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Stigmas associated with depression and schizophrenia have been found to 

negatively impact the communication those with mental illness have with others in face-

to-face interactions (e.g., Lysaker, Roe, &Yanos, 2007; Nicholson & Sacco, 1999). This 

study attempted to specifically examine how stigma affects cognitions, emotions, and 

behaviors of interactantswithout a mental illness toward those with a mental illness in 

online interactions. In this experimental study, 412 participants interacted with a 

hypothetical target on Facebook, who was believed to have depression, schizophrenia, or 

a cavity (i.e., the control group). They were asked to read a profile of the target on 

Facebook, respond to a message from the target, and complete measurements assessing 

perceived positive and negative face threats in the target’s message, perceived facial 

expressions of the target, induced affect, predicted outcome value, and rejecting attitudes

towards the target. Results revealed that the target labeled as schizophrenic was rejected 

more and perceived to have lower outcome value than the target without a mental illness 

or labeled as depressive. However, there were no significant differences in any outcomes 

between the depression and control groups. The mixed results were discussed in relation 
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to methodological limitations and possible modifications of previous theoretical 

arguments. Theoretical and practical contributions were considered and suggestions for 

future research were offered. 
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Chapter 1:Introduction

MENTAL ILLNESS AND INTERPERSONAL COMMUNICATION

Individuals with mental illness including depression and schizophrenia tend to 

experience difficulties in achieving satisfying close relationships. Depressed individuals 

have a fewer number of friends, network contacts, and close relational partners who help 

them during times of trouble (Billings, Cronkite, & Moos, 1983). The same study 

revealed that the quality of interactions with significant others and the perceived support 

from family members and co-workers were significantly lower for those with depression 

than those without. Similarly, compared with those without mental illness, individuals 

with schizophrenia have poorer social interactions: less frequent contact with others, less 

satisfaction with the contacts, and fewer supportive relationships (Bengtsson-Tops & 

Hansson, 2001). One third of the patients reported that they had no relationship in which 

they could share happiness, be confident, or feel appreciated. Overall, the findings 

consistently show poorer social involvement for those with mental illness. 

Existing studies also document that social contact with others has a positive 

impact on mentally ill patients’ well-being. Billings and Moos (1985) conducted a 

longitudinal study recruiting clinically depressed individuals and revealed that the 

remitted patients reported more social resources such as more supportive relationships 

with others than the nonremitted patients. Bengtsson-Tops and Hansson (2001) showed 

similar results in patients with schizophrenia; an increased satisfaction with social 

interactions was associated with an improvement in perceived quality of life. 

Positive interpersonal experiences may also buffer the effects of mental illness 

stigma. Schizophrenic individuals’ general perception of being loved, approved, and 

socially empowered is negatively associated with various stigmatized experiences such as 
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feelings of being devalued and discriminated (Lysaker, Thai, Yanos, & Roe, 2007). 

These results imply if those with schizophrenia accumulate positive experiences of 

interpersonal relationships, they could overcome the negative effects due to the stigma 

associated with schizophrenia. Positive effects of social support, or a perceived 

availability of support from others, on mental well-being have been found elsewhere (see 

for a review, Turner & Brown, 2010). In sum, even though those with mental illness are 

less likely to achieve satisfying social interactions, if they achieve them, the positive 

impact of the social contact is significant. As a result, it is important to investigate the 

mechanisms of why those with mental illness cannot develop satisfying interpersonal 

relationships.

Two possible reasons for this difficulty in building a social network are: 1) 

features of communication by those with mental illness and 2) stigma related to mental 

illness. Prior reports describe many communicative characteristics of mentally ill 

individuals which could contribute to their poorer social interactions. For instance, 

depressed individuals engage in less eye contact (Segrin, 1992) and show more negative 

facial expressions than nondepressed individuals (Schwartz, Fair, Salt, Mandel, 

&Klerman, 1976). Similarly, individuals with schizophrenia have poorer speech 

production skills (Docherty, Hall, &Gordinier, 1998) and less animated facial expressions 

than mentally healthy individuals (Salem &Kring, 1999). Those negative features of 

communication engaged by those with mental illness prevent them from building close 

interpersonal relationships with others. 

Another reason for the poor social contact of those with mental illness could be 

the stigma regarding mental illness. Existing studies reveal depressed individuals are 

perceived as more violent than those without any mental illness (Link, Phelan, 

Bresnahan, Stueve, &Pescosolido, 1999). Further, compared with depressed individuals, 
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schizophrenic individuals are likely to be seen as more dangerous and unpredictable 

(Angermeyer&Matschinger, 1997, 2003; Link et al., 1999). These previous studies show 

that the negative images associated with mental illnesses lead to rejecting those with 

mental illness. 

Regarding the first factor (i.e., negative communication features of mentally ill 

individuals) leading to the poor social contact of mentally ill individuals, research 

suggests mentally ill individuals’ difficulty in building interpersonal relationships is 

attributed to the deficit of their social skills. However, ascribing the negative outcomes of 

interpersonal relationships only to patients’ communication may not be an effective way 

to solve the problem of poor social involvements of them. For example, depressed 

individuals tend to blame themselves for negative events (Sweeney, Anderson, & Bailey, 

1986). Thus, placing the burden of improving the quality of interactions in relationships 

(a dyadic process) fully on the shoulders of the mentally ill individuals could exacerbate 

the problem. 

However, if the poor social contact of those with mental illness can also be 

attributed to the stigma regarding the illness, they do not have to blame themselves for 

the negative interpersonal consequences because the effect of the stigma is out of control 

of the patients. In other words, if people around mentally ill individuals adjust their 

stigma-related attitudes and behaviors toward those with mental illness, better quality 

interpersonal relations could result. Hence, due to the possible negative consequence of 

attributing the poorer social outcomes of those with mental illness only to the patients, it 

is important to investigate the latter factor causing poorer social contact of those with 

mental illness: stigma attached to mental illnesses. 

This study therefore examines the effect of stigma associated with mental 

illnesses on others’ communication toward those with mental illness. Specifically, 
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depression and schizophrenia are the focus in this study for the following reasons. Those 

with depression tend to be seen negatively such as being seen violent (Link et al., 1999) 

and dependent (Rippere, 1977). Nicholson and Sacco (1999) found that participants who 

believed a confederate was depressed rated the confederate more negatively on both 

depressed-related traits and depressed-unrelated traits even though there was no 

difference in behaviors of the confederate between the depression and control conditions. 

Hence, the stigma regarding depression negatively affects perceptions of those around the 

depressive individuals. In addition, schizophrenic individuals tend to be seen as 

dangerous and unpredictable (Angermeyer&Matschinger, 1997, 2003; Link et al., 1999). 

Angermeyer and Matschingr (2003) also found that people believed that schizophrenia 

was more likely to deteriorate and harder to be cured than depression. As a consequence, 

those with schizophrenia tend to be rejected (Angermeyer&Matschinger, 1997, 2003; 

Link et al., 1999). That is, due to the stigma of schizophrenia, individuals suffering from 

this illness face interpersonal problems. Therefore, it is essential to further scrutinize the 

negative impacts of stigma related to schizophrenia on communication. As such, this 

study attempts to examine the potential negative influences of the stigma on 

communication. 

To some extent, existing research has examined an influence of stigma of mental 

illnesses on interpersonal outcomes in various ways. For example, previous research has 

assessed mentally healthy participants’ perceptions (i.e., how they perceive mentally ill 

individuals) such as liking (Yarkin, Harvey, &Bloxom, 1981) and social attractiveness 

(Sibicky&Dovidio, 1986), induced negative affect (Nicholson & Sacco, 1999), as well as 

behaviors toward mentally ill individuals such as duration of eye contact and distance 

(Yarkin et al., 1981). 
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These studies focused on the effect of stigma regarding mental illnesses on 

interpersonal outcomes in real interactions in which participants encounter a mentally ill 

individual face-to-face. However, there are newer means of encountering people such as 

through social network services and email. For example, it is not unusual that we get to 

know and contact others through social networking sites such as Facebook before 

meeting them. The impression of others formed through computer-mediated 

communication (e.g., Facebook) significantly influences relational outcomes such as 

intimacy and attraction of them when we meet them offline (Ramirez & Zhang, 2007). 

Social Identification Model of Deindividuation Effects – SIDE (Postmes, Spears, & Lea, 

2000) suggests people tend to evaluate others based on social categories that they belong 

to (e.g., a group of mentally ill patients, Asians, females) especially through computer-

mediated communication. Therefore, in social networking sites, people would perceive a 

mentally ill individual in a way consistent with images they hold regarding mental illness 

and the perception would negatively affect offline interpersonal relationships between 

those with and without mental illnesses. Consequently, it is now essential to examine the 

impact of stigma regarding mental illness on online communication. 

To address this unexplored area, the current study investigates the impact of 

labels of mental illnesses on participants’ perception of a hypothetical target labeled as 

mentally ill, online messages written by the target, and the target’s facial expression. This 

study also explores how participants respond to the mentally ill individual through an 

online message. The expected contribution of the current study lies in uncovering how 

stigma of mental illnesses could hamper communication between those with and without 

mental illnesses. Thus, the results may help those with mental illness develop a 

constructive attribution pattern about to whom they should attribute negative interactions. 

For instance, if it is true that people communicate negatively with mentally ill patients 
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even if their behaviors are as normal as those of mentally healthy individuals, the patients 

would not have to blame themselves for their poor relationships and consequently, their 

self-esteem could be reserved (e.g., Tennen, Herzberger, & Nelson, 1987). Also, knowing 

how much the label of mental illnesses affects communication between those with and 

without mental illnesses allows the mentally ill individuals to make an appropriate and 

strategic decision of if they reveal their diagnosis to others. 

This literature review starts with defining and developing concepts of mental 

illness, depression, and schizophrenia with their prevalence and consequences. Next, 

existing studies on the deficits of communication skills of depressed and schizophrenic 

individuals are introduced. Then, stigma will be conceptualized followed by descriptions 

of the specific stigma related to depression and schizophrenia. Then, possible influences 

of stigma regarding those mental illnesses on communication will be considered along 

with hypotheses. 

FEATURES OF MENTAL ILLNESSES, DEPRESSION, AND SCHIZOPHRENIA

Mental Illnesses

Features of mental illnesses are delineated by Stein et al. (2010). First, a mentally 

ill individual shows a clinically significant behavioral or psychological syndrome or 

pattern. Second, the syndrome or pattern is related to present distress (e.g., painful 

symptom) or disability (i.e., impairment in one or more important areas of functioning) or 

to a significantly increased risk of suffering death, pain, disability or an important loss of 

freedom. Third, the syndrome or pattern must not be solely an expectable and culturally 

sanctioned response to a particular event (e.g., the death of a loved one). Fourth, the 

individual should demonstrate a behavioral, psychological, or biological dysfunction. 

Finally, neither deviant behavior nor conflicts that are primarily between the individual 
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and society are mental disorders unless the deviance or conflict is a symptom of 

dysfunction in the individual. Fitting these criteria, there are a variety of types of mental 

illnesses such as schizophrenia, substance-related disorders, mood disorders, anxiety

disorders, and eating disorders as described in Diagnostic and Statistical Manual of 

Mental Disorders (DSM-IV; American Psychiatric Association, 2000). 

The National Institute of Mental Health (NIMH) reports the prevalence of serious 

mental illnesses among U.S adults in 2008 (NIMH, 2008a). Overall, around five percent 

of adults suffer from serious mental illnesses and females are more likely to suffer. 

Individuals aged 18-25 are most likely to suffer from mental illnesses compared with 

those who are older than 26. 

Depression

DSM-IV (2000) shows that an individual with depression (Major Depressive 

Disorder) feels either depressed mood or the loss of interest or pleasure in nearly all 

activities for at least two weeks. The individual must also experience at least four 

additional symptoms drawn from a list that includes: changes in appetite or weight, sleep, 

and psychomotor activity; decreased energy; feelings or worthlessness or guilt; difficulty 

thinking, concentrating, or making decisions; or recurrent thoughts of death or suicidal 

ideation, plans, or attempts. The episode must be accompanied by clinically significant 

distress or impairment in social, occupational, or other important areas of functioning. 

For those with milder episodes, functioning may appear to be normal but demands 

significantly increased effort. 

According to NIMH (2008b), 16.5% of adults suffer from depression in their 

lifetime, and 6.7% of adults suffered from depression in the past year with 30.4% of these 

classified as severe. Women are 70% more likely than men to experience depression 



8

during their lifetime. In terms of race, Non-Hispanic blacks are 40% less likely than non-

Hispanic whites to experience depression during their lifetime. Further, compared to 

adults over the age of 60 years, 18-29 olds are 70% more likely to have experienced 

depression over their lifetime, 30-44 year olds are 120% more likely, and 45-59 olds are 

100% more likely. Average age-of-onset of depression is 32 years old. 

Schizophrenia

The essential features of schizophrenia are a mixture of characteristic signs and 

symptoms that have been present for a significant portion of time during a one-month 

period, with some signs of disorder persisting for at least six months (DSM-IV, 2000). 

These signs and symptoms are related to marked social or occupational dysfunction. The 

symptoms of schizophrenia include a range of cognitive and emotional dysfunctions that 

involve perception, inferential thinking, language and communication, behavioral 

monitoring, affect, fluency and productivity of thought and speech, hedonic capacity, 

volition and drive, and attention. Characteristic symptoms can be categorized into two 

types: positive and negative. The positive symptoms appear to reflect an excess or 

distortion of normal functions, whereas the negative symptoms appear to reflect a 

diminution or loss of normal functions. 

According to NIMH (2008c), 1.1% of the U.S. adult population suffer from this 

illness. More than 60% of schizophrenic individuals use healthcare services. 

Additionally, a non-profit organization of Schizophrenia—Schizophrenia.com—provides 

general descriptive information about this illness. Schizophrenia typically begins in early 

adulthood, between the ages of 15 and 25. Men tend to develop schizophrenia slightly 

earlier than women; whereas the onset of schizophrenia for most males is between 16 and 
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25 years old, most females develop symptoms after the age of 30. The average age of 

onset is 18 in men and 25 women. 

COMMUNICATION FEATURES OF THOSE WITH MENTAL ILLNESSES

Communication Behaviors of Depressed Individuals

Depressed individuals show more negative verbal and nonverbal expressions 

compared with nondepressed individuals (Segrin, 2001). Conversations engaged by 

depressed marital partners (Hautzinger, Linden, & Hoffman, 1982) and strangers 

(Gotlib& Robinson, 1982) are negatively decoded by others. Those negative 

communication styles have a significant impact on personal relationships. For example, 

Segrin and Abramson (1994) suggest depressed individuals are apt to be engaged in 

negative self-disclosure with the inappropriate timing, which could lead to their rejection. 

In addition, depressed college students engaged in more excessive reassurance-seeking 

than their nondepressed counterparts (Joiner, 1995). This excessive reassurance-seeking 

is considered to elicit negative feelings in others, which lead to rejection of depressed 

individuals (Coyne, 1976a; Segrin, 2001). 

In terms of nonverbal behaviors, the most distinct negative nonverbal behavior 

depressed individuals exhibit is related to their facial expressions. Schwartz et al. (1976) 

recorded electromyographic activity from selected regions of the faces of depressed and 

nondepressed participants while the participants were told to imagine happy, sad, and 

angry situations. The researchers found depressed participants showed an attenuated 

facial expression pattern for happiness. Further, even when depressed individuals did not 

attempt to show any emotions, their faces were judged to be negative. Ganchrow, Steiner, 

Kleiner, and Edelstein (1978) conducted a study in which depressed and nondepressed 

participants were asked to immerse an arm in ice water to create a physical pain 
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condition. In this condition, there were no differences in facial expression between the 

two groups. However, at rest, the depressed participants displayed a higher incidence of 

corrugated, squinted or closed eyes as well as turned-down mouths and their facial 

expression was judged as looking more depressed.

Other negative nonverbal behaviors exhibited by depressed individuals are also 

speaking more slowly with longer pauses (Ellgring& Scherer, 1996; Hinchliffe, Hooper, 

& Roberts, 1978; Youngren&Lewinsohn, 1980), engaging in less eye contact (Segrin, 

1992, Study 2), and less gesturing and head nodding (Troisi& Moles, 1999). Overall, 

those with depression tend to display more negative verbal and nonverbal behaviors. 

Communication Behaviors of Schizophrenic Individuals

Similar to those with depression, schizophrenic individuals tend to engage in 

negative expressions through verbal and nonverbal behaviors. In terms of verbal 

communication, schizophrenic individuals exhibit a wide variety of verbal behaviors that 

are perceived as negative. Docherty et al. (1996) collected and evaluated speech samples 

from individuals with and without schizophrenia and found schizophrenic individuals 

expressed less organized language behaviors than those without schizophrenia. These 

negative verbal communication features endure and are hard to improve. For example, 

Andreasen and Grove (1986) conducted a longitudinal study assessing negative language 

behaviors of those with mental illness such as distractible speech (i.e., inconsistent 

subject change) and stilted speech (i.e., excessively formal speech). Compared with those 

suffering from mania who improved their language behaviors, those with schizophrenia 

tended to have persistent abnormal language behaviors. 

Furthermore, schizophrenic individuals tend to engage in negative nonverbal 

communication. For instance, in a study by Troisi, Spalletta, and Pasini (1998), 
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interviews with participants with or without schizophrenia were videotaped and 

nonverbal behaviors exhibited by schizophrenic individuals such as prosocial behaviors, 

gestures, and conflict were negatively evaluated by observers than those of individuals 

with no mental illnesses. Those suffering from schizophrenia also engage in less 

animated facial expressions than controls (Salem &Kring, 1999). The deficits of effective 

facial expressions by schizophrenic individuals are associated with their social 

dysfunctions such as maintaining self-care and building healthy relationships with family 

and friends (Troisi, Pompili, Binello, &Sterpone, 2007). Overall, existing scholarship has 

documented communication deficits of schizophrenic individuals regarding verbal and 

nonverbal expressions.  

In sum, previous studies have documented more negative communication features 

of depressed and schizophrenic individuals. Although communication scholars have 

attributed mentally ill individuals’ poor social interactions to these negative 

communication features (e.g., Segrin, 2001), stigma regarding those mental illnesses 

should not be overlooked as determinants of the poor social interactions. The following 

section assesses this possibility.

STIGMA OF MENTAL ILLNESSES

Definition of Stigma

It is important to first define stigma to differentiate it from related concepts such 

as stereotype, prejudice, and discrimination. Goffman (1963) defined stigma as “a special 

kind of relationship between attribute and stereotype” (p. 4). Furthermore, Schneider 

(2005) provides clear distinctions among related words such as stigma, stereotype, 

prejudice, and discrimination. He defined stigma as an attribute or characteristic that 

conveys a social identity that is devalued in a particular context. Stereotype is defined as 
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qualities perceived to be associated with particular groups or categories of people. 

Prejudice is defined as the set of affective reactions we have toward people as a function 

of their category memberships. Discrimination is conceptualized as unjustified use of 

category information to make judgment about other people. Schneider also argued that

the distinction between stereotype and stigma is that stereotype could be neutral, positive, 

and negative, but stigma is always negative. For instance, if individuals meet a person 

whom they believe to be depressed, they might think the depressed person will be 

emotionally sensitive. Because emotional sensitivity might not be a negative attribute, it 

counts as stereotype. On the other hand, if the individuals believe that the depressed 

person is violent, the image of violence is stigma since it is always a negative feature. 

Based on the conceptualizations of stigma by Goffman and Schneider, this study defines 

stigma as a relationship between a devalued social identity and negative attributes. 

Based on this definition, elements constituting stigma are detailed. Link and 

Phelan (2001) argue that a set of events need to occur in order for stigma to manifest. 

First, differences in individuals are distinguished and labeled. Second, labeled differences 

are linked to negative stereotypes. Third, the social labels connote a separation of “us” 

from “them.” Fourth, the labeled individuals experience status loss and discrimination 

through the manifestation of devaluation, rejection, and exclusion. Finally, stigmatization 

is contingent on access to social, economic, and political power. 

Additionally, six dimensions of stigma were introduced by Jones et al. (1984). It 

is essential to consider these dimensions of stigma in comparing and contrasting various 

features associated with stigma of different mental illnesses. The most important 

dimension is concealability. For example, facial disfigurement and physical disabilities 

are harder to conceal than history of mental illness, a prison record, or homosexuality. 

The next dimension is time course. Some conditions such as AIDS may worsen over 
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time, whereas other conditions such as cancer may improve. In contrast, some kinds of 

physical disabilities including blindness and paralysis may not change. These conditions

may be acquired at birth or may be acquired later in life. Aesthetic value is considered as 

the third dimension. For instance, obesity, facial scars, and body disfigurement are found 

to impact physical attractiveness. How stigma is yielded is another crucial dimension, 

which is named stigma origins because it is related to whether a stigmatized individual is 

seen as responsible for the stigma. For example, while some conditions including obesity, 

a criminal record, and homosexuality are basically seen as matters of choice, other 

conditions such as cancer and physical disability are perceived to be outside of the 

control of the stigmatized individuals. It is not hard to imagine that we are more likely to 

blame or devalue those with conditions that are perceived to be caused by their choice or 

to be in their control. The fifth dimension is whether the stigmatizing condition is seen as 

putting people in danger. For example, those with criminal records might be seen as more 

dangerous than those without. HIV-positive individuals may make people more afraid of 

contamination compared to those diagnosed with cancer. The final dimension is 

disruptiveness—the degree to which the stigma interrupts social interactions. For 

example, interactions with schizophrenic individuals who tend to have symptoms of 

speech dysfunctions may be disruptive. As shown above, stigma has several features and 

dimensions which may play critical roles when considering the mechanism of how stigma 

affects communication. As such, stigma related to mental illness in general is reviewed, 

followed by descriptions of stigma associated with specific mental illnesses. 

Stigma of Mental Illness

Stigmatized mental illnesses can include depression, schizophrenia, panic 

disorder, and alcohol dependence. Before detailing different types of mental illnesses, the 
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stigma of mental illnesses in general is discussed here. Existing studies consistently 

demonstrate individuals diagnosed with a mental illness tend to be seen as dangerous and 

unpredictable (Hinshaw&Cicchetti, 2000; Lauber, 2008; Link et al., 1999; Schneider, 

2005). Furthermore, Schneider (2005) implies a relationship between dangerousness and 

unpredictability; people who behave in unpredictable ways may be perceived to be 

dangerous. As described earlier, these two elements are core components of stigma 

(Jones et al., 1984). He also argues that the reasons people perceive as causing or 

underlying individuals’ mental illness may influence how they perceive and react toward 

those with mental illness. For instance, those who believe that the main causes of 

depression are related to social factors including stress and pressure might try to 

sympathize with depressed individuals. However, those who believe that depression is 

caused by genetic factors may perceive low curability of depression and may want to 

distance themselves from depressed individuals. 

Previous research also documented other factors impacting the effect of stigma: 

demographic characteristics of perceivers and whether a mentally ill individual seeks 

help. Individuals with children and non-Caucasians are more likely to have stigmatizing 

attitudes toward persons with a mental illness than participants with other demographic 

characteristics (Wolff, Pathare, Craig, &Leff, 1996). In addition, mentally ill individuals 

who seek help in counseling and therapy tend to be perceived more negatively than those 

who do not seek help. Ben-Porath (2002) demonstrated that participants rated a student 

with psychological problems who used a university health center to be more emotionally 

unstable than a student with the same problems who did not seek help. In sum, 

individuals with a label of mental illness tend to be seen as being dangerous and 

unpredictable, and the intensity of the negate attitudes varies depending on features and 

behaviors of those with and without mental illness.



15

Depression

When people compare those with depression and those without any mental 

disorders, the depressed individuals are evaluated negatively. For example, depressed 

individuals are perceived as more violent than those without any mental illness and so, 

people avoid being socially close to those with depression (Link et al., 1999). Horowitz, 

French, Lapid, and Wecker (1982) asked participants to think of a person that they knew 

was depressed and to write down the person’s usual feelings, thoughts, and behaviors. 

They thought a depressed person typically feels angry, afraid, alone, tired, sad, and 

unhappy. In addition, Rippere (1977) investigated consensus in beliefs about depression 

and how to cope with depression and found people suffering from depression were 

perceived to need help from others, for instance, discussing their issues with their friends. 

This result implies that those diagnosed with depression are seen as being dependent on 

others. Overall, a label of depression activates several negative attributes such as violence 

and dependence. 

Schizophrenia

Individuals suffering from schizophrenia are more seriously stigmatized than 

those with depression. Compared with depressed individuals, schizophrenic individuals 

tend to be seen as more dangerous and unpredictable and consequently, they are more 

rejected (Angermeyer&Matschinger, 1997, 2003; Link et al., 1999). While an individual 

with depression elicits more positive emotions in others such as a desire to help and 

empathy, an individual with schizophrenia elicits more fear, uneasiness, and insecurity in 

others (Angermeyer&Matschinger, 2003). In addition, Link et al. (1999) demonstrated 

that people believe schizophrenia is caused by biological factors such as chemical 

imbalance in the brain more than depression and alcohol dependence. Related to this 

result, while depression is believed to be caused more by social factors such as stress at 
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work and life events, schizophrenia is perceived to be caused by more biological and 

genetic factors such as brain disease and heredity; consequently, it is believed to be more 

likely to deteriorate as well as harder to cure than depression (Angermeyer&Matschinger, 

2003). These results suggest schizophrenia is more negatively stigmatized than 

depression. 

As documented above, in spite of the variability in stigma of different mental 

illnesses, mental illnesses consistently tend to carry negative images such as violence and 

dependency. The following section introduces scholarship about the negative impact of 

the stigma on communication.

INFLUENCES OF STIGMA OF MENTAL ILLNESSES ON COMMUNICATION

This section explicates how stigma of mental illnesses influences interpersonal 

processes. There are at least two ways in which stigma impacts communication: effects of 

stigma on stigmatized individuals and effects on their interactants. Stigmatized 

individuals may know they are stigmatized by others and so, the awareness of being 

stigmatized affects if, when, why, and how they communicate with others. Even though 

communication outcomes were not assessed, Aronson and McGlone (2009) described a 

phenomenon of stereotype threat in which individuals demonstrate poor performances on 

tasks when they are aware they belong to a group believed to be incompetent regarding 

such tasks. For instance, African Americans performed more poorly on a standardized 

test when they believed the test was conducted to assess their intelligence than when they 

believed the test was a laboratory problem-solving task, which was nondiagnostic of 

ability (Steele & Aronson, 1995). In other words, those African American participants 

were negatively influenced by a stereotype that African Americans are more 

academically incompetent than Caucasians. Related to this phenomenon, stigma may 
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impact communication of those who are aware of stigma attached to them. For example, 

because individuals with HIV are aware of the stigma associated with HIV, including 

dangerousness due to contagiousness of HIV, they may hesitate to disclose their 

diagnosis even to people they feel close to (Greene, 2009). 

Furthermore, people who interact with a stigmatized individual may change and 

adjust their communication because of stigma. For example, HIV positive individuals 

receive negative emotional reactions and perceive to be treated differently after 

disclosing their HIV-positive status (Greene & Faulkner, 2002). Also, individuals with 

physical disabilities including wheelchair users often experience negative communication 

such as being ignored and over-accommodated (Cahill & Eggleston, 1995). Based on 

these previous findings, it is possible that when people talk with an individual diagnosed 

with mental illness, due to the unpredictability involved with the illness, they might 

communicate negatively toward the mentally ill individual. Considering the two ways for 

stigma to influence people, the following section specifies how stigma associated with 

different mental illnesses impacts interpersonal communication.

Mental Illness

Stigma associated with a general label of “mental illness” (i.e., not a specific 

mental illness) has been found to impact interpersonal communication. First, Modified 

Labeling Theory provides insightful ideas on how labeling of mental illnesses impacts 

social life of those labeled such as interactions, job opportunities, and quality of life 

(Link, 1982). This theory argues that if people believe an individual with mental illness is 

devalued and rejected, they are afraid the rejection can be applied to themselves. Then, 

when they are actually labeled as having a mental illness, the belief (e.g., people with 

mental illness are rejected) will bring them negative consequences. Based on these 
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theoretical ideas, Link (1987) showed the degree to which people expect to be rejected 

because of the label was related to demoralization, income loss, and unemployment. 

Specifically, Link, Cullen, Struening, Shrout, and Dohrenwend (1989) revealed several 

possible consequences caused by the fear of being labeled with a mental illness in 

interpersonal relationships: secrecy, withdrawal, and education. Secrecy is a behavior to 

conceal a history of treatment such as hospitalization and obtaining medications. 

Withdrawal is to avoid potentially threatening situations such as avoiding going to a party 

where people who are likely to stigmatize mentally ill patients go. Education is an 

attempt to teach others in order to obviate negative effects of stigma. The withdrawing 

behaviors in particular may lead to the poorer social support that those with mental illness 

tend to experience (Link et al., 1989). 

Second, stigma of mental illness also influences others’ interpersonal behaviors 

toward those with mental illness. An experimental study showed believing that an 

individual is mentally ill makes people’s perceptions and behaviors toward the individual 

negative (Sibicky&Dovidio, 1986). In the study, a male participant was told that his 

interactant was a client of psychotherapy, which was not true. They were asked to interact 

and the audio of the interaction was coded. Besides the result showing that the participant 

had a negative impression of his interactant, the coded speech of the participant toward 

his interactant in the experimental condition was less open and secure than those in a 

control condition where the participant believed his interactant was not mentally ill. 

These results suggest when individuals believe that their conversational partner is 

mentally ill, they have a negative impression of and communicate negatively toward the 

partner. Overall, stigma attached to mental illnesses impacts interpersonal 

communication in various ways. 
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Depression

Other studies have more specifically investigated the impact of stigma of 

depression on others’ communication toward depressed individuals. Cane and Gotlib 

(1985) summarized previous studies about prototypes (i.e., categories which help us 

understand a concept and make an action) of depression and suggest prototypes, like 

stigma, provide us with a cognitive framework that affects our interpretations of 

depressed people’s characteristics and behaviors. For instance, individuals would tend to 

perceive behaviors engaged by depressed people in a way consistent with prototypes of 

depression. Additionally, Sacco and Vaughan (2006) built the Social-Cognitive 

Interpersonal Process Model, which focuses on interpersonal factors influencing 

depression. One of the main arguments in this model is that people explain behaviors of 

depressed people in negative ways because of a negative schema regarding depressed 

people. That is, individuals’ stigma of depressed people influences their interpretations of 

the depressed.

Findings of empirical studies support the argument that our perception and affect 

toward depressed people can be biased because of the stigma regarding depression. For 

instance, individuals who interacted with a confederate who they believed to be 

depressed evaluated the confederate more negatively on both depressed-related traits and 

depressed-unrelated as compared to a control condition (Nicholson & Sacco, 1999). 

Furthermore, the participants in the experimental condition reported more negative affect 

after the interaction. In this context, in a study conducted by Yarkin et al. (1981), 

participants were told before interacting with a confederate that the confederate was 

distressed or not distressed (the distressing behaviors were similar to symptoms of 

depression), but the confederate behaved neutrally in both conditions. The confederate in 

the distressed condition was rated more negatively than in the control condition. These 
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results indicate that when aware of a person’s depression, the stigma attached to 

depression influences people’s perception of the depressed individual’s behaviors and 

traits. 

These negative evaluations of depressed individuals due to stigma contribute to 

negative behavioral responses (e.g., rejecting) toward those depressed individuals. In the 

study by Yarkin et al. (1981), participants who believed that a confederate was distressed 

maintained a larger distance from the confederate, displayed shorter durations of eye 

contact, engaged in a more negatively-valenced conversation, and spoke for shorter 

periods of time than those who were not told that the confederate was distressed. Further, 

participants who interacted with a confederate who they believed to be depressed 

indicated they were less willing to interact with the confederate again than a 

nondepressed confederate (Nicholson & Sacco, 1999). Additionally, participants who 

only imagined interactions with depressed people also showed more rejection than did 

participants in a control group (Gotlib& Beatty, 1985). These findings indicate that 

stigma associated with depression could negatively influence people’s behaviors even if 

depressed people’s behaviors are not different from nondepressed people’s behaviors. In 

sum, stigma associated with depression distorts others’ perception of depressed 

individuals’ behaviors; and consequently, the depressed individuals tend to be rejected. 

Schizophrenia

Previous studies reveal a strong negative effect of stigma attached to 

schizophrenia on interpersonal communication. As described earlier, the stigma of 

schizophrenia is more serious than the stigma of depression (Angermeyer&Matschinger, 

1997, 2003; Link et al., 1999). Therefore, it is reasonable to assume that the stigma of 

schizophrenia influences interpersonal interactions more negatively than that of 
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depression. Consistent with the assumption, existing studies show stigma associated with 

schizophrenia leads to negative communication toward those with schizophrenia. For 

example, Jenkins and Carpenter-Song (2009) interviewed those diagnosed with 

schizophrenia and 96% of them reported experiencing stigmatization across a variety of 

social settings including interactions with strangers, work places, and close relationships. 

The interviews were qualitatively analyzed and the researchers found the schizophrenic 

individuals’ interactions with strangers most commonly lead to an awareness of stigma. 

Specifically, verbal and nonverbal communication by strangers was expressed in a way to 

signal that an individual with schizophrenia is strange, frightening, and has less 

intellectual/social capacity (Jenkins & Carpenter-Song, 2009). A quantitative study on 

this issue found a similar result; the experience of being stigmatized was associated with 

low quality interpersonal relationships such as low frequency of contact with friends and 

acquaintances (Lysaker, Roe, &Yanos, 2007). These results reveal the stigma attached to 

schizophrenia negatively affects others’ communication with individuals suffering from 

schizophrenia. 

The research introduced above addressed the negative impact of stigma associated 

with schizophrenia through examining perceptions of individuals with schizophrenia. 

Norman et al. (2010) assessed others’ perception to investigate how attitudes regarding 

schizophrenia influenced their behaviors toward those with schizophrenia. Results 

showed an association between negative attitudes toward those with schizophrenia and 

the distance from the confederate with schizophrenia; people possessing stigmatizing 

attitudes toward those with schizophrenia did not want to be physically close to them. 

Overall, there are many ways in which stigma of mental illness has a negative 

influence on communication between those with and without mental illnesses. The next 
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section introduces this study which seeks to elucidate the impact of stigma of different 

mental illness on interpersonal processes. 
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Chapter 2: Current Study

STUDY AIMS

This study investigated an impact of stigma of mental illnesses on participants’ 

perception of a hypothetical mentally ill individual and the individual’s communication 

as well as the participants’ message toward the mentally ill individual. Previous studies 

assessed an influence of mental illness stigma on interpersonal processes by examining 

mentally healthy participants’ overall impression of individuals believed to be mentally 

ill such as liking (Yarkin et al., 1981), social attractiveness, and impression of speech 

(Sibicky&Dovidio, 1986) as well as by investigating mentally healthy participants’ 

encoding aspects (i.e., behaviors toward mentally ill individuals) such as duration of eye 

contact and distance (Yarkin et al., 1981). Although these studies investigated the impact 

of stigma of mental illness on communication in real interactions, we are unsure how the 

stigma affects online communication such as emails and interactions with social 

networking sites. Because the impact of stigma could be salient online (Postmes et al., 

2000) and an impression of others developed online would affect real interactions when 

people see each other offline (Ramirez & Zhang, 2007), it is valuable to examine how 

stigma of mental illness impacts online communication. 

Additionally, this study not only investigated message exchanging between those 

with and without mental illness, but also examined participants’ perception of facial 

expressions exhibited by a hypothetical mentally ill individual. Message exchanging 

plays a primal role in interacting with others online (e.g., Tidwell & Walther, 2002). In 

addition, pictures are also an important factor influencing the impression management 

online (e.g., Van Der Heide, D’Angelo, &Schumaker, 2012). By assessing the impact of 

mental illness stigma on these various communication means, this study could deepen the 
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holistic understanding of online communication between those with and without mental 

illness. 

Furthermore, this study employed a new way to manipulate mental illness 

conditions because previous studies did not explicitly investigate effects of labels of 

mental illnesses. Specifically, existing research uses symptoms and behaviors as 

indicators of mental illnesses. For example, in a study by Yarkin et al. (1981), 

participants in an experimental condition were told that a target with whom the 

participants were going to interact was overwhelmed by her job, meeting few new 

people, and feeling lonely, depressed, and unfulfilling. This information is different than 

merely providing a name of mental illnesses. Other examples include studies by 

Angermeyer and Matschinger (1997, 2003), which informed participants of symptoms of 

mental illnesses from which a hypothetical individual in a vignette was suffering. 

Nicholson and Sacco (1999) also showed participants a hypothetically completed 

depression scale. Participants in these studies interacted with an individual after being 

informed about a target’s mentally ill symptoms and results of a scale assessing mental 

illnesses. 

Based on a definition of stigma in this study and its processes by Link and Phelan 

(2001), these previous manipulations did not examine an important aspect of stigma: how 

labels of mental illnesses, which are not accompanied by other symptomatic and 

behavioral descriptions, impact others’ perceptions and behaviors toward the mentally ill 

individual. If manipulations involve symptoms and behaviors of mental illnesses, we 

cannot be confident about whether the negative communication toward mentally ill 

individuals is attributed to the behaviors and symptoms of the mental illnesses or the 

labels of the mental illnesses. As Link and Phelan (2001) suggest merely the label of 

illness would cause devaluation, rejection, and exclusion of patients as well as the loss of 
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their social, economic, and political power, it is essential to examine the impact of the 

label of mental illness on communication between mentally ill individuals and those 

without any mental illness. The current study does not explicitly assess stigma such as 

using a scale to assess the degree of stigma. However, if participants negatively evaluate 

a verbal and nonverbal message believed to be exhibited by a mentally ill individual, the 

result implies the stigma of mental illness influences the participants’ perception.

Overall, this study investigated influences of stigma of mental illness on online 

verbal and nonverbal communication between those with and without mental illness. The 

findings of this study would unveil how stigma regarding mental illness influences 

communication occurring in new media and help those with and without mental illness 

build a valuable relationship.

VERBAL BEHAVIOR

First, the current study assesses the influence of stigma regarding mental illness 

on the perception of a verbal message believed to be formed by a mentally ill individual. 

Particularly, participants read the same message across different conditions, but 

depending on the condition, they were told that the message was written by someone with 

depression, schizophrenia, or without a mental illness (i.e., no mention of mental illness). 

It was expected that participants in the mental illness conditions would perceive the 

message more negatively than those in a control condition. 

In particular, the current study investigates participants’ perception of politeness 

in the message. One of the main reasons for rejection of depressed individuals is that they 

cannot use politeness strategies to build a relationship. Specifically, Segrin and 

Abramson (1994) suggest those with depression tend to fail to show approval and liking 

to their conversational partner and tend to make these partners feel the burden of their 
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illness. In developing politeness theory, Brown and Levinson (1978) termed these 

negative communication outcomes, such as failing to convey positive evaluations and 

giving impositions, as positive and negative face threatening acts. Assessing how 

messages by those with mental illness are decoded by participants in terms of face 

threatening acts would help investigate how stigma of mental illness could affect the 

important aspect of communication between those with and without mental illness. 

Politeness Theory

In 1970-1980, Brown and Levinson (1978) developed the concepts, “face” and 

“facework”, which were originally introduced by Goffman (1955), and created politeness 

theory based on the framework of facework. Face was defined in many ways such as “the 

positive social value a person effectively claims for him/herself by the line others assume 

s/he has taken during a particular contact” (Goffman, 1955, 1967, p. 5) and “the public 

self-image that every member wants to claim for her/himself” (Brown & Levinson, 1978, 

p. 61). Based on these definitions, this study defines face as a self-image people desire to 

maintain by communication in a particular interaction. Facework can be defined as 

communicative efforts which are designed to maintain the face of ourselves and others. In 

politeness theory, Brown and Levinson argue that people manage two types of face: 

positive face and negative face. While positive face is a desire to gain approval and be 

positively evaluated by others, negative face is a desire to maintain autonomy from others 

and to preserve freedom of action and freedom from imposition. 

Brown and Levinson (1978) also delineated different strategies to maintain these 

faces. First, the bald–on–record strategy is a direct request without a concern for a hearer 

(e.g., Do X!). The second strategy is positive politeness which involves a request with 

words to soften the request by showing respect or liking for a hearer, focusing on a 
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concern for the hearer’s positive face (e.g., It would be great if you could…). Third, 

negative politeness is to make a request with efforts to soften the imposition of the 

request, taking into consideration a concern for the hearer’s negative face (e.g., I am so 

sorry for bothering you and asking this, but could you… ). Finally, the going–off record 

technique is that a request is made indirectly (e.g., My grand mother has been 

hospitalized and I hope to see her soon…[so could I be absent for a class tomorrow?]). 

These strategies are employed to protect our own and others’ face.

Even though these strategies are available, we sometimes engage in behaviors 

which threaten positive and negative face and such behaviors are named face threatening 

acts (FTA). In particular, behaviors prohibiting individuals from maintaining positive 

evaluations from others are positive face threatening acts. Positive face is threatened 

when our status is devalued or our abilities are questioned (Cupach&Metts, 1994). 

Behaviors to limit others’ freedom or imposing on others are negative face threatening 

acts. While messages respecting our autonomy are supportive of negative face, those 

interfering with our desired actions are threatening to negative face (Cupach&Metts, 

1994). Overall, the degree to which we can effectively use facework strategies and avoid 

engaging in face threatening acts plays a critical role in maintaining desirable 

interpersonal relationships. 

Politeness Theory and Mental Illnesses

Individuals with mental illness are less likely to use facework strategies and are 

more likely to threaten others’ face. Based on relevant literature, Segrin and Abramson 

(1994) argue depressed individuals are apt to threaten the positive face of others by 

expressing detachment, lack of desire, and disapproval to others. Those with depression 

also tend to threaten others’ negative face by seeking reassurance from interactants and 
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initiating pessimistic conversations. These arguments are applicable to other types of 

mental illnesses such as schizophrenia because studies show that those with the illness in 

general engage in negative communication (e.g., Docherty et al., 1998). 

Based on the idea, the stigma could function to worsen the negative impact of 

face threatening acts by mentally ill individuals. Consequently, this study hypothesized 

that a message believed to be written by those with mental illness would be perceived as 

more threatening to others’ positive and negative face than a message believed to be 

written by those without any mental illness. Our positive face is threatened when our 

ability was questioned (Cupach&Metts, 1994).Therefore,the situation where we could fail 

to meet requests made by those in weaker positions may greatly threat our positive face 

because the failure to meet their requests questions our ability. For example, wheelchair 

users often experience that they are treated overly nice by salesclerks and they attribute 

the reason for the friendlier service to their disability (Cahill & Eggleston, 1995). This 

phenomenon implies that people are motivated to make efforts to make themselves look 

kind and supportive (i.e., maintaining positive face) by meeting the disabled individuals’ 

request. Based on these theoretical ideas, it is expected that a message asking a favor by a 

mentally ill individual could significantly threat a message receiver’s positive face.

In addition, the social norm of being nice to people in a weaker position (e.g., 

Cahill & Eggleston, 1995) would make us feel a significant responsibility to make an 

action which those in the weaker position want us to make. Supporting this argument, 

Angermeyer and Matschinger (2003) documented that individuals labeled as depressed 

elicited participants’ desire to help and empathy. Therefore, a message made by those 

with mental illness may threaten negative face of a message receiver. 
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In sum, it was expected that a message made by those with mental illness 

(depression or schizophrenia) would be perceived more threatening to positive and 

negative face of participants than those made by normal individuals. 

H1A: Individuals will perceive a message as more threatening to positive face

when they believe the message is made by an individual with a mental illness 

(depression or schizophrenia) than when they believe it is made by an 

individual without any mental illness.

H1B: Individuals will perceive a message as more threatening to negative face 

when they believe the message is made by an individual with a mental illness 

(depression or schizophrenia) than when they believe it is made by an 

individual without any mental illness.

This study also predicts specific effects of stigma regarding different mental 

illnesses. As indicated in previous sections, because stigma of schizophrenia is more 

severe than that of depression, a verbal message made by those with schizophrenia would 

be perceived more negatively than a message made by a depressed individual. 

H2A: Individuals will perceive a message as more threatening to positive face 

when they believe the message is made by an individual with schizophrenia 

than when they believe it is made by an individual with depression.
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H2B: Individuals will perceive a message as more threatening to negative face 

when they believe the message is made by an individual with schizophrenia 

than when they believe it is made by an individual with depression.

These hypotheses were formed in order to explore the impact of stigma of mental 

illnesses on others’ perception of a verbal message written by those with mental illness. 

As noted above, by using mental illness labels, this study does not explicitly assess 

stigma. That is, if participants negatively perceive a message which they believe to be 

written by a mentally ill individual, the result implies that the negative perception is 

caused by stigma of mental illnesses. The current report also examines an effect of stigma 

of mental illness on how others perceive nonverbal behaviors expressed by those with 

mental illness. 

NONVERBAL BEHAVIOR

As previously mentioned, nonverbal behaviors exhibited by those with mental 

illness tend to be negative (e.g., Salem &Kring, 1999; Schwartz et al., 1976; Troisi& 

Moles, 1999). Thus, it is also important to investigate how stigma associated with mental 

illness negatively distorts others’ perception of mentally ill individuals’ nonverbal 

behaviors. This study specifically focuses on an influence of stigma of mental illness

(i.e., by using the label of mental illness) on others’ perceptions of facial expressions of 

those with mental illness. 

Facial Expression

It is critical for facial expressions to be correctly perceived by others because 

facial expressions play a significant role in managing desired impressions. In particular, 

whereas positive facial expressions such as smiling and relaxed laughing demonstrate 
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greater involvement (Burgoon, Buller, Hale, &deTurck, 1984; Coker &Burgoon, 1987), 

negative facial expressions may indicate exclusion and dominance (Burgoon& Hale, 

1984). Depressed individuals (Schwartz et al., 1976) and schizophrenic individuals 

(Salem &Kring, 1999) are found to be likely to show negative facial expressions, which 

are considered to lead to rejection of them (Segrin& Abramson, 1994). Therefore, if the 

negative facial expressions of mentally ill individuals are negatively perceived because of 

the stigma, the doubled negative perception would severely hinder them from developing 

close relationships. Consequently, it is valuable to investigate the effect of the stigma 

regarding mental illness on perceived facial expressions exhibited by mentally ill 

individuals. 

There are few studies on the influence of stigma on perceptions of facial 

expressions. A study by Hugenberg and Bodenhausen (2003) examined how stigma of 

ethnicity influences decoding facial affect. Because previous studies have shown that 

people are likely to associate African Americans with hostility and aggression, their study 

predicted that European Americans with highly prejudiced attitudes would perceive 

ambiguously hostile Black faces to be more hostile than the same expression by White 

faces. Findings showed participants higher in implicit prejudice perceived more hostility 

in African American faces than did lower-prejudiced participants. The findings imply 

when we see facial expressions of an individual, our perception of the facial expression is 

influenced by images associated with a group that the individual belongs to. Therefore, 

facial expressions by mentally ill individuals would be judged more negatively due to the 

stigma of mental illness. 

Because the influence of stigma is stronger in ambiguous situations 

(Bodenhausen&Macrae, 1998), this study predicted a neutral-emotion face by an 

individual which participants believed to be mentally ill would be perceived as more 
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emotionally negative, such as exhibiting more anger, disgust, fear, sadness, and less 

happiness than a face which the participants believed to be from a normal individual. 

These emotions are selected based on the six universal emotions established by Ekman 

(1972) (an emotion “surprise” is excluded in this study because the emotion is more 

neutral than other five emotions). Ekman suggests forming and perceiving these universal 

six facial emotions play a critical role in human’s adaption and survival. If stigma 

regarding mental illness makes others perceive the universal emotions in mentally ill 

individuals’ facial expressions as more negative, it would be harder for them to build 

close interpersonal relationships with others. Although a social norm would make 

participants feel obliged to be polite to individuals with mental illness (e.g., 

Angermeyer&Matschinger, 2003), impressions of mentally ill individuals (i.e., cognitions 

and emotions) may still be negative.

H3: An emotion-neutral face will be seen as more angry, disgusted, fearful, sad, 

and less happy when participants believe that the face is from an individual 

suffering from a mental illness (depression or schizophrenia) than when they 

believe that the face is from an individual without any mental illness. 

I additionally proposed that, depending on different labels such as depression and 

schizophrenia, participants would perceive different emotions in a facial expression. 

These predictions are discussed more specifically below.

Schizophrenia

Existing studies documented that individuals labeled as schizophrenia tend to be 

seen as dangerous and unpredictable (Angermeyer&Matschinger, 1997, 2003; Link et al., 
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1999; Schneider, 2005). In other words, people generally imagine that those with 

schizophrenia are short-tempered and tend to feel disgusted, so the schizophrenic 

individuals seem to behave dangerously in an unpredictable way. Because of this 

cognitive association between schizophrenia and specific negative affects such as anger 

and disgust, an emotion-free face which participants believed to be from those with 

schizophrenia would be seen as more angry and disgusted than that of a depressed 

individual.  

H4: An emotion-neutral face will be seen as more angry and disgusted when 

participants believe that the face is from an individual suffering from 

schizophrenia than when they believe that the face is from an individual with 

depression. 

Depression

People tend to believe that a depressed individual typically feels angry, afraid, 

alone, tired, sad, and unhappy based on previous research (Horowitz et al., 1982). In 

addition, Rippere (1977) found that those diagnosed with depression were seen as being 

dependent on others. However, because depressed individuals were evaluated as being 

less dangerous than schizophrenic individuals (Angermeyer&Matschinger, 2003), people 

may not see strong anger and disgust on a face which they believe to be one of those 

suffering from depression. Therefore, people would connect depression with passive 

negative emotions such as fear and sadness rather than aggressive negative emotions such 

as anger and disgust.



34

H5: An emotion-neutral face will be seen more sad and fearful as well as less 

happy when participants believe that the face is from an individual with 

depression than when they believe that the face is from an individual with 

schizophrenia. 

As shown above, this study investigates how stigma of mental illnesses influences 

others’ perceptions of facial expressions by those with mental illness. While these 

hypotheses assess how participants see emotions in a mentally ill individual’s face, it is 

also essential to explore what emotions are induced in the participants who interact with 

the mentally ill individual. 

NEGATIVE AFFECT

Existing research on mental illnesses in the context of interpersonal 

communication shows individuals who interact with mentally ill individuals tend to feel 

negatively. For instance, participants who talked with a depressed individual by phone 

felt more depressed, anxious, and hostile compared to those who talked with a 

nondepressed individual (Coyne, 1976b). In addition, Katz, Beach, and Joiner (1999) 

revealed that individuals with a depressed dating partner were likely to be depressed. 

Analyzing 40 findings from 36 studies with 4,952 participants, Joiner and Katz (1999) 

conducted a meta-analysis and found strong support for this contagion effect. That is, 

existing studies showed a relationship between interactions with depressed individuals 

and negative mood in others. Individuals with schizophrenia also elicited more negative 

feelings including fear, uneasiness, and insecurity, than those with depression 

(Angermeyer&Matschinger, 2003). These studies demonstrated that interacting with 
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individuals suffering from mental illness induce negative affect in their conversational or 

close relational partners. 

The stigma of mental illnesses should also play a role in inducing negative 

emotions in others. In a study by Nicholson and Sacco (1999), participants who believed 

that they interacted with a depressed individual developed more negative feelings than 

those who believed to interact with nondepressed individual despite no difference in 

behaviors expressed by the confederate in the both conditions. The study manipulated a 

mental illness condition by showing participants a completed depression scale (i.e., a 

result of depressive symptoms a hypothetical interactant showed). In contrast, the current 

study is interested in how a label of mental illness, but not symptoms of it, induces affect 

in individuals. 

Based on the theoretical and empirical accounts, it was estimated that participants 

who read a message which they believed to be sent by a person with a mental illness 

would report more negative affect. Further, the effect of stigma regarding schizophrenia 

would be more significant than the effect of stigma regarding depression 

(Angermeyer&Matschinger, 2003). The findings related to the predictions would make a 

theoretical contribution to the existing knowledge of what triggers the negative affect in 

interactants of mentally ill individuals. 

H6: Participants who believe that they receive a message from an individual with 

a mental illness (depression or schizophrenia) will report more negative 

affect than those who believe that they receive a message from an individual 

without any mental illness. 
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H7: Participants who believe that they receive a message from an individual with 

schizophrenia will report more negative affect than those who believe that 

they receive a message from an individual with depression.

Thus far, these hypotheses were formulated to investigate cognitive and emotional 

reactions toward people labeled mentally ill. The next section delineates predictions 

examining how the participants would evaluate the message sender based on predicted 

outcome value.  

PREDICTED OUTCOME VALUE

Due to the stigma of mental illness, people would think that interacting with those 

suffering from mental illness is less beneficial than interacting with those without any 

mental illness. Previous studies suggest that individuals do not desire to be physically and 

psychologically close to those with mental illness due to the lack of expected profit 

associated with relating to the mentally ill individual (e.g., Lysaker, Roe, &Yanos, 2007; 

Nicholson & Sacco, 1999). 

Predicted outcome value theory (POVT) suggests that low predicted outcome 

values attached to a relationship with a person leads to low motivation to seek further 

information from the person (Sunnafrank, 1986). Predicted outcome value can be defined 

as a benefit which people expect from maintaining a relationship with a specific 

individual. Because there are negative images attached to mental illnesses such as being 

dangerous and unpredictable (schizophrenia) as well as being alone and dependent 

(depression), people would not perceive a high value related to interactions with those 

suffering from mental illnesses. For instance, people may believe that forming a 

relationship with an individual suffering from depression costs too much because the 
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people might assume that the depressed individual would be dependent and ask for help 

frequently. Additionally, a belief that schizophrenic individuals are easily angered may 

make others believe that forming a relationship with the schizophrenic individual is a 

significant risk. 

It is essential to investigate the influence of stigma of mental illness on predicted 

outcome value because expected low predicted outcome value related to a relationship 

with mentally ill individuals will prevent them from developing close relationships with 

others. Sunnafrank (1986) suggests a situation in which people perceive low predicted 

outcome value attached to a relationship with an individual indicates that they forecast 

maintaining the relationship will not benefit them. Leary (2001) also proposes when we 

do not regard a target as valuable and important, we tend to reject the target. Because 

having close and supportive interpersonal relationships improves mentally ill individuals’ 

symptoms and buffers negative effects of stigma (e.g., Billing & Moos, 1985; Lysaker et 

al., 2007), it is valuable to examine how the stigma of mental illness (i.e., the label of 

mental illnesses) negatively affects predicted outcome value of a relationship with a 

mentally ill individual. Based on these ideas, the following hypotheses are formulated:

H8: Participants will perceive a lower outcome value related to a relationship with 

an individual who they believe to be mentally ill (depressed or 

schizophrenic) compared with a relationship with an individual believed to 

be not mentally ill. 

H9: Participants will perceive a lower outcome value related to a relationship with 

an individual who they believe to be schizophrenic compared with a 

relationship with an individual believed to be depressed. 
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Overall, the hypotheses developed above explore the influence of stigma 

regarding mental illnesses on participants’ perceptions and emotional reactions toward 

those suffering from mental illness. Put differently, in these hypotheses, participants are 

considered as message receivers. Next, the following section documents predictions of 

how actively or passively the participants respond to a message and message sender 

suffering from a mental illness. This study examines participants’ reaction in two ways: 

1) participants’ written response, and 2) a scale assessing rejection of the message sender. 

RESPONSE TO A MESSAGE FROM AN INDIVIDUAL WITH A MENTAL ILLNESS

As previously mentioned, this study focuses on investigating how people write a 

response to a message which they believe to be delivered by someone with a mental 

illness. Considering existing research has not investigated written responses toward those 

with a mental illness, this study would be of theoretical importance by elucidating how 

individuals verbally communicate with mentally ill individuals through a written 

message. Because some verbal messages could make message receivers feel hurt (e.g., 

Vangelisti, 1994), it is essential to examine the impact of the mental illness stigma on 

messages toward those with mental illness. 

The stigma of mental illness is expected to negatively affect responses to a 

message from a mentally ill individual. For instance, if people receive a message from an 

individual with schizophrenia, they would write a response which implies that they wish 

to avoid future interaction and do not want to be relationally close to the individual. To 

analyze responses to a hypothetical mentally ill individual, message design logics is used 

in this study (O’Keefe, 1988). Based on an assumption that people communicate in 

pursuit of multiple goals, O’Keefe (1988) proposed three types of message logics which 
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help people reach their interpersonal goals. Expressive messages are those conveying 

ideas and feelings without being concerned about others’ face. Using the expressive 

messages, we can convey what we think and feel, so others will know what we think and 

feel. The message can express our current mental state fully and honestly. Through the 

use of conventional messages, senders employ politeness strategies in order to meet goals 

associated with social norms such as behaving in socially appropriate ways. 

Communication between a speaker and a hearer is constituted by cooperation to make 

them look socially appropriate. Rhetorical messages are intended to maintain desired 

identities of interactants and harmonious relationships with them.While the conventional 

messages function to allow us to meet fixed social norms, the rhetorical messages work 

to enable us to create rules between interactants to achieve their goals. With the rhetorical 

messages, speakers can negotiate goals they want to achieve. In order to do so, they 

should carefully listen to their interactant. 

Even though O’Keefe (1988) proposed the message design logics as individual 

differences, she did not deny the possibility that people use different logics depending on 

situations. Because the message design logics were formulated based on the premise that 

we communicate to achieve goals, different logics can be used according to various 

situations where different goals are pursued. In addition, the message design logics help 

to code messages. Caughlin et al. (2008) conducted a study investigating the use of 

message design logics of responses to HIV result disclosures and the researchers 

successfully categorized the responses using the message design logics. Therefore, this 

study employed the message logics to categorize participants’ open-ended responses to a 

target in different mental illness conditions where different goals can be pursued. 

Due to the stigma associated with mental illness, participants in the mentally ill 

conditions are predicted to write responses which are intended to convey information 
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(expressive) rather than politeness (conventional) or relational (rhetorical) messages. That 

is, the participants who believed they were writing a response to those with a mental 

illness would use less sophisticated messages than those who believed they were writing 

a response to those without any mental illness. However, individuals labeled as depressed 

elicit relatively positive reactions from others such as a desire to help and empathy 

compared with those labeled as schizophrenic (Angermeyer&Matschinger, 2003). 

Therefore, the sophistication of a message to depressed individuals should be higher than 

that of a message to schizophrenic individuals. 

H10: Responses from participants who believe they are writing to an individual 

without any mental illness are more likely to be categorized as more 

sophisticated messages than responses from participants who believe they are 

writing to an individual suffering from a mental illness (depression or 

schizophrenia).

H11: Responses from participants who believe they are writing to an individual 

suffering from depression are more likely to be categorized as more 

sophisticated messages than responses from participants who believe they are 

writing to an individual suffering from schizophrenia.

REJECTION

A typical response to depressed or schizophrenic individuals is rejection. 

Rejection has been conceptualized in various ways in previous research on mental illness 

such as physical rejection (e.g., farther distance in Yarkin et al., 1981) and psychological
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rejection (e.g., high score on a rejection scale in Link et al., 1999). To help researchers 

define rejection, Leary (1990) introduced a three-category index of exclusionary-status. 

Passive exclusion occurs when individuals simply ignore other people, but do not 

physically reject a target. Active exclusion manifests when individuals avoid a target, but 

tolerate her or his presence when necessary. Maximal exclusion is a situation in which 

individuals eject a target from the social encounter by physically rejecting the target. 

Based on the taxonomy of rejection, the current study conceptualizes rejection as a 

psychological desire to ignore and avoid a target. This definition fits into this study 

because this study examines cognitive aspects of interpersonal processes in a message 

exchange interaction rather than a real, physical interaction. 

Existing research has revealed that mentally ill individuals tend to be rejected. For 

example, Segrin and Dillard (1992) conducted a meta-analysis using research on 

depression and interpersonal communication and revealed that regardless of whether an 

interactant is a stranger or friend, depressed individuals tend to be more rejected than 

nondepressed individuals. Yakin et al. (1981) also revealed participants maintained a 

farther distance from an individual who engaged in distressing behaviors that depressed 

individual tend to exhibit than from an individual who displayed positive behaviors. 

Participants in a study by Coyne (1976b) talked with a depressed or nondepressed 

individual by phone and those who talked with a depressed individual indicated a higher 

score on rejection scale than those who talked with a nondepressed individual. Further, 

compared with depressed individuals, schizophrenic individuals tend to be seen as more 

dangerous and unpredictable, and consequently, others are less willing to be a friend with 

them (Angermeyer&Matschinger, 1997, 2003; Link et al., 1999).

This rejection exacerbates mentally ill individuals’ symptoms. First, rejection may 

cause low self-esteem. The sociometer theory proposed by Leary (1999) argues self-
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esteem functions as a subjective monitor of how much people feel valued, accepted, and 

appreciated. In short, if people feel rejected by others, their self-esteem may decrease and 

be damaged. Because negative self-esteem is correlated with symptoms of depression 

(Tennen et al., 1987) and schizophrenia (Barrowclough et al., 2003), constant rejection is 

expected to worsen a mental illness. 

Second, rejection could make it difficult for mentally ill individuals to experience 

social support from others. The perceived support availability, which is defined as 

available social support when it is needed, is negatively associated with symptoms of 

depression (Cohen & Wills, 1985; Cunningham & Barbee, 2000) and schizophrenia 

(Erickson, Beiser, &Iacono, 1998). Third, perceptions of being rejected make mentally ill 

individuals feel lonely. People feel loneliness when the quality of relationships they 

perceive themselves to be involved in is lower than that they desire to experience (De 

Jong Gierveld, Van Tilburg, & Dykstra, 2006). If those with mental illness continuously 

receive signals from others that they are devalued, it is hard for them to achieve a desired 

level of the relationship quality. Previous studies show depression and loneliness go hand 

in hand (see for a review, Segrin, 1998) and loneliness significantly influences 

schizophrenic individuals’ subjective well-being (Borge, Martinesen, Ruud, Watne, 

&Friis, 1999). That is, symptoms of mentally ill individuals who feel loneliness will 

deteriorate. As stated above, rejection needs to be examined in this study because it 

would have a significant impact on mentally ill individuals’ psychological outcomes. 

In examining the rejection of mentally ill individuals, it is important to consider 

why people reject particular targets. We would like to exclude someone if we don’t value 

the individual (Leary, 2001). We cannot accept everyone because most relationships 

require a certain sufficient amount of time and energy even though our time and energy is 

limited (Leary, 2001). Therefore, we need to make a decision of who we would like to 
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connect with and who we would not. The decision tends to be made based on relational 

evaluation—the degree to which we regard our relationship with others as valuable, 

important, or close (Leary, 2001). For example, if we think an individual brings us a lot 

of things we desire, we are likely to include the individual in our social network. On the 

other hand, if we think an individual has little to offer us and may harm us, we might 

exclude the individual. This mechanism of rejection is related to arguments proposed in 

POVT (Sunnafrank, 1986). POVT suggests people desire to obtain further information of 

and be close to an individual only when the individual is expected to bring them positive 

outcome. From these theoretical accounts, it was expected that participants would desire 

to ignore and avoid a mentally ill individual because participants would perceive the 

individual to be of little importance or value. 

In existing studies, to assess rejection of those labeled as mentally ill, participants 

interacted with an individual who showed behaviors which mentally ill people tend to 

engage in (e.g., Yakin et al., 1981) or participants read a vignette in which a hypothetical 

individual shows mentally ill symptoms (e.g., Angermeyer&Matschinger, 1997, 2003). In 

other words, no study has yet investigated how merely labels of mental illnesses impact 

participants’ rejecting feelings toward mentally ill individuals. Therefore, the current 

study explores the influence of stigma of mental illnesses on participants’ desire to reject 

those suffering from mental illnesses. 

H12: Participants will reject a message sender who they believe to suffer from 

mental illnesses (depression or schizophrenia) more than a message sender 

who they believe to be not mentally ill. 
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H13: Participants will reject a message sender who they believe to be 

schizophrenic more than a message sender who they believe to be depressed.  

Thus far, these hypotheses are formulated to explore the impact of stigma of 

different mental illnesses on cognitive, emotional, and behavioral outcomes. The 

subsequent section explores what variables explain the association between the labels of 

mental illnesses and rejection. 

MECHANISM OF REJECTION

The general purpose of this study is to investigate how stigma of mental illness 

affects communication. On the more specific level, this study examines why individuals 

tend to reject mentally ill individuals. Even though existing studies reveal those with 

mental illness tend to be rejected (e.g., Angermeyer&Matschinger, 1997, 2003; Link et 

al., 1999), why the rejection specifically occurs is still unknown. Whether the trigger of 

rejection is mentally ill individuals’ behaviors or mental illness labels, why people reject 

mentally ill individuals needs to be explored. If we know the reason, we could prevent 

rejection of those with mental illness. Consequently, the current research postulates 

politeness in a received message and perceived facial expressions as potential 

explanations of why people desire to reject mentally ill individuals.

Politeness of Verbal Message

As noted previously, positive face can be defined as a desire to gain approval and 

be positively evaluated. Negative face is a desire to maintain autonomy from others and 

to preserve freedom of action and freedom from imposition. Related to the 

conceptualizations of face, it was predicted that if participants perceived that they 

received a message which threatened their positive or negative face, they would be apt to 
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reject the message sender. Consistent with the prediction, Segrin and Abramson (1994) 

argue perceived positive and negative face threatening acts expressed by mentally ill 

individuals are one of the main causes of rejection of them. Therefore, it is possible that 

the expected association between the stigma of mental illness (i.e., the label of mental 

illness) and rejection is mediated by perceived face threatening acts in a message. 

Unveiling the mediating role of politeness in a message in leading to rejection has 

a significant practical value. If we know individuals tend to reject mentally ill individuals 

because of face threatening acts in a conversation, we could help those with a mental 

illness convey messages that do not threaten their conversational partner’s positive and 

negative face. Related to this point, cancer patients are able to minimize the negative 

effect of stigma regarding a cancer by employing a less bothering and more favorable 

conversation. Cohen Silver, Wortman, and Crofton (1990) investigated how cancer 

patients’ messages toward participants varying in degrees of imposing on the participants 

(i.e., negative facework) and making a positive impression on them (i.e., positive 

facework) affected attraction to the patients and desire for future interaction with them. 

Compared with participants who received a message which was more bothersome and 

less favorable from a cancer patient, those who received a message which was less 

bothersome and more favorable perceived the patient more positively through indicators 

such as attraction, closer proximity, and desire for future interactions. Overall, this study 

demonstrates a possibility of helping patients to form less face threatening messages to 

attenuate rejection from a message receiver. 

If participants in the current study perceived more positive and negative face 

threatening acts expressed in a received message, they would desire to reject the message 

sender. This mechanism is depicted in a Figure 1. 
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H14A: The association between awareness of a mental illness and rejection will 

be mediated by perceived threat to positive face.

H14B: The association between awareness of a mental illness and rejection will 

be mediated by perceived threat to negative face. 

Perceived Facial Expression

When participants perceive that a message sender shows negative facial 

expressions, they might not want to be psychologically close to the sender. Because it can 

be expected that participants would see negative facial expressions of a target who they 

believed to suffer from mental illness, the target would be avoided through rejection. A 

facial expression, one of the essential nonverbal cues (i.e., Ekman, 1972), tends to 

operate as relational communication, which functions to define the nature of the 

relationship (Watzlawick, Beavin, & Jackson, 1967). Specifically, positive facial 

expressions such as smiling and relaxed laughing indicate greater involvement (Burgoon, 

et al., 1984; Coker &Burgoon, 1987). Conversely, negative facial expressions may show 

exclusion and dominance (Burgoon& Hale, 1984). Based on these accounts, individuals 

who perceive negative facial expressions in a picture of a message sender with a mental 

illness would have a negative impression of the sender. As a result, the participants would 

reject the message sender. 

Realizing the mechanism of rejection through perceived negative facial 

expressions of mentally ill individuals has a practical value. For instance, a training 

program in which mentally ill individuals practice to form positive facial expressions 

such as making appropriate smiles will help them make a positive impression on others. 
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Also, it may be valuable to teach people that even if they see negative facial expressions 

in mentally ill people’s face, the perception might be due to the distorted perception 

caused by the stigma associated with mental illnesses. To assess the following 

hypothesis, an overall composite of emotion in facial expressions was calculated and 

analyzed as a mediator. 

H15: The association between awareness of mental illness and rejection will be 

mediated by perceived facial expression of a target.

These two mediators, face threats in a message and facial expressions, are 

expected to function together; in other words, it is not predicted that each of them makes 

independent contributions in mediating the relationship between the stigma of mental 

illness (i.e., the label of mental illnesses) and rejection. A reason behind this prediction 

was that it was hard to imagine participants separately perceiving a verbal and nonverbal 

behavior from a message sender. More realistically, the participants would evaluate the 

message sender based on the overall impression made by both verbal and nonverbal 

behaviors together. Therefore, politeness in a received message and perceived facial 

expression should simultaneously, but independently, contribute to rejection. 

As shown above, these previous sections explore mediators which could explain 

the association between the stigma of mental illness and rejection. The following sections 

discuss a possible moderator which impacts the effects of stigma of mental illness on 

rejection. 
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MODERATOR

This study investigates expected causes of mental illness as a potential moderator 

influencing the impact of stigma regarding mental illness. 

Expected Causes of Illnesses

The causes people ascribe to mental illness would impact the people’s attitude 

toward those with mental illness. Specifically, as Jones et al. (1984) suggest, expected 

controllability of the illness should influence individuals’ perception of mentally ill 

individuals. Related to this idea, Corrigan, Markowitz, Watson, Rowan, and Kubiak 

(2003) found attributions of mental illnesses affected people’s emotional reactions and 

rejection toward a mentally ill individual. When participants were provided with 

information that a hypothetical target’s mental illness was under the target’s control, 

participants showed less pity and more anger as well as demonstrated more rejection of 

the target compared with when participants believed that the target’s illness was not 

under the target’s control. Therefore, the perceived controllability of the illness impacts 

how individuals think of and behave toward those with the illness. 

Elucidating a moderating function of expected causes of mental illness in 

impacting rejection is of practical value. For example, suppose an individual believes that 

depressed individuals deserve their illness because they lack willpower. The individual 

would reject depressed individuals because she or he ascribes a wrong cause to the 

depression. If there are opportunities in which people are educated to know the facts 

regarding the causes of mental illnesses, the negative impact of the stigma of mental 

illness would be attenuated. 

It is expected that people ascribe mental illnesses to various causes. For instance, 

Link et al. (1999) demonstrated that people believed schizophrenia was caused by 

biological factors such as chemical imbalance in the brain more than depression and 



49

alcohol dependence. Angermeyer and Matschinger (2003) also found that while 

depression was believed to be caused more by social factors such as stress at work and 

life events, schizophrenia was perceived to be caused by more biological and genetic 

factors such as brain disease and heredity. They also showed that people believed 

schizophrenia was more likely to deteriorate and was harder to be cured than depression. 

Considering these theoretical and empirical accounts, when participants in the 

current research believed that a target’s mental illness was caused by controllable factors 

such as immoral life style and willpower, an impact of stigma regarding mental illness on 

rejection would be greater compared with when participants believed that the illness was 

not under the target’s control such as heredity or brain disease. 

H16: The perceived controllability of the mental illness moderates the association 

between the influence of mental illness stigma on rejection such that the 

relationship between stigma and rejection will be stronger when participants 

believe the illness is controllable than when participants believe the illness is 

uncontrollable.

In sum, it is essential to investigate politeness in a received message and 

perceived facial expressions as mediators as well as expected causes of mental illness as a 

moderator because we can add to theoretical knowledge of how stigma of mental illness 

influences rejection. Once the mechanism is theoretically revealed, mentally ill 

individuals could minimize the negative effects of stigma by modifying their verbal and 

nonverbal communication probably through social skills trainings. Additionally, with the 

findings related to expected causes of mental illness, educational programs can be 

developed to teach individuals correct knowledge of mental illnesses, which could 
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prevent them from stigmatizing mental patients. Therefore, assessing the mediator and 

moderator would improve the quality of interactions between those with and without 

mental illness. 

Overall, this study investigates the effects of stigma attached to mental illness on 

various outcomes such as normal individuals’ cognitive (e.g., evaluation of a verbal and 

nonverbal message from a mentally ill target), emotional (e.g., induced affect), and 

behavioral (e.g., a written response to a target) reactions to mentally ill individuals. 

Mechanisms of a relationship between awareness of mental illness labels and rejection 

were also tested by assessing mediating roles of perceived verbal and nonverbal 

behaviors of a mentally ill individual. Moreover, expected causes of mental illness were 

hypothesized to impact the influence of stigma on rejection. 

A contribution made in the current study would reveal how our perceptions, 

emotions, and behaviors can be influenced by a mental illness label of our conversational 

partner. By realizing how the mental illness stigma influences communication, people 

around mentally ill individuals could adjust their thinking and behavior to improve the 

quality of life of those with mental illness. Lastly, with the knowledge of how stigma 

works, the stigmatized mentally ill individuals could modify their perception and 

communication to help themselves develop desired relationships. 
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Chapter 3: Method

PARTICIPANTS AND PROCEDURES

592 undergraduates at a large public university in the Southwestern United States 

participated in this study. Undergraduate students are appropriate participants considering 

this study focuses on the initial stage of developing personal relationships with mentally 

ill individuals. Among the participants, 180 participants who did not notice a 

manipulation of mental illnesses were excluded and consequently the number of sample 

was 412 (male = 127; female = 285). Participants ranged in age from 17 to 30 years (M = 

20.37, SD = 1.55). The majority was Caucasian (n = 235, 57.0%); other ethnicities were 

Hispanic (n = 69, 16.7%), Asian American (n = 57, 13.8%), African American (n = 13, 

3.2%), Pacific Islander (n = 1, 0.2%), and other types (n = 37, 9%). There were no 

significant differences in dependent variables between males and females except for 

perceived happiness and sadness in a target’s face; faces of females were seen as less 

happy and sadder. Therefore, gender was included as a control in analyses involving 

these two variables. Experience of mental illnesses (e.g., whether participants have been 

mentally ill or not; whether participants have interacted with mentally ill individuals or 

not) was not related to any of the dependent variables. 

The participants assessed an online questionnaire where they answered questions 

based on a hypothetical individual and a message sent by the individual (see the 

Appendix). After the consent information, participants were asked demographic 

information including age, gender, and ethnicity. Then, the online survey system matched 

the gender of the target (i.e., the hypothetical message sender) and the participant because 

this study was not intended to examine how differently participants would communicate 

with others with a different gender. The next page of the survey began with the 
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following: “Imagine that you receive a message through Facebook from an individual 

(Nick = Male / Sarah = Female) who is a friend of your friend (Chris) who lives in 

Michigan. Before reading the message, you check out Nick/Sarah’s profile as follows. 

Please read the detail of this profile carefully.” Chris was hypothesized to live in a city 

far from where participants’ university was located because if Chris was close to them, it 

would be more natural that Chris helped with the target’s transition than did the 

participants. The participants then saw a profile page which provided the target’s general 

information in addition to a photo of a face with moderate smile. They were assigned to 

one of three different mental health conditions: 1) target has a cavity (control group), 2) 

target has suffered from depression, and 3) target has suffered from schizophrenia.

After reading the profile page, the participants read a message which they believe 

to be sent by the target. The participants were asked: “Please write a response to this 

message. Please write exactly the words you would use.” After they type their response in 

a blank space, they completed closed-questions relevant to the hypothetical message and 

the message sender. These questions were randomized to avoid the order of questions 

from influencing responses. No time limit was given to complete the questionnaire. The 

respondents received extra credit for their participation. 

HYPOTHETICAL SITUATION - INITIAL INTERACTION

This study examined an initial interaction in which college student participants 

communicated with a hypothetical target in Facebook, who was assumed to be their 

friend’s friend. The initial interaction was focused on in this study because interpersonal 

contacts between strangers are particularly subject to stereotypical responses (Goffman, 

1963). Despite the possible negative effect of stereotype, an impression in the initial 

interaction is critically important to develop close relationships (Denrell, 2005). In 
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particular, negative first impressions are more stable than positive first impressions 

(Denrell, 2005). In other words, if people fail to make a good first impression to others, it 

would be hard for the people to change the negative impression and so, building close 

relationships would be difficult. Because the stigma of mental illness could have a 

significant influence on the impressions of mentally ill individuals (e.g., Cane &Gotlib, 

1985), the current study uses the initial interaction as a hypothetical situation. 

MANIPULATION

Participants knew if a hypothetical target suffered from a mental illness by seeing 

a comment on a wall, which was located at the bottom of a profile page. Facebook users 

can post comments on their own and others’ wall to exchange opinions and update their 

situations. In all the three conditions (i.e., control, depression, and schizophrenia), three 

comments were posted from three individuals responding to a comment by the target, “I 

am moving to Austin soon!” In all the conditions, two of the comments were same: 

“Austin is a great city” and “I had a great time when I visited Austin.” One comment was 

different across conditions: “Here is the website to find a doctor for your cavity (control) 

/ depression / schizophrenia in Austin (www.finddoctor.com). I hope it helps!” A cavity 

was used for the control condition because some illness is necessary in the condition to 

equate negativity across conditions and a cavity is considered to have some negativity 

without stigma. By reading the comment, participants became aware of the target’s 

mental health condition. A manipulation check at the end of the questionnaire showed 

412 participants correctly identified the target’s issue, and 180 participants did not.

The information of illnesses was not revealed by the target himself or herself to 

increase realism. It is not common for Facebook users to disclose their own illness on a 

profile page. However, it is more realistic that the users’ friends imply that the user 
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suffers from an illness. This assumption may be correct considering participants reported 

that this situation was relatively realistic as indicated in the response to an item to assess 

realism (M = 1.96 out of 5; a lower score indicates higher realism).

FACE PHOTO

Male participants saw a male face photo and female participants saw a female 

face photo (Figure 2). These faces were actually same except their hair. The gender-

neutral face was developed by Virtual Facial Feminisation 

(http://www.virtualffs.co.uk/index.html). This study employed one of the faces which 

was virtually modified to be gender neutral based on two real male and female faces. By 

using this face, face features between genders could be equated, thus reducing potential 

bias. Different hair styles such as a long hair for a female and a short hair for a male 

made it possible to make the face looking a female and a male. While a face with a 

moderate smile was shown on the Facebook profile page, a face without any emotion was 

shown when participants assessed emotions on the face. The reason for using the smiling 

face on the profile page was that it was more typical and realistic for people to use a 

smiling face on the profile page than to use a face without any emotion. However, in 

order to see how participants associate images of mental illnesses with a facial 

expression, the face without emotion was used when they assessed it. 

MESSAGE

In the hypothetical email message, the target mentioned that she or he was a 

friend of the participant’s friend and transferring to the university which the participant 

attended. The participants were asked to write a response to this message. The full 

message is followed:
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Hello! I am Nick (Sarah), a friend of your friend, Chris. I am transferring 

to University of Texas at Austin next semester. He told me that you might be 

willing to answer a few of my questions about Austin and UT. 

I have never been to Austin--what is the city like? What is the university 

like? I know that UT Austin is a great school. What do you like and dislike about 

UT Austin? 

I know this is asking a lot, but I was wondering if I could stay with you or 

one of your friends for the first night when I get to Austin. I found an apartment, 

but the contract says I can’t move in until a day after I get to town. So, it would be 

great to find a place to stay for the first night.

Thanks so much!

Nick (Sarah)

As shown in the message, the target asked participants to provide information about the 

university and the city at which the university is located because the message sender had 

never visited. Then, the target said in the message that she or he was wondering if the 

participant or their friend could let the target stay at the person’s place for the first night. 

This message was prepared because it could elicit a wide range of immediacy in 

responses. For instance, some participants would answer questions about the city and 

school, but they would not help the target with the stay. Other participants would let the 

target stay at their place. Thus, the wide range of responses could reflect their closeness 

to the target. 
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MEASURES

The questionnaire contained items assessing participants’ perceptions of message 

content, facial expressions, induced emotions, predicted outcome value, rejecting attitude, 

and expected causal attributions of illnesses, the last of which was included only in the 

mental illness conditions (see the Appendices). These measures were randomized except 

the scale assessing the expected causal attributions of illness, which was asked at the end 

of a questionnaire because this scale could make participants aware of the study’s 

purpose. A manipulation check was conducted to ensure participants realized the target 

suffered from a specific mental illness (in the two experimental conditions, but not the 

control condition) by asking participants to respond to an open-ended question as 

follows: “The message sender has suffered from…” The realism of the hypothetical 

scenario was also assessed to examine how possible participants thought the hypothetical 

situation was. In general, participants thought the hypothetical situation was realistic, M = 

1.96 out of 5 (a lower score indicates higher realism), and this did not significantly vary 

by condition (F = 1.231, p = .293; control: M = 1.89, SD = 0.98; depression: M = 1.95, 

SD = 0.86; schizophrenia: M = 2.07, SD = 1.07). 

Facial Expression

A scale was developed for this study to evaluate the target’s face regarding five 

expressions including sadness, anger, fear, disgust, and happiness. The intensity of each 

emotion was evaluated by using a 5-point scale (1: Not at all – 5: Strong). Additionally, 

one item was proposed to ask participants to choose one out of the five emotions which 

the target’s face seemed to express most. 
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Politeness of Message

The target’s message was rated regarding the degree to which the message 

threatened participants’ positive and negative face with ten items for each type of face. 

This scale was created based on Lee, Park, Imai and Dolan’s (2012) scale, which was 

used to examine face threatening acts in asking favors. In the previous study, Cronbach’s 

α of this scale ranged from .73 to .96 and confirmatory factor analyses (CFAs) showed 

items measuring negative face threat and positive face threat were unidimensional, 

respectively. Example items of positive face threat are: “This message could make me 

care less about looking good in front of this message sender” and “This message could 

make me feel bad about myself.” Example items of negative face threat are: “This 

message will restrict what I do” and “This message is likely to bother me.” A 5-point 

Likert scale was used (1: Strongly disagree – 5: Strongly agree). For each positive and 

negative face threat scale, all items were averaged to create an overall score of perceived 

politeness of the message; a higher score reflects more face threat. 

Affect

The Adjective Checklist (Jenkins-Hall & Sacco, 1991) was used to examine 

feelings participants had about the target. Participants were asked to describe “the way 

you feel right now” in the instrument. The instrument is composed of 17 bipolar 

adjectives indicating various mood states, such as warm/cold, pleasant/unpleasant, 

clean/dirty, and familiar/unfamiliar. Jenkins-Hall and Sacco (1991) showed a Cronbach’s 

α was .82. A mean of responses to the 17 ratings reflected affect. A 5-point scale was 

used (e.g., 1: Cold – 5: Warm); a higher score indicates more positive affect. 
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Predicted Outcome Value

Thepredicted outcome value attached to the potential relationship with the 

message sender was measured by 11 items developed by Sunnafrank (1988). In the study 

by Sunnafrank (1988), a Cronbach’s α of this scale was .93. Example items are: “In 

general, how positive/negative will the future of this relationship will be for you?” and 

“Considering your general expectations about this person’s patterns of behavior, how 

positive/negative do you expect the future of this relationship will be you?” A 7-point 

Likert scale was used (1: Extremely negative – 5: Extremely positive). The average across 

items was used as a score of predicted outcome value; a higher score reflects higher 

predicted outcome value. 

Rejection

Perceived rejection of the message sender was measured with 11 items composed 

by Winer, Bonner, Blaney, and Murray (1981). These items were drawn from various 

sources, such as Coyne (1976b), Hammen and Peters (1977), and Youngren and 

Lewinsohn (1980). Gotlib and Beatty (1985) indicated that a Cronbach’s α of the original 

scale composed of 13 items was .96. Although the original scale is composed of 13 items, 

two items were excluded for this study because they ask participants about the 

possibilities of dating and marrying a target. In this study, participants received a 

message from a target whose gender was same as the participants’ gender. Example items 

are: “Would you like to meet this person?” and “Would you be willing to have this 

person eat lunch with you often?” A 5-point Likert scale was used (1: Strongly disagree –

5: Strongly agree). All items were reverse-coded. The mean of responses to the items was 

calculated to represent an overall score of rejection; a higher score indicates greater 

rejection. 
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Causal Attribution

This scale was only included in questionnaires of the mental illness conditions. 

Participants chose one cause among ten which they believed to be a main determinant of 

an illness which the message sender suffered from. The ten causes were selected from a 

study by Angermeyer and Matschinger (2003). Controllable causes are the following 

three items: lack of will power, alcohol abuse, and immoral life style. If participants 

chose one of them, it would be considered that they ascribed a controllable cause to the 

illness. Uncontrollable causes are the following seven items: heredity, brain disease, life 

event, stress at work, broken home, lack of parental affection, and unconscious conflict. 

If they chose one of these seven, it would be considered that they ascribed an 

uncontrollable cause to the illness. 

CODING OF RESPONSES

Participant responses were coded to reflect his or her desire to be close to the 

target. For instance, if a participant replies to the message only greeting or having a small 

talk without providing the information about the city and university and without 

mentioning a place to stay, the message could be counted as an expressive message 

because the reply provides minimum information rather than implying personal 

closeness. On the other hand, if a participant sends a response in which the participant is 

willing to offer the participant’s place to stay for the target, the response can be 

categorized as a rhetorical message due to an intention to be relationally close to the 

target (see coding schemes in Table 1). 

Participants’ open-ended responses to the sender’s message were examined in a 

holistic manner to decide whether the responses could be categorized into one of three 

message design logics: expressive, conventional, or rhetorical messages. Coding schemes 

were developed based on those used in Caughlin et al. (2008) with some modifications 
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which made the original schemes more suitable for this study. The principal investigator 

and a research assistant discussed and determined criteria which helped reliably 

categorize responses into message logics based on the established coding schemes by 

Caughlin et al. (2008). Specifically, expressive messages are short such as a message 

composed of two or three sentences without answering questions asked by the 

hypothetical target, as shown in the first set of examples from the data.

Sorry Nick. I just don't know you (message #: 38).

Hey man no problem! Austin is a great town and I'm sure you're going to love it 

here! (message #: 40).

Dear Sarah, I have to check my schedule first but I will let you know. I might be 

going home that weekend. Sorry! (message #: 73).

Conventional messages answer questions by the target. However, the messaged 

do not show a willingness to meet the target or to let the target stay at the participants’ 

place. 

Hey, Great to hear you are coming to UT and that you are so excited. You are 

going to love it. The school can be a little overwhelming because of its size but do 

not worry after being here you will soon know it all. As for the city, Austin is 

beautiful. Everyone is friendly. If you have anymore specific questions feel free to 

let me know. As for the spending the night, I don't think I can help with that. My 
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roommate is very picky and doesn't like having guests over. Sorry, hope 

everything works out (message #: 30).

Rhetorical messages show the involvement such as a willingness to meet the 

target or let the target stay at the participants’ place. 

Hey Sarah. That's so exciting you are moving here, I'm sure you will love it. 

Austin is a very laid back city with tons of live music, shopping, and ways to stay 

active outdoors. The university is very diverse and large. There are a large variety 

of on ca(m)pus groups and at Texas there really is a place for everyone. I love UT 

football, my classes, and the campus. One negative is the parking--there's not 

much. I would not mind you staying with me for a night when you get in. What 

day? Let me know! Talk to you soon! (message #: 2)

A subsample of 90 messages were categorized (more than 20% of all messages) 

into one of three categories:expressive (i.e., messages conveying ideas and feelings 

without being concerned about others’ face), conventional (i.e., messages with politeness 

strategies to meet goals associated with social norms such as behaving in socially 

appropriate ways), and rhetorical (i.e., messages are intended to maintain desired 

identities of interactants and harmonious relationships with them). After obtaining good 

reliability (.81) using Cohen’s kappa and resolving discrepancies by a discussion with the 

assistant, the remaining 322 messages were coded by the principal investigator.
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Chapter 4: Results

The reliabilities, means, and standard deviations for each of the measures are 

shown in Table 2. Hypotheses 1-9, 12, and 13 assess the influence of labels of mental 

illnesses on cognitive and emotional responses to a hypothetical message and message 

sender. For analyzing these hypotheses, multivariate analysis of variance (MANOVA) 

was used because MANOVA allows analyses involving categorical independent 

variables (i.e., the three mental health conditions: control, depression, and schizophrenia) 

and multiple continuous dependent variables (i.e., positive and negative face threat, 

perceived facial expressions, induced affect, predicted outcome vale, and rejection). The 

MANOVA was run with another factor, gender. As Table 3 indicates, results showed a 

significant effect for mental illness condition, Wilks’λ = .90, F(20, 786) = 2.205, p = 

.002, η2 = .053, and gender, Wilks’λ = .90, F(10, 393) = 4.438, p< .001, η2 = .101, but no 

significant interaction effect for the condition and gender, Wilks’λ = .95, F(20, 786) = 

1.114, p = .329, η2 = .028.The univariate results revealed gender was related tosome 

perceived facial expressionssuch as happiness (F = 27.410, p< .001; Male: M = 2.50, SD

= 0.89; Female: M = 2.02, SD = 0.83) and sadness (F = 14.085, p< .001; Male: M = 2.30, 

SD = 1.07; Female: M = 2.83, SD = 1.16). No significant interaction effects involving 

mental illness condition and gender were found as indicated in the univariate results 

(Fs<2.100, ps> .124).Hence, the results reported below will focus on the how the 

dependent variables varied by mental illness condition. Post hoc analyses using Tukey’s 

procedure were followed to examine the differences in dependent variables among the 

control, depression, and schizophrenia conditions separately. 

The MANOVA examining group differences for the set of dependent variables 

related to Hypotheses 1-9, 12, and 13 suggested the groups significantly differed, Wilks’λ
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= .90, F(20, 786) = 2.205, p = .003, η2 = .053. In particular, the univariate tests showed 

that predicted outcome value (F = 8.654, p< .001) and rejection (F = 9.940, p< .001) 

differed among three groups. On the other hand, positive face threat (F = 2.050, p = 

.130), negative face threat (F = 0.905, p = .405), facial expressions (happiness: F = 1.462, 

p = .233; disgust: F = 0.349, p = .706; anger: F = 0.190, p = .827; sadness: F = 2.420, p = 

.090; fear: F = 0.875, p = .418), and affect (F = 0.597, p = .551) did not differ among the 

groups. Post-hoc comparisons using Tukey’s procedurewere conducted to further 

investigate the mean differences in the outcomes between all combinations of the groups. 

Table 2 displays the means of the dependent variables of each group. 

Hypothesis 1 assessed group differences in positive face threat in a message. The 

univariate test indicated no significant differences in this variable (F = 2.050, p = .130) 

between the control (M = 2.51, SD = 0.73), depression (M = 2.47, SD = 0.64), and 

schizophrenia groups (M = 2.68, SD = 0.68). In short, the data were not consistent with 

Hypothesis 1A and 1B.Although no significant differences in this variable were found as 

indicated by the univariate test, post hoc analyses revealed that the schizophrenia group 

(M = 2.68, SD = 0.68) perceived relatively higher positive face threat in a message than 

depression group (M = 2.47, SD = 0.64; p = 0.057).

Hypothesis 2A and 2Bpredicted group differences in perceived negative face 

threat in a message. The univariate test indicated no significant differences in this 

variable (F = 0.905, p = .405) between the control (M = 3.05, SD = 0.77), depression (M

= 3.00, SD = 0.63), and schizophrenia groups (M = 3.16, SD = 0.67). In short, the data 

were not consistent with Hypothesis 2A and 2B. 

Hypothesis 3, 4, and 5 predicted group differences in perceived facial 

expressions. The univariate tests indicated no significant differences in any facial 

expression such as happiness (control: M = 2.13, SD = 0.93; depression: M = 2.26, SD = 
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0.80; schizophrenia: M = 2.17, SD = 0.87), disgust (control: M = 1.95, SD = 0.97; 

depression: M = 1.88, SD = 0.93; schizophrenia: M = 1.84, SD = 0.96), anger (control: M

= 1.98, SD = 1.01; depression: M = 1.91, SD = 0.95; schizophrenia: M = 1.90, SD = 0.98), 

sadness (control: M = 2.57, SD = 1.20; depression: M = 2.87, SD = 1.16; schizophrenia: 

M = 2.63, SD = 1.09), and fear (control: M = 2.18, SD = 1.16; depression: M = 2.17, SD = 

1.06; schizophrenia: M = 2.11, SD = 1.07) (ps> .05). Thus, the data were not consistent 

with Hypotheses 3, 4, and 5. 

Hypothesis 6 suggested individuals would report more negative affect when they 

believed the message was made by an individual with mental illness than when they 

believed it was made by an individual without any mental illness. Also, Hypothesis 7 

predicted individuals in the schizophrenia group would report more negative affect than 

those in the depression group. The univariate test indicated no significant differences in 

negative affect (F = 0.597, p = .551) between the control (M = 3.64, SD = 0.68), 

depression (M = 3.68, SD = 0.55), and schizophrenia groups (M = 3.53, SD = 0.63). In 

short, the data were not consistent with Hypothesis 6 and 7.

Hypothesis 8 suggested individuals would perceive a lower outcome value 

related to a relationship with an individual who they believed to be mentally ill (having 

depression or schizophrenia) than a relationship with an individual believed to be not 

mentally ill. The univariate test showed that groups significantly differed for this variable 

(F = 8.652, p< .001). While the schizophrenia group (M = 3.03, SD = 0.64) perceived a 

lower outcome value than the control group (M = 3.23, SD = 0.63; p = 0.015), the 

depression group (M = 3.31, SD = 0.58) did not differ from the control group (p = 0.244). 

Therefore, the data were partially consistent with Hypothesis 8. Hypothesis 9 further 

suggested individuals would perceive a lower outcome value related to a relationship 

with an individual who they believed to be schizophrenic than a relationship with an 
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individual believed to be depressed. The schizophrenia group (M = 3.03, SD = 0.64) 

perceived a lower outcome value than the depression group (M = 3.31, SD = 0.58; p

=.001). Data were thus consistent with Hypothesis 9. 

Hypothesis 10 and 11 predicted responses from participants who believed they 

were writing to an individual with a mental illness (having depression or schizophrenia) 

would be more likely to be categorized as more sophisticated messages than responses 

from participants who believed they were writing to an individual without any mental 

illness. Table 4 describes frequencies and percentages of messages with different design 

logics for illness labels. A chi-square test did not indicate an association between illness 

labels and sophistication of responses, χ2 (4, N = 412) = 3.637, p = .457. Additionally, a 

series of Mann-Whitney tests was conducted because the message design logics are 

ordered in terms of sophistication. There was no difference in the sophistication of 

responses between the control and depression groups (U = 8,190, z = .342, p = .732). 

Also, there was no difference between the depression and schizophrenia groups (U = 

5,883, z = 1.494, p = .135). No difference was found between the control and 

schizophrenia groups, either (U = 10,560, z = 1.291, p = .197).

Hypothesis 12 suggested individuals would reject a message sender who they 

believed to suffer from mental illness (having depression or schizophrenia) more than a 

message sender who they believed to be not mentally ill. The univariate test showed that 

groups significantly differed for this variable (F = 9.940, p< .001). While the 

schizophrenia group (M = 3.61, SD = 0.69) rejected the target more than the control 

group (M = 3.35, SD = 0.73; p = 0.003), the depression group (M = 3.21, SD = 0.58) did 

not differ from the control group (p = 0.204). Therefore, the data were partially consistent 

with Hypothesis 12. Hypothesis 13 more specifically suggested individuals would reject a 

message sender who they believed to suffer from schizophrenia more than a message 
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sender who they believed to be depressed. The schizophrenia group (M = 3.61, SD = 

0.69) rejected the target more than the depression group (M = 3.21, SD = 0.58; p< 0.001) 

thus supporting Hypothesis 13. 

Hypothesis 14A, 14B and 15 expected the relationship between awareness of 

illness labels such as depression and schizophrenia and the outcome of rejection would be 

mediated by message perception and perceived facial expressions. Correlations between 

variables associated with these hypotheses are shown in Table 5. In order to test these 

hypotheses, four steps of mediation analyses suggested by Baron and Kenny (1986) were 

conducted as follows. First, a correlation between the initial variable (i.e., illness labels) 

and the outcome (i.e., rejection) needs to be found. Second, the initial variable and the 

mediator (i.e., perception of a message and facial expressions) should be correlated. 

Third, the mediator and outcome should be correlated controlling for the initial variable. 

Finally, to establish that the mediator completely mediates the relationship between the 

initial variable and outcome, the effect of the initial variable on the outcome controlling 

for the mediator should be zero. 

Although structural equation modeling (SEM) was originally proposed for the 

mediation analysis, the regression analyses were used for the following reasons. A 

structural equation model with dummy-coded mental health variables (explained below) 

as predictors, with positive face threat, negative face threat, and perceived facial 

expression as mediators, and with rejection as an outcome was formed and it showed a 

poor fit: χ2(5) = 269.126, p< .000, CFI = .288, RMSE = .358 (90% CI = .322; .395), 

SRMR = .148. Further, the same structural equation model was formed without negative 

face threat and perceived facial expressions because results of Hypotheses 2-5 suggested 

there were not significant relationships between illness labels and negative face threat as 

well as facial expressions. That is, with regard to these variables, the second step for the 
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mediation analysis was not fulfilled. There was not a significant association between 

illness labels and positive face threat either, but post hoc analyses suggested there was a 

moderately significant difference for positive face threat between depression and 

schizophrenia groups (p = .057). Therefore, this variable was included in the structural 

equation model to explore its possible mediating role. However, the model was just 

identified (i.e., df= 0), so model fits could not be computed. Thus, multiple regressions 

were used in this study.

To carry out the mediation analyses, a variable of mental illness labels was 

dummy-coded for regression analyses, so two variables were made: control group and 

depression group (with the reference group being the schizophrenia group). The reason to 

chooseschizophrenia group as a reference group is that the results of MANOVA showed 

that while the schizophrenia group was significantly different in some outcomes from the 

other two groups, the two groups were not different each other. Therefore, making the 

schizophrenia group the reference group focuses on the significant differences in 

outcomes between the schizophrenia group and the other two groups. 

For the first step, a multiple regression was used to examine the relationship 

between a predictor (illness labels) and an outcome variable (rejection). In the analysis, 

two dummy-coded variables (i.e., the control group and depression group) were included 

as independent variables and rejection was included as the dependent variable. The 

results were significant, F (2, 409) = 8.73, p<.001, adjusted R2=.36. The control group (β

= -.23, t = 3.85, p< .001) and the depression group (β = -.21, t = 3.52, p< .001) rejected a 

target less than the schizophrenia group. 

For the next step, the relationship between the predictor (illness labels) and the 

mediator (positive face threat) was examined. The results were significant, F (2, 409) = 

3.90, p =.021, adjusted R2=.01. The control group (β = -.14, t = 2.40, p = .017) and the 
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depression group (β = -.15, t = 2.54, p = .012) perceived less positive face threat in a 

message than the schizophrenia group. 

For the third step, the influence of the mediator (positive face threat) on the 

outcome (rejection) was investigated. A multiple regression was run including dummy-

coded variables of illness labels and positive face threat as predictors and rejection as the 

dependent variable. The results were significant, F (2, 409) = 20.41, p<.001, adjusted 

R2=.12. Controlling for illness labels, positive face threat was significantly associated 

with rejection (β = .30, t = 6.48, p< .001). 

In the final step, in order to establish that positive face threat mediates the 

relationship between illness labels and rejection, the effect of illness labels on rejection 

controlling for positive face threat should be zero. The unstandardized coefficient 

indicating the relationship between illness labels and rejection was reduced after 

controlling for positive face threat (control group: from .-32 to -.26; depression group: 

from -.37 to -.29), and Sobel tests also showed significant mediation effects for both the 

control group (z = 2.48, p = .013) and the depression group (z = 2.23, p = .025). However, 

even after controlling for positive face threat, there was still a statistically significant 

association between illness labels and rejection for the control group (β = -.18, t = 3.24, p

= .001) and depression group (β = -.16, t = 2.86, p = .004). As Baron and Kenny (1986) 

suggest, the result showed that positive face threat partially mediated the relationship

between illness labels and rejection. In short, the data were partially consistent with 

Hypothesis 14A predicting positive face threat as a mediator. However, data were not 

consistent with Hypothesis 14B and 15 predicting negative face threat and facial 

expressions as a mediator.  

Hypothesis16 predicted labels of illnesses (depression and schizophrenia) would 

interact with perceived controllability of illness causes in predicting rejection. Table 
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6describes frequencies and percentages of expected causes for depression and 

schizophrenia. However, this hypothesis could not be tested because only four 

participants selected controllable factors including lack of will power, alcohol abuse and 

immortal life style as illness causes. 



70

Chapter 5: Discussion

It is important to research the influence of mental illness labels on various means 

of communication between those with and without mental illness. Although previous 

studies on a stigma of mental illness focused on face-to-face communication (e.g., Yarkin 

et al., 1981; Sibicky&Dovidio, 1986), research on the influence of mental illness stigma 

in the context of online communication is scarce. Since online communication is 

considered as a valuable opportunity to get to know others and build desirable 

relationships (e.g., Tidwell & Walther, 2002), the current study assesses how the stigma 

of mental illness could hamper online interaction involving those with mental illness. The 

stigma of mental illness could prevent mentally ill individuals from developing a 

desirable relationship and consequently, poor social contact would exacerbate their 

illness (e.g., Segrin, 1998).

In this study, participants were randomly assigned to one of three conditions (i.e., 

control, depression, and schizophrenia groups). Then, the participants read a message on 

a hypothetical Facebook page which they believed to be sent by a target suffering from 

cavity (control group), depression, or schizophrenia and then they were asked to respond 

to the message. The open-ended responses were coded to examine how differently the 

participants responded to the target across groups. After the response, the participants 

completed various, counter-balanced measurements such as perceived positive and 

negative face threats in the target’s message, perceived facial expressions of the target, 

induced affect, predicted outcome value, and rejecting attitude towards the target. In 

general, it was predicted that the various reactions toward the target labeled as mentally 

ill would be more negative than those toward the not mentally ill target. 
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Overall, the current study suggests communication is negatively influenced by the 

stigma of schizophrenia, but not by the stigma of depression. Specifically, a target labeled 

as schizophrenic was rejected more and perceived to have less value than a target with 

depression or a cavity (i.e., the control group). The results make sense considering results 

of previous studies showing that schizophrenia carried more negative stigma than did 

depression (e.g., Angermeyer&Matschinger, 1997). In the following sections, detailed 

interpretations for each hypothesis are described. 

FACE THREATENING ACTS IN MESSAGE

There were no statistically significant differences for perceived positive face 

threat in a hypothetical message among groups. Positive face is a desire to gain approval 

and be positively evaluated by others. That is, participants even in the mental illness 

conditions did not feel that the message prevented them from keeping the positive image 

they wanted to maintain. The participants were asked if the message sent by the target 

threated their positive face. However, in the situation of asking a favor, it makes more 

sense to expect that their positive face would be threatened not because of the message 

from the target, but because of the message the participants send. Our positive face would 

be significantly threatened if we could not fulfill the request from someone especially if 

the person is in the weaker position (Cahill & Eggleston, 1995). However, in this study, 

the participants were not asked if their reaction toward the target would threat their 

positive face (e.g., a reply indicating that they do not want the depressed target to stay at 

their place), but asked if the message from the target would threat the participants’

positive face. Therefore, the participants even in the mental illness conditions may not 

perceive that the message from the target prevented them from maintaining their positive 

image. 
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In addition, there were not statistically significant group differences in negative 

face threat. Negative face is a desire to maintain autonomy from others and to preserve 

freedom of action and freedom from imposition. Taken together, a message written by a 

target labeled as depressed or schizophrenic did not deprive participants of their freedom 

more than a message written by a target without any mental illness. This result may be 

because of the strong boldness of the message itself. Although participants reported that 

this hypothetical situation was relatively realistic, individuals’ autonomy may be highly 

threatened regardless of what type of stranger asks to stay at their home. Because the 

message content was so demanding, it might have removed possible effects of mental 

illness labels on negative face threat in the message. 

Overall, mental illness labels did not affectperception of the message from the 

target. Next, the results of how mental illness labels affect perceived facial expressions of 

a target are discussed. 

PERCEPTION OF FACIAL EXPRESSIONS

The results revealed that mental illness labels did not affect participants’ 

perception of facial expressions from a target. The results are not consistent with findings 

of previous research showing that people associate a depressed individual with sadness 

and dependence (Horowitz et al., 1982; Rippere, 1977) and associate a schizophrenic 

individual with anger (Angermeyer&Matschinger, 1997, 2003). The results in the current 

research suggest mere labels of mental illnesses may not have an impact on people’s 

perception of facial expressions of a mentally ill individual. For instance, in the study by 

Horowitz et al. (1982), participants were asked to imagine a depressed individual they 

personally knew and to respond about the person. Angermeyer and Matschinger (1997, 

2003) informed participants of symptoms of mental illnesses from which a hypothetical 
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individual in a vignette was suffering. That is, the previous studies manipulated mental 

illnesses by providing participants with imagined behaviors of real, known mentally ill 

individuals or typical symptoms of mental illnesses, which may generate a greater impact 

than merely labeling a hypothetical stranger with an illness. Because the current study 

gave participants only mental illness labels, the manipulation might not have generated a 

strong enough impact to change participants’ perception of facial expressions. 

Another possible explanation is that, although participants may associate mental 

illnesses with specific emotions, this would not mean that the participants inferred certain 

emotions on the face of the target. That is, people may expect that mentally ill individuals 

tend to experience some negative emotions such as sadness and anger (Horowitz et al., 

1982). However, the people may not expect that the mentally ill individuals tend to show

the emotion on their face. 

As stated above, in the same manner as the perception of the message, the 

participants did not perceive more negative emotions on a face of those labeled as 

depressed or schizophrenic than a face of someone without a mental illness. The 

following section introduces possible explanations of the influence of mental illness 

labels not on perception of a message or facial expressions, but on reactions toward the 

target.

REACTIONS TOWARD TARGET

This study examined affective, cognitive, and behavioral responses to a 

hypothetical target labeled as depressed or schizophrenic. It is important to examine the 

affective reaction toward mentally ill individuals because negative emotions induced in 

others have been considered to play a critical role in contributing to rejection of those 

suffering from a mental illness (Coyne, 1976a; Segrin, 2001). The results indicated that 
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mental illness labels did not induce negative affect in participants. Related to the 

discussion of perceived facial expressions, unlike previous studies employing mentally ill 

patients’ typical behaviors (Angermeyer&Matschinger, 2003) and symptoms (Nicholson 

& Sacco, 1999) for a manipulation, this study used only labels of mental illnesses. 

Therefore, this study found that mental illness labels did not make people feel negatively 

in contrast to behaviors exhibited by those with mental illness. 

This interpretation can be corroborated by findings of previous research showing 

that our perception of others is likely to be influenced by the information related to a 

stigma if we see behaviors relevant to the stigma (Darley & Gross, 1983). Participants in 

the study by Darley and Gross (1983) were randomly assigned to one of four conditions. 

One group of participants was given information of a child who was from a low 

socioeconomic status (SES). Another group believed that the child was from a high 

socioeconomic background. Two other groups received the social-class information (i.e., 

one group got the low SES information and the other group got the high SES 

information) and then witnessed a videotape of the child taking an academic test. Results 

showed that the first two groups did not differ for their rating of the child’s academic 

ability such as reading and mathematics. However, the latter two groups who viewed the 

video significantly differed in their ratings such that the group who were told the child 

was from a high SES rated the child’s academic ability more positively than those who 

were told the child was from a low SES.  

The researchers argued that our perception is significantly affected by the 

stereotyping information (i.e., SES) especially when we observe behaviors which 

facilitate the information. Therefore, in the current study, without such observation, mere 

illness labels may not have been influential enough to make them feel negatively. If the 

participants had been provided with some video in which the target showed stereotype-
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activating behaviors such as crying in addition to the illness labels, the effect of the labels 

may have been stronger in inducing negative affect in the participants. 

Contrary to the affective responses, cognitive responses were significantly 

influenced by mental illness labels. Participants perceived a lower outcome value related 

to a relationship with an individual who they believed to be schizophrenic than a 

relationship with an individual believed to be depressed or not mentally ill. Predicted 

outcome value was defined in the current study as benefits which people expect from 

maintaining a relationship with a specific individual. Taken together, people do not 

expect to benefit from relating with schizophrenic individuals as much as relating with 

depressed individuals or those without any mental illness. The results are consistent with 

previous studies revealing the stronger stigma attached to schizophrenia than depression 

(Angermeyer&Matschinger, 1997, 2003). 

The participant did not perceive much value of associating with a schizophrenic 

individual probably because of the tendency to associate schizophrenia with 

unpredictability and dangerousness (Angermeyer&Matschinger, 1997, 2003; Link et al., 

1999). Schneider (2005) pointed out people who behave in unpredictable ways may be 

perceived to be dangerous. In this study, due to these negative attributes attached to 

schizophrenia, participants might have expected that if they started a relationship with the 

schizophrenic target, they would be bothered or even hurt by the target. Because 

Sunnafrank (1986) argues that low predicted outcome values attached to a relationship 

leads to low motivation to maintain and develop the relationship, the low predicted 

outcome value caused by a label of schizophrenia may cause schizophrenic individuals 

some difficulty in developing desirable relationships. This difficulty is supported by the 

results regarding perceived rejection.
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Participants rejected a target believed to suffer from schizophrenia more than a 

target believed to suffer from depression or not to suffer from any mental illness. The 

results can be explained in the same way as the discussion of predicted outcome value. 

That is, the stronger negative stigma of schizophrenia made participants reject the target 

more than that of depression. Also, possibly, due to the low predicted outcome value 

attached to the relationship with the schizophrenic target, the target was rejected. The 

explanation can be corroborated by the theoretical idea by Sunnafrank (1986) contending 

that a low predicted outcome value associated with a relationship leads people to have a 

low motivation to develop the relationship. Leary (2001) also argues that we make 

decisions about who we would and would not like to connect with because of our limited 

amount of time and energy. These decisions tend to be made based on relational 

evaluation—the degree to which we regard our relationship with others as valuable, 

important, or close. Based on these theoretical ideas, it is possible that people labeled as 

schizophrenic tend to be rejected because of the low predicted outcome value associated 

with the relationship with them. Future research should assess if and how much predicted 

outcome value influences rejection of individuals labeled as mentally ill.

The results of affective and cognitive responses differed likely because while 

items assessing affect measured participants’ internal reactions, items assessing cognition 

asked them to think about what would happen if they did have future contact. 

Specifically, the participants knew they were in a hypothetical situation where they did 

not really interact with the target, so negative affect may not have been induced in them. 

However, scales of predicted outcome value and rejection asked the participants to 

imagine how they would or would not want to interact with the target. Therefore, the 

participants may be able to think: “I can cognitively think about or imagine how I would 

not want to interact with this person.” In sum, the participants did not experience negative 



77

affect by the hypothetical interaction with the target, but they expected that they would 

not desire future interactions with the target, so the affective and cognitive responses 

differed. 

Finally, the results of behavioral responses to a hypothetical target were assessed 

through coding written responses to the target. The responses were coded into three 

categories based on message design logics proposed by O’Keefe (1988). The responses 

were coded as expressive messages if they conveyed ideas and feelings without being 

concerned about others’ face (e.g., message #8: “I just don't know you”). If responses 

employed politeness strategies in order to meet the goals associated with social norms, 

such as behaving in socially appropriate ways, the responses were categorized into 

conventional messages (e.g., message# 30: “The school can be a little overwhelming 

because of its size but do not worry after being here you will soon know it all. As for the 

city, Austin is beautiful. Everyone is friendly. If you have anymore specific questions feel 

free to let me know”). Finally, responses intended to maintain the desired identities of 

interactants and a harmonious relationship with them were categorized as rhetorical 

messages (e.g., message# 2: “I would not mind you staying with me for a night when you 

get in. What day? Let me know! Talk to you soon!”) The results showed there were no 

significant differences in the categorized responses among the control, depression, and 

schizophrenia groups. That is, responses written by participants were not influenced by 

mental illness labels. The results are not in line with those of the cognitive responses such 

as predicted outcome value and rejection. In other words, the participants did not desire 

to keep a relationship with a schizophrenic target in the future based on the results of 

predicted outcome value and rejection, but their responses to the target did not reflect 

this. 
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This discrepancy may be due to the politeness participants expressed in their 

responses to the target (Brown & Levinson, 1978). First, the participants in the 

schizophrenia group did not desire to be close to the schizophrenic target based on the 

results of predicted outcome value and rejection. However, they might have been 

motivated to make efforts to preserve their positive face by writing more sophisticated 

responses such as conventional and rhetorical messages. As Lee et al. (2012) suggested, 

people use politeness not only to protect others’ face, but also to protect their own face. 

Therefore, the participants might have used politeness strategies to protect their own 

positive face. Politeness to protect one’s positive face may be a message reflecting one’s 

own desired image. For example, the participants might express that they were willing to 

show the target around town and willing to offer their own place to let the target stay in 

order to maintain a positive image of themselves. Also, because this study was 

hypothetical, the participants knew that they would not have to interact with the target. 

Consequently, despite their internal reluctance to interact with the schizophrenic target, 

the responses with politeness seemed to show involvement and were thus categorized as 

having higher sophistication. 

Additionally, unlimited time was allocated to participants to form their message, 

and consequently, they could have crafted a response to strategically manage their 

desired image. Correll, Judd, Park, and Wittenbrink (2010) suggest that if responses can 

be controlled or modified by participants, it may be hard for researchers to assess socially 

undesirable ideas that the participants embrace. In the current research, participants could 

control and modify their response with unlimited time, so their response might not 

represent their stigmatizing attitude toward mental illnesses. That is, even if the 

participants possessed negative images of mental illnesses, they could feign a positive 

attitude toward mentally ill individuals by writing a welcoming and accepting message. 
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Future research should limit the controllability of responses such as employing an online 

chat in which participants are required to respond quickly to a message from a target or 

they believe they are interacting with someone in real time.

Finally, potential problems in the operationalization of message design logics in 

this study should be considered. That is, in the process of building coding schemes 

between a researcher and an assistant, the schemes might have deviated from the original, 

theoretical conceptualizations ofmessage design logics. Specifically, the coding schemes 

may have confounded the dimension of acceptance or rejection and message 

sophistication. For example, messages showing that message senders allowed the target 

to stay at their place were automatically coded as rhetorical messages. However, 

messages allowing the target to stay at participants’ place without politeness (e.g., “No 

problem. Stay at my place.”) can be expressive messages considering that an important 

factor of the logic is to convey what we think honestly (O’Keefe, 1988). Also, even 

though messages indicating that participants did not want to allow the target to stay at 

their place may have been coded as expressive or conventional messages, the messages 

can be rhetorical if the participants tried to understand the situation of the target and 

negotiate goals they and the target wanted to achieve (O’Keefe, 1988). The results 

obtained by coding responses with the coding schemes in this study were not consistent 

with those from assessments of a rejection scale, so it may be true that the coding 

schemes captured different concepts from the rejection. However, future research should 

address the potential problem in the coding schemes of message design logics in coding

responses from participants in different mental illness conditions. 

Overall, compared to affective and behavioral responses, cognitive responses 

were influenced by mental illness labels. The following section describes the results of 

how perceived behaviors by a target impacted rejection of the target. 
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MECHANISM OF REJECTION

This study hypothesized that perceived verbal and nonverbal messages by a 

mentally ill individual would mediate an association between mental illness labels and 

rejection. It is valuable to test the possible mediating role of communication because if 

communication indeed mediates this relationship, the rejecting attitude toward mentally 

ill individuals could be attenuated by helping them improve their communication or by 

helping others not to make negative inferences about their communication. In the 

analyses, the illness labels were not associated with negative face threat or facial 

expressions. That is, regarding these variables, the second step for the mediation analysis 

was not fulfilled as discussed in the results. Thus, this study only tested a possible 

mediating role of positive face threat in a message, which moderately differed between 

depression and schizophrenia groups (p = .057). 

The results revealed that positive face threat partially mediated the relationship 

between a mental illness label of schizophrenia and rejection. In other words, to some 

extent, a hypothetical message sent by a target labeled as schizophrenic made it difficult 

for participants to maintain their desired self-image and so, they tended to reject the 

target. The results are consistent with the theoretical argument by Segrin and Abramson 

(1994) that mentally ill individuals tend to make it difficult for others to maintain positive 

face and this tendency is one of the main causes of rejecting a mentally ill individual. The 

results of this study raise the possibility that people reject a mentally ill individual due to 

their negative inferences about the individual and the individual’s behavior rather than 

the individual’s message production. In particular, the participants in the schizophrenia 

group perceived the hypothetical message, which was the same across all conditions (i.e., 

there were no behavioral differences across conditions), somewhat more negatively than 

those in the other groups. Because of the negative inferences about the target and the 
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target’s behavior, the participants rejected the target labeled as schizophrenic more than 

the target labeled as depressed or having a cavity. 

This idea is different from the previous idea that the negative interaction between 

those with and without mental illness is mostly attributed to the mentally ill individuals’ 

negative communication (e.g., Coyne 1976a; Segrin, 2001). Consequently, future studies 

should pay more attention to this new possibility that mentally ill people are rejected 

because their interactants make negative inferences about messages from mentally ill 

people due to the stigma of the illness. 

EXPECTED CAUSES OF MENTAL ILLNESSES

What people expect causes mental illnesses was also taken into consideration in 

this study. Jones et al. (1984) suggest expected controllability of the illness should 

influence individuals’ perception of mentally ill individuals. Based on this idea, Corrigan, 

et al. (2003) found attributions of mental illnesses impacted participants’ emotional 

reactions and rejection toward a mentally ill individual. In the current study, controllable 

causes included lack of will power, alcohol abuse, and immoral life style. If participants 

chose one of these, they ascribed a controllable cause to the illness. Uncontrollable 

causes included heredity, brain disease, life event, stress at work, broken home, lack of 

parental affection, and unconscious conflict. If they chose one of these seven, they 

ascribed an uncontrollable cause to the illness. Unexpectedly, only four participants 

chose the controllable causes. Half of participants in the depression group believed that 

depression is caused by life events, which is one of the uncontrollable causes; and 34% of 

participants in the schizophrenia group believed that schizophrenia is caused by brain 

disease and 25% of participants chose heredity, both of which are uncontrollable causes. 

The results suggest while people tend to attribute the cause of depression to social 
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factors, people tend to attribute the cause of schizophrenia to biological factors. Similar 

results were found in a previous study (Angermeyer&Matschinger, 2003). Although 

previous studies suggest controllability of illness causes impacts reactions toward the 

mentally ill individual (Jones et al., 1984; Corrigan et al., 2003), future research should 

focus more on possible influences of the different ways to categorize causes, such as 

social and biological factors, on reactions toward mentally ill individuals. 

Manipulating the controllability of mental illnesses is also possible in future 

research. For example, besides names of illnesses such as depression and schizophrenia, 

why the target suffers from the illness can be noted on a Facebook page. To imply the 

illness is caused by controllable factors, the target might say: “I should stop drinking.” In 

the condition of uncontrollable causes, the target might say: “I have been stressed out at 

work.” It would be valuable to examine how different causes for mental illnesses 

influence communication with the mentally ill individuals.

Considering all the ideas discussed above, it is worth discussing whether the 

unsupported hypotheses are due to methodological limitations or if the theoretical ideas 

should be modified. In general, some methodological issues may contribute to no 

differences in certain outcomes. For instance, this study design could not avoid the 

influence of social desirability of participants (this issue is detailed below in the 

limitations section), so they might have strategically responded to maintain a desired 

image of themselves. This may mask differences in outcomes among groups, which may 

have emerged if the influence of social desirability was removed. Moreover, different 

manipulations between previous studies (e.g., showing patients’ typical behaviors and 

symptoms; Angermeyer&Matschinger, 2003; Nicholson & Sacco, 1999) and this study 

(i.e., showing participants illness labels) may contribute to the results being inconsistent 

with previous research. In short, these methodological limitations such as the social 
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desirability and different manipulations likely contributed to the unsupported hypotheses. 

However, some unpredicted findings cannot be explained by the methodological 

drawbacks. 

In particular, the findings regarding schizophrenia may require modifications of 

previous theoretical ideas. Previous research suggests schizophrenic individuals tend to 

be negatively evaluated such as being viewed as dangerous and unpredictable 

(Angermeyer&Matschinger, 1997, 2003; Link et al., 1999). However, the current study 

found that schizophrenic individuals tended to be rated negatively only when imagining a 

future relationship with the target. Specifically, while a target labeled as schizophrenic 

did not induce negative affect and did not elicit negative written responses, the target 

tended to be perceived to have less value and rejected more. As stated previously, scales 

of predicted outcome value and rejection asked the participants how much value they 

predicted regarding the future relationship with the target or how much they wanted to 

keep a relationship with the target. In other words, the label of schizophrenia negatively 

impacts assessments of schizophrenic individuals especially when the assessments imply 

a future interaction and relationship with them. Therefore, future studies may need to 

consider whether the communication is immediate or anticipated in the future when the 

researchers investigate the stigma of schizophrenia. 

IMPLICATIONS

The findings of this study have several implications. First, the findings imply 

that negative interactions involving those with schizophrenia can be due to the stigma of 

this illness. Scholars who have researched the impact of mental illnesses on 

communication argue that mentally ill individuals tend to communicate negatively, so 

they tend to be rejected by their interactants (Coyne 1976a; Segrin, 2001; Yarkin et al., 
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1981). However, attributing the negative outcomes of the interaction solely to mentally ill 

individuals could exacerbate their symptoms because mentally ill individuals tend to 

blame themselves for negative events and have low self-esteem (Barrowclough et al., 

2003; Sweeney et al., 1986). The current study found that people perceive an individual 

labeled as schizophrenic negatively even if the individual’s initial behaviors are not as 

negative as behaviors by individuals labeled as depressed or without any mental illness 

(i.e., all three conditions received the same prompt from the target). Hence, the negative 

reaction was elicited only based on the label provided, and therefore, participants were 

inferring or conjuring a certain stigma or stereotype about schizophrenic individuals. 

People may send a message showing a willingness to interact with the schizophrenic 

individual (to maintain positive face), but they do not see a value in associating with the 

individual or do not desire a future interaction with the individual. Based on the findings, 

practical implications can be considered for both those with and without the mental 

illness.

Those with schizophrenia should be informed that they are not solely to blame 

for negative interactions with others. They should realize that the negative interactions 

can be caused by the label attached to them. The new perspective may help mentally ill 

individuals have a more constructive attribution pattern (i.e., they do not extremely blame 

themselves; Sweeney et al., 1986), which could lead to higher self-esteem (Barrowclough 

et al., 2003) and less illness severity (Billings & Moos, 1985). Yet, this does not mean 

that mentally ill individuals should not make any efforts to improve their interactions. 

Both interactants contribute to the costs and rewards of any interaction.

For those who interact with schizophrenic individuals, it is valuable to inform 

them that their interpretation of messages may be impacted by the stigma or negative 

stereotypes about schizophrenia. That is, they may need to be patient before judging 
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behaviors of the mentally ill interactant. Because communication, by definition, is 

managed by all involved participants (Goffman, 1955; Watzlawick, Beavin, & Jackson, 

1967), the effort by both those with and without mental illness should help the mentally 

ill individuals develop better quality interpersonal relations. 

On the other hand, participants’ cognitive, affective, and behavioral responses to a 

target labeled as depressed were not as negative as those toward a target without any 

mental illness. It is not clear if the results can be applied to face-to-face interactions, but 

the results imply that the label of depression did not negatively influence communication 

online. Previous research showed that depressed individuals are likely to engage in 

negative verbal and nonverbal behaviors in the face-to-face interactions (Segrin, 2001). 

Therefore, it may be rewarding for them to communicate online without engaging in their 

typical negative communication because they do not have to respond to interactants 

spontaneously and they can strategically manage their image without being influenced by 

the stigma of depression. Consequently, it might be suggested that online communication 

is a recommended means for depressed individuals to develop their interpersonal 

relationships, which should improve their psychological well-being (e.g., Billings & 

Moos, 1985). 

The different implications associated with schizophrenia and depression may 

generate a practical discussion regarding whether to disclose their illness online. Failure 

to disclose one’s illness could lead to negative consequences. For instance, HIV-positive 

individuals who do not disclose their serostatus to their confidants have difficulty in 

receiving social support and become isolated, depressed, and anxious (Chesney & Smith, 

1999). That is, failure to disclose their illness cuts off potential social support from 

friends and family. Hence, it is also possible that mental patients’ failure to disclose their 

illness leads to a lack of social support, which may exacerbate the illnesses (Cunningham 
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& Barbee, 2000; Erickson et al., 1998). However, the stigma of illnesses makes patients 

afraid of disclosing their illness to others (Greene, 2009). The results of the current study 

suggest that, in online communication, depressed individuals may be encouraged to 

disclose their illness to others because the label of depression has a small impact on how 

others will see them. 

On the other hand, schizophrenic individuals may be advised against disclosing 

their illness due to the negative impact of the stigma on their interactants’ willingness to 

interact with the schizophrenic individuals. However, the negative influence of their 

illness disclosure may be attenuated if the interactants have close contact with the 

schizophrenic individual. Desforges et al. (1991) found that if participants had close 

contact (e.g., cooperatively working on tasks together) with an individual labeled as 

formerly mentally ill, their attitudes towards the individual became more positive than 

those they had before the interaction. Although the study employed the label of a former 

mental patient, the findings may be applied to the current study employing the label of a 

current mentally ill patient. Thus, schizophrenic individuals may be advised to disclose 

their illness to others online after they have had some close interactions with others. 

LIMITATIONS AND FUTURE DIRECTIONS

Several limitations deserve comment. First, the explicit measures employed in this 

study, which can assess high levels of intention, attention, and conscious awareness 

related to stigma (Monteith, Arthur, & Flynn, 2010), may not tap some aspects of stigma 

that participants possess. By using explicit measures, respondents are asked to reflect 

consciously on their attitudes and to report them. However, explicit measures have been 

criticized because responses may not accurately represent true attitudes due to the 

desirable social presentation (Correll et al., 2010). Also, this method cannot assess stigma 
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that people unconsciously hold or are not aware of (Blanton &Jaccard, 2008). To address 

these problems, implicit measures have been developed and employed in various research 

areas such as sociology and psychology. Implicit measures can assess uncontrollable and 

automatic attitudes for which people are unaware (Blanton &Jaccard, 2008). To put it 

simply, while explicit measures can assess controllable and conscious attitudes, implicit 

measures can assess uncontrollable and unconscious attitudes. 

Because people are less willing to show their socially undesirable attitudes (e.g., 

they do not want to be close to mentally ill individuals), implicit measures can be better 

at detecting stigmatizing attitudes than explicit measures. For instance, Nosek et al. 

(2007) summarized data from 2.5 million responses to explicit and implicit measures on 

various topics and found that while racism appeared to be weak if it was assessed with 

explicit measures, it remained strong and prevalent if it was assessed with implicit 

measures. Thus, future research should use implicit measures to further assess possible 

stigmatizing attitudes toward mentally ill individuals in online communication. For 

instance, the implicit association test (IAT) can be employed (Greenwald, McGhee, & 

Schwartz, 1998). In IAT, participants are shown stimuli on a computer screen, which 

they place into different categories by using two response keys. IAT also takes into 

consideration the response latency. This method provides evidence of an implicit 

preference for a group relative to the other group. In future research, it would be valuable 

to test if the implicit preference for either depression or schizophrenia is associated with 

explicit attitudes such as perception of facial expressions of a target. 

Regarding a second limitation, although one of the purposes of this study was to 

isolate the impact of behaviors and symptoms of mental illnesses from the influence of 

labels of illnesses, the two types of effects usually occur simultaneously especially in 

face-to-face interactions. For instance, it is highly possible that people communicate with 
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a schizophrenic individual knowing the individual is suffering from schizophrenia and 

also identify their negative communication features. In this vein, although the results of 

this study regarding the influence of stigma of mental illnesses on communication are 

somewhat meaningful for online interactions, we need to be cautious in applying them to 

face-to-face interactions. 

Related to the applicability of the results, the findings obtained by using a 

photographed face may not be applicable to videos in which a face of a mentally ill 

individual continuously changes. Uploading and sharing videos has become more popular 

(e.g., YouTube). How the stigma of mental illnesses impacts people’s decoding of 

emotions on a face in a video should be assessed in future research. 

Additionally, it may be true that a target labeled as schizophrenic was more 

negatively evaluated than a target in the different conditions because participants saw the 

label and the stigma associated with the illness impacted the participants’ perception. 

However, how the stigma truly played a role in influencing the participants’ perception is 

unknown because this study did not explicitly measure stigma. It is assumed that the 

participants were influenced by the stigma based on the results showing differences in the 

dependent variables across conditions. Therefore, future research should employ scales 

assessing stigma and see if the results of the scales are associated with dependent 

variables. 

Also, the results obtained in this study would only be applicable to initial 

interactions and not to established relationships such as friends, romantic partners, and 

family members. Thus, longitudinal studies should be employed to examine how the 

stigma of mental illnesses may continue to influence various interpersonal relationship 

outcomes such as closeness and intimacy between those with and without mental illness 

over time.
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It would be also illuminating to study how the labels of mental illness influence 

communication between individuals, both of who suffer from mental illness. Social 

identity theory (SIT) suggests people tend to evaluate their own group members more 

positively than outgroup members because this allows people to think highly of 

themselves (Tajfel& Turner, 1979). The ingroup preference effect may play a role when 

mentally ill people judge each other. The stigma of mental illness may not negatively 

affect perception of participants who also suffer from mental illness. 
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Chapter 6: Conclusion

This study reveals there are some negative effects of a stigma regarding mental 

illness labels on people’s reactions toward mentally ill individuals. Specifically, while the 

stigma of depression had a small influence on communication, the label of schizophrenia 

had a significant effect, especially on participants’ cognitive responses. This study fills 

important gaps in theories of mental illness stigmas and provides practical implications to 

help mentally ill individuals have better personal relations. Yet, future, interdisciplinary 

research such as qualitative studies and sociological research is needed to further address 

this issue. Although the findings of this study may enhance communication involving 

mentally ill patients, they may not directly improve images of mental illnesses. Ideally, 

the images of mental illnesses would become positive enough to allow those with and 

without the illness to engage in communication without being influenced by the stigma of 

the illness. However, it has been found that the stigma of mental illnesses is hard to 

change (Nosek et al., 2007). Therefore, while multiple research areas should continue to 

try to combat the stigma, it is essential for communication researchers to continue to 

elucidate strategies to prevent the effect of the stigma on communication. The findings of 

the current study represent one such contribution that communication research can make. 
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Table 1. Coding Scheme

General Rules
Coding occurs at the level of the message, based on a holistic assessment of its overall 
characteristics. Some features will supercede others (e.g., if a response contains overt 
rejection, it should be an expressive message; if a message contains obvious willingness to 
offer a place to share for stays, it should be a rhetorical message).

Expressive design logic
General principals

Features that reflect 
expressive code

Features that expressive 
messages tend to contain

Communication is a medium for expressing feeling
Clarity, openness, honesty, unimpeded expression
Goal is self-expression

Totally irrelevant content 
Ignoring most content in a received message
Complaints that the participant can do nothing about
Obvious negative emotions
Strong avoidance
Explicitly mentioning that the message sender is “toxic” 

“dangerous” and “contagious”

Irrelevant content
Marked redundancies 
Inoffensive but inappropriate remarks
Lack of response to explicit goal of the message sender (e.g., only 

greeting)
Implying desires of being distant to the message sender
Invalidation of the message sender’s perspective
Implication that the message sender’s incompetent
Unsolicited advice that is insulting or blaming
Hints that the message sender is “toxic” or “dangerous”
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Table 1 (continued)
Conventional design logic

General principles

Features that 
conventional messages 
tend to contain

Clarifications for coding

Communication is a game played cooperatively by social rules
Appropriateness, control of resources, cooperativeness
Given the normative goals in this context, a message must provide 

at least minimal comforting to quality as conventional

Standard, acceptable, appropriate, or obligatory response(s) to the 
situation

Typical content and structure
Clearly identifiable core action that is being performed 
Implicit acknowledgement of the message sender’s goals
Responses that related directly to the situation at hand and connect 

to the message sender’s goals, without elaborating on them 
(e.g., implying a willingness to meet a target)

Offers of assistance or support without actually indicating a 
commitment to take on the situation together (e.g., implying a 
possibility that participants’ friend could offer a place to stay, 
but not their own place)

Expressive content that is more goal oriented
Use of social scripts or lines
A message can still be conventional even with implicit rejection as 

long as there are clear supports.

Offer helps for every question and concern the message sender 
mentions 

Key statements:
  (e.g., I know good hotels where you can stay.)
  (e.g., See you sometime.)
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Table 1 (continued)
Rhetorical design logic

General principles

Features that rhetorical 
messages tend to contain

Clarifications for coding

Features that preclude 
rhetorical code

Communication is the creation and negotiation of social selves and 
situations

Flexibility, symbolic sophistication, depth of interpretation
Goal is to negotiate social consensus

Indication of a communal coping orientation (e.g., “we” should 
have a cup of coffee when you come!)

Legitimation of the message sender’s feelings or perspective
Affirmation of the message sender’s goals
Attempts to resolve the message sender’s concerns by committing 

themselves to helping the message sender
Elaboration of how to achieve goals
Attempts to achieve consensus (e.g., questions that seek the target’s 

agreement or opinion)
Emphasis on careful listening
Presence of identity, relational, or privacy messages in absence of 

an explicit framing of these goals
Relational communication (i.e., responses indicating desires to be a 

close friend and intimate, relevant self-disclosure)
Intentions to be close to the message sender beyond social norms 

and public positions (i.e., participants do not think that they 
“have to” be a friend of the message sender; they think that they 
“want to” be a friend.)

Willingness to have future interactions with the message sender 
(but not just saying “let me know if you have any questions”)

     (e.g., Here is my contact information. Feel free to contact me.)
     (e.g., please call me when you arrive in Austin.)
Providing participants’ phone number or email address
Willingness to offer participants’ own place to let the target stay

Implicit blame
Dismissal of the message sender’s feelings
Contingent threat
Ignoring most statements in a received message 
Showing a fear and such negative emotions
Clear rejection
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Table 2. Reliabilities, Means, and Standard Deviations for the Dependent Variables

Group All Control Depression Schizophrenia

N α 412 173 103 136

PFT .87
2.56

(0.69)
2.51

(0.73)
2.47

(0.64)
2.68

(0.68)

NFT .85
3.08

(0.70)
3.05

(0.77)
3.00

(0.63)
3.16

(0.67)

Affect .92
3.62

(0.63)
3.64

(0.68)
3.68

(0.55)
3.53

(0.63)

POV .91
3.18

(0.63)
3.23a

(0.63)
3.31a

(0.58)
3.03b

(0.64)

Rejection .92
3.40

(0.70)
3.35a

(0.73)
3.21a

(0.58)
3.61b

(0.69)

Facial 
Expression

Happiness --
2.18

(0.88)
2.13

(0.93)
2.26

(0.80)
2.16

(0.85)

Disgust --
1.90

(0.96)
1.95

(0.97)
1.88

(0.93)
1.84

(0.96)

Anger --
1.95

(0.99)
1.98

(1.01)
1.91

(0.95)
1.90

(0.98)

Sadness --
2.67

(1.16)
2.57

(1.20)
2.87

(1.16)
2.63

(1.09)

Fear --
2.12

(1.08)
2.18

(1.16)
2.17

(1.06)
1.98

(0.96)

Note. Standard deviations are reported in parentheses. PFT = Positive Face Threat, NFT = 
Negative Face Threat, POV = Predicted Outcome Value.Different superscripts indicate 
significant difference based on pairwise comparisons at p< .05. 
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Table 3. Results of Multivariate Analyses

Variables Wilks’λ F p-value df Error df η2

Mental Illness .90 2.205 .002 20 786 .053

Gender .90 4.438 <.001 10 393 .101

Mental Illness X
Gender

.95 1.114 .329 20 786 .028
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Table 4. Frequencies and Percentages of Messages with Different Design Logics by Illness 
Labels

Illness Labels

Message Design Logic Control Depression Schizophrenia

Expressive    19 (11%) 7 (7%) 17 (13%)

Conventional    67 (39%) 42 (46%) 61 (45%)

Rhetorical     85 (50%) 49 (50%) 56 (42%)

Note. Percentages are reported in parentheses.
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Table 5. Correlations among the Variables for Regression Analyses

1 2 3 4

1. Control -

2. Depression    -.57** -

3. Positive Face 
Threatening

  -.06 -.07 -

4. Rejection -.10* -.08 .32** -

*p< .05, **p< .0
The control and depression groups were dummy-coded as 1. The schizophrenia group 
was dummy-coded as 0.
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Table 6. Frequencies and Percentages of Expected Causes for Mental Illnesses

Illness Labels

Expected Causes Depression Schizophrenia

Controllable Causes

Lack of Will Power    4 (4%) 0 (0%)

Alcohol Abuse    0 (0%) 0 (0%)

Immoral Life Style     0 (0%) 0 (0%)

Uncontrollable Causes

Heredity 11 (11%) 34 (25%)

Brain Disease 5 (5%) 46 (34%)

Life Event 51 (50%) 15 (11%)

Stress at Work 6 (6%) 0 (0%)

Broken Home 17 (17%) 6 (4%)

Lack of Parental 
Affection

1 (1%) 8 (6%)

Unconscious Conflict 8 (8%) 26 (19%)

Note. Percentages are reported in parentheses.
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Figure 1.Theoretical Model of Mechanisms of Variables.

Rejection
Awareness of 

mental illnesses

Politeness of a 
received message

Perceived facial 
expression
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Figure 2. Faces Used in Hypothetical Situations
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Appendices

QUESTIONNAIRE

CONSENT FORM

Consent to Participate in Internet Research
Identification of Investigator and Purpose of Study 

You are invited to participate in a research study, entitled “Impression 
Management through Facebook at the Initial Interaction Stage” The study is being 
conducted by Tatsuya Imai at the Department of Communication Studies of The 
University of Texas at Austin, 1 University Station A1105, Austin, TX 78712, 517-230-
3801, imatatsu@utexas.edu 

The purpose of this research study is to examine how people use online 
communication in order to manage their impression to others. Your participation in the 
study will contribute to a better understanding of online communication process in 
general.  You are free to contact the investigator at the above address and phone number 
to discuss the study.  You must be at least 18 years old to participate. If you agree to 
participate: 
•The survey will take approximately 20 minutes of your time. 
•You will complete an activity about communication through Facebook.
•You will be compensated by obtaining extra credit. 
•If you do not want to be a part of the study, please check with your instructors for 
alternative extra credit assignments.  
•If you want to stop participating in this study, please simply close this page. 
• Please email to: imatatsu@utexas.edu, if you have questions about a participation in 
this study or other extra credit opportunities.  

Risks/Benefits/Confidentiality of Data 
There are some possible risks or discomfort which could cause you to feel 

uncomfortable and tired.  There will be no costs for participating, nor will you benefit 
from participating.  A limited number of research team members will have access to the 
data during data collection.  Identifying information will be stripped from the final 
dataset. 

Participation or Withdrawal 
Your participation in this study is voluntary.  You may decline to answer any 

question and you have the right to withdraw from participation at any time.  Withdrawal 
will not affect your relationship with The University of Texas in anyway.  If you do not 
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want to participate either simply stop participating or close the browser window.  If you 
do not want to receive any more reminders, you may email us at imatatsu@utexas.edu 

Contacts 
If you have any questions about the study or need to update your email address contact 
the researcher Tatsuya Imai at 517-230-3801 or send an email to imatatsu@utexas.edu  
This study has been reviewed by The University of Texas at Austin Institutional Review 
Board and the study number is 2012-01-0115. 

Questions about your rights as a research participant
If you have questions about your rights or are dissatisfied at any time with any part of this 
study, you can contact, anonymously if you wish, the Institutional Review Board by 
phone at (512) 471-8871 or email at orsc@uts.cc.utexas.edu.  
If you agree to participate, please move on to the next page. 
Thank you.    

Please print a copy of this document for your records.
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COVER PAGE

The purpose of this study is to investigate communication when we get 

to know others through Facebook.

Each section is separate, and asks different questions, so please read 

the directions for each section carefully.

Thank you for your participating in this study!
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DEMOGRAPHIC INFORMATION

Your age: ______________

Your gender: Male    Female

Your ethnicity:

- Caucasian
- African American
- Native American
- Asian American
- Hispanic
- Pacific Islander
- Mixed  __________________
- Other  __________________
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CONTROL CONDITION (MALE)
Imagine that you receive a message through Facebook from an 
individual (Nick) who is a friend of your friend (Chris) who lives in 
Michigan. Before reading the message, you check out Nick’s profile as 
follows. Please read the detail of this profile carefully.

Name: Nick
Born on: June 15, 1990
Sex: Male

Basic Information
About you: I am so excited to transfer to University of Texas at Austin
next semester! I like to read books and listen to many kinds of music.

Activities and Interests:
- Reading books and listening to music
- Hanging out with my friends
- Writing a blog

Nick: “I am moving to Austin soon!”

Jim: “Austin is a great city!”

Kate: “Here is the website to find a dentist for your cavity in 
Austin (www.finddoctor.com). I hope it helps!”

Jane: “I had a great time when I visited Austin.”
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DEPRESSION CONDITION (MALE)
Imagine that you receive a message through Facebook from an 
individual (Nick) who is a friend of your friend (Chris) who lives in 
Michigan. Before reading the message, you check out Nick’s profile as 
follows. Please read the detail of this profile carefully.

Name: Nick
Born on: June 15, 1990
Sex: Male

Basic Information
About you: I am so excited to transfer to University of Texas at Austin 
next semester! I like to read books and listen to many kinds of music.

Activities and Interests:
- Reading books and listening to music
- Hanging out with my friends
- Writing a blog

Nick: “I am moving to Austin soon!”

Jim: “Austin is a great city!”

Kate: “Here is the website to find a doctor for your 
depression in Austin (www.finddoctor.com). I hope it helps!”

Jane: “I had a great time when I visited Austin.”
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SCHIZOPHRENIA CONDITION (MALE)
Imagine that you receive a message through Facebook from an 
individual (Nick) who is a friend of your friend (Chris) who lives in 
Michigan. Before reading the message, you check out Nick’s profile as 
follows. Please read the detail of this profile carefully.

Name: Nick
Born on: June 15, 1990
Sex: Male

Basic Information
About you: I am so excited to transfer to University of Texas at Austin 
next semester! I like to read books and listen to many kinds of music.

Activities and Interests:
- Reading books and listening to music
- Hanging out with my friends
- Writing a blog

Nick: “I am moving to Austin soon!”

Jim: “Austin is a great city!”

Kate: “Here is the website to find a doctor for your 
schizophrenia in Austin (www.finddoctor.com). I hope it helps!”

Jane: “I had a great time when I visited Austin.”
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HYPOTHETICAL MESSAGE

Here is the message you received from the person.

      Hello! I am Nick (Sarah), a friend of your friend, Chris. I am 
transferring to University of Texas at Austin next semester. He told me 
that you might be willing to answer a few of my questions about Austin 
and UT. 

      I have never been to Austin--what is the city like? What is the 
university like? I know that UT Austin is a great school. What do you 
like and dislike about UT Austin? 

      I know this is asking a lot, but I was wondering if I could stay with 
you or one of your friends for the first night when I get to Austin. I 
found an apartment, but the contract says I can’t move in until a day 
after I get to town. So, it would be great to find a place to stay for the 
first night.

Thanks so much!

  Nick (Sarah)
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RESPONSE

Instruction: Please write a response to this message. Please write 
exactly the words you would use. 
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POLITENESS SCALE (Lee, Park, Imai & Dolan, 2012)

Instruction: Regarding a message you received, click an item that best 
represents your agreement/disagreement of each of the statements.

Strongly 
disagree

Disagree Neutral Agree Strongly 
agree 

N01 This message is likely to bother me. 1 2 3 4 5
N02 This message couldinconvenience me. 1 2 3 4 5
N03 This message could make me

uncomfortable.
1 2 3 4 5

N04 This message seems pushy.  1 2 3 4 5
N05 This message is imposing on me. 1 2 3 4 5
N06 This message will restrict what I do. 1 2 3 4 5
N07 This message threatens my freedom of 

action. 
1 2 3 4 5

N08 This message obligates me to do 
something for Alex. 

1 2 3 4 5

N09 This message lets me choose how I will 
act. 

1 2 3 4 5

N10 This message is disrespectful since it is a 
direct request for me to do something for 
Alex. 

1 2 3 4 5

P01 This message could make me look bad. 1 2 3 4 5
P02 This message could embarrass me.  1 2 3 4 5
P03 This message could make me care less 

about looking good in front of Alex. 
1 2 3 4 5

P04 This message could make me behave 
inconsiderately. 

1 2 3 4 5

P05 This message could make me feel bad 
about myself. 

1 2 3 4 5

P06 This message could make me behave 
carelessly toward Alex’s feelings. 

1 2 3 4 5

P07 This message could hurt my feelings. 1 2 3 4 5
P08 This messagecould seem inconsiderate to 

me. 
1 2 3 4 5

P09 This messageis being impolite to me. 1 2 3 4 5
P10 This messagecouldbe behaving carelessly

towardmy feelings. 
1 2 3 4 5
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ADJECTIVE  CHECKLIST (Jenkins-Hall & Sacco, 1991)

How do you feel right now?

EM1 Passive 1 2 3 4 5 Active

EM2 Unfamiliar 1 2 3 4 5 Familiar

EM3 Cold 1 2 3 4 5 Warm

EM4 Foolish 1 2 3 4 5 Wise

EM5 Cruel 1 2 3 4 5 Kind

EM6 Dirty 1 2 3 4 5 Clean

EM7 Unpleasant 1 2 3 4 5 Pleasant

EM8 Uncomfortable 1 2 3 4 5 Comfortable

EM9 Sad 1 2 3 4 5 Happy

EM10 Bad 1 2 3 4 5 Good

EM11 Negative 1 2 3 4 5 Positive

EM12 Unsociable 1 2 3 4 5 Sociable

EM13 Awful 1 2 3 4 5 Nice

EM14 Weak 1 2 3 4 5 Strong

EM15 Ugly 1 2 3 4 5 Beautiful

EM16 Unfriendly 1 2 3 4 5 Friendly

EM17 Low 1 2 3 4 5 High
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SCALES ASSESSING FACIAL EXPRESSIONS

Instruction: Please answer questions below.

(1) Please indicate the intensity of each emotion this face is showing:
Not at all Strong 

E01 Happiness 1 2 3 4 5
E02 Disgust 1 2 3 4 5
E03 Anger 1 2 3 4 5
E04 Sadness 1 2 3 4 5
E05 Fear 1 2 3 4 5

(2) If you had to choose just one emotion that this face is expressing, 
which emotion would you choose?

Happiness    Disgust    Anger    Sadness    Fear    
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PREDICTED OUTCOME VALUE SCALE (Sunnafrank, 1988)

Instruction: In comparison to your general expectations for 
beginning acquaintance relationships, how positive/negative will the 
future of this relationship be for you?

Extremely
negative

Extremely 
positive 

PO01 In general, how positive/negative will the future of this 
relationship will be for you? 

1 2 3 4 5

PO02 Considering your general expectations about this person’s 
patterns of behavior, how positive/negative do you expect 
the future of this relationship will be for you?

1 2 3 4 5

PO03 Considering your general expectations about how this 
person will behave toward you, how positive/negative do 
you expect the future of this relationship will be for you?

1 2 3 4 5

PO04 Considering your general expectations about the types of 
conversations that will take place in this relationship, how 
positive/negative do you expect the future of the 
relationship to be for you?

1 2 3 4 5

PO05 Considering your general expectations about how this 
person feels about you, how positive/negative do you 
expect the future of the relationship to be for you?

1 2 3 4 5

PO06 Overall, given your general expectations about how this 
person will respond to what you say and do, how 
positive/negative do you expect the future of this 
relationship to be for you?

1 2 3 4 5

PO07 Considering your general expectations about this person’s
attitudes and values, how positive/negative do you expect 
the future of this relationship to be for you?

1 2 3 4 5

PO08 Considering your general expectations about this person’s 
interests, how positive/negative do you expect the future of 
this relationship to be for you?

1 2 3 4 5

PO09 Considering your general expectations about this person’s 
likes and dislikes, how positive/negative do you expect the 
future of this relationship to be for you?

1 2 3 4 5

PO10 Overall, given your general expectations about this person, 
how positive/negative do you expect the future of this 
relationship to be for you?

1 2 3 4 5
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REJECTION SCALE (Winer, Bonner, Blaney, & Murray, 1981)

Instruction:Please indicate your opinion that best represents your 
agreement/disagreement of the following statement.

Strongly 
disagree

Disagree Agree Strongly 
agree 

R01 Would you like to meet this person? 1 2 3 4 5
R02 Would you like to sit next to this 

person on a 3-hour bus trip?
1 2 3 4 5

R03 Would you be willing to work on a job 
with this person?

1 2 3 4 5

R04 Would you be willing to have this 
person eat lunch with you often?

1 2 3 4 5

R05 Would you invite this person to your 
home?

1 2 3 4 5

R06 Would you be willing to share an 
apartment with someone like this?

1 2 3 4 5

R07 How likely would it be that this person 
could become a close friend of yours?

1 2 3 4 5

R08 Would you be willing to have a person 
like this supervise your work?

1 2 3 4 5

R09 Would you ask this person for advice? 1 2 3 4 5
R10 How physically attractive do you 

imagine this person is?
1 2 3 4 5

R11 How socially poised do you think this 
person is?

1 2 3 4 5
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SCALE ASSESSING EXPECTED CAUSES OF MENTAL ILLNESS 
(Included only in mental illness conditions) (Angermeyer & 
Matschinger, 2003)

Instruction:Please choose one main cause of the mental problem which this 
message sender suffers from.

1. Brain disease
2. Heredity
3. Life event
4. Stress at work
5. Broken home
6. Lack of parental affection
7. Unconscious conflict
8. Lack of willpower
9. Alcohol abuse
10. Immoral life style
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ITEMS FOR MANIPULATION & REALISM CHECK

Instruction: Please choose one of the statements. 

A: The message sender has suffered from:

B: This event (receiving this message through a social networking 
site) could happen.

   Strongly agree                                 Strongly disagree
1             2             3             4             5
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EXAMPLE OF ONLINE SURVEY PAGE
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EXAMPLE OF ONLINE SURVEY PAGE (CONT’D)
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