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Abstract.
Background: Despite the increasing amount of research on dementia stigma, there is a dearth of cross-national studies
conducted on this subject. This is surprising since the experience of stigma is closely associated to socio-cultural aspects.
Objective: The present study intended to expand knowledge about the impact of culture on dementia stigma by comparing
the level and correlates of stigmatic beliefs about dementia among the general public in Israel and Australia.
Methods: A cross-sectional study using an online survey was conducted with two age-matched samples: 447 adults in Israel
and 290 adults in Australia.
Results: Overall, dementia stigma was moderate in both countries. However, the level of dementia stigma was significantly
higher in Australia than in Israel. Lower levels of subjective knowledge and higher levels of ageism were associated with
increased levels of stigmatic beliefs in both countries. Gender was a significant correlate of dementia stigma, with male
participants reporting higher levels of public stigma than women, although this gender difference was mainly driven by the
Australian sample.
Conclusion: Our findings indicate that providing knowledge and decreasing ageist attitudes should be key considerations
in dementia awareness and stigma reduction campaigns despite the cultural context. In addition, developing gender-specific
messages should be considered as a way of improving the effects of such campaigns.
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INTRODUCTION

Dementia-related stigma has been given increased
policy and research attention over the past decade as
a result of rapid growth in the aging population [1]
and a rise in the number of people living with dem-
entia. Dementia-related public stigma has been
defined as the cognitive, emotional, and discrimi-
natory attributions endorsed by the general public
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toward people with dementia. It was found to be
associated with deleterious consequences such as
decreased help-seeking, and discrimination in the
allocation of resources in the health, welfare, and
legal systems which might lead to improper care to
people with dementia [2–4]. Consequently, National
Dementia Strategy programs worldwide have defined
decreasing dementia stigmatic beliefs among the gen-
eral public as a core goal [5]. A rising number of
researchers from various countries have examined the
level and correlates of these beliefs among laypersons
in their societies [2, 3].

Overall, as concluded in a recent review [4], stud-
ies on dementia stigma among the general public
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have found the levels of stigmatic attitudes to be
moderate [6–9]. Where stigma exists, people with
dementia are perceived as unpredictable and diffi-
cult to communicate with [10] and as having negative
aesthetics attributes [11–13]. In terms of emotional
reactions, studies on dementia stigma among lay
persons showed that people with dementia elicit
feelings of shame and fear [7, 8, 14–16], but also
positive feelings of pity and willingness to help
[12, 17]. Furthermore, the most common discrim-
inatory behaviors reported by the general public
included social distancing, discrimination in relation
to employment and health insurance [11, 12], and
the belief that persons with dementia should be insti-
tutionalized [18]. As for the factors associated with
dementia stigma, lower education, belonging to a
minority group, and familiarity with a person with
dementia were consistently associated with lower lev-
els of stigmatizing attitudes [7, 9, 18–23].

Despite this impressive amount of research on
dementia stigma, there is a dearth of cross-national
studies conducted on this subject [3]. This is surpris-
ing since comparative studies in the area of mental
illness have demonstrated that stigmatic beliefs are
shaped by cultural factors [24]. Moreover, per-
ceptions of dementia are socially constructed and
influenced by socio-cultural and political contexts
[25]. Yet, to the best of our knowledge, only two
studies have compared dementia stigma among the
general public in different countries. One study was
conducted among older adults, aged 65 and over,
attending primary care services in the United King-
dom and the United States. Results indicated that
participants from the United Kingdom reported hig-
her dementia stigma scores than older adults from the
United States [26]. Another study, conducted among
college students in Greece and Israel, found higher
levels of dementia stigma among Israeli students than
among Greek students [13]. Interestingly, however,
while a higher level of familiarity with dementia was
associated with higher levels of stigma held by older
people, dementia stigma was associated with lower
levels of familiarity among college students. Given
the paucity and inconsistent findings of these cross-
national studies, we intended to expand knowledge
about the impact of culture on dementia stigma by
comparing the level and correlates of stigmatic beliefs
about dementia among the general public in Israel and
Australia.

Both Israel and Australia are multicultural socie-
ties, intricately composed of various groups of immi-
grants and indigenous populations. Demographically,

compared to Australia, Israel is a younger country.
Data from the World Bank [27] shows that 12% of
the population in Israel is aged 65 and above, com-
pared to 16% in Australia. Accordingly, in terms of
the prevalence of dementia, there are 10 and 14 peo-
ple per 1000 people living with dementia in Israel and
Australia, respectively [28]. Since these numbers are
expected to increase in future years, both countries
have initiated national strategic programs to improve
the quality of life and care provided to people liv-
ing with dementia and their caregivers, to reduce the
risk of dementia, and to increase awareness about
the disease [29, 30]. Culturally, Australia is highly
individualistic, whereas Israel is only moderately so,
according to Hofstede’s ranking of countries [31].
Since the level of individualism in a culture has been
found to be associated with lower levels of stigma
in the area of mental illness [32], we hypothesized
that dementia stigma will be higher in Israel than in
Australia.

Furthermore, this study examined knowledge
about dementia, ageism, and familiarity with demen-
tia as factors contributing to dementia stigma. First,
higher levels of knowledge about the disease have
been reported to be associated with lower levels
of stigmatic attitudes [33–35]. Second, the stigma
associated with old age was found to reinforce
dementia stigma, reflecting a phenomenon called
“double stigma” [36]. Finally, while for many years
having more familiarity with persons with a disease
was hypothesized as being associated with decreased
stigma [37], lately, the direction of this association is
controversial for both mental illnesses [38], and for
dementia stigma [13, 26]. Based on this literature, we
hypothesized that higher levels of dementia knowl-
edge and lower levels of ageism, will be significantly
associated with lower levels of dementia stigma.
Based on the inconsistent findings about the rela-
tionship between familiarity and dementia stigma, no
hypothesis was proposed for this association.

METHODS

Design and procedure

A cross-sectional, online survey was conducted
with two age-matched samples (447 adults in Israel
and 290 adults in Australia), using a similarly struc-
tured survey. Inclusion criteria included being at least
18 years old, and literate in the language of the
questionnaire. There were no further inclusion or
exclusion criteria.
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Israeli participants were recruited from a compre-
hensive internet panel through a major Israeli internet
panel company (PValue), which maintains panels of
potential participants for the entire Israeli population.
All active and potentially eligible panelists according
to the study requirements were identified by the com-
pany by a special matrix. Potential respondents were
invited to participate in the online survey for a lim-
ited period (June 20 to June 24, 2018). Once quotas by
gender, age, and region were reached for each param-
eter, the survey was closed. For the Australian sample,
a similar approach was taken. A web address for the
online survey was distributed to a nationally repre-
sentative sample by the survey company, Qualtrics.
Anyone who was 18 years or older who was regis-
tered to be in the Qualtrics participant pool was able
to participate in this online survey. Quotas were set
up to match the census distribution on age and gen-
der. The data were collected from June 15 to June 19,
2018.

Instruments

Stigma toward dementia
Similar to previous studies [39], stigma toward

dementia was examined using nine items assessing
the cognitive, emotional, and behavioral aspects of
public stigma. Example items included: “People with
dementia should be put into a nursing home”, “I am
afraid of people with dementia”, and “I will try to
keep distance from people with dementia”. All of the
items were rated on a 9-point Likert-type scale, rang-
ing from “strongly disagree” (1) to “strongly agree”
(9). An overall index was calculated by averaging 6
out of the 9 items. This index provided the best inter-
nal reliability in both samples (Cronbach alpha = 0.64
and 0.76 for Israel and Australia, respectively).

Subjective knowledge about dementia
Similar to Werner and colleagues [40], participants

were asked to report how much they think they know
about dementia on a 5-point Likert-type scale, rang-
ing from “not much at all” (1) to “very much” (5).

Ageism
This was assessed by using the 18-item Hebrew

version of the Fraboni Scale of Ageism [41] among
the Israeli sample and the original 20-item scale
[42] among the Australian sample. Twelve common
items were found between the two versions of the

questionnaires and used in the analyses in the current
study. Example items included “I don’t like it when
old people try to make conversation with me”, “Old
people should find friends their own age”, “Many old
people are stingy and hoard their money and pos-
sessions”. Participants rated each item on a 4-point
Likert-type scale, ranging from “strongly disagree”
(1) to “strongly agree” (4). Moderate internal reli-
ability was found for these items in both countries
(Cronbach’s alphas = 0.68 in the Israeli sample and
0.63 in the Australian sample). Thus, an overall index
of the mean score of the ageism items was calcu-
lated, with high scores demonstrating higher levels
of ageism.

Familiarity with dementia
Similar to Werner and colleagues [40], familiarity

with dementia was assessed by asking participants
whether or not they knew someone with Alzheimer’s
disease.

Background information
This included information about the participants’

gender (male/female), age, and ethnicity, i.e., major-
ity (Jewish for Israel and British and European for
Australia) or minority (Arabs for Israel and all other
ethnic groups for Australia).

Statistical analyses

A comparison of the characteristics of the Israeli
and Australian samples, as well as of the main study
variables, was conducted using independent samples
t-tests and chi-square tests. To examine the asso-
ciations between the study variables and dementia
stigma in the total sample, a multiple linear regression
was conducted. At the first step, background variables
that were related with dementia stigma were entered
as control variables (gender, ethnicity, and familiarity
with dementia). At the second step, subjective knowl-
edge of dementia, and ageism were entered. At the
third step, the country variable was entered. Finally,
at the fourth step, interactions between country and
each of the independent variables were entered in a
stepwise manner. All continuous variables were stan-
dardized.

Ethical considerations

The study’s protocol was approved by the Ethics
Committee of the University of Haifa and the Aus-
tralian National University.
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Table 1
Descriptive statistics of socio-demographic and study variables

Israeli sample Australian sample Comparison
(n = 447) (n = 290)

Socio-demographic characteristics
Gender (% Female) 50.1 50.2 χ2

(1) = 0.01, p > 0.05
Age 42.48 (13.10)a 43.67 (14.21)b t(1,581) = –1.15, p > 0.05
Ethnicity (% Majority) 77.9 83.9 χ2

(1) = 4.04, p < 0.05
Study variables
Familiarity with someone 52.1 36.6 χ2

(1) = 16.84, p < 0.001
with dementia (% yes)

Mean (SD) subjective knowledge 3.17 (0.92) 2.57 (0.89) t(1,716) = 8.75, p < 0.001
of dementia (range: 1–5)

Mean (SD) ageismc 2.05 (0.38) 1.85 (0.42) t(1,587) = 6.33, p < 0.001
Mean (SD) dementia stigmad 2.44 (1.14) 3.04 (1.26) t(1,578) = –6.42, p < 0.001

aRange: 24–70. bRange: 18–69. cMean range: 1–4. dMean range: 1–9.

RESULTS

Participants’ socio-demographic characteristics

As can be observed in Table 1, the sample included
447 participants from Israel and 290 participants
from Australia. Among Israeli participants, 49.9%
were male and 50.1% female, and among Australians,
49.8% were male and 50.2% were female. The mean
age in the Israeli sample was not significantly differ-
ent than in the Australian sample. A larger proportion
of the Australian sample reported themselves to be
part of an ethnic majority (83.9%) than the Israeli
sample (77.9%), indicating that the Israeli sample had
more participants who defined themselves as belong-
ing to ethnic minorities.

Comparison between Israeli and Australian
samples in study variables

A comparison between the Israeli and Australian
age-matched samples (Table 1) showed several dif-
ferences between the countries in the study’s main
variables. First, regarding dementia stigma and based
on bivariate analyses, Israeli participants reported

statistically significant (p < 0.001) lower levels of
stigma toward dementia in comparison with Aus-
tralian participants in the overall index. Second, the
Israeli sample reported having statistically significant
(p < 0.001) greater perceived knowledge regarding
dementia and higher levels of ageism (p < 0.001),
compared to the Australian sample. Finally, a larger
percentage of the Israeli sample reported being famil-
iar with someone with dementia compared to the
Australian sample (p < 0.001).

Associations of dementia stigma with
independent variables in the total sample

Dementia stigma was higher among males (M =
2.81, SD = 1.27) than females (M = 2.56, SD = 1.17)
(t(708) = 2.75, p = 0.006), and among minority par-
ticipants (M = 2.92, SD = 1.38) than majority ones
(M = 2.63, SD = 1.18) (t(188.37) = 2.20, p = 0.029).
Further, it was higher among those not familiar with
someone with dementia (M = 2.82, SD = 1.29) than
among those familiar with someone with demen-
tia (M = 2.53, SD = 1.13) (t(708.04) = 3.21, p = 0.001).
However, it was not significantly associated with par-
ticipants’ age (r = –0.06, p = 0.094).

Table 2
Multiple regression analysis for dementia stigma and its association with background and predictor variables in the total sample1 (n = 693)

Independent variables Model 1 Model 2 Model 3 Model 4

Gender (male) 0.10∗∗ (0.02, 0.17) 0.03 (–0.03, 0.10) 0.03 (–0.03, 0.09) 0.03 (–0.03, 0.09)
Ethnicity (majority) –0.09∗ (–0.16, –0.01) –0.06 (–0.13, 0.01) –0.06 (–0.13, 0.01) –0.06 (–0.13, 0.01)
Familiarity with dementia –0.11∗∗ (–0.18, –0.04) –0.03 (–0.11, 0.04) –0.01 (–0.08, 0.05) –0.01 (–0.08, 0.05)
Subjective knowledge –0.20∗∗∗ (–0.28, –0.13) –0.11∗∗ (–0.18, –0.04) –0.11∗∗ (–0.18, –0.04)

about dementia
Ageism 0.39∗∗∗ (0.32, 0.46) 0.46∗∗∗ (0.40, 0.53) 0.45∗∗∗ (0.39, 0.52)
Country (Israel) –0.32∗∗∗ (–0.39, –0.25) –0.32∗∗∗ (–0.39, –0.25)
Country X gender –0.10∗∗ (–0.16, –0.03)
Cumulated R2 0.03∗∗∗ 0.20∗∗∗ 0.29∗∗∗ 0.30∗∗∗

1Numbers in the table are standardized coefficients ∗∗∗p < 0.001 ∗∗p < 0.01 ∗p < 0.05.
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Table 2 displays the results for the multiple regres-
sion. As can be observed, while gender, ethnicity,
and familiarity with dementia were statistically sig-
nificant in the first step of the analysis, their effects
disappeared in the second step. After controlling
for gender, ethnicity, and familiarity with dementia,
the variables entered in the second step (subjective
knowledge about dementia and ageism) were signifi-
cantly associated with dementia stigma and increased
the explained variance in dementia stigma by 17%.
When the country of residence was included in the
model (step 3), R2 increased by 9% (from 20% to
29%); the interaction effect added another 1% to the
explained variance in step 4. That is, lower levels of
subjective knowledge about dementia, and increased
ageism, were significantly associated with increased
dementia stigma.

Only one interaction term was found significant:
that between country and gender. As it involves two
dichotomous variables, it was interpreted with an ana-
lysis of covariance and estimated marginal means.
The analysis revealed that while Australian men
had a higher dementia stigma mean (M = 3.35,
SE = 0.09) than Australian women (M = 2.98, SE =
0.09) (F(1,685) = 8.51, p = 0.004, η2 = 0.012), the gen-
der difference was not significant within the
Israeli sample (Israeli men: M = 2.30, SE = 0.07,
Israeli women: M = 2.42, SE = 0.07, F(1,685) = 1.36,
p = 0.244, η2 = 0.002) (Fig. 1). That is, Australian
men had the highest dementia stigma mean, which
in part explains the higher stigma mean in the Aus-
tralian sample compared to the Israeli sample. These
results should be interpreted with caution due to the
low effect sizes.

It should be noted that splitting the regression
analysis between the two countries has revealed
identical results. Significant factors in the Israeli

Fig. 1. Dementia stigma by country and gender.

sub-sample were subjective knowledge about demen-
tia (� = –0.13, p = 0.006), and ageism (� = 0.41, p <
0.001), while significant factors in the Australian
sub-sample were subjective knowledge about dem-
entia (� = –0.13, p = 0.013), ageism (� = 0.49,
p < 0.001), and gender (� = 0.13, p = 0.014).

DISCUSSION

Since the experience of stigma is closely associ-
ated to societal aspects, abundant research tries to
understand the origins and process of mental ill-
ness stigma using cross-national designs [43]. In
the area of dementia, however, there is significantly
less research comparing stigmatic attributions toward
persons with the disease across countries and cul-
tures. The current study set out to expand this limited
knowledge by examining dementia stigma and its cor-
relates as reported by the general public in Israel and
Australia.

Overall, levels of dementia stigma were moderate
in both countries—a mean of 2.4 and 3.0 in Israel
and Australia respectively, within scores ranging 1
through 9. This is in line with the World Alzheimer
Report [45] showing that people in developed coun-
tries have relatively low levels of dementia stigma.
Although consistent with previous studies conducted
in various countries (see Werner and her colleagues
[4]), it would be helpful to understand the roots of
these findings. One possible explanation at the indi-
vidual level are the low levels of responsibility and
negative emotions consistently attributed to a person
living with dementia [7, 12, 45].

Another explanation, however, might stem from
the characteristics of the countries rather than from
the stigmatic beliefs of their citizens. Both Israel and
Australia are Western countries characterized by con-
cern toward people with dementia. This concern is
reflected in the implementation of strategic national
plans on dementia [46], and by the availability of care
frameworks for persons with the disease and their
family members [47, 48].

Finally, we cannot rule out methodological expla-
nations for these findings. First, the use of an overall
index averaging cognitive, emotional, and behav-
ioral aspects of stigma might have influenced the
level of stigma found in both countries. Indeed,
studies using individual items to assess stigmatic
beliefs have shown higher levels of stigma in Israel
[18], as well as in Australia [15]. Second, simi-
lar to other cross-national studies using self-report
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measures [49], response biases in general and social
desirability in particular might have affected partici-
pants’ responses.

Regarding our first hypothesis, contrary to our
expectations, the level of dementia stigma was sig-
nificantly higher in Australia than in Israel. This
finding is identical to the one reported in our pre-
vious cross-national study, in which contrary to our
hypothesis higher levels of stigma were found in
the more individualistic country—Israel—than in the
less individualistic one—Greece [13]. Several expla-
nations might be provided for this finding. First,
the ranking of both countries in the individualistic-
collectivistic dimension was reported in 2008 and no
data are available since. However, Israel is becoming
a more individualistic and even capitalistic society
[50]. Moreover, lately the individualism-collectivism
division to explain differences among cultures is
being criticized as assuming too much homogene-
ity and same-mindedness as characterizing different
cultures [51, 52]. Thus, Israel and Australia, being
two Western cultures, might be more similar in their
cultural values than hypothesized, which might be
reflected in the levels of public stigma.

Second, the statistically significant difference
found in the level of stigma reported by the general
public in both countries, might be a consequence of
the characteristics of the samples rather than a reflec-
tion of stigmatic beliefs. The Australian sample being
less familiar with people with dementia, and having
lower subjective dementia knowledge, may lead to
higher levels of dementia stigma among Australians.
Indeed, our findings show that the level of stigma was
affected by the interaction of gender and country, with
Australian men reporting the higher level of stigma.
Previous Australian research has also suggested that
dementia-related stigma is specific to gender where
being male was significantly associated with higher
levels of dementia stigma [53].

In terms of the determinants of dementia stigma,
lower levels of subjective knowledge and higher lev-
els of ageism were, as hypothesized, associated with
increased levels of stigmatic beliefs in both countries.
These findings add to the existent literature in various
aspects. Firstly, regarding knowledge, the findings
demonstrate that stigma is associated not only with
what people actually know (i.e., objective knowl-
edge) [34], but also with what they think they know.
This suggests that interventions aimed at decreas-
ing stigmatic beliefs regarding dementia should not
be limited to the provision of factual knowledge,
but also to increasing participants’ confidence in the

knowledge they have on the matter. Secondly, regard-
ing ageism, our findings support empirically the
conceptually established association between ageism
and dementia stigma [3, 36], underscoring the need to
invest effort in changing the attitudes towards elderly
persons in general, as an antecedent to stigmatic
beliefs toward persons with dementia. Thirdly, in this
study, familiarity with a person with dementia was
not significantly associated with stigmatic beliefs.
Indeed, as previously stated, findings about the asso-
ciation of this variable with mental illness stigma
are inconsistent. Moreover, it has been recently sug-
gested that this might be a U-shaped relationship
rather than a linear one [38]. Future studies should
examine empirically this relationship in the area of
dementia stigma.

Finally, gender was a significant determinant of
dementia stigma in our study, with male participants
reporting higher levels of public stigma than women,
although this gender difference was mainly driven
by the Australian sample. This is an important find-
ing as studies examining gender differences in public
stigma toward mental illnesses have shown incon-
sistent results, with some studies reporting higher
levels of stigma in males, others in females, and oth-
ers no gender differences [54]. Our results might be
the result of females’ general tendency to higher lev-
els of empathy [54], or to the fact that females assume
traditionally the role of the main informal caregiver
of persons with dementia [55].

Before discussing the implications of this study,
we have to acknowledge several limitations. First, the
use of a cross-sectional design limits our capability to
draw causal conclusions. Second, we used structured
validated measures; however, we still relied on self-
reported data. Although this limitation might result
in an increased social desirability bias, we believe
the anonymity of the survey safeguarded the trust-
worthiness of the reports. Third, given the age of
the samples, we cannot disregard the results being
affected by their cognitive status or unconscious
beliefs towards people with AD, i.e., implicit bias.
Fourth, future studies should examine relationships
with other important socio-demographic variables
such as education and income level. Finally, the use
of qualitative methods could have helped deepen our
understanding of the differences in stigmatic attribu-
tions about dementia between the two countries.

Despite these limitations, this study enhances the
understanding of dementia stigma on several levels.
First, conceptually, our findings provide support to
previous quantitative studies showing, contrary to
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qualitative and anecdotal data, that dementia stigma is
relatively low among the general public. While quan-
titative studies in the area of mental-health stigma
show similar results [56], there is need to expand the
efforts to understand these patterns, while examining
the appropriateness of current conceptualizations of
stigma in the area of dementia. Second, since health
providers are not only part of the general public but
also are affected by its attitudes and beliefs, expand-
ing knowledge in this area might lead to an early
diagnosis of the condition and to better care. Third, in
regard to interventions for reducing dementia stigma
among the general public, our findings indicate that
providing knowledge, and decreasing ageist attitudes
should be key considerations in dementia awareness
and stigma reduction campaigns. Moreover, special
attention should be paid to the gender of the target
population, and consideration given to developing
gender-specific messages as a way of improving the
effects of the intervention. Finally, there is need to
expand comparative, cross-national research among
culturally and socially similar and dissimilar coun-
tries in order to better guide public health efforts to
reduce dementia stigma.
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