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Abstract
Objective  Continuing stigma towards mental health 
problems means that many individuals—especially men—
will first present in crisis, with emergency services often 
the first point of call. Given this situation, the aims of this 
paper were to assess paramedics’ ability to recognise, 
and their attitudes towards, males with clinically defined 
depression and psychosis with and without comorbid 
alcohol and other drug (AOD) problems.
Methods  A cross-sectional national online survey of 
1230 paramedics throughout Australia. The survey was 
based on four vignettes: depression with suicidal thoughts, 
depression with suicidal thoughts and comorbid alcohol 
problems, and psychosis with and without comorbid AOD 
problems.
Results  Just under half of respondents recognised 
depression, but this decreased markedly to one-fifth 
when comorbid AOD problems were added to the 
vignette. In contrast, almost 90% recognised psychosis, 
but this decreased to just under 60% when comorbid 
AOD problems were added. Respondents were more 
likely to hold stigmatising attitudes towards people in the 
vignettes with depression and psychosis when comorbid 
AOD problems were present. Respondents endorsed 
questionnaire items assessing perceived social stigma 
more strongly than personal stigma. Desire for social 
distance was greater in vignettes focusing on psychosis 
with and without comorbid AOD problems than depression 
with and without comorbid AOD problems.
Conclusions  Paramedics need a well-crafted 
multicomponent response which involves cultural change 
within their organisations and more education to improve 
their recognition of, and attitudes towards, clients with 
mental health and AOD problems. Education should focus 
on the recognition and care of people with specific mental 
disorders rather than on mental disorders in general. It is 
essential that education also focuses on understanding 
and caring for people with AOD problems. Educational 
interventions should focus on aligning beliefs about public 
perceptions with personal beliefs about people with mental 
disorders and AOD problems.

Introduction 
People with mental health and alcohol and 
other drug (AOD) problems experience 
high levels of stigma. Stigma refers to nega-
tive attitudes towards people with these prob-
lems, and comprises negative stereotypes, 
prejudices and discriminatory behaviour.1 
Stigma is experienced commonly by people 
with mental health conditions,1–3 including 
depression,4 5 and AOD problems.6 However, 
the level of stigma experienced varies, and 
while there has been some conflicting reports 
of reduced stigmatisation towards people with 
depression over recent years, there has been 
little change in community attitudes towards 
those with psychosis and AOD misuse.7 8 
Mental health problems that involve psychosis 
are stigmatised more so than non-psychosis 
related mental health problems.9 As well, 
AOD misuse is more highly stigmatised than 
mental health conditions. A systematic review 
of stigma in 17 population studies concluded 
that, in comparison with other substance-un-
related mental disorders, individuals with 
alcohol-dependence are especially stig-
matised including being blamed for their 

Strengths and limitations of this study

►► The study contained a national sample of para-
medics, and respondents completed the survey 
anonymously.

►► A limitation is the cross-sectional, self-report nature 
of the data.

►► Another limitation is that, because there was no 
observable component to the study, it is unclear if 
attitudes towards the individuals depicted in the 
vignettes were translated into paramedics’ routine 
practice when caring for people with these issues.

http://bmjopen.bmj.com/
http://dx.doi.org/10.1136/bmjopen-2018-023860
http://dx.doi.org/10.1136/bmjopen-2018-023860
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http://crossmark.crossref.org/dialog/?doi=10.1136/bmjopen-2018-023860&domain=pdf&date_stamp=2018-11-04
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predicament, are more likely to provoke social rejection 
and experience discrimination.6 Moreover, people expe-
riencing mental health and/or AOD problems are often 
perceived as ‘blameworthy’, ‘dangerous’, ‘unpredict-
able’, ‘weak-willed’ and ‘morally compromised’, when 
compared with people experiencing physical health 
problems.9 10 Men with mental health issues are particu-
larly viewed as ‘dangerous’, with participants in a general 
population survey of mental health attitudes reporting a 
desire for greater social distance from men with mental 
health problems.9 Furthermore, people in recovery 
encounter similar levels of stigma to people with current 
problems, indicating general pessimism about people’s 
ability to change and recover.11 

A major implication of stigma is it can act as a help-
seeking barrier,2 11 especially in men where help-seeking 
is already low.12 13 Given this situation, when men do seek 
help it is important they receive the right support, and the 
support should not reinforce stigma. For men, activities 
associated with help-seeking, such as relying on others, 
admitting a need for help, and recognising or labelling 
an emotional problem, also conflict with the messages 
they receive about the importance of self-reliance, phys-
ical toughness and emotional control.12 14 Consequently, 
when men do present for help, it is most often for an 
acute physical illness or crisis, rather than mental health 
or chronic conditions as the primary complaint.15 16 
Given their limited contact with health professionals, it is 
important that when men do make contact, their mental 
health needs are appropriately identified, and early, 
targeted interventions are applied.15

Paramedics are well placed to identify and respond to 
clients with mental health and/or AOD problems, partic-
ularly as their role increasingly involves providing emer-
gency mental healthcare.17 18 Indeed, recent evidence 
suggests that a significant proportion of their workload 
involves transporting clients with difficult and complex 
issues involving mental health, AOD and/or self-harm.19 
In Australia, 1-in-520 21 to 1-in-1022 ambulance presenta-
tions involve clients with these conditions. Similar expe-
riences with these client groups have been reported 
in the USA,23 UK,24 Canada25 and Russia.26 Tradition-
ally, however, the training paramedics receive focuses 
primarily on life-threatening emergencies, trauma and 
resuscitation.18 Inadequate mental health and/or AOD 
training can undermine their competence and willing-
ness to care for clients with these problems.17 27–30

Studies exploring health professionals’ attitudes 
towards people with mental health and/or AOD prob-
lems have illustrated differences in levels of stigma-
tising attitudes between these disciplines. For instance, 
one study has shown that general practitioners (GPs) 
hold more stigmatising attitudes than psychologists and 
psychiatrists.31 Reavley et al31 suggested that high levels of 
work pressure and low levels of training and awareness 
in relation to mental health are potential reasons for the 
stigmatising attitudes reported by GPs in this study. High 
work pressures and limited mental health training have 

been identified in relation to paramedics,29 32 and so 
following Reavley et al’s31 suggestions, one might expect 
that paramedics hold stigmatising attitudes similar to 
GPs. However, limited research has been conducted into 
paramedics’ attitudes, although some studies of under-
graduate paramedics show differing attitudes towards 
clients with mental health and AOD problems. One 
study explored the attitudes of undergraduate students 
in health science disciplines, including paramedicine, 
and found that students had strong regard for clients 
with intellectual disabilities and moderate regard for 
those with acute mental health problems, but much 
more negative attitudes towards clients with AOD prob-
lems.33 It is unclear, however, if these attitudes persist 
when students enter the paramedic workforce, further 
highlighting the need to examine paramedics’ attitudes 
towards clients with mental health and/or AOD prob-
lems. The aims of this paper were to assess paramedics’ 
ability to recognise, and their attitudes towards, clients 
with clinically defined depression and psychosis with and 
without comorbid AOD problems. Given existing litera-
ture on stigma and health professionals, we anticipated 
that the attitudes would be potentially worse towards 
clients with psychosis than those with depression, and 
these would be even worse towards those with comorbid 
alcohol/drug problems.

Methods
Study design
An online, cross-sectional survey, which took approxi-
mately 15 min to complete, was promoted to paramedics 
across Australia between April and November 2016. The 
survey formed part of a larger study which also included 
qualitative interviews with paramedics.

Sample and recruitment
All paramedics employed in ambulance services in six of 
the eight Australian states and territories were invited to 
participate in the study. Recruitment occurred though 
multiple communication channels, including emails, 
e-newsletters and bulletins from each participating ambu-
lance service, as well as promotion through Paramedics 
Australasia’s newsletter and website.

The first page of the online survey contained informa-
tion about the study and what participation involved. It 
also stated that completion of the survey was interpreted 
as consent.

Patient and public involvement
Neither patients nor public were involved in the devel-
opment of the research question, study design, outcome 
measures, recruitment to and conduct of the study. The 
results of the study will be disseminated to participants 
through lectures presented by the investigators and to 
ambulance service representatives.
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Instruments
The Scales to Assess Mental Health Literacy (SAMHL)34 
were used to assess mental health literacy and attitudes 
towards people with mental health and substance use 
problems. The Scales contained four, slightly modified 
vignettes: depression with suicidal thoughts (depres-
sion vignette), depression with suicidal thoughts and 
alcohol problems (depression and AOD vignette), 
psychosis (psychosis vignette) psychosis and illicit drug 
use (psychosis and AOD vignette). The vignettes were 
based on the diagnostic criteria of the Diagnostic and 
Statistical Manual of Mental Disorders, Fourth Edition35 
and the ICD-10 Classification of Mental and Behavioural 
Disorders: Clinical Descriptions and Diagnostic Guidelines,36 
and have been used extensively to assess mental health 
literacy in the general Australian community, as well as 
other first responder groups that regularly encounter 
clients with mental illness in the course of their work.9 37 
Each vignette was followed by the same 20 items about 
the respondent’s own attitudes towards the person in the 
vignette (personal stigma) (n=9) and the respondent’s 
beliefs about others’ attitudes towards the person in the 
vignette (perceived social stigma) (n=9), plus two items 
about what was wrong with the person in the vignette 
(free-text response) and frequency of professional contact 
with clients with this issue (close-ended).37 The 18 items 
are rated on a five-point Likert scale, from 1 (strongly 
agree) to 5 (strongly disagree). Consistent with previous 
work,38 survey respondents were assigned randomly to 
one of the two vignettes relating to depression and one 
of the two vignettes relating to psychosis. In addition, 
each respondent responded to at least one scenario that 
involved alcohol or drugs to enable us to compare how 
paramedics’ attitudes towards clients with mental health 
presentations may have differed when alcohol and drugs 
were involved. The internal reliability of the SAMHL has 
been ascertained previously. The Cronbach’s alpha in 
the present study was 0.83 for the depression vignette, 
0.80 for the depression with AOD vignette, 0.76 for the 
psychosis vignette, and 0.82 for the psychosis with AOD 
vignette.

The Social Distance Scale (SDS)39 was used to assess 
willingness to have contact with the person depicted in 
the vignette. The scale contains five items rated on a 
five-point Likert scale, from 1 (strongly disagree) to 5 
(strongly agree), with higher scores indicative of higher 
level of stigma. The internal reliability of the SDS has 
been established previously. The Cronbach’s alpha in 
this study was 0.81 for the depression vignette, 0.82 for 
the depression with AOD vignette, 0.85 for the psychosis 
vignette and 0.85 for the psychosis with AOD vignette.

Statistical analysis
Analyses were conducted using Stata for Windows, 
V.13.1.  (StataCorp,  2013) To determine the proportion 
of respondents correctly identifying the mental disorder 
portrayed in each vignette, open-text responses to the 
‘recognition’ question were coded by one of the authors 

(NF) into categories for analysis. Similar to the approach 
used in studies using the same vignette approach,32 a 
response was considered correct if it mentioned the exact 
term of the condition in the vignette (eg, ‘psychosis’), 
a synonym or slight variant on that term (eg, ‘psychotic 
episode’ or ‘schizophrenia’, etc). A different author (MS) 
checked the coding independently and confirmed that 
coding decisions were accurate. Data were then analysed 
by calculating percent frequencies and their 95% CIs. For 
each item on the SDS, we calculated the proportion of 
respondents either agreeing or strongly agreeing with 
each statement, using the Fisher’s Exact Test to investi-
gate whether there was any significant difference in the 
proportion of respondents either agreeing or strongly 
agreeing to each statement in the vignette that featured 
comorbid AOD problems as compared with the vignette 
without comorbid AOD problems.

Results
A total of 1230 paramedics completed the survey (equiva-
lent to approximately 7.3% of the ambulance officer and 
paramedic workforce of 16 80040; however, 77 (0.06%) 
of these did not provide answers beyond starting the 
survey. As such, the following results are based on the 
1152 who continued with the survey. The sample size was 
approximately representative of the overall workforces 
in New South Wales, Northern Territory, Queensland, 
Tasmania, Victoria, in terms of age, years of experi-
ence and professional designation. However, in light of 
the smaller sample sizes from Australian Capital Terri-
tory, South Australia and Western Australia, no claims 
are made about representativeness to their workforces. 
Two-thirds were male (n=761; 66.2%), and respondents 
had an average age of 41 years. Just over 40% had a 
bachelor-level qualification (n=498, 43.6%) and were 
employed as a general care paramedic (n=491, 42.8%). 
Respondents had been employed as a paramedic for 
an average of 13 years. Once randomised to one of the 
four vignette conditions, respondents indicated whether 
they had daily or weekly contact with a patient experi-
encing similar symptoms to the vignette scenario. Just 
over two-thirds of respondents indicated they had daily 
or weekly contact, in the course of their employment, 
with clients experiencing comorbid depression and AOD 
problems (68.2%), followed by depression without AOD 
problems (67.2%), while less than half had daily or weekly 
contact with clients with psychosis with comorbid AOD 
problems (44.2%), and psychosis without AOD prob-
lems (40.8%). Around half of those who responded had 
received little or no prequalification or ongoing profes-
sional education and training about caring for clients 
with depression or psychosis, while a quarter to a third 
had received little or no education about AOD problems 
such as intoxication with alcohol and/or drugs (table 1). 
Rates of missing data were low for all variables, ranging 
from 0% to 3% and with all but one variable below 1%. 
Given the large sample, it was considered unlikely that 
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Table 1  Sociodemographic and employment characteristics

Characteristic Mean SD

Age (years) (n=1145) 41.0 10.9

Duration of employment as paramedic (n=1118) 13.3 9.8

n %

Sex (n=1151) 

 � Male 761 66.1

 � Female 389 33.8

 � Unknown/other 1 0.1

Aboriginal or Torres Strait Islander (n=1150) 

 � Yes 27 2.3

 � No 1123 97.7

State of employment (n=1150) 

 � Australian Capital Territory 1 0.1

 � New South Wales 413 35.9

 � Northern Territory 36 3.1

 � Queensland 361 31.4

 � South Australia 51 4.4

 � Tasmania 57 5.0

 � Victoria 229 19.9

 � Western Australia 2 0.2

Geographical location of employment (n=1151) 

 � Metropolitan 548 47.6

 � Regional 312 27.1

 � Rural 256 22.2

 � Remote 35 3.0

Paramedic role (n=1148) 

 � General care paramedic 491 42.8

 � Paramedic manager 177 15.4

 � Intensive care paramedic 162 14.1

 � Other 112 9.8

 � Extended care paramedic 91 7.9

 � Ambulance officer 63 5.5

 � Graduate intern 35 3.0

 � Flight paramedic 11 0.9

 � Retrieval paramedic 2 0.2

 � First responder 2 0.2

 � Patient transport attendant 2 0.2

Frequency of daily or weekly contact with client group 
(n=519) 

 � Depression with AOD problems 354 68.2

 � Depression without AOD problems 344 67.2

 � Psychosis with AOD problems 214 44.2

 � Psychosis without AOD problems 194 40.8

Extent to which prequalification education and training 
addressed assessment and management of clients who 
are: 

None/little,
% (n)

Moderately/great extent, % 
(n)

 � Depressed or have low mood 54.6 (672) 22.1 (271)

Continued
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this degree of missing data would contribute to bias in 
the data.41

Recognition
Of the 505 respondents randomised to the depression 
without comorbid AOD problems vignette, around 
one-half (48.5%) mentioned correctly ‘depression’ and 
either ‘suicidal ideation’, ‘suicidal thoughts’, ‘self-harm’ 
or ‘suicide’. Of the 516 respondents randomised to the 
depression with comorbid AOD problems vignette, 
one-fifth (20.3%) mentioned correctly depression, 
suicidal ideation and/or behaviour, and either ‘alcohol 
problems’, ‘problematic alcohol use’, ‘alcoholism’, ‘prob-
lematic drinking’ or ‘substance misuse’ (table 2).

Of the 469 respondents randomised to the psychosis 
without comorbid AOD problems vignette, most (87.6%) 
mentioned correctly either ‘schizophrenia’, ‘delusions’, 
‘hallucinations’, ‘paranoia’, ‘psychosis’ or ‘psychotic 
episode’. Of the 475 respondents randomised to the 
psychosis with comorbid AOD problems vignette, over 
one-half (58.3%) mentioned correctly ‘psychosis’ and 
either ‘cannabis’, ‘drugs’, ‘drug induced psychosis’ or 
‘substance misuse’ (table 2).

Personal stigma
Respondents were asked to indicate the extent to which 
they agreed with several statements concerning common 
stigmatising attitudes towards people with depression and 
psychosis with and without comorbid AOD problems. 
Respondents were most likely to either agree or strongly 
agree with the statement that people with psychosis and 
AOD problems are more unpredictable than those with 
psychosis only (table 3).

For the depression vignettes, respondents were signifi-
cantly more likely to endorse the statement relating to an 
unwillingness to employ someone with a mental health 
problem where the vignette featured comorbid AOD 
problems (table 3). For the psychosis vignettes, respon-
dents were significantly more likely to endorse statements 
relating to personal weakness, dangerousness, unpredict-
ability, employability and an unwillingness to vote for a 
politician experiencing mental illness where the vignette 
featured comorbid AOD problems (table 3).

Perceived social stigma by others
Respondents were asked to indicate the extent to which 
they believed others would agree with these same nine 
statements. For the depression vignettes, respondents 
were significantly more likely to believe that others would 
endorse the statement relating to an unwillingness to 
employ someone with a mental health problem where the 
vignette featured comorbid AOD problems (table 4). For 
the psychosis vignettes, respondents were significantly 
more likely to believe that others would endorse state-
ments relating to being able to ‘snap out of it’, personal 
weakness, whether the problem was a real medical illness, 
avoidance, employability and unwillingness to vote for 
a politician where the vignette featured comorbid AOD 
problems (table 4).

Social distance
Respondents were asked if they would be willing to 
spend time with someone experiencing depression and 

Table 2  Recognition of problems described in the vignettes

Vignette

Correct 
recognition, % 
(95% CI) Total, n

Depression 48.5 (44.2 to 52.9) 505

Depression with comorbid 
AOD

20.3 (17.1 to 24.0) 516

Psychosis 87.6 (84.3 to 90.3) 469

Psychosis with comorbid 
AOD

58.3 (53.8 to 62.7) 475

AOD, alcohol and other drug.

Characteristic Mean SD

Age (years) (n=1145) 41.0 10.9

Duration of employment as paramedic (n=1118) 13.3 9.8

n %

 � Paranoid and/or hallucinating 49.1 (604) 27.5 (339)

 � Intoxicated with alcohol and/or drugs 25.3 (312) 51.3 (631)

Extent to which ongoing professional education and  
training addressed assessment and management of clients 
who are: 

 � Depressed or have low mood 51.8 (637) 24.8 (305)

 � Paranoid and/or hallucinating 48.7 (599) 27.9 (343)

 � Intoxicated with alcohol and/or drugs 32.5 (400) 44.1 (542)

AOD, alcohol and other drug.

Table 1  Continued 
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psychosis with and without comorbid AOD problems 
across a range of different scenarios. Respondents were 
significantly more likely to state that they were probably 
or definitely unwilling to spend time with someone expe-
riencing depression with comorbid AOD problems across 
each of the scenarios, compared with depression alone. 
Similarly, they were significantly more likely to be prob-
ably or definitely unwilling to spend time with someone 
experiencing psychosis with comorbid AOD problems 
across all but one of the scenarios (unwilling to move 
next door to), compared with psychosis alone (table 5).

Discussion
This paper presents the findings of a national study of 
paramedics’ recognition of, personal and perceived 
social stigma towards, and desire for social distance from, 
people described in the following vignettes: depression 
and psychosis with and without comorbid AOD problems. 
The findings show that, in the course of their employ-
ment, respondents reported more frequent contact with 
clients experiencing depression with and without AOD 
problems than with those experiencing psychosis with 
and without AOD problems. Nevertheless, at least 40% 
reported daily or weekly contact with the latter client 
group. This difference may be attributable, in part, 
to a much lower 12 month and lifetime prevalence of 
psychosis than depression,42 and this is reflected in the 
number of these clients being transported to emergency 
departments by paramedics.20

Recognition
Regarding recognition of clients with these diagnoses, 
just under half of respondents were able to recognise 
depression, but this decreased markedly to one-fifth when 
comorbid AOD problems were added to the vignette. In 
contrast, almost 90% of respondents were able to recog-
nise psychosis; however, this decreased to just under 60% 
when comorbid AOD problems were added. A lower 
proportion of our respondents recognised depression 
compared with a national survey of the general popula-
tion in Australia (48.5% vs 86%).9 Interestingly however, 
we found respondents were much better than the general 
population at recognising psychosis (87.6% vs 31.9%).9 A 
possible explanation for the differences between recog-
nition of depression and psychosis (with and without 
AOD problems) in our study is that paramedics are more 
likely to have frequent contact with people with psychosis 
(a low prevalence disorder) than the general popula-
tion. In comparison with psychosis, depression is more 
common in the general population and has been the 
focus of numerous public health and health promotion 
campaigns. Another explanation is that psychosis is more 
likely to be regarded as an acute presentation, which is 
treated within a more medical-like model of care (eg, 
treatment of acute behavioural disturbance), and this 
aligns more closely with paramedic’s general practice. In 
contrast, depression per se is less likely to be recognised Ta
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because it is viewed as a primary health issue rather than 
an emergency requiring paramedic care and, there-
fore, is undervalued in assessment and training frame-
works. Furthermore, apart from severe depression and/
or suicide attempt, the symptoms of depression may be 
more subtle and less likely to be detected by paramedics.

Personal and perceived stigma
Concerning personal stigma, the findings show that our 
respondents were more likely to hold stigmatising atti-
tudes towards people in the vignettes with depression and 
those with psychosis when comorbid AOD problems were 
present. This suggests that AOD problems were particu-
larly stigmatising. It is noteworthy that the proportion of 
respondents either agreeing or strongly agreeing to many 
of the personal stigma items was lower than the general 
population for most items, including ‘snap out of it’, ‘sign 
of personal weakness’, ‘problem is not real medical illness’ 
and ‘avoidance of the person’.43 However, there were 
differences to the general population too, with a greater 
proportion of our respondents reporting dangerousness 
for both psychosis vignettes, not employing a person with 
the problem for both psychosis vignettes, and not voting 
for a politician with psychosis and comorbid AOD prob-
lems (but not for psychosis only).43 Almost universally, the 
proportion of our respondents endorsing each statement 
was worse for the comorbid AOD vignettes, which may 
reflect the fact that AOD problems are often more highly 
stigmatised than mental health problems in society.44 In 
addition, context may have influenced these responses, as 
the potential for AOD-related violence and unpredictable 
behaviour is a prominent concern of paramedics45 46 (and 
clinicians in emergency departments).47

In relation to perceived social stigma by others, overall, 
similar proportions of respondents endorsed the attitu-
dinal statements for depression with or without comorbid 
AOD problems. However, a significantly greater propor-
tion would not employ someone with depression and 
comorbid AOD problems compared with a person with 
depression only. For the psychosis vignettes, there were 
significant differences between respondents in several 
statements (‘snap out of it’, personal weakness, whether 
the problem was a real medical illness, avoidance and 
employability), when the person highlighted in the 
vignette had comorbid AOD problems. This indicates that 
psychosis with AOD problems was perceived by others as 
especially stigmatising. This may be attributable, in part, 
to the success of public health campaigns to normalise 
depression and people with depression (that it’s okay and 
common and it’s not your fault). In contrast, long-held 
associations between AOD problems (in particular) and 
harms to others, violence and loss of control have largely 
been unchallenged by public health advocates, and are 
actively drawn on in public health, media campaigns 
and the film industry to reinforce stigma.48 There is also 
a link between schizophrenia, comorbid AOD problems 
and risk of violence. A systematic review and meta-regres-
sion analysis of 110 studies, for risk factors for violence 

in psychosis (mostly schizophrenia), concluded that, for 
example, recent substance misuse and a history of crim-
inal history were significant risk factors for violence.49 
Furthermore, and within the context of paramedic atten-
dance, these clinicians are called on predominantly when 
the problem is often at an acute stage and the person is at 
risk of harming themselves or others.

Overall, similar to others studies assessing stigmatising 
attitudes,43 50 the respondents in our study endorsed the 
questionnaire items assessing perceived social stigma 
more highly than personal stigma. A social desirability 
effect51 may have influenced this finding; however, the 
fact that the survey was conducted online suggests this 
may not fully explain the large difference in responses. 
Another explanation for this difference is that increased 
awareness of community stigma may have resulted in an 
over-estimation of such beliefs in respondents.43

Social distance
With regard to social distance, respondents reported 
that they were probably or definitely unwilling to spend 
time with a person with depression and someone with 
psychosis across most or all scenarios when comorbid 
AOD problems also existed. Additionally, the desire for 
social distance was greater in the vignettes focusing on 
psychosis with and without comorbid AOD problems 
compared with depression with and without comorbid 
AOD problems. These findings suggest that desire for 
social distance was greater in responses to the psychosis 
vignettes compared with the depression vignettes possibly 
because of the perceived higher level of dangerousness 
and unpredictability in people with psychosis compared 
with depression.10 43 52 Lack of education about mental 
health and AOD problems can also reinforce this percep-
tion and may have implications for willingness to deal 
with people with these issues.17 27–30

Strengths of this study are it contained a national 
sample of paramedics, and the respondents completed 
the survey anonymously. Study limitations include the 
cross-sectional, self-report nature of the data, including 
the possibility that responses may have been influenced 
by a social desirability bias, and practice intentions were 
not assessed. In addition, as a convenience sample, the 
responses may not be generalisable. However, the find-
ings provide an important insight into this representa-
tive sample (approximately 7.3% of the workforce40) of 
paramedic respondents’ recognition of, and attitudes 
towards, people with depression and psychosis with and 
without comorbid AOD problems. Another limitation 
is, the finding about paramedics’ claimed frequency of 
contact with clients with mental health and/or AOD 
misuse, has to be interpreted within the context of their 
variable ability to recognise clients with these diagnoses. 
A final limitation is that, because there was no observable 
component to the study, it is unclear if attitudes towards 
the individuals depicted in the vignettes were translated 
into paramedics’ routine practice when caring for people 
with these problems.
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Conclusion
Paramedics have a critical first-responder role in caring 
for people with mental disorders and/or AOD problems. 
While it does not necessarily follow that negative attitudes 
and desire for social distance lead to discriminatory care 
and treatment,53 in many instances these attitudes may have 
adverse implications for paramedics’ professional behaviour, 
clinical decision-making and quality of care for, and subse-
quent treatment access by, patients with mental health and/
or AOD problems and for paramedic peers.54 In promoting 
more favourable attitudes, paramedics require a well-crafted 
multicomponent response which addresses cultural change 
within their organisations and provides additional prequali-
fication and continuing professional education to enhance 
their recognition of, and attitudes towards, caring for clients 
with mental health and AOD problems. Evidence-based and 
contact-based education with patients who have achieved 
significant recovery from mental health and/or AOD prob-
lems,54 coupled with positive role modelling and mentorship 
by experienced peers (educational and clinical),55 is more 
likely to be successful in improving attitudes if it focuses 
on the recognition and care of people with specific mental 
disorders rather than on mental disorders in general.43 
There is also a need to address perceptions of dangerous-
ness and unpredictability in people with psychosis. In addi-
tion, it is important that education has a specific focus on 
understanding and caring for people with AOD problems. 
Finally, educational interventions need to focus on aligning 
beliefs about public perceptions with personal beliefs about 
people with mental disorders and AOD problems.43
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