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Abstract
Background: Depression and diabetes are common illnesses affecting individuals with health challenges
and family stress. Research suggested stigma-reduction interventions for families facing health-related
stressors. This study examined factors predicting public stigma on depression alone or comorbid with
diabetes.

Methods: In Shanghai, China, consented respondents to a community-based survey read one of four
vignettes varied by depression types and gender of the Vignette Subject (VS). This vignette method
measures each respondent’s Individualized Public Stigma score, attitude toward the subject’s family with
the Devaluation of Consumer’s Families score, and problem seriousness leading to stress.

Results: 125 respondents expressed views on depression or diabetes-associated depression via their
answers to a randomly assigned vignette. Results show signi�cant associations with Individualized
Public Stigma when entering the regression model with �ve variables: problem seriousness, knowing
someone with a mental health problem, subject’s gender, attitude toward the subject’s family, and
depression comorbid with diabetes. Regression statistics showed that a person’s Individualized Public
Stigma scores could be predicted by two of these variables: perceived problem seriousness and
sympathy toward the affected family. Yet, comorbidity with diabetes was not a signi�cant predictor of
stigma.

Conclusions: This study concludes that the cultural value toward community support could be an
educational means to help the public realize the importance of protecting the families affected by mental
health stigma. Applying this theory in action, practitioners must assess how self-stigmatization interfaces
with the public perception of the patient's family. In addition, when people have a highly sympathetic
attitude toward the patient’s family and perceive the presenting problem as severe, they must be aware of
the impact of individualized stigma on the patient. Future research must focus on these cultural
perspectives to support early anti-stigma interventions. 

Background
Both depression and diabetes are major global public health concerns. In China, the reported prevalence
rates of these two illnesses have been drastically increasing. In terms of depression, a cross-sectional
epidemiological survey of the prevalence of mental disorders among 32,552 respondents revealed that
depressive disorders were the second most common class of disorders in China both in the 12 months
before the interview (weighted prevalence 3.6%, 3.0–4.2%) and in a lifetime (6.8%, 5.8–7.8%) [1]. Females
(4.2%, 3.4–4.9%) had a higher prevalence than males (3.0%, 2.3–3.7%) in the 12 months before the
interview; however, there was no signi�cant difference between rural (3.7%, 3.0–4.5%) and urban (3.4%,
2.7–4.2%) areas [1]. In terms of diabetes, a nationally representative sample of 75,880 participants found
that the weighted prevalence of total diabetes, self-reported diabetes, newly diagnosed diabetes, and
prediabetes were 12.8%, 6.0%, 6.8%, and 35.2%, respectively [2]. However, few studies reported how a
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better understanding of depression and its health connections might lessen the public stigma toward
health-associated depression. This study aims to use a set of vignettes to explore Chinese people’s
perceptions toward families affected by depression and diabetes-associated depression. 

Comorbidities of Diabetes and Depression 

Depression and diabetes frequently occur together, and diabetes-associated depression can increase the
risk of severe complications and mortality [3, 4, 5]. A recent meta-analysis found comorbid depression
occurring in approximately one out of four adults with Type 2 diabetes [6]. These increased rates of
depressive disorders in adults with Type 1 and Type 2 diabetes range from 8-15% worldwide [7]. In China,
a meta-analysis found 27% of individuals with Type 2 diabetes also had depression, 20% had mild
depression, and 10% had moderate to severe depression [8]. A growing body of research indicates the
relationship between depression and diabetes is bidirectional, wherein individuals with diabetes are twice
as likely to develop depression and, conversely, those experiencing depression are at a heightened risk for
diabetes [9, 10, 11, 12]. A prospective longitudinal study conducted with 17,708 participants across 28
provinces of China found that participants with depressive symptoms at the baseline were 33% more
likely to develop Type 2 diabetes, and those with baseline diabetes were at a 35% increased risk of
developing persistent depressive symptoms [12]

Other research examined gender differences in individuals with depression comorbid with diabetes. Sun
and colleagues [13] studied rates of depression in 229,047 adults with diabetes in China and found a
4.8% prevalence of subthreshold depression (male, 3.6%; female, 5.5%) and 1.1% prevalence of probable
depression (male, 0.8%; female, 1.3%). Five years later, high depression rates occurred among females
(32%) and males (26%) with Type 2 diabetes [8]. Those with both illnesses represent a population in need
of mental and health care. 

Why Studying Mental Health Stigma in China

In Shanghai, Wang et al [14] studied factors associated with depression and Type 2 diabetes in 865
Chinese older adults. Results found that individuals with employment, higher salary, and at least a college
education exhibited more depressive symptoms than their less �nancially stable and lower educated
counterparts [14]. These �ndings may lead to research connecting depression and diabetes to job
satisfaction and work-life balance in various working environments. In Hong Kong, Tung et al [15]
examined psychological comorbidities among Chinese adults with Type 1 diabetes. They found that the
higher rate of depression could be due to lifestyle adaptations to diabetes, lack of social interactions, and
feelings of losing control of life events due to medical necessities. In Taiwan, Huang et al [1] compared
treatment utilization between 1,209 patients with Type 2 diabetes (T2DM) and major depressive disorder
(MDD) and 12,090 patients with T2DM but no MDD. They found that the MDD group had 23.43% more
non-psychiatric outpatient visits than the non-MDD group. Additionally, they found that while women
utilized healthcare services more often, men had 0.82 times more hospitalizations, indicating that more
routine treatment-seeking behaviors can prevent hospitalizations [1]. These studies demonstrated a need



Page 4/19

to study the comorbidity between mental health (depression) and health (diabetes), which often results in
public stigma by the affected individual and their families.

Study Framework

The Chinese Lay Theory [16] is used as the explanation base to address the association between the
fundamental Chinese values and three types of stigmatization. 

The �rst type is self-stigmatization. Chinese beliefs emphasize the importance of whole-body harmony
and self-support, but research on mental illness varies signi�cantly in �ndings of etiology and stigma
[17]. Pan et al [18] analyzed the content in a popular social media site in China and found about 16,000
depression-related posts pointing to depression as a controllable disease by the patient. Ng et al [19]
investigated Chinese mothers with adolescent children and found that these mothers placed high
importance on children’s self-improvement, believing they could help their children �ght against
depression. This self-control concept is contrary to the expected images of the patients with depression
that they cannot control themselves but may harm or threaten others. These images caused a con�ict
between weak and potential social threats [20, 21]. 

Second is the stigma against the family, which is a less examined stigma connecting to illness severity
and caregiver stress. In Hong Kong, Lee et al [22] found that Chinese patients with schizophrenia were
more likely to anticipate being stigmatized, conceal their health condition, and default on clinic visits than
patients with diabetes. Their focus was not to compare depression with diabetes. Still, it brought about
the unwelcome disclosure of a mental health illness, workplace di�culties, family rejection, and
treatment non-adherence when patients dealt with life stress. The severity of the disease is also related to
the use of psychotropic drugs. In a Hong Kong study, 83 practicing psychiatrists reported that people
were wary of seeking help for depression because of medication side effects, such as confusion and
being “muddleheaded” with high stress [23, p.1].

The third is public stigma. Depression is perceived as an uncontrollable disease that can cause shame
and guilt, regardless of education, IQ, or income; thus, patients must undertake routine assessments for
their health management [24, 25]. In a 2013 study when depression and diabetes were co-present, 89% of
the public in China had a negative stigma of depression; in comparison, only 32% had a negative stigma
of diabetes as measured by a devaluation instrument [26]. Even though the patient’s physical symptoms
are not as stigmatized as psychiatric symptoms, shame is a psychological barrier against help-seeking
[27]. Yeung et al [28] highlighted that Chinese men who lived with a ‘mentally ill’ label had a very high
level of mental distress. In their study, common themes of a mental illness encounter included: mental
health problems, shameful business, topics prohibited to discuss outside of the family, stress avoidance,
refusal to seek outside help, the need to consult natural healers, reliance on family resources, seeking
help from medical practitioners, and noticing sudden behavioral changes. Family members reported
seeking help only when the patient was out of control [28]. Social avoidance was a widely used family
strategy to avoid stigma. 
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These three types of stigmatization can intersect with the labels used in medical diagnoses. To avoid
being labeled, families prefer healthcare to other kinds of treatment. Wang et al [29] found that Chinese
individuals who had a high perception of stigmatization had a higher likelihood of manifesting
depression as a somatic complaint, which would be an acceptable reason to seek medical
care. Additional Chinese studies focused on self-stigma toward depression as the illness is related to
dysfunctional attitude and maladaptive cognitive coping [30], self-e�cacy and social avoidance [31, 32],
and stigma-reduction interventions [33]. More negative stigma is associated with an illness when the
patient shows severe psychiatric symptoms.

The above studies supported the current study for investigating public stigma toward the individuals who
have been diagnosed with depression only or comorbid with diabetes. Study results will contribute to anti-
stigma programs incorporated with cultural perspectives. Speci�cally, this study addressed three research
questions:

1. Does gender affect public stigma against a patient’s depression? 

2. Does depression comorbid with diabetes in�uence public stigma toward depression? 

3. Among Chinese individuals, what characteristics could predict a high public stigma toward a patient
with depression? 

Methods
This study used a community survey designed with four experimental vignettes to examine whether
depression alone or comorbid with diabetes could lead to a higher level of public stigma toward the
Vignette Subject (VS). In 2018, the team administrated an anonymous survey to a convenience sample
drawn from the general public in Shanghai, China. The Institutional Review Board (IRB) approved the
human subject protection procedures at the �rst author’s a�liated university.

Sampling and Data Collection

After a series of research training, 24 Mandarin-speaking Research Assistants (RAs) from the last author’s
a�liated university collected data for three months in 2018. Using a convenience sampling method, they
recruited subjects from various public places in Shanghai, including o�ce buildings, cinemas,
restaurants, public squares, parks, metro stations, shopping malls, markets, bookstores, universities,
beauty salons, and hospitals. Inclusion criteria included adults (18 years or older) currently residing in
Shanghai who could speak Mandarin. The survey was self-administered or read to the respondent by the
RA. Before asking further questions related to depression, the RA assigned a random vignette to each
consented participant (detailed under Measures). This vignette method has proven e�cacy in studying
attitudes, perceptions, and opinions related to mental health and childhood issues [34, 35, 36].
Respondents received 50 Renminbi (RMB, O�cial currency in mainland China) (equivalent to US$7) as an
incentive for �lling out this 40-minute survey.

Measures
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The �rst section of the survey contained questions on the respondent’s age, gender, marital status,
education level, employment and �nancial situation, number of children, monthly income, and ability to
speak the local dialect. It also asked about their residence status with three questions: residence location
(urban or rural), hukou (o�cial residence registration) at birth, and current hukou. The respondents also
answered whether they knew someone with a mental health problem (0=No; 1=Yes). 

The variable ‘Attitude toward the Patient’s Family’ estimated family stress with the 7-item Devaluation of
Consumer Families (DCF) scale, ranging from 0 (no stigma) to 3 (highest stigma) (Cronbach’s α = .77,
[37]). A 4-point Likert-type scale rated the DCF score for calculating the mean of the items:(a) be friends
with the patient’s relatives; (b) believe in the care provided by the patient’s parents; (c) treat the patient’s
family with no biases; (d) visit the family with a member hospitalized due to a severe mental
illness; (e) treat families with or without mental illness problems equally; (f) not blame the patient’s
parents; (g) be a visitor to the patient’s family. The higher this devaluation score, the higher stress the
family has experienced. 

In the second section of the survey, each respondent read one of four vignettes varied by the VS’s gender
(male or female) and the illness type (depression only or comorbid with diabetes): (1) a male with
depression; (2) a female with depression; (3) a male with diabetes-associated depression; and (4) a
female with diabetes-associated depression. Those who answered questions based on the assigned
vignette of the VS with depression and diabetes received a score of 1 in the variable ‘Comorbid with
Diabetes.’ Respondents assessed the presenting problem in the vignette based on a ‘problem seriousness’
rating scale from 1 to 10 (10 being the most serious). 

There was also a 14-item Stigma Scale concerning the VS, from 1 to 7, with 1=low stigma and 7=high
stigma (see Table 1). The reliability of the Stigma Scale was acceptable (Cronbach α =.79). The higher
the score, the higher the stigma toward depression or depression-associated health problems.

Factor Analysis

Factor analysis using the principal component method with varimax rotation helped group the concepts
for more accurate interpretations [38]. Recent literature on social stigma also recommends using factor
analysis to identify appropriate measures to explore depression-related stress factors for examining the
impact of health stigma on work productivity [39]. In this study, an eigenvalue of 1 or higher and the Scree
plot determined factor extractions. The factor loading of .50 or higher was the criterion for item inclusion
under each extracted factor [38]. Table 1 shows that, among 14 items on the Stigma Scale, the �nal three
factors were: Factor 1 (Individualized Public Stigma) with items (1) to (6); Factor 2 (Probable Change)
with items (7) to (11); and Factor 3 (Community Stigma) with items (12) to (14). A Kaiser-Meyer-Olkin
(KMO) score of .80 veri�ed that the sampling adequacy with these 14 items was acceptable for further
analyses. 

Results
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Respondent Characteristics   

Table 2 summarizes the characteristics of 125 respondents who completed the survey. Among them, 51%
were female, and 49% were male. Over 60% were married, and 36% were single. On average, these
respondents were about 38 years old (Standard Deviation (SD)=14.78), ranging from 18 to 78 years of
age. Most of them had one child (mean=1.38, SD=.59). More than half of them (58.4%) had a college
education or higher. Among these respondents, 56% had employment, but 44% were not employed. About
35% had a monthly income of RMB 3,000-5,999, comparable to a typical Shanghainese’s monthly earning
earned about RMB 5,348 monthly in 2018 [40]. About 42% indicated that they had a break-even �nancial
situation. The majority (83%) lived in the urban area, but only 58% possessed an urban hukou as many
were still processing their urban residence. More than half (55%) could speak Shanghainese (the local
dialect in this city). About 49% would seek help when facing a mental health problem, while 11.2% had
personally experienced a mental health problem. The analysis compared respondents by the VS’s gender
(0=male vignette; 1=female vignette) and the presenting problem (0=depression only; 1=depression
comorbid with diabetes).

Predicting Public Stigma

Three standard multiple regression (MR) models analyzed predictive variables on the three “Public
Stigma” factors: (1) Individualized Public Stigma, (2) Probable Change, and (3) Community Stigma. We
checked all assumptions for multiple regression analyses. Only the Individualized Public Stigma factor
score achieved statistical signi�cance, but not Probable Change or Community Stigma. As a result, the
Individualized Public Stigma factor score was used as the dependent variable in the �nal MR model, with
positive scores meaning a low stigma level and negative scores indicating a high stigma level. The
operationalized de�nition of “Individualized Public Stigma” was a person’s attitude towards someone
with mental illness as less likely to be accepted in friendship, employment, marriage, or school a�liation
and more likely to be found in violence and law troubles.

The �nal MR model (Table 3) produced results signi�cantly associated the  Individualized Public Stigma
score with the entry of �ve variables: problem seriousness, knowing someone with a mental health
problem (MHP), VS’s gender, attitude toward the VS’s family, and comorbid with diabetes [F(5,89)=11.652,
P<.001]. These factors account for about 40% of the variance to explain Individualized Public Stigma.
Speci�cally, when the respondents perceived the presenting problem as more serious (i.e., a higher score)
(t=6.172, P<.001) and had a positive attitude toward the VS’s family (i.e., a lower score) (t=2.529, P=.013),
they tend to have a higher level of public stigma. However, three other variables (VS’s gender, knowing
someone with an MHP, and comorbid with diabetes) did not show a signi�cant P value in the overall
model.

The results did not support research questions 1 and 2. The interpretations were (1) the Individualized
Public Stigma score toward a patient with depression did not signi�cantly differ whether the patient is
male or female, and (2) the VS’s diabetes-associated symptoms do not change the respondent’s
Individualized Public Stigma score toward depression. For question 3, none of the personal
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characteristics of the respondents were signi�cant predictors of Individualized Public Stigma. In this
multivariate analysis, the public tends to show a higher public stigma toward the VS when assessing
depression (with or without diabetes) as a more severe problem and having a more positive attitude
toward the VS’s family. The Chinese Lay Theory supports this �nding that the family’s face concern
(“mianzi”) is a self-stigma source interacting with an individual member’s mental health illness [41, 42].

Discussion
Based on literature and current data from this study, the following discussion addresses two signi�cant
public stigma predictors and three non-signi�cant results. In a systematic review of 41 studies in the
Paci�c Rim region, Ran et al [43] found that cultural factors led to the stigma of mental illness.
Speci�cally, Chinese people who are collectivist-oriented believe that mental illness is equivalent to
secrecy, internalizing it with self-stigma but accepting “one’s role as handed down by destiny”  [16 p. 38]. 

Regarding the two signi�cant predictors, �rst, increased problem seriousness is associated with increased
public stigma. This �nding aligns with existing research showing individuals report higher mental health
stigmatization toward conditions typically viewed as severe (e.g., schizophrenia, psychosis) [44, 45]. This
study found that the respondents assessed the presenting problem with a moderately severe score
(Mean=6.37 on a 10-point scale). This average score implies if the public underestimates the severity of a
mental health problem, they would desire anti-stigma interventions to reduce the negative effect of the
illness [46]. Based on the Chinese Lay Theory, after seeking treatment, a patient’s family felt it essential to
have community education to help correct public misconceptions [16].

Second, having a positive attitude toward the family of the VS with depression tends to hold a higher
public stigma. This person-community relationship provides two potential implications from both
individual and cultural perspectives. Individually, there is a sympathy connection. Yang et al [47] found a
similar link between general stigma and individualized stigma. People who have a biased attitude toward
a mental illness expect the patient’s family not to feel comfortable in social events. However, The Chinese
lay value suggests sympathy with the family a social-desirability connection, which captures the
communal aspect of Chinese culture and its emphasis on the family unit over the individual [16]. With
this social-desirability consideration, people might not admit having a negative attitude toward the family
with a member suffering from a mental health problem, regardless of its connection to diabetes (as the
comorbidity variable is not signi�cant). This reverse stigma phenomenon is associated with the
community's desire to balance individual stigma and family concern perceptions. In this study, the
respondents maintained a personal value that mental illness is not acceptable while protecting the family
from being labeled. 

In terms of non-signi�cant factors, this study did not �nd the VS’s gender a signi�cant predictor of public
stigma toward individuals with depression. Previous studies identi�ed an association between gender
and stigma toward treating mental disorders. In a large city project, Yang et al [47] found that Chinese
men as respondents had a higher personal stigma than Chinese women toward depression as a disorder.
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In another study involving Asian college students, men had a more increased public stigma than women
toward accessing mental health treatment [48]. However, in this study, the gender of the VS, but not of the
respondents themselves, did not predict the respondents’ public stigma level toward depression. Based
on the Chinese Lay Theory, depression as misfortune could overshadow one’s perception of
stigmatization. 

Another explanation of the non-signi�cant �ndings was related to educational information about
diabetes-associated depression. Most respondents were middle-aged, and over half (52.8%) were
employed full-time. Even though the sample came from a large metropolitan city, one-third (33.6%) had a
rural hukou at birth. These demographics suggest the �ndings might come from a cohort with little
formal education about mental health or caregiver stress stemming from an individual’s illness. 

Third, almost half (48.8%) of the respondents personally knew someone with mental health problems, but
fewer (11.2%) reported experiencing a mental health issue. Previous research found that knowing
someone with a mental health disorder could in�uence one’s perception [44, 49]. Similarly, lower stigma
toward depression occurred among people with greater exposure to individuals experiencing mental
illness [44]. In a random sample of the general public in Shanghai, Zheng [49] also found people with
frequent and close contact with someone with mental illness had less stigma. On the contrary, in an
online survey conducted in China, Li et al [50] found no relationship between contact levels and the
mental illness stigma toward people with mental disorders. These mixed reviews support early learning
through case studies to reduce stigma toward mental illness [51]. The Chinese Lay Theory also suggests
collecting qualitative data from contemporary families regarding their views towards individuals with
mental illness [16].

This study has limitations. One limitation was its convenience sampling method, although reaching
potential subjects in diverse locations was a recruitment strategy. A second limitation was that those with
a higher-than-average education level proportionally over-represented the respondents. A third limitation
was that most respondents had only one child, a unique demographic characteristic due to the country’s
one-child policy for 34 years between 1980 and 2014. Nevertheless, this study provided data
representative of the opinions from both one-child parents (representing respondents mainly from urban
areas) and parents with two or more children (representing migrant parents from rural areas).

Most health insurance schemes in China do not cover mental health services [52, 53]. Gao et al [54] used
survey data to attest to the challenges among Chinese people, especially the migrant populations, who do
not disclose or admit their mental health diagnoses because psychiatric treatment means costly
hospitalization. This current study identi�es the need in this area to support primary-care providers who
promote mental health services by normalizing psychiatric and psychological medical treatment and
educating patients and their families. This treatment suggestion is in line with a folk value of Chinese
traditional medicine, bìng xiàng qiǎn zhōng yī ( ), meaning ‘best to seek medical attention before it
takes a hold’ (our translation). It implies early mental health treatment could reduce family stress and



Page 10/19

expenses. Early education also means more deliveries of health-associated education of depression for
effectively reducing stigmatization of oneself (the patient) and others (the family).

Conclusions
Signi�cant results supported the third research question of this study investigating what characteristics
among Chinese individuals could help understand the public stigma toward depression. This support
implies that effective public education could help patients with internal and external stressors due to
mental health issues. A considerable model shows that Individualized Public Stigma was associated with
�ve variables: problem seriousness, knowing someone with a mental health problem, the affected
individual’s gender, attitude toward the patient’s family, and diabetes-connected depression. In this model,
problem seriousness and attitude toward the patient’s family were signi�cant predictors of Individualized
Public Stigma. Future research should examine the interaction effect between health and mental health
on a community’s view toward mental health diagnoses. Speci�cally, data to be collected from a
community-based assessment of knowledge and attitude toward patients with depression must include
building a support system for the affected family, not only the patient. A potential research question may
help support early anti-stigma interventions: What interaction effect may occur between a patient’s self-
stigmatization toward mental health symptoms of depression and the community’s willingness to help
the patient’s family? Answers will help practitioners help families with psychological distress and thus
prevent health problems from being more severe.
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Table 1  Factor analysis of stigma components
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Individualized
Public Stigma

Probable
Change

Community
 Stigma

h2

1. How likely is it that you would allow [VS] to
be your friend?

.785 .363 -.083        
 .755

2. How likely is it that you would hire [VS] to
work with you?

.770 .375 .026        
.734

3. How likely is it that you would allow [VS] to
marry your child?

.761 .183 -.039        
.614

4. How likely is it that you would accept [VS]
going to the same school as your child?

.723 .257 -.121      
 .603

5. Violent toward other people -.632 .006 .109      
 .411

6. End up in trouble with the law -.527 .059 .223      
 .331

7. How likely is it that [VS] will be able to
change?

.048 .848 -.062      
.725

8. How likely is it that [VS] will be able to
change if s/he receives help?

-.055 .776 .127      
 .621

9. How likely is it that [VS] will be respected in
the community?

.429 .710 .001      
 .688

10. Develop into a successful person .415 .680 -.182      
 .668

11. How likely is it that [VS] will be happy? .251 .529 .058      
 .346

12. Di�culty �nding a job -.101 .018 .899 .819

13. Di�culty making friends -.032 .024 .870 .580

14. Di�culty �nding someone to marry .025 -.065 .758 .579

Variance 24.465 21.056 16.306    
 61.82

Note. [VS]=vignette subject or the patient with depression and diabetes-associated depression;
Extraction Method: Principal Component Analysis; Rotation Method: Varimax with Kaiser
Normalization; Varimax Rotation with KMO=.769 (Rotation converged in 5 iterations). 

Table 2  Respondents’ demographics (n=125)
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Variable Frequency %

Vignette Condition   

     Male Vignette 62 49.6

     Female Vignette 63 50.4

Vignette Presenting Problem   

    Depression only 61 48.8

    Depression with Diabetes 64 51.2

Respondent’s Gender   

    Male Respondent 61 48.8

    Female Respondent 64 51.2

Marital status (%)    

    Single 45 36.0

    Married 76 60.8

   Cohabitation 1 .8

   Widowed 1 .8

     No response 2 1.6

Education    

    Did not complete High School  3 2.4

    High School grad 36 28.8

    Some college/trade 37 29.6

    BA or higher 48 38.4

    No response 1 .8

Employed    

    Not employed 55 44.0

    Part-time 4 3.2

   Full-time 66 52.8

Monthly Income   

   ≤ 2999 RMB 30 24.0

   3,000 – 5,999 RMB 44 35.2
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   6,000 – 8,999 RMB 28 22.4

   > 9,000 RMB 14 11.2

   No response 9 7.2

Financial Circumstances    

   Can’t Make Ends Meet 9 7.2

    I am barely Making it 22 17.6

    Breaking even 53 42.4

    I have extra money after bills 22 17.6

    I don’t have to worry about money 15 12.4

    No response 4 3.2

Current Residing Area    

   Urban 104 83.2

   Rural 8 6.4

   Suburban 13 10.4

Hukou At Birth   

   Urban 42 33.6

   Rural 82 65.6

   No response 1 .8

Hukou Current   

   Urban 72 57.6

   Rural 48 38.4

  Transitioning Rural to Urban 5 4.0

Local Dialect: Do you Speak Shanghainese?    

   Yes 69 55.2

   No 54 43.2

   No response 2 1.6

Know someone with mental health problems   

   No 58 46.4

   Yes 61 48.8
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   No response 6 4.8

   Ever had a  mental health problem   

   No 108 86.4

   Yes 14 11.2

   No response 3 2.4

   

 Mean SD

Mean age (Range: 18-78) 37.95 14.784

Mean number of children (Range: 1-3) 1.38 .590

Problem Seriousness (1-10)  6.37 2.353

Table 3  Multiple regression on public stigma

N=125 Unstandardized
Coe�cients

B

Standard
Error

Standardized
Coe�cients

Beta

t P

(Constant) -2.379 .454 -5.237 <.001

Problem Seriousness (1-10;
10=most serious)

.250 .041 -.523 6.172 <.001

Attitude toward mental illness
(0-3; 0=no stigma) 

-.656 .260 .213 2.529 .013

Patient’s Gender (0=male) -.332 .176 -.156 -1.880 .063

Knowing someone with
mental health problems
(0=no)

-.100 .176 .047 .569 .571

Comorbid with Diabetes
(0=no)

-.056 .178 -.026 -.316 .753

F(5,89)=11.652, P<.001; R2=.40


