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In this study, we build on previous work by developing and estimating a model
of the relationships between causal attributions (e.g., controllability, responsibility), familiarity with mental illness, dangerousness, emotional responses
(e.g., pity, anger,fear), and helping and rejecting responses. Using survey data
containing responses to hypothetical vignettes, we examine these relationships
in a sample of 518 communitycollege students. Consistent with attribution theory, causal attributions affect beliefs about persons' responsibilityfor causing
their condition, beliefs which in turn lead to affective reactions, resulting in
rejecting responses such as avoidance, coercion, segregation, and withholding
help. However consistent with a danger appraisal hypothesis, the effects ofperceptions of dangerousness on helping and rejecting responses are unmediated
by responsibility beliefs. Much of the dangerousness effects operate by increasing fear, a particularly strong predictor of supportfor coercive treatment. The
results from this study also suggest thatfamiliarity with mental illness reduces
discriminatory responses.
In the SurgeonGeneral'sreporton mentalillness, stigmais highlightedas a majorbarrierto
receiving treatmentand to obtaining quality
housing and employment among those with
mental illness (U.S. Departmentof Health and
HumanServices 1999). This themewas echoed
in the reportof the PresidentialTask Force on
Employmentof Adultswith Disabilities(2000),
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the 1999 WhiteHouse meetingon mentalhealth
and illness hostedby TipperGore,and the 2001
meeting on mental illness stigma,organizedby
the Substance Abuse and Mental Health
Services Administration.All of these efforts
called for furtherresearchthatprovidesa more
complete understanding of stigma and its
impacton personswith mentalillness.
Two currents of sociological research into
the stigma associated with mental illness have
evolved over the past several decades that correspond with these concerns. One area of
study focuses on the experience of persons
with mental illness. This research shows how
internalized stigma and experience of social
rejection lead to social withdrawal and low-
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ered social and economic well-being that in
turn increase the symptoms of illness (Link
1987; Link et al. 1987, 1997; Link, Mirotznik,
and Cullen 1991; Markowitz 1998, 2001;
Rosenfield 1997; Wright,Grofein, and Owens
2000). Anotherarea of researchfocuses on the
attitudesof the generalpopulationtowardspersons with mental illness (Link et al. 1999;
Martin, Pescosolido, and Tuch 2000;
Pescosolido et al. 1999; Phelan et al. 2000;
Rosenfield 1982; Schnittker 2000). These
studies show that althoughpublic understanding of the nature of mental illness has
improvedsince the 1950s, there is still a strong
tendency towards avoidance. Recent research
has begun to explore how social rejection of
those with mental illness is influencedby attributions about the causes and controllabilityof
illness and by perceptionsof dangerousness.In
this study,we build on this workby developing
and estimating models of the ways in which
causal attributions (e.g., controllability,
responsibility),familiaritywith mental illness,
perceived dangerousness, and emotional
responses (e.g., pity, anger, fear) affect the
likelihood of helping and rejectingresponses.
STIGMA, STEREOTYPES,PREJUDICE,
AND DISCRIMINATION
Sociological researchon stigma and mental
illness is rooted in the classic theories of
Goffman (1963a) and Scheff (1966). Scheff's
labeling theory states that when persons'
behaviors are labeled as "mental illness" this
triggers negative stereotypes (such as dangerousness), leading to social rejection and
changes in identity, ultimately fostering
"careers" in "residual deviance." Goffman
(1963a) argues that conditions such as mental
illness are highly stigmatizing-that is, they
are "deeply discrediting"(p. 3). Much of his
theory focuses on how individuals with such
conditions negotiate social life. Goffman contends that"normals"believe the stigmatizedto
be "not quite human"and thus act in discriminatoryways thatreducetheir"life chances"(p.
5). Moreover, he states that the non-stigmatized "... constructa stigma-theory,an ideology to explainhis inferiorityand accountfor the
danger he represents..." (p. 5). While this
work laid the foundationfor understandingthe
effects of the stigma, subsequentresearchhas
helped to elaborate on the cognitive compo-
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nents and processes involved in how conceptions of mental illness lead to discrimination
and social rejection.
Social psychologists have developed a fruitful researchparadigmfor studying the stigma
associated with gender,ethnic group membership, and mental illness. They distinguish
betweenpublic stigma (the ways in which the
general public stigmatize people with mental
illness) and self-stigma (the loss of self-esteem
and self-efficacy experiencedby some people
with mental illness, resulting in part from the
internalizationof public stigma) (Corriganand
Watson 2002; Corrigan 2000; Corrigan and
Penn 1999; Crocker,Major and Steele 1998;
Fiske 1998). The focus of this study is on public stigma; in particular,those attitudes and
behaviorstowardspersons with mental illness
that impactthe course of the illness.
There are three components to public stigma: stereotypes,prejudice,and discrimination.
Stereotypesare collectively held beliefs about
the members of social groups. These beliefs
are efficient means of categorizing information, allowing people to quickly generate
impressions and expectations of individuals
who belong to a particular social group
(Augoustinos,Ahrens, and Innes 1994; Esses,
Haddock, and Zanna 1994; Hamilton and
Sherman 1994; Hilton and von Hippel 1996;
Judd and Park 1993; Krueger 1996; Mullen,
Rozell, and Johnson 1996). Common stereotypes aboutpersonswith mentalillness include
beliefs that they are dangerousand are responsible for causing their illness, and thereforeare
blameworthy(Brockingtonet al. 1993; Farina
1998; Link et al. 1999; Pescosolido et al. 1999;
Taylorand Dear 1980).
Although most people have knowledge of a
set of stereotypes, they may not agree with
them (Jussim et al. 1995). For example, many
persons can recall stereotypes about different
racial groups but do not agree that they are
valid. People who areprejudiced, on the other
hand, endorse these negative stereotypes(e.g.,
"That'sright; all persons with mental illness
are violent!") and generatenegative emotional
reactions as a result (e.g., "They all scare
me!") (Devine 1988, 1989, 1995; Hilton and
von Hippel 1996; Krueger 1996). Prejudicial
attitudes generally involve a negative evaluative component (Allport 1954; Eagley and
Chaiken 1993).
Discrimination is a behavioral response
based on prejudice towards a minority group
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(e.g., persons with mental illness) that may
result in harm towards the members of that
group (Crocker,Major,and Steele 1998). The
discriminationrelated to mental illness may
take several forms, including coercion, segregation, hostile behaviors (e.g., physical harm
or threatsof harm),withholdinghelp, or avoidance. Although many persons with mental illness experiencehostile behaviors,social desirability biases make it less likely thatthe public
will explicitly endorse them (Schwarz 1998).
Thus, some research focuses on more subtle
forms of behavioral discriminationthat may
regularlyunderminethe opportunitiesof those
with mental illness. Coercion, in terms of
mandatoryinpatientand outpatienttreatment,
is one key behavior (Geller, Nicholson, and
Traverso1997; Staffordand Karpawich1997).
The general public and treatment providers
may supportcoercive treatmentfor those with
mental illness who are believed to be dangerous (Pescosolido et al. 1999; Torrey and
Zdanowicz 2001). Consumers frequently
reportthat these kinds of services are unsatisfactory,interferewith recovery,andundermine
participation in future treatment (Corrigan
forthcoming).Moreover,recentclinical studies
suggest that mandatory treatment involving
coercion does not necessarilyyield betterclinical outcomes (Steadmanet al. 2001; Swartzet
al. 2001). Despite these findings, results from
the nationally representativeGeneral Social
Survey showed that more than 40 percent of
the respondentsagreed thatpeople with schizophreniashouldbe forcedto enterthe hospital,
take medication, and visit outpatient clinics
(Pescosolido et al. 1999). While perceiveddangerousness was the primarypredictorof support for legal coercion, attributions of bad
characterand beliefs aboutwhetherthe condition would improve on its own or with treatment were also significant predictors(Watson
2001).
Segregation,or treatingpersonswith mental
illness away from their community,in institutions, is a closely relatedtype of discriminatory behavior.The numberof persons with serious mental illness treatedin statehospitalshas
diminished greatly over the past several
decades (Mechanic and Rochefort 1990).
However, most members of the public still
believe that institutionalizationis common and
is the best service for those with serious psychiatric disorders (Brockington et al. 1993;
Farina,Fisher,and Fischer 1992). In part,these

beliefs are due to the images and messages
conveyedby mass media. Forexample, movies
frequentlyrepresentpeople with mental illness
as dangerousand living out their lives in psychiatric institutions (Wahl 1995). Moreover,
the news media repeatedlycalls for state hospitals as the primary mechanism for controlling mental illness (Corrigan and Lundin
2001).
Discrimination also appears as unwillingness to help or as active avoidance, affecting
the extent to which persons are willing to
engage in behaviorsthat lead to the provision
of interpersonaland economic resources central to recovery from mental illness
(Markowitz2001). For example, researchhas
shown that persons are less willing to hire,
offer jobs, or rent apartmentsto those with a
mental illness (Aviram and Segal 1973;
Bordieriand Drehmer1986; Farinaand Felner
1973; Farina et al. 1974; Link 1982, 1987;
Olshansky, Grob, and Ekdahl 1960; Wahl
1999; Hogan 1985a, 1985b; Page 1977, 1983,
1995; Segal, Baumohl,and Moyles 1980;Wahl
1999;Webberand Orcutt1984). More generally, there is a tendency towards social avoidance (or, social distance)-the desire to not
interact with people with mental illness.
Factors influencing social distance have been
assessed using hypotheticalvignettes that vary
whethera person is labeled as mentally ill (by
formal treatment),their level of symptomatic
behavior, and whether they are dangerous.
These vignettes are followed by scales measuring, for example, willingness to, for example,
make friends with, spend an evening socializing with, live next door to, or work closely
with persons labeled as mentallyill (Link et al.
1987; Martin et al. 2000; Penn et al. 1994;
Phillips 1963, 1964). This research generally
finds that social distanceincreases as forms of
help seeking and treatmentbecome more formal (e.g., hospitalization) and as levels of
symptomaticbehaviorincrease.
CONTROLLABILITYOF CAUSE,
RESPONSIBILITY,AFFECTIVE,AND
DISCRIMINATORY
RESPONSES
Attributiontheory has become an important
framework for explaining the relationship
between stigmatizingattitudesand discriminatory behavior(Weiner1995). The theory holds
that behavior is determined by a cognitive-

ATTRIBUTIONMODEL OF PUBLIC DISCRIMINATION
TOWARDSPERSONSWITHMENTAL ILLNESS

emotional process: persons make attributions
about the cause and controllability of a person's illness that lead to inferences about
responsibility.These inferences lead to emotional reactions such as anger or pity that
affect the likelihood of helping or punishing
behaviors. According to Weiner (1995), when
presentedwith an event or situationsuch as "a
person with mental illness," people try to
determinewho is responsible.In doing so, they
make attributionsabout the cause and controllability of the event. If the cause of the event or
situationcan be attributedto forces within the
individual'scontrol, the person is likely to be
judged responsible.For example, if an individual's mental illness is attributedto illegal drug
use, they will likely be consideredresponsible
for their illness. Alternatively,if the illness is
attributedto genetic factors or a head injury
suffered in an accident, they are less likely to
be judged responsible. Controllabilityrelates
to characteristics of the causes, whereas
assignment of responsibility is a judgement
about the person. Accordingly, "thoughts
progress from causal attributionto an inference about the person" (Weiner, 1995:5).
Ultimately, attributingpersonal responsibility
for a negative event (e.g., "Thatperson causes
his crazybehavior")may lead to angerbecause
of the belief thatthe person shouldhave avoided his or her situation(e.g., "I'm sick and tired
of thatkind of irresponsibility")and punishing
behavior such as segregation (e.g., "I'd lock
him up in an institution").Conversely,believing that persons are not responsible for their
condition (e.g., "He can't help himself; he's
mentallyill") may lead to pity (e.g., "Thatpoor
man is ravaged by mental illness") and the
desire to help (e.g., "I think I'll rent him a
room until he's back on his feet").
Substantial support exists for the attributional model appliedto varioushelping behaviors (Corrigan et al. 2001a, 2001b; Dooley
1995; Graham, Weiner, and Zucker 1997;
Menec and Perry 1998; Reisenzein 1986; Rush
1998; Schmidt and Weiner 1988; Steins and
Weiner 1999; Weiner,Graham,and Chandler
1982; Weiner, Perry, and Magnusson 1988;
Zucker and Weiner 1993). For example, one
key study (Reisenzein 1986) that used a sample of college students found that willingness
to help a person (either "collapsed on a subway"or "inneed of class notes")was relatedto
perceived controllability. Subjects who were
told that the target person was "drunk"or
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"skipped class to go to the beach" were less
likely to help comparedto subjects who were
told the persons was "ill" or "had difficulty
seeing." Moreover, the relationship between
controllability and helping was mediated by
feelings of sympathyand anger.
Similarly, attributionresearch on attitudes
towards stigmatized groups, such as racial
minorities, shows that membersof the general
public who attributeeconomic disadvantageto
internalcauses (e.g., lack of effort or motivation) ratherthan to external causes (e.g., lack
of opportunity)hold more prejudicedattitudes
(Kluegel 1990; Kluegel and Smith 1986;
Schuman et al. 1997). In research on other
groups, Weiner,Perry,and Magnusson (1988)
found that physical disabilities (e.g.,
Alzheimer's disease, blindness, cancer, heart
disease, and paraplegia)were perceived as not
controllableand thereforeelicited little anger,
greaterpity, and more willingness to help. On
the other hand, mental-behavioralconditions
(e.g., AIDS, drugabuse,and obesity) were perceived as controllableand elicited anger, little
pity, and less willingness to help. Although
Weiner et al. examined associations between
controllability,positive affect, and likelihood
of helping, they did not examine whether the
relationshipbetween controllabilityand helping was mediatedby affect.
The attribution model has only recently
been appliedto the study of social rejectionof
those with seriousmental illness. Studies show
that Americans are better able to identify certain symptomsas indicativeof"mental illness"
and have expandedconceptionsof the scope of
mental disorder(beyond psychosis) compared
to the 1950s (Phelanet al. 2000). Also, they are
more likely to attributethe causes of disorders
such as schizophreniaand depressionto chemical imbalances, genetic factors, and stressful
life circumstancesthan they are to "bad character," "the way the person was raised," or
"God's will" (Martin et al. 2000). Consistent
with attributiontheory, Martin et al. (2000)
find that internalattributionsfor mental illness
(e.g., "badcharacter")lead to increasedsocial
distance, while external attributions (e.g.,
stress) reduce social distance. However,
research has not yet examined the full causal
structureimplied by attributiontheory in mental illness stigma-the relationships between
controllability,responsibilitybeliefs, affective
responses, and discriminatory and helping
behaviors. As part of a study evaluating an
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anti-stigmaeducationprogram,Corriganet al.
(2001a, 2001b) found a negative relationship
between feelings of anger and likelihood of
providinghelp, but did not find any relationships between responsibility and help or
between responsibilityand affect. However,in
that study, attitudes and affect towards "persons with mental illness," in general, were
assessed, ratherthan towardsa specific target
individual whose behavior and its causes are
described.
DANGEROUSNESSAND
DISCRIMINATORY
RESPONSES
A key component of attitudinaland behavioral responses towards persons with mental
illness involves perceptionsof dangerousness.
Although public understandingof mental illness has improved, recent studies show that
there has been an increase in the proportionof
persons who associate mental illness with perceptions of dangerousness, violence, and
unpredictability.For example, generalpopulation studies show that, in 1950, when asked
what "mentalillness" means to them, about 7
percentof respondentsmentionedviolent manifestations and symptomscomparedto 12 percent in 1996 (Phelan et al. 2000). Moreover,
those who think of mental illness in terms of
psychosis are more likely to associate mental
illness with dangerousness.Dangerousness is
associatedwith a desiredincreasein social distance from those with mental illness and the
belief that these persons need to be segregated
from society (Brockingtonet al. 1993; Cohen
and Struening1962; Link et al. 1987; Martinet
al. 2000; Pescosolido et al. 1999). One key
study found that the label of "formerpatient"
increased the desire for social distance, especially when formerpatients are believed to be
dangerous(Link et al. 1987).
Researchershave only begun to examinethe
detailed relationshipsbetween causal attributions, perceptionsof dangerousness,and their
emotional and behavioral consequences. On
one hand, attributiontheory and researchsuggest thatdangerousnessmay be relatedto attributions for mental illness (internal versus
externallocus of control).Forinstance,Martin
et al. (2000) found that perceptionsof dangerousness were related to attributingmental illness to "badcharacter."This is consistentwith
a general tendency to attributenegative and

unexpected behaviors (such as violence) to
internal causes (Jones and McGillis 1976).
Also, Boisvert and Faust (1999), in a study
using vignettes describinga personwith schizophreniaacting violently, found that increased
levels of environmentalstress describedin the
vignette led to less severe ratingsof the violent
behavior and to more situational,ratherthan
personal, attributions of causality. Together,
these findings suggest that when persons are
thought to be dangerousthey are likely to be
believed to be more responsible for their
behavior,which in turn leads to social rejection.
Alternatively, perceptions of danger may
lead to social rejection because they impact
fear. Termed danger appraisal, information
regardingdangerousnessleads to an emotional
response such as fear,affectingbehavioraloutcomes (e.g., avoidanceor punishment)without
a mediating attribution(Edwards and Endler
1989; Paterson and Neufeld 1987). Goffinan
(1963b, 1971) elaboratedon this point in his
analyses of behaviorin public places; namely,
humans regularly survey the social scene for
cues of behaviors which the individualmight
avoid.Danger,in particular,is a key perception
that leads to fear and avoidance. Several studies have found a relationshipbetween believing persons with mental illness are dangerous
and fearing them (Angermeyer and
Matschinger 1996; Levey and Howells 1995;
Link and Cullen 1986; Madianos et al. 1987;
Wolff et al. 1996). In the present study, we
explicitly test whetherthe effect of dangerousness on discriminatorybehavior is consistent
with an attributional or danger appraisal
process.
FAMILIARITY
Attitudinaland emotionalresponsestowards
persons with mental illness, including beliefs
about controllability and responsibility, are
likely to be influencedby familiaritywith serious mental illness. Familiarity has been
defined as knowledge of and experience with
mental illness (Holmes et al. 1999). It varies in
intensity from viewing television portrayalsof
mental illness, to having a friend or co-worker
with mentalillness, to havinga family member
with mental illness, to having a mental illness
oneself. Previousresearchhas found familiarity to be inversely associated with prejudicial
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attitudesabout mental illness (Corriganet al.
2001a, 2001b; Holmes et al. 1999; Penn et
al.1994). Otherresearchfinds thatcontactwith
persons with mental illness reduces fear of
them (Link and Cullen 1986). In the present
study,we considerthe role of familiarityin the
attributionprocess in several ways. First, following the above research, we examine the
direct effect of familiarityon attitudes.Those
who are more familiarwith mental illness may
be less likely to view persons with psychiatric
disabilityas responsiblefor theirdisorder;they
may also express more favorable affective
responses (e.g., less fear and anger,and greater
pity) and a greaterwillingness to interactwith
and help them. We also examine the possibility that familiarity moderates the effects of
attributions on emotional and behavioral
responses.
PRESENT STUDY
Using survey data containing responses to
hypothetical vignettes, we examine the relationships among causal attributionsfor mental
illness (e.g., controllability and personal
responsibility beliefs), dangerousness, emotional responses (e.g., pity, anger, and fear),
and the likelihood of helping and rejecting
behavior. Our research builds on previous
studies in several ways. First,while most prior
research using hypothetical vignettes leaves
attributions for the cause of mental illness
unspecified,we comparethe effects of not providing information regarding the cause of
mental illness with providingtwo potent types
of informationregardingits cause: illegal drug
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use and injurysufferedin an accident. Second,
consistent with the full attributionmodel, we
examine the role of emotional responses in
mediatingthe effects of attributionson helping
and rejecting responses. Third, we examine
whether the effects of providing information
about dangerousnesson helping and rejecting
responses operate through beliefs about
responsibility (attributionhypothesis) or fear
(danger appraisal hypothesis). Fourth, we
include the role of familiaritywith mental illness in the attributionprocess, examining its
main effects and whetherit moderatesboth the
effects of attributionson emotional responses
and helping or rejecting persons with mental
illness and the effects of emotional responses
on helping or rejecting.A particularstrengthof
our study is that it combines an experimental
vignette approachthat manipulateskey independentvariableswith a statisticalelaboration
method in order to assess interveningmechanisms.
A conceptual model of the attributionand
danger appraisalprocesses applied to mental
illness stigma is presented in Figure 1. The
model implies that,when the causes for mental
illness are believed to be undera persons'control, discrimination(e.g., increased coercion,
segregation, and decreased helping), negative
emotionalresponses(e.g., anger,fear,and lack
of pity), and judgements regarding personal
responsibility are predicted to increase. The
model also implies that at least part of the
effects of controllabilityon emotionalresponses are mediated by personal responsibility
beliefs, part of the effects of controllabilityon
discriminatory responses are mediated by
responsibility beliefs, and that part of the

FIGURE 1. Attribution and Danger Appraisal Processes in Mental Illness Stigma and Discrimination
Controllabili

Personal responsibility -->Emotional
.
beliefs
response

Dangerousness

Note: Familiarityand social-demographicvariablesare not shown.

~
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168

JOURNALOF HEALTHAND SOCIALBEHAVIOR

effects of responsibilitybeliefs on behaviorare
mediatedby emotional responses. It also indicates thatdiscriminatoryresponsesarepredicted to be higher when informationis presented
that a person with mental illness is dangerous.
The model specifies two competing hypotheses regarding this effect. If the relationship
between dangerousness and discriminatory
responses are mediated by personal responsibility beliefs, an attributionhypothesis is supported.However,if the dangerousnesseffect is
unmediatedby responsibilitybeliefs and operates throughfear, a danger appraisalhypothesis is supported.Although not shown in the
figure, familiaritywith mental illness is predicted to reduce discriminatoryresponses and
responsibility beliefs and increase positive
emotional responses.We also explore the possibility that the effects of causal attributions,
dangerousness,and emotionalresponses specified above may be moderatedby familiarity.
Throughoutthe analysis, we control for the
influence of social demographicvariables.
DATAAND METHODS
Sample
Participantsfor this study were drawnfrom
the studentbody of a midwestern,urbancommunity college. Five-hundred-forty-twostudents from 13 classes in psychology, nursing,
public safety, history, and political science
were asked to participate in the study.
Participation was voluntary, all who were
asked to participateagreed. Those who completed the first set of measures were paid ten
dollars. Participantswere paid an additional
ten dollars if they completed follow-up measures. As evident in the demographiccharacteristics shown in Table 1, an advantage to
using communitycollege studentsis they tend
to be more diverse in terms of age, race, and
maritalstatusthanstudentsfrom four-yearcolleges and universities (Corrigan et al. 1999,
2001b). For instance, the sample contains a
high portion of racial minorities (48%) that
closely reflects the demographiccomposition
of the urban area in which it is located.
Althoughthis is not a generalpopulationsample, it does provide a useful sample for examining theoretically derived processes that are
expected to hold across social groups. There
were missing data for 24 cases and the effec-

tive listwise sample size was 518. Analyses of
all 542 cases using pairwise deletion of missing data yielded substantivelyidentical results
to those we present.
Measures
Study participantsfirst completed a series
of seven yes/no items regardingfamiliarity
with mental illness from the Level of Contact
Report (Holmes et al. 1999; see Appendix for
item wording).The items (coded yes = 1; no =
0), were summed to form an index that could
range from 0 to 7 (alpha reliability = .62).
Participantsthen providedinformationregarding their age (coded in years), gender (1 =
male; 0 = female), maritalstatus(married= 1;
non-married= 0), and race (white = 1; nonwhite = 0). Preliminaryanalyses indicatedno
differences in any of the dependentvariables
between single, divorced, separated,or widowed persons.Therefore,we collapsed marital
status into married/non-married.Nonwhites
included 202 African Americans,23 "Latino,"
and 18 "other."Preliminaryanalyses also indicated no differences in any of the dependent
variablesbetweenAfricanAmericans,Latinos,
and "other."Therefore,we collapsed the racial
categoriesinto white/nonwhite.Educationwas
coded on a six point scale (high school/GED=
1; some college = 2; associate's degree = 3;
bachelor's degree = 4; master's degree = 5;
Ph.D./Medical/Professionaldegree = 6). Since
income was unrelatedto any of our dependent
variables,we presentresults omitting it.
Next, study participants were randomly
assigned to read vignettes involving "Harry,a
30 year old single man with schizophrenia."
The vignettes variedinformationregardingthe
controllabilityof cause (threeconditionscoded
as three dummyvariables,with one omitted in
regression models). Following earlier attribution research(Reisenzein 1986; Weiner 1995),
half of the subjects were given information
regarding the cause of Harry's condition by
includingone of two descriptions:(1) "Harry's
mental illness was originally caused by a
severe head injury suffered during a car accident when he was 22" (cause not under his
control); or (2) "Harry'smental illness was
originally caused by eight years of abusing
illegal drugs" (cause under his control). The
other half of subjects received no information
regarding the cause of Harry's illness. The

ATTRIBUTIONMODEL OF PUBLIC DISCRIMINATION
TOWARDSPERSONSWITHMENTAL ILLNESS

169

TABLE 1. Descriptive Statistics (n = 518)
Variable

Mean

StandardDeviation

Age
Gender(Male = 1)
Race (White = 1)
Education
Married
Familiarity
No Informationabout Control(omitted)
Controla
No Controla
Dangerb
No Informationabout Danger (omitted)
PersonalResponsibility
Pity
Anger
Fear

25.33
.40
.54
2.17
.23
2.17
.50
.26
.24
.75
.25
4.32
5.55
3.77
5.07

8.77
.49
.50
.71
.42
1.63
.43
.44
.43
.43
.44
2.14
1.94
2.19
2.49

a No
b No

informationis referencecategory.
dangeris referencecategory.

vignettes also varied on level of dangerousness, where subjects were presentedwith one
of two additional pieces of information: (1)
"Although he sometimes hears voices and
becomes upset, Harryhas never been violent;
like most people with schizophrenia,Harry is
no more dangerous than the average person"
(no danger); or (2) "... he attacked an orderly

in the emergency room" (dangerous). Dangerousness is coded as a single dummy in
regression models (1 = exposure to the "danger" vignette text). The complete wording of
each of the vignettes is given in Appendix B.
After reading the vignettes, participants
were administeredquestionnaireitems representing the following constructs: personal
responsibility beliefs, pity, anger, fear of
"Harry,"the likelihood of withholding help,
avoidance, and supportfor coercion andsegregation. Each item was coded on a nine-point
semantic-differentialtype scale (1 = "not at
all" to 9 = "very much").For the sake of comparability, the items representing each construct were summed and divided by the number of items, so that effects can be interpreted
on a scale from 1 to 9. The results of preliminary confirmatory factor analyses suggested
that the indicatorsof help and avoidance and
the indicatorsof coercion and segregationwere
very highly correlated (r = .68 and r = .74,
respectively). Therefore, we combined helpavoidance and coercion-segregation.Initially,
we estimated the models presented below
using latent variable modeling techniques
(LISREL), with the items representing
observed indicatorsof latentvariables,thereby
correcting for bias due to random measure-

ment error (Bollen 1989). However, each of
the scales had very high reliability(alphacoefficients: personal responsibility = .70; pity =

.74; anger = .89; fear = .96; helping = .88; and

coercion/segregation= .89), and the results are
very similar to those we present treating the
items as additive scales (see Appendix A for
exact item wording). Descriptive statistics for
the variables in the analysis are presented in
Table 1.

Analysis Strategy
We estimate a series of ordinary least
squares regression equations for the relationships between controllability,familiarity,dangerousness, personal responsibility beliefs,
emotional responses (e.g., pity, anger, fear),
and the likelihood of discriminatoryand helping behavior.In the first equation, in order to
examine demographicdifferencesin familiarity, we regress familiarityon the demographic
variables (i.e., age, gender, race, education,
income, and maritalstatus).Next, we estimate
the effects of providinginformationregarding
controllabilityand dangerousnesson personal
responsibilitybeliefs, controllingfor familiarity and demographicfactors. We then estimate
a series of equationsfor the effects of information regardingcontrollabilityand dangerousness on pity, anger, and fear, controlling for
familiarityand the demographicvariables.To
each of these equations,we then add personal
responsibilitybeliefs to examine whetherthey
mediate the impact of controllabilityand dangerousness. This is followed by a series of
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equations for the effects of controllabilityand
dangerousnesson helping and coercion-segregation, controlling for familiarity and demographicvariables.In each set of equations,we
add responsibility beliefs, followed by affective responseto examine whetherresponsibility beliefs mediate the impact of controllability
and dangerousnesson behavior, and whether
the effect of responsibilitybeliefs on behavior
is mediated by emotional responses. Last, we
form product terms between familiarity and
key components of the attributionmodel and
enterthem into the series of equationsto assess
its moderatinginfluence.

equation show married respondents report
higher levels of familiarity(p < .05). Twononsignificant trends were noted. Males report
lower levels of familiaritywith mental illness
than females (p < .10), while those with higher levels of education report higher levels of
familiarity(p < .10). No age or race effects are
observed.
Next, we examine the effects of the demographic variablesand the experimentalconditions on personal responsibilitybeliefs (equation 2). Males and those with higher levels of
education are more likely to believe that
"Harry" is responsible for his illness. As
expected, compared to those not provided
information about the cause of his illness,
when told that it was underhis control (resultRESULTS
ing fromdruguse), subjectsindicatea stronger
The resultsof the attributionmodels arepre- belief thathe is responsiblefor his illness (beta
sented in Table 2. First, we regress familiarity - 2.56). When told that the cause of his illness
with mental illness on the social-demographic was not underhis control(resultedfroma head
variables (equation 1). The results from this injury),subjectsare more likely to believe that
TABLE2. UnstandardizedOLS RegressionCoefficientsfor AttributionModel of MentalIllness
Personal
FamiliarityResponsibility

Age
Gender(male = 1)
Race (white = 1)
Education
Married
Familiarity
Controla

(1)
-.001
(.009)
-.243
(.129)
.077
(.126)
.173
(.093)
.355*
(.181)
-

No Controla

-

Danger

-

Personal
Responsibility
Pity

--

(2)
-.018
(.010)
.324*
(.141)
-.250
(.138)
.223*
(.102)
.113
(.199)
-.008
(.048)
2.556***
(.191)
1.443***
(.197)
.331
(.195)

Pity

(3)
.016
(.011)
-.468**
(.159)
.184
(.156)
-.134
(.115)
-.553*
(.224)
.148**
(.055)
-1.375***
(.216)
.768***
(.223)
.744***
(.220)
-

Fear

Anger

(4)
.008
(.010)
-.339*
(.150)
.085
(.146)
-.039
(.108)
-.508*
(.210)
.145**
(.051)
-.357
(.235)
.193
(.220)
.876***
(.207)
.398***
(.047)

-

(5)
(6)
-.022*
-.031**
(.010)
(.011)
.386**
.539***
(.157)
(.143)
-.105
.014
(.154)
(.140)
.038
.143
(.113)
(.103)
.161
.093
(.221)
(.200)
-.129**
-.133*
(.054)
(.049)
1.466***
.253
(.213)
(.224)
-1.116*** -.431*
(.220)
(.209)
2.033*** 1.876***
(.217)
(.197)
.475***
(.045)
-

(7)
(8)
-.022*
-.014
(.011)
(.010)
.208
.067
(.159)
(.148)
-.136
-.028
(.156)
(.144)
.185
.088
(.115)
(.107)
.008
-.057
(.224)
(.207)
-.083
-.079
(.055)
(.051)
.112
-1.000***
(.232)
(.216)
-1.643*** -1.016***
(.216)
(.223)
4.282*** 4.138***
(.204)
(.220)
.435***
(.046)
-

-

Anger
Fear
R2
.032
.206
.490
* p < .05 ** p < .01 *** p < .001 (two-tailed tests)
Note: Standarderrorsare in parentheses.
a No informationis referencecategory.
b No
dangeris referencecategory.

.304

.397

.507

.520

.591
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he is not responsible for his illness (beta =
-1.44).
We then estimate the effects of the demographic variablesand experimentalconditions
on feelings of pity, anger, and fear towards
"Harry"(equations3, 5, and 7). The results of
these models reveal that older persons express
less anger and fear, while males express less
pity and more anger. Married persons are
found to have lower levels of pity for "Harry."
Race and educationareunrelatedto these emotional responses.As anticipated,those who are
more familiarwith mental illness respondwith
greaterpity and less angerand fear.In terms of
the experimentalmanipulationsregardingcontrollability of cause and dangerousness, it
appearsthat when subjects are provided with
information that "Harry's"illness was under
his control, compared to those not provided
any informationregardingcontrollability,they
show less pity (equation 3) and more anger
(equation 5). When the illness was described
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as not underhis control,they show greaterpity
and less anger and fear comparedto those not
given information regarding control.
Consistent with our expectations, dangerousness increasesboth anger(equation5) and fear
(equation 7). However,providing information
about dangerousnessis found to increase pity
(equation3).
To these equations we then added personal
responsibilitybeliefs to examine whetherthey
mediate the effects of controllabilityof cause
and dangerousness on pity, anger, and fear
(equations 4, 6, and 8). First, as expected,
responsibility beliefs decrease pity and
increaseangerand fear.Importantly,consistent
with attribution theory, when responsibility
beliefs are added,the effects of controllability
on pity and anger are reduced substantially.
The effects of controllability information on
pity are no longer significant.Adding personal
responsibilityto the fear equationresultsin the
coefficient for the effect of controlreversingin

Discrimination
Helping-Avoidance
(9)
.012
.009)
-.468***
'.136)
.104
'.133)
.038
(.098)
-.010
.191)
.245***
'.047)
.349
'.184)
.609**
.190)
-3 .224***
('.187)

~-

(10)
.009
(.009)
-.409**
(.134)
.059
(.131)
.079
(.097)
-.011
(.188)
.243***
(.046)
.120
(.210)
.345
(.196)
-3.163***
(.185)
-.183***
(.042)

~-

.-.~-..
.503

.521

(11)
.001
(.008)
-.233
(.125)
.044
(.121)
.097
(.090)
.144
(.175)
.178***
(.043)
.264
(.195)
.188
(.182)
-2.845***
(.189)
.029
(.045)
.212***
(.037)
-.269***
(.039)
-

.593

Coercion-Segregation
(12)
.000
(.008)
-.256*
(.119)
.026
(.115)
.122
(.085)
.147
(.166)
.165***
(.041)
-.076
(.191)
-.074
(.177)
-1.926***
(.219)
.112*
(.044)
.288***
(.036)
-.086
(.044)
-.321***
(.044)
.632

(13)
-.036***
(.010)
.715***
(.154)
-.545***
(.151)
.034
(.111)
-.186
(.217)
-.115*
(.053)
.604**
(.209)
-.990***
(.215)
3.812***
(.212)

.541

(14)
-.030**
(.010)
.603***
(.147)
-.459**
(.143)
-.043
(.106)
-.235
(.206)
-.112*
(.050)
-.285
(.230)
-.488**
(.215)
3.697***
(.202)
.348***
(.046)

.588

(15)
-.022*
(.009)
.505***
(.136)
-.478***
(.131)
-.052
(.097)
-.187
(.189)
-.085
(.046)
-.326
(.211)
-.348
(.197)
2.802***
(.205)
.224***
(.049)
.166***
(.040)
.399***
(.042)
.657

(16)
-.020*
(.008)
.543***
(.120)
-.450***
(.116)
-.091
(.086)
-.192
(.168)
-.054
(.041)
.219
(.193)
.071
(.179)
1.339***
(.221)
.091*
(.045)
.045
(.037)
.106*
(.045)
.515***
(.044)
.731
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sign (equation 8). However,in contrastto the
attributionalhypothesis, adding responsibility
beliefs to the emotional response equations
results in only slight changes to the coefficients representingthe effects of dangerousness on emotional response. This unmediated
effect of dangerousnessis consistent with the
dangerappraisalhypothesis.
The results of the models of helping and
rejecting responses are shown in equations 9
through 16. First, the effects of demographic
factors and the experimental manipulations
regardingcontrollabilityof cause and dangerousness are presented in equations 9 and 13.
Here we find that males are less inclined to
help and more likely to endorse coercion and
segregationthan females. Also, older persons
and whites are more likely to endorsecoercion
and segregationthan are younger persons and
non-whites. As expected, those with greater
familiaritywith mentalillness aremorewilling
to help and less likely to endorse coercion and
segregation.Consistentwith attributiontheory,
when the cause of the targetperson'sillness is
believed to be underhis or her control, rejecting responses are more likely. Likewise, when
the cause of the target person's illness is
believed not to be under his or her control,
helping responses are more likely, and rejecting responses are less likely. Also as expected,
when presented with information indicating
dangerousness,helping responsesare less likely, and responses supportingcoercion and segregationare more likely.
To these equations, personal responsibility
beliefs are added in orderto examine whether
they mediate the effects of controllabilityof
cause and dangerousnesson helping and coercion-segregation(equations 10 and 14). First,
as expected,the more "Harry"is believed to be
responsible for his illness, subjects are less
likely to want to help him and are more supportive of coercive and segregated treatment.
When responsibility beliefs are added, the
effect of providing informationthat the cause
of "Harry's"illness was not under his control
on helping is reduced substantiallyand is no
longer significant (equation 10). Likewise, the
effects of providinginformationregardingthe
controllabilityof the cause of "Harry's"illness
on coercion-segregationare reduced substantially (equation 14). The effect of telling subjects thatthe illness was underhis controlis no
longer significant. However,in contrastto the
attributionalhypothesisand consistentwith the

danger appraisal hypothesis, the addition of
personal responsibility beliefs to these equations results in only a slight reduction(2-3%)
in the effects of dangerousness.
Next, we add emotionalresponses (i.e., pity,
anger, and fear) to the helping and coercionsegregationequationsto examinewhetherthey
mediate the effects of personal responsibility
beliefs. Because anger and fear are highly correlated(r = .73), we first add pity and angerin
equations 11 and 15, followed by fear (equations 12 and 16). Interestingly,pity increases
the likelihood of both helping and of supporting coercion-segregation.As expected, anger
reducesthe likelihoodof helping and increases
supportfor coercion and segregation.With the
additionof pity and angerto the helping equation, the effect of responsibility beliefs is
reducedand is no longer significant.The effect
of responsibilitybeliefs on coercion-segregation is only reduced slightly. In equations 12
and 16, fear is added. As expected, increased
fear is associated with a lower likelihood of
helping (beta = -.32) and increasedsupportfor
coercive and segregatedtreatmentof "Harry"
(beta = .52). When fear is added,the effect of
personal responsibility beliefs on helping
reversesin sign (equation 12), and its effect on
coercion-segregationis reducedfurther(equation 16). In the helping-avoidance equation,
the addition of fear reduces the effect of dangerousness by about 32 percent. In the coercion-segregation equation, the dangerousness
effect is reducedby about52 percentwhen fear
is added. In both equations,personalresponsibility effects are still significant.Together,this
suggests that the effects of dangerousnesson
behavior operatesboth directly and indirectly
through fear-consistent with the danger
appraisal,ratherthan attributional,hypothesis.
DISCUSSION
In this study,we examinedthe relationships
among components of public stigma towards
personswith mental illness: perceivedcontrollability, responsibility attributions,emotional
reactions,and discriminatoryresponses.There
were several key findings. First, consistent
with our hypotheses, discriminatoryresponses
such as the unwillingnessto help or hire those
with mental illness, as well as support for
mandatory treatment in institutional settings
removed from the community,were predicted

TOWARDSPERSONSWITHMENTAL ILLNESS
ATTRIBUTIONMODEL OF PUBLIC DISCRIMINATION

by attributionsabout the cause of mental illness and by perceptions of dangerousness.
When the onset of mental illness is viewed as
being under one's control, persons are more
likely to avoid, withhold help, and endorse
coercive treatmentof someone with mental illness. They are also likely to withhold help
from, avoid encounterswith, and endorsecoercive treatmentfor persons with mental illness
when they are perceivedto be dangerous.
Second, our findings show the mechanisms
by which informationaboutthe controllability
of cause affects discriminatory responses.
Such information affects beliefs about persons' responsibilityfor causingtheircondition.
These beliefs in turnlead to decreasedfeelings
of pity and increased feelings of anger and
fear. Anger and fear in turn lead to rejecting
responses, such as social avoidance and support for coercion, while pity leads to more supportive responses. Responsibility beliefs and
emotional responses mediate the effects of
controllabilityon the outcomes considered.
Third,our findings show the mechanismsby
which information about dangerousness
affects the likelihood of discriminatory
responses. While some portion of the dangerousness effects on helping and discriminatory
responses are accounted for by personal
responsibilitybeliefs, some direct effects still
remain. Fear emerges as a particularlystrong
predictorof support for social avoidance and
coercive treatment. Also, direct effects of
responsibilitybeliefs on the likelihood of discriminatoryand helping behaviorremainafter
controlling for emotional responses. Together,
the findings regardingdangerousnessare more
consistent with a danger appraisalhypothesis
than attributiontheory.
Findings from this study also suggest that
familiarity with mental illness impacts discriminatory and emotional responses. Those
who are more familiarwith mental illness are
more likely to offer interpersonalhelp and less
likely to avoid people with psychiatric disorders. The effect of familiarity on support for
coercion-segregationwas somewhat less than
its effect on social help-avoidance.Familiarity
with mental illness was positively associated
with pity and negatively associated with anger
and fear.However,familiaritywas not foundto
be associatedwith personalresponsibilityattributions.
The predictiveimpactof familiarity,personal responsibility attributions, dangerousness,
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and emotional reactions on discriminatory
behavior is not trivial. Consider, for example,
that the final models for help-avoidanceand
coercion-segregationaccountedfor 63 percent
and 73 percent of their variance, respectively.
This is in contrastto an earlierstudy (Corrigan
et al. 2001b) where the relationships among
responsibility attributions, emotional mediators, and help/avoidancewere muted or absent
altogether.A majordifferencein study designs
may have accounted for the discrepant findings. In that study, subjects respondedto people with mentalillness in general.In this study,
participantswere instructed to respond to a
specific person with a story that made the target more real to them.
Thereare, of course, some limitationsto this
study thatneed to be considered.Perhapsprincipal among these is the representativenessof
the sample (i.e., participantsin the study were
not selected to be representativeof the general
population).As a result, while we have been
able to providea more detailed look at attribution processes in stigmatizingthose with mental illness than in previous studies, we cannot
be certainthatour findings are generalizableto
the populationas a whole. Nevertheless, given
the findings of our multiple-groupanalysis,we
do not have reason to believe that the attribution processes revealedin a communitycollege
sample would differ in a general population
sample.
A second limitation of this study was that
discriminatory behavior was determined by
self-report rather than observation of actual
behavior.It may be very difficult, however,to
obtaina sufficient sample of personswho have
interacted in helping or rejecting ways with
persons they know to have been diagnosed
with a mental illness. Futurestudies may need
to considerproxies thatmore directlyrepresent
discriminatorybehavior, as well as strategies
by which helping and avoiding persons with
mental illness can be directly observed (e.g.,
an experimentalsituationwith the opportunity
to workwith or assist someone who is believed
to be mentallyill). Finally,we limitedthe focus
of our study to a man with schizophrenia
because it is one of the most debilitatingmental disordersand is most commonly associated
with dangerousness (Phelan et al. 2000). A
future study examining reactions to persons
with other disorders, such as depression, will
help to provide evidence of the generality of
attributionprocesses in stigma and discrimina-
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tion towardsthose with mental illness. In addition, given the trend towards thinking about
major mental disorders as biologically-based,
future studies of public reactions to persons
with mental illness should incorporate the
effects of providinginformationregardingbiogenetic causes.
Despite these limitations,the findings from
this studyhave importantimplicationsfor stigma reduction.The results suggest thatthe content of anti-stigma programs that enhance
understandingand seek to change public attitudes and behaviorneed to focus on educating
the public on the causes of mental illness,
focusing especially on how personsmay not be
responsiblefor the onset of certainconditions.

Moreover, sustained emphasis needs to be
placed on clarifying the risk of dangerous
behavior among those with mental disorders
(see Link et al. 1992, 1999; Monahan et al.
2001). In fact, a recent study showed that educationalprogramswith contentareasrelatedto
personal responsibility and dangerousness
interactedwith contact strategies for improving attitudesandhelping behavioramong communitycollege students(Corriganet al. 200 la,
200 b). We anticipate that further research,
guided by generaltheories such as the attribution approach,will continue to inform strategies for amelioratingthe stigma and discrimination that impact recovery from mental illness.

APPENDIX A. Item Wording for Familiarity with Mental Illness, Personal Responsibility Beliefs,
Emotional Responses, and Helping and Rejecting Responses
Familiaritywith MentalIllness
1. My job involves providingservices/treatmentfor persons with mental illness.
2. I have observed,in passing, a person I believe may have had a severe mental illness.
3. I have observedpersons with a severe mental illness on a frequentbasis.
4. I have workedwith a person who had a severe mental illness at my place of employment.
5. A friend of the family has a severe mental illness.
6. I have a relativewho has a severe mental illness.
7. I live with a person who has a severe mental illness.
Personal ResponsibilityBeliefs
1. I would think that it were Harry'sown fault that he is in the presentcondition.(1 = no, not at all; 9 = yes, absolutely
so)
2. How controllable,do you think, is the cause of Harry'spresentcondition?(1 = not at all underpersonalcontrol;9 =
completely underpersonalcontrol)
3. How responsible,do you think, is Harryfor his presentcondition?(1 = not at all responsible;9 = very much responsible)
Pity
1. I would feel pity for Harry.(1 = none at all; 9 = very much)
2. How much sympathywould you feel for Harry?(1 = none at all; 9 = very much)
3. How much concern would you feel for Harry?(1 = none at all; 9 = very much)
Anger
1. I would feel aggravatedby Harry.(1 = not at all; 9 = very much)
2. How angry would you feel at Harry?(1 = not at all; 9 = very much)
3. How irritatedwould you feel by Harry?(1 = not at all; 9 = very much)
Fear
1. How dangerouswould you feel Harryis? (1 = not at all; 9 = very much)
2. I would feel threatenedby Harry?(1= no, not at all; 9 = yes, very much)
3. How scaredof Harrywould you feel? (1 = not at all; 9 = very much)
4. How frightenedof Harrywould you feel? (1 = not at all; 9 = very much)
Helping
1. If I were an employer,I would interviewHarryfor a job. (1 = not likely; 9 = very likely)
2. I would share a car pool with Harryeach day. (1 = not likely; 9 = very likely)
3. How certainwould you feel that you would help Harry?(1 = not at all certain;9 = absolutelycertain)
4. If I were a landlord,I probablywould rent an apartmentto Harry.(1 = not likely; 9 = very likely)
Coercion-Segregation
1. I think Harryposes a risk to his neighborsunless he is hospitalized.(1 = not at all; 9 = very much)
2. I think it would be best for Harry'scommunityif he were put away in a psychiatrichospital. (1 = not at all; 9 = very
much)
3. How much do you think an asylum, where Harrycan be kept away from his neighbors,is best? (1 = not at all; 9 =
very much)
4. If I were in charge of Harry'streatment,I would force him to live in a grouphome. (1 = not at all; 9 = very much)
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APPENDIX B. Attribution Questionnaire Vignettes
Condition#1-no danger.Harryis a 30 yearold singlemanwithschizophrenia.
Althoughhe sometimeshearsvoices
andbecomesupset,Harryhasneverbeenviolent.Likemostpeoplewithschizophrenia,
than
Harryis no moredangerous
the averageperson.He lives in an apartment
andworksas a clerkin a largelaw firm.His symptomsareusuallywell
medication.
managedwiththeappropriate
Thelasttimehis symptomsgot worse,he
Condition#2-danger Harryis a 30 yearold singlemanwithschizophrenia.
heardvoicesandbelievedhis neighborswereplanningto hurthim.He attacked
his landladyin thebeliefthatshewasin
on a plot.Whenthepoliceescortedhimto thehospital,he triedto grabforthe officer'sgun.He attackedan orderlyin
the emergencyroomandhadto be putintorestraints.
He onlyquieteddownafterhe wasgivenlargedosesof medication.
Condition#3-danger withoutcontrollability
Thelast
of cause.Harryis a 30 yearold singlemanwithschizophrenia.
timehis symptoms
wereplanningto hurthim.Heattacked
hislandgotworse,heheardvoicesandbelievedhisneighbors
ladyin thebeliefthatshewasin on a plot.Whenthepoliceescortedhimto thehospital,he triedto grabfortheofficer's
gun.He attackedan orderlyin the emergencyroomandhadto be putintorestraints.
Harry'smentalillnesswas originallycausedby a severeheadinjurysufferedduringa caraccidentwhenhe was22. Thementalillnessleadsto violence
wheneverhe suffersfrommigrainesalsocausedby theaccident.
Condition#4-danger withcontrollability
Thelasttime
of causeHarryis a 30 yearold singlemanwithschizophrenia.
his symptomsgotworse,he heardvoicesandbelievedhis neighborswereplanningto hurthimHe attackedhis landlady
in thebeliefthatshewasin on a plot.Whenthepoliceescortedhimto thehospital,he triedto grabfortheofficer'sgun.
He attackedan orderlyin the emergencyroomandhadto be putintorestraints.
Harry'smentalillnesswas originally
causedby eightyearsof abusingillegaldrugs.Thementalillnessleadsto violencewheneverhe snortscocaine.
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