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Abstract

Background The prevalence of mental disorders, espe-
cially depression, increasingly creates concern for our
mental, social and economic well-being. The public has
insufficient knowledge about mental disorders and their
treatment. A stigma is attached to mental disorders, which
has a multifaceted impact on the lives of patients and their
families. A Finnish general population survey studied
knowledge of and attitudes towards mental health prob-
lems. This study examines the background dimensions of
the attitude items used in the survey.

Methods An eight-page health survey questionnaire with
16 items on attitudes to mental health and depression was
sent to a randomly selected sample of 10,000 persons aged
15-80 years. The overall response rate was 55.2%. The
data were submitted to a principal component analysis
(PCA). Two components were extracted by means of this
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analysis and submitted to further reliability analyses as
well as to a preliminary validity analysis.

Results The PCA identified four components: (1) depres-
sion is a matter of will, (2) mental problems have negative
consequences, (3) one should be careful with antidepres-
sants and (4) you never recover from mental problems.
Conclusion The internal consistencies of the first two
components were sufficient to build dimension scales for
future analyses. The extracted components fit consistently
with the leading stigma theories and earlier studies mea-
suring public attitudes.

Keywords Public attitudes - Mental disorders -
Population survey - Stigma - Principal component analysis

Introduction

Even in the wealthy developed countries, only a minority of
people in need of mental health care will make use of mental
health services [1-3]. This is due to many different reasons.

Public knowledge of mental health problems is inade-
quate [4, 5]. The views of the general public and health
professionals about the aetiology of mental disorders and
of the effectiveness of treatment methods differ. Insuffi-
cient or biased knowledge is fertile soil for developing
misconceptions [6]. The public view emphasises the role of
psychosocial stress factors in the development of schizo-
phrenia and depression, and at the same time undervalues
biological factors [7]. Furthermore, the public do believe in
self-help and support from family and friends as well as in
psychotherapy, but the public’s attitudes towards medical
treatment are suspicious [8].

Increasing the public’s knowledge of mental health
problems may of itself remain insufficient if negative
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stereotypical beliefs prevail in society. Some researchers
consider stigma to be a significant barrier to the develop-
ment of efficient, customer-oriented mental health services
and to their adequate utilisation [9—-13]. The attitudes of
primary and specialised health care staff also need to be
altered [14, 15]. Research on stigma has traditionally
focused on schizophrenia and other serious mental ill-
nesses, but in recent years an interest in the stigma asso-
ciated with depression has also developed [16].

Population studies have revealed four general miscon-
ceptions in association with mental disorders. First of all,
people suffering from mental disorders are considered to be
unpredictable and dangerous and therefore should be
avoided. Secondly, they are irresponsible and are in need of
authoritarian guidance. Thirdly, they are seen as child-like
and thus in need of sympathetic care. Finally, the fourth
stereotype is of a person who is incapable, which is asso-
ciated with a self-inflicted weakness of character [17, 18].

Two complementary theories have given rise to research
on stigma. According to Link and Phelans’ [19] sociological
theory, the stigmatization process begins by recognising and
labelling the difference between oneself and the other. The
next phase involves the linking of labelled persons with
negative beliefs that predominate in society and eventually
leads to discriminating the labelled persons. A central
measure of discrimination is the desire to socially distance a
labelled person. Link and Phelan differentiate between
individual and structural discrimination and self-stigmati-
zation. They also emphasize that stigmatization can occur
only if the stigmatizer has power over the stigmatized.

Corrigan et al. [20] differentiate between public stigma-
tization and self-stigmatization in their social-psychological
two-factor stigma theory. Public stigmatization is about the
public reaction towards a certain group of stigmatized per-
sons, while self-stigmatization is about how a person sees
himself as a member of a stigmatized group. The basis for
this concept of stigmatization is that attitudes that prevail in
a society are very strong and are easily activated ‘cognitive
knowledge structures’. Some people are aware of the ste-
reotypes, others are not. If a person is aware of and agrees
with the stereotypes, it can be seen as a prejudice, which also
entails emotional reactions. Prejudices can be manifested in
many ways on a behavioural level.

An extensive development project—the Ostrobothnia-
project (www.pohjanmaahanke.fi)—to promote mental
health and prevent substance misuse was initiated in
Western Finland in 2005.

In order to utilise public opinion in setting up the project
and to create a baseline measurement to evaluate the
effectiveness of the project interventions, an eight-page
questionnaire was developed.

The questionnaire contained questions about mental
health, attitudes towards mental disorders and the use of
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mental health and substance abuse services [21]. Standard-
ised survey instruments were mostly used, but in order to
measure beliefs and attitudes towards mental health prob-
lems, two sets of items were specifically created. The first set
measured beliefs and attitudes towards mental health prob-
lems in general and the second towards depression.

Aims

We aimed at investigating the background dimensions of
the survey items covering attitudes to mental health, and
their connection to stigma theories and earlier studies. We
also aimed at assessing the validity of the questionnaire
statements.

Methods

Sixteen items exploring attitudes to mental health were
developed for incorporation into a mental health survey.
Seven of these items related to mental health problems, in
general, and nine to depression only. The items were based
on earlier studies measuring public attitudes towards
mental health problems and also on researchers’ clinical
experience [22-24]. A four-point Likert scale was used
with the response alternatives: “strongly disagree,” “dis-

agree,” “agree” and “strongly agree” (Table 1).

Subjects

The questionnaire was posted to 10,000 randomly selected
persons aged 15-80 years residing in either the Ostro-
bothnia-project area or in the control area, i.e. Southwest
Finland. The overall response rate was 55.2%, while the
response rate for the individual items of the survey varied
from 49.5% to 53.1%. Overall, females had a 65%
response rate compared to 48% among males, while the
response rate was highest in the 50-70-year age group. The
average age of the respondents was 46.9 (SD 17.3) years.
Overall, 15% of the respondents were Swedish speakers.
The lowest response rate was among Finnish-speaking men
(46%) and the highest was among Swedish-speaking
women (79%). While respondents were generally repre-
sentative of the whole sample, the data were weighted in
the analyses according to age, sex, language and region.

Statistics

The survey items were subjected to principal component
analysis (PCA) using SPSS Version 16. The PCA is a
widely used and validated tool for identifying the under-
lying dimensions in a set of variables [25]. After the factor
extraction, Varimax rotation was performed because
orthogonal rotation results in solutions that are easier to
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Table 1 The 16-questionnaire items on beliefs and attitudes towards
people with mental problems and the instructions used

Instruction: ‘Below are some statements on general attitudes towards
mental problems. Choose the alternative which you think suits
best’.

. Depression is a sign of weakness and sensibility.
. You never recover from mental problems.

. Patients suffering from mental illnesses are unpredictable.

A W o =

. Society should invest more in community care instead of hospital
care.

W

. If one tells about a mental problem, all one’s friends will leave.

6. The professionals in health care do not take mental problems
seriously.

7. It is difficult to talk with a person who suffers from mental
problems.

8. If the employer finds out that the employee is suffering from mental
illness, the employment will be in jeopardy.

Instruction: ‘Below are some statements on general attitudes towards
depression. Choose the alternative which you think suits best’.

9. Depression cannot be treated.

10. Depression is not a real disorder.

11. Depression is a sign of failure.

12. Antidepressants are not addictive.

13. Persons with depression should pull themselves together.
14. Antidepressants have side-effects.

15. Persons with depression have caused their problems by
themselves.

16. Depression can be considered as a shameful and stigmatizing
disease.

and above. The Kaiser—Meyer—Olkin value was 0.831,
above the minimum recommended value of 0.6 and the
Bartlett’s test of sphericity reached statistical significance
(P = 0.000), suggesting that a factor analysis was
appropriate.

Principal component analysis revealed the presence of
four components with eigenvalues exceeding 1, explaining
21.8%, 9.8%, 7.9% and 6.7% of the variance, respectively.
This model accounted for 46.3% of the total variance.
Because an inspection of the scree plot did not reveal any
dramatic change in the shape of the curve, a Horn’s parallel
analysis was also carried out [26], showing that all four
eigenvalues exceeded the corresponding values from the
random data set of similar size and so could be accepted for
further investigation. To aid in the interpretation of these
four components, a Varimax rotation was performed. A
precondition to its use is that the underlying constructs are
independent [25], and in this case the values were quite low
(—0.041 to 0.285). After rotation, item 3 “Patients suffer-
ing from mental illnesses are unpredictable” was excluded
because of low loading on two components (<0.338)
(Table 2).

Component 1 “depression is a matter of will” consisted
of five items and accounted for 21.8% of the variance. It

Table 2 Results of the principal component analysis (followed by
Varimax rotation) applied to the 16 items data collected in 5,504
population sample (only the 14 significant items are listed)

interpret. The internal consistency of the new scales was
assessed using Cronbach’s alpha coefficient.

If the dimensions found in the PCA are valid, then the
results would be expected to correspond with earlier
studies. The preliminary examination of the construct
validity was performed by investigating the relationship
between the formulated scales and respondents’ age, gen-
der and educational background, using Pearson correlation
coefficient. Further, an analysis was made of the consis-
tency between the formulated scales and results from ear-
lier population mental health awareness studies. A fourth
background variable was the respondents familiarity with
mental health problems (does the respondent personally
know someone who has a mental health problem).

Results
Factor solution
Prior to performing the PCA, the suitability of the data for

factor analysis was assessed. Inspection of the correlation
matrix revealed the presence of many coefficients of 0.3

Component loadings

Items I I 1 v

Depression is a sign of failure 0.69

Persons with depression have caused their 0.65
problems by themselves

Depressed persons should pull themselves  0.65

together

Depression is a sign of weakness and 0.64
sensibility

Depression is not a real disorder 0.59

If one tells about her mental problems, all 0.70

friends will leave her

If the employer finds out that the employee 0.64
is suffering from mental problems, the
employment will be in jeopardy

The professionals in health care do not take 0.62
seriously mental problems

Depression can be considered as a shameful 0.52
and stigmatizing disease

It is difficult to talk with a person who 0.48
suffers from mental problems

—0.76
Antidepressants have side-effects 0.67

Antidepressants are not addictive

You never recover from mental problems 0.47

Depression cannot be treated 0.46
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had an internal consistency of 0.694 and inter-item corre-
lations 0.25-0.41. Ideally, the Cronbach alpha coefficient
of the scale would be above 0.7. However, low Cronbach
alpha values are common with shorter scales (e.g. scales
with fewer than 10 items). This component indicates neg-
ative stereotypes about people with depression.

Component 2 “mental problems have negative conse-
quences” consisted of five items and accounted for 9.8% of
the variance. It has an internal consistency of 0.612 and
inter-item correlations of 0.15-0.31. This component
indicates people’s beliefs about discrimination.

Component 3 “one should be careful with antidepres-
sants” consisted of two items and accounted for 7.9% of
the variance. It has an internal consistency of 0.420, and an
inter-item correlation of 0.26. This component indicates
peoples’ typical concerns about using antidepressants.

Component 4 “you never recover from mental prob-
lems” consisted of two items and accounted for 6.7% of the
variance. It has an internal consistency of 0.472, and an
inter-item correlation of 0.33. Following rotation, this
component comprised three items. The item “society
should invest more into community care instead of hospital
care” had the highest loading, though removing it from this
scale resulted in a higher alpha value, and so it was
extracted. The decision was also supported by a consider-
ation of its content, which referred to the organising of the
mental care system.

Reliability of the scales

The internal consistencies of the first two components
“depression is a matter of will” and “mental problems
have negative consequences” confirm their feasibility as
scales to be used in further analyses. A high score on the
first scale means the statements convey a belief that a
person is responsible for the cause and course of his or her
depression, and also capable of recovering from the illness
if sufficiently strong willed. A high score for the second
component indicates a belief that difficulties will be
encountered in the community, the labour market and
social life if a person’s mental problems are revealed.

The two other components “one should be careful with
antidepressants” and “you never recover from mental
problems,” consisting of two items each, had very low
internal consistencies. Consequently, these four items were
handled separately in the later analyses.

Construct validity of the scales
Angermeyer and Dietrich have reviewed 62 descriptive
studies published between 1990 and 2004. These studies

examined public beliefs and attitudes towards people with
mental illness [5], and give evidence of some predictable
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connections to socio-demographic and other background
variables. These predictions can be tested against this
study’s own demographic data.

Prediction 1: “Ageing increases negative attitudes”

In a great majority of the 43 studies included in the liter-
ature review [5], ageing increased negative attitudes. In our
data, the first dimension “depression is a matter of will”
correlated only slightly positively, though statistically
significantly with age when using the Pearson correlation
coefficient (r = 0.097, n = 4,965, P < 0.01). The corre-
lation to age in the second dimension “mental illness
has negative consequences” was stronger (r = 0.161,
n = 4,859, P < 0.01). These results support the validity of
our component scales and indicate that higher age corre-
lates with more negative attitudes.

Prediction 2: “A rise in education level signifies more
tolerant attitudes”

In 20 previous studies, an increased educational level
correlated with reduced discriminating attitudes and
increased tolerance. However, 18 other studies showed no
significant connection between the two [5]. In the current
data, the component “depression is a matter of will” cor-
related with both the comprehensive school level education
and with vocational post-graduate level education. The
length of the comprehensive education (r = —0.189,
n = 4,958, P <0.01) correlated slightly more strongly
than the post-graduate education (r = —0.152, n = 4,764,
P < 0.01). Thus the opinions of more educated people
seem to be slightly more tolerant in seeing depression as
a medical condition. A similar connection was found
between level of education and the second component
“mental problems have negative consequences,” with the
correlation of the length of the comprehensive education
(r=—0.132, n = 4,852, P < 0.01) again being stronger
than the length of the post-graduate education (r =
—0.065, n = 4,664, P < 0.01). The longer the education,
the less concern there was with the negative consequences
of mental problems.

Prediction 3: “Women are more tolerant in their
attitudes than men”

Gender predicted attitudes inconsistently [S]. The majority
of the reviewed studies did not find a significant association
in relation to gender. In the current study, a difference in
attitudes between the genders was clear. Particularly, the
view that depression was controllable was less pronounced
among women, as measured by the Pearson correlation
coefficient (r = —0.246, n = 4,976, P < 0.01). A similar
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Table 3 The Pearson’s product-moment correlation coefficients
indicating the connection between familiarity with someone suffering
from mental illness and the public attitudes on two dimensions:
“depression is a matter of will” and “mental problems have negative
consequences”

Do you know someone who suffers from
mental health problems?

Depression Mental
problems

N % Correlation Correlation
Within the family or relative 2,055 37.3* —0.125%* 0.002
Circle of friends 1,974 359 —0.097*%* —0.037**
From work 1,364 24.8 —0.122%*% —0.087%**
Leisure activities 314 5.7 —0.033* 0.015
Other contact 375 6.8 0.032%* 0.037*

* Correlation is significant at the 0.05 level (2-tailed)
** Correlation is significant at the 0.01 level (2-tailed)

? People were allowed to choose more than one option

difference was also found in relation to fear of conse-
quences, albeit lower (r = —0.098, n = 4,870, P < 0.01).

Prediction 4: “If a person is in contact with a person
suffering from mental illness, the attitude is more
positive”

In the review [5], 30 studies showed that attitudes are more
positive if the respondent has had contact with people
suffering from mental illnesses. Only one study showed a
contrary result while another 30 studies showed no relation
whatsoever.

The Pearson correlation coefficients in Table 3 confirm
that for the current study, a correlation exists between
positive attitude to mental problems and knowing a family
member, a friend or a co-worker with a mental health
problem (Table 3). The correlation with the controllability
component is stronger than the consequences component,
while the correlation with family relations is weak. If the
acquaintanceship is based on free-time activities, the con-
nection with the consequences component is actually
negatively associated.

Discussion

This study showed four dimensions that underlay the
questionnaire items on attitudes to mental health problems,
of which two were sufficiently reliable to be used to for-
mulate scales with adequate psychometric validity.
Comparison of the components identified in this survey
with the stigma theory of Link and Phelan’s [19] and
Corrigan et al. [20] suggests that these components are
suitable for obtaining information on the prevailing nega-
tive stereotypical attitudes among the public and also what

kinds of negative consequences are perceived to be linked
with mental illnesses. When combining controllability and
consequences scales with the single attitude items in our
questionnaire, it is possible to form a versatile picture of
the public’s beliefs and attitudes.

Attitude components

The findings of this study confirm the results of earlier
studies that have shown stigma to be a multidimensional
construction [27-29]. The dimensions found are dependent,
at least, on what kind of attitude survey items are used and
also on the type of mental disorder targeted. Our statements
referred to “mental health problems,” in general, on the one
hand, and to depression specifically on the other. The state-
ments selected were primarily chosen to serve a research
interest in public attitudes towards the use of health services,
and secondly, to aid the planning of a public awareness
campaign. Two of the dimensions found applied to depres-
sion: the first is “depression is a matter of will” and the
second “one should be careful with antidepressants.” The
components “mental problems have negative conse-
quences” and “you never recover from mental problems”
consisted of items referring to both depression and mental
health problems.

The first component “depression is a matter of will”
challenges the respondent to consider the nature of
depression. Does the respondent see depression as a real
medical condition, and if not, is depression a matter of
personal weakness and laziness? This latter viewpoint
would indicate the view that persons are responsible for
their illness and for their recovery. This is a common ste-
reotypical belief, identified in many studies [17, 18, 24,
30]. The self-responsibility view is most strongly linked to
substance abuse and eating disorders, but also to depres-
sion, which is more strongly associated with self-respon-
sibility than schizophrenia [24, 30, 31]. On the other hand,
in psychotherapies one of the aims is to courage people to
take more responsibility over their life choices, problem
solving and welfare. Advice given to a person with
depression along the lines of “pull yourself together” does
not necessarily mean negative attitudes.

It has also been suggested that the willingness of people to
be in contact with a person suffering from mental illness is
dependent on the supposed cause of mental illness, although
results to date have been inconsistent [32-34]. Jorm and
Wright’s [29] study among young Australians identified a
survey component they labelled as “weak not sick.” This
component seems to correspond conceptually to the con-
trollability dimension identified in the present study. Jorm
and Wright also found that respondents’ exposure to ongo-
ing awareness campaigns reduces the stigma effect among
young people particularly in this dimension [29].
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The dimension “mental problems have negative conse-
quences” indicates those various negative consequences a
person might face if other people know about his or her
mental illness. The statements forming this dimension
challenge the respondents to think about whether the risk of
telling someone about a mental problem is worth taking. A
high score on a scale consisting of the items of this
dimension reveals that the respondent is aware of the
common manifestations of discrimination and of the risk of
being stigmatized. According to Corrigan and Riisch [10],
treatment for mental illness will entail taking into account
adverse effects associated with others knowing of such
treatment. Such “potential consumers” consider them-
selves as members of the public and do not want to be
identified as belonging to the “mentally ill” minority. A
potential consumer is also aware of the prevailing preju-
dicial stereotypes and shares most of them.

Statements about the adverse effects caused by antide-
pressants constitute the third dimension in our data. Studies
have shown that the public get easily confused antidepres-
sants for sedatives and therefore are afraid of their addictive
nature and adverse effects [35]. On a behavioural level, this
can be seen as an unwillingness to seek or adhere to treat-
ment that uses medication as a primary or sole option. There
is also evidence that earlier experiences of adverse effects
while taking medication diminish adherence to treatment
[36]. However, it is important to remember that antide-
pressants, although they are not addictive, do have some
adverse effects [37]. Well-informed people may be aware of
adverse effects and therefore be critical of the use of anti-
depressants. Thus, this dimension does not necessarily
reflect stigmatizing beliefs, but may also reflect a lack of
knowledge and appropriate skepticism.

The dimension “you never recover from mental prob-
lems” reveals not only respondents’ conceptions about
mental illnesses, but also the levels of optimism associated
with treatment. Studies have shown that the public are even
more optimistic in relation to recovery from schizophrenia
and severe depression than professionals, especially if the
treatment programme includes psychotherapy. The public
are more suspicious, however, of medication [7, 38—40].

The most common stereotype that the public share is the
unpredictability and dangerousness of mentally ill patients
[24, 31, 32]. In our questionnaire, the statement “people
suffering from mental illness are unpredictable” was dealt
with as a separate item to the formulated scales because of
its weak loading to two dimensions at the same time. The
statement “society should invest more into community care
instead of hospital care” was also left outside the model as
a separate statement: respondents expressed their opinion
about the development of mental health services and
whether people should be treated in their own communities
or separately in institutions.

@ Springer

The construct validity of the scales

The preliminary examination of the construct validity
supported the factor solution chosen. The results gained are
in line with previous studies that establish links between
attitudes and the three socio-demographic variables ana-
lysed. However, socio-demographic variables explain only
a small part of the total variance of the attitude measure-
ments while previous studies are also inconsistent in their
results. The effect of socio-demographic variables may
be determined through several mediating variables. Such
mediating variables could be, for example, personal
familiarity with people suffering from mental illness, sus-
ceptibility to depression, psychological distress, knowledge
about mental illnesses, conceptions of causes of mental
illness or stereotypical attitudes [34, 41].

The characteristics of the investigated population sam-
ples and the use of different instruments measuring stigma
components probably explain the inconsistencies of previ-
ous results. The scale developed by Link et al. [42, 43]
analyses respondents’ beliefs about other peoples negative
attitudes (perceived stigma), whereas the research tradition
started by Corrigan et al. [44] studies the respondents’ own
personal views of, for example, depression (public stigma).
Griffiths et al. [30] have developed a Depression Stigma
Scale (DSS) consisting of two parts: the first measuring
respondents personal attitudes (personal stigma) and the
second the respondents’ assessment of other people’s atti-
tudes (perceived stigma). The results from these two sub-
scales have varied significantly even within the same
samples [30, 41]. Another approach is represented by
Thornicroft et al. [45], who have developed a scale to
measure the outcome of stigmatisation, i.e. the perceived
and anticipated discrimination of people with schizophrenia.
The items in our survey measure public stigma as concep-
tualised by Corrigan, though this is similar to that of
Griffiths’ conception of personal stigma.

The scales measuring “depression is a matter of will” and
“mental problems have negative consequences” varied
somewhat in their associations to socio-demographic vari-
ables. The age-variable component correlated more clearly
with that of the consequences-component, with older people
seeing more negative consequences. This may be because
older people have more experiences of mental illnesses and
with the negative consequences linked to them. In Finland,
the educational level of older generations is also notably
lower, which can have a covariate effect on age associations
in both dimensions. There were also differences between the
genders: women were more optimistic in their assessments
than men and women did not blame the mentally ill for being
responsible for their illness as much as men did.

When analysing the association between the amount of
contact with persons suffering from mental problems and
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two of the attitude dimensions, namely “depression is a
matter of will” and “mental problems have negative con-
sequences,” it seems that persons who are familiar with
people suffering from mental problems can more easily
understand that people with depression are not responsible
for their illness. On the other hand, these people who have
familiarity probably also have experiences of the negative
consequences linked with mental illnesses, with close
family ties to persons with mental health problems
implying more realistic views about the discriminating
reactions of others. If a respondent was familiar with a
mentally ill person from his work or friendship, the
responses on the consequences-dimension were slightly
more positive than those of respondents who were not
familiar.

Limitations of the study

There are two ideal ways to build up a new stigma scale.
The first one is to do it from theoretical basis, such as, for
example, Link et al. [42] or Corrigan [44]. The other way is
to start from earlier qualitative research into patients’ or the
public’s experiences and views of mental illness. The work
of Michael Kings’ group [46] is a good example of this
kind of approach.

Our point of view was pragmatic. We wanted simply to
find out, what our statements really measure and whether
they are a good enough tool for evaluating future popu-
lation-level interventions. We were also interested in the
possible attitude dimensions behind our items. The short
scales we extracted are nothing but a starting point for a
standardised stigma scale. For example, many of the
statements were presented in the negative, emphasising
perhaps the stigmatizing attitudes. It is possible that this
affected some answers in a negative direction though a
bias in the opposite direction may also arise from
respondents giving socially desirable answers, though
such a source of bias would be expected to be smaller in a
postal survey than in interviews [47]. For future purposes,
it could be relevant to reverse some of the statements and
see if there is any difference in results. The internal
consistency of the scales could also become stronger with
some additional items. One problem in these kinds of
statements is that we cannot know if the answer to the
individual item tells about a stigmatising belief or a lack
of knowledge or perhaps of own negative experiences.
The statements about antidepressants are a good example
of this and also some of the items in the consequences
scale. We know, for example, that the risk of not being
taken seriously by the health care professionals is a
realistic one [15].

Since the items measuring attitudes were part of an
extensive mental health survey, the number of questions on

attitudes was limited. Items on aetiology of mental disorder
had to be excluded, while the set of statements measuring
attitudes had to be brief. Vignettes to describe symptoms
were not used and it was therefore not possible to avoid
using potentially stigmatizing terms like “depression” and
“mental health problems.” Previous population surveys
have shown that attitudes towards different types of mental
disorders vary significantly [24, 30, 31], and also the
seriousness of the disorders is of significance [48]. The fact
that we analysed, the attitudes towards depression in
particular and referred to other disturbances as “mental
problems,” was in part imposed by the objectives of the
Ostrobothnia project, which were to develop the identifi-
cation and treatment on the one hand and to encourage the
public to participate in the development of mental health
work on the other.

Conclusion

This study offers a general picture of the prevailing beliefs
on mental health problems and attitudes towards persons
suffering from mental illnesses in Finland.

It has been shown that future statistical analyses can
make use of not only responses to the individual state-
ments, but also the two scales built up by means of PCA.
The first scale measures the belief that people with
depression are responsible for their illness and their
recovery. The second scale measures perceptions of the
consequences if a person reveals his or her mental illness to
others.

Our results support the usefulness of these dimensions
and individual items in future follow-up surveys to
assess the effectiveness of the Ostrobothnia project. The
scales “depression is a matter of will” and “mental
problems have negative consequences” can also be used
as independent variables when modelling determinants
that shape discriminative attitudes towards the mentally
ill.

The analysis of public attitudes can help support the
planning and evaluation of future public awareness cam-
paigns. In particular, people’s views about how responsible
mental patients are for their condition can be addressed. It
is also important to be aware that people link the revealing
of mental disorders with negative consequences. One such
consequence may be that those with serious mental
illnesses will decide not to seek professional treatment for
fear of the stigma that will come if such a move were to
become publicly known.
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