribution (e.g., negative skewness, high kurtosis). Inter-item correlations and corrected
item-total correlations were used to further refine item quality and internal consistency.

An EFA was conducted on the initial 38-item scale to identify the underlying factor structure. Items with
low factor loadings, cross-loadings, or poor psychometric properties were removed, resulting in a refined
34-item scale.

CFA-Study 2 Cronbach’s alpha values for each domain indicated strong internal consistency: Workplace
Capability (α = 0.82), Intimate Relationships (α = 0.84), Autonomy and Supervision (α = 0.86), Risk
Perception (α = 0.81), and Recovery and Societal Roles (α = 0.78).
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A CFA was performed to validate the five-factor structure. Model fit was assessed using the Chi-square
test (χ2, expected to be significant due to sample size), the Root Mean Square Error of Approximation
(RMSEA) (≤0.06 indicating good fit), and the Comparative Fit Index (CFI) and the Tucker-Lewis Index
(TLI) (≥0.90 indicating acceptable fit). Taking reliability, the Cronbach’s alpha was calculated for each stigma
domain, with values above 0.70 considered acceptable [55]. Item inter-correlations were also computed.

Differences in stigma scores across demographic groups (sex, age, familiarity, marital status, occupation)
were examined using t-tests for binary variables and ANOVAs with post-hoc tests for multi-category
variables.

Statistical analyses were conducted using Mplus 6.12 for factor analyses and SPSS 26 for descriptive and
group comparisons. Significance levels were set at p < 0.05.

3 Results

3.1 Study 1: Scale Development and Administration and Refinement through Descriptive and Exploratory
Factor Analyses (n = 729)

3.1.1 Sample Characteristics
A preliminary 38-item scale was developed through literature review and expert consultations and

administered to 729 participants from the Spanish general population (mean age = 38.66, SD = 15.78). The
sample included 67.2% women, 32.6% men, and one intersex individual, with most participants born (89.1%)
or residing (93.8%) in Spain.

Educational levels varied: 9% completed secondary education or less, 15.9% held a high school diploma,
16.4% completed technical studies, 35.3% held a university degree, and 22.7% obtained a master’s or doctoral
degree. Regarding relationship status, 32.6% were in a relationship, 32.6% were married, and 34.8% were
single, widowed, or divorced.

Employment status included 60.6% actively employed, 21.2% students, and 18.2% non-working. Com-
mon fields of work were health (20.8%), education (11.4%), sales (5.5%), and administration (4.0%). Most
participants (77.2%) reported no close friends or relatives with schizophrenia, while 22.8% had varying levels
of familiarity with the condition.

3.1.2 Initial Refinement through Descriptive Analyses
The scale was refined by analyzing item statistics (mean, standard deviation, skewness, and kurtosis).

Three items (“I wouldn’t mind being friends with someone who has schizophrenia,” “It is important to
promote the rehabilitation and recovery of people with schizophrenia,” and “It is possible for people
with schizophrenia to achieve a lot of autonomy and independence thanks to rehabilitation”) due to
overwhelmingly positive responses (means: 4.57, 4.81, and 4.44 on a 5-point scale) and problematic psy-
chometric properties, including strong negative skewness and high kurtosis, indicating limited variability
and insufficient discriminatory power. Removing these items improved the scale’s validity and reliability for
subsequent EFA.

3.1.3 Initial Assessment of Model Fit and Item Distribution through Exploratory Factor Analysis
The EFA identified a six-factor solution as the initial best fit, balancing statistical fit, conceptual

coherence, and minimal cross-loadings (Table 1). Factors beyond the sixth one had eigenvalues less than 1
(e.g., 0.903 for the seventh factor), indicating that they may not contribute substantively to the overall factor
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structure. Single-factor and two- to five-factor models had poor fit indices or conceptual limitations, while
seven- and eight-factor models included weak factors with limited item contributions.

Table 1: Model fit evaluation for EFA (n = 729). Initial EFA tested 1–8 factor models. The six-factor solution showed
best fit, but one factor consisted of a single item and was removed. The resulting five-factor structure was retained and
tested via CFA (see Table 2)

Factor 1 Factor 2 Factors 3 Factors 4 Factors 5 Factors 6 Factors 7 Factors 8 Factors
Chi-Square 2.793.719 1.971.483 1.524.109 1.167.179 958.369 834.036 711.157 587.951

DoF 560 526 493 461 430 400 371 343
p-value <0.001 <0.001 <0.001 <0.001 <0.001 <0.001 <0.001 <0.001
RMSEA 0.074 0.061 0.054 0.046 0.041 0.039 0.035 0.031

RMSEA 90% CI 0.071–0.077 0.059–0.064 0.051–0.057 0.043–0.049 0.038–0.045 0.035–0.042 0.032–0.039 0.027–0.036
CFI 0.897 0.933 0.953 0.968 0.976 0.980 0.984 0.989
TLI 0.891 0.925 0.943 0.958 0.966 0.970 0.975 0.980

Eigenvalue 14.35 2.05 1.59 1.34 1.15 1.02

Note. DoF, degree of freedom; RMSEA, root mean square error of approximation; CFI, comparative fit index; TLI,
Tucker-Lewis index; CI, confidence interval.

In the six-factor model, one factor was represented by a single item, “The job prospects for people with
schizophrenia are the same as those of others,” which was removed due to insufficient representation. In fact,
the eigenvalue for this model was 1.018, just above the threshold, suggesting that the explanatory power of
this factor is relatively weak. This refinement led to testing a five-factor model, which was evaluated in a
confirmatory manner. The first five factors in the exploratory analyses explained approximately 58.53% of
the total variance in the dataset based on the eigenvalues. The results of this revised model are discussed in
the subsequent section.

3.2 Study 2: Final Assessment of Model Fit and Item Distribution through CFA and Factor Labeling
(n = 417)

3.2.1 Sample Characteristics
The final scale was administered to a new sample of 417 individuals from the Spanish general population

(mean age = 38.95, SD = 16.07), closely resembling the initial sample. The group included 66.2% women,
33.6% men, and one intersex individual, with most participants born (95.7%) or residing (90.9%) in Spain.

Educational attainment included 8.8% with secondary education or less, 20.4% with a high school
diploma, 15.9% with technical studies, 33.4% with a university degree, and 20.4% with a master’s or doctoral
degree. Relationship statuses were 26.4% in a relationship, 31.9% married, and 41.5% single, widowed,
or divorced.

Employment patterns showed 59.5% actively working, 23.3% students, and 17.0% in non-working
situations. Common occupations included healthcare (23.6%), education (8.2%), administration (6.2%), and
sales (3.1%).

Participants were asked about their familiarity with schizophrenia, with 75.9% reporting no personal
connection, 17.8% knowing one person, 2.6% knowing two people, 1.2% knowing three people, and 2.4%
knowing more than three individuals.

3.2.2 CFA
The CFA assessing the structural validity of the final scale demonstrated a good model fit. The chi-

square value was significant, χ2(517) = 1191.465, p < 0.001, which is expected for the sample size. The RMSEA
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was 0.056 (90% CI: 0.052–0.060), and incremental fit indices (CFI = 0.938, TLI = 0.933) exceeded the 0.93
threshold, indicating a satisfactory fit. Item distributions and loadings are detailed in Table 2.

Table 2: Model fit evaluation for the CFA (n = 417)

F1 F2 F3 F4 F5
1. People with schizophrenia should not go out alone without supervision. 0.63
2. People with schizophrenia should have daily supervision by a professional. 0.59
3. If I ran a business, I wouldn’t have a problem hiring a person with schizophrenia. (R) −0.49
4. It is better if people with schizophrenia do not work with minors. 0.78
5. I could choose as a partner someone who has suffered from a schizophrenic
episode. (R)

−0.65

6. In general, people with schizophrenia are dangerous. 0.75
7. A person who has suffered from schizophrenia could not have a regular job. 0.71
8. If I had a coworker diagnosed with schizophrenia, I would like to know from the
beginning.

0.65

9. It would be better if people with schizophrenia did not have children, as it can be
inherited.

0.78

10. It is better for a person with schizophrenia to live with a family member or someone
who supervises them, even if they are better, as you never know when they might
get worse.

0.78

11. If I had to choose a babysitter for my children or someone to help with cleaning, I
wouldn’t have a problem if they had suffered from a schizophrenic episode. (R)

−0.64

12. A disease like schizophrenia does not allow for a normal, everyday life. 0.76
13. If I were attracted to a person with schizophrenia, I would try to distance myself. 0.82
14. I see it as difficult for a person with schizophrenia to reintegrate socially and
professionally.

0.55

15. It would scare me to have a coworker with schizophrenia. 0.86
16. I don’t think people with schizophrenia need supervision. (R) −0.48
17. Although there are different levels of severity within a disease like schizophrenia, I
wouldn’t like to have a close relationship with someone diagnosed with this condition.

0.82

18. Even if a person with schizophrenia is doing well/stable, it is not something that can
be maintained over time: sooner or later they will experience a setback.

0.66

19. A person with schizophrenia may be just as capable, or more so, than anyone else in
doing any type of work. (R)

−0.65

20. I don’t think it is advisable for a person with schizophrenia to live alone without
supervision.

0.81

21. It is normal to feel a bit of fear or uncertainty when speaking to or meeting a person
with schizophrenia.

0.63

22. It would be difficult for me to maintain a calm conversation without fear with a
person with schizophrenia.

0.65

23. I understand why an employer might not want to have a person with schizophrenia
on their team.

0.73

24. A schizophrenia diagnosis does not prevent a person from having a normal life, such
as having a job, relationships with family, and a partner. (R)

−0.63

25. Having a coworker with schizophrenia would be an additional workload that I’m not
sure I could handle well.

0.80

26. No matter how much effort is made to help a person with schizophrenia achieve
autonomy, it is very difficult or almost impossible for them to be fully independent.

0.79

27. With rehabilitation and reintegration, it is likely that a person with schizophrenia can
find a job. (R)

−0.42

28. I would find it difficult to relate to a person diagnosed with schizophrenia. 0.71
29. A person with schizophrenia may find a job at some point, but I see it as very difficult
for them to maintain it over time.

0.77

30. It would be interesting to create special and specific jobs for people with
schizophrenia: it would be easier for them, and their quality of life would improve.

0.42

31. I understand that access to employment or housing is more difficult for people with
schizophrenia, as their abilities need to be evaluated, and it is important to ensure they
are fully healthy.

0.69

32. It is very complicated for a person with schizophrenia to adequately support a family
with children, even if they are medicated, as this comes with many responsibilities.

0.81

(Continued)
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Table 2 (continued)

F1 F2 F3 F4 F5
33. If I had a problem with a coworker who has schizophrenia, I would prefer not to talk
to them about it, in case it could trigger a relapse unexpectedly.

0.72

34. Even if a person diagnosed with schizophrenia receives treatment, the course of this
illness is devastating in any case.

0.57

Note. Factor 1 (F1), Workplace Capability; Factor 2 (F2), Family and Intimate Relationships; Factor 3 (F3), Autonomy
and Supervision; Factor 4 (F4), Risk Perception and Reluctance to Engage; Factor 5 (F5), Recovery and Societal Roles.
Items indicated with an (R) are reverse coded.

3.2.3 Factor Labeling
The factors identified in the analysis were labeled based on the content of the items and the underlying

themes they represent.
Factor 1: Workplace Stigma and Capability addresses perceptions about the professional abilities of

people with schizophrenia. It evaluates beliefs about the capacity of individuals with schizophrenia to succeed
in the workplace and the potential burden they might place on coworkers.

Factor 2: Family and Intimate Relationships focuses on attitudes towards people with schizophrenia
forming close personal relationships. It evaluates whether people believe that individuals with schizophrenia
can be considered as partners or live with family members for support.

Factor 3: Autonomy and Supervision evaluates societal attitudes and beliefs about the ability of
individuals with schizophrenia to live independently, make their own decisions, and manage daily life
without constant supervision.

Factor 4: Risk Perception and Reluctance to Engage captures fears and stereotypes about individuals
with schizophrenia as potentially dangerous, unpredictable, or problematic in interpersonal settings.

Factor 5: Recovery and Societal Roles measures skepticism and stigma related to the potential
for individuals with schizophrenia to achieve meaningful recovery, sustained wellness, and integration
into society.

These factors together reflect a complex array of attitudes and beliefs about people with schizophre-
nia, ranging from perceptions of danger and incapacity to a recognition of the potential for recovery
and autonomy.

3.3 Internal Consistency and Item Inter-Correlations
The Workplace Stigma subscale demonstrated acceptable internal consistency (Cronbach’s α = 0.74),

with all inter-item correlations significant (p < 0.001) and small in magnitude (r = 0.19–0.30). The Family
and Intimate Relationships subscale showed similar reliability (Cronbach’s α = 0.73), with significant inter-
item correlations ranging from small to moderate (r = 0.25–0.56). The Autonomy and Supervision subscale
exhibited good internal consistency (Cronbach’s α = 0.81), with significantly small-to-moderate inter-item
correlations (r = 0.22–0.55). The Risk Perception and Reluctance to Engage subscale showed high internal
consistency (Cronbach’s α = 0.86), with significantly small-to-moderate inter-item correlations (r = 0.24–
0.66). Finally, the Recovery and Societal Roles subscale demonstrated good internal consistency (Cronbach’s
α = 0.82), with significantly small-to-moderate inter-item correlations (r = 0.32–0.56).
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3.4 Differences in Stigma across Sex, Age, Familiarity with the Condition, Marital Status, and Type of
Occupation in the Whole Sample (n = 1130)
From the combined sample of Studies 1 and 2 (n = 1146), sociodemographic data were available for 1130

participants (98.6%), as detailed in Table 3. Most participants were women (66.9%) and reported no close
friends or relatives with schizophrenia (76.9%). Occupations were grouped into health (n = 248), education
(n = 116), student (n = 121), and other (n = 645). Age groups, based on quartiles, were ≤24 years (24.9%),
25–34 years (25.3%), 35–52 years (25.5%), and ≥53 years (24.3%).

Table 3: Sociodemographic characteristics of the sample

N = 1130
Sex

Man 374 (33.1%)
Woman 756 (66.9%)

Age groups
≤24 years 281 (24.9%)
25–34 years 286 (25.3%)
35–52 years 288 (25.5%)
≥53 years 275 (24.3%)

Familiarity (close friends or relatives with the condition)
No 869 (76.9%)
Yes 261 (23.1%)

Occupation
Health 248 (22.0%)
Education 116 (10.3%)
Student 121 (10.7%)
Other 645 (57.1%)

Educational level
Secondary or less 100 (8.8%)
High school 199 (17.6%)
Technical studies 183 (16.2%)
University 393 (34.8%)
Master/PhD 255 (22.6%)

Marital status
Single 420 (37.2%)
Married 367 (32.5%)
Relationship, but unmarried 343 (30.4%)

Job status
Not working 198 (17.5%)
Active worker 683 (60.5%)
Student 249 (22.0%)

Mean stigma scores for each area, adjusted to a 1-to-5 range, revealed the highest stigma in Auton-
omy and Supervision (Mean = 2.83, SD = 0.91), followed by Recovery and Societal Roles (Mean = 2.38,
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SD = 0.84) and Family and Intimate Relationships (Mean = 2.37, SD = 0.93). The lowest scores were observed
in Workplace Stigma and Capability (Mean = 2.00, SD = 0.72) and Risk Perception and Reluctance to Engage
(Mean = 2.00, SD = 0.82). These results highlight the contextual nature of stigma, with autonomy-related
interactions as the most concerning area.

3.4.1 Differences in Stigma as a Function of Sex
Significant differences in stigma were found between men and women for Workplace Stigma, Capability,

and Autonomy and Supervision, with men scoring higher (Table 4). No significant differences were observed
for Family and Intimate Relationships, Risk Perception and Reluctance to Engage, and Recovery and
Societal Roles.

Table 4: Differences in Stigma as a function of sex

Factor Male (n = 378), Mean (SD) Female (n = 766), Mean (SD) t p-value
F1. Workplace 2.09 (0.72) 1.95 (0.71) 3.14 0.002

F2. Family 2.32 (0.88) 2.39 (0.95) −1.10 0.271
F3. Autonomy 2.98 (0.86) 2.76 (0.93) 4.03 <0.001

F4. Risk 2.05 (0.77) 1.98 (0.85) 1.33 0.183
F5. Recovery 2.39 (0.82) 2.37 (0.85) 0.44 0.664

3.4.2 Differences in Stigma as a Function of Age
Stigma levels increased with age, with the ≥53 years group showing the highest stigma across all

domains (Table 5). Younger groups (≤24 years and 25–34 years) had significantly lower stigma than the
oldest group. The 35–52 years group had stigma scores between the youngest and oldest groups, with
mostly non-significant differences. Notable differences were observed in Family and Intimate Relationships
and Autonomy and Supervision, indicating a progressive increase in stigma with age, especially in the
oldest group.

Table 5: Differences in Stigma as s function of age

Factor F Age group Mean (SD) Significant differences (p < 0.001)
F1. Workplace 9.86

≤24 1.87 (0.66) vs. ≥53
25–34 1.90 (0.62) vs. ≥53
35–52 2.07 (0.78) vs.
≥53 2.14 (0.72) vs. ≤24 & 25–34

F2. Family 23.78
≤24 2.06 (0.79) vs. 35–52 & ≥53

25–34 2.26 (0.85) vs. ≥53
35–52 2.49 (0.96) vs. ≤24
≥53 2.66 (1.00) vs. ≤24 & 25–34

F3. Autonomy 23.73
≤24 2.66 (0.83) vs. ≥53

(Continued)
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Table 5 (continued)

Factor F Age group Mean (SD) Significant differences (p < 0.001)
25–34 2.64 (0.85) vs. ≥53
35–52 2.84 (0.92) vs. ≥53
≥53 3.20 (0.95) vs. all groups

F4. Risk 15.12
≤24 1.88 (0.72) vs. ≥53

25–34 1.86 (0.71) vs. ≥53
35–52 2.02 (0.82) ns
≥53 2.27 (0.82) vs. ≤24 & 25–34

F5. Recovery 10.40
≤ 24 2.36 (0.75) ns

25–34 2.21 (0.76) vs. ≥53
35–52 2.59 (0.93) ns
≥53 2.59 (0.84) 25–34

Note. ns, no significance. All F-values were significant at p < 0.001. Sample sizes across age groups were 285 (≤24), 290
(25–34), 292 (35–52), and 279 (≥53).

3.4.3 Differences in Stigma as a Function of Relational Experience with People with Schizophrenia (Relative or
Friend)
Individuals with a close relationship to someone with schizophrenia (i.e., first-degree family or long-

term personal connection) reported significantly lower stigma in Autonomy and Supervision compared to
those without familiarity. No significant differences were found in other stigma dimensions (Table 6).

Table 6: Differences in stigma as a function of relational experience with people with the condition (relative or friend
with schizophrenia)

Factor t p-value No (n = 871), Mean (SD) Yes (n = 261), Mean (SD)
F1. Workplace 0.18 0.860 1.99 (0.72) 1.98 (0.69)

F2. Family 0.07 0.943 2.37 (0.93) 2.36 (0.93)
F3. Autonomy 2.91 0.004 2.86 (0.91) 2.69 (0.90)

F4. Risk 1.62 0.105 2.02 (0.82) 1.93 (0.82)
F5. Recovery 0.85 0.396 2.39 (0.84) 2.34 (0.85)

3.4.4 Differences in Stigma as a Function of Marital Status
Married individuals reported higher stigma across all areas, with significant differences from single

and partnered groups (Table 7). Single and partnered individuals had similar, lower stigma levels, with no
significant differences between them. The largest differences were found in Autonomy and Supervision,
Perception and Reluctance to Engage, and Family and Intimate Relationships. When age was included as
a covariate in the ANCOVA, the previously observed group differences were no longer significant for the
Workplace, Family, and Autonomy factors. However, significant group differences remained for the Risk
Perception and Recovery factors.
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Table 7: Differences in stigma as a function of marital status

Factor F Marital status Mean (SD) Significant differences (p < 0.001)
F1. Workplace 9.71

Single 1.96 (0.69)
Married 2.12 (0.78) vs. Single

Partnered 1.90 (0.66) vs. Married
F2. Family 19.76

Single 2.27 (0.91) vs. Married
Married 2.61 (0.98) vs. Single & Partnered

Partnered 2.23 (0.85) vs. Married
F3. Autonomy 26.78

Single 2.77 (0.90) vs. Married
Married 3.10 (0.91) vs. Single & Partnered

Partnered 2.63 (0.91) vs Married
F4. Risk 20.46

Single 1.91 (0.79) vs. Married
Married 2.22 (0.90) vs. Single & Partnered

Partnered 1.88 (0.79) vs. Married
F5. Recovery 6.07

Single 2.36 (0.80) ns
Married 2.50 (0.90) vs. Partnered

Partnered 2.28 (0.83) vs. Married

Note. All F-values were significant at p < 0.001, except for F5. Recovery (p = 0.002). Sample sizes for
Single, Married, and Partnered were 426, 369, and 346, respectively.

3.4.5 Differences in Stigma as a Function of Occupation
Health professionals, which included a broad range of roles such as physicians, nurses, psychologists,

and other healthcare workers—without distinguishing between mental health specialists and general health
staff, consistently reported the lowest stigma across most factors, while other occupations had the highest
stigma scores (Table 8). Education and Student groups showed variable results depending on the stigma
domain. Significant differences were observed between health professionals and other occupations in
Workplace Stigma, Capability and Risk Perception, and Reluctance to Engage. Both health professionals
and students had lower stigma in Family and Intimate Relationships, differing significantly from other
professionals. In Recovery and Societal Roles, students and other professionals reported higher stigma
than health professionals and educators. The most pronounced group difference was in Autonomy and
Supervision, where health professionals reported significantly lower stigma than all other groups.

Table 8: Differences in stigma as a function of occupation.

Factor F Occupation Mean (SD) Significant differences (p < 0.001)
F1. Workplace 13.83

Health 1.77 (0.61) vs. Other
Educators 1.97 (0.63) ns

(Continued)
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Table 8 (continued)

Factor F Occupation Mean (SD) Significant differences (p < 0.001)
Student 1.92 (0.66) ns
Other 2.10 (0.76) vs. Health

F2. Family 10.33
Health 2.20 (0.87) vs. Other

Educators 2.29 (0.86) ns
Student 2.10 (0.83) vs. Other
Other 2.49 (0 96) vs. Health & Students

F3. Autonomy 42.42
Health 2.33 (0.71) vs. all groups

Educators 2.72 (0.79) vs. Other & Health
Student 2.81 (0.77) vs. Health
Other 3.05 (0.90) vs. Health & Educators

F4. Risk 21.26
Health 1.69 (0.62) vs. Other

Educators 1.92 (0.79) ns
Student 1.94 (0.72) ns
Other 2.15 (0.87) vs. Health

F5. Recovery 16.44
Health 2.09 (0.77) vs. Other & Student

Educators 2.24 (0.75) ns
Student 2.50 (0.75) vs. Health
Other 2.49 (0.87) vs. Health

Note. ns, no significance. All F-values were significant at p < 0.001. Sample sizes were 249 for health professionals, 117
for educators, 122 for students, and 658 for other professionals.

4 Discussion
This study provides new empirical evidence on how societal stigma toward schizophrenia is structured

and expressed across multiple dimensions. By developing and validating a multidimensional stigma scale,
the research revealed that public attitudes toward schizophrenia are far from uniform but rather cluster
into distinct domains reflecting beliefs about workplace capability, intimate relationships, autonomy, risk
perception, and recovery. These findings underscore the multifaceted nature of stigma, indicating that
societal biases are not monolithic but span various aspects of life, such as work, personal relationships,
and perceived personal independence. The five-factor model was statistically supported, demonstrating that
these stigma domains are both conceptually and empirically distinct from one another, which provides a
more nuanced understanding of public attitudes toward schizophrenia. Additionally, the scale demonstrated
strong psychometric properties, indicating that it can serve as a reliable tool for assessing stigma patterns in
diverse populations, and thus can be utilized for future large-scale studies or intervention assessments.

Importantly, the study also identified significant sociodemographic predictors of stigma, highlighting
how factors such as age, occupation, sex, and marital status shape public perceptions. For example, older
individuals, men, and married individuals were found to report higher levels of stigma, which suggests
that generational, cultural, and demographic factors play a crucial role in shaping public attitudes. These
findings are critical for understanding how stigma is not only influenced by individual experiences but is also
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shaped by broader societal factors. They further emphasize the need for tailored interventions that consider
sociodemographic variables to more effectively reduce stigma within different segments of the population.

4.1 Workplace Stigma and Capability
Stigma related to workplace capability reflects entrenched biases about the ability of individuals with

schizophrenia to sustain employment [10]. This belief that people with schizophrenia cannot contribute
meaningfully to the workforce still remains today a significant barrier to their social inclusion [56].
Interestingly, the findings indicated that workplace stigma is even higher in specific populations, particularly
among men, older individuals, and those outside health and education fields, highlighting the need for
tailored campaigns. Addressing these beliefs requires workplace policies that promote inclusion and accom-
modations, together with educational initiatives targeting employers and colleagues to foster understanding
of schizophrenia and recovery potential [10].

4.2 Family and Intimate Relationships
Stigma in family and intimate relationships was evident in doubts about relational competence, partic-

ularly among older and married participants. These beliefs perpetuate stereotypes of emotional instability
and social isolation, limiting opportunities for integration and fostering self-stigma [8,57]. Targeted public
health campaigns and psychoeducational interventions focusing on relational success stories can help reduce
stigma in this domain and encourage supportive family environments [58].

4.3 Autonomy and Supervision
Autonomy-related stigma reflects societal doubts about the ability of individuals with schizophrenia to

live independently [46]. Such views reinforce stereotypes of unpredictability and dependency, contributing
to exclusion in housing and social interactions [12,48]. Public education campaigns emphasizing the ability
of individuals with schizophrenia to manage symptoms effectively and achieve independence are crucial.
Evidence-based messaging can challenge entrenched myths of instability or risk [59,60].

4.4 Risk Perception and Reluctance to Engage
This domain captures societal fears of individuals with schizophrenia as dangerous or unpredictable

[61], which lead to avoidance, self-stigma, and reduced opportunities for meaningful interactions [21,47,62].
Interventions targeting these stereotypes must go beyond improving mental health literacy to actively
challenge irrational beliefs about violence and unpredictability [12]. Contact-based initiatives promoting
direct engagement with individuals who have lived experience are particularly effective in reducing stigma
[63].

4.5 Recovery and Societal Roles
Skepticism about recovery perpetuates the belief that schizophrenia inevitably results in insuperable

challenges, ignoring advancements in treatment and numerous success stories [64,65]. Integrated care
programs, including therapy, housing assistance, and employment support, demonstrate the potential for
significant societal participation [66]. Public campaigns should emphasize recovery-oriented narratives and
highlight real-life examples of individuals thriving with adequate support, while policies promoting equitable
access to resources can dismantle systemic barriers to inclusion [30,67].
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4.6 Sociodemographic Differences
A final contribution of this study was its exploration of sociodemographic differences in societal stigma.

As expected, significant differences were observed, with men and older individuals generally reporting
higher levels of stigma, while those with close relationships to individuals with schizophrenia and healthcare
professionals showed less stigma [42,43,68]. Additionally, married individuals were more likely to endorse
stigmatizing beliefs. Interestingly, stigma differences were more pronounced in some stigma domains
than others.

4.7 Sex
Men exhibited higher levels of stigma, particularly in domains of Workplace Stigma and Autonomy.

This aligns with research suggesting that women’s greater empathy and mental health literacy contribute to
more accepting attitudes [69,70]. Conversely, traditional masculine norms emphasizing independence may
exacerbate stigma by reinforcing biases against perceived vulnerabilities [71,72]. Interventions targeting men
should focus on challenging these norms and enhancing empathy and mental health literacy.

4.8 Age
Older individuals reported higher stigma, particularly in Family and Intimate Relationships and

Autonomy domains. This is consistent with findings that younger individuals exhibit lower social distancing
and perceive mental health disorders as less severe [73], while older adults often view schizophrenia as
a personal weakness [74], reflecting more traditional attitudes. While some research with small sample
sizes (n = 80) suggests less stigma in older adults compared to adolescents, possibly due to greater mental
health literacy and personal experience with mental illness [75], recent evidence challenges the notion that
literacy improves with age [73]. Furthermore, persistent stigma, such as reluctance to accept mentally ill
individuals in close family roles, has remained stable over the past 20 years, regardless of generational shifts
[12]. These findings suggest that, in addition to generational norms, age-related personality changes, such as
increased conservatism and reduced openness to experience, may contribute to higher stigma among older
individuals [76,77]. Moreover, it is possible that older participants’ higher stigma reflects greater lifetime
exposure to individuals with mental illness, which may influence attitudes and reinforce existing stereotypes.
This exposure, combined with a long history of societal stigmatization, could amplify negative perceptions
of schizophrenia, despite potential increases in mental health literacy.

4.9 Relational Experience with People with Schizophrenia
Close personal relationships with individuals diagnosed with schizophrenia were associated with

reduced stigma, particularly in Autonomy and Supervision. However, relational experience with people with
schizophrenia alone may not suffice to eliminate stigma. For example, while early exposure to psychiatric
training and personal experiences with mental illness positively influence stigma and career choices [78],
even mental health professionals with high exposure to schizophrenia often hold subtle biases [28,63]. In fact,
the positive impact of mental health literacy is harder to achieve with schizophrenia compared to conditions
like depression [44]. This underscores the need for comprehensive strategies that combine education with
efforts to challenge cultural norms and stereotypes. In this line, relatability has been identified as a key factor
that could help bridge the gap between understanding and stigma reduction [79].

4.10 Marital Status
Married individuals reported higher stigma across several domains, reflecting the influence of societal

pressures and traditional norms that perpetuate stigmatizing beliefs [80]. Traditionalism, which is linked to,
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may explain this trend. Lower openness is associated with greater stigma, especially toward mental illness,
as traditional attitudes perpetuate stigmatizing beliefs [81]. Additionally, individuals who marry earlier tend
to have lower openness and stronger adherence to traditional norms [82]. This suggests that traditionalism,
shaped by personality traits and life choices, may contribute to heightened stigma in married individuals,
highlighting the need for culturally tailored anti-stigma interventions. Anti-stigma interventions for this
group should address traditional attitudes and emphasize the benefits of inclusive perspectives for familial
and community well-being.

Interestingly, when age was included as a covariate, the previously observed group differences across the
Workplace, Family, and Autonomy domains were no longer significant. This suggests that age may partially
explain the variations in stigma perceptions within these areas, particularly when exploring differences
across marital status, highlighting the potential influence of generational and developmental factors on
societal attitudes toward schizophrenia. However, significant differences between married and non-married
individuals persisted for the Risk Perception and Recovery domains, indicating that these perceptions of
schizophrenia may be less influenced by age and probably reflecting more deeply ingrained societal beliefs
and misconceptions. These findings emphasize the need for targeted stigma reduction strategies that account
for both age-related and marital status factors, while also addressing the persistent stigma in the areas of risk
and recovery, which remain key dimensions for intervention.

4.11 Occupation
Consistent with previous research [72], healthcare professionals reported lower stigma levels compared

to individuals in other occupations, likely due to greater exposure to mental health conditions and profes-
sional training. However, subtle biases persist, particularly among psychiatrists, highlighting the need for
targeted stigma reduction initiatives within healthcare professions [83]. Expanding mental health training
in non-healthcare occupations can also help reduce stigma. However, despite this lower reported stigma,
subtle or structural biases still persist [84]. These biases may not always be overt, but they can influence the
way individuals with schizophrenia are treated. Research has shown that even professionals with extensive
training may harbor stereotypes or misconceptions about mental illness that can affect their interactions
with patients [85]. Such biases can lead to unintentional discrimination, resulting in diminished care or a
failure to fully support patients in their recovery [86].

4.12 Limitations
This study provides valuable insights but has limitations. The use of self-administered online ques-

tionnaires may introduce selection bias, as participants with internet access and greater mental health
awareness were more likely to respond, potentially underrepresenting older individuals or those with
limited digital literacy. Social desirability bias may have influenced responses, as participants might have
reported socially acceptable attitudes rather than their true beliefs. Future research should incorporate mixed
methods, including interviews and observational approaches, and recruit more diverse samples through
randomized surveys. Additionally, while the study focused on the Spanish population, cultural, regional, and
systemic differences should be explored through cross-cultural comparisons to enhance the generalizability
of findings. Ethnic and cultural background data were not collected in this study, and future research should
consider including these variables to better understand how cultural and ethnic diversity might influence
stigma perceptions. While Spain is not particularly diverse in terms of cultural and ethnic groups (with
a majority White Caucasian population), it is important to assess potential differences in stigma attitudes
across diverse cultural and ethnic contexts to deepen our understanding of societal stigma. Furthermore, the
study did not compare scores with existing stigma instruments or personality measures, limiting evidence
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for construct validity. Also, while the scale focused on schizophrenia, other mental health conditions (such
as depression) and prior personal or family mental health experiences were not fully accounted for, though
they could significantly shape stigma attitudes.

Although marital status was acknowledged, it is important to note that the potential influence of
parenthood on stigma perceptions—particularly how having children may shape individuals’ attitudes
toward schizophrenia—was not explored. Parenthood could influence stigma through heightened concerns
about safety, family roles, or social functioning, and may intersect with age and marital status to further
shape public perceptions. Future research should examine how parental status and concerns related to
caregiving responsibilities influence stigma, which could help refine intervention strategies targeting family
and community contexts. Additionally, the role of healthcare professionals in shaping stigma, including their
specialization, was not fully explored. Future research could benefit from investigating how different health-
care professionals (e.g., psychiatrists, psychologists, or social workers) and their specializations influence
stigma toward schizophrenia, as their perspectives may significantly differ and impact patient outcomes.
Finally, while the scale demonstrated strong psychometric properties, some structural refinements—such as
reducing item complexity, addressing valence imbalance, or shortening the 34-item length—could enhance
clarity, response consistency, and feasibility for use in large-scale or cross-cultural studies. Developing a
short-form version may be particularly valuable for epidemiological research and intervention evaluations.

5 Conclusions
This study provides valuable insights into the complex nature of societal stigma toward schizophrenia

by developing and validating a multidimensional scale and identifying key sociodemographic predictors.
The findings confirm that stigma is not a uniform construct but spans distinct domains, including work-
place capability, intimate relationships, autonomy, risk perception, and recovery. Notably, autonomy and
supervision emerged as the most stigmatized areas, reflecting widespread doubts about individuals with
schizophrenia’s ability to live independently and manage daily responsibilities. While stigma in areas like
workplace capability and risk perception appears to be decreasing, deep-seated misconceptions continue to
affect broader societal attitudes, particularly regarding recovery and interpersonal relationships.

The study also highlights important demographic patterns, with men, older individuals, and married
participants reporting higher stigma, while women, younger individuals, healthcare professionals, and those
with personal connections to schizophrenia exhibited lower stigma. These findings underscore the need
for targeted interventions that account for sociodemographic factors, promoting greater understanding and
challenging misconceptions in specific groups. Addressing schizophrenia stigma is a critical public health
concern, as it can hinder access to treatment, social integration, and employment opportunities. Future
research should focus on cross-cultural validation, exploring intervention effects, and expanding concep-
tual frameworks to foster more inclusive attitudes and improve mental health outcomes for individuals
with schizophrenia.
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