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EXECUTIVE 
SUMMARY

This research examined knowledge, attitudes and behaviours towards mental health in Hong 
Kong adults. The research had two key aims: 
 
1.     To gain a better understanding of the Hong Kong context and environment
2.     To understand how to target successful, future mental health awareness-raising and 
anti-stigma campaigns.
 
The study used telephone interviews to gather information from 1210 respondents during 
Autumn 2018, using validated questionnaires and key demographics. 
 
The research found that participants held some positive theoretical attitudes toward mental 
health, including the need to improve tolerance within our society.  Mental health problems 
were perceived to have some similar qualities to physical health problems.  However, intended 
behaviours (those which participants reported they would be likely to do) towards individuals 
with mental health problems did not match with levels of favourable reported attitudes.  
Similarly, there was evidence of stigmatising beliefs towards those with mental health 
problems that suggested a lack of understanding of mental ill health.  There was relatively low 
awareness on how to seek help/willingness to seek help for mental health problems.
 
Younger participants, participants with higher levels of education, and participants who knew 
someone with a mental health problem tended to give more favourable scores in their beliefs, 
attitudes and behaviours toward mental health problems.  Previous mental health campaign 
awareness was low across the board.
 
The findings allow insight into what type of mental health information will impact most on 
stigmatising attitudes.  Findings have allowed identification of the direction of a general 
population campaign, as well as target groups for campaigns (young, educated). Previous 
research suggests that targeted messaging could be aimed at more tolerant groups first.  
There is scope for further analysis of the data to understand the relationship between 
demographic and mental health knowledge, awareness and behaviours in further detail, as 
well as for international comparison.

2



BACKGROUND 
Stigmatising attitudes towards mental health are a 
barrier to individuals seeking help for their mental 
health problems, and to understanding the subject 
(Corrigan, 2014).  General public attitudes towards 
mental health and stigma in Hong Kong have not 
previously been comprehensively researched. 
 
In 2007, the Time to Change campaign was launched 
in the United Kingdom, with an aim to end 
discrimination around mental health.  Over the years 
that campaign has run, the UK has seen a 9.6% 
positive change in attitudes between 2007 and 2016 
(Henderson et al, 2016).  Mind HK is closely linked with 
Time to Change Global, as a member of the Global 
Anti-Stigma Alliance. 
 
The research was completed to understand current 
attitudes towards mental health within the Hong Kong 
population, as well as to provide a baseline to 
evaluate future anti-stigma campaigns within Hong 
Kong.  The research methodology was developed by 
Mind Hong Kong (Mind HK) and Hong Kong University 
(HKU), in partnership with Time to Change Global and 
King’s College London.  Time to Change UK and King’s 
College London have run a similar attitudes tracker in 
the United Kingdom since 1993 (Henderson and 
Thornicroft, 2009).

Positive change in 

attitudes toward mental 

health between 2007 and 

2016 in the UK

9.6%

3



METHODOLOGY 

Survey Overview and Methods
 
In order to be comparable against international standards, the study purposely 
employed the same measures as the UK Time to Change Survey. This is a large 
collaborative project from UK anti-stigma initiative Time to Change and King’s College 
London.  The ‘Attitudes to Mental Illness’ (Time to Change) survey has historically been 
administered by market research agency TNS, and data from this analysed by the 
Institute of Psychiatry, Psychology, and Neuroscience at King’s College London for 
Time to Change.
 
Outcome Measures
 
The survey consisted of three psychometric scales: the Mental Health Knowledge 
Schedule (MAKS), the Community Attitudes towards the Mentally Ill (CAMI), and the 
Reported and Intended Behaviour Scale (RIBS). These three scales were modified and 
translated/back-translated into Chinese by Mind HK and HKU in order to adapt to the 
Hong Kong context. All scales have been assessed for reliability and validity in English 
(Evans-Lacko et al, 2010; Link et al, 2004; Evans-Lacko et al, 2011).  An outline of the 
measures is provided below; details on these and the scoring methods used can be 
found in Appendix 1.
 

The MAKS:
A 12-item questionnaire designed to briefly assess knowledge of mental health. It has 
two sections, which encompass 12 items covering key areas of knowledge of mental 
health on aspects relating to stigma, such as help seeking, recognition, support, 
employment, treatment, and recovery; followed by the classification of various 
conditions as being or not being a mental illness. The MAKS has a possible scoring 
range of between 12 and 60.
 

The CAMI:
A questionnaire with 12 items that measure attitudes towards mental health and 
illness including social exclusion, benevolence, tolerance and support for community 
mental health care. The scale has a possible total score of 60. In addition, the CAMI 
can be broken down and scored according to 2 specific factors relating to attitude; 
these are: ‘Prejudice and Exclusion’ and ‘Tolerance and Support’. These 2 subscales 
are designed to measure how tolerant and inclusive the society is towards people 
with mental health problems.

Questionnaires:  
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In addition, the survey contained questions regarding individuals’ awareness of mental 
health services, campaigns and perceived level of workplace support. Demographic 
data including gender, age, marital status, ethnicity, highest educational attainment, 
occupation and job position, district, and time in Hong Kong were recorded.  
Proximity/familiarity to someone with a mental health problem was also logged.
 
Recruitment method
 
Telephone interviews were used to collect data and data collection was carried out 
by a team at HKU. Telephone interviewers were trained to deliver the scales, and 
were able to speak Cantonese, English and Mandarin to provide an option to 
participants. Interviews took between approximately 15 and 35 minutes.  Detailed 
recruitment methodology can be found in Appendix 2. 
 
Sample
 
Random sampling was applied to select participants in this survey.  When a 
household contained more than one adult eligible to complete the research, the next 
birthday rule was implemented. Individuals under the age of 18 and Foreign Domestic 
Workers were excluded from this research. The sample included a main sample 
component of 909 landline responses. In order to ensure that the sample was 
representative of a younger and working population who may not have been at home 
during the time of the phone call, the sample was boosted with 301 mobile phone 
responses to give a total of 1210 respondents.
 
Survey Method
 
A pilot study with 19 successfully completed interviews was carried out to test survey 
length, logic, wording and format of the questionnaire.  Amendments were made as 
necessary after this pilot, including removing two longer questions (additional 
information about job/career of main income provider that were deemed too lengthy), 
and rephrasing answer categories to allow more effective communication over the 
telephone. Main fieldwork was carried out between 27 August and 27 September 2018 
(excluding public holidays). The full questionnaire can be found in Appendix 3.  At the 
end of the questionnaire, participants were directed to the Mind HK website and given 
a contact email address, should they wish to seek advice on mental health matters, or 
to discuss the study with a member of the Mind HK team.

The RIBS:
A survey measuring community attitudes towards people with mental health problems 
both currently, and in their intended behaviour. It has 4 domains: living with, working 
with, living nearby and continuing a relationship with someone with a mental health 
problem. RIBS is scored out of a total of 20.
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STATISTICAL ANALYSIS

Weighting
 
To adjust for any potential selection biases, data was weighted according to 
population norms of gender and age at the end of 2017 (from Hong Kong Census and 
Statistics Department).
 
Analysis
 
All data analysis was carried out using SPSS Version 25.
 
MAKS, RIBS and CAMI scale items were analysed separately, determining the response 
frequencies and mean scores for each scale. Internal consistency using Cronbach’s 
alpha was calculated, and calculations to ascertain normal or non-normal distribution 
completed on each scale. 
 
Answers in the first two categories of ‘strongly agree/slightly agree’ have been 
combined, and percentages reported. This is to facilitate ease of interpretation and 
complies with the data analysis method utilised in the UK study. Each scale has an 
overall score and each individual item can also be analysed individually.
 
Subgroup analysis was then conducted on key sample characteristics to understand 
significant differences between selected sub-groups, on their total scores in selected 
components of the MAKS, RIBS, and CAMI scales.
 

Scales used for subgroup analysis:
To comply with the UK methodology, the MAKS was analysed in its two separate 
components (Part A: knowledge/belief statements around mental health, and Part B: 
knowledge about the classification of mental illnesses).
 
The CAMI was divided into its two factors, as per the UK methodology, and the 
Tolerance/Support and Prejudice/Exclusion factors were analysed separately.
Finally, the Intended Behaviour scale of the RIBS alone was analysed.
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The sub-groups further analysed were the key demographics of gender, age-group, 
and level of education. The sample did not contain sufficient numbers of non-Chinese 
individuals to complete analysis on ethnicity. Region and occupation were also 
recorded but not analysed further. In addition to these demographic factors, level of 
familiarity with a mental illness was analysed as a subgroup. This was simplified from 
the questionnaire information into a variable of ‘self’ (personal experience of own 
mental health problem), ‘other’ (know someone experiencing a mental health 
problem), and ‘none’ (do not know anyone experiencing a mental health problem).
 
Knowledge on how to seek help, and familiarity with mental health awareness/anti 
stigma campaigns were also included as questions in the survey, and are analysed 
further in this report.
 
Depending on the characteristics of the subgroup, including the skewness of the data, 
the appropriate statistical test was employed to understand differences. Parametric 
and non-parametric tests including Analysis of Variances, Mann Whitney tests, 
Kruskal-Wallis tests, and Chi-Squared tests were utilised to investigate significant 
differences in scores between subgroups. Post hoc tests (Multiple Chi-Square tests or 
Tukey’s tests) were completed to determine where significant differences between 
subgroups lay. All statistics were completed using the weighted data.
 
We have presented in this report the overall and subgroup analyses for all the scales 
and sub-scales noted.  We will continue to review and analyse the data with 
additional statistical analyses, such as regression modelling, to further explore trends 
and characteristics.

Statistical significance level:
In order to adjust for the number of statistical tests completed, we have assumed a 
stringent significance level of p<0.01. However, we have also noted statistically 
significant results at the P<0.05 for completeness.
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Sample Characteristics
 
The total sample consisted of 1210 
adults, aged 18 or above, who spoke 
Cantonese, English or Mandarin 
(Foreign Domestic Helpers were 
excluded from the sample as per 
standard practice).
 
The sample is representative of the 
Hong Kong population. The majority 
of respondents were of Chinese 
ethnicity (n=1193, 98.6%), with 28% 
aged over 60. Slightly more females 
participated (n=698, 55.2%) than males 
(n=512, 44.8%). The majority had 
attained secondary education or 
above (n=1030, 88.3%), and around 
half lived in the New Territories 
(n=620, 52.9%). The sample also 
contained a high number of working 
respondents (n=648, 59.6%). Around 
one third of the sample reported 
familiarity with mental illness, either 
from themselves or someone they 
knew (35.5%), with the rest having no 
familiarity.
 
The table in Appendix 4 provides a 
detailed breakdown of the 
demographics of the survey 
participants, showing unweighted 
numbers and weighted percentages, 
after weighting for population 
demographic characteristics.
 
Each of the scales in the research 
measured a different construct.  
We have therefore presented data  
for each scale/sub-scale by overall 
population, as well as by gender, 
age, education level, and level of 
familiarity with mental illness.

RESULTS 

Infographic 1: Key characteristics 
of data 

Regions: 

Gender:

Education:

Age:
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Mental health knowledge: What do people in Hong Kong know about mental 
health?
 
Knowledge of mental health was measured by the MAKS. The first sub-scale, 
covering statements about mental illness, had a mean total score of 23.0 (S.D. = 2.82).  
Over 90% of people strongly agreed/agreed that that psychotherapy can be an 
effective treatment for people with mental health problems (90.6%), whilst only 30.5% 
felt that most people with a mental health problem go to a healthcare professional to 
get help.

Figure 1: MAKS Part A 
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The second sub-scale, which recorded knowledge around common mental health 
disorders, had a mean total score of 22.0 (S.D. = 2.73).  Knowledge on conditions such 
as depression, schizophrenia and bipolar disorder was high, with correct 
classifications of 83%, 93% and 90% of the sample respectively. However, many 
people considered stress to be a type of mental illness (50%), and many also 
incorrectly classified drug addiction, suggesting a lack of awareness and 
understanding around mental illness.
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Mental health knowledge: How do subgroups differ on their levels of knowledge?
 
Statistical analysis was carried out on the total scores for both sections of the MAKS, 
in order to assess whether subgroups showed any differences in their levels of mental 
health knowledge.  Gender, age, level of education, and level of familiarity with 
mental illness were all compared  .
 
For the level of agreement that our sample showed about mental illness statements 
(MAKS Part A), we found no significant differences between any of the subgroups:
 
Age: F (4,1200) = 1.775, p = .131
Gender: t (1208) = -.548, p = .583
Education Level: F (2, 1196) = .377, p = .686
Familiarity with Mental Illness: F (2, 1204) = 2.144, p = .118
 
However, when respondents were asked to classify whether or not certain conditions 
were mental illnesses, significant differences were found in the agreement levels of 
respondents.  Older individuals tended to be less likely to agree that conditions 
constituted a mental illness than younger individuals, with similar levels of agreement 
found between the younger age groups (comprising individuals aged 18-49). 
Significant differences were seen between younger and older respondents (18-49 
groups, versus the over-50s  ).

Females were slightly more likely to classify conditions as a mental illness (both ‘true’ 
and ‘false’ responses) than males (scoring 22.18 versus 21.82).  As education levels 
increased, participants showed significantly higher tendencies to rate conditions as 
mental illness (increasing from scores of 19.89 for primary education to 21.75 for 
secondary, and 22.8 for tertiary levels of education and above) which has important 
implications for awareness raising about mental health.
 

1

2
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Interestingly, those who knew someone with mental illness were more likely to 
classify conditions as mental illness than both those who had no familiarity with 
mental illness, and those who had personal experience of their own mental health 
problems (22.45 versus 21.80 for those who did not know anyone and 20.8 in those 
who had personal experience).  One possible interpretation of this finding is that 
people with their own mental health problems may have lower indications of 
knowledge because they lack access to support and information, or the skills and 
resources to learn. There may also be self-stigma within this group.  This finding 
warrants further investigation.
 
Test statistics are shown below:
 
Age: H (4) = 115.9, p < 0.01
Gender: t (1208) = -2.308, p = .021
Education Level: H (2) = 142.9, p < 0.01
Familiarity with Mental Illness: H (2) = 22.2, p < 0.01
 

Attitudes to Mental Health: How tolerant are people in Hong Kong towards mental 
health problems?
 
Attitudes towards people with mental illness are measured by the Community 
Attitudes to Mental Illness (CAMI) scale. The mean total score on the CAMI was 43.2 
(S.D. = 5.40).
 
Results indicated that in Hong Kong, the majority of people expressed a need for 
increased tolerance and support, with 89% people agreeing that ‘we need to adopt a 
far more tolerant attitude towards people with mental illness in our society’.  The 
same number of people stated that ‘mental illness is just like any other illness’.  There 
was also high agreement that ‘virtually anyone can become mentally ill’ (87%).  Mean 
total score on the Tolerance/Support factor was 23.0 (S.D. = 3.09).
 
On the prejudice and exclusion factor questions, results were interesting. The mean 
total score for this factor was 20.13 (S.D. = 3.75).  On one hand, 60% agreed that there is 
‘something about people with mental illness that makes it easy to tell them apart’, and 
30% ‘would not want to live next door to someone who has been mentally ill’. 27% of 
people felt that it was ‘frightening to think of people with mental problems living in 
residential neighbourhoods’.  

1 Subgroup Analysis was conducted using Paired t-test or ANOVA if data was normally distributed, and Kruskal Willis if data 
was non normally distributed.  Where significant differences were discovered, post hoc tests were applied using Tukey’s test if 
normally distributed, and multiple Chi-Squared tests if non normally distributed.
 
2 A significant difference was also found between those aged 50-59 and those over 60, with over 60s showing lower levels of 
agreement.
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Table 3: CAMI
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Mental Health Attitudes: How do subgroups differ on their levels of Tolerance and 
Support, and Prejudice and Exclusion, towards mental health problems in Hong 
Kong?
 
Items from the CAMI questionnaire load onto two different factors: Tolerance and 
Support (T/S), and Prejudice and Exclusion (P/E).  Please note that due to the way 
that the CAMI is scored, higher scores on the P/E factor mean a more favourable 
attitude towards mental health. Gender, age, level of education, and level of 
familiarity with mental illness were all compared across both of these factors.
 
Prejudice and Exclusion in Hong Kong:
 
There were significant differences in the levels of prejudice and exclusion related 
attitudes, with older respondents tending to display more prejudiced attitudes than 
younger respondents.
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Men and women displayed similar levels of attitudes to one another.  More educated 
individuals had lower levels of prejudice, with those educated to a tertiary level or 
above (total score of 21.3) scoring significantly higher than those with secondary 
education (19.5). Both of these groups in turn scored significantly higher than those 
with primary education levels or below (18.0).
 
A person’s familiarity with mental illness also significantly impacted the level of 
prejudicial attitudes.  Individuals who knew someone with a mental health problem 
showed lower levels of prejudice than those who did not know anyone (with mean 
total scores of 20.6 versus 19.9).  However, there was no significant difference 
between these groups and those who experienced a mental illness themselves (mean 
total score 20.7). 

3
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Subgroup analysis statistics:
 
Age: H (4) = 97.7, p < 0.01
Gender: t (1208) = -.303, p = 0.762
Education Level: H (2) = 120.5, p < 0.01
Familiarity with Mental Illness: H (2) = 15.9, p < 0.01
 
 
Tolerance and Support in Hong Kong:
Analysis of this factor showed similar trends to the Prejudice/Exclusion factor.  Younger 
participants showed more favourable attitudes to mental illness than their older 
counterparts, with the largest difference in score between the very youngest participants 
(those aged 18-29 mean total score=23.77) and the very oldest (60+ mean total 
score=22.23).
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Gender was not a factor that impacted individuals’ attitudes. Education levels made a 
difference, with university or above educated participants displaying significantly 
higher levels of tolerance (23.38) than those with secondary education (22.96), and 
primary or below (22.02). 
 
There was a small difference in levels of tolerance according to participants’ 
familiarity with mental health, with those who had personal experience of mental 
health problems (23.59) and those who knew someone with mental illness (23.37) 
displaying more tolerant attitudes than those without any familiarity. Test statistics for 
these subgroup analyses can be found below: 
 
Age: H (4) = 34.4, p < 0.01
Gender: t (1208) = .110, p = .912
Education Level: H (2) = 20.7 p < 0.01
Familiarity with mental illness: H (2) = 6.9, p = 0.032
 
 
 
 
Mental Health Behaviours: How do people from Hong Kong behave towards 
individuals with mental health problems?
 
Mental health related behaviours were measured by the Reported and Intended 
Behaviour Scale (RIBS).
 
Scores on this scale were relatively high in Hong Kong, for example approximately 
half of the sample (53%) stated that they have, or have once had, a friend with a 
mental health problem. This was a different response rate from the question we used 
to identify familiarity with mental illness, which asked individuals to define ‘the closest 
person they knew with some kind of mental illness’; only 35.5% of respondents stated 
that they knew someone with a mental illness/had experienced a mental illness 
themselves. This suggests there may be a difference in understanding between how 
participants classify ‘mental illness’ and ‘mental health problem’, as well as showing 
the importance of the manner in which mental health is referred to in the Chinese 
script.
 
 
 
 
 
 
 
 
 

3 Subgroup Analysis was conducted using Paired t-test or ANOVA if data was normally distributed, and Kruskal Willis if 
data was non normally distributed.  Where significant differences were discovered, post hoc tests were applied using 
Tukey’s test if normally distributed, and multiple Chi-Squared tests if non normally distributed.
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Participants’ displayed a range of agreements in terms of their future behaviours.  The 
mean score for this index was 13.04 (S.D. = 3.86).  Under one third of respondents (29%) 
stated that they would live with someone with a mental health problem in the future. 
Almost two thirds (65%) felt that they would continue a relationship with a friend in the 
future, if they were to develop a mental health problem.
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Mental Health Behaviours: How do subgroups differ in the way that they intend to 
behave towards people experiencing mental health problems?
 
We concentrated only on the intended behaviours portion of the RIBS for this 
subgroup analysis, in order to mirror the UK study methodology.  Gender, age, level of 
education, and level of familiarity with mental illness were compared across 
participant’s levels of future intended behaviours .
 
The age of participants significantly impacted the likelihood that they would live, work 
or keep friendships with individuals with mental health problems in the future.  The 
youngest respondents we asked gave higher scores than all other groups, reporting 
higher levels of intended behaviours than all of their older counterparts.
 
 
 
 
 
 

Males and females showed similar levels (mean total score 13.1 for males and 13.0 
for females), echoing the pattern of the other scales analysed. 
 
A tertiary level of education was related to higher levels of future intended 
behaviours (mean total score 13.67), compared with those who had attained a 
secondary education (12.81).  Both were higher than those with primary education or 
below (11.59). 
 
Finally, knowing someone with a mental illness meant that individuals were more 
likely to interact in the future with someone experiencing a mental health problem, 
than those who did not have this level of familiarity. Statistical tests are shown 
below.
 
Age: H (4) = 61.7, p < 0.01
Gender: t (1079.6) = .608, p = .544
Education Level: H (2) = 36.4, p < 0.01
Familiarity with Mental Illness: H (2) = 23.7, p < 0.01
 
 
 
 
 

4 Subgroup Analysis was conducted using Paired t-test or ANOVA if data was normally distributed, and Kruskal 
Willis if data was non-normally distributed.  Where significant differences were discovered, post hoc tests were 
applied using Tukey’s test if normally distributed, and multiple Chi-Squared tests if non-normally distributed.

4
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How do mental health related knowledge, attitudes, and behaviours relate to one 
another?
 
Individuals with higher levels of mental health related knowledge also displayed more 
favourable attitudes, and higher levels of future intended behaviours.  As can be seen 
below, all sub-scales utilised were significantly correlated with one another.  This has 
important potential implications for future campaigns, as increasing levels on one 
scale may impact on the others.
 
 
 
 
 
 

How does awareness of mental health campaigns and places to seek help relate to 
our subgroups?
 
In order to understand what factors may impact our participants’ levels of mental 
health knowledge, attitudes and behaviours, we examined whether their scores on 
these scales were related to their awareness of mental health campaigns, or places 
where they could seek help for mental health problems.
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Knowledge of mental health campaigns was investigated by the question ‘Have you 
heard of any government/non-government campaigns in Hong Kong that raise 
awareness or try to reduce the stigma around mental health?’.  This free recognition 
question yielded moderate response rates, with 39% stating that they had heard of a 
campaign. 
 
However, when asked the name of the campaign, only 28% of those who had 
responded ‘yes’ gave an answer, whilst 72% were not able to give any further 
information.  497 responses were given by 465 individuals.  These were most likely to 
relate to media coverage (8.5% of total mentions), or NGOs (6.4% of total mentions).  
Only 11 individuals (2.2% of total mentions) named a recognised mental health 
awareness/anti stigma campaign. 
 
A full breakdown of the qualitative responses to this question can be found in 
Appendix 5. This suggests a low level of campaign awareness and recognition in Hong 
Kong.
 
Knowledge of where one could access help was investigated using the question 
‘Apart from hospitals, do you know about any organisations, charities, websites, or 
facilities in Hong Kong where people can get help with mental health?’.  39.6% of 
individuals felt they would know where else they may try, meaning that the majority 
were unaware of other services.
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To determine whether certain groups had better help seeking and campaign 
knowledge, subgroup analysis was conducted by age, gender, education level and 
familiarity with mental illness. 
 
Knowledge of a campaign was not significantly associated with these subgroups at a 0.01 
significance level.  However, two subgroups reached the 0.05% significance threshold.  
Females were more likely than men to have heard of campaigns (41.8% of females versus 
40.5% of males).  Individuals who possessed a higher level of education had heard of 
campaigns (41.5% of tertiary/degree holders) than those with primary education or below 
(28.8%).  The infographic below highlights key trends here.
 
Campaign Awareness Statistics:
 
Gender: X2 (1, N = 1209) = 5.561, p = 0.018
Age: X2 (4, N = 1206) =8.407, p = 0.078
Education Level: X2 (2, N = 1199) =7.596, p = 0.022
Familiarity with Mental Illness: X2 (2, N = 1207) =5.625, p = 0.06
 
In contrast, knowledge of where to gain help did show significant differences between 
subgroups. 
 
Females were more likely to know where to seek help than males (43.3% females, 
35.1% males), and older adults were much less likely to understand their options for 
mental health support (29.2% of over-60s stated that they knew how to access non-
hospital support, versus all other age-groups ranging between 41.3% and 46.5%).  
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A higher education level was significantly associated with finding help 
(university/tertiary level = 45.8, secondary = 37.4%, primary or below = 24.3%).  Finally, 
individuals who knew someone with a mental health problem had greater knowledge 
of were to gain help (46.9%) when compared to those who did not know anyone 
experiencing a mental health problem (35.8%), as well – surprisingly – as those who 
reported that they themselves experienced mental illness (35.7%).
 
Seeking Help Statistics:
 
Gender: X2 (1, N = 1210) = 8.429, p = 0.004
Age: (4, N = 1206) =22.67, p < 0.01
Education Level: X2 (2, N = 1199) =23.52, p < 0.01
Familiarity with Mental Illness: X2 (2, N = 1209) = 13.96, p = 0.001
 
 
 
 
 
 
 
 
 
 
 
 
Summary of Findings 
 
This research suggests that within Hong Kong, an individual’s knowledge about, 
attitudes towards, and intended future behaviours surrounding mental health are 
significantly associated with one another. 
 
Some of the statements within the scales used approached a ceiling effect, meaning 
that participants were generally scoring very highly on certain items and making 
differences between items harder to detect. These were often those considering 
beliefs in the equivalence of mental and physical health, and the potential of mental 
health problems to impact any individual. For example, CAMI statements 7 and 8: 
‘Mental illness is an illness like any other (89.1% agreement) and ‘Virtually anyone can 
become mentally ill’ (86.8% agreement). The mis-attribution by many of stress as a 
mental illness (50.1% - MAKS B Item 8), may further inflate the worries that individuals 
have about their own vulnerability to mental illness.
 
However, other items were relatively low scoring.  Only 41.5% of participants agreed 
that ‘people with mental health problems are far less of a danger than most people 
assume’ (CAMI Item 10).  Under half of respondents (46.7%) felt that ‘People with 
severe mental health problems can fully recover’ (MAKS A Item 5). 
 
 
 
 

CONCLUSIONS 
AND
LIMITATIONS
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Although most participants felt those who experience mental health problems should 
be more included in society (agreement was 74.4% with the statement that ‘the best 
therapy for many people with mental illness is to be part of a normal community’ – 
CAMI Item 9), they were relatively unwilling to engage closely with someone 
experiencing a mental health problem in the future, including living with someone 
(28.9% agreement – RIBS Item 5), or even living nearby someone (40.5% agreement – 
RIBS Item 7).
 
The data therefore suggests a perception that once someone does experience a 
mental health problem, they are different and that it is difficult to recover, and thus to 
be included in society.  Although intentions may be relatively positive, intended 
behaviours were less so. It may also suggest a perception that although people feel 
society should be more tolerant towards people with mental health problems in 
general, people are less willing to perceive this as their own, personal responsibility.
 
Respondents who are younger, have higher levels of education, and know someone 
with a mental health problem tend to shower more positive scores across all 
domains.  The fact that social contact (familiarity with mental illness) seems to 
improve scores is consistent with the UK’s Time to Change campaign’s findings that 
social contact with individuals with mental health problems is the single biggest route 
to destigmatisation (Evans-Lacko et al, 2012; Henderson et al, 2016).  These subgroups 
were also associated with higher levels of awareness in where one could reach help 
for mental health problems. 
 
Relatively low levels of participants felt that ‘most people with a mental health problem go 
to a healthcare professional for help’ (MAKS B, Item 12, 30.5% agreement), highlighting a 
need for better signposting to services and potentially suggesting a strong stigma 
component.  We did not, however, find any differences between genders. Mental health 
campaign recall was very low, with only 0.9% of the total sample positively identifying a 
campaign or similar element, and no subgroups much more or less likely to state that they 
remembered any mental health related campaign (whether correctly or incorrectly).  This 
suggests that there is need to improve public recognition and understanding of targeted 
mental health campaigns.
 
 
Limitations
 
Although this study was conducted using robust methodology, in consultation with UK 
partners who have previously conducted comparable research, there are limitations.  The 
method of data collection may have resulted in some bias, due to demand characteristics 
whereby the interviewee attempted to give more favourable attitudes to the interviewer 
(Bowling, 2005).  This is limited by the method of data collection, as phone interviews have 
been shown to create less bias than other methods.  The assurance of anonymity and 
introduction given to the participant was also designed to limit this effect as far as possible 
and the questionnaires have been shown to be reliable and valid.  Although translation and 
back-translation were carried out, there may have been qualitative differences in the way 
that the question was asked in Mandarin and Cantonese, such as the word 
‘illness/problem’. This will be clarified in future research.  
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The sampling method (random sampling) was not stratified, therefore weighting was 
necessary to ensure that the sample adhered to population norms.  The large sample 
size (n = 1210) minimizes the amount of weighting needed. 
 
Although our analysis allows us to see relationships between variables, no 
directionality has been determined.  Further analysis (outlined below) will be 
necessary to understand this picture more fully. It was also not possible to carry out 
sub-group analysis within a non-Chinese population and by socio-demographic 
status. Future research should investigate these areas.
 
 
 
 
 
The significant differences between these subgroups and their levels of knowledge, 
attitudes, and behaviours, are likely to be inter-related. Regression analysis using age, 
gender, education level, and familiarity with mental illness will be carried out to 
examine the extent to which these variables account for and predict scores on each of 
the scales.  Examining further the manner in which mental health problems are 
referred to is also crucial; notably the difference in response patterns when questions 
referred to ‘mental health problems’ versus ‘mental illness’ warrants further 
investigation.  
 
Comparison with the UK and other countries’ national level research will allow us to 
understand where Hong Kong sits compared with these other societies.  This will 
allow Hong Kong to learn from what has worked well in other situations, to apply a 
maximally effective mental health awareness/anti-stigma campaign which is 
grounded both in global best practice, and in the local context.  Future research on 
this will follow.
 
The differences in familiarity with mental illness response rates (whereby individuals 
who experienced mental health problems themselves scored lower than those who 
knew someone with a mental health problem) is interesting.  It may be that lower 
levels of knowledge and social capital (De Silva et al, 2005) render those with a 
diagnosed mental health problem less able to access help and resources around 
mental health, which would allow them to improve their knowledge.  Self-stigma is 
likely to also play a part in this. Other global research has considered the impact of 
mental health attitudes and stigma specifically on those who experience mental 
health problems and engage in services.  This could be a useful next step to 
understanding the experiences of these individuals, as well as tracking changes to 
experiences of stigma over time.
 
The fact that many participants (60.4%) were not aware of facilities, outside of 
hospitals, to help with mental health problems is indicative of a lack of awareness of 
additional sources of help and support within the community.
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Designing a campaign based on the evidence
 
The low recall rates of mental health campaigns suggest that more targeted messaging 
is needed to permeate individuals’ awareness and recall.  Based on learnings from the 
UK Time to Change campaign, this can be done in two ways.
 
Firstly, regarding general public awareness levels.  This report suggests that leveraging 
on social contact is likely to have a positive impact on attitudes and behaviours 
(Corrigan, 2001; Evans-Lacko et al, 2012).  Our findings showed that individuals who 
knew someone with a mental health problem had more favourable responses to the 
research.  Adverts, newspaper articles, and other forms of media coverage are prime 
platforms to include everyday, relatable individuals, and influencers talking about their 
own mental health problems, an effective way of catalysing this effect.
 
This research found that respondents had relatively limited, prejudiced attitudes 
towards how an individual with mental health problems may act/behave, as well as 
some limited knowledge as to what constituted a mental illness.  Any initial materials 
released which capitalise on social contact effects should seek to dispel 
misconceptions around mental health symptoms and behaviours.  Simple statistics 
around mental health problems are also likely to appeal in this market.
 
The comparatively strong agreement levels seen in this research towards statements, 
that equate mental health and physical health, may be utilised in general awareness 
campaigns which link mental and physical health together.  Mind HK recently ran a 
successful ‘Move it for Mental Health’ campaign (Mind HK, 2019) which applied this 
principle to good effect.  However, messaging must be considered carefully given that 
international evidence suggests that comparing mental health to physical illness may 
increase stigmatising attitudes.
 
Secondly, launching targeted campaigns for selected groups of individuals will be an 
important element to any campaign. Alongside attempting to shift whole-population 
attitudes towards mental health, this report suggests that there are certain subgroups 
that we may see stronger shifts within. The UK campaign has seen success in targeting 
subgroups who hold lower levels of consciously stigmatising beliefs, and who therefore 
will change faster.  Targeting this group (known as ‘subconscious stigmatisers’) acts to 
increase pressure on the wider population, thus shifting population norms (Baker and 
Loughran, 2017).  
 
This research shows that in Hong Kong, younger individuals, and those with a higher 
level of education, are likely to fulfil this ‘subconscious stigmatiser’ category. These 
groups and individuals could be targeted specifically, as part of any overall campaign 
strategy. Encouragingly, 89% of individuals believed that we needed to ‘adopt a far 
more tolerant approach to mental illness in our society’ (CAMI item 3), highlighting that 
there is appetite for change, and a well-constructed campaign should be well-received. 
Given the low levels of campaign awareness and confusion as to what constitutes a 
campaign, it is vital that strong, clear messaging is utilised going forwards.  Conflicting 
messages may cause further uncertainty in individuals' beliefs around mental health 
and mental health problems, further perpetuating stigma.
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Appendix 1: Details of Measures Utilised
 
The survey consisted of three psychometric scales: Mental Health Knowledge Schedule 
(MAKS), Reported and Intended Behaviour Scale (RIBS) and Community Attitudes towards the 
Mentally Ill (CAMI). These three scales were modified and translated/back-translated into 
Chinese by Mind HK and HKU in order to adapt to the Hong Kong context.
 
Mental Health Knowledge Schedule (MAKS)
 
Mental health-related knowledge was measured by the MAKS.  The MAKS is a 12-item 
questionnaire (Evans-Lacko et al, 2010).  Items 1 to 6 covered the stigma-related mental 
health knowledge of individuals in areas including help seeking, recognition, support, 
employment, treatment, and recovery, whereas items 7 to 12 inquired about classification of 
various conditions as mental illness.   The MAKS has a possible scoring range of between 12 
and 60.  Items were rated from 1 (strong disagreement) and 5 (strong agreement).  ‘Don’t 
Know’ was coded as neutral, and given a score of 3.
 
Community Attitudes towards the Mentally Ill (CAMI) Scale and its Factor Analysis
 
Questions 21 to 32 were 12 items taken from the CAMI.  Items refer to attitudes about social 
exclusion, benevolence, tolerance and support  for community mental health care and were 
rated from 1 (strong disagreement)  to 5 (strong agreement).  ‘Don’t Know’ was coded as 
neutral, and given a score of 3.  The total score is calculated so that higher CAMI scores 
indicate fewer stigmatising attitudes.  As per the Time to Change UK research, the total scale 
was also divided into two factors: ‘Prejudice and Exclusion’ (P/E) and ‘Tolerance and Support’ 
(T/S) experienced by the people with mental illnesses from the community (Link et al, 2004). 
These two themes assisted in finding out whether the current society tends to socially 
exclude, or if they are negatively biased towards people with mental illness, or whether the 
community is more tolerant and supportive to such individuals. Higher scores on both factors 
indicate more positive, less prejudicial/excluding attitudes. The CAMI has a possible scoring 
range of between 12 and 60.
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Reported and Intended Behaviour Scale (RIBS)
 
Question 13 to 20 of the survey were made up of the RIBS, measuring the community’s 
current and future behaviour towards individuals experiencing a mental health problem in 
four domains: living with, working with, living nearby, and continuing a relationship with 
someone with a mental health problem (Evans-Lacko et al, 2011).  The section for reported 
behaviour gave individuals the option to answer ‘yes’ or ‘no’ to four statements about their 
current behaviour.  Items were scored as ‘yes (1) or ‘no’ (0). The second section, covering 
intended behaviour, was taken to be analysed for this report.  RIBS intended behaviour has a 
possible scoring range of between 4 and 20.  Items were rated from 1 (strongly unwilling) and 
5 (strong willing).  As per the protocol in the UK analysis of this report, ‘Don’t Know’ was coded 
as neutral, and assigned a score of 3.
 
Awareness of mental health services, familiarity with mental health, workplace support, 
and demographic data
 
The survey also consisted of questions regarding the individual’s awareness about mental 
health services and campaigns (asking whether they were aware of services other than 
hospitals that could be accessed to help with mental health problems, and whether the 
participant was aware of any government or non-government campaigns around improving 
mental health attitudes and stigma).  Level of workplace support received by participants was 
recorded.  The survey then recorded participants’ demographic characteristics: their gender, 
age, marital status, ethnicity, highest educational attainment, occupation and job position, 
district, and time in Hong Kong.  Proximity/familiarity to someone with a mental health 
problem was also recorded, and coded for analysis into three response categories in 
conjunction with the Time to Change UK methodology (self, other, none).
 
 
 
 
Appendix 2: Details of Methodology
 
All telephone interviews were completed between 4:00 p.m. and 10:30 p.m. on weekdays by 
Hong Kong University’s Social Science Research Unit. Interviewers were trained to conduct 
the research in any of three languages (Cantonese, English and Mandarin), as preferred by the 
respondent. All telephone interviews were conducted utilising Computer Assisted Telephone 
Interview (CATI) technology.  When a household contained more than one adult eligible to 
complete the research and present when the interviewer called, the next birthday rule was 
implemented.  Individuals under the age of 18 and Foreign Domestic Workers were excluded 
from research.
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Appendix 3: Questionnaire Items
 
 
 
精神健康知識表 Mental Health Knowledge Schedule (MAKS)
 
MAKS PART 1
 
Q1. ⼤多數有精神健康問題嘅⼈都希望有⼀份有收⼊的⼯作。
Q1. Most people with mental health problems want to have paid employment.
 
Q2.如果我朋友有精神健康問題，我應該知道俾咩建議去搵專業幫助。
Q2. If a friend had a mental health problem, I know how to advise them to get professional 
help.
 
Q3. 藥物可有效治療精神健康問題。
Q3. Medication can be an effective treatment for people with mental health problems.
 
Q4. ⼼理治療或輔導都可以有效地治療精神健康嘅問題  
Q4. Psychotherapy (e.g. counselling or talking therapy) can be an effective treatment for 
people with mental health problems
 
Q5. 即使患有嚴重精神健康問題， 都可以完全康復
Q5. People with severe mental health problems can fully recover.
 
Q6. ⼤多數有精神健康問題嘅⼈都會去尋求專業⼈⼠嘅幫助
Q6. Most people with mental health problems go to a healthcare professional to get help.
 
MAKS PART 2
 
Q7. 抑鬱症
Q7. Depression
 
Q8. 壓⼒
Q8. Stress
 
Q9. 精神分裂症
Q9. Schizophrenia
 
Q10. 躁狂抑鬱症
Q10. Bipolar disorder (manic depression)
 
Q11. 吸毒
Q11. Drug addiction
 
Q12. 哀傷
Q12. Grief
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CAMI 12 item社會對精神病患者的態度 (Community Attitudes towards the Mentally Ill)
 
CAMI - Prejudice/Exclusion Factor
 
Q21. 缺乏⾃律同意志⼒係精神病嘅⼀個主要成因  
Q21. One of the main causes of mental illness is a lack of self-discipline and will-power
 
Q22. 某啲特徵令我地容易從普通⼈中分辨精神病患者  
Q22. There is something about people with mental illness that makes it easy to tell them apart 
from people without mental illness
 
Q24. 精神病患者唔值得我地嘅同情  
Q24. People with mental illness don’t deserve our sympathy
 
Q25. 我唔想住喺精神病患者嘅隔離  
Q25. I would not want to live next door to someone who has been mentally ill
 
Q26. ⼀諗到有受精神問題困擾嘅⼈住喺住宅區當中會令我感到好害怕
Q26. It is frightening to think of people with mental problems living in residential 
neighbourhoods
 
Q31. 受精神問題困擾嘅⼈唔應該被賦予任何責任同職責  
Q31. People with mental health problems should not be given any responsibility
 
 
CAMI - Tolerance/Support for Community Care Factor
 
Q23. 我地需要對精神病患者採取更寬容嘅態度  
Q23. We need to adopt a far more tolerant attitude toward people with mental illness in our 
society
 
Q27. 同其他病⼀樣，精神病都係⼀種疾病  
Q27. Mental illness is an illness like any other
 
Q28. 實質上任何⼈都可能患上精神病  
Q28. Virtually anyone can become mentally ill
 
Q29. 治療精神病嘅最佳⽅法係成為正常社群嘅⼀份⼦  
Q29. The best therapy for many people with mental illness is to be part of a normal 
community
 
Q30. 受精神問題困擾嘅⼈⽐⼤部份⼈想像中構成更少威脅  
Q30. People with mental health problems are far less of a danger than most people assume
 
Q32. ⼤多數曾經喺精神病院就診嘅婦⼥可以信任為保姆  
Q32. Most women who were once patients in a mental hospital can be trusted as babysitters
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RIBS (Reported and Intended Behaviour Scale)
 
RIBS – Reported Behaviour items
 
Q13. 你⽽家或者有冇曾經同有精神健康問題嘅⼈同住?
Q13. Are you currently living with, or have you ever lived with, someone with a mental health 
problem?
 
Q14. 你⽽家或者有冇曾經同有精神健康問題嘅⼈⼯作?
Q14. Are you currently working with, or have you ever worked with, someone with a mental 
health problem?
 
Q15. 你⽽家或者有冇曾經有鄰居係有精神健康問題嘅呢?
Q15. Do you currently have, or have you ever had, a neighbour with a mental health problem?
 
Q16. 你⽽家或者有冇曾經有朋友係有精神健康問題嘅呢?
Q16. Do you currently have, or have you ever had, a close friend with a mental health 
problem?
 
RIBS – Intended Behaviour items
 
Q17. 我願意將來同有精神健康問題嘅⼈同住。
Q17. In the future, I would be willing to live with someone with a mental health problem.
 
Q18. 我願意將來同有精神健康問題嘅⼈⼀同⼯作。
Q18. In the future, I would be willing to work with someone with a mental health problem.
 
Q19. 我願意將來同有精神健康問題嘅⼈做鄰居。
Q19. In the future, I would be willing to live nearby someone with a mental health problem.
 
Q20. 我願意將來同有精神健康問題嘅⼈做朋友。
Q20. In the future, I would be willing to continue a relationship with a friend who 
developed a mental health problem.
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Additional Questions
 
Q33. 除左醫院之外，你知唔知道⾹港有冇邊啲組織，慈善機構，網站或者設施可以提供俾⼈獲得精
神健康⽅⾯嘅幫助俾⼈？

Q33. Apart from hospitals, do you know about any organisations, charities, websites, or 
facilities in Hong Kong where people can get help with mental health?
 
Q34. 你有冇聽過⾹港有任何由政府或者⾮政府團體舉辦有關提升市⺠對精神健康嘅認知或者嘗試去
減低對精神健康所帶來嘅污名同標籤嘅活動？

Q34. Have you heard of any government/non-government campaigns in Hong Kong that raise 
awareness or try to reduce the stigma around mental health?
 
Q35. 你有冇現時或者曾經被診斷過有精神健康嘅問題？
Q35. Do you currently have, or have you ever had, a diagnosed mental health problem?
 
Q35a. 如果你唔介意，可唔可以同我分享你嘅診斷結果
Q35a. If you are comfortable, please share the diagnosis
 
Q36. 請問同你最親近嘅⼈當中，有冇邊位曾經或現時患有某種精神疾病？
Q36. Who is the person closest to you who has or has had some kind of mental illness?
 
Q37. 你⼯作嘅場所有冇提供任何機制⽀援有精神健康需要嘅⼈？
Q37. Does your workplace offer any programs of support for people with mental health 
needs?
 
Q38. 訪問員記錄被訪者的性別
Q38. Record the respondent’s gender
 
Q39. 請問你幾多歲呢?
Q39. What is your age?
 
Q40. 請問你嘅婚姻狀況係？
Q40. What is your marital status?
 
Q41. 請問你係邊個種族嘅⼈⼠?
Q41. What is your ethnic background?
 
Q42. 請問你最⾼嘅教育程度係？
Q42. What is your highest educational attainment?
 
Q43. 請問你嘅職業係？
Q43. What is your occupation?
 
Q44. 請問你嘅⼯作職位係
Q44. What is your job position?
 
Q45. 請問你依家住喺邊區？
Q45. Which district do you live in?
 
Q46. 請問你喺⾹港居住左幾耐時間
Q46. How long have you lived in Hong Kong?
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Appendix 4: Detailed Demographics
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Appendix 5: Campaign Awareness and Responses
NB: Responses are from those who initially said ‘yes’ to campaign awareness (n=465 of the 
total sample, who mentioned 497 different mental health related answers).
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