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The Relationship Between the Public’s Belief in the Potential of
Recovery and Level of Mental Illness Stigma
Publication No._____________
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The University of Texas at Austin, 2011

Supervisor: King Davis
Mental health conditions are highly prevalent in the U.S. Approximately two thirds of
individuals who have a diagnosable mental health condition do not seek treatment; stigma
is a major contributing factor. Stigma can lead to a fear of pursuing one’s goals, loss of
self-esteem and a hesitancy to engage in society. This dissertation was a secondary data
analysis of 1,437 adults who participated in the 2006 General Social Survey topical
modules utilizing vignettes to examine mental health issues. Multiple-group structural
equation modeling examined the relationship between respondents’ level of prejudicial
attitudes and social distance (i.e., stigma) toward individuals who have a mental health
condition and their belief in the potential of recovery. This relationship was examined for
mental health conditions in general and across four groups (i.e., alcohol dependence,
major depression, schizophrenia and troubled person). The relationship was further
explored by testing if previous contact with an individual who has received treatment was
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a mediator. Findings indicate that the belief in recovery leads to lower levels of social
distance. This finding was true for each group. In addition, prejudicial attitudes were
found to be a predictor of one’s level of social distance for each group. Parameter
invariance was found for all variables except income. In the group of respondents given
the vignette depicting a troubled person, those with a lower income were more likely to
have lower levels of prejudicial attitudes. In the group of respondents given the vignette
depicting an individual with alcohol dependence, those with lower income were more
likely to have higher levels of prejudicial attitudes and social distance. While the variable
previous contact was not a mediator, it was found that males, respondents of minority
background and those with less education were less likely to have had previous contact
with an individual who has received mental health treatment. Results from this
dissertation indicate a need to place emphasis on the probability of recovering from a
mental health condition when developing stigma reducing strategies. Results also
highlight the need to focus on the recovery and empowerment of individuals with mental
health conditions in education, practice and policy.
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CHAPTER 1: INTRODUCTION
PROBLEM STATEMENT AND STUDY SIGNIFICANCE
Mental health conditions have been shown to be highly prevalent in the United
States (Kessler, Chiu, Demler, & Walters, 2005; U.S. Department of Health and Human
Services, 1999a). Mental health condition is an interchangeable term with mental illness
and mental disorder and includes alcohol dependence, major depression, schizophrenia,
anxiety disorder and bipolar disorder among others. These conditions are typically
diagnosed using the behavioral guidelines in the Diagnostic and Statistical Manual of
Mental Disorders DSM-IV-TR Fourth Edition Text Revision (DSM-IV-TR) (American
Psychiatric Association, 2000). Some of these mental health conditions are more severe
and are termed serious mental illness (SMI). A diagnosis of SMI is generally made when
an individual has a mental health condition within a 12 month period that meets the
behavioral guidelines of the DSM-IV-TR and is identified as having serious impairment.
Serious impairment is defined by a score of less than 60 on the Global Assessment of
Functioning (Endicott, Spitzer, Fleiss, & Cohen, 1976; Epstein, Barker, Vorburger, &
Murtha, 2004; U.S. Department of Health and Human Services, 1999a).
In a study assessing the 12-month prevalence rate of DSM-IV disorders in the
United States, 26.2% of respondents met the criteria for a mental health condition. While
the majority (14.4%) of respondents with a mental health condition met the criteria for
only one mental health condition, several met the criteria for two (5.8%) or more (6.0%)
mental health conditions (Kessler et al., 2005). Over 5% of the population in the United
States has been diagnosed with a serious mental illness (i.e., severe depression, bipolar
1

disorder, schizophrenia) (Power, 2005). However, certain mental health conditions have
been found to be more prevalent than others. Kessler and colleagues (2005) estimated the
prevalence rates of 12-month mental health conditions in adults using a nationally
representative sample and found 6.7% of the population had major depression and 1.3%
had alcohol dependence. While this study did not include the prevalence rates of
schizophrenia in the U.S. population due to the overestimations that have been reported
in lay-administered interviews (Kessler et al., 2005; Spengler & Wittchen, 1988), it has
been reported that 1.3% of adults have schizophrenia in the United States (U.S.
Department of Health and Human Services, 1999a).
An individual who has a mental health condition has the ability to recover,
meaning they are able to combat their disorder, function to full or near full human
capacity, and create a positive life (Onken, Ridgway, Dornan & Ralph, 2002). In fact, the
range and effectiveness of treatments for the majority of mental health conditions have
been continuously improving (U.S. Department of Health and Human Services, 1999b).
However, research has found that individuals have doubt in the ability of a person who
has a mental health condition to recover and improve with treatment (Pescosolido et al.,
2000). Limited research is available about the impact the disbelief in the potential to
recover from a mental health condition has on one’s stigmatizing attitudes and beliefs
about individuals who have a mental health condition. This dissertation aims to fill this
gap in the literature.
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Despite the improved treatments available for individuals who have a mental
health condition (U.S. Department of Health and Human Services, 1999b), it is estimated
that two thirds of those with a diagnosable mental health condition do not seek mental
health treatment; and stigma is one of the major contributing factors that deters seeking
treatment (Scheffer, 2003; U.S. Department of Health and Human Services, 1999a). Link
and Phelan (2001) define stigma as the existence of power (political, economic, and
social) and the converging of four components. These include: the labeling of human
differences, the association of the labeled individual with undesirable characteristics, the
separation of “us” and “them” (i.e., those who are labeled) and the loss of status for those
labeled. Convergence of these four components may result in rejection of or distancing
from the person with a mental health condition (Breheny, 2007; Link, Phelan, Bresnahan,
Stueve, & Pescosolido, 1999). Misunderstandings about mental health conditions, such as
the belief that individuals with schizophrenia are dangerous and unpredictable, result in
the stigma that exists in society (Rüsch, Angermeyer, & Corrigan, 2005).
The Impact of Stigma
The effects of stigma for individuals treated for a mental health condition ranged
from anger and hurt to sadness and discouragement (Wahl, 1999). Stigma has been found
to result in diminished self-efficacy, fear to pursue one’s goals, difficulty trusting others,
loss of self-esteem, hesitancy to engage in society and having loss of social opportunities
such as renting an apartment (Corrigan, 1998; Holmes & River, 1998; Markowitz, 1998;
Wahl, 1999). Even individuals who have received psychiatric treatment and recovered
3

from mental health conditions experience the negative effects of stigma (Link, Cullen,
Frank, & Wozniak, 1987; Link, Mirotznik, & Cullen, 1991; Link, Struening, Rahav,
Phelan, & Nuttbrock, 1997; Rüsch et al., 2005).
Stigma has also been reported as a barrier to recovery from mental health
conditions (Smith, 2000). This, in part, may be due to the public’s belief that individuals
with mental health conditions are less likely to truly recover than those with physical
illnesses (Corrigan et al., 2000). If an individual recovers from his/her mental health
condition and still faces stigma that negatively affects their life, such as a lowered self
esteem, it is likely to make it more difficult to maintain their recovery.
Television, newspapers, and other forms of media misrepresent individuals with
mental health conditions which foster negative attitudes in the public, distorts public
perception of individuals with mental health conditions and contributes to the
development and maintenance of stigma (Corrigan & Gelb, 2006; Corrigan & Penn,
1999; Thornton & Wahl, 1996). Stigma affects the way persons in schools, community
agencies, the justice system, places of employment and health care providers respond to
an individual with a mental health condition (Corrigan & Kleinlein, 2005; Mastrofski,
Snipes, Parks, & Maxwell, 2000; Scheffer, 2003; Teplin, 1984). Individuals who have
received a label of “mentally ill,” such as those previously committed to a psychiatric
hospital, report experiencing a wide range of discrimination in both social and
occupational settings, including being denied a position despite being qualified to fulfill
the job requirements. They also report being denied housing and insurance coverage, and
4

being socially rejected and counseled to have lower expectations for a productive life
(Alexander & Link, 2003; Corrigan & Kleinlein, 2005; Page, 1977, 1995; Rüsch et al.,
2005; Wahl, 1999). Two areas that have received particular attention in research are
stigma in the workforce and stigma in the justice system.

Stigma and the Workforce
Even individuals who effectively manage their mental health condition have a
difficult time finding employment if they are labeled “mentally ill” due to discrimination
by employers (Rüsch et al., 2005). While many individuals with a mental health
condition are able to fully function in society, some individuals with serious mental
illnesses do not have the coping and social skills to acquire independent housing and
maintain employment in the competitive workforce. Labels and stigma exacerbate their
situation (Corrigan & Kleinlein, 2005). Researchers have found that being publicly
labeled “mentally ill” is also associated with being underemployed and earning less
income than individuals who have not publicly received the label but have the same
psychiatric difficulties (Link, 1987). In fact, a national survey found that unemployment
rates among individuals with mental health conditions were three to five times higher
than those individuals with no mental health condition (Sturm, Gresenz, Pacula, & Wells,
1999). This is especially concerning as it has been found that as life satisfaction
increases, mental health symptoms decrease, suggesting that improved economic
conditions and social relations may improve mental health conditions (Markowitz, 2001).
Therefore, having more individuals unemployed may result in more individuals relapsing
5

and needing to seek mental health treatment which puts further strain on the already
overworked mental health services.

Stigma and the Justice System
The attitudes and beliefs of police officers toward individuals with mental health
conditions may also have significant consequences on the quality of life of individuals
with mental health conditions (Corrigan & Kleinlein, 2005; Mastrofski et al., 2000;
Teplin, 1984). Individuals with a mental health condition have a significantly greater
chance of being arrested than an individual without a mental health condition when
charged with similar offenses (Teplin, 1984). This arrest may occur even when a referral
to mental health services is more appropriate if the officer blames the person for their
mental health condition (Corrigan & Kleinlein, 2005). Problems with officers may also
arise when an individual with a mental health condition is the victim of a crime. If an
individual with a mental health condition is a victim, it has been shown that officers may
be less likely to assist the individual and arrest the offender due to the mental health
condition label of the victim (Mastrofski et al., 2000). Officers who believe individuals
with mental health conditions to be incompetent may also doubt the credibility of the
victim. This may lead to the officer disregarding useful information, not believing the
individual was victimized and ultimately not assisting the individual (Corrigan &
Kleinlein, 2005).

6

Stigma Reducing Strategies
In order to minimize the mental illness stigma that exists in society, researchers
have identified three primary stigma reducing strategies targeting the public: protest,
education, and contact (Corrigan & Penn, 1999). Protest is the act of asking or
demanding that the media, an individual or a business stop using negative stereotypes of
individuals with mental health conditions (Corrigan & Penn, 1999; Penn, Chamberlin, &
Mueser, 2003). While protest strongly and actively targets negative attitudes, the focus of
education is to promote positive attitudes through the provision of information so that
people are able to develop informed attitudes and beliefs about individuals with mental
health conditions. Contact entails an individual with a mental health condition having a
face-to-face meeting with others and sharing the personal experiences of working and
living in the community with a mental health condition (Corrigan & Penn, 1999).
The results regarding the protest strategy’s effectiveness has been mixed. While
the protest strategy can lead to positive changes in media-related behaviors (National
Alliance on Mental Illness, 2007), other studies have found that protest has little effect on
participants’ desire for social distance, meaning their willingness to engage with an
individual who has a mental health condition (Corrigan, Edwards, Green, Diwan, &
Penn, 2001; Penn & Corrigan, 2002). Protest may even lead to a “rebound” effect,
causing an increase in stereotypes (Corrigan & Penn, 1999; Monteith, Sherman, &
Devine, 1998). In general, protest shows weaker effects on stigma in comparison to
educational and contact strategies (Corrigan, Larson, Sells, Niessen, & Watson, 2007).
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This may be due in part to the fact that while protest may diminish negative behaviors, it
does not work to encourage positive attitudes (Corrigan & Penn, 1999).
The education strategy is a preferred approach by researchers as it is relatively
easy to utilize and can reach a large audience, making it more efficient (Corrigan & Gelb,
2006). Results of interventions employing the education strategy have shown that
programs have improved mental health literacy (Kitchener & Jorm, 2002, 2004, 2006),
knowledge about mental health conditions, attitudes about mental health conditions and
willingness to seek help if one believed a mental health condition existed (Watson et al.,
2004). Still others have resulted in a decrease in social distance (Compton, Esterberg,
McGee, Kotwicki, & Oliva, 2006; Jorm, Blewitt, Griffiths, Kitchener, & Parslow, 2005;
Kitchener & Jorm, 2004; Scheyett & Kim, 2004), decreased social avoidance (Corrigan,
Watson, Warpinski, & Gracia, 2004) and the reduction in the incidence of unnecessary
arrests and use of force by police officers (Compton et al., 2006). Despite all these
positive effects, some studies note programs that have resulted in neutral (Arkar & Eker,
1997; Wahl & Lefkowits, 1989) and even negative (Kitchener & Jorm, 2002) effects.
While the education strategy may be effective in some circumstances, the contact strategy
has shown to yield greater change (Corrigan et al., 2001; Corrigan et al., 2002; Holmes,
Corrigan, Williams, Canar, & Kubiak, 1999; Morrison & Teta, 1980; Wolff, Pathare,
Craig, & Leff, 1996).
The contact strategy has shown that contact with an individual who has a mental
health condition results in a greater positive change in stigma when compared to the
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education strategy (Corrigan et al., 2007; Corrigan et al., 2001). Overall, studies have
shown that the contact strategy improves attitudes toward individuals with mental health
conditions (Corrigan & Penn, 1999; Corrigan et al., 2001; Couture & Penn, 2006;
Desforges et al., 1991; Kolodziej & Johnson, 1996; Reinke, Corrigan, Leonhard, Lundin,
& Kubiak, 2004; Rössler & Salize, 1995). However, one study found no significant
changes in attitude when the contact approach was used (Arkar & Eker, 1997). To
address this, researchers have begun to explore the combination of the contact strategy
with the educational approach in hopes of maximizing the impact these approaches can
make on reducing stigma.
The combination of the contact strategy and the education strategy is designed to
merge the effective components of each approach in order to create an optimal antistigma campaign (Mann & Himelein, 2008). It has been shown to reduce negative
attitudes toward individuals who have serious mental illnesses (Coodin & Chisholm,
2001; Penn & Martin, 1998). Utilizing the education and contact strategy may not always
result in positive outcomes. In one program developed for medical students, attitudes
toward individuals with depressive disorders and schizophrenia changed but their
attitudes regarding readiness and responsibility to provide medical care to individuals
with mental health conditions did not change (Chung, 2005). Other studies have resulted
in few changes in social distance ratings (Pinfold et al., 2003). Therefore, while utilizing
the contact and educational strategies may be appear to be the best of both worlds, this is
not always the case.
9

PURPOSE OF STUDY
A great deal of research has been conducted in order to understand mental illness
stigma and strategies for reducing it. This dissertation elucidates the extent to which the
belief in the potential of recovery is associated with one’s level of prejudicial attitudes
and social distance (i.e., stigma). The purpose of the dissertation was to increase the
knowledge of factors relating to mental illness stigma and contribute to the literature that
guides the development of mental illness stigma reducing interventions.
While research examining the relationship between recovery and mental illness
stigma is limited, a connection has been established between the disbelief in a person’s
ability to recover from a mental health condition and stigma. It has been found that
disbelief that individuals who have a mental health condition are able to make
autonomous decisions in regards to their own finances and treatment exists, even among
those individuals who do recover from their mental health condition (Grisso &
Appelbaum, 1995a, 1995b; Pescosolido, Monahan, & Link, 1999). Prejudicial attitudes
such as this have been found to increase the likelihood of a person socially distancing
themselves from individuals with mental health conditions (Corrigan, Edwards, Green,
Diwan, & Penn, 2001). Believing a person cannot recover from a mental health condition
may also lead an individual to socially distance themselves from that person (Adewuya &
Makanjuola, 2008). While this evidence exists, little is known about how these
relationships vary based on specific mental health conditions (e.g., alcohol dependence,
major depression or schizophrenia). This study aims to fill this gap in the literature by
including attribution theory as an explanatory framework. It also builds from evidence
10

about the effectiveness of contact as a stigma reducing strategy and examines whether
previous contact has an impact on the relationship between the belief in the potential of
recovery and level of mental illness stigma.
This dissertation was a secondary data analysis of the 2006 General Social Survey
(GSS) using multiple-group structural equation modeling. The study contributes to
existing knowledge by examining a large national sample of individuals to determine if
one’s belief or disbelief in the potential of recovering from a mental health condition was
associated with one’s level of prejudicial attitudes and social distance (i.e., stigma)
toward persons with mental health conditions is different depending on the condition. Of
specific interest was the stigma associated with alcohol dependence, major depression
and schizophrenia, each of which is a prevalent and severe condition. Survey respondents
include 1,437 adults from across the United States who participated in the 2006 GSS
topical module focusing on mental health. The primary outcome of interest was the
respondents’ level of mental illness stigma which was measured by assessing their
prejudicial attitudes and desire for social distance from individuals who have a mental
health condition. Four specific aims guide this study.
Specific Aim 1: Examine the relationship between respondents’ level of
prejudicial attitudes and social distance (i.e., stigma) toward individuals who have a
mental health condition and their belief in the potential of recovery.

11

Research Question 1: Will respondents who believe in the potential of recovery
from a mental health condition have lower levels of prejudicial attitudes and social
distance?
Hypothesis 1: Respondents who believe in the potential of recovery will have a
significantly lower level of prejudicial attitudes and social distance than respondents who
do not believe in the potential of recovery.
Specific Aim 2: Compare the extent to which the relationship between
respondents’ level of prejudicial attitudes and social distance (i.e., stigma) toward
individuals who have a mental health condition and their belief in the potential of
recovery varies by the group (i.e., alcohol dependence, major depression, schizophrenia
and troubled person).
Research Question 2: Will respondents who believe in the potential of recovery
from a mental health condition have lower levels of prejudicial attitudes and social
distance across all groups (i.e., alcohol dependence, major depression, schizophrenia and
troubled person)?
Specific Aim 3: Test whether previous contact mediates the relationship between
respondents’ level of prejudicial attitudes and social distance (i.e., stigma) toward
individuals who have a mental health condition and their belief in the potential of
recovery.
Research Question 3: Does previous contact explain the effect of one’s belief in
the potential of recovery on one’s level of prejudicial attitudes and social distance?
12

Specific Aim 4: Compare the extent to which the relationship between contact,
respondents’ level of prejudicial attitudes and social distance (i.e., stigma) toward
individuals who have a mental health condition and their belief in the potential of
recovery varies by the group (i.e., alcohol dependence, major depression, schizophrenia
and troubled person).
Research Question 4. Does previous contact explain the effect of one’s belief in
the potential of recovery on one’s level of prejudicial attitudes and social distance across
all groups (i.e., alcohol dependence, major depression, schizophrenia and troubled
person)?
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CHAPTER 2: REVIEW OF THE LITERATURE AND
THEORETICAL FRAMEWORK
Included in this chapter are definitions of the main terms and concepts being used
in this study: stigma, self-stigma, courtesy stigma, public stigma, structural
discrimination, double stigma, alcohol dependence, major depression, schizophrenia,
previous contact and recovery. A comprehensive literature review of recovery and mental
illness stigma is also provided. The literature review examines the relationship between
recovery and mental illness stigma and reviews the literature of the two variables
defining stigma in this dissertation: social distance and prejudicial attitudes about
autonomous decision making. The review then examines the relationship between
recovery and previous contact, the mediating variable of this dissertation. This chapter
concludes by presenting and discussing the theoretical framework that guides this
dissertation.
Books and articles that informed this literature review were found by utilizing
EBSCO Research Database and ISI Web of Knowledge which enables users to search
multiple databases simultaneously including PsycINFO, MEDLINE and Web of Science.
Google Scholar was also utilized during the search for relevant literature. Search terms
included the following: stigma, label, discrimination, prejudice, attitudes, mental health
problem, mental health condition, mental illness, recovery and contact. Studies from
authors that have contributed substantially to the field of mental illness stigma were also
identified during the search including the following: Matthias Angermeyer, Patrick
Corrigan, Bruce Link, David Penn, Bernice Pescosolido, Jo Phelan and Amy Watson.
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International studies were reviewed; however, only those written or translated in English
were included.
DEFINITIONS OF KEY TERMS AND CONCEPTS
Stigma
Stigma, a term attributed to the Greeks, described a visual mark or sign cut or
burnt into an individual’s forehead to label them as an ‘outcast’ and inevitably outcast
them from society (Goffman, 1963). The meaning of stigma has evolved through the
years and now various definitions exist. However, most definitions depict it as a concept
composed of the interaction of multiple components rather than a defining characteristic
or mark. The range of definitions is partially due to the variety of social, health and
mental health conditions in which stigma occurs (e.g., rape, domestic violence, poverty,
HIV/AIDS, cancer, schizophrenia, bipolar disorder). In addition, stigma research is
increasingly multidisciplinary; and, therefore different aspects are emphasized depending
on the discipline. This dissertation used the definition of stigma proposed by Link and
Phelan (2001) who conceptualized stigma as the existence of power (political, economic,
and social) and the converging of the components: the labeling of human differences, the
association of the labeled individual with undesirable characteristics, the separation of
“us” and “them” (i.e., those who are labeled) and the loss of status (See Figure 2.1).
The first component in stigma is the labeling of human differences. Link and
Phelan (2001) point out how many human differences are relatively inconsequential such
as the color of one’s car while others, such as one’s food preference, are only relevant in
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certain circumstances. However, some differences such as one’s skin color or sexual
preference have greater social consequences. When labels are created, the resulting
categories are substantially oversimplified as important human differences (Link &
Phelan, 2001). Having a diagnosis of bipolar disorder is an example. While one can have
a diagnosis of bipolar disorder, there are no precise boundaries to the definition of this
disorder, or any mental health condition; and there are varying levels of severity
(American Psychiatric Association, 2000; U.S. Department of Health and Human
Services, 1999b). In addition, labels may vary based on the time period and culture in
which they originated and how these categories are created and sustained is still of
interest to researchers (Link & Phelan, 2001).
The second component in stigma refers to when the labeled human difference is
associated with undesirable characteristics and forms a stereotype (Link & Phelan, 2001).
To explore this phenomenon, one study utilized vignettes to further understand labels. In
this study the label “mental patient” was associated with the undesirable characteristic of
being dangerous and led to the stereotype that individuals with mental illnesses are
dangerous. This stereotyping resulted in individuals wanting to be socially distanced from
mental patients (Link et al., 1987; Link & Phelan, 2001).
The third component in stigma is the separation of “us” and “them” through the
creation of social labels (Link & Phelan, 2001; Morone, 1997). In America, stereotypes
of immigrants being addicts and criminals (them) have created the notion that these
outsiders are a threat to an entire population and community (us). These beliefs impact
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society not only on the individual level (e.g., racism, classism) but on a political level as
well. For example, the 1996 welfare revisions ruled many immigrants as ineligible for
various federal welfare benefits (Morone, 1997). The previously discussed components of
stigma, labeling human differences and linking these labels to undesirable characteristics
to form stereotypes, provide the rationale for believing that the labeled individuals,
“them,” are fundamentally different than “us” (Link & Phelan, 2001).
The fourth and final component in the stigma process is the loss of status and
discrimination experienced by the labeled group. Discrimination or status loss may be in
the form of social rejection or it may be related to a differential status in the workforce,
housing market or healthcare system (Alexander & Link, 2003; Corrigan & Kleinlein,
2005; Page, 1977; Page, 1995; Wahl, 1999). In some instances loss of employment,
friends and romantic relationships may follow (Angell, Cooke, & Kovac, 2005). In
summary, a person is stigmatized when they are labeled, stereotyped, set apart from
society and then experience a loss of status and/or are discriminated against.
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Figure 2.1. Stigma defined.

The literature discusses three types of stigma: self-stigma, courtesy stigma, and
public stigma. While the focus of this dissertation was on public stigma, it is important to
understand all three types to fully comprehend the ways in which stigma impacts
individuals with mental health conditions. Below is a description of each of these types of
stigma followed by other key definitions for this dissertation.

Self-stigma
Self-stigma is the internalized stigma experienced by individuals who have a
mental health condition when they are made aware of the negative stereotypes and beliefs
held by society (perceived stigma) (Corrigan & Watson, 2002a). An individual with a
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mental health condition may begin to accept the stigmatizing images and beliefs they face
in society and experience diminished self-efficacy and self-esteem (Corrigan & Watson,
2002a). Self-stigma is typically described as being composed of three components:
stereotype agreement, self-concurrence and self-decrement (See Figure 2.2). Self-stigma
begins when an individual endorses the stereotypical messages and beliefs about the low
worth of persons with mental health conditions held by the general public (stereotype
agreement). More emotional harm occurs when the individual begins to believe the
stereotypes apply to them (self-concurrence). Due to concurrence with the negative
stereotypes, the self-esteem of the individual may diminish (self-esteem decrement)
(Corrigan, Watson, & Barr, 2006).
Figure 2.2. Self-stigma defined.
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Courtesy Stigma
Individuals linked to a stigmatized person may also experience stigma. Goffman
(1963) discusses courtesy stigma as the risk of prejudice and discrimination extended to
those close to the individual being stigmatized (See Figure 2.3). This may include
spouses, children, parents, siblings, friends and coworkers. Courtesy stigma may also be
extended to mental health providers who work with people who have a recognized mental
health conditions. There is an absence of empirical research in this later area; however,
researchers have expressed concern about the impact stigma has on mental health
providers (Corrigan & Kleinlein, 2005; Persaud, 2000).
Figure 2.3. Courtesy stigma defined.
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Public Stigma
Public stigma is the stigmatizing attitudes and beliefs held by the general public.
Similar to self-stigma, public stigma is defined and discussed by Corrigan and Watson
(2002b) as being composed of three components: stereotype, prejudice and
discrimination (See Figure 2.4). Stereotypes are described as the generalizations made of
individuals in a particular group (i.e., social, race, ethnic, cultural). Prejudice refers to the
negative emotions evoked upon agreement with stereotypes. Discrimination occurs when
one acts on those beliefs. So, for example, the general public is exposed to a variety of
beliefs about individuals with mental health conditions including the idea that individuals
with mental health conditions are dangerous (stereotypes). Members of the public may
agree with these stigmatizing beliefs and negative emotional reactions may evoke such
reactions as fear (prejudice). Finally, a behavioral response to prejudice may occur such
as avoiding, or in severe cases harming, individuals with mental health conditions at
school or work (discrimination) (Corrigan & Watson, 2002b).
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Figure 2.4. Public stigma defined.

In this dissertation, public stigma was focused on by examining two of its
components: prejudice and discrimination. Stereotypes were unable to be examined as
only two components were available in the dataset utilized for this study. Prejudicial
attitudes were examined in this dissertation by assessing the level of one’s beliefs about
the ability of an individual with a mental health condition to fully function in society. In
the data set, this was operationalized as a person’s belief in the ability of an individual
with a mental health condition to make their own financial and treatment decisions was
assessed. Discrimination was examined in this dissertation by assessing the extent to
which an individual would socially distance themselves from a person with a mental
health condition. Social distance refers to the degree of intimacy in personal and social
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relationships one has with an individual (Park, 1924) and this concept has been measured
for decades (Bogardus, 1925). In this study, social distance was measured by assessing
the willingness of a person to work, socialize with or move next door to an individual
with a mental health condition.

Structural discrimination
A manifestation of public stigma is structural discrimination, sometimes referred
to as institutional discrimination (Corrigan, Markowitz, & Watson, 2004; Corrigan et al.,
2005; Link & Phelan, 2001). Structural discrimination may be intentional or
unintentional. Structural discrimination that is intentional refers to public and private
entities with power, rules, procedures and policies which purposefully restrict the
opportunities and rights of individuals. Structural discrimination that is unintended refers
to when these entities inadvertently restrict the opportunities and rights of individuals
(Corrigan, Markowitz et al., 2004). Structural stigma is exhibited by the poor quality of
mental health care, the low priority mental health issues have in public policy and the
limited funding of the mental health system.

Double stigma
Public stigma may be intensified if an individual is a member of more than one
stereotyped group. For example, it has been proposed that ethnic, racial and cultural
minorities experience double stigma, the outcome associated with being discriminated
against based on minority group status and the existence of a mental health condition
(Gary, 2005). This is exemplified by avoidance of help seeking, somatization, shame and
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myths that exist in regards to one’s general understanding of the causes and treatment
alternatives of mental health conditions (Scheffer, 2003).

Alcohol Dependence
The diagnostic criteria for alcohol dependence, according to the DSM IV-TR,
utilizes the same generic criteria as other substance dependency disorders and are
characterized by a dysfunctional pattern of alcohol use during a twelve-month period of
time leading to clinically significant distress or impairment characterized by three or
more of the following criteria: having a tolerance (need to intake more alcohol to achieve
the desired effect or experiencing a diminished effect with continued use of the same
amount of alcohol); experiencing withdrawal (through the existence of withdrawal
symptoms or through the avoidance/alleviation of withdrawal symptoms by using the
same, or similar, substance); drinking large amounts of alcohol or drinking over long
periods of time; an unsuccessful effort or continual desire to cut down or control use of
alcohol; spending a significant amount of one’s time attaining, using or recovering from
the substance; reducing occupational, recreational or social activities due to alcohol use;
or continuing to use despite knowledge of problems. Appendix A contains the criteria in
the exact wording of the DSM IV-TR, which is utilized to diagnose alcohol dependence
in clients (American Psychiatric Association, 2000).

Major Depression
The diagnostic criteria for major depression, according the DSM IV-TR (2000),
are the presence of a major depressive episode and the lack of a manic, mixed or
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hypomanic episode. In addition, the following disorders must be ruled out:
schizophreniform disorder, schizoaffective disorder and is not superimposed on
schizophrenia, psychotic disorder not otherwise specified or delusional disorder. The
criteria for a major depressive episode are the existence of five or more of the following
criteria: depressed mood, markedly diminished pleasure or interest in activities,
significant weight loss or gain or change in appetite, insomnia or hypersomnia almost
every day, retardation or psychomotor agitation almost every day, fatigue, feeling
worthless or excessively/inappropriately guilty, and reoccurring thoughts of death or
suicidal ideations or attempting suicide. The criteria for a manic episode are a period of
time, lasting at least a week, in which an individual’s moods are irritable, expansive, or
abnormally and persistently elevated. The criteria for a mixed episode are that during a
week, nearly every day the criteria for a manic episode and a major depression episode
are met. The criteria for a hypomanic episode include a distinct period of time lasting a
minimum of four days that is clearly different from a non-depressed mood and is
characterized by an irritable, expansive or persistently elevated mood. In addition, during
the period, three (four if irritability is the only mood) of the following symptoms must
have persisted: heightened self-esteem; needing less sleep, talking more than usual or
having a pressure to continue talking; racing thoughts; being distractible; having
psychomotor agitation or an increase in goal-directed activity; or excessive involvement
in activities with high likelihood of painful consequences. Appendix B contains the
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criteria in the exact wording of the DSM IV-TR which is utilized to diagnose major
depression in their clients (American Psychiatric Association, 2000).

Schizophrenia
The diagnostic criteria for schizophrenia, according the DSM IV-TR (2000), are
the presence of two or more of the following symptoms for a significant portion of a
month (unless successfully treated): hallucinations, delusions, disorganized speech,
catatonic or grossly disorganized behavior, or negative symptoms such as alogia,
avolition or affective flattening. An individual can be diagnosed by exhibiting only one
symptom if the symptom is severe enough including: bizarre delusions, hallucinations of
voices which are conversing with each other or commenting on the individual’s behavior
or thoughts. Appendix C contains the criteria in the exact wording of the DSM IV-TR
which is utilized to diagnose schizophrenia in their clients (American Psychiatric
Association, 2000).

Previous Contact
Previous contact refers to whether an individual has interacted with a person(s)
who has a mental health condition. Previous contact is defined in this study as whether a
person has known someone who has received mental health treatment.

Recovery
Recovery is a multi-faceted concept that refers to an individual with a mental
health condition combating their disorder, functioning to full or near full human capacity
and creating a positive life (Onken, Ridgway, Dornan, & Ralph, 2002). In this study, the
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belief in the potential of recovery is defined as the belief that an individual can improve
with treatment. Mental health conditions are treatable and the effectiveness and range of
treatment options for the majority of mental health conditions have increased greatly
(Onken, Ridgway, Dornan, & Ralph, 2002). Treatment typically falls into either the
psychosocial category (e.g., psychotherapy, psychodynamic therapy, behavior therapy) or
pharmacological category (e.g., antipsychotics, antidepressants, stimulants). However, a
combination of these methods can be even more effective (U.S. Department of Health
and Human Services, 1999b). Research has shown that mental health treatments are more
effective than placebos however individuals still exist who do not take advantage of these
available treatments (U.S. Department of Health and Human Services, 1999b).
RECOVERY AND MENTAL ILLNESS STIGMA
Attitudes about recovery from mental health conditions have been examined in
the literature. In the 1996 version of the GSS, 48.4% of individuals believed a person was
very likely to recover from a mental health condition. When looking at specific illnesses,
very few individuals felt that drug dependence (8.4%), alcohol dependence (8.5%) or
schizophrenia (13.1%) would improve on its own without treatment. However, a
surprising 36.5% believed depression could improve on its own without treatment
(Pescosolido et al., 2000). Other studies have also evaluated attitudes related to beliefs
about recovery from mental health conditions. The Center for Disease Control and
Prevention (2010) assessed attitudes toward mental health conditions more recently in 35
states, the District of Columbia (DC) and Puerto Rico. Of the people 202,065
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interviewed, the majority of adults believed treatment could help a person recover and
lead a normal life. Individuals in Connecticut, DC, Louisiana, Oregon, Vermont, Virginia
and Washington held the strongest beliefs for individuals’ recovery, while individuals in
Puerto Rico held the lowest beliefs in recovery.
In a recent study utilizing the GSS dataset, the dataset used in this dissertation,
researchers found that the majority of individuals supported treatment for individuals
with mental health conditions (e.g., going to a psychiatrist, receiving prescription
medication, hospitalization). Seventy-nine percent of individuals endorsed psychiatric
treatment for alcohol dependence and 85% endorsed individuals with major depression
going to a psychiatrist. The causation of mental health conditions was also assessed
during two time periods. Findings showed that more individuals attributed mental health
conditions to neurobiological theories in 2006 than they did in 1996 assessment
(Pescosolido et al., 2010). While the neurobiological conception increased odds of
individuals recommending treatment, stigmatizing reactions were either unrelated or
increased by individuals who believed mental health conditions were neurologically
based (Pescosolido et al., 2010).
While treatment may be difficult to access due to barriers such as stigma
(Scheffer, 2003; U.S. Department of Health and Human Services, 1999a), treatment is
available. The effectiveness and range of available treatments for the majority of mental
health conditions have increased greatly through time (U.S. Department of Health and
Human Services, 1999b). However, in order to protect themselves from stigma, some
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individuals conceal their mental health condition (Corrigan & Matthews, 2003). Other
individuals deny their group status (i.e., having a mental health condition) by practicing
label avoidance and not seeking treatment that may label them as a person who has a
mental health condition (Corrigan, 2004). It is estimated that two thirds of those with a
diagnosable mental health condition do not seek treatment (U.S. Department of Health
and Human Services, 1999a). When mental health conditions are left untreated,
individuals may have lower productivity, more distress, and more dysfunction and it may
lead to unsuccessful relationships and many more negative outcomes (U.S. Department
of Health and Human Services, 1999b).
Finding ways to increase help-seeking behaviors, such as reducing levels of
stigma, can potentially enhance the mental health and well-being of the country (Smith,
2000). Research shows that believing one can recover from a mental health condition has
a positive impact on a person with a mental health condition in terms of their own
recovery (Smith, 2000). However, there is a lack of research examining society’s belief in
the potential of recovery and to what extent their beliefs are related to reducing their level
of mental illness stigma. This dissertation aimed to examine this relationship, advance
our knowledge of stigma, and inform interventions to reduce stigma and ultimately
improve the lives of individuals with mental health conditions.
Recovery and Social Distance
The public has shown a desire to socially distance themselves from individuals of
varying mental health conditions (Pescosolido et al., 2010). When compared to skin
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cancer, another stigmatized illness, participants had significantly higher social distance
scores for individuals in the vignettes describing major depression and schizophrenia
(Breheny, 2007). Pescosolido and colleagues (2000) found the majority (55.7%) of
respondents in a national sample of individuals in the U.S. preferred to socially distance
themselves from individuals with alcohol dependence. Nearly half (48.4%) of
respondents avoided those with schizophrenia and 37.4% socially distanced themselves
from individuals with major depression. These findings were confirmed by a subsequent
study that showed respondents preferred to socially distance themselves the most from
individuals with alcohol dependence followed by individuals with schizophrenia then
major depression (Link et al., 1999).
The public’s preference to socially distance themselves from individuals with
mental health conditions has not declined in recent years despite the increase in mental
health stigma reducing campaigns (Pescosolido et al., 2010). When comparing the results
of a national sample of the U.S. in 1996 to a more recent national sample of the U.S. in
2006, Pescosolido and colleagues (2010) found no significant decrease in any indicator of
social distance. In fact, respondents were significantly more unwilling to have an
individual with schizophrenia be their neighbor (11% increase from 1996 sample) or have
an individual with alcohol dependence marry into their family (9% increase from 1996
sample).
Knowledge and beliefs about mental health conditions may impact an individual’s
level of social distance. Attributing the cause of schizophrenia to lack of parental
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affection was associated with lower levels of preferred social distance in an international
study of public attitudes (Dietrich et al., 2004). Believing mental health conditions are
caused by substance abuse lead to a stronger desire for social distance (van 't Veer,
Kraan, Drosseart, & Modde, 2006). In addition, associating the cause of mental health
conditions such as schizophrenia or major depression to biological factors resulted in a
increased desire for social distance from those with these mental health conditions
(Dietrich et al., 2004; van 't Veer et al., 2006).
Knowledge of mental health conditions may also include the understanding that
an individual can recover as well as understanding of causation. In a study of community
attitudes toward individuals who have schizophrenia it was found that those with the
most knowledge about schizophrenia had lower levels of a desire to prefer social distance
from individuals who have schizophrenia (Stuart & Arboleda-Florez, 2001). The
relationship between recovery and social distance has also been examined independent of
one’s knowledge of causation. One study examined the relationship between social
distance and belief about the prognosis of schizophrenia using vignettes. Categories
included identifying people in terms of a complete cure, complete remission with risk of
relapse, partial remission, persistence of the problem or progressive deterioration.
Respondents who believed the individual in the vignette had a bad prognosis (i.e., was
unlikely to recover) preferred to socially distance themselves more than respondents who
believed the individual in the vignette had a good prognosis (Bag, Yilmaz, & Kirpinar,
2006) which is consistent with other findings (Angermeyer, Beck, & Matschinger, 2003;
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Bell et al., 2010). In a study addressing the relationship between social distance and the
belief in recovery from schizophrenia in multiple populations (i.e., general public, mental
health professionals, and relatives of an individual who has a mental health condition),
the general public was found to have the most pessimistic attitudes toward recovery when
compared to relatives and mental health professionals. The general public was also the
only group to significantly prefer greater social distance when the belief in recovery was
doubted (Grausgruber, Meise, Katschnig, Schöny, & Fleischhacker, 2007).
While many of the above studies focus solely on the relationship between social
distance and recovery from schizophrenia, one study did broaden their population of
interest by examining mental health conditions in general rather than specific conditions
individually. When looking at mental health conditions in general, results have been
consistent that a belief in a bad prognosis is associated with higher levels of social
distance (Adewuya & Makanjuola, 2008). This dissertation expanded on existing
research by examining the relationship between social distance and the belief in the
potential of recovery from mental health conditions in general across four groups (i.e.,
alcohol dependence, major depression, schizophrenia and troubled persons) (See Figure
2.5).
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Figure 2.5. Structural equation model of relationship between belief in recovery and social distance.
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Recovery and Prejudicial Attitudes about Autonomous Decision Making
Prejudice in this dissertation was assessed in terms of prejudicial attitudes
surrounding one’s belief concerning the ability of others to make autonomous decisions.
Prejudicial attitudes have been shown to influence social distance. Individuals who
believe others should make decisions for a person with psychiatric disabilities due to the
person’s inability to make his/her own decisions are more likely to socially distance
themselves from persons with psychiatric disabilities. The reverse of this, prejudicial
attitudes about autonomous decision making being predicted by social distance, was not
found to be significant (Corrigan, Edwards et al., 2001). Therefore, when framing the
model for this dissertation prejudicial attitudes were hypothesized to impact social
distance (See Figure 2.6).
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Figure 2.6. Structural equation model of relationship between prejudicial attitudes and social distance.
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Controversy remains concerning whether individuals with mental health
conditions are able to make autonomous decisions in regards to their own finances and
treatment. This concern remains even among individuals who recover from their mental
health condition (Grisso & Appelbaum, 1995a, 1995b; Pescosolido et al., 1999). In a
national representative study, Pescosolido and colleagues (1999) utilized the 1996 GSS
mental health module in the study. This module provided individuals participating in the
study with vignettes depicting an individual with either drug dependence, alcohol
dependence, major depression, schizophrenia or a vignette depicting someone “troubled.”
After reading the vignettes, respondents were asked several questions including ones that
assessed their views on the competency of the individual depicted in the vignette.
Results showed that 93.1 percent of respondents viewed the “troubled” person as
very or somewhat able to manage their own treatment decisions. In terms of the vignettes
depicting individuals with mental health conditions, nearly half believed individuals with
alcohol dependence could make their own treatment decisions and nearly two-thirds
believed individuals with major depression could make their own treatment decisions.
However, only about a quarter believed individuals with drug dependence (27.9%) or
schizophrenia (25.7%) could make their own treatment decisions. When assessing the
public’s views of competency to handle finances, 70.2 percent of respondents felt those
with depression were competent to handle their finances and 29.8 percent felt those with
schizophrenia were competent to handle their finances (Pescosolido et al., 1999).
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Mental health professionals have already begun to shift to a more consumerdirected approach that promotes consumers’ competence and involves them in their
process of recovery. Personal assistance services, such as the program Cash and
Counseling, that empower mental health consumers with serious mental illness by giving
them control over their financial decisions and treatment decisions (traditional treatment
as well as services that support daily living) have shown to be beneficial for consumers
(Barczyk & Lincove, 2010; Shen et al., 2008). The Cash and Counseling program is a
nationally recognized program directed toward Medicaid eligible individuals with
disabilities, including mental health conditions. Cash and Counseling utilizes this
consumer-directed approach and enables consumers to have control over treatment
decisions and financial decisions (sometimes a surrogate has financial control) (Doty,
1998; Mahoney & Simon-Rusinowitz, 1997). Individuals with serious mental illnesses
who have participated in the Cash and Counseling program have experienced the same
benefits of the program as those participating without a mental health condition,
including increased life satisfaction, increased satisfaction with unmet needs and care
arrangement and fewer health problems (Shen et al., 2008). While controversy exists
regarding individuals’ competency to make decisions, the above evidence suggests that
many individuals with mental health conditions are, in fact, able to excel when given this
opportunity. This dissertation expanded on existing knowledge by examining how the
public’s belief in the potential of recovery relates to the public’s beliefs in the
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competency of an individual with a mental health condition to make their financial and
treatment decisions (See Figure 2.7).
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Figure 2.7. Structural equation model of relationship between belief in recovery and prejudicial attitudes.
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Recovery and Previous Contact
It is also important to note that other factors may change the relationship between
one’s own level of prejudicial attitudes and social distance (i.e., stigma) and belief or
disbelief in the potential of recovery. Previous contact with persons who have a mental
health condition is one of these factors however; research in this area is limited.
Ogedengbe (1993) studied the effects of previous contact in Nigeria by looking at two
groups of respondents, one of which had previous contact with individuals who had a
mental health condition and another that had not. Of the respondents who had previous
contact, significantly more (75%) believed mental health conditions to be curable
compared to those without contact (5.4%). This dissertation aims to expand on this
knowledge base by looking at how previous contact mediates the relationship between
the beliefs in the potential of recovery and mental illness stigma.
Previous contact, also known as retrospective contact, with individuals who have
mental health conditions has also been shown to result in less stigmatizing views
(Brockington, Hall, Levings, & Murphy, 1993), an increase in the favorability an
individual feels towards that person (Homans, 1951), fewer negative emotions (Arikan &
Uysal, 1999), less social distance (Corrigan, Green, Lundin, Kubiak, & Penn, 2001; Read
& Harre, 2001; Vezzoli et al., 2001) and a lower rating of dangerousness (Corrigan,
Green et al., 2001; Couture & Penn, 2003; Penn, Kommana, Mansfield, & Link, 1999).
However, the studies lack conclusive information on how these positive effects differed
based on the mental health condition. This dissertation included a much needed
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examination of previous contact as a mediator of mental illness stigma and the belief in
the potential of recovery (See Figure 2.8). Understanding the public’s beliefs of the
potential of recovery and how it may impact mental illness stigma will enable researchers
to adapt current stigma reducing strategies. For example, it may be beneficial to put
emphasis on recovery more so than educating the public.
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Figure 2.8. Structural equation model of relationship between belief in recovery, contact, prejudicial attitudes and social
distance.
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As discussed previously, researchers have identified three primary stigma reducing
strategies: protest, education and contact (Corrigan & Penn, 1999). Homans (1951)
theorized that the more interactions individuals have with each other, the more likely they
will favor one another. The contact strategy has built upon this and has been studied in
laboratory or classroom manipulations, through retrospective self-reports and in other
settings (Couture & Penn, 2003). Videotaped versions of the contact strategy are also
being utilized in research as an effort to reach a larger audience (Corrigan et al., 2007;
Corrigan & Penn, 1999). The goal of contact is to challenge people’s stereotypes of
individuals with mental health conditions and replace the stigmatizing knowledge with a
more positive image (Corrigan & Penn, 1999).
Studies have shown that contact improves attitudes (Corrigan & Penn, 1999;
Corrigan et al., 2001; Couture & Penn, 2006; Desforges et al., 1991; Kolodziej &
Johnson, 1996; Read & Law, 1999; Reinke et al., 2004; Rössler & Salize, 1995), results
in individuals viewing persons with mental health conditions more favorably
(Ogedengbe, 1993) and in general results in less stigmatizing responses (Ingamells,
Goodwin, & John, 1996; Penn, Guynan, Daily, & Spaulding, 1994). Link and Cullen
(1986) found that contact reduces fear and the more contact one has, the less fear of
individuals with mental health conditions one will have. These results were true for
intimate contact as well as indirect contact.
Overall, the contact strategy has shown that contact results in a greater positive
change in stigma (Corrigan et al., 2007; Corrigan et al., 2001) and very few studies have
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reported otherwise (Arkar & Eker, 1997). Given the evidence for the effectiveness of the
contact strategy, this study aims to build upon the literature base by examining contact as
a mediating variable between the public’s belief in the potential of recovery and mental
illness stigma. The next section discusses the theoretical framework guiding this study
and provides additional information about how this framework can assist in making
improvements to stigma reducing campaigns utilizing the contact strategy.
THEORETICAL FRAMEWORK
This dissertation utilized concepts and constructs drawn from the attribution
theory developed originally in 1958 by Fritz Heider (Berscheid & Regan, 2005;
Williams, 2006). The attribution theory explains the process of inferring causation of an
observed behavior. It relates to how individuals predict the causes of observed behaviors
utilizing factors of the observed behavior. Factors may include personal factors such as
attitudes, personality traits, and other stable dispositions. Factors may also include
environmental factors, meaning how the behavior can or cannot be explained by the
situation in which it occurred (Berscheid & Regan, 2005; Jones et al., 1972; Weiner,
1985b). The overall purpose of investigating this cause-effect analysis is to assess how it
affects one’s own behaviors (Jones et al., 1972). This theory posits that attributing the
cause of an observed behavior to either personal or environmental factors will result in
positive or negative emotions, future expectations and future behaviors (Weiner, 1985b).
This dissertation will be applying the attribution theory to examine whether one’s belief
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in the potential of recovery predicts the prejudicial attitudes and desire for social distance
from individuals who have a mental health conditions.
Heider’s focus on observations of behavior and attributing causality to either
personal or environmental factors can be directly applied to circumstances in which an
individual exhibits recognizable or assumed characteristics of a mental health condition.
For example, imagine an individual walking on to a bus and observing a person on the
bus talking to oneself, talking to others about being followed and exhibiting other
commonly known symptoms of schizophrenia. The observer may attribute the cause of
this behavior to biological factors and may choose to sit far away from the observed
person. However, if a less severe symptom of schizophrenia is observed such as
disorganized speech, the observer may not socially distance themselves and attribute the
behavior to fatigue. Other societal responses to persons with mental health conditions can
also be explained from the expansions and developments made to the attribution theory.
Various researchers have expanded the attribution theory. For example, Keith
Davis, Edward Jones and Harold Kelley further developed Heider’s theory by examining
it in terms of its applicability to interpersonal relationships (Berscheid & Regan, 2005;
Williams, 2006). Bernard Weiner expanded the theory to guide his research on
motivations and emotions necessary to complete an achievement-related task (Weiner,
Perry, & Magnusson, 1988). Weiner was interested in how the perceived causes of
successes and failures of an outcome play a key role in one’s behavior. Causes are
described as having three dimensions: locus of causality, stability and controllability.
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These affect a variety of emotional experiences including shame, hopelessness, pity and
pride. In turn these emotions lead to actions, such as socially accepting or rejecting an
individual, and may influence future beliefs of goal attainment (Weiner, 1985a; Weiner et
al., 1988).
First, an individual may attribute causality to internal or external factors. Internal
causes include illness, fatigue, mood, ability and effort. External causal sources include
luck, task difficulty, and other people (Weiner, 1985b). This internal-external dimension
is referred to as locus of causality while the causal beliefs are referred to as the locus of
control (Weiner, 1985b). According to Weiner (1985b), the differentiation between these
two terms is not clear. Therefore, for the purposes of simplicity these terms are used
synonymously. Researchers focusing on the locus of causality are often studying
performance related tasks and how they differ based on internal (skill) and external (luck)
factors. In addition, studies focus on the behavioral effects of the perceived internal and
external differences of people (Weiner et al., 1987). In terms of this dissertation, the locus
of causality refers to the cause of a mental health condition being attributed to the
characteristic of the individual with the condition or an external source (Wall & Hayes,
2000; Weiner, 1985a).
The second causal dimension is stability. Stability refers to fixed factors and may
not be reversible, while instability refers to those that are variable and possibly reversible
(Weiner et al., 1987; Weiner et al., 1988). The difficulty of a task, one’s ability, and the
biases of others are generally thought of as stable (fixed) factors. Fatigue, mood and luck
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are thought of as more unstable (variable) factors (Weiner, 1985b). The
stability/instability causal dimension has not been studied by researchers as extensively
as others (Weiner, 1985b; Weiner et al., 1987). Therefore, this dissertation provided a
much needed examination of this plausible causal dimension. In terms of this dissertation,
stability refers to the reversibility and changeability of the mental health condition
(Corrigan et al., 2000; Weiner et al., 1988).
The final dimension of causality is controllability (Weiner, 1985b). Behaviors that
are voluntarily produced and ones in which the person is held responsible are deemed
controllable (Weiner et al., 1988). For example, effort and persistence are controllable.
Behaviors in which the person is not held responsible are uncontrollable such as the
difficulty of a task or one’s mood (Weiner, 1985b; Weiner et al., 1988). In terms of this
dissertation, the controllability attribution refers to the voluntary nature of having the
condition (Corrigan et al., 2000; Weiner et al., 1988).
As mentioned above, this dissertation focused on the causal dimension of
stability. Using the work of previous researchers (Fisher, 1994; Miller, Gold, & Smith,
1997; Weiner et al., 1988), Corrigan and colleagues (2000) operationalized stability
attributions in terms of 1.) an individual’s belief that a person with a mental health
condition can benefit from counseling and medicine, and 2.) an individual’s belief that a
person with a mental health condition can recover. This latter definition was utilized in
this dissertation as the focus was to examine the relationship between a person’s belief or
disbelief in the potential of recovery and one’s level of mental illness stigma.
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The attribution theory has been supported in research investigating the attributions
toward individuals with various behavioral health issues including anorexia nervosa
(Crisafulli, Thompson-Brenner, Franko, Eddy, & Herzog, 2010), suicide (Walker, Lester,
& Joe, 2006), substance use problems (Kymalainen & Weisman, 2004; Newham &
Davies, 2007; Niv, Lopez, Glynn, & Mueser, 2007; Seneviratne & Saunders, 2000),
depression (Wall & Hayes, 2000) and schizophrenia (Weisman & Lopez, 1997;
Weisman, Nuechterlein, Goldstein, & Snyder, 1998). Studies have examined how
interpretations of the cause of a mental health condition can affect behavior toward
individuals with mental health conditions. In one study investigating locus of causality it
was found that individuals with mental health conditions who abuse alcohol or drugs
were viewed by relatives as more responsible for psychiatric symptoms (Niv et al., 2007).
In another study exploring genetic attributions of mental health conditions, weak support
was found that attributing the cause of the mental health condition to genetic attributions
decreased blame, anger and increased sympathy toward the individual with the mental
health condition (Phelan, 2005).
More frequently research has been conducted to investigate mental health
conditions in terms of controllability (Corrigan, 2000). For example, physical illnesses
(e.g., Alzheimer’s disease, blindness, cancer, heart disease, and paraplegia) have been
found to be perceived as uncontrollable and this results in feelings of pity, willingness to
assist, but not anger. However, mental-behavioral conditions (e.g., AIDS, child abuse,
drug abuse, obesity, and Vietnam War syndrome) have been shown to be perceived as
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controllable and result in no pity, very little willingness to assist and anger (Weiner et al.,
1988). It has also been found that when individuals viewed the cause and symptoms of
schizophrenia as controllable, they expressed less favorable emotions toward the
individual with schizophrenia (Weisman & Lopez, 1997).
Corrigan and colleges (2003) built upon the findings of those studying
controllability and examined how beliefs about the controllability of a mental health
condition leads to public stigma. It was found that when the onset of a mental health
condition is viewed by the public as controllable, individuals were more likely to avoid
and withhold help. These beliefs about controllability affect beliefs about a person’s
responsibility for the illness which in turn leads to reduced feelings of pity and increased
feelings anger and fear. The feelings of anger and fear then lead to stigmatizing responses
such as social avoidance, rejection or violence (Corrigan et al., 2003). While this
dissertation was not able to assess causality, it built upon this existing literature about the
controllability of mental health conditions by examining the relationship between the
stability attributions, in the form of the belief in the potential of recovery, and stigma.
Research on stability attributions is more limited. Corrigan and colleagues (2000)
surveyed 152 community college students in Chicago to examine attributions toward
individuals with cocaine addiction, depression, psychosis, mental retardation, cancer and
AIDS. Results showed that respondents believed that individuals with mental retardation
were the least likely to recover followed by individuals with AIDS, psychosis and cancer.
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Individuals with depression were viewed as the condition from which an individual was
most likely to recover.
While this study included a comparison of people’s beliefs about the recovery of
individuals with various mental health conditions (i.e., cocaine addiction, depression and
psychosis), more severe and arguably more stigmatized conditions such as major
depression and schizophrenia, were not included. In addition, no link was made to how
these beliefs relate to stigma. Other research however has established a relationship
between the potential of recovery and social distance, one component of stigma. One
study found that the disbelief in the potential of recovering from a mental health
condition was associated with higher levels of social distance (Adewuya & Makanjuola,
2008).
While research on how social distance relates to the belief in the potential of
recovery exists (Adewuya & Makanjuola, 2008), this dissertation added a second
component of stigma into the model, prejudicial attitudes. It also compared the
relationships across mental health conditions (i.e., alcohol dependence, major depression,
schizophrenia). In addition, this dissertation built upon the existing knowledge base and
tested whether previous contact mediates the relationship between respondents’ level of
prejudicial attitudes and social distance (i.e., stigma) toward individuals who have a
mental health condition and respondents’ belief in the potential of recovery.
As mentioned above, that attribution theory can greatly inform stigma reducing
strategies. Boysen and Vogel (2008) utilized the attribution theory and found that
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biological causes (i.e., heredity, brain structure, and neurotransmission), not psychosocial
causes (i.e., stress and expressed emotion in family) of schizophrenia and addiction were
more persuasive in making individuals understand that the illnesses were not a sign of
weakness or the fault of the person. Phelan (2005) discovered that utilizing genetic
attributions may not decrease blame, anger or increase sympathy toward the individual
with the mental health condition as previously thought. Therefore, stigma reducing
educational campaigns can learn from this knowledge and adjust educational campaigns
to present the causes of mental health conditions more in terms of heredity and brain
structure and less in terms of genetics. While the aforementioned studies focused on the
locus of control domain of the attribution theory, vital information can also be gained by
focusing on the stability attributions (i.e., belief in the potential of recovery). The
findings of this dissertation aimed to further inform stigma reducing campaigns by
expanding the knowledge about the belief in the potential of recovery and how this belief
relates to stigma.
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CHAPTER 3: METHODOLOGY
DATA AND STUDY SAMPLE
The General Social Survey
This dissertation is a secondary data analysis of the General Social Survey (GSS).
The GSS was created to assess, compare and contrast social change within the United
States and with other countries (Davis & Smith, 2006; The National Data Program for the
Sciences, 2010b). The GSS is a longitudinal data set which was first implemented in
1972; in 2006, the 26th wave was completed (Davis & Smith, 2008). This dissertation
focused on the data from 2006. Currently the dataset has over 5,000 variables including
demographic, attitudinal and special interest questions (e.g., mental health modules).
There have been a total of 53,043 completed in-person interviews; 4,510 interviews were
completed in 2006 and make up the dataset used for this dissertation (Davis & Smith,
2008).The GSS is funded by the sociology program of the National Science Foundation
and is the second most frequently analyzed source of data in social science research,
surpassed only by the U.S. Census (The National Data Program for the Sciences, 2010a,
2010b).
Sampling Procedures
Multi-stage, area probability sampling to the block or segment level was utilized
as was non-responsive sub-sampling. Quota sampling was used at the block level and
included groupings based on sex, age, and employment status. As a first step, the
National Opinion Research Center’s Master Sample selected the Primary Sampling Units
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(Standard Metropolitan Statistical Areas or non-metropolitan counties). The Primary
Sampling Units were stratified before selection by age, race and region. Second, a sample
of block groups and enumeration districts was then identified within the Primary
Sampling Units and stratified by race and income prior to selection. A third stage of
sampling was carried out in areas with a large number of dwelling units. In this stage,
blocks were selected with probabilities proportional to size based on block statistics and
field counting. Field counting refers to the process of developing a rough count of the
number of dwelling units. Based on the number of dwelling units counted, a section of
the block group or enumeration district is selected with probability proportional to size
(Davis & Smith, 2006, 2008).
A weight is necessary for data collected in 2006 because of the non-responsive
sub-sampling design utilized. The weight variable utilized was essential to maintain the
original sample size and takes into consideration the following: differential non-response
across areas; the sub-sampling of non-respondents; and the number of adults in the
household (Davis & Smith, 2006). Therefore, a weight variable provided in the GSS
dataset was used in all analyses in this study.
Due to the chance of sample biases, primarily due to interviewers reaching homes
where no one was present which is not controlled for in quota sampling, interviewers
were instructed to interview and canvas on weekdays, weekends, or holidays after
3:00pm. The median length of an interview was approximately one and a half hours.
Interviewers began at the first dwelling unit from the northwest corner of the block and
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then continued in the specified direction until all quotas were filled. Proportions were
determined based on the 1970 Census tract data. Approximately the same amount of men
and women were required but additional requirements existed for each sex. Based on the
proportions of the U.S. Census, proper proportions of women who were employed and
unemployed were required as were proper proportions of men under the age 35 and over
the age 35. These requirements were established due to past difficulty reaching employed
women and men under 35 in their homes (Davis & Smith, 2008). In 2006, the sample was
drawn from English and Spanish speaking persons 18 years of age or above in the United
States who lived in non-institutional settings. Once data were collected, cleaning
procedures were used to identify illegitimate or inconsistent codes prior to the data being
made available to the public (Davis & Smith, 2008).
Mental Health Topical Modules
A random subset of the sample of individuals who completed the GSS was
administered topical modules on various topics of interest. The following dissertation
used questions from two topical modules in the GSS: the 1996 Topical Module: Mental
Health and the 2006 Topical Module: Mental Health II. Both of these modules focused
on mental health issues and were collected in 2006 (Davis & Smith, 2006; Schnittker,
2008). While the GSS recruited individuals in 2006 who spoke Spanish, this selection of
Spanish speaking respondents was only selected for the “core” components including
demographics. Therefore, the mental health module was not administered to Spanish
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speakers and Spanish speaking respondents were not included in the sub-sample of the
GSS being utilized for this study (Schnittker, 2008).
Interviewers for the mental health topical modules followed a structured script
that presented four vignettes to respondents that appear in similar wording as those
shown in Appendix D (Davis & Smith, 2006). Each vignette depicted an individual with
a different mental health condition that was consistent with the DSM-IV criteria
(American Psychiatric Association, 1994). The vignettes included the following mental
health conditions: alcohol dependence, major depression, and schizophrenia. It also
included a vignette depicting a “troubled person” that did not meet any diagnostic criteria
of the DSM-IV (Pescosolido et al., 2000). The vignettes were not labeled by the mental
health condition, but rather described an individual with the DSM-IV symptoms of the
specific mental health condition. Pescosolido and colleagues (2000), who assisted in the
development of the measures and vignettes utilized in the GSS, drew upon the work of
previous researchers (Link & Cullen, 1983; Link et al., 1987) and chose the vignette
experiment design in an effort to reduce social desirability.
The Rossi technique, which varies at random the characteristics of individuals
depicted in the vignette, was utilized in order to control for the varied characteristics
(Pescosolido et al., 2000; Rossi & Nock, 1982). The vignettes in this study vary by the
person’s sex (male/female), ethnicity (white/African American/Hispanic) and education
(eighth grade/high school/college education) (See Table 3.1). Therefore, while only four
mental health conditions were described in the vignettes, 18 variations of vignettes for
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each mental health condition were used to vary the above characteristics. After reading
the vignettes, the interviewer gave the respondent the vignette card as a reference and
began asking various questions regarding the vignette (Davis & Smith, 2006, 2008).
Table 3.1. Vignette randomization of gender, race, education and mental health
condition.
Alcohol
Major Depression
Schizophrenia
Troubled Person
Dependence
N = 376
N = 349
N = 362
N = 350
m, w, e, a
m, w, e, m
m, w, e, s
m, w, e, t
m, a, e, a
m, a, e, m
m, a, e, s
m, a, e, t
m, h, e, a
m, h, e, m
m, h, e, s
m, h, e, t
m, w, h, a
m, w, h, m
m, w, h, s
m, w, h, t
m, a, h, a
m, a, h, m
m, a, h, s
m, a, h, t
m, h, h, a
m, h, h, m
m, h, h, s
m, h, h, t
m, w, c, a
m, w, c, m
m, w, c, s
m, w, c, t
m, a, c, a
m, a, c, m
m, a, c, s
m, a, c, t
m, h, c, a
m, h, c, m
m, h, c, s
m, h, c, t
f, w, e, a
f, w, e, m
f, w, e, s
f, w, e, t
f, a, e, a
f, a, e, m
f, a, e, s
f, a, e, t
f, h, e, a
f, h, e, m
f, h, e, s
f, h, e, t
f, w, h, a
f, w, h, m
f, w, h, s
f, w, h, t
f, a, h, a
f, a, h, m
f, a, h, s
f, a, h, t
f, h, h, a
f, h, h, m
f, h, h, s
f, h, h, t
f, w, c, a
f, w, c, m
f, w, c, s
f, w, c, t
f, a, c, a
f, a, c, m
f, a, c, s
f, a, c, t
f, h, c, a
f, h, c, m
f, h, c, s
f, h, c, t
Gender: m=male, f=female
Race: w=white, a=African American, h=Hispanic
Education: e=eighth grade, h=high school, c=college
Mental Health Condition: a=alcohol dependence, m=major depression,
s=schizophrenia t=troubled person.
Note: This chart is an adaptation of the chart on p. 807 of the GSS Codebook (Davis
& Smith, 2006)
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In the 1996 Topical Module: Mental Health, interviewers inquired about various
issues including: the cause of the situation depicted on the vignette; opinions about the
ability of the person in the vignette to perform various tasks and duties (e.g. make their
own treatment decisions); desire for respondents to socially distance themselves from the
individual in the vignette; and preferred methods for help-seeking for the individual in
the vignette. When interviewers continued on to the 2006 Topical Module: Mental Health
II, questions sought to inquire about the respondent’s experiences with mental health
conditions including: whether they have known someone who has sought treatment; their
opinions about the impact of a mental health condition on relationships; and their
attitudes and behaviors toward individuals with a mental health condition (Davis &
Smith, 2006).
Study Sample
This dissertation focused primarily on the data collected from the mental health
topical modules. Therefore, only those who completed these modules were included in
the study and consisted of 1,437 respondents. Participants were English speaking adults
18 years of age and older. Respondent’s demographic information for this select
population was taken from the GSS demographic questions. A detailed description of the
measures utilized in this study is discussed below.
Respondents for the sub-sample of the GSS being utilized were 18 years and older
(mean = 47.0, SD + 17.2) from across the United States. Respondents were
predominately white (N=1076, 74.9%) and female (N=806, 56.1%). In addition, the
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sample was primarily composed of individuals who were married (N=631, 43.9%) and
working full time (N=736, 51.2%).
MEASUREMENT OF VARIABLES
All variables were collected in the mental health modules, aside from
demographic information which was collected in the “core” section of the GSS.
Therefore, each question was asked in relation to the vignettes described above. As
mentioned, the vignettes in this study varied by the person’s sex (male/female), ethnicity
(white/African American/Hispanic) and education (eighth grade/high school/college
education). With these variations, the name of the individual depicted in the vignette also
varied according to the sex and ethnicity of the person depicted (See Appendix D). To
indicate when an interviewer referenced a name, “NAME” in all capital letters, was
written in the question (Davis & Smith, 2006).
Independent Variable: Belief in the Potential of Recovery
The variable assessing the belief in the potential of recovery was measured by
asking respondents “In your opinion, how likely is it that NAME’s situation will improve
with treatment – very likely, somewhat likely, somewhat unlikely, or not likely at all?” (1
= Very likely, 2 = Somewhat likely, 3 = Somewhat unlikely, 4 = Not likely at all). Due to
the distribution of this variable not being normal (See Figure 3.1), the variable was
collapsed and recoded into a dichotomous variable for this dissertation study (1 = Very
likely, 2 = Less than very likely). The first category of the new variable was re-coded to
include respondents who reported the individual depicted in the vignette would be very
likely to improve with treatment (1 = Very likely). These responses were re-coded to the
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numeric value of one which is now the category “Very likely.” The second category of
the new variable, “Less than very likely ,” was re-coded to include respondents who
reported the individual depicted in the vignette was somewhat likely to improve with
treatment, somewhat unlikely to improve with treatment or not likely at all to improve
with treatment (2 = Somewhat likely, 3 = Somewhat unlikely and 4 = Not likely at all).
These responses were re-coded to the numeric value of two which is now the category
“Less than very likely.”
Figure 3.1. Respondent’s belief in the potential of recovery.

Dependent Variable: Mental Illness Stigma
Public mental illness stigma is described as being composed of three components:
stereotype, prejudice and discrimination (Corrigan & Watson, 2002b). Information on the
stereotypical beliefs of respondents was not collected in the GSS. Therefore, in this
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dissertation mental illness stigma was examined by looking at two of the three
components: prejudice and discrimination.
The latent variable prejudicial attitude (prejudice) was comprised of two factors:
financial decision making abilities and treatment decision making abilities. Financial
decision making abilities were determined by respondents’ answers to the following
question: “How able is [NAME] to make decisions about managing (their) own money?”
(1 = Very able, 2 = Somewhat able, 3 = Not very able, 4 = Not able at all). Treatment
decision making abilities were determined by respondents’ answers to the following
question: “How able is [NAME] to decide whether or not (he/she) should receive
treatment. Would you say…,” (1 = Very able, 2 = Somewhat able, 3 = Not very able, 4 =
Not able at all).
To assess respondent’s desire for social distance (discrimination) toward
individuals in the vignette a social distance scale was administered by the GSS
interviewers. The scale utilized in this study was an adaption of the Social Distance Scale
developed over 85 years ago (Bogardus, 1925). The adapted scale was treated as a latent
variable in the structural equation model. The scale consists of six items which were rated
on a four-point scale (1 = Definitely willing, 2 = Probably willing, 3 = Probably
unwilling, 4 = Definitely unwilling) and will be the indicators of social distance.
Respondents were asked how willing they would be to do the following: “To move next
door to NAME?”; “To spend an evening socializing with NAME?”; “To make friends
with NAME?”; “To have NAME start working closely with you on a job?”; “To have a
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group home for people like NAME opened in your neighborhood?”; and “To have
NAME marry into your family?” Reliability was calculated for this dissertation study’s
sample with fairly strong results (alpha = .86).
Intervening Variable: Contact
Previous contact was measured by respondents’ answer to the following question:
“Leaving yourself aside, have you personally ever known someone who has received
treatment for a mental health situation?” (1 = Yes, 2 = No).
Control Variables: Demographics
In addition to the demographic characteristics used in the vignettes controlling for
sex, ethnicity and education of the individual depicted in the vignette, the GSS also
administered questions to respondents concerning their own demographic characteristics.
These questions included sex (1 = Male, 2 = Female), education (highest year of school
completed), and income (1 = under $1000, 2 = $1,000 to 2,999, 3 = $3,000 to 3,999, 4 =
$4,000 to 4,999, 5 = $5,000 to 5,999, 6 = $6,000 to 6,999, 7 = $7,000 to 7,999, 8 =
$8,000 to 9,999, 9 = $10,000 to 14,999, 10 = $15,000 to 19,999, 11 = $20,000 to 24,999,
12 = $25,000 and over).
Due to the distribution of the variable race not being normal (See Figure 3.2), the
variable was collapsed and recoded into a dichotomous variable for this dissertation study
(1 = White, 2 = Minority). The first category of the new variable was re-coded to include
respondents who self reported as white (1 = White). These responses were re-coded to the
numeric value of one which is now the category “White.” The second category of the
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new variable, “Minority,” was re-coded to include respondents who self reported as Black
or African American, and those who self reported as Other (2 = Black or African
American, 3 = Other). These responses were re-coded to the numeric value of two which
is now the category “Minority.”
Figure 3.2. Race of respondents.

All of the measures utilized in this dissertation are described in detail in Table 3.2.
The table displays the final form of each of the measures used. The variable name, value
and range are provided for each measure. In addition, the frequency is provided for the
discrete variables and the mean and standard deviation (SD) are provided for the
continuous variables. Details are provided for the sample as a whole (N=1,437) as well as
for each individual group including alcohol dependence (N=350), major depression
(N=376), schizophrenia (N=349) and troubled person (N=362).
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Table 3.2. Measures of the independent, dependent, intervening and control variables.
Independent Variable

Name
Belief in the
Potential of Recovery
Dependent Variable
Name
Social Distance
Have as Neighbor
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Spend Time
Socializing
Make Friends

Work Closely

Values
1=Very Likely
2=Not Very Likely

Total
Alcohol
Major Schizophrenia Troubled
Sample Dependence Depression
N=349
Person
N=376
N=362
N=1,437
N=350
Range Frequency Frequency Frequency Frequency
Frequency
1-2
46.8%
49.1%
55.1%
51.6%
31.5%
48.4%
48.6%
40.4%
43.3%
61.3%

Values

Range Mean(SD)

1=Definitely Willing
2=Probably willing
3=Probably unwilling
4=Definitely unwilling
1=Definitely Willing
2=Probably willing
3=Probably unwilling
4=Definitely unwilling
1=Definitely Willing
2=Probably willing
3=Probably unwilling
4=Definitely unwilling
1=Definitely Willing
2=Probably willing
3=Probably unwilling
4=Definitely unwilling

Mean(SD) Mean (SD)

Mean(SD)

Mean(SD)

1-4

2.18(.85)

2.36(.82)

2.01(.78)

2.52(.89)

1.86(.74)

1-4

2.34(.91)

2.65(.90)

2.15(.82)

2.65(.92)

1.92(.74)

1-4

2.11(.81)

2.34(.82)

1.99(.76)

2.35(.84)

1.79(.66)

1-4

2.60(.96)

3.06(.85)

2.41(.88)

2.93(.92)

2.01(.83)

Table 3.2 (continued)
Have a Group Home
in Your
Neighborhood
Marry into Family

Prejudicial Attitudes
Ability to Make
Financial Decisions
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Ability to
Make Treatment
Decisions

1=Definitely Willing
2=Probably willing
3=Probably unwilling
4=Definitely unwilling
1=Definitely Willing
2=Probably willing
3=Probably unwilling
4=Definitely unwilling
1=Very able
2=Somewhat able
3=Not very able
4=Not able at all
1=Very able
2=Somewhat able
3=Not very able
4=Not able at all

Intervening Variable
Name
Values
Contact
1=Yes
2=No
Control Variables
Name
Values
Sex
Race

1=Male
2 =Female
1=White
2=Minority

1-4

2.30(.94)

2.43(.93)

2.25(.94)

2.33(.92)

2.21(.95)

1-4

2.79(.96)

3.14(.82)

2.68(.93)

3.04(.91)

2.30(.95)

1-4

2.27(.97)

2.60(.81)

2.04(.77)

3.01(.86)

1.49(.67)

1-4

2.26(.96)

2.46(.85)

2.10(.79)

3.02(.83)

1.50(.64)

Range Frequency
1-2
62.8%
35.6%

Frequency Frequency
62.0%
62.8%
36.9%
36.4%

Frequency
61.9%
35.2%

Frequency
64.4%
33.7%

Range Frequency/
Mean (SD)
1-2
43.9%
56.1%
1-2
74.9%
25.1%

Frequency/ Frequency/ Frequency/
Mean(SD) Mean(SD) Mean(SD)
45.4%
41.5%
45.3%
54.6%
58.5%
54.7%
74.9%
77.1%
71.6%
25.1%
22.9%
28.4%

Frequency/
Mean(SD)
43.6%
56.4%
75.7%
24.3%

Table 3.2 (continued)
Education
Income

Highest year of school
completed
1=under $1000
2=$1,000-2,999
3=$3,000-3,999
4=$4,000-4,999
5=$5,000-5,999
6=$6,000-6,999
7=$7,000-7,999
8=$8,000-9,999
9=$10,000-14,999
10=$15,000-19,999
11=$20,000-24,999
12= $25,000 and over

1-20 13.69(2.85) 13.93(2.80) 13.60(2.96) 13.60(2.87)

13.65(2.76)

1-12 10.96(2.22) 10.85(2.45) 11.00(2.20) 10.92(2.16)

11.07(2.03)
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DATA ANALYSIS
Structural Equation Modeling
Structural equation modeling (SEM) is an advanced statistical analysis that in
many ways surpasses the abilities of traditional multivariate analyses such as regression.
For example, SEM uses a confirmatory approach and enables one to examine multiple
and interrelated relationships, including indirect effects. SEM also accounts for
measurement error, reducing the potential for inaccuracies (Byrne, 2001; Hair, Anderson,
Tatham, & Black, 1998; Kline, 2005). In addition, SEM analyzes observed and latent
variables simultaneously (Byrne, 2001; Hair et al., 1998). Observed variables are
variables that can be measured (e.g., sex, education level, income, etc.). Latent variables
are constructs that are unable to be directly observed and are therefore defined by
multiple observed variables which are each used as an indicator of the construct (Byrne,
2001). For example, love is not observable however may be defined by various
observable variables (e.g., the number of times one hugs another, the number of times
one kisses another, the number of nice things one says about another, etc.).
SEM has three core techniques: path analysis, confirmatory factor analysis and
structural regression models. Path analysis analyzes models with observed variables and
estimates the causal and noncausal relationships between the observed variables in the
model. When a latent variable is utilized to measure a construct that cannot be directly
observed, a measurement model is created. A measurement model consists of latent
variables (factors) and the various indicators used to measure the latent variables. The
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measurement model is then analyzed using confirmatory factor analysis and based on the
hypothesis that the indicators measure the factor and that the two factors covary (Kline,
2005). It is important to note that a confirmatory factor analysis is only appropriate when
a researcher uses existing knowledge (e.g. theory, empirical research) to create the
structural model. If the researcher does not have the knowledge to create the structure and
aims to explore how the variables are linked, an exploratory factor analysis is conducted
(Byrne, 2001). Structural regression models are described as a combination of path
analysis and measurement models. As in path analysis, structural regression models
estimate the causal and noncausal relationships between the variables in the model.
However, these variables can be observed or latent and therefore a measurement model is
incorporated into structural regression models (Kline, 2005).
Several advanced SEM techniques exist including multiple-group analysis
(Byrne, 2001, 2010; Kline, 2005). When conducting a multiple-group analysis,
researchers are interested in whether components of the model (measurement model or
structural equation model) are invariant, or equivalent, across the multiple-groups (Byrne,
2010). Multiple-group analyses enable researchers to answer a variety of research
questions including those addressing cross-validation. It also allows researchers to test for
invariant factorial structure of a measurement instrument, invariant factorial structure of a
single instrument or theoretical construct, invariant latent mean structures and invariant
causal structures (Byrne, 2001, 2010).
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This dissertation focused on testing the invariant causal structures across four
groups. The respondents of the GSS mental health topical module were divided into four
groups based upon the vignette presented to them (e.g., alcohol dependence, major
depression, schizophrenia and troubled person). This dissertation examined whether the
model (to be described in detail later in this chapter) replicates over to the second, third
and fourth independent group from the same population (Byrne, 2001).
In order to examine the fit of the model in this study, various fit indices were
examined (Kline, 2005). Mplus Version 6 was used to assess fit indices (Muthén &
Muthén, 1998-2007). Model fit was indicated by the model chi-square, root mean square
error of approximation (RMSEA), comparative fit index (CFI) and Tucker-Lewis index
(TLI). The cut-off values for each fit index are provided in Table 3.3 (Bender, 2009;
Bentler, 1990; Hu & Bentler, 1999).
Table 3.3. Model Fit Indices.
Excellent Fit
Good Fit
Adequate Fit
Poor Fit

Chi-Square
Non-Significant
Non-Significant
Non-Significant
Significant

RMSEA
<0.05
<0.05
<0.10
>0.10

TLI
1.0
>0.95
>0.90
<0.90

CFI
1.0
>0.95
>0.90
<0.90

Multiple-group SEM was the most appropriate analysis for this study. Given the models
in this study consist of two latent variables representing the constructs prejudicial
attitudes and social distance, multiple regression could not be used to estimate the model.
Therefore, SEM was chosen due to its ability to test hypotheses with observed and latent
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variables (Kline, 2005). In addition, multiple-group SEM makes it possible to test for the
invariant pattern of causal structure in multiple-groups simultaneously. Therefore, the
study is able to test whether the model replicates over the four independent groups
(Byrne, 2001). It is important to note that SEM is a prior meaning the researcher must
create the models to be analyzed prior to analyzing the data (Kline, 2005). In this study,
the models were created utilizing the attribution theory and supporting literature of the
theory.
The first step of the analysis of this dissertation was conducting an exploratory
analysis and a principal component analysis on the latent variables: prejudicial attitudes
and social distance. This was done to explore how the indicators measuring the latent
variable are linked to the latent variable (Byrne, 2001). The reason two different methods
were used was because of the number of indicators in each of the latent variables. The
variable prejudicial attitude is composed of two indicators including: financial decision
making abilities and treatment decision making abilities. Therefore, an exploratory
analysis was not appropriate leaving a principal component analysis as the viable option.
However, social distance is composed of six indicators including: desire for social
distance from an individual with a mental health problem in terms of having them as a
neighbor, socializing with them, being their friend, working closely with them, having a
group home for them in your neighborhood and having them marry into the family.
Therefore, the more advanced exploratory factor analysis was conducted to assess the
factor loadings.
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The second step of this analysis was to create and examine the confirmatory
factor analysis, often referred to as the measurement model. The measurement model
included the two latent variables of interest. The model was analyzed and model fit was
assessed. If good model fit was found, this model would be incorporated into the full
structural equation model. If good model fit was not found, modification indices would
be examined and adjustments would be made to the model (Byrne, 2010).
For the multiple-group analysis, a constraining process was conducted. The
constraining process aimed to find the model that had good model fit and had the most
parameters invariant (equal) across the groups but did not have a significant decrement in
fit from the freely estimated baseline model. This constraining process began by
comparing the model with all parameters free to the model where all parameters were
constrained to be equal across the four groups (i.e., alcohol dependence, major
depression, schizophrenia and troubled person). If there was not a significant decrement
in fit from the freely estimated baseline model, it would indicate that there was invariance
between the models for the individual groups. In this case, the constraining process
would be completed, as long as there was good model fit, as all parameters would be
constrained and there was not a significant decrement in fit from the freely estimated
baseline model. However, if there was a significant decrement in fit from the freely
estimated baseline model, as determined by a significant change in χ2, the fully
constrained measurement model would be determined to be non-invariant with the freely
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estimated model indicating there were significant differences between the models for the
individual groups. In this case, the constraining process would continue.
If continuation of the constraining process was required, each parameter would be
individually constrained to be equal across the groups and the model would be examined.
To determine if there was not a significant decrement in fit from the freely estimated
baseline model, the change in χ2from the newly constrained model to the freely estimated
model was examined. Then parameters are constrained in various combinations until the
model, with good model fit, was found with the most parameters constrained but does not
have a significant decrement in fit from the freely estimated baseline model. This
measurement model was then incorporated into the structural equation model.
The third and final step was the creation and examination of the structural
equation model. The structural equation model was estimated, incorporating in the
measurement model (with the parameters constrained that were found in the above step)
with the independent variable (belief in the potential of recovery) and the control
variables (sex, race, education and income). In specific aims three and four where a
mediating variable (contact) was tested, this variable was also included in the full
structural model. The model was analyzed and model fit was assessed. If good model fit
was found, this model would be incorporated into the full structural equation model. If
good model fit not found, modification indices would be examined and adjustments
would be made to the model (Byrne, 2010). For the multiple-group analysis, the same
constraining process described above was conducted. However, given the measurement
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model constraints were already in place, only the independent, control and mediating
variables are examined during the constraining process. As in the above step, the
constraining process continued until a model was found with good model fit and had the
most parameters invariant (equal) across the groups but did not have a significant
decrement in fit from the freely estimated baseline model.
Missing Data Analysis
Missing data for this study were examined and addressed in two ways. First, the
1,523 respondents who were assigned a vignette as part of the mental health topical
modules were examined for missing data. Of these respondents, 86 were found to be
coded as not applicable (Not applicable = 0) for all mental health module questions
despite having been assigned a vignette. From examining the GSS Codebook (Davis &
Smith, 2006), the not applicable code was used to distinguish those respondents who
participated in the mental health module from those respondents who did not participate.
Given that interviewers had the option of marking don’t know (Don’t know = 8) or no
answer (No answer = 9) for respondents, it is likely that these 86 respondents were never
given the mental health module questions. Therefore these 86 respondents were deleted
from the sample resulting in the 1,437 respondents included in this dissertation.
Missing data was then assessed for the 1,437 respondents and very few missing
data were found, likely because the data were collected with face-to-face interviews. The
independent and dependent variables all had approximately 5% missing cases as did all
control variables except for income which had approximately 13%. While 5% missing
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cases is considered small and inconsequential to loss of power or biases, missing data
were addressed (Graham, 2009). Maximum likelihood estimation, a highly recommended
method for addressing missing data, was utilized resulting in all available data from the
study being utilized (Graham, 2009; Schafer & Graham, 2002). Due to the weights in the
sample, the maximum likelihood estimator utilized in Mplus had robust standard errors
that used a numerical integration algorithm which was calculated by Mplus Version 6
(Muthén & Muthén, 1998-2007).
Research Questions and Analytic Strategies
The following section describes each of the specific aims and accompanying
research questions. A hypothesis for the first aim was stated. The other aims were
exploratory in nature and therefore do not have hypotheses stated. A description of the
analytic strategy for each aim is also provided.
Four structural equation models were calculated to address the four specific aims
of this dissertation. Various statistical programs were utilized in the process of analyzing
data. Sample demographics and descriptive statistics in this study were analyzed with
SPSS 17.0 (SPSS, 2008). Chi-square significance testing was conducted with Excel 2007
(Microsoft Office, 2007). Finally, exploratory factor analysis, confirmatory factor
analysis and full structural equation modeling were conducted using Mplus Version 6.
Mplus was chosen due to the program’s ability to account for sampling weights as well as
its ability to deal with categorical and dichotomous variables (Muthén & Muthén, 19982007).
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Research Question and Analytic Strategy for Specific Aim 1
Specific Aim 1: Examine the relationship between respondents’ level of
prejudicial attitudes and social distance (i.e., stigma) toward individuals who have a
mental health condition and their belief in the potential of recovery.
Research Question 1: Will respondents who believe in the potential of recovery
from a mental health condition have lower levels of prejudicial attitudes and social
distance?
Hypothesis 1: Respondents who believe in the potential of recovery will have a
significantly lower level of prejudicial attitudes and social distance than respondents who
do not believe in the potential of recovery.
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Figure 3.3. Specific aim 1 analysis strategy.
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Analysis Strategy for Specific Aim 1: The focus of this analysis is on the direct
effects (dark solid lines) of respondent’s belief in the potential of recovery of individuals
who have mental health conditions to the measures of prejudicial attitudes and social
distance (see Figure 3.3). As described above respondent’s level of stigma is measured by
the prejudicial attitudes held by the respondent and the respondent’s desire to socially
distance themselves from an individual with a mental health condition. The double lined
arrows represent the direct effect of the impact prejudicial attitudes has on social
distance. Light lines represent effects of control variables and factor loading on the latent
variables.

Research Question and Analytic Strategy for Specific Aim 2
Specific Aim 2: Compare the extent to which the relationship between
respondents’ level of prejudicial attitudes and social distance (i.e., stigma) toward
individuals who have a mental health condition and their belief in the potential of
recovery varies by the group (i.e., alcohol dependence, major depression, schizophrenia
and troubled person).
Research Question 2: Will respondents who believe in the potential of recovery
from a mental health condition have lower levels of prejudicial attitudes and social
distance across all groups (i.e., alcohol dependence, major depression, schizophrenia and
troubled person)?
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Figure 3.4. Specific aim 2 analysis strategy.
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Analysis Strategy for Specific Aim 2: Of particular interest in this analysis are the
direct effects (dark solid lines) of one’s belief in the potential of recovery of individuals
who have mental health conditions to the measures of prejudicial attitudes and social
distance (i.e., stigma) (See Figure 3.4). The double lined arrows represent the direct effect
of the impact prejudicial attitudes has on social distance. Light lines represent effects of
control variables and factor loading on the latent variables. Each of these paths will be
compared across four groups (i.e., alcohol dependence, major depression, schizophrenia
and troubled person) to test for invariance.

Research Question and Analytic Strategy for Specific Aim 3
Specific Aim 3: Test whether previous contact mediates the relationship between
respondents’ level of prejudicial attitudes and social distance (i.e., stigma) toward
individuals who have a mental health condition and their belief in the potential of
recovery.
Research Question 3: Does previous contact explain the effect of one’s belief in
the potential of recovery on one’s level of prejudicial attitudes and social distance?
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Figure 3.5. Specific aim 3 analysis strategy.
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Analysis Strategy for Specific Aim 3: The primary interest of this analysis was to
determine the significance of the dark solid lines (indirect effect) from one’s belief in the
potential of recovery of individuals who have mental health conditions to previous
contact and from previous contact to prejudicial attitudes or social distance (See Figure
3.5). Significant indirect effects indicate that previous contact with an individual who has
received treatment for a mental health condition partially explains the effect of one’s
belief in the potential of recovery on one’s level of prejudicial attitudes and social
distance (i.e., stigma). The significance of the dashed lines from belief in potential of
recovery to levels of stigma was also examined for significance. The double lined arrows
represent the direct effect of the impact prejudicial attitudes has on social distance. Light
lines represent effects of control variables and factor loading on the latent variables.

Research Question and Analytic Strategy for Specific Aim 4
Specific Aim 4: Compare the extent to which the relationship between contact,
respondents’ level of prejudicial attitudes and social distance (i.e., stigma) toward
individuals who have a mental health condition and their belief in the potential of
recovery of individuals who have mental health conditions varies by the group (i.e.,
alcohol dependence, major depression, schizophrenia and troubled person).
Research Question 4: Does previous contact explain the effect of one’s belief in
the potential of recovery on one’s level of prejudicial attitudes and social distance across
all groups (i.e., alcohol dependence, major depression, schizophrenia and troubled
person)?
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Figure 3.6. Specific aim 4 analysis strategy.
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Analysis Strategy for Specific Aim 4: The focus of this analysis was to determine
the significance of the indirect effect (dark solid lines) from one’s belief in the potential
of recovery to previous contact and from previous contact to prejudicial attitudes or
social distance across four different groups (See Figure 3.6). Significant indirect effects
indicate that previous contact with an individual who has received treatment for a mental
health condition partially explains the effect of one’s belief in the potential of recovery on
one’s level of prejudicial attitudes and social distance (i.e., stigma). The significance of
the dashed lines from belief in the potential of recovery to levels of stigma was also
examined for significance. The double lined arrows represent the direct effect of the
impact prejudicial attitudes has on social distance. Light lines represent effects of control
variables and factor loadings. Each of these paths were compared across four groups (i.e.,
alcohol dependence, major depression, schizophrenia and troubled person) to test for
invariance.
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CHAPTER 4: RESULTS
RESULTS FOR SPECIFIC AIM 1
Specific Aim 1: Examine the relationship between respondents’ level of
prejudicial attitudes and social distance (i.e., stigma) toward individuals who have a
mental health condition and their belief in the potential of recovery.
Research Question 1: Will respondents who believe in the potential of recovery
from a mental health condition have lower levels of prejudicial attitudes and social
distance?
Hypothesis 1: Respondents who believe in the potential of recovery will have a
significantly lower level of prejudicial attitudes and social distance than respondents who
do not believe in the potential of recovery.
The first step in the analysis was to assess that the indicators of the latent
variables prejudicial attitudes and social distance loaded onto one factor for the group of
respondents who received any vignette depicting an individual with a mental health
condition (i.e., alcohol dependence, major depression and schizophrenia). Two different
methods were used to make this assessment (i.e., principal component factor analysis and
exploratory factor analysis).
The first method, principal component factor analysis with varimax rotation, was
used for the latent variable prejudicial attitudes. The second method, exploratory factor
analysis, was used for the latent variable social distance. The reason two different
methods were used was because of the number of indicators in each of the latent
variables. Prejudicial attitudes only had two indicators and therefore an exploratory
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analysis was not appropriate leaving a principal component analysis as the viable option.
However, given that the latent variable social distance had more than two factors, the
more advanced exploratory factor analysis was conducted to assess the factor loadings.
The principal component factor analysis with varimax rotation was performed in
SPSS to assess if financial decision making abilities and treatment decision making
abilities would load onto one factor being labeled prejudicial attitudes. Financial decision
making abilities and treatment decision making abilities had high factor loadings (.9 for
each factor) on the first principal factor. The analysis resulted in an Eigenvalue of 1.7
showing that the factors explained 85% of the item variance.
Next, the exploratory factor analysis was performed in Mplus to assess if the six
indicators described in Table 4.1 would load onto one factor being labeled social
distance. The cut off value for an acceptable geomin rotated loading utilized for this
dissertation was .4 therefore all indicators surpassed this cut off. The factor loadings for
the six indicators of social distance loaded onto one primary factor and the factor
explained 55% of the item variance.
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Table 4.1. Exploratory factor analysis of social distance for all mental health
conditions.
Variables
Geomin Rotated Loadings Eigenvalue
Neighbor
0.6
3.3
Evening Socializing
0.8
Friend
0.8
Work Closely
0.7
Group Home
0.5
Marry into Family
0.7
Neighbor: willingness “to move next door to NAME”; Evening Socializing:
willingness “to spend an evening socializing with NAME”; Friend: willingness “to
make friends with NAME”; Work Closely: willingness “to have NAME start working
closely with you on a job”; Group Home: willingness “to have a group home for
people like NAME opened in your neighborhood”; Marry into Family: willingness
“to have NAME marry into your family” (Davis & Smith, 2006).
The second step of this analysis was to create and examine the measurement
model. Reliability scores of the indicators of the two latent variables (prejudicial attitudes
and social distance) were calculated. Cronbach’s alpha showed very good reliability for
prejudicial attitudes (.83) and social distance (.85). Coefficients around .90 are generally
considered excellent, those around .80 are considered very good and those around .70 are
considered adequate (Kline, 2005). A confirmatory factor analysis, often referred to as
the measurement model, which included the two latent variables of interest was then
analyzed and demonstrated an adequate fit (See Figure 4.1). Given the fit being only
adequate, modification indices were examined (Byrne, 2010). For statistical (M.I. = 82)
and substantive reasons the indicators addressing one’s willingness to spend an evening
socializing with the person depicted in the vignette and willingness to make friends with
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the person depicted in the vignette were correlated. The model was then re-estimated (See
Figure 4.1).
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Figure 4.1. Initial and revised measurement model fit indices for all mental health conditions.

Initial Model
87
Revised Model
Model
Initial
Revised

χ2
113.60
43.89

df
19
18

p-value
<.001
<.001

CFI
.94
.98

TLI
.92
.98

RMSEA
.07
.04

The model fit for the revised model that will be utilized in the structural equation
model had a good fit despite the χ2 indicating an imperfect fit χ2 (18, N=1075) = 43.89, p
= <.001. The χ2 statistic is very sensitive to sample size and with large samples will
commonly indicate significant discrepancy between the model and the data even when
other fit indices indicate a good fit (Hair, Black, Babin, & Anderson, 2010). Overall
model fit indices including comparative fit index (CFI) = .98, Tucker-Lewis Index (TLI)
= .98 and root square error of approximation (RMSEA) = .04 indicated a good fit. With a
well fitting measurement model, the final step in the analysis was to estimate the
structural equation model. The structural equation model was estimated, incorporating in
the measurement model with the independent variable (belief in the potential of recovery)
and the control variables (sex, race, education and income) as shown in Figure 4.2.
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Figure 4.2. Structural equation model for specific aim 1.
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χ2
112.48

Df
48

p-value
<.001

CFI
.97

TLI
.95

RMSEA
.04

The structural equation model fit was good, χ2 (48, N=1075) = 112.48, p = <.001 despite
the significant χ2 indicating an imperfect fit. Again, the χ2 is sensitive to sample size and
commonly indicates significant discrepancy between the model and the data when other
fit indices indicate a good fit (Hair et al., 2010). The overall model fit indices including
CFI = .97, TLI = .95 and RMSEA = .04 indicated a good fit. The results of this structural
equation model were displayed two ways. Figure 4.2 graphically displays the
standardized estimates and model fit, while the standardized estimates (β),
unstandardized estimates (b), standard error (S.E.) and p-value of each parameter were
reported in Table 4.2.
Table 4.2. Estimates of structural equation model for specific aim 1.
β
Prejudicial Attitudes
Potential of Recovery
Sex
Race
Education
Income
Social Distance
Potential of Recovery
Sex
Race
Education
Income
Prejudicial Attitudes

b

S.E.

p-value

-.03
.02
.13
.05
-.03

-.04
.02
.18
.01
-.01

.05
.05
.06
.01
.01

.38
.63
< .01
.20
.45

.13
.01
.003
.02
-.02
.41

.15
.01
.004
.01
-.01
.37

.05
.04
.05
.01
.01
.04

< .01
.75
.94
.57
.63
< .001

Respondents who did not believe the individual in the vignette would be likely to
recover from their mental health condition with treatment were more likely to have
higher levels of social distance (β =.13, p=< .01). In addition, as expected, prejudicial
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attitudes were found to predict social distance (β =.41, p=< .001). The control variable
race was also significant with respondents of minority backgrounds being more likely to
have higher levels of prejudicial attitudes (β =.13, p=< .01).
RESULTS FOR SPECIFIC AIM 2
Specific Aim 2. Compare the extent to which the relationship between
respondents’ level of prejudicial attitudes and social distance (i.e., stigma) toward
individuals who have a mental health condition and their belief in the potential of
recovery varies by the group (i.e., alcohol dependence, major depression, schizophrenia
and troubled person).
Research Question 2. Will respondents who believe in the potential of recovery from a
mental health condition have lower levels of prejudicial attitudes and social distance
across all groups (i.e., alcohol dependence, major depression, schizophrenia and troubled
person)?
To answer the second research question all four groups must be taken into
consideration throughout each step of the process. Again, two different methods were
used to assess that the indicators of latent variables prejudicial attitudes and social
distance loaded onto one factor (i.e., principal component analysis and exploratory factor
analysis). A principal component factor analysis with varimax rotation was performed in
SPSS to assess if financial decision making abilities and treatment decision making
abilities loaded onto one factor, prejudicial attitudes, for each group. Table 4.3 shows
high factor loadings on the first principal factor for each group. The analysis showed that
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the factor explained a large proportion of the item variance in the alcohol dependence
(80%), major depression (80%), schizophrenia (85%) and the troubled person (80%)
group.
Table 4.3. Factor loadings from the principal component factor analysis for each
group.

Financial Decisions
Treatment Decisions
Eigenvalue

Alcohol
Dependence
.9
.9
1.6

Major
Depression
.9
.9
1.6

Schizophrenia
.9
.9
1.7

Troubled
person
.9
.9
1.6

An exploratory factor analysis of each group was then conducted as simultaneous
factor analyses were not possible in Mplus. Table 4.4 displays the geomin rotated
loadings for each of the indicators of the factor social distance. Each group loaded onto
one factor and all geomin rotated loadings met or surpassed the cut off value (.4). The
factors explained over half of the item variance for each of the following groups: alcohol
dependence (53%), major depression (57%), schizophrenia (52%) and the troubled
person group (60%).

92

Table 4.4. Exploratory factor analysis of social distance for each group.
Alcohol
Major
Schizophrenia Troubled
Dependence
Depression
person
Variables
Geomin
Geomin
Geomin
Geomin
Rotated
Rotated
Rotated
Rotated
Loadings
Loadings
Loadings
Loadings
Neighbor
0.6
0.6
0.7
0.7
Evening Socializing
0.8
0.9
0.8
0.7
Friend
0.7
0.9
0.8
0.8
Work Closely
0.7
0.7
0.6
0.8
Group Home
0.6
0.5
0.4
0.6
Marry into Family
0.7
0.6
0.6
0.7
Eigenvalue
3.2
3.4
3.1
3.6
Neighbor: willingness “to move next door to NAME”; Evening Socializing:
willingness “to spend an evening socializing with NAME”; Friend: willingness “to
make friends with NAME”; Work Closely: willingness “to have NAME start
working closely with you on a job”; Group Home: willingness “to have a group
home for people like NAME opened in your neighborhood”; Marry into Family:
willingness “to have NAME marry into your family” (Davis & Smith, 2006).
Next the measurement model was created. The reliability scores of the indicators
of prejudicial attitudes and social distance were calculated for each group (See Table
4.5). The Cronbach’s alpha of each group for each latent variable were found to be
adequate or very good as generally coefficients around .80 are considered very good and
those around .70 are considered adequate (Kline, 2005).
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Table 4.5. Cronbach’s alpha of prejudicial attitudes and social distance for each
group.

Prejudicial Attitudes
Social Distance

Alcohol
Dependence
.75
.82

Major
Depression
.77
.86

Schizophrenia
.85
.82

Troubled
person
.77
.86

A multiple-group confirmatory factor analysis with the two latent variables of
interest was then analyzed (See Figure 4.3). The first model was estimated with all
parameters free. For substantive and statistical reasons the modification indices (M.I.) for
the correlation of one’s willingness to spend an evening socializing with the person
depicted in the vignette and willingness to make friends with the person depicted in the
vignette were examined. This correlation had the highest M.I. for alcohol dependence
(M.I. = 16), major depression (M.I. = 86), schizophrenia (M.I. = 14) and the troubled
person group (M.I. = 33). Therefore, this correlation was added and the measurement
model was revised. Specifically, the indicators addressing one’s willingness to spend an
evening socializing with the person depicted in the vignette and willingness to make
friends with the person depicted in the vignette were correlated. The measurement model
was then re-estimated and was found to have a good fit.
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Figure 4.3. Initial and revised measurement model fit indices for multiple-group CFA.

Initial Model
95
Revised Model
Model
Initial
Revised

χ2
311.53
184.19

df
94
90

p-value
<.001
<.001

CFI
.90
.96

TLI
.88
.95

RMSEA
.08
.06

The revised measurement model with all parameters free served as the baseline
model to which each additional model would be compared. In order to assess where
differences in the model occur across the groups, a process of constraining parameters
between groups was conducted to find the model that had the most parameters
constrained but still had a non-significant difference in chi-square and a good model fit.
A significant change in χ2 indicates a significant decrement in fit from the freely
estimated baseline model showing that the model is non-invariant. If the constrained
model is not equivalent to the freely estimated baseline model, it indicates that at least
some of the parameters are not equivalent across the groups. Figure 4.4 identifies each of
the parameters with a letter and Table 4.6 shows each step of the constraining process
that was conducted for measurement model in specific aim 2.
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Figure 4.4. Model with parameters identified for confirmatory factor analysis.
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The constraining process began by comparing the model with all parameters free
to the model where all parameters were constrained to be equal across the four groups
(i.e., alcohol dependence, major depression, schizophrenia and troubled person). The
fully constrained measurement model was determined to be non-invariant with the freely
estimated model indicating there were significant differences between the models for the
individual groups because there was a significant decrement in fit from the freely
estimated baseline model, as determined by a significant change in χ2. Therefore, the
constraining process continued until finding that constraining parameters K, N, O, P and
S (See Figure 4.4) led to good model fit χ2 (105, N=1,437) = 207.92, p = <.07, despite the
significant χ2 indicating an imperfect fit (Hair et al., 2010). Overall, model fit indices
including CFI = .95, TLI = .95 and RMSEA = .05 indicated a good fit. In addition, this
measurement model had a non-significant difference in chi-square (p = .07) showing this
model does not differ from the fully freed model.
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Table 4.6. Confirmatory factory analysis indicating model fit and differences in chi square.
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Model Description
All parameters free
All parameters constrained to be equal
Prejudicial Attitudes
Constrained L and M
Constrained M
Constrained L
Social Distance
Constrained N-S
Constrained N
Constrained O
Constrained P
Constrained Q
Constrained R
Constrained S
Constrained K
Constrained P and S
Constrained K, P and S
Constrained K, O, P and S
Constrained K, O, Q, P and S
Constrained K, N, O, P and S
Constrained K, P, R and S
Constrained K, N, P, R and S
Constrained K, N, P, Q and S

CFI
.96
.94

TLI
.95
.94

RMSEA
.06
.06

χ2
184.19
243.44

df
90
111

χ2

∆df

p

58.25

21

< .001

.95
.95
.95

.94
.94
.94

.06
.06
.06

208.98
204.82
192.89

96
93
93

24.79
20.63
8.7

6
3
3

< .001
< .001
.03

.94
.95
.96
.96
.95
.95
.96
.96
.96
.95
.95
.95
.95
.95
.95
.95

.94
.95
.95
.95
.95
.94
.95
.95
.95
.95
.95
.95
.95
.95
.95
.95

.06
.06
.05
.05
.06
.06
.05
.05
.05
.05
05
.05
.05
.05
.06
.05

234.62
190.98
189.13
187.91
190.64
193.71
185.91
188.01
191.67
197.17
202.07
212.75
207.92
214.22
221.15
219.32

111
93
93
93
93
93
93
93
96
99
102
105
105
105
108
108

50.43
6.79
4.94
3.72
6.45
9.52
1.72
3.82
7.48
12.98
17.88
28.56
23.73
30.03
36.96
35.13

21
3
3
3
3
3
3
3
6
9
12
15
15
15
18
18

< .001
.08
.18
.29
.09
.02
.63
.28
.28
.16
.12
.02
.07
.01
.01
.01

From these findings it was apparent that there was partial measurement invariance
(Byrne, 2010; Kline, 2005). Several of the factor loadings (K, N, O, P and S) were
invariant across groups indicating that they are equal among the four groups (see bolded
model in Table 4.6). However, when constraining the following factor loadings, L, M, Q
and R, there was significant decrement in fit from the freely estimated baseline model as
determined by the significant change in χ2. Therefore, the following factor loadings
differed across the four groups: L = financial decision making ability, M = treatment
decision making ability, Q = socially distancing when working closely with the
individual depicted in the vignette and R = socially distancing if a group home for the
person depicted in the vignette opened in the neighborhood.
As shown in Table 4.7, the directionality did not differ between these factors as
all estimates were positive. In addition, the differences in strength for each factor were
minimal. Therefore, it was determined that while partial measurement non-invariance
exists, the measurement model was still incorporated into the full structural model. Due
to the differences in strength in these factor loadings (L, M, Q and R), they therefore
were allowed to vary in the structural equation model.
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Table 4.7. Standardized estimates of parameters L, M, Q and R.

L
M
Q
R

Alcohol
Dependence
.87
.67
.72
.62

Major
Depression
.92
.66
.76
.47

Schizophrenia
.74
.98
.61
.40

Troubled
Person
.79
.79
.85
.35

With a well fitting measurement model with parameters K, N, O, P and S
constrained and parameters L, M, Q and R allowed to be freely estimated, the multiplegroup structural equation model was then estimated. The multiple-group structural
equation model incorporated the measurement model (including constraints) with the
independent variable (belief in the potential of recovery) and the control variables (sex,
race, education and income) as shown in Figure 4.5. All the added parameters of the
multiple-group structural equation model were freed to serve as the baseline model to
which each additional model would be compared. However, due to the poor fit of this
model, χ2 (228, N=1,437) = 485.58, p = <.001 with CFI = .91, TLI = .89 and RMSEA =
.06, the modification indices were reviewed.
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Figure 4.5. Initial and revised measurement model fit indices for multiple-group SEM.

Initial Model
102
Modified Model
Model
Initial
Revised

χ2
485.58
458.10

df
228
225

p-value
<.001
<.001

CFI
.91
.91

TLI
.89
.90

RMSEA
.06
.05

For substantive and statistical reasons the modification indices (M.I.) for the
correlation of one’s willingness to have a group home for people like the person depicted
in the vignette opened in his or her neighborhood and one’s willingness to have the
person depicted in the vignette marry into his or her family were examined. This
correlation had one of the highest M.I. for major depression (M.I. = 20) and the troubled
person group (M.I. = 6). Therefore, the indicators addressing willingness to have a group
home for people like the person depicted in the vignette opened in his or her
neighborhood and one’s willingness to have the person depicted in the vignette marry
into his or her family were correlated. After this correlation was added to the model, the
fit improved to have an adequate fit χ2 (225, N=1,437) = 458.10, p = <.001 with CFI =
.91, TLI = .90 and RMSEA = .05.
The revised structural equation model with all added parameters free served as the
baseline model to which each additional model would be compared. Parameters
constrained in the well fitting measurement model (K, N, O, P and S) remained
constrained. Only additional parameters that were added in the creation of the full
structural equation model were freed. Again, a process of constraining parameters
between groups was conducted in order to find the model that had the most parameters
constrained but still had a non-significant difference in chi-square and a good model fit.
Figure 4.6 identifies each of the parameters with a letter.
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Figure 4.6. Model with parameters identified for structural equation model.
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Table 4.8 shows each step of the constraining process that was conducted for
structural equation model in specific aim 2. After the model was revised, the process
began by comparing the model with all parameters free, aside from those constrained
previously in the measurement model, to the model where all parameters were
constrained to be equal across the four groups (i.e., alcohol dependence, major
depression, schizophrenia and troubled person). The fully constrained measurement
model was determined to be non-invariant with the freely estimated model indicating
there were significant differences between the models for the individual groups because
there was a significant decrement in fit from the freely estimated baseline model, as
determined by a significant change in χ2.
The constraining process continued until finding that constraining parameters A,
B, C, D, F, G, H, I, T and U, in addition to the already constrained parameters K, N, O, P
and S (See Figure 4.6), led to an adequate model fit χ2 (255, N=1,437) = 493/25, p =
<.001, despite the significant χ2 (Hair et al., 2010). Overall model fit indices including
CFI = .91, TLI = .91 and RMSEA = .05 indicated an adequate fit. In addition, this
measurement model had a non-significant difference in chi-square (p = .24) showing this
model does not differ from the fully freed model. Therefore, parameter invariance was
found for all variables except income (E and J), meaning that the causal structure for each
group was not equivalent for income.
While the majority of the parameters in the structural equation model were found
to be equivalent across the four groups, income was found to be non-invariant across the
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four groups and was left free due to this finding. Therefore, the significant direct effects
will be presented separately for each group to show the non-invariance of income.

106

Table 4.8. Structural equation model indicating model fit and differences in chi square.
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Model Description
All parameters free
All parameters free in revised model
(after modification indices utilized)
All parameters constrained
Constrained U
Constrained A, F and U
Constrained A, F, T and U
Constrained A, B, F, G, T and U
Constrained A, B, C, F, G, H, T and U
Constrained A, B, C, D, F, G, H, I, T and U
Constrained A, B, C, D, E, F, G, H, I, T and U
Constrained A, B, C, D, F, G, H, I, J, T and U

CFI
.91
.91

TLI RMSEA
.89
.06
.90
.05

χ2
485.58
458.10

df
229
225

χ2

∆df

p

.90
.91
.91
.91
.91
.92
.91
.91
.91

.90
.90
.90
.90
.91
.91
.91
.90
.90

521.40
461.10
466.31
471.89
475.46
477.16
493.25
506.47
505.81

261
228
234
237
243
249
255
258
258

63.3
3.0
8.21
13.79
17.36
19.06
35.15
48.37
47.71

36
3
9
12
18
24
30
33
33

< .01
.39
.51
.31
.50
.75
.24
.04
.05

.05
.05
.05
.05
.05
.05
.05
.05
.05

The results of this structural equation model for alcohol dependence were displayed two
ways. Figure 4.7 graphically displays the standardized estimates and model fit while the
standardized estimates (β), unstandardized estimates (b), standard error (S.E.) and p-value of
each parameter were reported in Table 4.9.
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Figure 4.7. Standardized estimates of structural equation model for specific aim 2 for alcohol dependence group.
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Respondents who did not believe the individual in the vignette would be likely to recover
from their mental health condition with treatment were more likely to have higher levels of
social distance (β =.09, p=< .01). In addition, prejudicial attitudes were found to predict social
distance (β =.29, p=< .001). The control variable income was also significant with respondents
with lower income being more likely to have higher levels of prejudicial attitudes (β = -.26, p=<
.01) and social distance (β = -.19, p=< .01) in this sample of individuals with alcohol
dependence.
Table 4.9. Estimates of final structural equation model for specific aim 2 for alcohol
dependence group.
Prejudicial Attitudes
Potential of
Recovery
Sex
Race
Education
Income
Social Distance
Potential of
Recovery
Sex
Race
Education
Income
Prejudicial Attitudes

β

b

S.E.

p-value

-.05

-.11

.07

.10

-.03
-.01
.03
-.26

-.06
-.02
.01
-.11

.07
.08
.01
.03

.41
.82
.41
< .01

.09

.20

.08

< .01

-.01
.01
-.06
-.19
.29

-.02
.01
-.03
-.09
.30

.07
.09
.01
.03
.04

.79
.88
.07
< .01
< .001

The results of this structural equation model for major depression were displayed two
ways. Figure 4.8 graphically displays the standardized estimates and model fit while the
standardized estimates (β), unstandardized estimates (b), standard error (S.E.) and p-value of
each parameter were reported in Table 4.10.
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Figure 4.8. Standardized estimates of structural equation model for specific aim 2 for major depression group.
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Respondents who did not believe the individual in the vignette would be likely to recover
from their mental health condition with treatment were more likely to have higher levels of
social distance (β =.10, p=< .01). In addition, prejudicial attitudes were found to predict social
distance (β =.29, p=< .001) in this sample of individuals with major depression.
Table 4.10. Estimates of final structural equation model for specific aim 2 for major
depression group.
Prejudicial Attitudes
Potential of Recovery
Sex
Race
Education
Income
Social Distance
Potential of Recovery
Sex
Race
Education
Income
Prejudicial Attitudes

β

b

S.E.

p-value

-.05
-.03
-.01
.03
.06

-.11
-.06
-.02
.01
.03

.07
.07
.08
.01
.03

.10
.41
.82
.41
.26

.10
-.01
.01
-.07
.03
.29

.20
-.02
.01
-.03
.02
.30

.08
.07
.09
.01
.04
.04

< .01
.79
.88
.07
.62
< .001

The results of this structural equation model for schizophrenia were displayed two ways.
Figure 4.9 graphically displays the standardized estimates and model fit while the standardized
estimates (β), unstandardized estimates (b), standard error (S.E.) and p-value of each parameter
were reported in Table 4.11.
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Figure 4.9. Standardized estimates of structural equation model for specific aim 2 for schizophrenia group.
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Respondents who did not believe the individual in the vignette would be likely to recover
from their mental health condition with treatment were more likely to have higher levels of
social distance (β =.21, p=< .01). In addition, prejudicial attitudes were found to predict social
distance (β =.29, p=< .001) in this sample of individuals with schizophrenia.
Table 4.11. Estimates of final structural equation model for specific aim 2 for
schizophrenia group.
Prejudicial Attitudes
Potential of Recovery
Sex
Race
Education
Income
Social Distance
Potential of Recovery
Sex
Race
Education
Income
Prejudicial Attitudes

β

b

S.E.

p-value

-.06
-.03
-.01
.03
.02

-.11
-.06
-.02
.01
.01

.07
.07
.08
.01
.04

.10
.41
.82
.41
.83

.10
-.01
.01
-.07
.04
.29

.20
-.02
.01
-.03
.02
.30

.08
.07
.09
.01
.04
.04

< .01
.79
.88
.07
.58
< .001

The results of this structural equation model for the troubled person group were displayed
two ways. Figure 4.10 graphically displays the standardized estimates and model fit while the
standardized estimates (β), unstandardized estimates (b), standard error (S.E.) and p-value of
each parameter were reported in Table 4.12.
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Figure 4.10. Standardized estimates of structural equation model for specific aim 2 for troubled person group.
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Respondents who did not believe the individual in the vignette would be likely to recover
from their mental health condition with treatment were more likely to have higher levels of
social distance (β =.09, p=< .01). In addition, prejudicial attitudes were found to predict social
distance (β =.29, p=< .001). The control variable income was also significant with respondents
with lower income being more likely to have lower levels of prejudicial attitudes (β =.-12, p=.04)
in this sample of individuals with troubled persons.
Table 4.12. Estimates of final structural equation model for specific aim 2 for the troubled
person group.
Prejudicial Attitudes
Potential of
Recovery
Sex
Race
Education
Income
Social Distance
Potential of
Recovery
Sex
Race
Education
Income
Prejudicial Attitudes

β

b

S.E.

p-value

-.05

-.11

.07

.10

-.03
-.01
.03
-.05

-.06
-.02
.01
-.03

.07
.08
.01
.04

.41
.82
.41
.52

.09

.20

.08

< .01

-.01
.01
-.07
.12
.29

-.02
.01
-.03
.07
.30

.07
.09
.01
.03
.04

.79
.88
.07
.04
< .001

RESULTS FOR SPECIFIC AIM 3
Specific Aim 3. Test whether previous contact mediates the relationship between
respondents’ level of prejudicial attitudes and social distance (i.e., stigma) toward individuals
who have a mental health condition and their belief in the potential of recovery.
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Research Question 3. Does previous contact explain the effect of one’s belief in the
potential of recovery on one’s level of prejudicial attitudes and social distance?
Specific aim 3 builds upon the results of specific aim 1. Therefore, the same exploratory
factor analysis, principal component analysis and confirmatory factor analysis used in specific
aim 1 were utilized to construct the structural equation model for specific aim 3. As shown in
Figure 4.11, the structural equation model incorporated the measurement model from specific
aim 1, the independent variable (belief in the potential of recovery), the control variables (sex,
race, education and income) as well as the mediating variable (contact).
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Figure 4.11. Structural equation model for specific aim 3.
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χ2
147.91

df
62

p-value
<.001

CFI
.96

TLI
.95

RMSEA
.04

Despite the significant χ2, indicating an imperfect fit (Hair et al., 2010), the structural
equation model fit was good χ2 (62, N=1075) = 147.91, p = <.001, with CFI = .96, TLI = .95 and
RMSEA = .04. Figure 4.11 graphically displays the standardized estimates while the
standardized estimates (β), unstandardized estimates (b), standard error (S.E.) and p-value of
each parameter were reported in Table 4.13.
Table 4.13. Estimates of structural equation model for specific aim 3.
Contact
Potential of Recovery
Sex
Race
Education
Income
Social Distance
Potential of Recovery
Contact
Prejudicial Attitudes
Prejudicial Attitudes
Potential of Recovery
Contact
Indirect Effects
Social Distance On
Contact On Potential
of Recovery
Prejudicial Attitudes
On Contact On
Potential of Recovery

β

B

S.E.

p-value

.01
-.12
.18
-.13
-.02

.01
-.11
.20
-.02
-.01

.04
.04
.04
.01
.01

.85
<.01
<.001
<.001
.59

.13
.07
.43

.15
.08
.37

.05
.05
.04

<.01
.09
<.001

-.04
-.03

-.05
-.04

.05
.06

.33
.49

<.001

.001

.003

.85

<.001

<.001

.001

.86

Results showed that respondents who did not believe the individual in the vignette would
be likely to recover from their mental health condition with treatment were more likely to have
higher levels of social distance (β =.13, p=< .01). In addition, as expected, prejudicial attitudes
were found to predict social distance (β =.43, p=< .001). It was also found that male respondents
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(β =-.12, p=< .01), respondents of minority backgrounds (β =.18, p=< .001) and respondents with
less education (β =-.13, p=< .001) were less likely to have had previous contact with an
individual who has received mental health treatment. The non-significant indirect effects show
no mediation took place with the variable contact.
RESULTS FOR SPECIFIC AIM 4
Specific Aim 4. Compare the extent to which the relationship between contact,
respondents’ level of prejudicial attitudes and social distance (i.e., stigma) toward individuals
who have a mental health condition and their belief in the potential of recovery varies by the
group (i.e., alcohol dependence, major depression, schizophrenia and troubled person).
Research Question 4. Does previous contact explain the effect of one’s belief in the
potential of recovery on one’s level of prejudicial attitudes and social distance across all groups
(i.e., alcohol dependence, major depression, schizophrenia and troubled person)?
Much like specific aim 3 that was built upon the results of specific aim 1, specific aim 4
builds upon the results of specific aim 2. Therefore, the same exploratory factor analysis,
principal component analysis and confirmatory factor analysis used in specific aim 2 were
utilized to construct the structural equation model for specific aim 4. As shown in Figure 4.12,
the structural equation model incorporated the measurement model from specific aim 2, the
independent variable (belief in the potential of recovery), the control variables (sex, race,
education and income) as well as the mediating variable (contact).
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Figure 4.12. Structural equation model for specific aim 4.

χ2
591.86

df
285

p-value
<.001

CFI
.89
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TLI
.88

RMSEA
.06

The multiple-group structural equation model had a poor fit, χ2 (285, N=1075) = 591.86,
p = <.001, with CFI = .89, TLI = .88 and RMSEA = .06 (See Figure 4.12). Therefore,
modification indices were reviewed. However, despite multiple attempts to modify the model,
the model fit remained poor and therefore the model was rejected and no additional analyses
were able to be conducted.
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CHAPTER 5: DISCUSSION AND CONCLUSION
This chapter summarizes the findings of this dissertation and discusses how it contributes
to the literature, including how the belief in the potential of recovery impacted prejudicial
attitudes and social distance (i.e., stigma). This chapter was organized by the four research
questions which explored the four specific aims of this dissertation. The implications for stigmareducing strategies, social work education, mental health policy and mental health practice are
discussed. Finally, the limitations of this dissertation are addressed followed by several
recommendations for ways in which future researchers can utilize and expand upon the findings
of this dissertation.
This dissertation applied the attribution theory which predicts responses based on one’s
belief in the causation of a behavior (Berscheid & Regan, 2005; Jones et al., 1972; Weiner,
1985b). The causal dimension of particular importance in this dissertation was stability, which
was operationalized in this dissertation as the belief in recovery (Corrigan et al., 2000; Weiner,
1985a; Weiner et al., 1988). This dissertation examined whether one’s belief in the potential of
recovery predicted the prejudicial attitudes and desire for social distance from individuals who
have a mental health conditions. The first specific aim of this dissertation examined this
relationship between one’s level of mental illness stigma (i.e., social distance and prejudicial
attitudes) and the belief in the potential of recovery from a mental health condition. Results from
this dissertation partially supported the hypothesis that respondents who believe in the potential
of recovery will have a significantly lower level of prejudicial attitudes and social distance than
respondents who do not believe in the potential of recovery. Respondents who were given a
vignette depicting an individual with a mental health condition (i.e., alcohol dependence, major
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depression and schizophrenia) were analyzed together in order to assess this relationship for all
mental health conditions. Higher levels of social distance were found to be more likely when the
respondent did not believe in the potential of the individual in the vignette to recover from their
mental health condition with treatment. This finding supported the hypothesis and is consistent
with previous literature showing that a perception of a poor prognosis is associated with higher
levels of social distance when looking at mental health conditions in general (Adewuya &
Makanjuola, 2008).
A respondent’s belief or disbelief in the potential of recovery did not significantly predict
prejudicial attitudes and therefore did not support the hypothesis for first specific aim. However,
while this relationship was not significant, it is important to note that prejudicial attitudes and
social distance were performing in the opposite direction, meaning that while higher levels of
social distance were found to be more likely in respondents who did not believe in the potential
of recovery, those individuals who had higher levels of prejudicial attitudes tended to be more
likely to believe in the potential of recovery. Again, while this finding was not significant it does
suggest that the controversy that exists over an individual with a mental health condition’s ability
to make autonomous decisions about treatment and finances (Grisso & Appelbaum, 1995a,
1995b; Pescosolido et al., 1999).
Many Americans doubt that persons with mental health conditions, particularly
schizophrenia, are able to make their own treatment and financial decisions (Pescosolido et al.,
1999). Even with a shift to more consumer-directed services that emphasize the probability of
recovery, doubt exists. This doubt about recovery, in conjunction with previous research
showing that stigma is still experienced by individuals who have recovered from their mental
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health condition (Link et al., 1987; Link et al., 1991; Link et al., 1997; Rüsch et al., 2005),
suggests that this finding was not an anomaly. While respondents who did not believe in the
potential of recovery were more likely to socially distance themselves from a person with a
mental health condition, they may be less likely or equally likely, to have high levels of
prejudicial attitudes towards that person and doubt the person’s ability to make autonomous
decisions whether the person recovers or not.
One significant finding in regards to prejudicial attitudes that was consistent with
previous literature (Corrigan, Edwards et al., 2001) was that prejudicial attitudes were found to
be a predictor of social distance. It was also found that higher levels of prejudicial attitudes were
more likely in respondents from minority backgrounds. This finding is particularly interesting
given the fact that individuals with mental health conditions from minority groups are said to
experience double stigma (Gary, 2005), meaning they are stigmatized both for their minority
status and their status of having a mental health condition.
Knowing that minority groups already experience stigma due to their minority status, one
may believe a “golden rule” effect could occur. In other words, an individual of a minority group
may not stigmatize others due to their own experiences of being stigmatized because of their
minority group status. However, research has shown that inaccurate knowledge and myths about
the causes and treatment of mental health conditions exist in minority populations (Scheffer,
2003). Therefore, these misunderstandings and inaccurate beliefs may be contributing to the
increased likelihood of prejudicial attitudes about an individual’s ability to make autonomous
decisions when they have a mental health condition. Thus, the educational based stigma-reducing
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strategies discussed in the next section may be the key to combating the prejudicial attitudes
about autonomous decision making found in this sample.
The next step in this dissertation was to examine how the relationship between
respondents’ level of prejudicial attitudes and social distance (i.e., stigma) and their belief in the
potential of recovery varies by the group (i.e., alcohol dependence, major depression,
schizophrenia and troubled person). When assessing this relationship, parameter invariance was
found for all variables except income. Therefore, similar to the results discussed above,
respondents in each group who did not believe in the potential of recovery for the individual
depicted in the vignette were more likely to have high levels of social distance. While this
finding has been reported for mental health conditions in general (Adewuya & Makanjuola,
2008) and when examining the recovery of individuals who have schizophrenia (Angermeyer et
al., 2003; Bag et al., 2006; Bell et al., 2010), this dissertation provided evidence that this
relationship also exists when respondents are provided a vignette depicting an individual with
alcohol dependence, major depression and a troubled person. Thus, from the most severe mental
health conditions, such as schizophrenia, to non-diagnosable symptoms, such as those depicted
in the vignette of the troubled person, believing in the potential of recovery predicts a lower
desire to socially distance oneself. This finding has particular relevance for stigma reducing
strategies as will be discussed in the next section.
Also, consistent with previous findings (Corrigan, Edwards et al., 2001) and the findings
from this dissertation when all mental health conditions were combined, higher levels of social
distance were predicted by higher levels of prejudicial attitudes for each group. However,
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differences did exist when looking at the relationship between prejudicial attitudes and the
control variable income.
When looking at the group of respondents who were given the vignette depicting a
troubled person, respondents with lower incomes were more likely to have lower levels of
prejudicial attitudes for the individual depicted in the vignette. In many ways this is not a
surprising finding as the vignette depicts an individual who sometimes feels worried, nervous,
annoyed and more bothered by things than others when something goes wrong. All of these
emotions are typical feelings for someone under financial stress. Thus, respondents with lower
incomes may have identified with the individual depicted in the vignette and therefore did not
have the same prejudicial attitudes about the person’s ability to make their own decisions as
respondents with higher incomes.
Different from the finding above, respondents with lower income were more likely to
have higher levels of prejudicial attitudes and social distance toward individuals depicted as
having alcohol dependence in the vignette. Previous research has shown that individuals have
reported the highest levels of a desire to socially distancing themselves from persons with
substance abuse problems (i.e., drug dependence and alcohol dependence) when compared to
other mental health conditions (Link et al., 1999; Martin, Pescosolido, & Tuch, 2000). However,
the fact that those with lower income levels differed from those with higher levels of income for
this group is notable.
Low-income has been largely attributed by society as being the result of individual
failure (Rank, 2004). It is commonly believed that by working harder, individuals in poverty
should be able to rise above poverty and reach the American dream. Research has shown similar
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beliefs in regards to individuals who have alcohol dependence. Alcohol dependence is often
attributed to more individual and social causes versus believing that the illness is caused by
genetics or a chemical imbalance. For example, one study found that alcohol dependence was
most often attributed to daily stressors in the person’s life followed by the individual’s bad
character (Martin et al., 2000). In another study, while daily stressors was found to be a cause of
alcohol dependence, the public also believed how a person was raised attributed to their alcohol
dependence (Link et al., 1999).
When discussing the stigma experienced by minority groups, one could assume that a
“golden rule” effect would occur for individuals who have lower incomes. In other words, due to
the fact that society typically blames one’s low-income status on his/her individual character, it
would seem plausible for someone experiencing this stigma to be cognizant of the limits one’s
individual character has on his/her situation. However, as evidenced by the findings of this
dissertation this is not occurring. More research is necessary to understand the relationship
between one’s income level and their level of prejudicial attitudes and social distance (i.e.,
stigma) toward individuals with alcohol dependence. This is especially critical given findings
suggesting that individuals with alcohol disorders who perceive high levels of stigma are less
likely to seek treatment (Keyes et al., 2010).
By building upon the model from the two previously discussed specific aims, the
mediating variable previous contact was added into the structural equation model. When adding
in previous contact as the mediating variable, no mediation took place and the model was too
poorly fit to be compared across groups. However, as with the other models, when examining all
the vignettes depicting a mental health condition, respondents who did not believe in the
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potential of recovery for the individual depicted in the vignette were more likely to have higher
levels of social distance. In addition, higher levels of social distance were predicted by higher
levels of prejudicial attitudes.
Some unique findings also emerged specific to the variable contact. It was found that
male respondents, respondents of minority background, and those with less education were less
likely to have had previous contact with an individual who has received mental health treatment.
As discussed previously, the contact strategy has shown to improve attitudes toward individuals
with mental health conditions (Corrigan & Penn, 1999; Corrigan et al., 2001; Couture & Penn,
2006; Desforges et al., 1991; Kolodziej & Johnson, 1996; Reinke et al., 2004; Rössler & Salize,
1995) and has resulted in a reduction of stigmatizing attitudes (Corrigan et al., 2007; Corrigan et
al., 2001). Therefore, these populations may particularly benefit from this strategy given the fact
they are less likely to have had previous contact in their day to day life with an individual who
has received treatment. The next section further explores how the findings of this dissertation can
be used to improve stigma reducing strategies.
IMPLICATIONS FOR STIGMA REDUCING STRATEGIES
The findings of this dissertation can contribute to the development of stigma reducing
strategies. First, the results suggest that the belief in recovery reduces the likelihood of having
high levels of social distance from individuals with a mental health condition. Therefore, when
utilizing stigma reducing strategies with an educational component, emphasis should be placed
on educating the public about the probability of recovery. This can be done by utilizing a number
of methods including books, videos, slides, flyers, movies, and other visual aids. All of these
methods have been effectively used to disseminate information about mental health conditions
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(Corrigan & Gelb, 2006; Corrigan & Penn, 1999; Thornton & Wahl, 1996). Websites have also
become a popular and effective medium for dispersing information to the public.
Websites have been focused on offering support to individuals who have mental health
conditions and providing information to the general public. Websites work to address key
misconceptions about mental health conditions, warning signs, stigma, information about
specific disorders, employment and/or disability rights, information about mental health and the
workplace and may contain personal stories and experiences of individuals with mental health
conditions, health professionals, friends, and relatives of consumers (Lipczynska, 2005).
Websites already dedicated to reducing mental illness stigma should focus on adding materials
that evoke a message of recovery by posting stories of triumph and focusing on empowering
individuals with mental health conditions to take control of their own recovery.
One example of this strategy is schools systems that have utilized web-based educational
programs like the Science of Mental Illness educational program. These are used to educate
younger populations about mental health conditions. The Science of Mental Illness educational
program utilized case studies, scientific data and cutting-edge scientific discoveries to educate
school-age children about mental health conditions. The primary goals of the program were to
help students understand that mental health conditions can be diagnosed and treated. The
program also aimed to increase students’ awareness of social, psychological and biological
aspects of mental health conditions. Print-based and web-based activities were used to engage
students (Watson et al., 2004). By instilling a belief of recovery at a young age, future
generations may become more aware of the realities of having a mental health condition and
therefore be less likely to stigmatize others and hopefully be more likely to seek treatment.
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Another important finding from this dissertation was the variations that existed when
looking at the relationship between demographic characteristics, prejudicial attitudes and social
distance. For example, when looking at all mental health conditions together, higher levels of
prejudicial attitudes were found to be more likely in respondents of minority status. Given
differences found in the respondents, target-specific programs may be the most effective way to
reduce mental illness stigma. Target-specific programs refer to stigma reducing strategies aimed
at a specific group of individuals. For example, target-specific programs have been focused
toward individuals who are seen as having power in the lives of persons with mental health
conditions such as employers, landlords, health providers, policy makers, the media or
employees of the criminal justice system (Corrigan, 2004).
The findings from this dissertation suggest that target-specific programs should also be
directed toward specific ethnic groups. Research indicates that white individuals and individuals
of Hispanic and African American backgrounds differ in terms of their beliefs of acceptable
mental health treatment modalities. Specifically, telephone interviews indicated that African
Americans were less likely than whites to find medication acceptable, to find counseling
acceptable, and to believe that medications are effective. African Americans were more likely
than whites to believe that prayer can help heal depression. Hispanics were found to be less
likely than whites to find medication acceptable but more likely to find counseling acceptable
(Cooper et al., 2003). Given these differences in treatment modalities and the knowledge that
respondents of minority backgrounds were more likely to have higher levels of prejudicial
attitudes, it would be important for stigma reducing programs encouraging help-seeking and the
probability of recovery to adjust the methods they suggest for help-seeking for each population.
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One example of a campaign that utilized a target-specific approach is the Time to Change
campaign developed in London, England (Mind and Rethink, 2008). While the campaign has one
central website, various resources are available on it for different populations such as individuals
with a mental health condition, individuals who know someone who has a mental health
condition and managers or employers of organizations who may have an employee with a mental
health condition. A similar model could be replicated that is target-specific in terms of an
individual’s ethnic background. One website could be the host of general information and
resources about mental health conditions as well as information specifically geared toward
individuals of a particular ethnic background. Not only would this enable accurate and relevant
information to get out to specific populations, but hosting all the information on one website
could lead others to increase their understanding about cultural similarities and differences in
terms of mental health.
As discussed previously, education alone is often not the most effective method for
reducing stigma. However, when education is combined with stigma reducing strategies utilizing
the contact approach, a reduction in negative attitudes towards individuals with serious mental
illnesses has been found (Coodin & Chisholm, 2001; Penn & Martin, 1998). Based on the
findings of this dissertation, male respondents, respondents of minority background and those
with less education were less likely to have had previous contact with an individual who has
received mental health treatment. The contact strategy may be most crucial for these populations.
It is important to note that while no mediation took place with the variable contact, this should
not be taken as evidence that the contact strategy is not effective. This dissertation did not
provide contact to respondents and therefore there was no control over the type, frequency or
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intensity of the previous contact respondents had with an individual who sought mental health
treatment. The contact strategy is still likely to be effective and especially with the above
mentioned groups who were shown to be less likely to have had previous contact with an
individual who has received mental health treatment.
IMPLICATIONS FOR SOCIAL WORK EDUCATION
Social work is a diverse field and social workers are often employed in schools, hospitals,
prisons, state mental hospitals and a variety of other settings where they work closely with an
interdisciplinary team of professionals. Thus, social workers have the power to influence
professionals from other disciplines who work daily with individuals who have a mental health
condition. Education is one of the key methods social workers can use to impact stigma. As
shown in this dissertation, a person may begin to socially distance themselves from an individual
with a mental health condition if they hold prejudicial attitudes. Therefore, social workers must
be properly educated about the probability of recovering from a mental health condition. In
addition, they need to understand that these individuals have the capacity to make their own
treatment and financial decisions. Social work educators must not only properly educate their
students about these realities but emphasize the importance of passing on this knowledge to
professionals with whom social workers interact.
An appropriate avenue for this education is in direct practice courses, such as social work
psychopathology courses, which have been criticized for focusing only on conventional
viewpoints (Lacasse & Gomory, 2003). Psychopathology courses are often where students are
first exposed to the severity of the symptoms of mental health conditions; therefore, these
courses are the perfect opportunity for students to explore the full mental health experience
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rather than simply the symptoms and treatment options. Educators should include in their
curriculum research articles focusing on recovery as well as guest lecturers or videos of survivors
in order to infuse the idea that recovery is possible with treatment. Emphasis should be placed on
the barrier stigma plays in the help seeking process.
It is important to note that the emphasis on recovery may prove to be somewhat
controversial. Social workers may have difficulty seeing where their role is if treatment is
recovery focused. For example, if emphasis is placed on the individual with the mental health
condition having power and control over their treatment plan, which may or may not include
therapy, a social worker may be uncertain of where their skills could be utilized. Therefore,
educators must be cognizant of this possible resistance and emphasize the importance of
assisting consumers through the process of recovery and how this coincides with the National
Association of Social Workers Code of Ethic’s emphasis on empowerment, self-determination
and individual worth (Carpenter, 2002; National Association of Social Workers, 2008).
For students not going into direct practice, such as macro focused students interested in
administration and leadership, opportunities to highlight recovery also exist in the classroom. For
example, in courses focused on non-profit management, students need to be exposed to literature
about the effectiveness of consumer-run mental health agencies. Consumer-run mental health
agencies are recovery focused agencies that empower consumers by providing them leadership
roles within the agency. Some agencies rely on consumer volunteers while others fully employ
their consumers. Consumer-run agencies offer a variety of services to individuals with mental
health conditions including peer counseling, drop-in center services, opportunities for socializing
within the community, job training and case management services (Davidson et al., 1999;
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Hardiman, 2004). Exposing students to literature about these innovative programs that integrate
the community into their agency can expose students to methods for providing services to
individuals in need by using the strengths of the community they are serving.
Increasing knowledge about the realities of mental health conditions and the probability
of recovering from a mental health condition are not the only ways social work educators can
contribute to the reduction of stigma in society. Social work educators need to perfect their use
of people-first language and pass down this language to future social workers. The language one
uses when talking and writing is powerful and has the power to educate, hurt and change
people’s behaviors. Language can be an essential tool in increasing the public’s acceptance and
understanding of individuals who have mental health conditions (Wahl, 1998).
People-first language focuses on being mindful of one’s words. It emphasizes one’s
abilities rather than limitations. It promotes the idea of recovery and encourages people to see the
person, not the illness. When using people-first language, an individual is placed before a mental
health condition. For example, instead of saying “He’s schizophrenic,” one would say “He has
schizophrenia.” This slight variation in language ensues a new meaning, no longer is the person
labeled as the illness they have, rather they are described as having an illness. People-first
language also focuses on being respectful; therefore, one avoids using words like “Crazy,”
“Psycho” and “Lunatic.” Instead, one would refer to the particular illness, “She has major
depression.” Or, if one is speaking generally, “She has a mental health condition” (Hogg
Foundation for Mental Health, 2010).
While this may seem simple, exposure to these terms and disrespectful words is so
common in society that it has become somewhat normalized. This is especially true in the media
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hence the need for media-watch groups. Media-watch groups are often composed of local and/or
national advocacy organizations who lobby, often effectively, the media (news and
entertainment) to stop the negative portrayals of individuals who have mental health conditions.
(Corrigan & Penn, 1999; Warner, 2005). For example, in 2002, the Trenton, New Jersey
newspaper, The Trentonian, published a story about a fire in a psychiatric hospital. The title of
the story was “Roasted Nuts” and the National Alliance on Mental Illness protested in order to
enforce stigma reducing guidelines for the news media (National Alliance on Mental Illness,
2002). This is just one example of the impact words can have.
Making changes to the language one uses in the classroom can set an example for future
social workers and normalize the more respectful and accurate terminology a social worker
should use in their professional and personal life. Handouts, PowerPoint presentations and any
other accompanying class materials should also be updated with people-first language. Finally,
social work educators should also chose text books that use people-first language to be consistent
with the terminology utilized in class. Efforts should be made by all authors to utilize people-first
language and update future editions of their text with this language as well. If social workers are
able to normalize the use of proper terminology in their field, other fields working with
individuals who have mental health conditions are likely to learn from the example.
IMPLICATIONS FOR MENTAL HEALTH PRACTICE
Encouraging people-first language is vital for mental health practitioners as well. First, a
practitioner must ask themselves if a label is necessary. Practitioners should make every effort to
minimize labeling individuals with mental health conditions as it brings attention to the illness
rather than the actual person. If a label is needed and the practitioner is unsure of the preferred
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label, they should simply ask. Language evolves with the times and practitioners should know
that certain language is outdated but the preferred term may differ from person to person. For
example, terms such as “client,” “patient” and “case” are considered outdated and individuals
with mental health conditions often prefer terms such as “individual,” “service recipient,”
“consumer” and “survivor” (Hogg Foundation for Mental Health, 2010). Working with the
consumer is the first step to developing a positive rapport and by involving the consumer in the
treatment process from the beginning sets the tone for the future.
Mental health practitioners should continue the involvement of consumers in each step of
the treatment process with recovery focused and consumer-directed approaches that emphasize
the empowerment of the consumer. In fact, the National Association of Social Workers Code of
Ethics states that social workers are “to enhance human well being and help meet the basic
human needs of all people, with particular attention to the needs and empowerment of people
who are vulnerable, oppressed, and living in poverty” (National Association of Social Workers,
2008). As evident by this dissertation, individuals with mental health conditions are a vulnerable
and oppressed population therefore, it is the responsibility of social workers as well as other
mental health professionals to focus on their empowerment.
Empowerment refers to an individual’s control over their own life and participation in
their community (Rappaport, 1987). It is about increasing their power so they are able to take
action to make improvements in their life and solve their own problems (Gutiérrez, 1990;
Zimmerman, Rappaport, & Seidman, 2000). It encourages mental health professionals to think in
terms of wellness, competence, prevention and treatment instead of illness and weaknesses
(Peterson & Hughey, 2002).
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When mental health practitioners focus on empowering a consumer, they take time to
learn about the consumer and emphasize collaboration instead of taking the leadership role as
expert in the individual’s mental health. Mental health practitioners should also work to
empower the consumer to advocate for themselves instead of taking the role as sole advocate
(Zimmerman et al., 2000). More programs based on the empowerment theory are needed, such as
the Cash and Counseling program discussed earlier in this dissertation which utilizes the
consumer-directed approach empowering consumers to take control of their own treatment and
financial decisions (Doty, 1998; Mahoney & Simon-Rusinowitz, 1997).
Mental health practitioners should also work to promote programs that emphasize
recovery as well as empowerment. This dissertation found that the belief in the potential of
recovery can have a positive impact on aspects of stigma (i.e., social distance). This finding
provides evidence of the power of believing in recovery. Therefore, it may be beneficial to
transfer this finding to the consumer’s belief in their own recovery. One program that
emphasizes recovery as well as empowerment is the Wellness Recovery Action Plan (WRAP)
(Copeland, 2009). WRAP uses interactive discussions, presentations, demonstrations and
workshops to teach consumers self-management and recovery strategies and skills. A variety of
topics are covered including: self-esteem, hope, support, suicide prevention, coping with trauma,
self-monitoring and self-advocacy. WRAP emphasizes recovery and prevention. It aims to
enhance an individual’s ability to effectively use self-help techniques and their support network
to take control of their own wellness so they are able to reduce the number of emergency and
mental health services utilized (Copeland, 2009).
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Programs utilizing WRAP have been developed internationally and have been shown to
increase participants knowledge of their own early warning signs as well as how to cope with
their early warning signs. Participants have also shown a significant increase in hopefulness of
recovery. In addition, following participation in WRAP, significantly more participants managed
their medication well, were aware of symptom triggers and developed a crisis plan (Cook, n.d.;
Vermont Recovery Education Project, n.d.).
Many steps have been made to emphasize the probability of recovery and empower
consumers to take steps to advance their own recovery. Mental health practitioners need to
ensure that their consumers are provided information about programs such as WRAP and Cash
and Counseling. They also need to build empowerment into their own treatment plans when
conducting therapy. Consumers who are empowered during their mental health treatment process
develop critical awareness and a sense of control over their lives (Zimmerman et al., 2000). It is
the hope that the more control and power consumers have over their own wellness and recovery,
the less self-stigma they will experience and the more likely they will project a positive persona
that will work toward changing the public’s misconceptions of individuals who have mental
health conditions.
IMPLICATIONS FOR MENTAL HEALTH POLICY
Language is critical to the political ramifications of this dissertation. A variety of
policies exist that aim to protect the rights of individuals with mental health conditions from
harm and discrimination (U.S. Department of Justice, 2005). These policies typically use
outdated language instead of the people-first language discussed above that promotes recovery
and prevention. For example, the Americans with Disabilities Act (1990) forbid the
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discrimination of an individual with a disability. It protects individuals who have a disability not
only in the workforce but also public accommodations, telecommunications, transportation,
commercial facilities and State and local government (Americans with Disabilities Act, 1990).
Despite the good intentions of this policy, the language is severely outdated as people with
mental health conditions are referred to as individuals with “mental limitations,” “mental
disabilities” and “mental impairments.” Another example is the Civil Rights of Institutionalized
Persons Act (1980) which protects individuals in institutions, such as psychiatric institutions,
from “egregious or flagrant” conditions. This policy refers to individuals with mental health
conditions as “mentally disabled” and “mentally retarded” (Civil Rights of Institutionalized
Persons Act, 1980). In order to promote the use of people-first language, these policies need to
be updated.
This dissertation provides confirmation of the negative effects prejudicial attitudes can
have given the finding that prejudicial attitudes predicted higher levels of social distance. As
discussed previously, discrimination refers to the negative behavioral response to prejudicial
attitudes and can take the form of avoiding or causing harm to individuals with mental health
conditions (Corrigan & Watson, 2002b). Various policies have been enacted to protect the rights
of individuals with mental health conditions and prevent the discrimination of these individuals.
However, these policies are still evolving and improvements and amendments continue to be
made.
The Mental Health Parity Addiction Equity Act (2008) expands upon the initial Mental
Health Parity Act (1996) by requiring group health plans to treat mental health and substance use
disorders equally to standard medical and surgical coverage. This equal treatment includes
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equality in terms of benefit limits, out of pocket costs and other practices such as prior
authorization (U.S. Department of Health and Human Services, 2010). More recently, the Patient
Protection and Affordable Care Act (2010) takes the push for equal treatment one step further by
increasing access to mental health services by expanding the number of Americans with mental
health conditions who will be covered by insurance. This expansion includes those individuals
that have moderate and severe mental health conditions (Garfield, Lave, & Donohue, 2010).
As evident by the aforementioned policies, progress is occurring and policies are being
passed that bring light to the need for individuals with mental health conditions to be treated
justly and equally. In addition to working toward correcting the language of policies, policy
makers must also work to ensure that there is a continued emphasis on the equal treatment and
protection of individuals with mental health conditions. Supporting legislation like the above is
an essential step in this process. However, it is important to note that policy makers and
advocates cannot stop there as they must also do their part to ensure that the policies are
adequately implemented and monitored.
Finally, policy makers and advocates must emphasize recovery and work toward the
empowerment of consumers by incorporating individuals with mental health conditions in
workgroups working on policy development. Policy makers can also bring consumers with them
when testifying before the legislature. Not only will this empower consumers by allowing them
to take control and advocate for better rights for fellow consumers but it may be more powerful
for legislators to hear the voice of the consumer.
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LIMITATIONS
The limitations of this study should be considered when interpreting the findings. First,
this study was a secondary data analysis. The existing dataset had few missing cases, a broad
selection of variables and a large sample size making it possible to adequately address the
specific aims proposed in this study and expand the knowledge of factors posited to be
contributing to mental illness stigma. However, when utilizing data collected previously from an
outside source, the researcher is unable to control the methodology. Some methodological
limitations existed including the use of quota sampling. While multi-stage area probability
sampling was used in this study, quota sampling with quotas based on age, sex and employment
status was used at the block level in large part due to the considerably lower cost than full
probability sampling. Utilizing quota sampling increases the likelihood of sampling biases as
residents would not be included into the study sample if they were not home when the
interviewer knocked on their door. Precautionary measures were taken to reduce this likelihood
as interviewers were instructed only to approach a home after 3:00pm in order to increase the
likelihood of the homeowner being present (Davis & Smith, 2006). However, it is still a
limitation that must be taken under advisement.
Some limitations exist on account of the measures utilized in this study. For example, due
to the distribution of the race variable, it was dichotomized into white participants and minority
participants. Previous research indicates that ethnic minorities with mental health conditions
experience a double stigma due to their ethnic minority status and their status of having a mental
health condition (Gary, 2005). In addition, acceptable treatment modalities have been found to
differ between racial groups (Cooper et al., 2003). Therefore, it is important to note that while
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race was controlled for in this study, racial minority groups were combined leaving no room to
compare specific minority groups to each other or to whites.
In addition, interviews used self-report instruments which can increase the likelihood of
social desirability bias. Given the increase in stigma reducing strategies implemented through the
country, respondents completing measures such as the social distance scale may be hesitant to
provide their true responses in fear of looking callous (Link, Yang, Phelan, & Collins, 2004).
However, to counter this limitation, the vignette strategy was utilized which aims to reduce the
likelihood of social desirability by having respondents answer questions about fictitious
characters (Link & Cullen, 1983; Link et al., 1987; Pescosolido et al., 2000).
Another measurement related limitation is in regards to the social distance scale. The
social distance scale seeks to understand respondent’s potential behavioral responses by
questioning respondents concerning their belief about how they will behave in a particular
situation. Although respondent’s belief of their behavioral response is a good predictor of social
distance, it cannot be viewed as synonymous to their actual behavioral response (Link et al.,
2004). This must be considered when interpreting the findings of this study.
Finally, this study utilized cross sectional data which cannot assess cause and effect
relationships between variables. Therefore, while a theoretical framework and existing literature
were utilized to assess the directionality of the relationships in the structural equation model,
cause and effect relationships cannot be predicted.
RECOMMENDATIONS FOR FUTURE RESEARCH
This dissertation confirms that an individual’s belief in the potential of recovery from a
mental health condition predicts his/her level of social distance. Further research should examine
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the way one’s potential of recovery impacts other components of stigma. For example,
researchers should investigate components including: attitudes toward individuals with mental
health conditions, opinions about individuals with mental health conditions and perceived
stereotypes about individuals with mental health conditions. These relationships should continue
to be examined across groups of individuals with different mental health conditions in order to
assess differences.
Researchers should also consider examining how the relationship between the potential
of recovery from a mental health condition predicts the level of prejudicial attitudes and social
distance (i.e., stigma) for other mental health conditions (e.g., bulimia, anorexia nervosa and
generalized anxiety disorder) as well as stigmatized medical conditions (e.g., cancer, AIDS and
HIV). It would also be interesting to compare the different groups with a control group that
describes an individual who is not severely or even moderately sick. The Indiana Consortium for
Mental Health Services Research (2008) has conducted an international study where similar
measurements to those in this dissertation are being utilized. In their study, Stigma in Global
Context, a control vignette depicting an individual with asthma is being used. This would be an
excellent opportunity to assess if the relationships found in this dissertation hold true for a less
stigmatizing physical illness that could serve as a control.
Results of this dissertation indicate that while there are many similarities between the
relationship of the belief in the potential of recovery and stigma across mental health conditions,
differences do exist. Therefore, more research is needed to further understand the difference in
how one’s level of prejudicial attitudes and social distance (i.e., stigma) is related to one’s
income. For example, a person’s income is likely to be predicted by their occupation or
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occupational duties. Therefore, future researchers can begin exploring whether one’s occupation
may be a predictor of their level of prejudicial attitudes or social distance toward a particular
mental health condition. Certain professions may be more or less tolerating of specific mental
health conditions. For example, persons in high power and high stress positions, such as
investment bankers, may be less likely to socially distance themselves from a person with
generalized anxiety disorder.
Future research could also further examine this relationship by looking at occupations
that are more likely to have previous contact with individuals who have mental health conditions
in their daily work environment (e.g., social workers, nurses, doctors and other mental health
practitioners). For example, a difference may exist between helping professions that typically
make less money (e.g., social workers and nurses) and those that typically make more money
(e.g., psychiatrists and physicians). This would also lend itself to further examining previous
contact including the quality and quantity of the previous contact being experienced.
It should be noted that the variable measuring previous contact in this dissertation was
unable to assess various factors that could have made an impact on the relationship between the
respondent’s belief in recovery and their level of prejudicial attitudes and social distance (i.e.,
stigma). One example of a potential factor that should be further examined is whether the type of
mental health condition the person received treatment for could impact the relationship. It is
possible that if the respondent knows a person who received treatment for a mental health
conditions with less socially acceptable symptoms, such as a person with schizophrenia talking
to herself/himself, different views of recovery could exist when compared to a person with more
socially acceptable symptoms, such as a person with alcohol dependency drinking a large
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amount of alcohol in public. Also, it is possible that the person the previous contact occurred
with could impact the relationship (e.g., close relative, friend, co-worker, acquaintance). If the
individual who has the mental health conditions is a close relative or friend, the respondent could
be more informed about the probability of recovery than if the respondent only had previous
contact with a person who was an acquaintance. In addition, the quality of previous contact was
also not examined. If the respondent only came into contact with the individual who has received
treatment for a mental health condition during psychotic episodes, their views of recovery may
differ than if the individual was always asymptomatic when the contact occurred. These
examples provide various avenues for researchers to continue examining how previous contact
may impact the relationship between one’s belief in recovery and his/her level of prejudicial
attitudes and social distance (i.e., stigma).
In addition, while previous contact was not found to mediate the relationship between
respondents’ belief in the potential of recovery and their level of prejudicial attitudes and social
distance (i.e., stigma), other factors may exist that could potentially mediate this relationship,
such as one’s own experiences with having a mental health condition. For example, individuals
who believe in the potential of recovering from a mental health condition may tend to utilize
certain help-seeking behaviors (e.g., holistic methods, therapy and medication). This utilization
of a specific help-seeking behavior could then impact their level of prejudicial attitudes and
social distance (i.e., stigma) towards others who have mental health conditions.
CONCLUSIONS
The purpose of the dissertation was to increase the knowledge of factors relating to
mental illness stigma. Specifically, this dissertation aimed to understand the relationship between
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respondents’ level of prejudicial attitudes and social distance (i.e., stigma) toward individuals
who have a mental health condition and their belief in the potential of recovery. A secondary aim
was to see how this relationship varies by the mental health condition (i.e., alcohol dependence,
major depression, schizophrenia and troubled person). A tertiary aim was to understand how
previous contact with an individual who has received mental health treatment impacts the
aforementioned relationships and whether this impact varies by mental health condition (i.e.,
alcohol dependence, major depression, schizophrenia and troubled person).
Consistent with prior research findings, respondents who did not believe in the potential
of recovery were more likely to have higher levels of social distance. This finding was true for
each group (i.e., alcohol dependence, major depression, schizophrenia and troubled person). In
addition, prejudicial attitudes, while not a significant predictor of respondent’s belief or disbelief
in the potential of recovery, was a predictor of one’s level of social distance for each group.
Interestingly, in the group of respondents given the vignette depicting a troubled person, those
with a lower income were more likely to have lower levels of prejudicial attitudes toward the
individual. In the group of respondents given the vignette depicting an individual with alcohol
dependence, those with lower income were more likely to have higher levels of prejudicial
attitudes and social distance toward the individual. Finally, while previous contact was not found
to be a mediating variable, it was found that male respondents, respondents of minority
background and those with less education were less likely to have had previous contact with an
individual who has received mental health treatment.
This dissertation has built upon the limited body of literature that has examined the
relationship between the belief in the potential of recovery and mental illness stigma. It has
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provided more information about how this relationship differs based on the mental health
condition. This was accomplished using a complex statistical analysis, multiple-group structural
equation modeling. Therefore, not only were models created and examined for model fit but a
laborious constraining process was conducted to compare the models across four groups (i.e.,
alcohol dependence, major depression, schizophrenia and troubled person). This provided a more
in depth look at the relationship between the belief in the potential of recovery and mental illness
stigma of mental health conditions as well as the mental illness stigma of alcohol dependence,
major depression, schizophrenia and troubled persons.
The results from this dissertation can be utilized to enhance existing stigma reducing
programs by placing more emphasis on the probability of recovering from a mental health
condition. It also shows the importance of using target-specific stigma reducing strategies that
take into account individual differences. This dissertation has also highlighted the importance of
focusing on the recovery and empowerment of individuals with mental health conditions in
education, practice and policy. Future research should build upon the findings of this dissertation
and further examine the relationship between the belief in the potential of recovery and mental
illness stigma with other mental and physical health conditions.
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Appendix A. DSM IV-R criteria for alcohol dependence
Alcohol
Dependence
(described
using the
generic
substance
dependence
criteria)

A maladaptive pattern of substance use, leading to clinically significant
impairment or distress, as manifested by three (or more) of the
following, occurring at any time in the same 12-month period:
(1) tolerance, as defined by either of the following:
(a) a need for markedly increased amounts of the substance to
achieve intoxication or desired effect
(b) markedly diminished effect with continued use of the same
amount of the substance
(2) withdrawal, as manifested by either of the following:
(a) the characteristic withdrawal syndrome for the substance
(refer to Criteria A and B of the criteria sets for Withdrawal from
the specific substances)
(b) the same (or a closely related) substance is taken to relieve or
avoid withdrawal symptoms
(3) the substance is often taken in larger amounts or over a longer
period than was intended
(4) there is a persistent desire or unsuccessful efforts to cut down or
control substance use
(5) a great deal of time is spent in activities necessary to obtain the
substance (e.g., visiting multiple doctors or driving long
distances), use the substance (e.g., chain-smoking), or recover
from its effects
(6) important social, occupational, or recreational activities are given
up or reduced because of substance use
(7) the substance use is continued despite knowledge of having a
persistent or recurrent physical or psychological problem that is
likely to have been caused or exacerbated by the substance (e.g.,
current cocaine use despite recognition of cocaine-induced
depression, or continued drinking despite recognition that an
ulcer was made worse by alcohol consumption)
Note: Reprinted with permission from the Diagnostic and Statistical Manual of Mental
Disorders, Fourth Edition, Text Revision, (Copyright 2000). American Psychiatric
Association.
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Appendix B. DSM IV-R criteria for major depression
Major
Depression
Major
Depressive
Episode

The essential feature of major depressive disorder is a clinical course
that is characterized by one or more major depressive episodes
without a history of manic, mixed, or hypomanic episodes.
A. Five (or more) of the following symptoms have been present
during the same 2-week period and represent a change from
previous functioning; at least one of the symptoms is either (1)
depressed mood or (2) loss of interest or pleasure.
Note: Do not include symptoms that are clearly due to a general
medical condition, or mood-incongruent delusions or hallucinations.
(1) depressed mood most of the day, nearly every day, as indicated
by either subjective report (e.g., feels sad or empty) or
observation made by others (e.g., appears tearful). Note: In
children and adolescents, can be irritable mood.
(2) markedly diminished interest or pleasure in all, or almost all,
activities most of the day, nearly every day (as indicated by
either subjective account or observation made by others)
(3) significant weight loss when not dieting or weight gain (e.g., a
change of more than 5% of body weight in a month), or
decrease or increase in appetite nearly every day. Note: In
children, consider failure to make expected weight gains.
(4) insomnia or hypersomnia nearly every day
(5) psychomotor agitation or retardation nearly every day
(observable by others, not merely subjective feelings of
restlessness or being slowed down)
(6) fatigue or loss of energy nearly every day
(7) feelings of worthlessness or excessive or inappropriate guilt
(which may be delusional) nearly every day (not merely selfreproach or guilt about being sick)
(8) diminished ability to think or concentrate, or indecisiveness,
nearly every day (either by subjective account or as observed by
others)
(9) recurrent thoughts of death (not just fear of dying), recurrent
suicidal ideation without a specific plan, or a suicide attempt or
a specific plan for committing suicide
B. The symptoms do not meet criteria for a Mixed Episode.
C. The symptoms cause clinically significant distress or impairment
in social, occupational, or other important areas of functioning.
D. The symptoms are not due to the direct physiological effects of a
substance (e.g., a drug of abuse, a medication) or a general
medical condition (e.g., hypothyroidism).
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Manic
Episode

Mixed
Episodes

E. The symptoms are not better accounted for by Bereavement, i.e.,
after the loss of a loved one, the symptoms persist for longer than
2 months or are characterized by marked functional impairment,
morbid preoccupation with worthlessness, suicidal ideation,
psychotic symptoms, or psychomotor retardation.
A. A distinct period of abnormally and persistently elevated,
expansive, or irritable mood, lasting at least 1 week (or any
duration if hospitalization is necessary).
B. During the period of mood disturbance, three (or more) of the
following symptoms have persisted (four if the mood is only
irritable) and have been present to a significant degree:
(1) inflated self-esteem or grandiosity
(2) decreased need for sleep (e.g., feels rested after only 3 hours of
sleep)
(3) more talkative than usual or pressure to keep talking
(4) flight of ideas or subjective experience that thoughts are racing
(5) distractibility (i.e., attention too easily drawn to unimportant or
irrelevant external stimuli)
(6) increase in goal-directed activity (either socially, at work or
school, or sexually) or psychomotor agitation
(7) excessive involvement in pleasurable activities that have a
high potential for painful consequences (e.g., engaging in
unrestrained buying sprees, sexual indiscretions, or foolish
business investments)
C. The symptoms do not meet criteria for a Mixed Episode.
D. The mood disturbance is sufficiently severe to cause marked
impairment in occupational functioning or in usual social activities
or relationships with others, or to necessitate hospitalization to
prevent harm to self or others, or there are psychotic features.
E. The symptoms are not due to the direct physiological effects of a
substance (e.g., a drug of abuse, a medication, or other treatment)
or a general medical condition (e.g., hyperthyroidism).
Note: Manic-like episodes that are clearly caused by somatic
antidepressant treatment (e.g., medication, electroconvulsive therapy,
light therapy) should not count toward a diagnosis of Bipolar I
Disorder.
A. The criteria are met both for a Manic Episode and for a Major
Depressive Episode (except for duration) nearly every day during
at least a 1-week period.
B. The mood disturbance is sufficiently severe to cause marked
impairment in occupational functioning or in usual social activities
or relationships with others, or to necessitate hospitalization to
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Hypomania

prevent harm to self or others, or there are psychotic features.
C. The symptoms are not due to the direct physiological effects of a
substance (e.g., a drug of abuse, a medication, or other treatment)
or a general medical condition (e.g., hyperthyroidism).
Note: Mixed-like episodes that are clearly caused by somatic
antidepressant treatment (e.g., medication, electroconvulsive therapy,
light therapy) should not count toward a diagnosis of Bipolar I
Disorder.
A. A distinct persistently elevated, expansive, or irritable mood,
lasting throughout at least 4 days, that is clearly different from the
usual nondepressed mood.
B. During the period of mood disturbance, three (or more) of the
following symptoms have persisted (four if the mood is only
irritable) and have been present to a significant degree:
(1) inflated self-esteem or grandiosity
(2) decreased need for sleep (e.g., feels rested after only 3 hours of
sleep)
(3) more talkative than usual or pressure to keep talking
(4) flight of ideas or subjective experience that thoughts are racing
(5) distractibility (i.e., attention too easily drawn to unimportant or
irrelevant external stimuli)
(6) increase in goal-directed activity (either socially, at work or
school, or sexually) or psychomotor agitation
(7) excessive involvement in pleasurable activities that have a
high potential for painful consequences (e.g., the person
engages in unrestrained buying sprees, sexual indiscretions, or
foolish business investments)
C. The episode is associated with an unequivocal change in
functioning that is uncharacteristic of the person when not
symptomatic.
D. The disturbance in mood and the change in functioning are
observable by others.
E. The episode is not severe enough to cause marked impairment in
social or occupational functioning, or to necessitate
hospitalization, and there are no psychotic features.
F. The symptoms are not due to the direct physiological effects of a
substance (e.g., a drug of abuse, a medication, or other treatment)
or a general medical condition (e.g., hyperthyroidism).
Note: Hypomanic-like episodes that are clearly caused by somatic
antidepressant treatment (e.g., medication, electroconvulsive
therapy, light therapy) should not count toward a diagnosis of
Bipolar II Disorder.
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Note: Reprinted with permission from the Diagnostic and Statistical Manual of Mental
Disorders, Fourth Edition, Text Revision, (Copyright 2000). American Psychiatric
Association.
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Appendix C. DSM IV-R criteria for schizophrenia
Schizophrenia

A. Characteristic symptoms: Two (or more) of the following, each
present for a significant portion of time during a 1-month period (or
less if successfully treated):
(1) delusions
(2) hallucinations
(3) disorganized speech (e.g., frequent derailment or incoherence)
(4) grossly disorganized or catatonic behavior
(5) negative symptoms, i.e., affective flattening, alogia, or
avolition
Note: Only one Criterion A symptom is required if delusions are
bizarre or hallucinations consist of a voice keeping up a running
commentary on the person's behavior or thoughts, or two or more
voices conversing with each other.
B. Social/occupational dysfunction: For a significant portion of the
time since the onset of the disturbance, one or more major areas of
functioning such as work, interpersonal relations, or self-care are
markedly below the level achieved prior to the onset (or when the
onset is in childhood or adolescence, failure to achieve expected
level of interpersonal, academic, or occupational achievement).
C. Duration: Continuous signs of the disturbance persist for at least 6
months. This 6-month period must include at least 1 month of
symptoms (or less if successfully treated) that meet Criterion A
(i.e., active-phase symptoms) and may include periods of
prodromal or residual symptoms. During these prodromal or
residual periods, the signs of the disturbance may be manifested by
only negative symptoms or two or more symptoms listed in
Criterion A present in an attenuated form (e.g., odd beliefs, unusual
perceptual experiences).
D. Schizoaffective and Mood Disorder exclusion: Schizoaffective
Disorder and Mood Disorder With Psychotic Features have been
ruled out because either (1) no Major Depressive, Manic, or Mixed
Episodes have occurred concurrently with the active-phase
symptoms; or (2) if mood episodes have occurred during activephase symptoms, their total duration has been brief relative to the
duration of the active and residual periods.
E. Substance/general medical condition exclusion: The disturbance is
not due to the direct physiological effects of a substance (e.g., a
drug of abuse, a medication) or a general medical condition.
F. Relationship to a Pervasive Developmental Disorder: If there is a
history of Autistic Disorder or another Pervasive Developmental
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Disorder, the additional diagnosis of Schizophrenia is made only if
prominent delusions or hallucinations are also present for at least a
month (or less if successfully treated).
Note: Reprinted with permission from the Diagnostic and Statistical Manual of Mental
Disorders, Fourth Edition, Text Revision, (Copyright 2000). American Psychiatric
Association.
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Appendix D. Vignette wording
Alcohol dependence
[John/Juan/Mary/Maria] is a [white/African American/Hispanic] [man/woman] with an
[eighth grade/high school/college] education. During the last month
[John/Juan/Mary/Maria] has started to drink more than his/her usual amount of alcohol.
In fact, he/she has noticed that he/she needs to drink twice as much as he/she used to get
the same effect. Several times, he/she has tried to cut down, or stop drinking, but he/she
can't. Each time he/she has tried to cut down, he/she became very agitated, sweaty and
he/she couldn't sleep, so he/she took another drink. His/Her family has complained that
he/she is often hungover, and has become unreliable -- making plans one day, and
canceling them the next.
Major depression
[John/Juan/Mary/Maria] is a [white/African American/Hispanic] [man/woman] with an
[eighth grade/high school/college] education. For the past two weeks
[John/Juan/Mary/Maria] has been feeling really down. He/She wakes up in the morning
with a flat heavy feeling that sticks with him/her all day long. He/She isn't enjoying
things the way he/she normally would. In fact nothing gives him/her pleasure. Even when
good things happen, they don't seem to make [John/Juan/Mary/Maria] happy. He/She
pushes on through his/her days, but it is really hard. The smallest tasks are difficult to
accomplish. He/She finds it hard to concentrate on anything. He/She feels out of energy
and out of steam. And even though [John/Juan/Mary/Maria] feels tired, when night
comes he/she can't go to sleep. [John/Juan/Mary/Maria] feels pretty worthless, and very
discouraged. [John's/Juan's/Mary's/Maria's] family has noticed that he/she hasn't been
himself/herself for about the last month and that he/she has pulled away from them.
[John/Juan/Mary/Maria] just doesn't feel like talking.
Schizophrenia
[John/Juan/Mary/Maria] is a [white/African American/Hispanic] [man/woman] with an
[eighth grade/high school/college] education. Up until a year ago, life was pretty okay for
[John/Juan/Mary/Maria]. But then, things started to change. He/She thought that people
around him/her were making disapproving comments, and talking behind his/her back.
[John/Juan/Mary/Maria] was convinced that people were spying on him/her and that they
could hear what he/she was thinking. [John/Juan/Mary/Maria] lost his/her drive to
participate in his/her usual work and family activities and retreated to his/her home,
eventually spending most of his/her day in his/her room. [John/Juan/Mary/Maria] was
hearing voices even though no one else was around. These voices told him/her what do
and what to think. He/She has been living this way for six months.
Troubled Person
[John/Juan/Mary/Maria] is a [white/African American/Hispanic] [man/woman] with an
[eighth grade/high school/college education]. Up until a year ago, life was pretty okay for
[John/Juan/Mary/Maria]. While nothing much was going wrong in
[John's/Juan's/Mary's/Maria's] life he/she sometimes feels worried, a little sad, or has
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trouble sleeping at night. [John/Juan/Mary/Maria] feels that at times things bother
him/her more than they bother other people and that when things go wrong, he/she
sometimes gets nervous or annoyed. Otherwise [John/Juan/Mary/Maria] is getting along
pretty well. He/She enjoys being with other people and although [John/Juan/Mary/Maria]
sometimes argues with his/her family, [John/Juan/Mary/Maria] has been getting along
pretty well with his/her family.
Note: (Davis & Smith, 2006; Pescosolido et al., 2000)
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