ABSTRACT

Perceived Threats and Emotion toward People with Mental IlIness:
A Sociofunctional Application

Rosemond T. Lorona, Ph.D.

Chairperson: Thomas A. Fergus, Ph.D.

Mental illness stigma is a public health issue that researchers and clinicians seek
to understand and reduce. Emotional reactions are an important component of mental
illness stigma, yet current research lacks in identifying a broad range of emotional
reactions toward people with mental illness and the specific threats that may elicit these
emotions. The sociofunctional approach to prejudice suggests that emotional reactions
arise from specific perceived threats to group functioning and motivate people to alleviate
the perceived threats to preserve group functioning. Two studies utilizing the
sociofunctional approach to study stigma of mental illness were conducted. The purpose
of Study 1 was to determine the threats and emotions associated with people with mental
illness, show the utility of studying a range of threats and emotions, and compare threats
and emotional reactions across specific mental illness diagnoses. It was shown that
people endorsed specific threats and a range of negative emotions toward people with
mental illness. The emotions were associated with specific threats in ways that were

primarily theoretically consistent. Threats and emotions also differed between specific



target diagnoses. Specifically, people with schizophrenia were associated with more
perceived threats and fear than people with depression. The purpose of Study 2 was to
determine how specific threats and emotional reactions toward people with mental illness
differed across experimentally manipulated contexts of local community, corporate
workplace, and religious community. The hypothesis was not supported that people
would perceive more obstacle threats and feel more anger in a workplace context, and
perceive more purity, morality, and reciprocity threats in a religious context, relative to a
general community context. Exploratory results were also presented. The studies were the
first to extend the sociofunctional approach to mental illness stigma and suggest that
there are specific threats and emotional reactions toward people with mental illness that
are currently underrepresented in the literature. While the sociofunctional approach adds
to our understanding of mental illness stigma, alternate theories may also contribute to
our understanding of emotion-based stigma of mental illness. Limitations and directions

for future research are discussed.
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CHAPTER ONE

Literature Review

Allport (1954) defined prejudice as negative attitudes and beliefs directed toward
individuals of a particular group. The groups are determined by social categorization, and
people tend to favor the groups with which they personally identify (i.e., the ingroup) and
tend to disfavor outgroups. Allport states that prejudice can lead to a variety of
discriminatory behaviors, from negative speech and social distance, to aggression and
violence (Allport, 1954). Goffman’s (1963) early work on stigma complements the
conceptualization of prejudice. Goffman’s traditional definition of stigma is a “mark” or
some characteristic that makes an individual or group less desirable to others. At times in
history, a mark was quite literal, as when Jews in Nazi Germany were marked with a
yellow star, or, earlier, when Greeks branded their slaves, although not all stigmas are
physically visible (Goffman, 1963). The “mark” becomes associated with a negative
identity and negative contextual expectations. The stigma may lead other people to form
negative impressions (i.e., stereotypes and prejudice) of the individual, socially distance
themselves, and treat the person adversely (Goffman, 1963).

The stigmatization process has also been more recently presented as the labeling,
stereotypes, negative attitudes, separation, social status loss, and discrimination that
develop and are directed toward people with a disfavored characteristic, and which also
involves a power differential between groups (Link & Phelan, 2001). Some models of

stigma clearly incorporate language of prejudice, stating that prejudice is the attitudinal



and affective response in the broader stigma process (e.g., Corrigan, 2000; Thornicroft,
Rose, Kassam, & Sartorius, 2007). Stigma and prejudice tap similar concepts, and many
researchers in recent decades have drawn on both stigma and prejudice
conceptualizations when examining intergroup relations (Phelan, Link, & Dovidio,
2008).

Despite the commonalities between stigma and prejudice, certain groups are
studied more under a stigma framework, and others are studied more under a prejudice
framework. Perceptions of people with mental illness are most typically framed within a
stigma framework. Less commonly examined is prejudice toward people with mental
illness (Phelan et al., 2008; Thornicroft et al., 2007). While this divergence in semantics
is, overall, innocuous, as stigma and prejudice are similar concepts, the divergence in
semantics also reflects a slight divergence in theoretical perspectives and methodology
applied to studying perceptions of mental illness. Some methods and frameworks that
social psychologists have used to study prejudice have not yet been translated to research
on mental illness stigma. The sociofunctional approach to prejudice (Cottrell & Neuberg,
2005) is one such social-psychological framework that could benefit our understanding of
mental illness stigma.

The sociofunctional approach to prejudice suggests that emotions experienced
toward specific groups serve an adaptive purpose to protect the group’s functioning and
survival, and there are specific threat concerns that underlie specific emotions felt toward
particular outgroups. The sociofunctional theory is useful in showing the nuances and
variation in emotion-based prejudice toward groups (Cottrell & Neuberg, 2005). The

sociofunctional approach would further our knowledge of mental illness stigma because



emotion has been examined as an important aspect of mental illness stigma, yet
emotional reactions toward people with mental illness have not been tied back to a social
psychological framework of affect-based prejudice. Research on mental illness stigma
has identified that certain emotions, such as fear, anger, and pity, tend to be expressed
toward people with mental illness, and these emotions have been tied to specific negative
stereotypes and attitudes toward mental illness (Angermeyer, Holzinger, & Matschinger,
2010; Angermeyer, Matschinger, & Corrigan, 2004; Corrigan, Markowitz, Watson,
Rowan, & Kubiak, 2003). However, more detailed explanations of the social functions of
these emotions, or prejudice, have not been examined. Utilizing the sociofunctional
approach to examine emotion toward people with mental illness offers a novel method to
systematically examine emotions toward people with mental illness and the threats that
underlie the emotions. Such information could aid in developing stigma interventions and
ultimately reduce the many negative societal and individual consequences of mental
illness stigma (i.e., Corrigan, Markowitz, & Watson, 2004; Livingston & Boyd, 2010).

In the current paper, | will discuss human needs in the context of group life and
the sociofunctional approach to prejudice. | will then outline what researchers already
know about mental illness stigma and emotions toward people with mental illness, as
well as the limitations in the current, relatively-narrow scope of emotions and threats
examined by researchers. | will propose the extension of the sociofunctional approach to
prejudice to mental illness stigma. Then, | will discuss how the sociofunctional approach
to prejudice may be further utilized in researching mental illness stigma by applying it to
another problem—to determine how threats of mental illness may change in different

social contexts. The following review will show the rationale for the studies that were



conducted, which aimed to extend the sociofunctional approach to prejudice in novel
ways and fill gaps in our knowledge of mental illness stigma. Specifically, the studies
aimed to (a) determine the threats and emotions associated with people with mental
illness and show the overall utility of assessing various specific threats and emotions, (b)
determine how threats and emotions may differ across mental illness diagnoses, and (c)

determine if perceived threats and emotions differ across social contexts.

Human Sociality and Need for Groups

At a basic level, social groups offer important adaptive purposes for individuals
and therefore become very important to individual survival. For example, social groups
offer protection, access to more resources, access to more mates, and access to group
child-rearing (Brewer, 2004; Kurzban & Leary, 2001). Theoretically, social cooperation
and emphasis on group goals and survival became an adaptive part of human nature
because humans needed cooperative and cohesive social groups in order to increase
individual survival (Caporael & Brewer, 1995; Neuberg, Smith, & Asher, 2000).

However, community living also poses extra threats that individual living does
not; group living exposes people to other people who cheat or loaf, to people who are not
helpful or cooperative for successful intergroup competition, and to people who may
carry disease (Kurzban & Leary, 2001). Therefore, people may stigmatize and reject
individuals who pose more risk to the group than reward (Kurzban & Leary, 2001).
Identifying and ostracizing (i.e., stigmatizing) threatening individuals may have become
functional for survival and could have helped keep people in social groups from living

outside of the acceptable norms of health, reciprocation, honesty, and morality, thereby



increasing group and individual survival (Neuberg et al., 2000; Stangor & Dovidio,
2000).

The sociofunctional approach to prejudice (Cottrell & Neuberg, 2005) is an
evolutionary social psychology theory that follows the rationale that humans have
adapted to be very attuned to specific threats to group functioning, quickly appraise
threats, and react to threats in ways that ostracize potentially threatening individuals (e.g.,
Neuberg et al., 2000; Stangor & Dovidio, 2000). The sociofunctional approach to
prejudice suggests that people have affective responses to individuals who threaten group
functioning, and the emotions motivate behavior to respond to threats (Cottrell &
Neuberg, 2005). While the sociofunctional approach makes no claims that emotion arose
specifically for the evolutionarily adaptive purpose of managing group threats, it suggests
that emotions became adaptive for multiple purposes as the human species evolved,

including for group functioning (Cottrell & Neuberg, 2005).

The Sociofunctional Approach to Prejudice in Detail

The sociofunctional approach to prejudice (Cottrell & Neuberg, 2005) centers on
the causes and consequences of emotion-based prejudice, and how emotions are, overall,
adaptive to group functioning and survival. Specifically, the sociofunctional approach
suggests that negative emotional reactions, or prejudice, toward outgroups could be
adaptive because they arise out of potential threat to group functioning and serve the
purpose of eliminating, remediating, or avoiding the perceived threat to group
functioning. In this way, prejudice could serve (or could have served, in history) a
purpose, and the specificity of emotional prejudice to various groups is dependent on the

particular threats posed by outgroup members (Cottrell & Neuberg, 2005).



The sociofunctional approach to prejudice outlines various group threats and six
relevant emotions: anger, envy, fear, disgust, pity, and guilt. Discrete emotions are used,
as opposed to more general categories of factor-analytically-derived emotions, because
they allow for greater specificity in identifying precursors and outcomes of emotions
(Lazarus, 1991; see also Smith, 1993). Under the sociofunctional approach, each emotion
accompanies specific threats and outcomes (Cottrell & Neuberg, 2005). Anger
theoretically arises out of goal frustration and threats to group cooperation. Anger-related
threats include threats to economic resources and property and threats to social
coordination and social trust, including threats to reciprocity relations. Envy typically
arises out of threats to the ingroup’s perceived competency and also arises as a secondary
emotion from threats to resources, specifically if an outgroup has access to limited
resources that the ingroup does not have adequate access to. Fear comes from threats to
physical safety. Disgust is related to threats of contamination in either moral or physical
ways. Pity arises from threats to reciprocity relations, but specifically arises out of
observing people who need to take more not of their own choice. Lastly, guilt arises out
of threats to the ingroup’s perceived morality, specifically when a wrong-doing is
committed and so group reputation is threatened (Cottrell & Neuberg, 2005; Neuberg &
Cottrell, 2002).

Under the sociofunctional approach, each emotion also serves the purpose of
alleviating the perceived threat (Cottrell & Neuberg, 2005). Anger is an approach-related
emotion that motivates individuals to eliminate or remediate threats to the group’s goals
or resources. Envy motivates people to take or earn more resources. Fear motivates

escape from the perceived physical threat. Disgust is an avoidant emotion and functions



to keep individuals away from people with potential moral and bodily contaminants. Pity
is a social emotion that helps individuals have more altruistic relationships and more
positive helping or reciprocation behaviors. Guilt also helps individuals have positive
relationships and restores group reputation following a wrong-doing (Cottrell & Neuberg,
2005; Neuberg & Cottrell, 2002). The emotions motivate behavior that is meant to relieve
the threat at-hand. Thus, prejudice can be adaptive to group relationships, safety, goals,
and overall survival. When the social group survives and thrives, then the individuals
within the group can also survive and thrive (Brewer, 2004; Caporael & Brewer, 1995;
Neuberg et al., 2000).

Prejudice toward many groups has been examined under the sociofunctional
approach, including African Americans, Asian Americans, Mexican Americans, Native
Americans, gay men, feminists, fundamentalist Christians, and nonfundamentalist
Christians (Cottrell & Neuberg, 2005). Cottrell and Neuberg (2005) found that certain
groups, such as fundamentalist Christians and feminists, evoked anger and seemed to
threaten personal freedoms, social coordination, and trust. Certain groups, such as gay
men, evoked disgust and threatened physical and moral health, whereas other groups,
such as Native Americans, evoked pity and threatened reciprocity relations due to
inability. Cottrell and Neuberg found that certain groups, such as African Americans and
Mexican Americans, evoke fear and seem to threaten safety. Overall, the profiles of
threats and emotions were unique among the groups and showed that only measuring
general explicit prejudice concealed nuances involved in prejudice toward groups.
Groups that were targets of similar amount of general prejudice were sometimes

associated with very different threat and emotion profiles (Cottrell & Neuberg, 2005).



Researchers have since extended the work of Cottrell and Neuberg (2005) to
examine other groups. For example, Cook, Cottrell, and Webster (2015) found that
atheists threatened group values and evoked moral disgust. Cook et al.’s research
corroborates similar research linking prejudice of atheists to distrust and value violation
(Gervais, Shariff, & Norenzayan, 2011). Kuppens and Yzerbyt (2012) extended the
sociofunctional framework to examine females’ perceived threats and emotional
reactions toward Muslims. They found that when women’s gender identity was made
salient they perceived more threats to personal rights and freedoms, physical safety,
group values, reciprocity, and trust, and experienced higher anger, fear, and disgust
(Kuppens & Yzerbyt, 2012).

Furthermore, researchers have used the sociofunctional approach to examine the
consequences of emotion-based prejudice, showing the importance of threats and
emotions in predicting outcomes. According to the sociofunctional theory, discriminatory
and behavioral intentions toward outgroups are motivated by emotion in order to resolve
or avoid perceived threats (Cottrell & Neuberg, 2005). Indeed, research supports these
theoretical implications of emotional reactions. Johnston and Glasford (2014) examined
active and passive harm associated with threats and emotions elicited toward feminists,
gay men, and Mexican Americans. Specifically, they found that anger-related threats
predicted anger, which predicted active harm toward outgroups, whereas disgust- and
fear- related threats predicted disgust and fear, which predicted passive harm (i.e.,
avoidance) toward outgroups (Johnston & Glasford, 2014). Johnston and Glasford’s work

complements other intergroup research that suggests that specific emotions relate to



specific intergroup behavioral tendencies (Cuddy, Fiske, & Glick, 2007; Fiske, Cuddy,
Glick, & Xu, 2002), while extending the sociofunctional approach to motivated behavior.
Researchers have also examined other practical outcomes of emotional reactions
under the sociofunctional approach. Cottrell, Richards, and Nichols (2010) examined
how threats and emotions toward outgroups related to agreement with political policies
that involved the outgroups. For example, threats to values predicted disgust toward gay
men and leshians, which then predicted attitudes toward gay rights. Threats to reciprocity
due to choice predicted anger toward immigrants, which then predicted attitudes toward
immigration (Cottrell et al., 2010). Agreement with policy may reflect voting behavior
and discriminatory intentions to harm outgroups, showing the relevance of studying
emotional reactions under the sociofunctional approach (Cottrell et al., 2010). Overall,
Cottrell et al.’s (2010) and Johnston and Glasford’s (2014) studies show the
consequences of emotion-based prejudice and the importance of examining threat and
emotion-based prejudice with the sociofunctional approach. Given the apparent utility of
the sociofunctional approach to prejudice in predicting behavioral and discriminatory
intentions, it is important to extend the theory to unexplored outgroups and situations.
While many groups have been examined under the sociofunctional approach,
there are still certain groups that have not been examined and which would benefit from a
detailed understanding of the threats and emotions associated with the specific group.
People with mental illness is one such group that has not been examined under the
sociofunctional approach and would benefit from a better understanding of the social
threats associated with negative emotional reactions and prejudice toward people with

mental illness. Extending the sociofunctional approach to prejudice to examine prejudice



toward mental illness would help establish the theory's applicability to clinically-relevant
groups and also fill in gaps in the mental illness stigma literature. Next, | will describe
what is known about mental illness stigma, especially in emotional reactions, and
delineate how our knowledge of mental illness stigma may expand with the use of the

sociofunctional approach.

Mental IlIness Stigma

Mental illness is a relatively common health condition (Kessler et al., 2007), yet
people with mental illness face stigma that may include negative stereotypes, prejudice,
and discrimination (Corrigan, 2000). People generally believe that those with mental
iliness are dangerous and unpredictable, personally at fault for the illness (and therefore
blamed), difficult to relate to, and unable to fully recover and/or take care of themselves
(e.g., Angermeyer & Matschinger, 2005; Corrigan & Watson, 2002; Link, Phelan,
Bresnahan, Stueve, & Pescosolido, 1999; Norman, Windell, & Manchanda, 2010;
Schomerus et al., 2012; Schomerus, Matschinger, & Angermeyer, 2014; Wood, Birtel,
Alsawy, Pyle, & Morrison, 2014). The deleterious effects of these stereotypes and beliefs
include interpersonal and systematic discrimination (Angermeyer & Matschinger, 1997;
Corrigan et al., 2004; Corrigan et al., 2003; Link et al., 1999), disparate health outcomes
(Hatzenbuehler, Phelan, & Link, 2013), and reduced treatment seeking (Corrigan, 2004).
Societal stigma can also be internalized by people with mental illness (Riisch,
Angermeyer, & Corrigan, 2005), creating self-stigma that could lead to negative
outcomes such as decreased self-esteem and self-efficacy, more severe symptoms, and

reduced quality of life (Corrigan, Watson, & Barr, 2006; Livingston & Boyd, 2010;
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Watson, Corrigan, Larson, & Sells, 2007). The consequences of stigma make it obvious
that it is a public health issue.

While the stereotypes of people with mental illness receive much attention in
research, emotions toward people with mental illness are a critical component of stigma,
yet are relatively understudied in the literature (Angermeyer et al., 2010; Thornicroft et
al., 2007). Researchers acknowledge the importance of emotional reactions, since desire
for social distance and discrimination may be better predicted by emotional reactions than
negative stereotypes alone (Angermeyer et al., 2010; Thornicroft et al., 2007). Corrigan
et al. (2003) found that emotions of fear, anger, and pity toward people with mental
iliness accounted for almost 13% of the variance in helping/avoidant behavioral
intentions and 19% of the variance in desire for coercion/segregation (e.g., beliefs that
people with mental illness should be institutionalized or forced to take medication). The
variance was explained above and beyond the explanatory power of demographic
variables and beliefs about controllability and dangerousness. Angermeyer et al. (2010)
found that emotions alone accounted for 21% of the variance in social distance toward
people with schizophrenia, and about 10% of unique variance when emotional reactions
and stereotypes of unpredictability, dangerousness, and controllability were included as
predictors. Similarly, emotional reactions accounted for 14% of the variance in social
distance toward depression (5% unique variance beyond stereotypes), and 19% of the
variance in social distance toward people with alcohol use disorder (14% unique variance
beyond stereotypes; Angermeyer et al., 2010). In sum, it is important to understand and
address emotional reactions toward people with mental illness to reduce adverse

outcomes of people with mental illness.
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Despite the known importance of understanding emotional reactions, current
research in the area of affect-based reactions toward mental illness is relatively narrow in
scope. First, only a small number of emotions (i.e., fear, anger, and pity) have been
connected to mental illness stigma. Second, there has been no systematic examination of
specific threats that may elicit emotional reactions toward people with mental illness. In
other words, we know that people have emotional reactions toward people with mental
illness, but we do not know exactly what causes those emotions and what, specifically, is
threatening about people with mental illness. Ultimately, we may not have a full picture
of emotional reactions and their precursors.

The sociofunctional approach, as earlier described, offers a framework to examine
a variety of perceived threats and emotional reactions, which could greatly benefit the
study of mental illness stigma. Acknowledging a variety of threats and emotions could
provide greater specificity when attempting to account for discrimination against people
with mental illness and when attempting to remediate stigma through interventions.
Currently, we have no systematic evaluation of specific threats, but we have some
evidence of a few general stereotypes and beliefs that are related to emotions in the

context of mental illness, which will be discussed next.

Predictors of Emotions toward People with Mental IlIness

While there has been no systematic examination of the threats underlying emotion
toward mental illness, certain variables, especially stereotypic beliefs, have been
examined in relation to affect-based prejudice toward mental illness. Most researchers
examine fear, anger, and pity emotions because these particular emotions seem to connect

to often-studied stigmatizing beliefs about mental illness (e.g., Angermeyer et al., 2010,

12



2004; Corrigan et al., 2003). The belief variables reflect commonly studied constructs in
the mental illness stigma literature: attributions of illness and perceived dangerousness.
For example, perceived controllability and responsibility of illness may be associated
with less pity, more anger, and more fear (Corrigan et al., 2003), and perceived
dangerousness may also be associated with more pity, anger, and fear (Angermeyer et al.,
2004; Corrigan et al., 2002; 2003). Additionally, biological attributions of illness
(heredity, chemical imbalance, and brain disease) may differentially predict pity, anger,
and fear toward people with mental illness (Angermeyer et al., 2014), and beliefs that
mental illness symptoms lie on a continuum may be associated with more anger and more
pro-social emotions (i.e., pity; Angermeyer et al., 2015). In sum, specific emotional
reactions toward mental illness are often posed as consequences of a narrow scope of
stigmatizing beliefs—illness attributions and perceived dangerousness.

Warmth and competence stereotypes have also been examined as precursors to
emotional reactions toward people with mental illness (i.e., using the stereotype content
model; Fiske et al., 2002; Sadler, Meagor, & Kaye, 2012). Sadler et al. (2012) posited
that the dangerousness perception of mental illness was similar to the warmth (or lack
thereof) stereotype dimension and that perceptions of incompetence and dependency
corresponded to the competence dimension. People with mental illness were generally
characterized by low warmth and low competence, although there was slight variability
when mental illness was broken down by specific diagnoses in a second study (Sadler et
al., 2012). A later study found that the warmth stereotype construct differentially
predicted anger (which was measured as a composite of contempt and disgust), fear, pity,

and admiration, while competence differentially predicted fear and envy toward people

13



with mental illness (Sadler, Kaye, & Vaughn, 2015). Sadler et al. (2015) also found that
emotions mediated the relationships between stereotype content and desire to harm and
help. While informative, the warmth and competence stereotype constructs are broad and
correlated with multiple emotions, and the emotions tied to these stereotype constructs
were not measured in optimal ways (i.e., many researchers, such as Hutcherson & Gross,
2011, and Rozin, Lowery, Haidt, & Imada, 1999, would not agree that anger is a
composite of contempt and disgust). Overall, the findings of Sadler and colleagues (2012;
2015) indicate that mental illness stigma research could benefit from a more nuanced

analysis of the threats and emotions tied to mental illness stigma.

Existing Limitations in the Literature

The sociofunctional approach to prejudice could offer a more nuanced framework
for studying mental illness, as well as strengthen some of the current limitations in the
study of emotional reactions toward people with mental illness. One limitation in the
current understanding of precursors to emotional reactions toward mental illness is that
sometimes the belief and stereotype precursors are measured in non-specific ways.
Specifically, perceived dangerousness is often measured with a variety of items that
range from perceived physical violence, to perceived unpredictability and strangeness, to
simply perceived “dangerousness” (for example, the measures used in Angermeyer et al.,
2004 and Corrigan et al., 2003). While it is assumed that perceived dangerousness refers
to physical violence, it is often measured with items that could reflect threats to more
than simply physical safety. For example, perceiving “danger” could refer to danger to
physical safety, danger of value violation, danger to resources, danger to trust, or

something else entirely. Measuring the non-specific notion of “danger” could be one
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reason why perceived dangerousness is sometimes highly correlated with emotions other
than fear (e.g., Corrigan et al., 2003). Under the sociofunctional approach, threats are
measured in more specific ways that offer a more precise analysis of perceptions of
outgroups.

Another limitation is that other potentially relevant threats and emotions have
gone unstudied in the mental illness stigma literature. According to Cottrell and Neuberg
(2005), anger is associated with a variety of threats; however, much mental illness
literature discusses only perceived controllability of illness as a relevant correlate to
anger. Considering that anger has been identified as a common emotional reaction toward
people with mental illness, it is surprising that other specific precursors to anger are
unstudied. It is possible that people with mental illness represent a threat to economic
resources or property (i.e., taking care of people with mental illness could be perceived as
financially costly). It is also possible that people with mental illness represent a threat to
cooperative group functioning and trust. These threats would correspond to anger under
the sociofunctional approach (Cottrell & Neuberg, 2005).

Furthermore, certain emotions that are included in the sociofunctional approach,
such as disgust and guilt, are surprisingly neglected in the mental illness stigma literature.
Disgust and contempt have been measured in one study, but labeled and interpreted as
anger (see Sadler et al., 2015), further clouding the role of disgust in mental illness
stigma. Moreover, researchers acknowledge that disgust and the disease-avoidance
system may be [over]reactive to people with non-contagious physical disabilities (Park,
Faulkner, & Schaller, 2003) so it is possible that the disease-avoidance system could also

be sensitive to mental illness. People may wish to avoid people with mental illness out of
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concern that mental illness is somehow physically contagious. Moreover, people may
perceive value violations if they believe mental illness is caused by poor personal
character (e.g., Corrigan & Watson, 2004), meaning that people may also experience
moral disgust toward people with mental illness. Guilt has been associated with self-
stigma and with seeing people with mental illness as “guilty” or responsible for their
illness (Risch, Todd, Bodenhausen, & Corrigan, 2010a, 2010b). However, guilt has not
been studied as an emotion felt in response to people with mental illness. Under the
sociofunctional approach, guilt arises out of perceptions that the ingroup is immoral (i.e.,
threat to ingroup morality; Cottrell & Neuberg, 2005). It is possible that people
experience guilt when confronted with people with mental illness if they perceive that
their ingroup has engaged in discrimination or not done enough to help people with
mental illness. Disgust and guilt may not be the primary emotional reactions toward
people with mental illness, as perhaps fear, anger, and pity are, but could still be relevant
to our knowledge of mental illness stigma. Broadening the study of emotions and threats
in mental illness stigma research is a logical and necessary next step to understanding
stigma of mental illness.

Previous research that connects emotions to stigmatizing beliefs offers initial
support that the sociofunctional approach to prejudice will map onto mental illness
stigma. Fear should theoretically relate to threats to physical safety, as it has shown to
relate to perceived dangerousness (e.g., Angermeyer et al., 2004; Corrigan et al., 2002,
2003). Anger should theoretically relate to threats to reciprocity by choice, as it has been
shown to relate to controllability beliefs (e.g., Corrigan et al., 2003). Pity should

theoretically relate to threats to reciprocity not by choice, as it has also been shown to
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relate to beliefs of controllability (negatively; e.g., Corrigan et al., 2003). However, the
previously highlighted limitations show that the sociofunctional approach could grant a
more nuanced and thorough framework to the study of emotional reactions toward people
with mental illness.

In sum, the sociofunctional approach to prejudice can likely conceptually extend
to mental illness stigma following from evidence that people often negatively view and
ostracize people with mental illness (e.g., Angermeyer & Matschinger, 2005; Corrigan,
2000; Link et al., 1999; Schomerus et al., 2012; Wood et al., 2014), indicating the
presence of perceived threat (Kurzban & Leary, 2001; Neuberg et al., 2000; Stangor &
Dovidio, 2000). Likewise, much research suggests that affective prejudice is felt toward
people with mental illness (e.g., Angermeyer et al., 2004; Corrigan et al., 2002, 2003),
and the precise explanations for these emotions are ripe for further exploration. The
sociofunctional approach to prejudice is a particularly useful theory for the
conceptualization of mental illness stigma because the theory offers specificity for
studying emotions and threats and offers a cohesive interpretational framework.
Furthermore, there are practical implications of examining the various threats and
emotional reactions toward mental illness; understanding precise perceived threats and
emotional reactions may help researchers determine how mental illness stigma and its
negative consequences may be reduced.

Other than generally apply the sociofunctional approach to prejudice to mental
illness, the sociofunctional approach can apply to an additional, specific problem within
mental illness stigma. Specifically, I will discuss an under-developed area of mental

illness stigma—comparisons of stigma across various important contexts—and how the
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sociofunctional approach is ideal to use to determine how mental illness stigma may vary
across social contexts. Next, | will describe how perceived threats may depend on

specific social contexts and group-specific functions.

Social Context and Salient Social Threats

The sociofunctional approach to prejudice is fundamentally a theory about
intergroup emotions, what specific intergroup threat precursors can tell us about
emotions, and the behavioral and motivational consequences of these emotions (Cottrell
& Neuberg, 2005; Neuberg & Cottrell, 2002). Recognizing threats and emoting in
response helps social groups attain their goals and maintain the functioning of the group.
Therefore, it is likely that the particular goals of the groups, or what is important to a
group at a particular time, will impact which threats are perceived to be most important at
any given time.

Important group goals are dependent on particular group contexts; not all groups
have the same goals. For example, on a school group project, students may strive for a
certain evaluative grade for the project, but the goal may change for the students once
they are playing a sports game. The goal in the latter situation becomes unrelated to a
grade; instead, the goal may be to win against the opposing team or to have fun. If social
group contexts in people’s lives impact salient goals, social contexts may also impact
relevant group threats. If the goal for a school project team is to receive a certain grade,
then group members may be very attuned to threats that might thwart that goal, such as if
another group engaged in academic dishonesty and copied the idea. In the sports game

context, the group may be more attuned to threats such as an opposing team that is made
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up of the fastest and most athletic players. People may be more or less attuned to specific
types of threats based on the social group context.

While an examination of group threats under the sociofunctional approach to
prejudice has not been directly compared across social contexts, the sociofunctional
approach has been applied to individual characteristics across social domains. For
example, Cottrell, Neuberg, and Li (2007) examined how individual characteristics are
perceived in various social contexts. They found that almost all social groups valued
trustworthiness and cooperativeness in group members, but other characteristics varied
depending on the social group. For example, conscientiousness and intelligence were
more desirable in a study group member, project team member, and employee, than in a
golf team member, sorority or fraternity member, or close friend. Tolerance was more
desirable for a study group member, project team member, sorority or fraternity member,
and close friend, than in a golf team member or an employee. Cottrell et al.’s (2007)
findings exemplify the idea that different group situations make different goals and needs
salient, and so people find certain characteristics more or less desirable to suit the
particular group goals. The same principle may apply to social groups and prejudice.
Different groups have different goals and needs, and so perceived threats of outgroups
may look different across these social groups.

In addition to Cottrell et al. (2007), other research has examined how people
emotionally react to outgroups in potentially different ways depending on social factors.
Specifically, the intergroup emotions theory (Mackie, Devos, & Smith, 2000; Smith,
1993) suggests that group emotion (and affective prejudice) changes based on social

identities that are most salient at a given time. For example, Mackie et al., (2000) found
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that people experience anger, fear, and contempt differently based on their perceived
ingroup at the time (and therefore the perceived outgroup). Furthermore, the emotions
were associated with appraisals about the ingroup, such as perceived ingroup strength.
Researchers have since found similar results by manipulating social identities and
observing consequential group emotions (e.g., Kuppens, Yzerbyt, Dandache, Fischer, &
van der Schalk, 2013; van Zomeren, Spears, & Leach, 2008; Yzerbyt, Dumont,
Wigboldus, & Gordijn, 2003). Kuppens and Yzerbyt, (2012) manipulated salience of
gender identity and found differences in how women perceived Muslims, both in terms
and emotional reactions and in perceived threats.

While the intergroup emotions theory does not offer the same explanatory
framework for distinct threats and emotions as does the sociofunctional theory, the
intergroup emotions theory does account for emotions experienced in intergroup contexts
and delineates the idea that emotions differ based on social group factors. The
sociofunctional approach subsumes and extends the intergroup emotions theory to offer
specific causes (i.e., threats) of intergroup emotions and functions of emotions (to
motivate alleviation of threats; Cottrell & Neuberg, 2005; Neuberg & Cottrell, 2002).
Therefore, because emotions can change based on ingroup context (i.e., intergroup
emotions theory; Mackie et al., 2000; Smith, 1993), it is probable that the threats that
provoke emotions between groups change between social contexts as well.

The current studies address two particular group contexts where the groups may
have different overall goals and may be attuned to very different threats: workplaces and
religious communities. Workplace and religious contexts were chosen primarily based on

their different functions and group goals and the way that people in these contexts may
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differentially attune to threats based on these goals, offering potential differentiation
under the sociofunctional approach to prejudice. Moreover, workplace and religious
communities have been examined (although not directly compared) in the mental illness
stigma literature, and it is apparent that people with mental illness may face distinct
challenges in the workplace and in religious communities that they may not encounter in
other contexts. The prevalence and importance of work and religion in many individuals'
everyday lives also make these particular contexts important to study. Next, I will discuss
mental illness stigma in the workplace and religious contexts and also discuss the goals

and threats that may be most relevant in each context.

Workplace Stigma

It is well-documented that people experience and/or anticipate stigma in the
workplace (Brohan et al., 2012; Fox, Smith, & Vogt, 2016; Jones, 2011). Many people
may choose not to disclose mental health concerns at work in order to avoid stigma
(Jones, 2011) or may partially or selectively disclose mental health information in order
to mitigate stigma (Brohan et al., 2012). Not disclosing can be problematic because
people with psychological disabilities may qualify for job accommodations, and so may
be set up for failure at work by not disclosing. Additionally, anticipated stigma may relate
to worse symptoms and decreased job performance for people with mental illness (Fox et
al., 2016). Moreover, worry over work-related consequences may also keep individuals
from seeking mental health treatment (Brown & Bruce, 2016), making workplace stigma
concerns a salient and potentially detrimental consequence for the well-being of people

with mental illness.
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People with mental illness may also be discriminated against in the workplace,
especially in the hiring process. Employers may be less likely to hire individuals with
psychiatric disabilities compared to individuals with other types of disabilities (Brohan et
al., 2012; Mendel, Kissling, Reichhart, Biihner, & Hamann, 2015). Furthermore,
emotional reactions toward people with mental illness may impact one's willingness to
engage in employment-related behaviors, such as helping someone with mental illness to
find or keep a job (Corrigan, Larson, & Kuwabara, 2007). Thus, mental illness stigma,
including the affective component, has many work-related consequences and requires
further investigation in order to be reduced.

While a direct comparison between workplace and nonworkplace-related stigma
has not yet occurred in the literature, qualitative research suggests that stigma operates
somewhat similarly in the workplace as it does outside of it (Krupa, Kirsh, Cockburn, &
Gewurtz, 2009). People in the workplace may be concerned about safety or perceived
dangerousness of coworkers with mental illness, and people with mental illness may
struggle with secrecy and concealing their mental illness in order to avoid stigma (Krupa
et al., 2009). However, there is also evidence that workplace related stigma may have
some differences to stigma in a general context. For example, responsibility or
controllability of illness do not appear to be as relevant of a theme in workplace stigma,
while concerns of incompetence appear to be especially relevant to workplace stigma, as
well as feelings that people with mental illness cannot handle stress of most jobs or need
too many special and unfair accommodations (Krupa et al., 2009). It appears that people
may be concerned about decreased productivity and may believe that people with mental

illness are an impediment or obstacle in the workplace.
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The study by Krupa et al. (2009) did not specifically examine resource-related
concerns of people with mental illness, but the themes they found about perceived
incompetence and about needing to make special accommodations for people with mental
illness may relate to concerns about resources. If people are perceived as less productive
and unable to complete work on par with other employees, they may be seen as
inefficient and a negative impact on the financial bottom line. There is also evidence that
companies prioritize financial stability and low costs when considering support for
people with mental illness. When discussing laws that help reduce structural
discrimination by decreasing mental healthcare costs and requiring employers to offer
benefits that accommodate people with psychological disorders, lawmakers and
businesspeople cite cost to businesses as a concern for such laws (Corrigan & Lam, 2007;
Levinson & Druss, 2000). Overall, people with mental illness may represent a financial
and resource cost to employers and workplaces.

Because there is some evidence that stigma in the workplace may have specific
facets that are more relevant (e.g., resource-related facets), and because workplace stigma
has serious consequences for people with mental illness (e.g., Brohan et al., 2012; Fox et
al., 2016), it is necessary to further understand workplace stigma. Understanding stigma
in the workplace could help inform workplace stigma interventions that seek to make
workplaces as inviting and non-stigmatizing as possible for people with mental illness. In
fact, many researchers call for workplace stigma interventions and stress the importance
of decreasing workplace stigma (Brohan et al., 2012; Thornicroft, Brohan, Kassam, &
Lewis-Holmes, 2008). However, there may be gaps in our knowledge of workplace

stigma, as a comprehensive examination of threats and prejudice has not yet been done,
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and we do not yet have direct comparisons between workplace stigma and general
stigma. A direct comparison would allow researchers to determine if and how workplace
stigma interventions need to be specially tailored. The sociofunctional approach to
prejudice is an ideal framework for such an endeavor because it offers a more
comprehensive method to determine specific threats (including resource-related threats,
which are often neglected in the mental illness literature) and emotions that people may
experience in the workplace toward people with mental illness. Furthermore, the
sociofunctional approach suggests that prejudice functions in order to further a group’s
goals and improve group functioning and survival, and workplaces may have some
unique or especially salient functions that could influence the threats people attune to in
the workplace.

Fundamentally, the workplace functions to serve the economy and resource-
related goals. Specific workplaces will have specific short- and long-term goals that
require group cooperation, but the primary goals of workplaces go back to resources in
some way. The fundamental economic functions of the workplace are seen in terms of
people earning wages through work, but also in that most workplaces operate by
providing a good or service in exchange for money. Therefore, because of the clear
economic and resource-related goals associated with workplaces, it is expected that
threats to resources would be especially relevant and salient in the workplace context.
Overall, examining perceived threats and emotion toward people with mental illness in

the context of the workplace is novel and may shed light on workplace stigma.
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Religion-Based Stigma

As in the workplace, there is evidence that people with mental illness are
stigmatized in specific ways in religious communities. For example, from a religious
perspective, mental illness could be caused by a lack of faith, by punishment from God,
or even by demonic forces controlling an affected individual (Rose, 1997; Stanford,
2007; Stanford & McAlister, 2008; Wesselmann & Graziano, 2010). Much research
focuses on Judeo-Christian faith groups, but qualitative research from people in a variety
of religious backgrounds suggests that religious-based stigma and believing in spiritually-
oriented causes and treatments of mental illness are themes across various religious and
ethnic groups (Cinnirella & Loewenthal, 1999). Religion-based stigma is problematic
because the stigma could prevent people with mental illness from feeling welcome in
religious communities and even affect their personal faith (Stanford, 2007). Given that
religion is an important aspect of many people’s lives, feeling rejected by a religious
community can feel like being rejected by God (e.g., Stanford, 2007). Because religion-
based stigma appears to be a unique problem, and because religion is an important aspect
in many people’s lives, it seems prudent to better understand the stigma of mental illness
in a religious context.

Interestingly, there have been no direct comparisons between stigma of mental
illness between religious versus non-religious individuals, nor between religious versus
non-religious contexts. Wesselmann and Graziano (2010) found that having religious
beliefs about mental illness was associated with having certain general/nonreligiously-
oriented beliefs about mental illness, but we do not know to what extent stigma differs

between religious and non-religious contexts. Additionally, while it appears that mental
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illness stigma has some unique themes within religious communities (e.g., Stanford &
McAlister, 2008; Wesselmann & Graziano, 2010), we do not know how the stigma
compares in terms of threats and emotional reactions. The sociofunctional approach to
prejudice is an ideal framework for examining mental illness stigma in a religious context
because it is more comprehensive and includes perceptions and emotions that may be
especially relevant in religious contexts, such as threats to morality, norm and purity
violations, and disgust.

One primary function of religion is to create a moral community and community
rituals centered around a deity (Graham & Haidt, 2010). If religious groups do serve as
moral communities, then religious groups are probably especially attuned to morality
norms and norm violations. According to the sociofunctional approach to prejudice
(Cottrell & Neuberg, 2005) and corroborating research (e.g., Graham, Haidt, & Nosek,
2009; Haidt & Joseph, 2004; Neuberg & Cottrell, 2002), value or moral violations are
typically met with disgust. Indeed, research suggests that religious individuals are attuned
to disgust and experience disgust after being exposed to religious outgroup (i.e., value
violating) literature (Ritter & Preston, 2011). Moreover, religion appears to be
intertwined with concerns of purity and cleanliness (Preston & Ritter, 2012). Religion
may also relate to increased guilt (e.g., Albertsen, O’Connor, & Berry, 2006), which may
correspond to perceived immorality within the ingroup (e.g., Cottrell & Neuberg, 2005;
Neuberg & Cottrell, 2002; Smith, 1993). Moreover, religious people may also have more
pity on people who are disadvantaged and may have charitable reactions in response
(Rose, 1997). Thus, religious communities may be generally concerned with purity and

morality concerns.
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Therefore, | expect that people in a religious context may be especially attuned to
certain threats under the sociofunctional approach to prejudice. Specifically, people in a
religious context may attune to threats to physical purity, moral purity, ingroup morality,
and reciprocity due to inability, and may therefore experience more physical disgust,
moral disgust, guilt, and pity. The beliefs that mental illness is caused by immorality,
punishment by God, or not having enough faith (Rose, 1997; Stanford, 2007; Stanford &
McAlister, 2008; Wesselmann & Graziano, 2010) may relate to the threat of perceived
value violation and the experience of disgust. People in a religious context may find
value threats to be more salient, and this could be one reason why specific aspects of
mental illness stigma (i.e., spiritually-oriented causes) appear in religious contexts.
People in a religious context may also be more attuned to prosocial responses and
experience more pity when encountering people with mental illness (Rose, 1997), or
could even experience more guilt if they perceive the ingroup/religious group to not be
meeting moral standards when faced with people with mental illness. Additionally, it
would be useful to compare stigma in the religious context to stigma in a more general
context. With a comparison of threats and emotions between religious and general
contexts, we can determine the specific challenges that people with mental illness face in

religious communities and may be able to better target stigma interventions.

The Present Studies
Overall, mental illness stigma is important to understand because it represents a
social-psychological barrier to treatment seeking and overall health and wellness (e.g.,
Corrigan, 2004; Hatzenbuehler et al., 2013; Livingston & Boyd, 2010). Mental illness

stigma also creates fewer opportunities and more discrimination in occupations, housing,
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the criminal justice system, and medical care (Corrigan et al., 2004; Lawrence & Kisley,
2010). Despite the prominence of mental illness stigma and its consequences in the
literature, researchers have yet to establish reliable, effective, and long-term stigma
interventions (Casados, 2017; Corrigan et al., 2012). More research is needed, especially
research that utilizes more nuanced approaches, in order to understand mental illness
stigma and how to decrease it. Ultimately, understanding emotional reactions and the
underlying causes of negative emotion toward mental illness could aid in creating
effective stigma interventions. Emotions more reliably predict behavior and
discrimination (Thornicroft et al., 2007), so research focusing on these important
emotional reactions and precursors to emotional reactions may bring us closer to reducing
mental illness stigma.

The current review demonstrates the overall usefulness of the sociofunctional
approach to prejudice and the ways in which this approach can expand to mental illness
stigma to provide a cohesive framework to explain emotional reactions toward people
with mental illness. Specific emotions have been associated with mental illness stigma
(e.g., Angermeyer et al., 2010; Corrigan et al., 2003), but we currently lack a coherent
and cohesive understanding of the causes of these emotions. As reviewed, the
sociofunctional approach to prejudice offers a way to systematically examine a broad
range of intergroup threats and emotions and may therefore offer insight into how
negative emotional reactions toward people with mental illness may be reduced. The
current review also highlights how mental illness stigma across contexts is understudied.
Specifically, workplaces and religious communities may be associated with specific and

salient goals, potentially making people more attuned to certain threats in these contexts.
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Therefore, the primary purpose of the current studies was to extend Cottrell and
Neuberg’s (2005) sociofunctional approach to prejudice to mental illness stigma, and the
second purpose was to extend the sociofunctional approach to examine whether the
threats posed by mental illness differ across social group contexts.

Study 1 determined how the sociofunctional approach to prejudice maps onto
mental illness stigma and identified the threats and emotions relevant to mental illness
stigma. The five primary emotions of the sociofunctional approach (i.e., anger, fear,
disgust, pity, and guilt; Cottrell & Neuberg, 2005) and their related threats were assessed.
Of note, disgust was broken into physical disgust and moral disgust because research has
distinguished between these two emotions and their threats utilizing the sociofunctional
framework (Cook et al., 2015). Cottrell & Neuberg (2005) also identified envy as an
intergroup emotion that is secondary to anger, but research has not found envy to be
strong in the context of mental illness stigma (Sadler et al., 2015) and was therefore not a
focus of the current studies. In Study 1, | determined whether specific threats map onto
theoretically corresponding emotions, and also determined whether threats and emotions
that have not previously been connected to mental illness stigma are endorsed. I also
determined the overall utility of assessing a broad range of threats and emotions by
examining whether a single measure of general threat better predicts emotion than
specific threats and also by determining how well the various emotional reactions predict
social distance toward people with mental illness.

Study 1 also examined and compared two specific mental illness target groups:
people with schizophrenia and people with depression. The various labels can inform

how people with mental illness, as a whole, are perceived as threats, but also highlights
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the potential differences between the schizophrenia and depression diagnoses.
Schizophrenia and depression are the two most commonly studied and compared
disorders in the mental illness stigma literature (Angermeyer & Dietrich, 2006) and are
also consistently perceived differently by the public (e.g., Angermeyer et al., 2010;
Angermeyer & Matschinger, 2003a; Norman et al., 2010; Schomerus et al., 2012; Wood
et al., 2014). In particular, schizophrenia is typically associated with more perceived
dangerousness, fear responses, and other negative stereotypes such as unpredictability,
but depression is typically associated with more perceived controllability of illness
(Angermeyer et al., 2010; Norman et al., 2010; Wood et al., 2014). Schizophrenia and
depression do not represent the spectrum of all mental illness diagnoses, but reflect two
differently perceived diagnoses and the most commonly compared diagnoses in the
literature. Therefore, the two diagnoses offer a starting point for determining whether and
how threats and emotional reactions may differ across diagnoses.

Lastly, context may impact perceptions of people with mental illness because
different social groups have different group goals, and therefore may perceive different
group threats. Study 2 determined if threats and emotions toward people with mental
iliness differed based on different salient contexts. | examined contexts of the company
workplace, religious community, and local community, which correspond to specific
goals and relevant threats salient in these contexts.

Specifically, the workplace is a group often centered on economic goals. Some
workplaces may be more ambiguous than others in terms of group goals or in terms of
offering an economical good or service for monetary exchange (e.g., independent

contractors or artists may not have clear group goals; public school teachers do offer a
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valuable service, although the payment for service is not by individual consumer). To
disambiguate the group goals and resource-related functions of the workplace in the
current research, | specified my workplace term as “the company workplace.” The
reference to a company workplace more clearly identifies the presence of a group with
cohesive goals, especially resource-related goals. Furthermore, the corporate workplace
may more clearly function to boost revenues and company value (Campbell, 2007). Due
to the economic orientation of company workplaces, the company workplace context was
hypothesized to be most associated with obstacle threats and their related emotion
(anger). Religious communities, groups centered on morality (Graham & Haidt, 2010),
purity (Preston & Ritter, 2012), and religion-based goals, were hypothesized to be most
associated with contamination and morality-related threats and their related emotions
(physical disgust, moral disgust, pity, and guilt). Lastly, these groups were compared to
the local community, which is an ingroup that has varying goals, and so represented a
more general prejudice context. Local communities are a general context that have a
variety of functions, from keeping people safe (such as through law enforcement) and
socializing people to comply with normative behavior (through laws, schooling, and
general group conforming), to being a cohesive and functioning group in terms of
overarching community goals. In sum, the local community context is a non-specific
context in terms of perceiving threats and emotions, and so is an ideal control group.
Neuberg and colleagues (Neuberg & Cottrell, 2002; Neuberg et al., 2000) have
also proposed moderators of perceived threats under the sociofunctional approach. Of
particular relevance, they posit that individual dependence on and investment in the

group could moderate perceived threats (Neuberg & Cottrell, 2002; Neuberg et al., 2000).
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Therefore, not only group context, but also one’s identification with the group
(resembling intergroup emotions theory) may impact to what extent threats are perceived
and emotions are experienced. Indeed, research has found that intergroup emotions
(although specific threats were not measured) depended on strength of identification with
an ingroup (van Zomeren et al., 2008). Therefore, the current studies also controlled for
participants’ personal identification with their experimentally assigned group.

The aims of the current studies were (a) to determine the threat and emotion
profiles of mental illness and show the effectiveness of using specific threats and
emotions to study mental illness stigma, (b) to compare perceived threats and emotions
across depression and schizophrenia diagnoses, and (c) to determine if perceived threats
and emotions differ across social contexts. Study 1 utilized a within-subjects, cross-
sectional design to determine the threat and emotion profiles of prejudice toward people
with mental illness (generally), schizophrenia, and depression. Study 1 also informed the
second aim, as differences across specific diagnoses were examined. Study 2 utilized a
between-subjects design to examine differences in threat and emotion profiles across
randomly assigned contexts of company workplace, religious community, and local
community. Together, these studies helped to answer questions concerning why mental
illness is threatening and how social factors may change perceived threats of mental
illness. Utilizing the sociofunctional approach to prejudice offers specificity and new
insight to mental illness stigma, which can ultimately be used in stigma reduction

interventions.
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CHAPTER TWO

Study 1

The purpose of Study 1 was to extend the sociofunctional approach to prejudice to
describe perceived threats and emotional reactions toward people with mental illness.
Study 1 informed Aim 1 by determining relevant threats and emotions toward people
with mental illness and showing the utility of using specific threats and emotions to
examine mental illness stigma. Study 1 also informed Aim 2 to determine differences in
perceived threats and emotions between targets with schizophrenia and depression
diagnoses. Overall, the sociofunctional approach to prejudice is based on principles that
specific emotional reactions to outgroup members correspond to specific threats to group
functioning and create motivation to alleviate the perceived threats (Cottrell & Neuberg,
2005). | intended to uncover ways in which people with mental illness threaten group
functioning by utilizing the threat-based, cohesive framework for emotional reactions.

Previous research on emotions toward people with mental illness primarily focused
on fear, anger, and pity responses (e.g., Angermeyer et al., 2010, 2004; Corrigan et al.,
2003). Furthermore, the precursors of these emotions are typically framed in terms of
iliness attributions or controllability of illness, and perceived dangerousness (Angermeyer
et al., 2004, 2014; Corrigan et al., 2003, 2002). The current study determined whether
other threats and emotions are relevant to mental illness stigma. In particular, disgust,
guilt, their associated threats, and additional threats that fall under obstacle threats have

not been directly studied in how people perceive people with mental illness. The current
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study also showed the utility of using the variety of specific threats by determining how
the specific threats may predict emotion better than a measure of general threat alone. In
addition, it showed how previously unexplored emotions of mental illness stigma (e.g.,
disgust and guilt) impact social distance more than fear, anger, and pity, alone.
Covariates were also examined to examine whether the effects held when controlling for
variables that may impact stigma of mental illness and emotion (familiarity with mental
illness, sex, age, and ethnicity).

The current study also examined different mental illness diagnoses under the
threat-based approach to gather information on how perceived threats and emotional
reactions may differ across specific diagnoses. In particular, | determined whether and
how perceived threats and emotional reactions toward “people with schizophrenia”
differed from those of “people with depression.” Schizophrenia and depression, two often
studied and compared mental illnesses in stigma research, tend to evoke different
reactions from people. In particular, schizophrenia is associated with greater perceived
dangerousness and fear responses, and depression is associated with more perceived
controllability (e.g., Angermeyer et al., 2010; Norman et al., 2010; Wood et al., 2014).
Therefore, different threat and emotion profiles between diagnostic labels were expected
to be uncovered. The primary study hypotheses, which were preregistered on Open
Science Framework were as follows:

1. Within each mental illness label (i.e., the general label, schizophrenia label,

and depression label), | hypothesized that obstacle-related threats would
predict anger, safety related threats would predict fear, physical contamination

threats would predict physical disgust, value contamination threats would
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predict moral disgust, reciprocity threats by inability would predict pity, and
threats to group morality would predict guilt when controlling for the other
classes of threat and covariates. These predictions would replicate some of
Cottrell and Neuberg’s (2005) work, but in a new outgroup: people with mental
illness.

I hypothesized that specific perceived threats would account for significant
additional variance of the emotional reactions than a measure of general threat
alone, further showing utility of examining specific threats.

I hypothesized that, as the current literature would suggest, mental illness
stigma would generally be characterized by fear, anger, pity, and threats related
to controllability and physical safety; however, | also hypothesized that
previously unexamined threats and emotional reactions would be uncovered.
Mainly, I hypothesized that people would perceive threats to group
cooperation, group resources, values, physical health, and ingroup morality,
and express physical disgust, moral disgust, and guilt at levels greater than
zero.

If physical disgust, moral disgust, and/or guilt were found to be relevant to
mental illness stigma, | further hypothesized that these emotions would explain
additional variance in a measure of social distance than using fear, anger, and
pity alone, showing further utility of researching a broader range of emotional
reactions to mental illness.

I hypothesized that people would perceive different threats and express

different emotions toward people with schizophrenia relative to people with
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depression. Specifically, | hypothesized that schizophrenia would be associated
with more fear and safety threat and more pity and its related threat, and that
people with depression would be the target of more threat to reciprocity by
choice. Exploratory comparisons were made of other threats and emotions that

have not yet been tied to stigma of mental illness.

Exploratory Hypotheses

In addition to the primary hypotheses listed above, | explored whether there were
threats currently not included in the sociofunctional approach that are relevant to people
with mental illness. | based several new threats off existing literature to see if these
additional threats predicted emotion beyond the specific threats currently outlined by the
sociofunctional approach. Specifically, | explored spiritual threats to explore whether
people view mental illness as a spiritual problem (i.e., Stanford, 2007; Wesselmann &
Graziano, 2010), work-specific and alternative resource threats to explore if people with
mental illness are perceived as a problem at work or are seen as requiring a lot of time (as
a resource). Social awkwardness is also a common stereotype or concern that people have
when interacting with people with mental illness (Norman et al., 2010), or people may
feel uncertain of how to interact with or help a person with mental iliness. Moreover,
some people may have concerns that mental illness is contagious (Overton & Medina,
2008).

| also explored positive emotion in the current study. In the sociofunctional
approach to prejudice, positive emotion is not represented as emotion that is relevant to
prejudice. However, some theories would suggest that negative emotion and positive

emotion are independent in relation to prejudice. For example, people may feel
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negatively toward a group of people, but also positively (e.g., admiration and envy
toward Asians; Fiske et al., 2002). Thus, | explored how positive emotion may relate to
stigma of mental illness and the threats outlined by the sociofunctional approach to
prejudice.

Lastly, I explored a competing hypothesis that attributions (e.g., attribution
theory; Weiner, Perry, & Magnusson, 1988) and other commonly held beliefs about
mental illness may better predict emotions toward people with mental illness.
Attributions are commonly studied in the mental illness literature, and perhaps this is
because of its utility as a theory and strong effects. Other beliefs commonly held and
studied in the literature include perceived differentness, perceived dangerousness, and
perceived prognosis for people with mental illness (e.g., Norman et al., 2010; Schomerus
et al., 2014). To determine whether the sociofunctional approach to prejudice would
contribute to our understanding of mental illness stigma beyond attributions, | explored
whether specific threats would predict emotional reactions toward people with mental

illness when controlling for attributions and other commonly held and studied beliefs.

Method

Participants

Study 1 had 394 participants who were workers on Amazon’s Mechanical Turk
(MTurk). MTurk workers were appropriate participants for the current study because they
are more diverse than college student samples and are similar to other internet-based
samples (Buhrmester, Kwang, & Gosling, 2011). A large portion of the sample indicated

that they had been diagnosed with some mental illness by a professional at some time in
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their life (48.5%). The most frequently endorsed diagnoses were generalized anxiety
disorder (22%), major depression (21%), and social anxiety disorder (13%), and
participants could indicate more than one diagnosis. However, only approximately 24%
of the sample indicated that they believed they currently had a mental illness. About four
percent of participants also indicated they identified as a person with schizophrenia, and
25% believed they were a person with depression. People who both indicated that they
had been diagnosed with a mental illness and indicated that they identified as a person
with mental illness were removed from analyses (people who indicated they were a
person with depression, but not a person with mental illness were retained). Additionally,
one individual who did not indicate that they were male or female was removed from

analyses for consistency among analyses that used gender as a covariate.

Final sample. In the final sample, there were 305 participants who did not
indicate both a history of mental illness and currently identify as a person with mental
illness. Age ranged from 20 to 77 (M = 40.65, SD = 12.26) and 54% of the sample
identified as female. Seventy-six percent of the sample identified as White/Caucasian,
9% of the sample identified as Black/African American, 6% identified as Asian/Pacific
Islander, 4% identified as Hispanic/Latino, 1% identified as Native American, and 3%
identified as Other or biracial. All participants indicated that they had completed high
school or earned their GED and 55% completed at least a bachelor’s degree.

Quality of data was increased in a variety of ways. First, | utilized a supplemental
platform for the MTurk HIT, Turk Prime (Litman, Robinson, & Abberbock, 2016). Turk
Prime hosts MTurk HITs and allows researchers to utilize specific features that help

assure data quality. For example, | utilized the feature to block multiple IP address and
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suspicious geolocations. These features were utilized in response to recent concerns that
workers on MTurk may be exploiting the platform by using scripts and robot-assistance
to complete HITs and/or may be utilizing multiple accounts and virtual private networks
(VPNSs; Dennis, Goodson, & Pearson, 2018). Certain locations for the hosting servers for
these VPNs have been identified in certain geolocations (i.e., the suspicious
geolocations). Additionally, the sample included workers who had at least a 95%
acceptance rate on MTurk, increasing data quality (Peer, Vosgerau, & Acquisti, 2014).
The sample size also does not include workers who missed more than 50% of attention
checks (e.g., “How many hours are in a day?” “Mental illness is not for robots, please
click strongly agree.”) and participants who provided nonsensical responses to two or
more short answer questions (e.g., Q: “What other challenges, if any, do people with
mental illness pose to people like you?” A: “Good” “yes” “1,” etc.). Free response
answers that do not make sense are the best way to catch responders who may be

cheating the MTurk platform (Dennis et al., 2018).

Power. Prior to data collection, | conducted a power analysis using G*Power
(Faul, Erdfelder, Lang, & Buchner, 2007). To detect the presence of a small effect
(Cohen’s d = 0.20; compare to 1 on the threat and emotion scales) of the various threats
and emotions, 328 participants were needed. Power under these conditions would be
adequate and would allow for a conservative correction for multiple one-tailed tests (1-p
=.80, a =.05/17 =.0029). To detect small to medium differences (Cohen’s d = .35,
Norman et al., 2010; Wood et al., 2014) between mental illness labels using a within-
subjects design, 124 participants were needed (1-p = .80, a.=.05/17 = .0029). Therefore,

| aimed for 328 participants by oversampling by 20% (obtaining 328*1.20 = 394
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participants), which was needed to account for excluding participants who identified as a
person with mental illness and therefore may not have recognized people with mental
illness as an outgroup. Recent twelve-month prevalence rates of any mental illness in
adults in the United States is approximately 18% (Substance Abuse and Mental Health
Services Administration, 2017). In actuality, the final sample had 305 participants who
did not indicate that they were not a person with mental illness. With 305 participants, it
was possible to detect small effects on endorsement of threats and emotion and small
differences between the schizophrenia and depression targets (Cohen’s ds = .21) and with
adequate power and conservative corrections. It was also possible to detect associations
as small as .16 between variables, which are similar in size to those found by Cottrell and

Neuberg (2005).

Materials

Threats. Perceived threats to people with mental illness, schizophrenia, and
depression were measured using a revised measurement based on that of Cottrell and
Neuberg (2005). Several of the revised items have been used by Cook et al. (2015). There
were 11 threats with two items measuring each. The threats included threat to reciprocity
by choice (e.g., “People with mental illness, as a group, choose to take more from people
like me than they give back.”), threats to reciprocity by inability (e.g., “People with
mental illness, as a group, are unable to contribute to people like me as much as they
take.”), threats to physical safety (e.g., “People with mental illness, as a group, endanger
the physical safety of people like me.”), threats to property (e.g., “People with mental

illness, as a group, take and/or damage the personal property or resources of people like

40



me.”), threats to values (e.g., “People with mental illness, as a group, possess values that
directly oppose the values of people like me.”), threats to personal freedoms (e.qg.,
“People with mental illness, as a group, limit the personal freedoms of people like me.”),
threats to physical health (e.g., “People with mental illness, as a group, increase the risk
of physical illness for people like me.”), threats to economic resources (e.g., “People with
mental illness, as a group, take economic opportunities away from people like me.”),
threats to ingroup morality (e.g., “People with mental illness, as a group, remind people
like me of our previous wrong doings.”), threats to group cooperation (e.g., “People with
mental illness, as a group, make it difficult for things to run smoothly for people like
me.”), and threats to trust (e.g., “People like me cannot trust people with mental illness,
as a group.”). General threat was also measured with two items (e.g., “People with mental
illness, as a group, pose a challenge to people like me.”). Items were rated on a scale
from 1 (Not at all) to 9 (Extremely) and averaged such that a higher score indicated more
perceived threat. Correlations between items of each threat in the current sample were
similar to those reported in previous research (rs > .62 across all labels).

Additional threats were also included. These were, “People with mental illness, as
a group, pose a spiritual threat to people like me; are dangerous on a spiritual level for
people like me; make people like me vulnerable to spiritual attack; create more work for
people like me; make people like me look inferior in our work; are socially awkward
around people like me; make people like me aware of our lack of helping; represent a
large financial expense for people like me; take too much time from people like me;
increase the risk of mental iliness for people like me.” These additional threats were rated

on the same scale such that a higher score indicated more perception of these threats.
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Emotions. Emotions were measured using a revised measurement based on
Cottrell and Neuberg’s (2005) instrument. Some of the revised items have since been
used by Cook et al. (2015). Of note, disgust was measured using both physical and moral
disgust items for greater specificity, and have shown differentiation (e.g., Cook et al.,
2015). Each emotion was measured with two to four items and | measured the emotions
that corresponded to my hypotheses: anger (e.g., “How mad are you at people with
mental illness, as a group™), fear (e.g., “How frightened are you at people with mental
illness, as a group™), physical disgust (e.g., “How physically sickened are you at people
with mental illness, as a group”), moral disgust (e.g., “How morally disgusted are you at
people with mental illness, as a group™), pity (e.g., “How much do you pity people with
mental illness, as a group™), and guilt (e.g., “How guilty do people with mental illness, as
a group, make you feel”). General negative emotion was also measured (e.g., “How much
do you dislike people with mental illness, as a group?”’). Items were rated on scales from
1 (Not at all) to 9 (Extremely) and averaged such that a higher score indicated more
expressed emotion. Correlations between anxiety and fear items (rs > .76) and anger and
resentment items (rs > .86) were high and were combined as they were in previous
research (Cottrell & Neuberg, 2005). Correlations between items of each emotion in the
current sample were moderate to strong (rs > .52 across all labels).

For exploratory analyses, positive emotions were also assessed. General positive
emotion was measured with two items (“How positive do you feel...” and “How much do
you like...”) and sympathy was measured with two items (“How much compassion...”
and “How much sympathy...” ) that were also used by Cottrell and Neuberg (2005), but

were used as distractor items. Other positive emotions were determined based on feeling
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happy and feeling admiration and respect for people with mental illness (e.g., “How
happy do you feel when you think about people with mental illness as a group” and “How

much do you respect people with mental illness as a group?”).

Social distance. A social distance scale was used to measure social or behavioral
avoidance of people with mental illness. The social distance items were originally
developed by Link, Cullen, Frank, and Wozniak (1987) and have since been used in
several studies as a dependent variable of negative emotion (e.g. Angermeyer &
Matschinger, 2003b; Angermeyer et al., 2004). Seven items measure behavioral
intentions to interact with an outgroup member, with items such as “How would you feel
about renting a room in your home to someone with mental illness?” rated from 1 (in any
case) to 4 (in no case at all), such that a high score indicates more desired social distance.

Internal consistency for the items was high (a = .89).

Familiarity with mental illness. A measure of familiarity of mental illness
(Holmes, Corrigan, Williams, Canar, & Kubiak, 1999) used a checked-box format where
participants indicated levels of familiarity of mental illness ranging from 1 (I have never
observed a person that | was aware had a severe mental illness) to 12 (I have a severe
mental illness). Participants could check multiple boxes, but the highest box checked
indicated an individual’s score, with a higher score indicating more familiarity with

mental illness.

History of mental illness diagnosis. To determine which participants needed to be
excluded based on mental illness diagnoses, | asked not only about diagnosis history, but

also about one’s identification with having a mental illness. The items were “Have you
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been previously diagnosed with a mental illness by a doctor or mental health
professional?” (answered yes/no), and “Do you identify as a person with mental illness; a
person with schizophrenia; a person with depression?” (three separate questions answered
yes/no). Participants had to respond “yes” to the first two questions to be excluded. This
method was expected to preserve sample size, as exclusion based on any mental illness
diagnosis may drastically reduce sample size. Furthermore, the reason why people with
mental illness should be excluded is so that people with mental illness are considered an
outgroup to the participants. Therefore, asking about one’s personal identification as a
person with mental illness was meant to retain participants that have perhaps been
diagnosed with a mental illness a long time ago, but no longer experience symptoms, or
people who have been prescribed medicine for mental health issues but do not identify as

having a mental illness.

Attributions and beliefs. Items previously used by Schomerus and colleagues
(2014) were included to measure participants’ endorsement of onset responsibility of
iliness (“People with mental illness have themselves to blame for getting their
condition. ), offset responsibility (“People with mental illness have to pull themselves
together to get well again.”), perceived differentness ( “Somehow people with mental
illness are complete different from other people.”), perceived dangerousness (“People
with mental illness are dangerous. ”), and prognosis (“With treatment, the condition of
people with mental illness can improve markedly.”). ltems were rated on a likert scale

from 1 (strongly disagree) to 5 (strongly agree).
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Procedure

Participants were recruited online from Amazon’s Mechanical Turk (MTurk).
Participants provided consent online and were given a small monetary compensation
(%$1.05) in exchange for participation. Participants first responded to threat and emotion
questions with “people with mental illness” as the target group. They then responded to
the threats and emotions of “people with schizophrenia” and “people with depression” in
a randomized order. The general category went first in all cases because people’s schema
of “mental illness” could be influenced by prior thinking about people with schizophrenia
and people with depression. Participants then indicated other beliefs about mental illness,
including attributions and other measures not used in analyses for the current study.
Participants also indicated their familiarity with mental illness. Lastly, participants
responded to demographic questions and indicated whether they have ever been
diagnosed with a mental illness and/or identify as a person with mental illness.

Participants were debriefed.

Data Analysis

Analyses were performed in R (version 3.5.1, R Core Team, 2018). Participants
who indicated having been diagnosed with a mental illness and identified as a person
with mental illness were excluded from analyses, as these individuals may not see people

with mental illness as an outgroup.

Hypothesis 1. | looked at the mental illness target label separately. I mirrored some
of the analyses of Cottrell and Neuberg (2005) and performed one multiple regression for

each emotion. Each class of threat (obstacle, physical safety, physical contamination,
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moral contamination, reciprocity by inability, and ingroup morality threats) was
simultaneously entered as predictors in each regression, and it was determined which
type of threat best predicts each emotion (anger, fear, physical disgust, moral disgust,
pity, and guilt), controlling for the other types of threats. | tested my hypothesis by
determining which threats were significant predictors of each emotion (p < .05, two-

tailed) when controlling for the other types of threats.

Hypothesis 2. | performed multiple regression with each emotion as a dependent
variable. | compared the variance explained with the general threat entered first as a
single predictor, to the variance explained when the all of the emotion-specific threats
were included with the general threat. It was expected that the specific threats would add

significant variance (AR?) over the general threat alone.

Hypothesis 3. | looked at the general “mental illness” label only and used one-
sample t tests to determine whether people endorse specific perceived threats and
emotions above zero. | compared the sample value to 1.00 (the lower end point) for the
specific threats and emotions. There were seventeen tests in total, and | used a Bonferroni
correction for each test (p < .05/17 = .0029). Specifically, | tested threats to resources,
property, freedoms, reciprocity by choice, social coordination, trust, physical safety,
physical health, values, reciprocity by inability, and perceived ingroup morality, as well
as anger, fear, physical disgust, moral disgust, pity, and guilt toward people with mental
illness. One-sample t tests provided the information necessary to determine whether

specific threats and emotions are endorsed toward people with mental illness.
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Hypothesis 4. | used multiple regression to predict social distance scores. |
compared variance explained when fear, anger, and pity were entered as predictors of
social distance (as these are currently the primary emotions studied in the literature) to
the variance explained when physical disgust, moral disgust, and guilt were also
included. If disgust and/or guilt were found to be relevant to mental illness stigma
(Hypothesis 3), then it was expected that they would account for additional variance
(AR?) in social distance above fear, anger, and pity alone. If disgust and/or guilt were
found to be irrelevant to mental illness stigma, then | did not expect that they would

explain variance in social distance.

Hypothesis 5. | planned for dependent samples t tests to determine whether the
schizophrenia and depression target groups differed across the threats and emotions.
However, the differences between the paired data were not normally distributed for any
comparisons, suggesting that an assumption freer test was more appropriate and would
preserve power. Therefore, Wilcoxon T comparisons were used to test whether there

were differences between the schizophrenia and depression targets (p < .05/17 =.0029).

Results

Missing Data

There were a small number of cases with missing data on an item-level for the
threat and emotion measures. Because the very small amount of missing data was missing
at random (three or fewer missing values on 13 total items across all participants and

items) it was deemed adequate to utilize expectation maximization (EM), a single
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imputation method. This technique may be acceptable for various degrees of missingness,
including missingness found in the present study, and has advantages over more
conventional missing data techniques (Musil, Warner, Yobas, & Jones, 2002; Rubin,

Witkiewitz, Andre, & Reilly, 2007).

Descriptive Statistics

Means, standard deviations, skew, and kurtosis for the threat and emotion
variables are in Table 2.1. The descriptive statistics suggest that there was positive skew
in the variables (sk > 0), especially in the emotion variables; many people responded that
they did not (at all) have these perceptions of or emotions toward people with mental
iliness. While a few variables were outside of the acceptable range of skew (sk > 1),
standard analyses were performed assuming robustness of the statistics to non-normality,
and patterns of results with transformed variables are also discussed when appropriate.

Additionally, Table 2.2 shows large correlations among variables. For each
regression model described, variance inflation factors (VIFs) were calculated to measure
multicollinearity. In models involving the obstacle, safety, health, values, reciprocity, and
ingroup morality threats entered as simultaneous predictors, there was problematic
multicollinearity (i.e., VIFs > 10; Cohen, Cohen, West, & Aiken, 2003). In particular, the
obstacle threat showed redundancy with the other threats (VIF = 10.79). However, the
correlations observed among the variables indicated that the individual obstacle threats
did not consistently correlate with another class of threats. Generally, each obstacle threat
shared different patterns of correlations with the other variables and sometimes correlated
more strongly with threats of other classes than threats within the obstacle class. This

made it difficult to determine whether the multicollinearity could be reduced by
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combining certain threat variables. Therefore, threat variables were not combined and
were interpreted according to the original theory; however, multicollinearity will be

discussed throughout the results, as relevant to the hypotheses.

Table 2.1

Descriptive Statistics for Threats and Emotion toward People with Mental IlIness

Variable M SD Skew  Kurtosis
General Threat 3.13 2.14 0.72 -0.76
Trust 3.20 2.11 0.71 -0.56
Social Coordination 2.89 2.07 1.01 -0.02
Resources 2.52 1.91 1.28 0.85
Property 2.90 1.95 0.90 -0.18
Freedoms 2.64 2.04 1.14 0.08
Reciprocity by Choice 3.07 1.98 0.69 -0.66
Obstaclest 2.87 1.82 0.88 -0.22
Safety 3.20 2.08 0.73 -0.54
Health 2.43 1.87 1.33 0.89
Values 2.60 1.89 1.09 0.13
Reciprocity by Inability 3.53 2.08 0.45 -0.82
Perceived Ingroup Morality 2.42 191 1.28 0.55
General Dislike 2.25 1.81 1.68 2.10
Anger 1.96 1.70 1.97 2.88
Fear 3.05 1.93 0.84 -0.10
Physical Disgust 1.94 1.68 1.98 3.01
Moral Disgust 1.97 1.82 1.96 2.80
Pity 5.33 2.26 -0.24 -0.83
Guilt 2.40 1.79 1.25 0.58
Social Distance 19.92 6.65 -0.03 -0.48

Note. N = 305. M = mean. SD = standard deveiation. *Obstacle threat was
an average of trust, social coordination, resources, property, freedoms,
and reciprocity by choice threats.

Hypothesis 1: Specific Threats Predict Specific Emotions

To determine which group threats predicted each emotion toward people with
mental illness, each threat was entered as a predictor. As described above, there was
evidence of multicollinearity when obstacles were entered as a single class of predictors,
but combining predictors would not help the theoretical model. Thus, for each criterion, I

used the classes of threats as predictors, as planned. The planned model is shown without
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(Model 1) and with the inclusion of relevant covariates (Model 2; familiarity with mental
illness, age, sex, and ethnicity).

Diagnostics on each model were also performed. The distributions of residuals
and heteroscedasticity were examined for each model. For most models, residuals were
normally distributed, although some were not normally distributed when plotted. This
was probably due to skewness in some of the variables and heteroscedasticity. To
determine heteroscedasticity, the non-constant variance score test was performed. All
models showed heteroscedasticity except for the models involving pity as the dependent
variable (i.e., Breusch-Pagan y°s > 37.92, p < .001; Breusch & Pagan, 1979). Overall,
because of some skew present in all variables, | decided to use HC3 robust standard
errors for all regression analyses, which are shown in each table below. Even when
heteroscedasticity is not present, these robust standard errors have been shown to be
similar to using the ordinary least squares standard errors (Long & Ervin, 2000). Using
log-transformed variables also did not change the main pattern of results, nor did they
show better fit for each model in terms of R?.

Additionally, | examined the results when cases who were multivariate outliers
(i.e., +/- 3 on studentized residuals), high in leverage, and high in influence in each model
were removed. The general patterns of results were similar with and without these cases;
however, about 70 cases were removed from each model when problematic cases were
removed. This high proportion of cases suggests that being a “problematic” case by
standard conventions was not necessarily uncommon in this sample and that it may be
more problematic to remove such a large number of cases from analyses. Removing the

cases tended to increase model fit and increase regression coefficients, suggesting that
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Table 2.2

Correlations among Threats and Emotions

Variable 1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 17 18 19 20
1. General Threat
2. Trust .67
3. Social

Coordination 66 .79
4. Resources .60 .68 .78
5. Property .67 80 .85 .77
6. Freedoms .68 75 82 .83 .80
7. Reciprocity by 69 79 80 78 .80 .77

Choice
8. Obstacles! 73 89 92 89 .92 91 .91
9. Safety 68 8 76 71 8 79 .76 .86
10. Health 61 69 75 80 76 81 .71 .83 .73
11. Values g2 7% 79 83 8 B8 78 .88 .76 .82
12 Reciprocity by g3 68 68 63 69 62 79 75 65 .59 .62

Inability
13 Perceived 5 67 73 g0 71 82 68 8 .66 79 83 55

Ingroup Morality
14. General Dislike 59 67 69 71 66 71 70 .76 66 63 .73 59 .64
15. Anger 54 60 69 72 65 71 65 74 60 69 75 .49 69 .84
16. Fear 59 70 59 52 62 58 60 .67 .70 48 59 56 .49 69 61
17. Physical Disgust 57 63 69 .74 64 75 62 .75 63 .75 75 b2 .76 .82 .84 .63
18. Moral Disgust b5 58 63 73 62 72 63 72 61 74 75 45 71 78 .86 56 .84
19. Guilt 44 46 50 53 45 52 47 54 45 56 54 44 62 59 67 53 71 64
20. Pity A5 14 09 01 .10 03 08 .08 .15 -01 .06 .14 02 11 .09 33 .09 .05 .22
21. Social Distance 38 59 45 38 49 42 48 52 50 34 39 46 32 38 28 49 31 28 .23 .19

Note. N = 305. *Obstacle threat was an average of trust, social coordination, resources, property, freedoms, and reciprocity by choice threats.
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results shown here are perhaps more conservative. Removing these cases also did not

tend to improve heteroscedasticity nor multicollinearity.

Anger. As shown in Table 2.3, obstacle and value threats were statistically
significant predictors of anger when controlling for the other threat class predictors.
When covariates were included, the results remained similar. Additionally, females
endorsed significantly less anger, and increases in age were also associated with less
anger. The hypothesized threat class was obstacle threat, thus, the hypothesis regarding
anger was supported. Obstacle threats did predict anger when controlling for covariates,

although threat to values was also a strong predictor.

Fear. As shown in Table 2.4, threat to group safety was a statistically significant
predictor of fear when controlling for the other threat class predictors, as hypothesized.
The effect held when covariates were included. Thus, the hypothesis regarding fear was

supported. Additionally, threat to health was associated with less fear.

Physical disgust. As shown in Table 2.5, threats to health and perceived ingroup
morality were statistically significant predictors of physical disgust when controlling for
all classes of threats. These positive associations held when covariates were included.
Additionally, females endorsed significantly less physical disgust. The hypothesized
threat class was threat to health; thus the hypothesis was supported, although it was not

expected that threat to perceived ingroup morality would also be a strong predictor.
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Table 2.3

Regression Results of Threats Predicting Anger

Predictor Model 1 95% ClI Model 2 95% ClI

b [LL, UL] b [LL, UL]
Intercept 0.12 [-0.11, 0.34] 0.85* [0.18, 1.52]
Obstacles 0.40* [0.08,0.73] 0.40* [0.09, 0.72]
Safety -0.09 [-0.23, 0.05] -0.07 [-0.20, 0.07]
Health 0.09 [-0.11, 0.30] 0.11 [-0.09, 0.31]
Values 0.32**  [0.10, 0.55] 0.32** [0.10, 0.55]
Reciprocity by Inability -0.07 [-0.20, 0.05] -0.10 [-0.24, 0.04]
Perceived Ingroup Morality 0.07 [-0.13, 0.27] 0.02 [-0.17,0.21]
Familiarity 0.02 [-0.02, 0.06]
Female -0.45**  [-0.72,-0.18]
Age -0.01*  [-0.02, -0.00]
Non-White -0.29 [-0.62, 0.04]
RZ B1F** B3F**
AIC 918.54 906.83
BIC 948.31 951.48

Note. N = 305. b indicates the unstandardized regression weights. LL and UL indicate the

lower and upper limits of a confidence interval, respectively. Robust standard errors are shown.

*p < .05, ** p < .01, ***p < .001.

Table 2.4

Regression Results of Threats Predicting Fear

Predictor Model 1 95% Cl Model 2 95% ClI
b [LL, UL] b [LL, UL]
Intercept 0.74***  [0.48, 1.00] 0.63 [-0.18, 1.44]
Obstacles 0.26 [-0.11, 0.64] 0.26 [-0.11, 0.64]
Safety 0.46***  [0.24, 0.68] 0.46*** [0.24, 0.68]
Health -0.29* [-0.57, -0.00] -0.29* [-0.58, -0.00]
Values 0.19 [-0.09, 0.48] 0.19 [-0.10, 0.48]
Reciprocity by Inability 0.10 [-0.05, 0.26] 0.11 [-0.05, 0.27]
Perceived Ingroup Morality -0.04 [-0.26, 0.18] -0.03 [-0.25, 0.19]
Familiarity -0.02 [-0.07, 0.03]
Female 0.11 [-0.22, 0.45]
Age 0.00 [-0.01, 0.02]
Non-White -0.02 [-0.42, 0.39]
RZ 53*** Bh*r**
AIC 1048.80 1055.64
BIC 1078.56 1100.29

Note. N = 305. b indicates the unstandardized regression weights. LL and UL indicate the lower
and upper limits of a confidence interval, respectively. Robust standard errors are shown.
*p <.05, ** p <.01, ***p < .001.

53



Moral disgust. As shown in Table 2.6, threats to health and values were
statistically significant predictors of moral disgust when controlling for all classes of
threats. When covariates were included, the pattern of results were the same.
Additionally, females endorsed significantly less moral disgust. The hypothesized threat
class was threat to values; thus the hypothesis was supported. However, threat to health

was also a predictor of moral disgust.

Pity. As shown in Table 2.7, threat to safety positively predicted pity when
controlling for all classes of threats. When covariates were included, familiarity with
mental illness and age were positively associated with pity, and safety threats remained a
statistical predictor of pity. The hypothesized threat class for pity was threat to reciprocity
due to inability, which was not a significant predictor and which only shared a trivial

positive correlation with pity. The hypothesis for pity was not supported.

Guilt. As shown in Table 2.8, threats to reciprocity due to inability and perceived
ingroup morality were statistically significant predictors of guilt when controlling for all
classes of threats. When covariates were included, the pattern of results was the same,
and females endorsed significantly less guilt. The hypothesis for guilt was supported,

although the association with threat to reciprocity due to inability was unexpected.
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Table 2.5

Regression Results of Threats Predicting Physical Disgust

Predictor Model 1 95% ClI Model 2 95% ClI

b [LL, UL] b [LL, UL]
Intercept -0.00 [-0.23,0.22] 0.36 [-0.32, 1.04]
Obstacles 0.17 [-0.10, 0.44] 0.17 [-0.10, 0.44]
Safety -0.03 [-0.18, 0.11] -0.01 [-0.16, 0.14]
Health 0.24* [0.02, 0.45] 0.24* [0.02, 0.46]
Values 0.14 [-0.05, 0.33] 0.13 [-0.06, 0.32]
Reciprocity by Inability -0.01 [-0.12, 0.11] -0.02 [-0.14, 0.09]
Perceived Ingroup Morality  0.26**  [0.09, 0.43] 0.24** [0.06, 0.41]
Familiarity -0.00 [-0.04, 0.03]
Female -0.36**  [-0.61,-0.11]
Age -0.00 [-0.01, 0.01]
Non-White -0.13 [-0.41, 0.14]
RZ BE*** BB***
AIC 874.47 872.16
BIC 904.23 916.80

Note. N = 305. b indicates the unstandardized regression weights. LL and UL indicate the lower
and upper limits of a confidence interval, respectively. Robust standard errors are shown.

*p < .05, ** p < .01, ***p < .001.

Regression Results of Threats Predicting Moral Disgust

Table 2.6

Predictor Model 1 95% Cl Model 2 95% ClI

b [LL, UL] b [LL, UL]
Intercept 0.05 [-0.17,0.27] 0.84* [0.12, 1.55]
Obstacles 0.20 [-0.09, 0.49] 0.19 [-0.10, 0.49]
Safety -0.01 [-0.17,0.14] 0.01 [-0.15, 0.18]
Health 0.29* [0.04, 0.54] 0.29* [0.05, 0.54]
Values 0.28* [0.05, 0.52] 0.28* [0.04, 0.51]
Reciprocity by Inability -0.11 [-0.24,0.02] -0.12 [-0.26, 0.02]
Perceived Ingroup Morality 0.14 [-0.05, 0.34] 0.10 [-0.10, 0.30]
Familiarity 0.00 [-0.04, 0.05]
Female -0.37* [-0.66, -0.08]
Age -0.01 [-0.02, 0.00]
Non-White -0.18 [-0.51, 0.16]
RZ .62*** .64***
AIC 950.86 946.13
BIC 980.62 990.78

Note. N = 305. b indicates the unstandardized regression weights. LL and UL indicate the lower
and upper limits of a confidence interval, respectively. Robust standard errors are shown.

*p < .05, ** p < .01, ***p < .001.
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Table 2.7

Regression Results of Threats Predicting Pity

Predictor Model 1 95% ClI Model 2 95% ClI
b [LL, UL] b [LL, UL]
Intercept 4.72%**  [4.17,5.27] 1.92%** [0.95, 2.89]
Obstacles -0.14 [-0.67,0.40] -0.12 [-0.63, 0.38]
Safety 0.35* [0.06, 0.64] 0.30* [0.03, 0.58]
Health -0.34 [-0.69,0.02] -0.25 [-0.56, 0.06]
Values 0.08 [-0.27,0.42] 0.12 [-0.18, 0.42]
Reciprocity by Inability 0.16 [-0.03, 0.35] 0.10 [-0.09, 0.28]
Perceived Ingroup Morality -0.03 [-0.29, 0.23] 0.03 [-0.22, 0.28]
Familiarity 0.09* [0.01, 0.17]
Female 0.06 [-0.44, 0.57]
Age 0.05*** [0.03, 0.07]
Non-White -0.14 [-0.74, 0.46]
RZ 07** AT7***
AIC 1356.92 1328.35
BIC 1386.68 1373.00

Note. N = 305. b indicates the unstandardized regression weights. LL and UL indicate the lower

and upper limits of a confidence interval, respectively. Robust standard errors are shown.

*p < .05, **p < .01, ***p < .001.

Table 2.8

Regression Results of Threats Predicting Guilt

Predictor Model 1 95% ClI Model 2 95% ClI

b [LL, UL] b [LL, UL]
Intercept 0.73***  [0.43,1.04] 1.07* [0.23, 1.92]
Obstacles -0.16 [-0.49, 0.16] -0.16 [-0.50, 0.17]
Safety 0.00 [-0.16, 0.17] 0.03 [-0.15, 0.20]
Health 0.18 [-0.05, 0.40] 0.19 [-0.03, 0.42]
Values 0.02 [-0.20, 0.24] 0.02 [-0.21, 0.24]
Reciprocity by Inability 0.15* [0.03, 0.27] 0.12* [0.00, 0.25]
Perceived Ingroup Morality  0.46***  [0.27, 0.66] 0.43*** [0.22, 0.64]
Familiarity 0.01 [-0.04, 0.07]
Female -0.41* [-0.77, -0.05]
Age -0.00 [-0.02, 0.01]
Non-White -0.25 [-0.65, 0.16]
RZ A]F** ADFF*
AIC 1073.59 1073.87
BIC 1103.35 1118.51

Note. N = 305. b indicates the unstandardized regression weights. LL and UL indicate the lower

and upper limits of a confidence interval, respectively. Robust standard errors are shown.

*p < .05, ** p < .01, ***p < .001.
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Separating the predictors. Multicollinearity was also assessed with all of the
threat predictors entered separately (separating out the obstacle predictors) and
multicollinearity was reduced (VIFs 2.79 to 6.15). Thus, | explored how the threats
individually predicted each emotion, as shown in Table 2.9. While multicollinearity was
reduced in these models, it did not shed light on many nuances in the data. Overall, it
appears that when predicting fear, trust was masked in the planned model, but that was
the only specific threat that predicted an emotion in this analysis over the planned
analysis. In general, each model had few statistically significant predictors and large
standard errors, even for the theoretically consistent specific threats for each emotion.
The high R? values paired with few statistically significant predictors suggest that

multicollinearity was still an issue in these models.

Hypothesis 2: Specific Threats Account for More Variance than General Threat

For each emotion, general threat was entered as a predictor in Model 1, followed
by a multiple regression with the specific threats included for Model 2. R?, AIC, and BIC
values were compared between the models. Overall, the specific threats accounted for a
significant amount of variance in each emotion above and beyond general threat alone,
supporting Hypothesis 2.

For anger, general threat was a significant predictor and accounted for 29% of the
variance, while 61% of the variance was accounted for when general threat and the
specific threats were included. This was a statistically significant increase in R?

(AR?= .32, p <.001) and fit indices also preferred the second model (AIC; = 1087.60,

AlIC; =920.18, BIC, =1098.76, BIC> = 953.66). For fear, general threat was a significant

predictor and accounted for 35% of the variance, while 54% of the variance was

57



Table 2.9

Regression Results of All Specific Threats Predicting Each Emotion

Anger BBC1 oo 9%Cl Physical 95%CI Moral  95%Cl 9%%Cl o 95%Cl
Predictor bg [LL, X [LL, Disgust  [LL,  Disgust  [LL, by [LL, o [LL,
UL] UL] b UL] b UL] UL] UL]
[-0.09, e [0.42, [-0.20, [-0.15, 411, o [041,
Intercept 0.14 0.36] 0.69 0.97] 0.02 0.24] 0.07 0.29] 4.68 5.26] 0.72 1.02]
[-0.14, [-0.28, [-0.12, [013, [-054, [-0.37,
Freedoms 0.06 025 000 0a7 009 0a] O 036 018 o1g 013 0.12]
) [-0.21, v [0.09, 010, [-0.21, [-0.19, [-0.15,
Trust 004 Yogg 03 053 007 023 002 017] 010 03g] 004 0.23]
Social [-0.02, [-0.18, [-006, [-0.22, [-0.19, [-0.11,
Coordination  0*° 0321 09 Toogp 010 Toogp 008 Py 011 Tougp 008 Too
] [030, [-035, [-035, [-036, [-036, [-0.45,
Property 0.05 0.20] 0.10 0.15] 0.16 0.03] 0.10 0.15] 0.02 0.32] 0.22 0.01]
[007, [-0.25, [-0.04, [-008, [-0.45, [-0.22,
Resources 0.15 0.36] 0.02 0.21] 0.16 0.36] 0.20 0.48] 0.11 0.22] 0.02 0.26]
Reciprocity [-0.09, ) [-0.27, [-0.26, [-0.10, i [-0.39, i [-0.23,
Choice 0.10 030] 003 021] 910 006] 912 034 912 0141 004 0.15]
) [-0.20, e [0.27, [-0.16, [-0.14, [-0.02, [-0.14,
Safety 002 Yol 042 ogs) 00 o1 005 024 032 oes] 005 0.24]
[-0.14, [-0.65, [-0.01, [-000, [-0.79, [-0.09,
Health 0.07 028 0% o1e 02 oag] 0% o5z 030 o1g 018 0.46]
o [0.09, [-0.08, [-0.03, . [0.02 [-0.25, [-0.19,
Values 0.32 053] 023 053 015 033 0% oag) 012 0a0] 005 0.28]
Reciprocity i [-0.22, [-0.04, [-0.10, i [-0.26, [-0.05, - [0.01,
Inability 008 “ooep O oo 003 Touyp 012 oo 017 Toggp 014 Tgog)
Perceived
[-015, [-0.24, . [0.02 [-0.10, [-0.23, een [0.24,
:\;ggm’y 005 “go5 002 Pgaqp 0207 Thag 009 oo 002 Toop 047 0.69]
R2 -62*** .56*** .67*** .64*** .08* .42***
AIC 921.02 1040.90 868.98 945.01 1362.77 1078.07
BIC 969.38 1089.27 917.34 993.37 1411.13 1126.44

Note. N = 305. b indicates the unstandardized regression weights. LL and UL indicate the lower and upper limits of a confidence interval, respectively.
Robust standard errors are shown.
*p <.05, ** p <.01, ***p <.001.
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accounted for when general threat and the specific threats were included. This was a
statistically significant increase in explained variance (AR? = .20, p <.001) and fit indices
also preferred the second model (AICy = 1142.08, AIC, = 1046.12, BIC, = 1153.24,

BIC. = 1079.60). For physical disgust, general threat was a significant predictor and
accounted for 33% of the variance, while 65% of the variance was accounted for when

general threat and the specific threats were included. This was a statistically significant
increase in R? (AR? = .32, p <.001) and fit indices also preferred the second model
(AICy =1065.07, AIC,=876.11, BIC1 = 1076.23, BIC> = 909.59). For moral disgust,
general threat was a significant predictor and accounted for 30% of the variance, while
62% of the variance was accounted for when general threat and the specific threats were

included. This was a statistically significant increase in variance explained

(AR?= .32, p <.001) and fit indices preferred the second model (AIC1 = 1126.80,
AIC,=952.62, BIC, = 1137.96, BIC> = 986.10). For pity, general threat was a significant
predictor and accounted for 2% of the variance, while 8% of the variance was accounted
for when general threat and the specific threats were included. This was a statistically
significant increase in explained variance (AR?= .05, p < .05) and fit indices somewhat
preferred the second model (AIC;: = 1360.67, AIC, = 1356.13, BIC, = 1371.83,

BIC, = 1389.61). For guilt, general threat was a significant predictor and accounted for
19% of the variance, while 41% of the variance was accounted for when general threat

and the specific threats were included. This was a statistically significant increase in

variance explained (AR?= .22, p < .001) and fit indices preferred the second model

(AIC1 = 1158.47, AIC, = 1075.00, BIC1 = 1169.63, BIC, = 1108.48).
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Hypothesis 3: Threats and Emotions Endorsed

Table 2.10 shows the means, standard deviations, confidence intervals, and effect
sizes for the endorsement of each perceived threat and emotion toward people with
mental illness. Supporting the hypothesis, all specific threats and emotions presented
were statistically different from 1, which was the low point on the measurement
(endorsing “Not At All”), and were significant with a conservative p-value correction (ts >
9.28, ps < .001). The confidence intervals represent one-sided confidence intervals, which
correspond to the one-sided t-tests. When variables with high skew and kurtosis were
square root transformed to improve the variable distributions, the pattern of results were

unchanged.

Hypothesis 4: Emotions Predict Social Distance

As with the threats, the emotions were highly correlated, and so regression models
that contained all emotions as predictors did show some multicollinearity (VIFs < 5.18).
Because no VIFs were greater than 10 (i.e., conventional cutoff for problematic
multicollinearity; Cohen et al., 2003), models were performed and interpreted as planned.
Diagnostics were also performed, showing that residuals were fairly normally distributed,
but that heteroscedasticity was present (Breusch-Pagan ¥?= 13.36, p < .001). HC3 robust
standard errors were used in the results below to account for the heteroscedasticity.
Removing problematic cases tended to increase model fit and increase regression
coefficients, suggesting that results shown here are perhaps conservative estimates.

Table 2.11 shows the regression models with emotions predicting social distance.
Overall, Model 2 showed that physical disgust, moral disgust, and guilt accounted for

some additional variance beyond anger, fear, and pity alone (Model 1), but not a
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Table 2.10

Descriptive Statistics, One-Sided Confidence Intervals, and Effect Sizes For Threats and Emotions

Perception M (SD) 95%Cl Cohen’s d
[LL.]
Resource Threat 2.52(1.91) [2.34)] 0.80
Property Threat 2.90 (1.95) [2.72]] 0.97
Freedom Threat 2.64 (2.04) [2.45)] 0.80
Reciprocity by Choice Threat 3.07 (1.98) [2.88,] 1.05
Social Coordination Threat 2.89 (2.07) [2.69,] 0.91
Trust Threat 3.20 (2.11) [3.00,] 1.04
Physical Safety Threat 3.20 (2.08) [3.01)] 1.06
Physical Health Threat 2.43 (1.87) [2.25] 0.76
Value Threat 2.60 (1.89) [2.42] 0.85
Reciprocity by Inability Threat 3.53 (2.08) [3.33] 1.27
Perceived Morality of Ingroup Threat 2.42 (1.91) [2.24,] 0.74
Anger 1.96 (1.70) [1.80,] 0.56
Fear 3.05(1.93) [2.86,] 1.06
Physical Disgust 1.94 (1.68) [1.78] 0.56
Moral Disgust 1.97 (1.82) [1.80,] 0.53
Pity 5.33(2.26) [5.12] 1.92
Guilt 2.40 (1.79) [2.23,] 0.78

Note. N = 305. M = mean. SD = standard deviation. All means were statistically different from 1 (ts >
9.28; df = 304, ps < .001). LL indicates the lower limit of a one-sided confidence interval.

statistically significant amount. Fear was the only predictor of social distance. Results
were consistent when covariates were added (Model 3). Thus, the hypothesis that disgust
and guilt would help explain social distance toward people with mental illness was not

supported.

Hypothesis 5: Differences Between Schizophrenia and Depression Targets

Table 2.12 shows the means and standard deviations of each threat and emotion
toward the schizophrenia and depression targets. Planned analyses were dependent
samples t-tests to determine the differences between targets. However, due to the
differences in the targets being non-normally distributed, Wilcoxon T comparisons were
deemed more appropriate to test the differences between the paired data. There is no
intuitive effect size for Wilcoxon T statistics, so Cohen’s d statistics were included in

Table 2.12 to show differences in means between schizophrenia and depression targets.
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Table 2.11

Regression Results of Emotions Predicting Social Distance

Predictor Model 1 95% Cl Model 2 95% ClI Model 3 95% ClI

b [LL, UL] b [LL, UL] b [LL, UL]
Intercept 14.52*** [12.41, 16.64] 14.48*** [12.33,16.64] 12.00*** [9.02, 14.98]
Anger -0.13 [-0.62, 0.37] -0.42 [-1.46, 0.61] -0.38 [-1.47,0.72]
Fear 1.73***  [1.20, 2.25] 1.69***  [1.17,2.21] 1.69***  [1.16, 2.21]
Pity 0.07 [-0.31, 0.45] 0.12 [-0.28, 0.52] 0.01 [-0.42,0.43]
Physical Disgust 0.34 [-0.87, 1.55] 0.31 [-0.93, 1.56]
Moral Disgust 0.26 [-0.86, 1.38] 0.33 [-0.84, 1.49]
Guilt -0.29 [-0.82, 0.24] -0.24 [-0.77,0.28]
Familiarity 0.09 [-0.13,0.31]
Female 0.17 [-1.28, 1.61]
Age 0.05 [-0.01, 0.11]
Non-White 0.46 [-1.43, 2.35]
R2 .24*** .25*** .26***
AIC 1946.28 1950.22 1954.34
BIC 1964.88 1979.98 1998.98

Note. N = 305. b indicates the unstandardized regression weights. LL and UL indicate the lower and upper
limits of a confidence interval, respectively. Robust standard errors are shown.
*p <.05, **p <.01, ***p <.001.

Tests showed that threats to property, trust, freedoms, reciprocity by choice and inability,
safety, health, and values were higher toward people with schizophrenia compared to
people with depression. Fear was also expressed more toward people with schizophrenia
compared to people with depression. A conservative threshold was used to control for
multiple tests. Overall, the hypothesis was partially supported. There was evidence that
people with different diagnostic labels may be perceived differently, although it was
expected that people with depression would be perceived as more of a threat to
reciprocity by choice. It was also expected that people would feel more pity toward
people with schizophrenia. When individuals who identified as a person with depression

or schizophrenia were removed, the pattern of results was consistent.
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Table 2.12

Comparisons Between Schizophrenia and Depression Targets

Schizophrenia  Depression

Variable M (SD) M (SD) Cohen’s d
Resources 2.38 (1.90) 2.23(1.87) 0.12
Property? 3.07 (2.16) 2.33(1.93) 0.39
Social Coordination 2.82 (2.08) 2.61 (2.05) 0.14
Trust® 3.61(2.36) 2.56 (2.00) 0.53
Freedom? 2.51 (1.94) 2.20 (1.83) 0.24
Reciprocity by Choice? 3.05(2.19) 2.73 (2.06) 0.19
Safety? 3.77 (2.29) 2.39(1.88) 0.63
Health? 2.51 (1.93) 2.10(1.81) 0.29
Values? 2.52 (1.98) 2.29 (1.91) 0.16

Reciprocity by Inability? 3.46 (2.25) 2.87 (2.03) 0.34
Perceived Ingroup Morality  2.17 (1.84) 1.99 (1.66) 0.15

Anger 1.89 (1.62) 2.00 (1.78) -0.10
Fear? 3.55 (2.25) 2.40 (1.78) 0.64
Pity 5.40 (2.49) 5.16 (2.44) 0.13
Physical Disgust 1.92 (1.69) 1.83 (1.66) 0.10
Moral Disgust 1.89 (1.72) 1.91 (1.74) -0.02
Guilt 2.17 (1.72) 2.06 (1.66) 0.10

Note. N = 305. 2Significant differences between schizophrenia and depression targets
using Wilcoxon T test, p <.0029 (corrected cutoff).

Exploratory Results

Additional threats. Included in the study were additional exploratory threats
toward people with mental illness. These threats were entered as predictors in multiple
regression models of each emotion to see if they predicted emotion when controlling for
the original classes of threats. Because 10 exploratory threats were tested for each
emotion, a p-value correction was used (p =.05/10 = .005), and only those threats
meeting this statistical criteria are reported. When using robust standard errors to account
for heteroscedasticity, no additional threats predicted anger, physical disgust, or moral
disgust above the original classes of threats. Threat to social awkwardness predicted fear
above the other predictors (b = .26, SE = .07, p <.001), threat to being aware of one’s
lack of helping predicted pity (b = .28, SE = .07, p <.001), and threat to being aware of

one’s lack of helping predicted guilt (b =.15, SE =.05, p =.001) when controlling for the
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original classes of threats. Taken together, it appears that other specific threats may be
somewhat relevant to each emotion expressed toward people with mental illness. The
additional threats did explain additional variance in each emotion: 6% additional variance
in anger, 10% in fear, 5% in physical disgust, 7% in moral disgust, 10% in pity, 9% in

guilt (not accounting for covariates).

Positive emotion. When general positive emotion and general negative emotion
were entered as predictors of social distance, general negative emotion positively
predicted social distance (b =1.25, 95%CI [0.89, 1.62], p < .001) and general positive
emotion negatively predicted social distance (b =-0.92, 95%CI [-1.31, -0.53], p <.001).
General positive emotion was also a statistical predictor of social distance beyond the six
specific negative emotions (b =-0.97, 95%CI [-1.43, -0.50], p < .001).

When happiness, sympathy, and admiration were explored as specific positive
emotions, happiness predicted social distance above and beyond the six specific negative
emotions (b = -0.64, 95%CI [-1.13, -0.15], p = .011), and admiration did as well
(b =-0.50, 95%CI [-0.98, -0.01], p = .044). Taken together, it appears that positive
emotion is relevant to prejudice toward people with mental illness. While negative
emotions tended to predict more social distance, more positive emotion tended to predict
less social distance.

Because results showed that general positive emotion, feelings of happiness, and
feelings of admiration may be especially relevant to mental illness stigma, I also explored
whether the classes of threats predicted these positive emotions. Table 2.13 shows that
the positive emotions were generally associated with less perceived obstacle threats, but

more perceived threats to health and perceived ingroup morality.
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Table 2.13

Regression Results of Threats Predicting Positive Emotions

Predictor General 95% ClI Happy 95% ClI Admire 95% CI
Positive b [LL, UL] b [LL, UL] b [LL, UL]

Intercept 6.04*** [6.53,6.56] 2.27***  [1.76, 2.79] 5.23***  [4.68, 5.77]

Obstacles -0.64*** [-0.98,-0.31] -0.28 [-0.59,0.03] -0.86*** [-1.25,-0.46]

Safety 0.03 [-0.15, 0.21] 0.01 [-0.19, 0.22] 0.11 [-0.09, 0.32]

Health 0.29** [0.09, 0.50] 0.43** [0.11, 0.76] 0.35* [0.07, 0.63]

Values -0.21 [-0.47, 0.05] 0.08 [-0.21, 0.38] 0.00 [-0.29, 0.30]

Reciprocity by  -0.06 [-0.22,0.09] -0.18 [-0.32,-0.04] -0.02 [-0.19, 0.16]

Inability

Perceived 0.38*** [0.20, 0.56] 0.33** [0.11, 0.56] 0.28* [0.05, 0.51]

Ingroup

Morality

R2 _14*** .21*** .11***

Note. N = 305. b indicates the unstandardized regression weights. LL and UL indicate the lower and upper
limits of a confidence interval, respectively. Robust standard errors are shown.
*p <.05, **p <.01, ***p < .001.

Attributions and other beliefs. While the sociofunctional theory did somewhat
map onto stigma of mental illness in that certain theoretically relevant classes of threats
predicted the corresponding emotions, a competing hypothesis was explored. To
determine whether attributions and other commonly held beliefs about mental illness
better predicted emotional reactions toward people with mental illness, five common
stigmatizing beliefs were entered as predictors in multiple regression analyses predicting
each emotion. In a second model, the specific threat corresponding to each emotion was
entered as an additional predictor. Overall, these five perceptions did account for a
sizable amount of variance of each emotion, although not as much variance as the
specific threats. When the corresponding class of specific threat was included, the
specific threat did account for additional variance in each emotion beyond the common
attitudes.

Tables 2.14 to 2.19 show how the common beliefs predicted each emotion
without (Model 1) and with the specific threat included (Model 2). Of note, blaming
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people with mental illness for acquiring mental illness predicted anger, physical disgust,
moral disgust, pity, and guilt beyond the specific threat corresponding to each emotion.
Specifically, placing more blame on people with mental illness for mental illness onset
was associated with more anger, physical disgust, moral disgust, and guilt, and was
associated with less pity toward people with mental illness. This suggests that emotions
toward people with mental illness may be predicted by specific group threats, but
attributions (i.e., attribution theory; Weiner et al., 1988) may additionally contribute to
our understanding of emotions. Perceiving a more positive prognosis and believing
people with mental illness to be dangerous were associated with more pity when
controlling for the relevant reciprocity threat. Only perceived safety threat and beliefs of

dangerousness predicted fear.

Table 2.14

Regression Results of Beliefs Predicting Anger

Model 1  95%CI  Model2  95% ClI
b [LL, UL] b [LL, UL]
Intercept 0.34 [-047,1.15] -004  [-0.67,0.60]

Onset Responsibility ~ 0.63***  [0.38,0.88] 0.41***  [0.21, 0.61]
Offset Responsibility  -0.01 [-0.16,0.14] -0.07 [-0.21, 0.06]

Predictor

Differentness 0.09 [-0.08,0.27] -0.05 [-0.20, 0.11]
Dangerousness 0.42***  [0.23, 0.60] 0.04 [-0.13, 0.21]
Prognosis -0.16* [-0.30,-0.01] -0.05 [-0.17, 0.08]
Obstacle Threat 0.59***  [0.45, 0.73]
RZ .37*** _59***

Note. N = 305. b indicates the unstandardized regression weights. LL and UL indicate the lower
and upper limits of a confidence interval, respectively. Robust standard errors are shown.
*p <.05, ** p <.01, ***p < .001.
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Table 2.15

Regression Results of Beliefs Predicting Fear

Predictor Model 1 95% ClI Model 2 95% ClI

b [LL, UL] b [LL, UL]
Intercept 0.49 [-0.47, 1.45] 0.07 [-0.80, 0.95]
Onset Responsibility ~ 0.13 [-0.13, 0.39] 0.00 [-0.22,0.22]
Offset Responsibility ~ -0.02 [-0.19, 0.16] -0.06 [-0.22, 0.11]
Differentness 0.28* [0.07, 0.49] 0.16 [-0.03, 0.35]
Dangerousness 0.77***  [0.53, 1.01] 0.34* [0.07, 0.61]
Prognosis -0.01 [-0.18,0.17] 0.08 [-0.09, 0.25]
Safety Threat 0.53***  [0.40, 0.65]
R2 32F** B3x*x*

Note. N = 305. b indicates the unstandardized regression weights. LL and UL indicate the lower
and upper limits of a confidence interval, respectively. Robust standard errors are shown.
*p <.05, **p <.01, ***p <.001.

Table 2.16

Regression Results of Beliefs Predicting Physical Disgust

Predictor Model 1 95% ClI Model 2 95% ClI

b [LL, UL] b [LL, UL]
Intercept 0.46 [-0.39, 1.30] -0.14 [-0.79, 0.51]
Onset Responsibility 0.77***  [0.50, 1.04] 0.44***  [0.19, 0.70]
Offset Responsibility  -0.03 [-0.15, 0.10] -0.04 [-0.16, 0.08]
Differentness 0.10 [-0.05, 0.25] -0.01 [-0.17, 0.15]
Dangerousness 0.26** [0.09, 0.43] 0.07 [-0.12, 0.26]
Prognosis -0.15* [-0.30,-0.01] -0.01 [-0.14,0.12]
Health Threat 0.54***  [0.39, 0.70]
RZ 38*** B2x**

Note. N = 305. b indicates the unstandardized regression weights. LL and UL indicate the lower
and upper limits of a confidence interval, respectively. Robust standard errors are shown.
*p <.05, ** p <.01, ***p < .001.
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Table 2.17

Regression Results of Beliefs Predicting Moral Disgust

Model 1 95% Cl Model 2 95% ClI

Predictor b [LL, UL] b [LL, UL]
Intercept 0.18 [-0.62, 0.98] -0.46 [-1.11, 0.19]
Onset Responsibility ~ 0.81***  [0.54, 1.09] 0.48***  [0.25, 0.72]
Offset Responsibility ~ 0.00 [-0.14, 0.15] -0.02 [-0.16, 0.12]
Differentness 0.06 [-0.10, 0.22] -0.10 [-0.24, 0.05]
Dangerousness 0.35***  [0.15, 0.56] 0.10 [-0.08, 0.29]
Prognosis -0.14 [-0.28, 0.00] 0.03 [-0.10, 0.15]
Value Threat 0.59***  [0.47,0.72]
RZ 38*** BL***

Note. N = 305. b indicates the unstandardized regression weights. LL and UL indicate the lower
and upper limits of a confidence interval, respectively. Robust standard errors are shown.
*p <.05, ** p <.01, ***p <.001.

Table 2.18

Regression Results of Beliefs Predicting Pity

. Model 1 95% ClI Model 2 95% ClI
Predictor b [LL, UL] b [LL, UL]
Intercept 3.04***  [1.87,4.21] 2.85%**  [1.72,3.97]
Onset Responsibility ~ -0.49***  [-0.77,-0.22] -0.50*** [-0.76, -0.23]
Offset Responsibility  -0.06 [-0.29, 0.17] -0.09 [-0.32,0.14]
Differentness 0.01 [-0.25, 0.28] -0.04 [-0.30, 0.23]
Dangerousness 0.51*** [0.22, 0.81] 0.40* [0.09, 0.71]
Prognosis 0.54***  [0.31, 0.78] 0.56***  [0.33, 0.78]

Reciprocity Threat -

Due to Inability 0.17 [0.03, 0.32]
RZ 15*** 16***

Note. N = 305. b indicates the unstandardized regression weights. LL and UL indicate the lower

and upper limits of a confidence interval, respectively. Robust standard errors are shown.

*p <.05, ** p <.01, ***p < .001.
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Table 2.19

Regression Results of Beliefs Predicting Guilt

Predictor Model 1 95% ClI Model 2 95% ClI

b [LL, UL] b [LL, UL]
Intercept 1.16* [0.22,2.11] 0.64 [-0.15, 1.42]
Onset Responsibility ~ 0.61***  [0.34, 0.89] 0.26* [0.01, 0.50]
Offset Responsibility ~ 0.04 [-0.13,0.21] 0.02 [-0.14,0.18]
Differentness 0.11 [-0.09, 0.30] -0.01 [-0.20, 0.17]
Dangerousness 0.08 [-0.14, 0.30] -0.04 [-0.24, 0.16]
Prognosis -0.09 [-0.27, 0.09] 0.04 [-0.12, 0.19]

Perceived Ingroup e

Morality Threat 0.53 [0.39, 0.66]
R? 19x** AQ***

Note. N = 305. b indicates the unstandardized regression weights. LL and UL indicate the lower

and upper limits of a confidence interval, respectively. Robust standard errors are shown.

*p <.05, **p <.01, ***p <.001.

Discussion

Study 1 extended the sociofunctional approach to a novel group: people with
mental illness. The specific threats somewhat mapped onto the correct theoretically
relevant emotions, partially supporting Hypothesis 1, and specific threats better predicted
each emotion than general threat, supporting Hypothesis 2. When controlling for
covariates, obstacle threats did map onto anger, although values threat did as well; safety
threat predicted fear, although health did too (negative relationship); health threat
predicted physical disgust, although perceived ingroup morality threat did too; value
threat predicted moral disgust, although health threat did too; reciprocity threats did not
predict pity, but safety threat did; and perceived threat to ingroup morality did predict
guilt, although reciprocity threat due to inability did as well. These results suggest that
specific threats may engender specific emotions toward outgroups; however, the
specificity of these connections may not be as strong as originally thought, at least when

people with mental illness is the target group.
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The specific threats and emotions measured in the current study were endorsed at
levels greater than zero, supporting Hypothesis 3. Of note, all threats and emotions had a
medium to large effect size (difference from one, or endorsing “Not at all” for threats and
emotions). Although many of the threats and emotions were not endorsed on the high end
of the measurement scale, this may indicate a non-trivial and impactful amount of stigma
overall. Additionally, the measurements used measured explicit prejudice. Because there
was evidence of explicit prejudice, there could be a greater amount of underlying implicit
prejudice that people hold, but perhaps refrain from acknowledging or admitting. In the
current study, the most endorsed threats toward people with mental illness were threats to
safety, trust, and reciprocity (both due to inability and choice) and the most endorsed
emotions were fear and pity. While these most endorsed threats and emotions are
supported in the mental illness literature, the current results suggest that other threats and
emotions are relevant to study in relation to people with mental illness. People may be
concerned about damage to property, economic resources that people with mental illness
may require, or how people with mental illness could spread illness or undesirable values.
There is evidence that people are concerned about more than only dangerousness and
illness attributions.

Results also showed that fear was the strongest predictor of social distance toward
people with mental illness. While Hypothesis 4 was not supported because disgust and
guilt did not significantly contribute to our understanding of social distance, it is still
plausible that disgust and guilt are relevant emotions that may predict other outcomes that
researchers should continue to explore. Physical disgust, moral disgust, and guilt were all

endorsed at levels greater than zero and, interestingly, they were endorsed at levels
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similar to or higher than anger. Anger is one of the three main emotions that research has
previously tied to stigma of mental illness (i.e., Angermeyer et al., 2010, 2004; Corrigan
et al., 2003) and the results of Study 1 suggest that it is possible that disgust and guilt are
just as important as anger in stigma of mental illness. There are two possible explanations
here.

It is possible that anger, disgust, and guilt are indistinguishable from each other
and represent a general negative emotionality. This explanation is plausible because
anger and disgust may be difficult to distinguish and may be easily combined in prejudice
research (e.g., Hutcherson & Gross, 2011; Fiske et al., 2002; Sadler et al., 2015). The
high correlations between both types of disgust and anger in Study 1 support this
explanation. Study 1 also showed high correlations between disgust, anger, and guilt;
however, researchers do not commonly lump guilt with other emotions such as anger and
disgust. Guilt is a social emotion and is more inwardly focused (i.e., wanting to right
one’s wrongs; Cottrell & Neuberg, 2005; Lazarus, 1991; Neuberg & Cottrell, 2002). So,
it is not necessarily the case that all of these emotions are similar enough to be considered
a general negativity felt toward people with mental illness. While it is plausible that
moral disgust, physical disgust, and anger are similar enough to be studied as a single
emotion along the lines of anger-contempt-disgust, as has been done in other studies (i.e.,
Sadler et al., 2015), future researchers should carefully consider the advantages of
studying these emotions combined versus distinctly. There are functional differences
between anger, physical disgust, and moral disgust that are supported in the literature
(Hutcherson & Gross, 2011; Molho, Tybur, Giller, Balliet, & Hofmann, 2017) and should

not be easily dismissed.
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A second explanation is that these emotions are all somewhat less endorsed in
comparison to fear and pity toward “people with mental illness,” but that the emotions
would be more distinguishable toward other mental illness targets. For example, people
may experience more anger and disgust toward people with certain types of mental
illness or in certain situations. This possibility was supported by the current study. People
with schizophrenia and people with depression were perceived differently. While the
current study did not find differences in anger, disgust, and guilt between schizophrenia
and depression targets, the differences could appear between different target groups
and/or with a higher-powered analysis. People may also experience different emotions
toward certain people with mental illness. In other words, toward “people with mental
illness, as a group,” people may experience less anger, disgust, or guilt, but toward other
types of targets, such as “my spouse with anxiety” or “my parent with depression,”
people may feel more anger, disgust, and guilt. Ultimately, it may be a function of the
term “people with mental illness” that causes people to endorse a lot of fear and pity, but
not as much anger, disgust, and guilt.

Lastly, Hypothesis 5 was generally supported in that people with schizophrenia
and depression were perceived differently. People with schizophrenia were perceived as a
greater threat to property, trust, freedom, reciprocity by choice and inability, safety,
health, and values. People also expressed more fear toward people with schizophrenia.
Thus, people with different mental illnesses may elicit specific perceived threats and
emotions. However, other differences that were expected were not found; it was expected
that people with depression would be the target of more threat to reciprocity due to

inability, but the opposite was found. Ultimately, the findings in the current study support
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stigma literature that suggests that schizophrenia is one of the most stigmatized mental
illness due to common misconceptions and strong perceptions of dangerousness and
violence (e.g. Angermeyer et al., 2010; Angermeyer & Matschinger, 2003a; Norman et

al., 2010; Schomerus et al., 2012; Wood et al., 2014).

Exploratory Results

Exploratory results showed that there may be additional threats outside of the
ones originally outlined by the sociofunctional approach that may be relevant to people
with mental illness. The exploratory threats contributed additional variance to each
emotion. In particular, threat to social awkwardness predicted fear, and threat to being
aware of one’s lack of helping predicted pity and guilt. While social awkwardness is not a
safety threat, it may represent a threat of feeling anxious or unsure of how to behave. The
threat to being aware of one’s lack of helping somewhat corresponds to perceived
ingroup morality, but seemed to capture something slightly different and independent.
Perhaps if people don’t know how to help people with mental illness and/or are aware of
their lack of helping, it creates feelings of guilt and pity for the group that is not receiving
aid.

Additionally, positive emotion may also be relevant to mental illness stigma.
Positive emotion showed independence from the negative emotions and predicted social
distance beyond negative emotions alone. Specifically, feeling happy about oneself when
considering people with mental illness and also admiring people with mental illness were
associated with less social distance. The positive emotions were generally predicted by
perceiving less obstacle threat, but more threats to health and ingroup morality. It makes

sense that perceiving that one’s group resources, freedoms, social coordination, and
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property are not threatened by another group is associated with more positive feelings
toward that group. Moreover, if people with mental illness are potentially harming the
perceived morality of the ingroup, this may lead to more positive emotion in an attempt
to remedy the situation. Perhaps experiencing more positive and reconciliatory emotion
could repair the perceived morality of the ingroup. The finding that threat to health
predicted positive emotions was somewhat surprising. If someone perceived threats to
physical health, it is unexpected that positive emotion would follow. This finding may
need to be explored further in future research.

Other exploratory results were that believing that people with mental illness are to
blame for having their mental iliness was associated with more anger, physical disgust,
moral disgust, and guilt, as well as less pity, controlling for other commonly held beliefs
about mental illness. When the specific threat for each emotion was included, blaming a
person for their mental illness was still associated with more anger, physical disgust,
moral disgust, and guilt, and less pity. Fear was not predicted by attributional beliefs.
Attribution theory suggests that how people attribute illness in terms of responsibility
impacts the way that people feel toward stigmatized groups (Weiner et al., 1988).
Uncontrollable stigmas may generally predict more pity and less anger, whereas
controllable stigmas may evoke less pity and more anger (Weiner et al., 1988), and
attributions have been studied in relation to mental illness stigma (i.e., Corrigan &
Watson, 2004). Because both the specific threats and beliefs about attributions predicted
emotions in the current study, it is not clear from these results that one theory better
explains emotions over the other; both attributions and specific threats may be important

to our understanding of negative emotions toward people with mental illness.
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Limitations

A significant limitation when interpreting the results of Hypotheses 1 and 2 is that
multicollinearity was present in the regression models. Overall, the various threats were
highly correlated. Interpretation of predictors is more tentative when multicollinearity is
high, and standard errors become less stable. For example, to say that increases in value
and obstacle threats predict an increase in anger when controlling for the other threats —
when the other threats would naturally be increasing as well — makes exact linear
interpretations more difficult. However, because significant predictors did emerge in the
models in expected ways, it may be possible to interpret these as significant predictors in
spite of the multicollinearity (O’Brien, 2007). In other words, because it is common that
multicollinearity produces statistically insignificant predictors, even when R?is high, it is
impressive that theoretically consistent predictors did emerge and showed independence
from the other predictors.

While multicollinearity was seemingly reduced when the obstacle threats were
broken down in each regression model, it was apparent that multicollinearity was also
affecting these models. Variance explained was high, but with few statistically significant
predictors, and estimates even switched signs in unexpected ways. This is challenging
because the zero order correlation between the threat and dependent variables were strong
and positive, making a change in sign difficult to explain, especially when the threat
predictors also shared positive correlations.

Overall, the high correlations between threat and emotion variables suggest that
there may be some important individual differences to explore as causes of negative

perceptions toward people with mental illness. For example, it may be possible that there
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is a qualitative difference between people who do and do not endorse explicit prejudice
toward people with mental illness. Interestingly, familiarity with mental illness and
demographic variables were not consistent predictors in these models. Instead, there may
be differences in how people recognize their negative emotions or feel negative emotions
in general. These potential subgroups could also explain the presence of
heteroscedasticity throughout the models.

Also relevant to the sociofunctional theory is how people feel toward outgroups
relative to a specific ingroup, and the specific goals of an ingroup may affect perceived
threats. Study 2 builds on Study 1 by evoking a more clear ingroup with specific
functions and goals. Study 2 determined whether these threats and emotions differed
across social settings and whether specific group goals impacted how people perceived
people with mental illness. Furthermore, Study 2 served as a replication for some of the

analyses of Study 1.
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CHAPTER THREE

Study 2

The purpose of Study 2 was to determine if threat profiles differed across social
contexts. Study 2 determined how threats changed across contexts of company
workplace, religious community, and local community due to the different group goals
and needs that may be relevant in each context. These contexts represent important,
everyday contexts, and also contexts in which people with mental illness experience
stigma (e.g., Jones, 2011; Stanford, 2007). Comparing the company workplace and
religious community to a general local community context provided information about
whether and how stigma differs across these important contexts.

Certain individual characteristics or environmental cues could make people more
attuned to specific threats (Neuberg & Cottrell, 2002; Neuberg et al., 2000). There is
evidence that different social group contexts make individual characteristics more or less
desirable in group members (Cottrell et al., 2007), and that threats and emotions may
differ across salient social identities (e.g., Kuppens & Yzerbyt, 2012). However, direct
comparisons across salient social contexts to see how specific contexts may impact a
variety of threats and emotions has not yet been explored.

Because corporate workplaces generally function in terms of economic goals
(Campbell, 2007), it is expected that people would be more concerned by anger-related
economic and goal threats when considering a company workplace context. Similarly,

church communities may be more concerned by purity, value, morality, and reciprocity
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threats (due to prosocial expectations), and so disgust-, pity-, and guilt-related threats
may be more salient for people considering a religious community context. The current
study also examined participants’ identification with the manipulated social group,
because one’s dependence on and investment in the group may impact perceived threats
to the group (Neuberg & Cottrell, 2002; Neuberg et al., 2000). Controlling for individual
identification also helped control for the fact that not all participants engage with a
corporate workplace setting, religious community, nor local community. Therefore, |
hypothesized that threats and emotions would differ across contexts when accounting for
individual identification with the group. Specifically:

1. When considering a company workplace (compared to local community), people
would perceive more resource and social coordination threats toward people with
mental illness when controlling for individual identification with the group. Thus,
anger was expected to be higher in the company workplace context relative to the
local community context.

2. When considering a religious community (compared to local community), people
would perceive more value and contamination threats, reciprocity threats, and
threats to ingroup morality when controlling for individual identification with the
group. Thus, physical disgust, moral disgust, pity, and guilt were expected to be

higher in the religious context than the local community context.

Exploratory /Replication
In addition to the main hypotheses above, I also explored whether general
religiosity predicted perceptions of mental illness. It was possible that the experimental

manipulation would not show differences across contexts but that religious people would
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hold different views of mental illness. | also examined whether identification with the
group would interact with experimental condition such that identification with certain
groups would be important for predicting threats and emotions in certain groups over
others.

| also used Study 2 to replicate some of the findings in Study 1. In particular, |
expected to replicate the findings that specific threats would map onto specific emotions,
that specific threats would account for additional variance over general through alone,
and that the various threats and emotions would be endorsed at levels greater than zero. |
also sought to replicate the exploratory findings from Study 1 that additional threats not
specified by the original sociofunctional approach to prejudice (Cottrell & Neuberg,
2005) would be relevant to mental illness stigma and that the specific threats would
predict emotions above attributions and other commonly studied beliefs. 1 also examined
whether the classes of threat would predict positive emotions in order to replicate some of
the findings from Study 1 that positive emotions are important and may be independent

from negative emotions in mental illness stigma.

Method

Participants

Study 2 had 665 participants who were workers on MTurk. The same standards
from Study 1 applied here (e.g., workers had 95% approval rating; no duplicate IP
addresses, etc.). Overall, a sizable portion of the sample indicated that they had been
diagnosed with at least one mental illness by a professional at some time in their life

(47%). The most common diagnoses indicated—and some people indicated more than
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one—were major depression (19%), generalized anxiety disorder (19%), and social
anxiety disorder (11%). However, only approximately 19% of the sample indicated that
they believed they currently had a mental illness. People who both indicated that they had
been diagnosed with a mental illness and indicated that they identified as a person with
mental illness were removed from analyses. Additionally, two individuals who did not
indicate that they were male or female were removed from analyses for consistency
among analyses that used sex as a covariate. Therefore, there were 538 total participants

who were used in analyses.

Final sample. In the final sample, there were 538 participants who did not
indicate both a history of mental illness and currently identify as a person with mental
ilness. Fifty-seven percent of the final sample was female. Ages ranged from 18 to 82 (M
=42.11, SD = 13.22). Seventy-seven percent of participants identified as White, 9%
identified as African American, 5% identified as Asian, 4% identified as Hispanic, 1%
identified as Middle Eastern, 1% identified as Native American, and 4% identified as
Other, Bi-racial, or Multi-racial. A majority of the sample identified with a monotheistic
tradition, including Christianity, Islam, and Judaism (62%), and participants also
indicated they were Agnostic (15%), Atheist (8%), Hindu or Buddhist (2%), or had no
religion or another religion (12%). Almost all of the final sample indicated they had
completed high school or a GED (99.6%), and 58.5% had completed at least a bachelor’s
degree. Quality of data was increased by using the Turk Prime platform to block multiple
IP address and suspicious geolocations, as in Study 1. Additionally, the sample included
workers who had at least a 95% acceptance rate on MTurk, increasing data quality (Peer

etal., 2014).
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Power. Using the sociofunctional approach, Cottrell et al. (2007) found moderate
to large effects in their within-subjects design examining how desired traits differed
across contexts. Also using the sociofunctional approach, Kuppens and Yzerbyt (2012)
used a between-subjects design and found that among women rating Muslims,
experimentally manipulating social identity led to small to moderate effects. Specifically,
they found that social identity group predicted threats with standardized betas ranging
from .06 to .34, with the smallest statistically significant effect being b* = 0.20 (Cohen’s
d =.40). Therefore, | used G*Power (Faul et al., 2007) and determined that 185
participants per group (555 total) were needed to find small to moderate effects across the
threats and emotions (Cohen’s d = 0.40; 1-p = .80, a. = .05/17). Like Study 1, the initial
sample size (665) reflected 20% oversampling and exclusion of participants who had
mental illness and identified as a person with mental illness. In actuality, the final sample
of participants who did not indicate a history of mental illness was 538, which provided

power to detect small to medium effect sizes (Cohen’s d = .41).

Materials

Threats and emotions. Study 2 utilized the same threat and emotion measure as
Study 1, but the threat and emotion items were prefaced with context information.
Directions for the threat items were “The following questions inquire about your
impressions of people with mental illness in a corporate workplace/religious community/
local community. If the particular setting is unfamiliar to you, respond as you think you
would in that setting.” Directions for the emotion items were “In a corporate

workplace/in a religious community/in a local community...” Correlations between the
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two items for each threat correlated highly (rs > .57). Items for each emotion also
correlated highly (rs > .61), except guilt which had a moderate correlation between items
(r = .45). The same exploratory additional threats and positive emotions from Study 1

were also included to attempt to replicate results across studies.

Identification with the group. Participants were asked four questions based on
those used in Van Zomeren et al. (2008) to measure identification with the group (e.g., “I
see myself as a member of a local community/company workplace/religious
community.”). Responses ranged from 1 (not at all) to 7 (very much). The four items
were summed to measure individual identification with their assigned group. Internal

consistency of the items was high (o = .97).

Familiarity with mental illness. Participants took the same familiarity with mental
illness measure as in Study 1. Participants indicated in what capacity, if any, they had
ever interacted with someone with mental illness. Scores ranged from 1 to 12, with 12

indicating the most familiarity with mental illness.

History of mental illness diagnosis. As in Study 1, participants were asked if they
have been diagnosed with a mental illness and whether they identify as a person with

mental illness. Participants who affirmed both questions were excluded from analyses.

Attributions and other beliefs. As in Study 1, attributions and beliefs about

differentness, dangerousness, and prognosis were measured.

Religiosity. Religiosity was measured with a four-item measure of general

religiousness (Rowatt, LaBouff, Johnson, Froese, & Tsang, 2009). Items measured how
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religious participants considered themselves, frequency of religious service attendance,
frequency of scripture or sacred text reading, and frequency of prayer or meditation.
Items showed high internal consistency (o = .87). Items were standardized and added

such that a higher score indicated more general religiosity.

Procedure

Participants were recruited online from MTurk. Participants provided consent
online and were given a small monetary compensation ($0.50) in exchange for
participation. Participants were randomly assigned to a context condition (workplace,
religious community, or local community). Participants rated threats and emotions in
relation to people with mental illness. All ratings were within only one of the social
contexts. Following the ratings, participants indicated their identification with their
assigned group, other beliefs about people with mental illness, and familiarity with
mental illness. They then indicated whether they have ever been diagnosed with a mental
illness and responded to demographic questions. Participants read an online debriefing

form last.

Data Analysis

Analyses were performed in R (version 3.5.1, R Core Team, 2018). As in Study 1,
participants who indicated that they have had a mental illness diagnosis and see
themselves as a person with mental illness were excluded from analyses.

To assess differences in threats and in emotions across social contexts, |
compared the company workplace context to the local community context, and the

religious community context to the local community context. I created one dummy coded
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condition variable for the company workplace context analyses, coded 1 for the company
workplace condition and 0 for the local control condition. I created another dummy coded
condition variable for the religious context analyses, coded 1 for religious context and 0
for local control context. | used a series of multiple regression analyses for each context.
Each specific threat and emotion were a dependent variable in a regression model with
the dummy-coded context variable, group identification variable, and covariates entered
as predictors. | was able to determine which threats and emotions differed across contexts
when controlling for identification with the group and covariates. Within each context
(workplace and religious community), | controlled for Type 1 error from multiple tests

using a Bonferroni correction (p <.05/17 =.0029).

Results
Missing Data
As in Study 1, there was very little missing data (2 or fewer values on items from
5 variables), so these missing data points on the item-level were dealt with by expectation

maximization, as in Study 1.

Hypotheses 1 and 2

Overall, the hypothesis that people with mental illness would be perceived
differently in specific social contexts was not supported. The social context did not
predict any specific threat or emotion when controlling for identification with the group,
familiarity with illness, sex, age, and ethnicity (bs range from -0.57 to 0.58, ts < 2.57, ps
> .011; see Table 3.1). Due to evidence of heteroscedasticity in most of the models,

robust standard errors were used. Some effects did approach statistical significance, such
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as workplace context was associated with more threat to social coordination (b = 0.58, SE
=.22, p =.011), less pity (b =-0.57, SE = .24, p = .017), and less guilt (b =-0.40, SE =

.18, p =.022), but did not meet the conservative cutoff.

Table 3.1

Means and Standard Deviations of Threats and Emotion in Each Social Context

Workplace Religious Local
Variable M (SD) Community Community
M (SD) M (SD)
N =184 N =178 N =176
General Threat 3.97 (2.18) 3.53(2.01) 3.35(2.07)
Trust 3.44 (2.25) 3.34 (2.24) 3.31(2.18)
Social Coordination 3.47 (2.22) 3.00 (1.98) 2.83(1.94)
Resources 2.61 (1.95) 2.33(1.81) 2.32(1.79)
Property 3.00 (1.99) 3.02 (2.01) 3.04 (1.93)
Freedoms 2.80(1.97) 2.49 (1.95) 2.40 (1.81)
Reciprocity by Choice 3.11 (2.02) 3.21 (2.11) 3.09 (2.00)
Safety 3.45 (2.07) 3.36 (2.17) 3.25(1.98)
Health 2.59 (1.86) 2.38(1.85) 2.26 (1.73)
Values 2.80(1.92) 2.69 (1.90) 2.69 (1.89)
Reciprocity by Inability 3.72 (1.96) 3.99 (2.08) 3.94 (2.09)
Perceived Ingroup Morality 2.27 (1.62) 2.28 (1.78) 2.24 (1.70)
Anger 1.99 (1.70) 1.97 (1.63) 1.77 (1.38)
Fear 3.23(2.01) 3.44 (1.94) 3.15(1.89)
Physical Disgust 1.86 (1.56) 1.97 (1.64) 1.78 (1.43)
Moral Disgust 1.82 (1.57) 1.95 (1.72) 1.67 (1.44)
Guilt 2.20 (1.54) 2.31(1.61) 2.54 (1.73)
Pity 4.96 (2.19) 5.45 (2.14) 5.55 (2.30)

Identification with the group  21.39 (6.45) 14.88 (8.61) 21.03 (6.21)
Note. N = 538. M = mean. SD = standard deviation. There were no differences in specific threats
and emotions between the local community group and the workplace or religious community
contexts.

Exploratory Results

While the experimental condition had no effect, | examined whether religiosity in
general predicted perceived threats and emotions. More religiosity was associated with
more threat to reciprocity due to choice (b = .07, SE = .03, p =.015), threat to safety (b =
0.07, SE =.03, p =.022), threat to health (b = 0.06, SE = 0.03, p = .013), threat to ingroup

morality (b = .06, SE = .02, p =.006), anger (b = .05, SE = .02, p =.012), fear (b = .08,
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SE = .03, p =.004), physical disgust (b = .04, SE = .02, p = .045), moral disgust (b = .05,
SE = .02, p =.017), and pity (b = .09, SE = .03, p =.003) when controlling for condition,
identification with the group, familiarity with mental illness, sex, age, and ethnicity.
There were no differences in religiosity across conditions (F(1, 536) = 1.38, p = .241).
Additionally, I examined whether identification with the group would predict
more threats and emotions within certain contexts more than others. Using multiple
regression, | examined interactions between group identification and the dummy
variables. It was found that group identification interacted with the religious community
condition in predicting perceptions of people with mental illness. Specifically, the
interaction was present in resource threat (b = 0.45, 95% CI [0.02, 0.88], p = .039),
property threat (b = 0.64, 95% CI [0.19, 1.09], p =.006), social coordination threat
(b =0.59, 95% CI [0.12, 1.06], p =.014), trust threat (b = 0.84, 95% CI [0.28, 1.40],
p =.004), threat to freedoms (b = 0.51, 95% CI [0.07, 0.95], p =.024), threat to reciprocity
by choice (b =0.75, 95% CI [0.23, 1.27], p =.005), threat to safety (b = 0.65, 95% ClI
[0.21, 1.10], p =.004), threat to health (b = 0.52, 95% CI [0.15, 0.89], p =.006), value
threat (b = 0.71, 95% CI [0.22, 1.21], p =.005), threat to ingroup morality (b = 0.43,
95% CI [0.01, 0.84], p =.043), anger (b = 0.35, 95% CI [0.04, 0.67], p =.028), physical
disgust (b = 0.44, 95% CI [0.07, 0.81], p =.021), and moral disgust (b = 0.49, 95% ClI
[0.12, 0.85], p =.009). Simple slopes suggested that identification with the group was
positively associated with more of these perceived threats and emotional reactions in the
religious community condition, but negatively associated with perceived threats and

emotional reactions in the local community condition. Not all simple slopes reached
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statistical significance, but the trends were present in the interactions listed above.

Representative results are shown in Figures 3.1 and 3.2.
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Figure 3.1. Interaction between group context and identification with the
group on perceived trust threat.

Replications

Specific threats predicted specific emotions. Study 1 results were replicated in that
specific threats somewhat mapped onto specific emotions. Correlations among variables
are shown in Table 3.2. Correlations among predictor variables were not as high as in
Study 2, which reduced multicollinearity (VIFs < 6.47). Regression results for threats
predicting each emotion are shown in Table 3.3. Anger was predicted by obstacle threats,
although health and ingroup morality threats were also associated with more anger and

reciprocity threat by inability was associated with less anger. Fear was predicted by
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safety threat, although there was also a positive association with obstacle threats and a
negative association with value threat. Physical disgust results did not replicate well.
Physical disgust was predicted by obstacle, reciprocity by inability (negative
relationship), and ingroup morality threats, but not health threat. Moral disgust was
predicted by value threat, but also obstacle, health, reciprocity by inability (negative
relationship), and ingroup morality. Unlike in Study 1, reciprocity threat by inability did
predict pity, although safety threat and health threat (negative relationship) did as well.
Guilt was predicted by threat to perceived ingroup morality, but also was predicted by

reciprocity threat by inability.
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Figure 3.2. Interaction between group context and identification with the
group on anger toward people with mental illness.
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Specific threat utility and threats/emotions endorsed. The result that specific
threats explained significant variance in emotions beyond general threat alone was also
replicated (4R%s > .06, ps < .01). All threats and emotions were also endorsed at levels

greater than zero (ts > 11.97; ps <.001; Cohen’s ds > 0.52).

Additional threats. The additional threats were entered as predictors of each
emotion to see if they predicted emotion when controlling for the original classes of
threats. The additional threats found in Study 1 were tested at p < .05 since they were
replications, and all other threats were tested at the p =.005 cutoff, as in Study 1. No
additional threats predicted anger, physical disgust, or moral disgust, as in Study 1.
Threat to social awkwardness predicted fear above the other predictors (b = 0.11, SE =
0.05, p =.025). Threat to being aware of one’s lack of helping predicted pity (b = 0.22,
SE = 0.05, p <.001) predicted pity when accounting for other threats. Threat of social
awkwardness (b = 0.12, SE = 0.04, p = .003) and threat to lack of helping (b = 0.15, SE =
0.03, p <.001) predicted guilt when controlling for the original classes of threats. Taken
together, it appears that other specific threats, especially threat to social awkwardness and
being aware of one’s lack of helping, may be somewhat relevant to emotion expressed
toward people with mental illness. The additional threats also explained additional
variance in each emotion: 11% additional variance in anger, 3% in fear, 10% in physical

disgust, 10% moral disgust, 9% in pity, 11% in guilt (not accounting for covariates).
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Table 3.2

Means, Standard Deviations, and Correlations across Context Conditions

Variable M SD 1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 17 18 19
1. General 3.62 210

Threat
2. Trust 336 222 .65
3. Social 311 207 .70 .74

Coordination
4. Resources 242 185 .56 .60 .74
5. Property 3.02 197 68 .77 .82 .75
6. Freedoms 257 192 64 63 .78 .80 .77
7. Reciprocity  3.13 2.04 65 .73 .74 71 79 .72

by Choice
8. Obstacles 294 178 73 85 91 86 .92 .83 .88
9. Safety 336 207 72 77 77 67 8 .70 .71 .84
10. Health 241 182 59 63 76 .79 .78 80 .71 .84 .73
11. Values 273 190 62 .70 73 .75 79 80 .79 86 .72 .75
12.Reciprocity 388 204 57 60 .59 50 .60 51 66 .65 58 .52 55

by Inability
13. Perceived 226 170 48 51 61 .72 65 .74 59 71 58 77 .69 42

Ingroup

Morality
14. General 226 175 54 64 68 63 69 69 69 .76 .63 .62 .67 .48 .53

Dislike
15. Anger 191 158 49 54 64 62 64 69 60 .70 57 69 .63 .40 .64 .82
16. Fear 327 195 56 60 60 47 60 52 51 62 67 54 49 43 41 62 58
17. Physical 187 154 46 54 60 66 64 67 59 70 55 67 65 .39 64 8L .84 55

Disgust
18. Moral 182 158 42 50 58 65 60 .70 57 68 54 67 66 .36 .64 77 .84 51 .89
Disgust
19. Guilt 23 163 26 .28 37 41 38 37 30 .39 31 43 34 30 53 46 56 .45 57 52
20. Pity 531 222 18 .18 15 04 12 04 O7 12 19 05 09 22 05 .07 .06 .35 .08 .05 .25

Note. N = 538. M = mean. SD = standard deviation. Obstacle threat was an average of trust, social coordination, resources, property, freedoms, and
reciprocity by choice threats.
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Table 3.3

Regression Results of Threats Predicting Emotions

95% CI 95% CI  Physical 95% ClI Moral 95% ClI . 95% CI . 95% CI
Anger Fear Pit Guilt
Predictor bg [LL, b [LL, Disgust [LL, Disgust [LL, by [LL, b [LL,
UL] UL] b UL] b UL] UL] UL]
N [0.32, . [0.07, w [0.22, wxw  [0.40, w1192, +x [0.38,
Intercept 0.80 1.28] 0.69 1.30] 0.68 1.15] 0.87 1.34] 2.82 3.72] 1.04 1.70]
[0.16, [0.05, [0.14, [0.02, [-0.50, [-0.17,
*kx * ** * o
Obstacles 0.35 0.54] 0.35 0.65] 0.37 0.60] 0.24 0.47] 0.19 0.12] 0.05 0.27]
i [-0.15, wxx  10.30, i [-0.20, i [-0.19, wxx [0.19, i [-0.15,
Safety 0.05 0.05] 0.45 0.59] 0.08 0.04] 0.07 0.05] 0.35 051] 0.05 0.05]
o [0.06, [-0.12, [-0.04, - [0.04, N opk [-0.45, [-0.08,
Health 0.22 0.38] 0.06 0.24] 0.15 0.34] 0.21 0.38] 0.24 :0.03] 0.07 0.22]
[-0.09, A1ex 032, [-0.03, «x [0.06, i [-0.25, i [-0.26,
Values 0.05 0.20] 0.16 0.00] 0.11 0.26] 0.21 0.36] 0.04 0.17] 0.12 0.02]
Reciprocity -, [-0.11, [0.07,  nex [012, .. [0.14, e [0.11, . [0.02,
by Inability 000 000 092 gy 008 oo 00 ooy 0% 039] 910" To1q)
Perceived
[0.03, [-0.17, [0.01, [0.01, [-0.09, [0.32,
* | * * *kk
:\'/‘lg';‘;:‘l'?y 0.16 0.209] 004 0.09] O 032] O 030] 10 0.20] 049 0.65]
A [-0.01, [-0.04, [-0.03, i [-0.04, [-.04, [-0.01,
Familiarity ~ 0.02 0.05 0.00 0.05] 0.00 0.04] 0.01 0.03] 0.02 0.07] 0.03 0.06]
N agwsn  [052, [-0.14, . orex [044, . [-0.45 [031, [-0.41,
Female 0.34 015] 012 038] 0% Toos 025 g5 006 043 O Toog]
. [-0.02, [-0.00, appx  [0.01, nopsx 002, wxx [0.01, i [-0.01,
Age 0.01 20.00] 0.00 0.01] 0.01 0.00] 0.01 20.00] 0.03 0.04] 0.00 0.01]
. [-0.45, [-0.18, [-0.41, [-0.33, [-0.43, [-0.34,
- - * - - -
Non-White 0.23 20.02] 0.14 0.45] 0.20 0.01] 0.11 0.11] 0.01 0.45] 0.03 0.28]
RZ .57*** .47*** .55*** .55*** i 12*** .30***

Note. N = 538. b indicates the unstandardized regression weights. LL and UL indicate the lower and upper limits of a confidence interval, respectively.
Robust standard errors are shown.
*p <.05, ** p <.01, ***p < .001.
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Positive emotion. It was also possible to again examine which sociofunctional
threats predicted positive emotions. As in Study 1, general positive feelings, happiness,
and admiration were generally predicted by perceiving less obstacle threats, and more
health threat and threat to ingroup morality. Unlike Study 1, safety threats were also

associated with less positive emotion (Table 3.4).

Table 3.4

Regression Results of Threats Predicting Positive Emotion

General 95% CI Happy 95% ClI Admire 95% CI

Predictor Positive b [LL, UL] b [LLUL] b [LL, UL]
ntrcept < T < T -
Obstacle -0.41** [g fg?] 005 [(())gg] 0o [8286:33]
Safety -0.26%** [_-g.f??], -0.22%* [_—8377], -0.19* [-_(()).'032]'
Health = TR = T e
Values 0.08 [.862;,], -0.06 [-g.iz()z], -0.04 [-(())..12:],
Reciprocity by Inability -0.04 [_(()), 01;1] 010 [_g 0232] 0.00 [81122]
Perceived Ingroup Morality  0.20* [ggg] e [ggg] o [828]
R? 19> 5% 14

Note. N = 538. b indicates the unstandardized regression weights. LL and UL indicate the lower and upper
limits of a confidence interval, respectively. Robust standard errors are shown.
*p <.05, **p <.01, ***p <.001.

Tables 3.5 to 3.10 show that many commonly held and studied beliefs predicted
emotions beyond the emotion’s specific threat alone. Specifically, attributing blame to
people with mental illness for having their mental iliness was associated with more anger,
physical disgust, and moral disgust, and less pity. Additionally, seeing people with
mental illness as different predicted physical disgust beyond beliefs of responsibility and

threat to health, and beliefs about more blame for the individuals to overcome mental
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illness was associated with less moral disgust. Beliefs that people with mental illness are
dangerous and have better prognoses were associated with pity beyond blame for illness
and reciprocity threat due to inability. Lastly, believing that people with mental illness

are responsible for overcoming their mental illness was associated with less guilt beyond

threat to perceived ingroup morality alone.

Table 3.5

Regression Results of Beliefs Predicting Anger

Predictor Model 1 95% ClI Model 2 95% CI

b [LL, UL] b [LL, UL]
Intercept 0.24 [-0.30, 0.77] 0.02 [-0.43,0.47]
Onset Responsibility 0.64***  [0.42, 0.85] 0.37***  [0.17, 0.56]
Offset Responsibility 0.02 [-0.08, 0.13] -0.06 [-0.16, 0.03]
Differentness 0.19** [0.05, 0.32] 0.04 [-0.07, 0.15]
Dangerousness 0.33***  [0.19, 0.47] 0.04 [-0.08, 0.16]
Prognosis -0.15** [-0.26, -0.05] -0.05 [-0.14, 0.04]
Obstacle Threat 0.51***  [0.40, 0.62]
R2 36*** B3xx*

Note. N = 538. b indicates the unstandardized regression weights. LL and UL indicate the lower
and upper limits of a confidence interval, respectively. Robust standard errors are shown.
*p <.05, **p <.01, ***p <.001.

Table 3.6

Regression Results for Beliefs Predicting Fear

. Model 1 95% Cl Model 2 95% ClI
Predictor b [LL, UL] b [LL, UL]
Intercept 0.52 [-0.18, 1.23] 0.39 [-0.22,1.01]
Onset
Responsibility 0.05 [-0.15, 0.26] -0.12 [-0.30, 0.07]
Offset
Responsibility 0.05 [-0.09, 0.20] -0.02 [-0.15, 0.11]
Differentness 0.17* [0.01, 0.32] 0.09 [-0.05, 0.23]
Dangerousness 0.91%** [0.72,1.10] 0.36***  [0.15, 0.56]
Prognosis -0.00 [-0.14, 0.14] 0.09 [-0.03, 0.21]
Safety Threat 0.51***  [0.42, 0.60]
R2 33x** ATFF*

Note. N = 538. b indicates the unstandardized regression weights. LL and UL indicate the lower
and upper limits of a confidence interval, respectively. Robust standard errors are shown.
*p <.05, ** p <.01, ***p < .001.
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Regression Results of Beliefs Predicting Physical Disgust

Table 3.7

Predictor Model 1 95% ClI Model 2 95% ClI

b [LL, UL] b [LL, UL]
Intercept 0.45 [-0.11,1.02] 0.23 [-0.26, 0.72]
Onset Responsibility 0.56***  [0.35, 0.76] 0.29** [0.10, 0.49]
Offset Responsibility 0.03 [-0.08, 0.14] -0.01 [-0.11, 0.10]
Differentness 0.22***  10.09, 0.35] 0.12* [0.01, 0.23]
Dangerousness 0.30*** [0.16, 0.44] 0.11 [-0.01, 0.23]
Prognosis -0.19***  [-0.30, -0.09] -0.09 [-0.18, 0.00]
Health Threat 0.42***  [0.32,0.53]
RZ 35*** Wile b

Note. N = 538. b indicates the unstandardized regression weights. LL and UL indicate the lower
and upper limits of a confidence interval, respectively. Robust standard errors are shown.
*p <.05, **p <.01, ***p <.001.

Table 3.8

Regression Results of Beliefs Predicting Moral Disgust

Predictor Model 1 95% CI Model 2 95% ClI

b [LL, UL] b [LL, UL]
Intercept 0.05 [-0.51, 0.61] -0.20 [-0.68, 0.29]
Onset Responsibility 0.71***  [0.49, 0.94] 0.53*** [0.34,0.72]
Offset Responsibility -0.00 [-0.12, 0.11] -0.12* [-0.22,-0.02]
Differentness 0.18* [0.04, 0.32] 0.02 [-0.09, 0.13]
Dangerousness 0.26***  [0.13, 0.40] 0.05 [-0.06, 0.17]
Prognosis -0.10 [-0.21, 0.01] 0.02 [-0.07,0.12]
Value Threat 0.45%** [0.35, 0.54]
RZ 34F** Blx**

Note. N = 538. b indicates the unstandardized regression weights. LL and UL indicate the lower
and upper limits of a confidence interval, respectively. Robust standard errors are shown.
*p <.05, ** p <.01, ***p < .001.
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Table 3.9

Regression Results of Beliefs Predicting Pity

Predictor Model 1 95% ClI Model 2 95% CI

b [LL, UL] b [LL, UL]
Intercept 2.90*** [2.01, 3.79] 2.69*** [1.81, 3.58]
Onset Responsibility -0.40%** [-0.62, -0.17] -0.46%**  [-0.69, -0.23]
Offset Responsibility -0.12 [-0.31, 0.08] -0.13 [-0.32, 0.06]
Differentness 0.16 [-0.05, 0.37] 0.05 [-0.16, 0.26]
Dangerousness 0.43*** [0.20, 0.66] 0.31** [0.08, 0.54]
Prognosis 0.51*** [0.33,0.69] 0.49*** [0.31,0.67]

Reciprocity Threat ook

due to Inability 0.25 [0.14,0.35]
R2 10*** 14%**

Note. N = 538. b indicates the unstandardized regression weights. LL and UL indicate the lower

and upper limits of a confidence interval, respectively. Robust standard errors are shown.

*p <.05, **p <.01, ***p <.001.

Table 3.10

Regression Results of Beliefs Predicting Guilt

Predictor Model 1 95% Cl Model 2 95% ClI

b [LL, UL] b [LL, UL]
Intercept 1.42%** [0.75, 2.08] 0.93** [0.36, 1.50]
Onset Responsibility 0.45*** [0.25, 0.65] 0.10 [-0.10, 0.29]
Offset Responsibility -0.11 [-0.24, 0.03] -0.13* [-0.25, -0.01]
Differentness 0.18* [0.03,0.33] 0.06 [-0.08, 0.20]
Dangerousness 0.10 [-0.06, 0.26] -0.02 [-0.15,0.12]
Prognosis -0.04 [-0.17,0.09] 0.09 [-0.02, 0.21]

Perceived Ingroup .

Morality Threat 0.50 [0.39, 0.6]
RZ 11F** 2Q*x**

Note. N = 538. b indicates the unstandardized regression weights. LL and UL indicate the lower

and upper limits of a confidence interval, respectively. Robust standard errors are shown.

*p <.05, ** p < .01, ***p <.001.

Discussion
Study 2 extended Study 1 by using the sociofunctional approach to prejudice
(Cottrell & Neuberg, 2005) to determine how social contexts may change how people
perceive mental illness. Specifically, Study 2 examined how social context, which frames
group goals and salient threats, changed the perceived threats and emotional reactions of
people with mental illness. The hypotheses that the contextual framing of the workplace
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and religious community would change perceptions of sociofunctional threats and
emotion was not supported. There were trending effects such that workplace was
associated with more threat to social coordination and less feelings of pity and guilt
toward people with mental illness, but the hypotheses were not fully supported. These
results suggest that perceived specific threats may not relate to the overall goals and
purposes of the social groups. Instead, people may have fixed perceptions of people with
mental illness. Moreover, perceptions may be more dependent on individual differences

rather than social context.

Exploratory Results

Additionally, it was found that general religiosity, regardless of experimental
condition, was associated with more perceived threats to safety, health, perceived ingroup
morality, and reciprocity due to choice and was associated with more anger, fear,
physical disgust, moral disgust, and pity toward people with mental illness. This finding
supports past research that suggests that people with mental illness are stigmatized by
people who are religious. Religiousness may correspond to beliefs that mental illness is
caused by spiritual or demonic forces or represents a personal failure of faith
(Wesslemann & Graziano, 2010). In particular, the current findings support research that
indicates that religious individuals may experience more disgust and guilt out of purity
and moral concerns (e.g., Albertsen et al., 2006; Preston & Ritter, 2012) and also may
experience more pity toward people with mental illness (Rose, 1997).

There was also evidence that identification with the group may be especially
important to perceiving specific threats and emotions in the context of certain social

groups. Exploratory results were that in the religious condition, identification with the
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group tended to predict more perceived threats and emotions, whereas in the local
community condition, identification with the group tended to have negative associations
with perceived threats and emotions. The sociofunctional approach accounts for
investment in and dependency on a group (Neuberg & Cottrell, 2002; Neuberg et al.,
2000), but it was expected that identification with the group would uniformly relate to
perceived threats toward ingroups — not impact certain ingroups more than others.
Moreover, the pattern of findings does not necessarily support the sociofunctional theory
because the interaction between condition and identification with the group was present
for most perceived threats and emotional reactions and not only the threats and emotions
that may be most theoretically relevant to religious group goals.

Instead, the interaction found between the religious context and group
identification suggests that religious communities represent groups that, when important
to individuals, may lead to more threat perception and negative emotions. Indeed,
religion may be a social identity that people hold closer than other social identities and
represents a strong and central worldview (Ysseldyk, Matheson, & Anisman, 2010).
While social identity can make people think in terms of protecting the ingroup and
differentiating from the outgroup (Tajfel & Turner, 1979), religious identity may be a
particularly strong social identity that creates some division between groups (Ysseldyk et
al., 2010). When people who identify strongly with a religious group respond in the
context of their religious group (as in the current research), they may perceive more
threat and have more negative emotion toward people who seem different. However,
when people respond from the perspective of the local community context, which is not

inherently tied to a specific worldview and may not represent a central social identity,
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people may feel less negatively toward people with mental illness. More identification
with the local community may potentially decrease perceived threats and negative
emotion toward people with mental illness because communities partially function to

offer various services to all members, including members who have mental illness.

Replications of Study 1

While primary hypotheses were not supported, replications of Study 1 hypotheses
showed that specific threats, again, somewhat mapped onto the theoretically relevant
specific emotions. For all emotions other than physical disgust, the theoretically relevant
specific threat predicted the emotion. There were also other specific threats that
statistically predicted each emotion. Furthermore, specific threats accounted for
significant variance in each emotion over general threat alone. Of note, multicollinearity
was not as high in Study 1, meaning that the coefficients in Study 2 were somewhat more
stable in the regression analyses.

Some of the exploratory results from Study 1 were also supported in Study 2. It
was found that positive emotions were generally associated with less perceived obstacle
and safety threats, but more threat to health and perceived ingroup morality. It is logical
that perceiving fewer negative threats such as threats to resources and safety would
predict more positive emotion, and perhaps perceiving a threat to how the ingroup is
perceived could also lead to more positive emotion to repair the reputation. However, the
result that more health threat was associated with more positive emotion was also
replicated from Study 1. This suggests that this surprising finding is not a simple anomaly

and should be explored in future research.
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Additional specific threats were also found to contribute to the variance in
emotions. Specifically, threat to awkwardness again predicted fear, and threat to being
aware of one’s lack of helping predicted pity and guilt, replicating results in Study 1.
Threat of social awkwardness also predicted guilt in Study 2.

Study 2 also found that blaming people with mental illness for mental illness
onset predicted each emotion except fear and guilt, even when controlling for each
emotion’s corresponding specific threat. There were some additional beliefs that further
predicted emotions beyond specific threats and attributions alone. Overall, this suggests
that attribution theory (Weiner et al., 1988) contributes to our understanding of emotions
toward people with mental illness, and this is in addition to the contribution of specific

threats.

Limitations

Overall, there were limitations to consider. One limitation is that the experimental
conditions were done online. This method therefore required that participants pay
attention and really think about how they would perceive people with mental illness in a
certain context. People may have been answering with a more general context in mind
rather than consider their perceptions in a certain context. Moreover, explicit perceptions
and emotions were measured, which may not accurately reflect how people think and feel
in those real social contexts. Overall, the current study allowed for experimental
manipulation of the social contextual framing, but future research may consider quasi-
experimental methodology that targets participants in actual workplace or religious

locations.
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CHAPTER FOUR

General Discussion

Together, Studies 1 and 2 offer a novel approach to studying stigma of mental
illness and a beginning investigation of how specific threats and emotions may differ
across mental illness diagnoses and across social context. In particular, the studies offer a
framework for why emotional reactions and prejudice may develop toward people with
mental illness. The sociofunctional approach and threat approaches to prejudice (Cottrell
& Neuberg, 2005; Neuberg & Cottrell, 2002; Stangor & Dovidio, 2000) offer an
overarching theory that posits that emotional reactions are the consequence of perceived
threats to social functioning and motivate behavior that might alleviate the threats. Social
groups are adaptive to humans (Brewer, 2004), and so excluding certain people may have
once been beneficial to maximize group effectiveness and survival (Kurzban & Leary,
2001). People with mental illness may represent an outgroup that people stigmatize in
efforts to keep the ingroup healthy and functionable.

Extending the sociofunctional framework to mental illness stigma in the current
research showed that specific threats and emotions may be helpful to our understanding
of mental illness stigma for several reasons. First, specific threats and emotional reactions
that have not yet been examined in mental illness stigma research were endorsed in the
current studies. Second, specific threats accounted for a significant amount of variance in
emotional reactions, and more variance than general threat alone. Third, specific threats

did predict certain specific emotions somewhat consistently. In both studies, obstacle
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threats predicted anger, safety threat predicted fear, value threat predicted moral disgust,
and threat to perceived ingroup morality predicted guilt. Health threat predicted physical
disgust in Study 1 but not Study 2, and threat to reciprocity by inability predicted pity in
Study 2 and not Study 1. Other classes of threats also predicted each emotion consistently
across studies: threat to perceived ingroup morality consistently predicted physical
disgust, health threat consistently predicted moral disgust, safety threat consistently
predicted pity, and reciprocity threat due to inability consistently predicted guilt.

Some of these additional threat classes predicting emotions may be explainable, in
part, through the lens of the sociofunctional theory. The fact that health and value threats
similarly predicted moral disgust suggests that physical and moral disgust may not be
highly distinguishable and may function similarly toward people with mental illness.
Disgust, in general, may arise out of a desire to stay away from both physical and moral
contamination. Indeed, some research using the sociofunctional theory has not
distinguished between moral and physical disgust (i.e., Cottrell & Neuberg, 2005). The
current study also indicated that physical disgust was associated with concerns about the
ingroup’s morality being questioned. If the morality of the ingroup is threatened, this
could create feelings of disgust toward people with mental illness if it is perceived that
people with mental illness are contaminating the reputation of the ingroup. Additionally,
it could create feelings of self-disgust (e.g., Powell, Overton, & Simpson, 2014), although
it is worth noting that participants indicated how much they felt disgust toward people
with mental illness, as a group, and not whether they felt disgust in general or disgust

toward the self.
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Threat to reciprocity due to inability also predicted guilt. While this is not
accounted for by the sociofunctional approach, it may be explained by the fact that if
people feel like a group cannot reciprocate by no fault of their own, there may be more
guilt felt by not helping. People may not experience the same guilt if not helping people
with mental illness is justified by blaming people with mental illness or believing that
people with mental illness choose to contribute less and/or choose to take more. This was
also supported by the supplemental analyses on the additional threats, which show that
threat to being aware of one’s lack of helping predicted pity and guilt beyond the original
threat classes.

The result that pity was explained by threat to safety is not congruent with the
sociofunctional approach. A threat to safety should theoretically elicit a fight or flight
response. Pity is not usually associated with fear. It is possible that when people think
about threats to safety and the idea that people with mental illness could harm others,
they may also feel pity and endorse beliefs that people with mental illness should be
taken care of [and potentially separated from the rest of society]. These results mirror
other research that has found that beliefs about dangerousness are associated with pity
and that pity may predict desire to separate people with mental illness from society
(Corrigan et al., 2003). Overall, pity did not correlate as highly with the other emotions
and threats, making pity toward people with mental illness a construct for further
exploration.

Ultimately, the current research could inform stigma interventions. Adequate and
reliable stigma interventions are still being pursued (Casados, 2017; Corrigan et al.,

2012), and perhaps one reason why many interventions do not change long-term attitudes
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is because interventions are not targeting a variety of perceived threats and emotions.
These various threats and emotions, such as threat to resources, property, health, and
values, are not often examined in the literature, and neither are emotions such as disgust
and guilt; however, the current studies suggest that people do endorse these perceptions
and emotional reactions toward people with mental illness.

Additionally, while it may be critical to cater stigma interventions to specific
contexts (e.g., the medical field, Lawrence & Kisley, 2010; Sartorius, 2007), the current
studies do not indicate that different social contexts elicit different perceptions. There
was some evidence that the religious communities may require more stigma
interventions. Religiosity may share a direct relationship with stigma of mental illness
and people who strongly identify with a religious group may feel especially threatened by
people with mental illness in their religious communities. However, it is not clear from
the present studies that people are more or less stigmatizing in a religious context
compared to a local community context; individual-level factors may be at play more
than group functioning concerns. Interventions in religious communities could be
effective to the extent that they would directly reach many people who are highly
religious and/or strongly identify with a religious community.

The current studies were also the first to extend the sociofunctional approach to a
clinically-relevant group. The current studies offer support that the sociofunctional theory
may be used to study other clinically-relevant, stigmatized groups, such as people with
physical disabilities, people who are homeless, or people with intellectual disabilities. If

researchers can better understand perceived threats and emotional reactions toward
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stigmatized groups, then we may be able to create and implement more effective

interventions to reduce stigma and its consequences.

Limitations and Directions for Future Research

Overall, Study 1 and Study 2 shared many limitations. One limitation was the
monomethod nature of the assessments, which may have artificially inflated estimates.
Explicit measures were also used, which requires participants to be aware of and admit
their true perceptions and feelings toward people with mental illness. While desirable
responding is often found to be unrelated to mental illness stigma (e.g., Cashwell &
Smith, 2011; Ebneter & Latner, 2013) or be only a concern when people are interviewed
face-to-face (Henderson, Evans-Lacko, Flach, & Thornicroft, 2012), it was a limitation
that desirable responding was not examined. Lastly, it was a limitation that only a select
few labels were used, and “people with mental illness” was the commonly used label.
This is a broad label that represents a heterogenous group. Depression and schizophrenia
targets were examined in Study 1 and showed some differentiation, and it may be valid to
examine each type of mental illness separately in future research.

Future research should also continue to examine the utility of the sociofunctional
approach to prejudice to other clinical groups and also compare the sociofunctional
approach to alternative theories, such as attribution theory. The current studies suggest
specific threats predict emotions toward people with mental illness, but that attributions
independently predict emotion and may also be important to our understanding of mental
illness stigma. It was not clear from the current studies whether attributional beliefs or
specific threats from the sociofunctional theory were definitively more important or

useful, but they both consistently predicted emotions across studies.

104



Lastly, the current research points to the potential for interventions that target a
variety of perceptions and emotional reactions toward people with mental illness. People
with mental illness may be perceived as more than targets of blame and sources of
danger, and people may express more than only anger, fear, and pity toward people with
mental illness. As future research gives insight to these various perceptions, future
interventions should aim to reduce a broader range of negative perceptions as well as
emotions such as disgust and guilt. Perhaps interventions that seek to reduce a broader
range of negative perceptions and emotions will be more effective than interventions that
are narrower in scope. Moreover, interventions may need to take place in a variety of
contexts or be considered for a variety of targets, such as targets with different mental
illnesses. Overall, the affective component of mental illness stigma has important
behavioral implications (Thornicroft et al., 2007), and more effective interventions may

be developed to address and reduce this stigma.
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