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Abstract 

 
This study aimed to examine how variants in diagnostic labels might 
alter stigma toward Generalized Anxiety Disorder (GAD) sufferers 
and secondly, to evaluate an existing scale (GASS) designed to 
measure that stigma. Data was collected from Swedish university 
students (N=447) where the impact of labeling upon stigma was 
measured by manipulating the presence and content of a label. 
Psychometric properties of the GASS were investigated and compared 
to the properties reported by the developers of the scale. Due to 
conflicting findings, further examination appears necessary. Results 
revealed that the presence of a general label (diagnosis cluster) 
reduced stigma opposed to the absence of a label. Conclusion was 
drawn that GAD sufferers should specify their problems with a 
general label to reduce stigma held toward them. 
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Stigma Scale i ett Svenskt Urval  
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Sammanfattning 
 
Syftet med denna studie var att undersöka hur skillnader av framställd 
diagnosetikett påverkar stigma mot personer med Generaliserat 
Ångestsyndrom, samt att utvärdera ett befintligt mätinstrument 
(GASS) vilken mäter detta stigma. Data samlades in från svenska 
universitetsstudenter (N=447) och stigmats påverkan av etiketter 
mättes genom manipulation av närvarande, samt typ, av etikett. 
Mätinstrumentet utvärderades genom jämförelse med tidigare resultat 
vilka presenterats av mätinstrumentets utvecklare. Med hänvisning till 
motstridiga resultat behövs ytterligare utvärdering av mätinstrumentet. 
Resultat visade att en generell etikett (diagnosens kluster) minskade 
stigma i jämförelse med frånvaro av en etikett. Slutsats drogs att de 
som lider av GAD, bör specificera sina problem på generell nivå för 
att minska stigma mot sig.  

 
Nyckelord: Stigma, etikett, Generaliserat Ångestsyndrom, Generalized 
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Labels Impact on Stigma and Evaluation of Generalized Anxiety Disorder Stigma Scale 

in a Swedish Sample  

Humans are social creatures with the desire of belonging and being included in society 

under the same conditions as others. Some individuals and groups, are perceived as deviant 

and unusual, and are because of this, at risk of being prejudged and excluded from society 

(Myers, Abell, Kolstad & Sani, 2010). The act of prejudging and excluding certain groups 

and its members is referred to as stigma (Link & Phelan, 2001). A person who is a victim of 

stigma faces discriminant thoughts and behaviors, as a result of societies opinions of that 

specific group, which the person belongs. He/she might be stared at once in public and seen 

as deviant and therefore not capable of doing “normal” things like hold a job or being allowed 

to rent an apartment. The act of labeling groups and placing them into categories creates 

separation, where a distinction between “us” and “them” is created, which generates a sense 

of power over “them” (Link & Phelan, 2001). Furthermore, for it to be stigma, acts of 

discrimination have to take place (Link & Phelan, 2001). There are different types of stigma 

(Batterham, Griffiths, Barney & Parsons, 2013). Personal stigma, sometimes referred to as 

public stigma, refers to the attitudes and beliefs held by a person about a certain group in 

society. Perceived stigma refers to the attitudes and beliefs that someone think others in 

his/her society have, in other words, how someone think others perceive a certain group and 

its members (Batterham, Griffiths, Barney & Parsons, 2013). 

Sufferers of mental disorders are often seen as a deviant group and because of that, 

victims of stigmatizing attitudes. They experience negative consequences due to stigma, 

which limits their opportunities in society (Ditchman, Werner, Kosyluk, Jones, Elg & 

Corrigan, 2013). Research has found that some mentally ill, due to their fears of being looked 

at and treated differently, chooses to stay inside most of the time (Moriarty, Jolley, Callanan 

& Garety, 2012). Furthermore, those with a mental disorder can have, as a result of stigma, 

a hard time getting a job and lone money, which can make the person suffer from financial 

challenges. Stigma can also contribute to worse health care with lower chances of recovery 

(Michaels, López, Rüsch & Corrigan, 2012). The negative consequences of the stigma that is 

attached to those with a mental disorder gives an important reason to further examine stigma 

and its sources, in order to improve the quality of life of those people.  

 Variations can be detected within stigma toward mental disorder sufferers. 

Specifically, it appears that people hold different stigmas toward different mental disorders, 

and perceive people with different diagnoses different ways. For example, when dividing 

diagnoses into clusters (grouped diagnoses with similar features) and comparing some 
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specific diagnoses with each other, differences in perceptions about warmth, competence, 

weakness and dangerousness were found (Sadler, Meagor & Kaye 2012; Reavley & Jorm, 

2011). Hence, the public perceives sufferers of mental disorders differently and stigma varies 

for diagnoses and clusters.  

Previous research has shown that labels can have an impact upon stigmatizing 

attitudes. It has for example been found that if someone is labeled as mentally ill, he/she is 

more likely to be socially rejected, perceived as dangerous and even thought of as less worthy 

as a human, compared to if the person is not labeled (Martinez, Piff, Mendoza-Denton & 

Hinshaw, 2011). Perceptions will also differ depending on the diagnostic label. For example, 

participants were presented with a vignette where a set of symptoms was described, but the 

label attached to the vignette varied across four diagnostic labels. The results showed a 

variation in stigma indicating that the diagnostic labels were of importance, not the symptoms 

themselves (Yang et al., 2013). Additionally, when manipulating the presence of the label 

intellectual disabilities attached to a set of symptoms, participants’ desire of social distance 

decreased when the label was attached. In other words, thoughts of acceptance and being 

physically close (e.g. socialize or being neighbors) were more common when the label of the 

diagnosis was present. Researchers have therefore concluded that stigmatizing attitudes might 

decrease by attaching a diagnostic label (Scior, Connolly & Williams, 2013). Also, the label 

late luteal phase dysphoric disorder (a state of emotional and behavioral difficulties during a 

phase in the menstrual cycle, comparable to PMS but more severe) has been found to be 

associated with low levels of stigmatizing attitudes and an increased desire for the labeled 

individual to seek help (Schwartz, Weiss & Lennon, 2000). Furthermore, it has been shown 

that if a person is labeled with a specific diagnosis, he/she is perceived as sick rather than 

weak and is rarely a victim of stigmatizing attitudes (Wright, Jorm & Mackinnon 2011). On 

the other hand, it was found that perceptions differed when presented with a specific 

diagnostic label (depression), as opposed to a more generic label (mental health problems, 

mental disease, mental illness or mental disorder). The findings indicated that people had 

more negative attitudes about the specific diagnosis than they did about any of the generic 

labels (Szeto, Luong & Dobson, 2013). This suggests that stigma may be directly impacted 

upon not only the presence of a label, but also label content.  

In conjunction these studies suggest that stigmatizing attitudes differ depending on the 

diagnosis, whether someone is labeled or not and the content of that label. Conflicting 

findings exist between research whether it is beneficial to label ones problems with a specific 

diagnosis or not. To understand and study stigmatizing attitudes in relation to mental 
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disorders, research that examines differences in stigma toward specific diagnoses and clusters 

appears warranted.  

With previous research taken into account, this study aims to examine stigma toward 

one specific diagnosis – Generalized Anxiety Disorder (GAD). GAD is characterized by 

persistent and pervasive worry and anxiety. An individual with the disorder has impaired 

social and occupational skills due to the inability to control this anxiety and worry. The 

disorder also typically features through sleep disturbance, irritability, restlessness and 

difficulty concentrating (American Psychiatric Association, 2013). Lifetime prevalence for 

GAD has shown to be approximately 5.7 % and estimates of future prevalence rates predicts 

approximately 14 %, suggesting that GAD is, and will remain, a common disorder (Newman, 

Llera, Erickson, Przeworski & Castonguay, 2013). 

Stigma has been demonstrated to be an obstacle to obtaining effective treatment, 

resulting in GAD sufferers staying untreated (Griffiths, Batterham, Barney & Parsons, 2011). 

Because of the high prevalence and chronic nature of the disorder, GAD can have a 

significant financial impact upon both sufferers and society. For example, individuals with the 

disorder often seek help at different health institutions and tend to not perform well at their 

workplace (Newman, Llera, Erickson, Przeworski & Castonguay, 2013). Hence, stigma has 

an impact on GAD sufferers, they tend to not receive effective treatment and can stay 

untreated, which can account for financial problems for both the individual and the society. 

The diagnosis is stressful to cope with, sufferers are experiencing challenges in many aspects 

of their lives and research has estimated that the prevalence for the diagnosis will increase. 

Based on these issues there is of highly importance to further investigate stigma toward GAD. 

If the source of stigma is understood, then it is possible to reduce stigmatizing attitudes. 

 Griffiths et al. (2011) developed the Generalized Anxiety Disorder Stigma Scale 

(GASS) in order to investigate and create a measurement of personal and perceived stigma 

held toward GAD sufferers. The stigma statements in GASS were conducted through a 

Google search, where the phrases “anxiety stigma”, “anxiety prejudice” and “anxiety 

discrimination” were used as search words. Researchers identified 205 items 

(features/elements) relevant, regarding type of stigmatizing attitudes held toward the disorder. 

These items were then arranged into ten themes, which were constructed as the stigma 

statements – one for personal stigma and one for perceived stigma. It was for example found 

that individuals with GAD were seen as unstable, not a suitable employee, lazy, that the 

disorder itself was not a real medical illness and something the individuals could snap out of 

if they wanted to (Griffiths et al. 2011, see attachment 1). Before rating the statements, 
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participants were presented with a vignette (a short story) depicting a woman suffering from 

GAD. Her symptoms were described according to DSM IV criteria for the disorder. In both 

the vignette and statements, the label “Anxiety Disorder” was used. Results showed that the 

participants had higher stigma scores for perceived stigma than for personal stigma, indicating 

that people tend to think that others have more negative attitudes than they have themselves. 

When the factor structure of the GASS was investigated, results indicated that the stigma 

items in GASS were divided into two constructs – personal and perceived. In the development 

of GASS, subscales were used for the purpose of evaluating the scales’ convergent validity – 

that the GASS correlated with the subscales it should correlate with – and divergent validity – 

that the GASS did not correlate with the subscales it should not correlate with. The detected 

correlations proved both convergent and divergent validity for the GASS (Griffiths et al. 

2011). 

Griffiths et al. (2011) reported an unexpected finding. The respondents’ scored lower 

on personal stigma toward people with GAD, than they did on desired social distance towards 

GAD sufferers. In other words, people tended not to have high stigmatizing attitudes toward 

people with the disorder, but would not be willing to socialize or have a person with the 

disorder close. The researchers had hypothesized that respondents would score equally on 

these two scales due to findings from previous research that ties discriminatory thoughts and 

acts together. Despite the unexpected finding, Griffiths et al. (2011) concluded that the GASS 

appeared to be a promising measure of stigmatizing attitudes toward GAD and called for 

further evaluation of psychometric qualities of the scale and confirmation of the two-factor 

structure, using a different sample. 

The labels used in the study may have contributed to the unexpected finding that is 

stated above. The GASS was developed to measure stigma toward GAD, however the label 

“Anxiety Disorder” was used when referring to the disorder. Anxiety Disorder is the 

diagnostic cluster to which the specific diagnosis belongs (GAD is a type of an Anxiety 

Disorder). It is therefore possible that the scale measures stigma toward GAD, Anxiety 

Disorders, or a combination of the two. This might account for the conflicting findings 

reported by the developers. 

In summary, research has agreed on that stigma has shown to be persistently present 

and to reduce quality of life for those with a mental disorder. Attitudes and stigma will vary 

across diagnoses and clusters. Yet, disagreement exists within research concerning the impact 

of a label on stigma. Some says it is preferable to be labeled with ones specific diagnosis, 

while others suggests it is not, since it will increase stigma. Whether stigmatizing attitudes 
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differs depending on if presented with a specific diagnostic label versus a cluster label 

concerning the diagnosis of interest (GAD), has not been investigated from what could be 

said within the scope of this thesis. Also, this is particularly essential due to the speculation 

that the label used within the GASS may have contributed to the unexpected finding. 

Therefore, the primary aim of this study is to examine whether the labels “Generalized 

Anxiety Disorder” and “Anxiety Disorder” will generate different amount of stigma. 

Furthermore, since research has not agreed on whether attaching a label will increase or 

decrease stigma and has not examined all diagnoses in this matter, stigmatizing attitudes 

toward only the symptoms of GAD will also be examined (in other words, when no label is 

applied to the described symptoms).  

Our research question is: what possible impact might the labels “Generalized Anxiety 

Disorder” and “Anxiety Disorder” have upon stigmatizing attitudes? Studies described earlier 

in the introduction (comparing specific diagnostic labels with the absence of a label, but with 

symptoms described) suggest that the presence of a diagnostic label can reduce stigma. It is 

therefore hypothesized that the participants will report lower levels of both personal and 

perceived stigma when the label “Generalized Anxiety Disorder” or the label “Anxiety 

Disorder”, is applied. Moreover, the second aim of this study is to evaluate the GASS within a 

Swedish sample and examine similarities and differences to the previous findings. Our second 

research question is: how can results from GASS, when using a Swedish sample, be 

interpreted? Considering the previous evaluation of GASS, the current study hypothesize 

similar amount of generated stigma toward the disorder, a two-factor structure and similar 

results for construct validity. 

Method 

Participants  

 Data was collected from 601 Swedish university students, who ranged in age from 18 

to 58 (M= 26.88, SD= 12.30). The participants were recruited through purposive sampling, 

since the study aimed to investigate a specific group – Swedish university students. The drop 

out rate was 154, which resulted in 447 valid participants, where 25.7% were male and 74.3% 

were female.  

Measures 

Impact of labels. To investigate the impact of the presence and content of a label on 

stigma, three different versions of the GASS questionnaire measuring personal and perceived 

stigma (a = .86 and .91) were used. The three questionnaires included different label 

manipulations. In the first condition, the cluster label “Anxiety Disorder” was used as the 
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manipulation, whereas the specific diagnostic label “Generalized Anxiety Disorder” was used 

in the second condition. The third condition was manipulated with not adding a label to the 

symptoms. Detailed descriptions of the different versions are provided below.  

 Questionnaire 1 (Anxiety disorder). The questionnaire included a vignette, where a 

person named Nicole had her symptoms of GAD described and her cluster diagnosis attached. 

For example: “She finds it difficult to control how worried she gets. Most days Nicole feels 

‘on edge’ and has difficulty concentrating. Nicole has an Anxiety Disorder”. The statements 

included the label “Anxiety Disorder”, for example: “An Anxiety Disorder is a sign of 

personal weakness”, “People with an Anxiety Disorder could snap out of it if they wanted to” 

and “People with an Anxiety Disorder should be ashamed of themselves” (see Griffiths et al. 

2011, for a full description of the vignette and statements). After the vignette, participants 

were asked to write the last sentence where Nicole’s condition/diagnosis was named. This 

worked as a manipulation check to ensure that the participants had read the attached label. 

With the exception of the manipulation check, questionnaire 1 was designed the same way as 

the GASS (questionnaire 2 and 3 however, were manipulated with different wording). Data 

collected from questionnaire 1 was therefore used when comparing stigma item responses, 

construct validity and factor structure of the data, with the results reported by Griffiths et al. 

(2011).  

 Questionnaire 2 (Generalized Anxiety Disorder). The questionnaire included the 

same vignette as in questionnaire 1. However, instead of using “an Anxiety Disorder” the 

label “Generalized Anxiety Disorder” was applied in both the vignette and in the statements, 

“Nicole has Generalized Anxiety Disorder”. “Generalized Anxiety Disorder is a sign of 

personal weakness”, “People with Generalized Anxiety Disorder could snap out of it if they 

wanted to” and “People with Generalized Anxiety Disorder should be ashamed of 

themselves”. To make sure the participants had read Nicole’s specific diagnostic label, the 

same manipulation check as in questionnaire 1 was used – participants were asked to write the 

last sentence where Nicole’s condition/diagnosis was named. 

 Questionnaire 3 (No label). The questionnaire included the same vignette as in 

questionnaire 1 and 2. This time however, no label of Nicole´s condition was present. The 

statements in questionnaire 3 were phrased as following: “These kind of problems are signs of 

personal weakness”, “People with these kind of problems could snap out of it if they wanted 

to” and “People with these kind of problems should be ashamed of themselves”. The 

differences between questionnaire 3 and both questionnaire 1 and 2 were that the label (both 

in the vignette and the statements) was removed and no manipulation check was used.  
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As in Griffiths et al. (2011) study, participants answered the statements (ten 

statements for personal stigma and ten for perceived) according to a Likert scale with a span 

from 0 to 4, where 0 = strongly disagree, 1 = disagree, 2 = neither disagree nor agree, 3 = 

agree, 4 = strongly agree. Higher scores indicated higher stigma.  

Evaluation of GASS. As a second aim of this study was to replicate the findings of 

Griffiths et al. (2011) with the purpose of evaluating the scale, the measures and scales used 

in this study closely replicated those used in the original study. Although, minor changes were 

done with propose of making the language easier understood for the respondents (see 

attachment 1). Also, results from Griffiths et al. (2011) will be provided below for later 

comparison. 

Factor structure. Griffiths et al. (2011) reported a significant Bartlett’s test of 

Sphericity score at 5910.8 and Kaiser-Meyer-Olkin value at .88 indicated that an investigation 

of the GASS factor structure was appropriate. Results from the factor analysis indicated two 

components that together explained 50.5% of the total variance. Component 1, personal 

stigma, accounted for 22.6% of the variance and had factor loadings ranging from 0.65 to 

0.80. Component 2, perceived stigma, accounted for 27.9% of the variance and had factor 

loadings ranging from 0.57 to 0.77. None of the items had loadings above 0.13 across 

components.  

In the development of GASS, Griffiths et al. (2011) used subscales and other measures 

for the purpose of evaluating the scales’ construct validity. The total number of 

statements/questions used was 92 (Griffiths et al. 2011). All measures are described below.  

Depression stigma scale (DSS). First, stigmatizing attitudes toward Depression was 

measured using personal and perceived stigma statements (α = .80 and .86). This was done in 

a similar way as when measuring stigma toward GAD, but with a vignette describing a person 

suffering from Depression (Griffiths, Christensen & Jorm, 2008).  

Devaluation-discrimination scale (DDS). Perceived stigma was also measured toward 

someone with a mental illness (α = .84). The questions concerned if others in ones society 

would for example accept a recovered former mental illness patient as a teacher or think the 

person to be as intelligent and reliable as the average person (Griffiths et al. 2011).  

Level of contact report. Respondents’ level of exposure toward Anxiety Disorders 

was measured using a modified version of the scale (Griffiths et al. 2011). Respondents’ were 

asked to indicate their level of exposure to people with Anxiety Disorders by checking boxes 

of statements that applied to them. Statements ranged from having observed someone with an 
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Anxiety Disorder on television, to being sufferers of an Anxiety Disorder themselves 

(Griffiths et al. 2011).  

Social distance scale. Desire for social distance toward someone with an Anxiety 

Disorder and someone with a mental illness, was measured using two separate scales; Anxiety 

Social Distance Scale (α = .91) and Mental Illness Social Distance Scale (α = .89) (Griffiths et 

al. 2011). In these scales, questions about for example willingness to socialize with, or having 

someone with the disorder marry into the family were asked, with the only difference of using 

“Anxiety Disorder” or “Mental Illness” in the questions (Griffiths et al. 2011).  

Clinical characteristics. Three subscales were used to measure participants’ current 

mental health: Goldberg Anxiety, Goldberg Depression and K10 Psychological Distress. The 

first two are measurements of the respondents’ current anxiety and Depression, while the 

third measures the respondents’ current psychological distress (inner general discomfort and 

stress) (Griffiths et al. 2011). 

Past history of Anxiety Disorder. Past history of Anxiety Disorders were measured 

among the respondents by having them answering a yes/no question about whether they had 

ever been diagnosed with an Anxiety Disorder (Griffiths et al. 2011).  

As mentioned in the introduction, Griffiths et al. (2011) proved convergent validity 

with five significant correlations. First, personal anxiety stigma was correlated with personal 

Depression stigma and social distance toward anxiety and mental illness sufferers. Perceived 

anxiety stigma was correlated with perceived stigma for Depression and mental illness. 

Divergent validity was proved by five non-correlations. Personal anxiety stigma was not 

related to perceived stigma toward anxiety and mental illness sufferers. Perceived anxiety 

stigma was not related to personal depression stigma and social distance toward anxiety and 

mental illness.   

Procedure 

 The original study sent out the questionnaires to their participants through mail, this 

study however, used Internet-based questionnaires for the participants to complete on their 

own. Research has demonstrated that internet-based questionnaires and pen-and-paper 

questionnaires are equal measurements. For example, Carlbring et al. (2007) randomly 

administered 494 participants suffering from Panic Disorder (which is a disorder within the 

Anxiety cluster) to fill out a number of questionnaires, either internet-based or pen-and-paper. 

Participants later got the opposite condition. Results indicated zero or small difference 

between the two methods.  
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The questionnaires in the current study were delivered via the web-based survey 

provider Webbenkäter (https://www.webbenkater.com). Participants were reached through 

email and Facebook with a link to the questionnaires. Both the email and invitation on 

Facebook included a short presentation with the purpose of the study, estimated time to 

complete the questionnaire, confidentiality about them being anonymous and their right to 

drop out at any time. When the participants clicked on the link to the questionnaires, they 

were randomly assigned with one of the questionnaires. At the top of the questionnaires, 

information was given once more about the purpose of the study, anonymity and their right to 

drop out of the study at any time. Estimated time for completing the questionnaire was fifteen 

minutes. After completing the questionnaire, participants were given the following message: 

“Your participation was included in an experiment where a manipulation was done. The way 

Nicole was presented differed in different questionnaires, in order to examine differences in 

attitudes toward her problems”. Data was collected during eight days.  

Statistical Analyses 

To investigate the impact of labels, an experimental between group design was used. 

One-way ANOVA was conducted to examine differences in stigma toward GAD sufferers 

between three conditions and a post hoc test was used to identify where a possible difference 

was located. Specifically, to compare three means of the independent variable label, on the 

dependent variables personal and perceived stigma.  

A principal component factor analysis was calculated to compare findings from 

Griffiths et al. (2011), including number of components found and item loadings in those 

components. To examine the construct validity of the scale, divergent and convergent validity 

was investigated by running the Pearson’s correlation coefficient between subscales and 

examine similarities/differences to previous results from Griffiths et al. (2011). When running 

the correlations, following characteristics where controlled for as confounding variables: 

participants age, whether they were psychology students, their current mental health, their 

exposure to Anxiety and whether they had ever been diagnosed with an Anxiety Disorder or 

not.  

 To control for order effect in the questionnaires, personal and perceived stigma were 

counterbalanced as well as GAD stigma and Depression stigma. Participants were in some 

cases presented with statements about personal stigma before perceived stigma, and 

statements about GAD stigma before Depression stigma. In other cases participants were 

presented with the opposite order. This resulted in four versions of each questionnaire, which 

made a total of twelve questionnaires.  
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Results 

 One-way ANOVA was conducted for each condition to calculate possible order 

effects between the counterbalanced questionnaires. No order effects were found and so the 

counterbalanced versions of the questionnaire were collapsed for further analysis. 

Impact of labels  

 In order to examine whether a label alter people’s perceptions of others and if a label 

generates higher stigmatizing attitudes, a cluster label, a specific label and the absence of a 

label was compared and analyzed using a One-way ANOVA. A post hoc was used to locate a 

potential difference between the conditions.  

Means and standard deviations of personal and perceived stigma for each group are 

displayed in Table 1 below.  

 

Table 1  
Mean differences in personal and perceived stigma between the three conditions using one-way 
ANOVA and Post Hoc Test  

 Anxiety 
Disorder  

Label  
 
a 

(n = 139) 

Generalized 
Anxiety 

Disorder label  
 

b 
(n =137) 

No label  
 
 
 
c 

(n =171) 

 
 
 
 

df 

 
 
 
 

F 

 
Personal Stigma 
 
Perceived Stigma  

 
8.33 (5.72) 
 
21.69 (6.02) 

 
9.00 (5.77) 
 
20.37 (6.51) 

 
9.94a (5.32) 
 
21.87 (5.73) 

 
2,445 

 
2.445 

 
3.25* 

 
2.62 

Note. Squared letter (a) = significant group differences, p < .05, detected by Post Hoc test, number 
in parenthesis = standard deviation.  
*p < .05 

As expected, the ANOVA showed that there was an overall statistical significant 

difference in amount of personal stigma held between the three conditions, F(2,445) = 3.19 p 

< .05. Specifically, results from post hoc test revealed that the condition with no label had the 

highest level of stigma, followed by “Generalized Anxiety Disorder” and last “Anxiety 

Disorder”. However, there was no statistical significant difference between “Generalized 

Anxiety Disorder” and “Anxiety Disorder”.  

Contrary to expectation, the ANOVA showed that there was no statistical significant 

difference in perceived stigma when using the labels “Anxiety Disorder”, “Generalized 

Anxiety Disorder” or no label, F(2,445) = 2.62 p > .05.   

Due to findings, the hypotheses was partially supported for personal stigma but not 

supported for perceived stigma.  
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Evaluation of GASS  

Sample Characteristics. In order to compare characteristics of the current sample with 

Griffiths et al. (2011) sample, demographics, clinical characteristics and stigma levels of the 

samples are displaced in table 1. Results from the previous study are presented in parentheses. 

 

 

 

Table 1 
Sample characteristics  

 
Note. N = total number of participants, M= Mean score, SD = Standard deviation, % = percent 
Squared umbers in parenthesis = results from Griffiths et al. (2011) 

Demographic Status N M SD  % 

Age 139 (558) 27.11 (46.60) 7.65 (13.25)  

Gender    
 

Female 101 (384)   73.2 (62.2) 

Male 37 (233)   26.8 (37.8) 

Clinical Characteristics     

Past history of Anxiety Disorder 139 (111)   17.4 (18.3) 

Goldberg anxiety 139 (617) 3.22 (3.01) 1.97 (2.73)  

Goldberg depression 139 (617) 3.88 (2.23) 2.29 (2.28)  

K10 distress 139 (609) 9.64 (16.29) 6.52 (6.96)  

Anxiety exposure 139 (617)  5.94 (6.86) 2.77 (3.11)  

Stigma levels     

Mental illness social distance 139 (597) 4.50 (5.14) 3.04 (3.13)  

Mental illness perceived stigma (DDS) 139 (617) 27.62 (18.88) 6.02 (4.65)  

Depression personal stigma (DSS) 139 (606) 8.51 (10.00) 5.12 (5.26)  

Depression perceived stigma (DSS) 139 (608) 19.19 (20.34) 4.92 (5.87)  

Anxiety social distance 139 (610) 3.59 (4.43) 3.22 (2.95)  

Anxiety personal stigma (GASS) 139 (610) 8.33 (9.03) 5.72 (5.60)  

Anxiety perceived stigma (GASS) 139 (608) 21.69 (21.51) 6.02 (6.61)  
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 As table 2 reveals, the current study had a lower response rate compared to the 

previous study. Mean age in the current study was lower than the mean age in the previous 

study (27 compared to 47). For current mental health among the respondents, Depression and 

Anxiety scores were similar, while scores for psychological distress (K10) were higher among 

the Australian sample that Griffiths et al (2011) used. Participants in the current study 

reported higher perceived stigma toward someone with a mental illness, compared to results 

reported by Griffiths et al. (2011). 

Item responses. In order to compare scores for personal and perceived stigma between 

the Australian sample used in Griffiths et al. (2011) study and the current Swedish sample, an 

independent t-test was calculated. Results are shown in table 3 along with results previously 

reported by Griffiths et al. (2011), which are presented in parenthesis. 

 
Table 3 
Mean score for response characteristics of personal and perceived stigma items  
  

M 
 

SD 
Internal 

consistency α 
 

df 
 
t 

Personal Stigma  0.83 (0.90) 5.72 (5.60) .85 (.86) 18 0.388 

Perceived Stigma  2.26 (2.15) 6.02 (6.61) .86 (.91) 18 0.571 

Note. M = Mean, SD = Standard Deviation, df = Degree of freedom, t = results from independent 
samples t test, squared number in parenthesis = results from Griffiths et al. (2011). 
* p <.05 
 

 Table 3 shows, as expected, that there were no significant difference in personal 

stigma between the two samples, t(18) = 0.39, p > .05, as well as perceived stigma t(18) = 

0.57, p > .05. The findings support the hypothesis.  

Factor structure  

 To confirm that the GASS demonstrated a two-factor structure as Griffiths et al. 

(2011) found, the current study performed a principal component factor analysis using a 

Swedish sample. Bartlett’s test of Sphericity was 1145.95, with a significance level at .000 

and the Kaiser-Meyer-Olkin value was .81, which confirmed that an investigation of the 

data’s factor structure was appropriate. Results from the factor analysis, including the 

components found with its factor loadings, are shown in Table 4. Previous results from 

Griffiths et al. (2011) are presented in parenthesis for comparison. 

Table 4 
Factor loadings for Generalized Anxiety Disorder Stigma items 
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 Components 

1.00 2.00 3.00 

An Anxiety Disorder is not a real medical illness .76 (.58)   

An Anxiety Disorder is a sign of personal weakness .68 (.72)   

People with an Anxiety Disorder could snap out of it if they wanted 
to 

.72 (.73)   

People with an Anxiety Disorder should be ashamed of themselves .81 (.69)   

People with an Anxiety Disorder would not make suitable 
employees 

       (.66)  .73 

People with an Anxiety Disorder are unstable        (.60)  .84 

People with an Anxiety Disorder are to blame for their problem .72 (.79)   

People with an Anxiety Disorder are just lazy .68 (.77)   

People with an Anxiety Disorder are a danger to others .40 (.56)  .64 

People with an Anxiety Disorder are self-centered .52 (.68)  .58 

Most people think that an Anxiety Disorder is not a real medical 
illness 

 .70 (.67)  

Most people think an Anxiety Disorder is a sign of personal 
weakness 

 .75 (.80)  

Most people think that people with an Anxiety Disorder could snap 
out of it if they wanted to 

 .73 (.80)  

Most people think that people with an Anxiety Disorder should be 
ashamed of themselves 

 .72 (.80)  

Most people think that people with an Anxiety Disorder do not make 
suitable employees 

 .59 (.69)  

Most people think that people with an Anxiety Disorder are unstable  .63 (.72)  

Most people think that people with an Anxiety Disorder are to blame 
for their problem 

 .79 (.79)  

Most people think that people with an Anxiety Disorder are just lazy  .69 (.78)  

Most people think that people with an Anxiety Disorder are a danger 
to others 

 .47 (.64)  

Most people think that people with an Anxiety Disorder are self-
centered 

 .63 (.71)  

Note. Bold figures = item loadings in the third component, squared numbers in parenthesis = 
previous results from Griffiths et al. (2011).  

 

Contrary to expectation, the scree plot indicated the presence of three components, 

which explained 52.95% of the total variance. The first component represented 22.88%, the 

second 18.71% and the third 11.37%. This indicates that the items measuring stigma toward 
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GAD are divided into three groups – the items are measuring three factors of the same 

concept. 

As shown in the table, all ten perceived items were placed in component 2, six out of 

ten personal items were placed in component 1 and the remaining four personal stigma items 

had highest loadings in component 3. Two of the four items had cross loadings.  

 Due to the finding of the third component, the hypothesis was not supported.  

Construct validity  

 To assess whether the GASS demonstrated similar psychometric properties in the 

current study compared to Griffith et al. (2011) study, convergent and divergent validity were 

evaluated.  

Table 5 presents correlations found in the current study between the subscales used.  

 

Table 5 
Relationships between Generalized Anxiety Stigma and other measures of Stigma and Mental health 
 1 2 3 4 5 6 7 8 9 10 11 12 

1. Anxiety Stigma Personal 1.00            

2. Anxiety Stigma Perceived .02 1.00           

3. Depression Stigma Personal .37**  .00 1.00          

4. Depression Stigma 
Perceived 

.05 .66** .06 1.00         

5. Goldberg Depression -.02 -.04 -.09 -.02 1.00        

6. Goldberg Anxiety -.01 -.13 -.02 -.12 .65** 1.00       

7. K10 Psychological Distress .00 -.11 .00 -.07 .74** .67** 1.00      

8. Anxiety Social Distance .55** -.09 .03 .01 -.10 .00 -.16 1.00     

9. Anxiety Exposure .09 -.02 -.06 .01 -.11 -.15 -.15 .00 1.00    

10. Mental Illness Social 
Distance 

.21* .02 -.03 .10 
 

-.14 -.06 -.04 .04 .00 1.00   

11. Mental Illness Stigma 
Perceived 

.06 -.12 .06 .05 .09 .10 .05 .10 -.05 .03 1.00  

12. Past History -.18* -.13 -.07 .10 .11 .09 .17 -.16 -.01 -.13 .00 1.00 

Note. *p < .05; **p < .01 
 

None of the characteristics controlled for (age, psychology students, current mental 

health, exposure to and past history of Anxiety Disorders), were shown to interfere with any 

detected correlations.  
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When assessing convergent validity, four of the five correlations previously 

demonstrated by Griffiths et al. (2011) were detected. Specifically, significant positive 

correlations were found between personal stigma for anxiety and Depression, r(137) =.37 p < 

.01 and perceived stigma for anxiety and Depression, r(137) = .66 p < .01. In other words, 

when personal Anxiety stigma increase, personal Depression stigma increase and when 

perceived Anxiety stigma increase, perceived Depression stigma increase. A positive 

correlation was also found between having personal stigma toward Anxiety Disorder and 

wanting to have social distance to both someone with an Anxiety Disorder, r(137) = .55 p < 

.01, and toward someone mentally ill, r(137) = .21 p < .05. In other words, people with high 

personal Anxiety stigma tend to also want social distance toward individuals with Anxiety 

Disorders and mental illness in general. There was one observed difference in convergent 

validity between the two samples. Unlike the previous study, perceived Anxiety stigma scores 

in the current study did not correlate significantly with perceived mental illness scores. 

 As expected, when assessing the divergent validity of the GASS using a Swedish 

sample, a similar pattern of correlations was found when compared to the previous Australian 

sample.  

Discussion 

The study has revealed that attitudes will differ depending on how a person is 

presented. A sufferer of GAD, when surrounded by people unaware of ones condition, is at 

higher risk of facing discriminant thoughts and behavior. 

Stigma has been examined in numerous studies, but to compare stigma levels altered 

by specific and cluster labels as in this study, is a comparison that from awareness has not 

been investigated before. Also, the current study has contributed with knowledge regarding it 

being beneficial to referring to ones diagnosis on a general level (as an Anxiety Disorder) 

compared to only stating the symptoms. Although, amount of generated stigma will not be 

affected whether using the cluster label or specifying the diagnosis (GAD).  

The GASS has been evaluated on a different population as requested by the 

developers, which has contributed with knowledge regarding that GASS seems to be a proper 

measurement, although some segments needs further evaluation. Additionally, Griffiths et al. 

(2011) called for a validation of the GASS sensitivity to change, which was examined in this 

study through the label manipulations. The results indicate that the perceived stigma items are 

not sensitive to change, while the personal stigma items are, since they generated different 

stigma results depending on if the label “Anxiety Disorder” or no label was applied.  
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It has previously been demonstrated that receiving a diagnostic label can generate 

lower levels of stigma, which is an explanation for why the label “Anxiety Disorder” 

generated lower stigma than the absence of a label. As described in the introduction, the 

labels “Intellectual Disabilities” and “Late Luteal Phase Dysphoric Disorder” were both 

associated with low levels of stigma. The latter, Late Luteal Phase Dysphoric Disorder, and 

GAD both have features within its symptoms that most people are familiar with. For example, 

mood swings, being emotional, worrying and having difficulties relaxing are features, of 

either one or both of the disorders, that most people are experiencing themselves. People with 

these disorders might therefore be perceived as just having a bad day or being overly 

emotional and worried, and by that seen as exaggerating their problems and being annoying. 

When someone is labeled however, people realize that he/she has a mental disorder, which 

can result in them having less stigma because they understand that the behaviors/emotions are 

not as easy controlled for as thought. Although, this raises a question about why the label 

“Generalized Anxiety Disorder” not generated significant lower levels of stigma. A potential 

explanation is that the term “an Anxiety Disorder” is perceived as more common, which 

might make it easier for the respondents to relate to and because of that, generate lower 

stigma. The label “Generalized Anxiety Disorder” on the other hand, is perhaps perceived as 

more clinical, and the complexity of the unusual term creates a type of unfamiliarity, which 

makes the condition harder to relate to and perhaps even scary. This might increase stigma 

held by the respondents. 

 As the result showed, there was no detected difference between any of the conditions 

regarding perceived stigma, which was an unexpected finding. This indicates that no matter if 

a person is labeled with “Anxiety Disorder”,  “Generalized Anxiety Disorder” or not labeled 

at all, it still does not change how people think others perceive someone suffering from the 

disorder. A possible explanation for this may be that individuals are easier manipulated when 

concerning their own attitudes about someone, while their thoughts about others might be 

more constant.  

 Another unexpected finding concerns the factor structure of the data. Three 

components were found, in contrast to the two-factor structure reported by Griffiths et al. 

(2011). A possible explanation for this might be that three of the four statements (being 

unstable, not a suitable employee and self-centered) rather concern factual knowledge about 

the disorder opposed to stigma. Specifically, when the disorder and its manifestation were 

described in the introduction, according to DSM 5, the following was written; “GAD is 

characterized by persistent and pervasive worry and anxiety. An individual with the disorder 
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has impaired social and occupational skills due to the inability to control this anxiety and 

worry. The disorder also typically features through sleep disturbance, irritability, restlessness 

and difficulty concentrating”. The manifestations of the disorder indicate that a person 

diagnosed with GAD is unstable and would, for a number of occupations, not be the best fit. 

Furthermore, when an individual is constantly worried and anxious, he/she probably has 

his/her focus toward himself/herself, which can be perceived as him/her being self-centered.   

 An explanation for why the perceived stigma items measuring “factual knowledge” is 

not located in the third component, along with the personal stigma items measuring “factual 

knowledge”, may be due to the fact that respondents are rating statements about someone 

else’s thoughts – it is not their own attitudes and knowledge. This is a discrepancy to keep in 

mind since personal and perceived stigma are two distinct constructs that does not coincide or 

correlate – there is no relationship between the two. 

 The reason for the fourth item (perception of dangerousness) to not be included in 

component one or two, may be due to the statement itself. Being constantly worried and 

anxious is perhaps perceived as something far from being dangerous. 

 An additional possible explanation for the third component could be due to the 

variation in native language between the samples. Among the Swedes, the majority of the 

respondents completed the questionnaire in their second language, which might have had an 

impact on how the statements were perceived. Expressions and words have different strengths 

and meaning across languages, which could have made the respondents rate the items 

differently, which resulted in a third component. Additionally, since English is a second 

language for the sample in the current study, difficulties understanding the content of the 

statements are another possible explanation for the detected differences. On the other hand, if 

the scale were to be translated, the source of a possible difference would be hard to identify. 

Differences could be due to either the translation or to an actual difference between 

populations. Based on these issues, the choice of keeping the questionnaire in English was 

made. Due to conflicting findings regarding the factor structure, further examination is needed 

to verify upon whether the items are a proper measurement of stigma toward GAD and should 

continue to be included in the scale. 

A third unexpected finding concerns the convergent validity of the study. The current 

study found four of the five correlations that previously were demonstrated by Griffiths et al. 

(2011). The absent correlation was between perceived stigma toward someone with a mental 

illness and perceived stigma toward someone with an Anxiety Disorder. A difference was 

found in mean score for mental illness perceived stigma between this study and results 



STIGMA TOWARD GENERALIZED ANXIETY DISORDER  19	  

	  

reported by Griffiths et al. (2011), which might be a possible explanation for the absence of a 

relation between the two measures. Mean score of two scales does not indicate whether they 

covary or not, but the differences detected between the two samples, gives an implication that 

there were variations in how participants responded to the statements about perceived stigma 

toward someone with a mental illness. This could account for the absence of a correlation. 

The scale needs further examination concerning construct validity, with an inspection of 

whether perceived stigma toward someone with a mental illness and perceived stigma towards 

someone with an Anxiety Disorder should in fact correlate.  

As mentioned in the introduction, research has conflicting findings regarding the 

outcome of being labeled with ones specific diagnosis. Szeto, Luong & Dobson (2013) stated 

that Depression resulted in an increased level of stigma compared to a generic label such as 

mentally ill, while Schwartz, Weiss & Lennon (2000),	  Wright, Jorm & Mackinnon (2011) and 

Scior, Connolly & Williams (2013) stated that a specific diagnosis would decrease stigma. 

The current study however, indicates that a specific diagnosis does not affect levels of stigma 

– on the other hand, the cluster label does. The conflicting results shows the complexity of 

stigma and one has to keep in mind that the amount of stigma does not only depend on what 

diagnosis that is examined and whether the label of that specific diagnosis is present or not, 

but also what that label is compared to. Specifically, is it compared to only the symptoms, 

another diagnosis or cluster, a generic label or not a label at all? This suggests that when 

referring to methods of reducing stigma, this complexity about how a label is put in relation to 

something else, should be taken into account.	  

This complexity also reveals itself when referring back to the fact that Griffiths et al. 

(2011) used the cluster label as a reference for the diagnosis (they used the cluster label in 

GASS, but stated that they were measuring stigma toward GAD). The current study stated 

this as a possible cause for the conflicting findings that Griffiths et al. (2011) highlighted (the 

detected difference in stigma levels between social distance and personal stigma toward 

someone with an Anxiety Disorder). The current study found both mentioned stigma levels to 

be equal to what Griffiths et al. (2011) reported – the two scales continue to differ in mean 

score. Moreover, this study revealed no significant difference in using the labels “Anxiety 

Disorder” or “Generalized Anxiety Disorder”, however, the two conditions responded 

differently once a third condition was added (no label) – which indicates that the choice of 

using a cluster or a specific label, does matter. For the GASS to continue being a proper 

measure of stigma toward GAD, the label used within the scale should be changed 

accordingly.  
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A limitation of the study is the high drop out rate. An explanation may be the length of 

the questionnaire, which could make people lose interest and therefore drop out of the study 

without completing. However, in order to enable an investigation of GASS all subscales were 

needed.  

The results of the study rely on a self-reporting questionnaire, which might be 

problematic since there is not possible to verify whether people’s ratings reflect their actual 

beliefs. However, the choice of letting participants complete the questionnaire online in a self-

chosen setting reduced the risk of them being affected by a traditional experimental setting 

since such can, for example, evoke social desirability or feelings of being monitored. This 

provides the study strong ecological validity. 

The study has strong internal validity due to random assignment of participants, the 

use of counterbalancing and that several characteristics of the participants were controlled for. 

Additionally, the use of a manipulation check ensured that the manipulation worked – the 

participants did with certainty detect Nicole’s diagnostic label (Generalized Anxiety Disorder 

or Anxiety Disorder). This ensured that the participants were manipulated as intended. 

Humans are social creatures with the desire of belonging and being accepted in 

society. An individual who is seen as deviant is at risk of being a victim of stigma, which can 

affect the person’s life negatively in numerous ways. Previous research shows that being 

mentally ill will generate stigma, but the current study has contributed to knowledge in one 

aspect of reducing that stigma. For someone with GAD it will be beneficial to let others know 

of ones condition in general terms – it is better to let people know the source of the problems 

(the Anxiety Disorder) instead of hiding it. With reduced stigma, a person will face negative 

attitudes and discrimination in smaller extent, such as thoughts about the problem not being a 

real medical condition or that it is self-induced. With decreased stigma, a person may have a 

bigger chance of being included in society. On the other hand, findings indicate differences 

between stigma and wanting social distance. In other words, someone might not have much 

stigma toward an individual with GAD and not openly discriminate that person, although that 

does not mean that he/she wants this person as a friend or a neighbor – the person may not be 

included in society. However, research suggests that when others are aware of ones condition, 

the person is seen as sick rather than weak. Is reduced stigma a result of people feeling bad 

for you, or are they in fact accepting you and willing to give you a chance of being part of 

society? As previously stated, Link & Phelan (2001) argues that for stigma to be present, 

negative attitudes and beliefs about someone has to be put into actions – where acts of 

discrimination and life opportunities are taken. Hence, if revealing ones condition in general 
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terms, stigma and therefore acts of discrimination, will decrease. This will allow the 

individual to get a job and to rent an apartment, and regardless if this is an act of pity from 

society – one will be included. 
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Attachment 1 

The items “Have you been waking up early?” and “Have you felt slowed up?” in 

Goldberg Depression scale (Goldberg, Bridges, Duncan-Jones & Grayson 1988) were change 

to “Have you been waking up earlier than usual?” and “Have you felt slowed down?”. The 

item “An acquaintance of mine has had an anxiety disorder” from the modified version of the 

Anxiety exposure scale (Griffiths et al. 2011) was provided with a clarification of a word 

used, “An acquaintance (someone you know but are not friends with) of mine has had an 

anxiety disorder”. Furthermore, to enable the second aim of the study – to investigate the 

impact of a label on stigma – a manipulation check question was applied in the questionnaire 

directly after the vignette.  

 

 

 

 


