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Abstract: Data from the 1996 and 2006 General Social Survey were analyzed
to examine the relationship between the desire for social distance from in-
dividuals with mental illness and a number of factors that were thought to
contribute to it, including perceptions of mental illness and dangerousness.
Random samples of participants were assigned to one of four experimental
conditions, in which they were read a vignette describing a character who
presented with alcoholism, depression, schizophrenia, or minor problems.
The desire for social distance from characters whose presenting problems
were alcoholism or depression was significantly lower in 2006 than in 1996.
The participants’ perceptions that the character was mentally ill and/or dan-
gerous to others partially mediated the association between presenting prob-
lem and social distance. Participants who were younger, white, better educated,
and attended religious services more often required less social distance from
the vignette characters than did their counterparts.
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N egative attitudes about individuals with disabilities are com-
monly referred to as stigmatization, from the Greek word stigma,

meaning ‘‘to mark’’ or ‘‘to brand’’ (Simon, 1992). Goffman’s (1963)
theory of stigmatization conceived of stigma as an attribute, or mark,
that discredits one’s social identity and sets one apart from ‘‘normal’’
individuals. According to Goffman, the label of mental illness or an-
other disability imputes other undesirable attributes to the person to
whom the label is applied. Although stigmatization may be expressed
in various ways, because it is a social process, it fundamentally reflects
a desire to avoid social interaction (Goffman, 1963).

Mental health experts have identified stigma as a significant
barrier to mental health care (Corrigan and Wassel, 2008; Overton
and Medina, 2008). Moreover, it undermines the quality of life of
individuals with mental illness (Cavendish et al., 2007; Depla et al.,
2005) by preventing some from obtaining jobs or housing and by
excluding many from other aspects of civic and social life (Corrigan,
2007; Kelly, 2005; Overton and Medina, 2008).

Research since the 1950s has shown that the general public
harbors negative attitudes toward individuals with mental illness
(Hayward and Bright, 1997; Jalali et al., 1978; Phelps et al., 2009). In
keeping with the idea that the key element of stigma is a desire to

avoid social contact, many studies have used ‘‘social distance’’ scales.
These scales ask a series of questions about the degree of social
proximity one is willing to have with a person with mental illness,
as a social companion, a co-worker, a neighbor, a friend, or an in-law
(e.g., Van Dorn et al., 2005).

Consistent with Goffman’s (1963) theory, research in the United
States and Europe has found that social distance varies by psychiatric
diagnosis (Lauber et al., 2004). Moreover, there is evidence to support
Goffman’s notion that the label of a disability imparts other undesir-
able attributes to the person to whom it is applied. Many studies of
mental illness stigma ask survey participants to respond to descrip-
tions of sample vignette characters (Link et al., 2004). One such study
found that individuals who spontaneously labeled vignette characters
as mentally ill were more likely to describe the characters as dan-
gerous and unpredictable (Angermeyer and Matschinger, 2005).

The belief that individuals with a mental illness are dangerous
is one of the most common misconceptions among the general
public (Arboleda-Florenz, 2003; Pescosolido et al., 1999). For in-
stance, a 1996 study found that more than 60% of US adults be-
lieved that individuals with schizophrenia were ‘‘somewhat likely’’
or ‘‘very likely’’ to commit some violent act toward others (Link
et al., 1999; Pescosolido et al., 1999). More than 8 of 10 people in a
1997 Canadian survey perceived individuals with schizophrenia as
dangerous (Thompson et al., 2002), and nearly three quarters of a
Dutch sample surveyed that same year ‘‘agreed’’ or ‘‘totally agreed’’
that mentally ill individuals tend to be aggressive (van ’t Veer et al.,
2006). Although the Americans who were surveyed deemed indi-
viduals with schizophrenia to be less dangerous than individuals
with alcohol and drug addictions, a British survey found that the
general public considered individuals with schizophrenia to be more
dangerous than individuals with most other mental illnesses (Crisp
et al., 2000).

Several studies have reported that social distance is related to
people’s perceptions that individuals with mental illness are danger-
ous. For instance, in a representative sample of US adults, Link et al.
(1999) reported that the correlation between the participants’ desire
for social distance and the perceived dangerousness of the persons
with mental illness was r = 0.43. Corrigan et al. (2001b) reported a
nearly identical correlation (r = 0.44) between social distance and col-
lege students’ perceptions that people with mental illness were dan-
gerous or violent. A representative sample of German adults yielded a
similar relationship between dangerousness and social distance in re-
sponse tovignettes describing individuals with schizophrenia (A = 0.38)
and depression (A = 0.29; Angermeyer et al., 2004). Finally, the results
of a national sample of US adults indicate that ethnic/racial differences
in the desire for social distance from the mentally ill may be partially
caused by ethnic/racial differences in beliefs about their dangerous-
ness (Whaley, 1997).

Factors Related to Stigmatization
Sociodemographic characteristics of the individuals surveyed

seem to influence social distance to some extent (Angermeyer and
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Dietrich, 2006; Jorm and Oh, 2009). A variety of studies have found
a positive relationship between age and the desire for social dis-
tance (Corrigan et al., 2001a; Jorm and Oh, 2009; van ’t Veer et al.,
2006), and several studies have found a negative relationship be-
tween education and the desire for social distance (Jalali et al.,
1978; Jorm and Oh, 2009; van ’t Veer et al., 2006). Although many
studies have looked for an association between sex and the desire
for social distance, no consistent sex effects have been observed (Jorm
and Oh, 2009).

Other demographic characteristics may also influence the
desire for social distance. For instance, some research reveals that
white individuals express less of a desire for social distance from
persons with mental illness than do Asian-Pacific islanders, Latinos,
and other respondents (Corrigan et al., 2001a; Whaley, 1997; Wolff
et al., 1996). The findings from a 1996 US survey suggest that reli-
gion may also be a factor in stigmatization, in that those survey par-
ticipants who espoused a religious affiliation were more likely than
unaffiliated participants to assert that persons with mental illness
should be treated against their will (Pescosolido et al., 1999).

Combating Stigmatization
In 1996, the World Health Organization announced an inter-

national antistigma campaign to be led by local groups. In 1999, the
World Psychiatric Association initiated programs to reduce stigma
of schizophrenia in 19 countries, including the United States (Rosen
et al., 2000; Sartorius, 2006). That same year the Surgeon General
of the United States released a report on mental health that discussed
the detriment of stigmatization of the mentally ill and ways to reduce
stigma (Mental Health: A report of the Surgeon General, 1999); na-
tional and state campaigns to reduce stigma soon ensued (Lemmer,
2002). In 2004, Estroff et al. (2004) identified more than 100 stigma
programs in 38 states, which they believed was a gross underestimate
of available programs caused by the low survey response rate. More
recently, the US military (Defense Department Task Force on Mental
Health, 2007) recognized stigma as a significant barrier to mental
care. Given such widespread efforts throughout the United States
to combat the stigmatization of individuals with mental illness, we
would expect a reduction in stigmatization since the initiation of such
programs in the mid-1990s.

Various approaches have attempted to reduce the stigmatiza-
tion of individuals with mental illness, including a) removing nega-
tive stereotypes from the mass media; b) educating the public through
radio, television, and printed public service announcements; and c)
educating the public through community-based presentations by in-
dividuals who have a mental illness (Corrigan and Gelb, 2006). Ex-
perimental studies with college students indicate that education and
contact with individuals with mental illness are the most successful
approaches to reducing stigma (Corrigan et al., 2001b, 2001c; Corrigan
and Penn, 1999; Corrigan et al., 2010). Although there is some anec-
dotal evidence that these programs are effective in the United States,
only studies from Canada (Stuart, 2003), England (Paykel et al., 1998),
Germany (Gaebel et al., 2008), and New Zealand (Vaughan and
Hansen, 2004) have demonstrated concrete evidence for the efficacy
of stigma reduction programs.

The current study was specifically designed for a variety of
purposes. The first was to measure the degree to which American
perceptions of, and attitudes about, individuals with mental illness
changed between 1996 and 2006, using data from the General Social
Survey. The second was to examine the degree to which the desire
for social distance is mediated by perceptions of mental illness and
dangerousness. The third was to evaluate how demographic factors
including age, race, education, and religious service attendance would
relate to the desire for social distance. Finally, the fourth was to assess
which mental illnesses would be most stigmatizing.

METHODS

Sample
The data were obtained from the 1996 and 2006 General Social

Surveys (GSS), a cross-sectional survey of a representative sample of
English-speaking American adults (Davis and Smith, 2006). The 1996
and 2006 GSSs included a set of questions (or modules) that were
administered to 1444 of the 1996 participants and 1523 of the 2006
participants.

Both the 1996 and 2006 mental health modules contained four
vignettes that described the behavior of a person who met the crite-
ria for the ‘‘presenting problems’’ of alcohol dependence, depression,
schizophrenia, or minor problems. The 1996 module also incorporated
a drug problem vignette that was not reproduced in the 2006 data.
Therefore, those receiving the drug problem vignette were excluded,
decreasing the sample size for 1996 to 1152 participants. After listwise
deletions for missing data, the final sample sizes for the current study
were 1092 and 1412, respectively, for 1996 and 2006.

Procedure
Randomly selected samples of respondents were assigned to

one of the four experimental conditions, in which they were read one
of the vignettes (Ellison et al., 2006). The race, ethnicity, and sex of
the vignette characters were varied across presenting problems to
control for the effects of these variables. After being read a vignette,
the respondent was asked a series of questions about the character
depicted in the profile.

Study Variables

Survey Year
A mental health module that contained identical questions was

included in the GSS in 1996 and 2006. Survey year was coded in the
analyses as 0 for 1996 and 1 for 2006.

Presenting Problems
The symptoms described in each vignette met the DSM-IV

criteria for the respective presenting problem or met no psychiatric
diagnosis (‘‘minor problems’’ vignette). The alcoholism, depression,
and schizophrenia vignettes were dummy-coded (0, 1) for use in the
analyses. The ‘‘minor problem’’ vignette, in which the character did
not present with any psychiatric diagnosis, served as a reference
condition in the analyses.

Demographic Variables
The demographic variables included: age, sex, ethnicity, mar-

ital status, education, and religion. Sex, ethnicity and marital status
were dummy-coded as follows: female = 1, male = 0; white = 1,
nonwhite = 0; black = 1; nonblack = 0; currently married = 1, not
married = 0. Education was recorded as years of education, which
was recoded into six categories for the regression analyses: ranging
from 1 (elementary school) to 6 (some postgraduate education). Reli-
gion was measured by participants’self-reported frequency of attending
religious services on a 9-item scale ranging from 0 (never) to 8 (several
times a week).

The demographic characteristics of the vignette characters were
dummy-coded for sex (female = 1, male = 0) and race. Separate var-
iables were created for white (white = 1, nonwhite = 0) and black
(black = 1, nonblack = 0). The education level of the vignette charac-
ters was coded on a 3-point scale, with values of 1 (eighth grade), 2
(high school), and 3 (college).

Participant Perception Variables
The extent to which participants considered whether the per-

son in the vignette had a mental illness was based on their responses to
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the following question: ‘‘In your opinion, how likely is it that [this
person’s] situation is caused by a mental problem?’’ The response
categories ranged from: ‘‘not at all likely,’’ with a value of 0, to
‘‘very likely,’’ with a value of 4. Dangerousness was measured in
response to the question: ‘‘How likely is it that [this person] would
do something violent toward other people?’’ The response categories
and coding were the same as those for the mental illness question.

Dependent Variables
The current study used the same five measures of social dis-

tance used by Link et al. (1999), which were a set of related questions
asking: ‘‘How willing would you be’’ to be involved with the person
depicted in the vignette. The five social distance measures included
a) ‘‘to move next door to,’’ b) ‘‘to spend an evening with,’’ c) ‘‘to make
friends with,’’ d) ‘‘to work closely with’’ the person in the vignette,
and e) to have the person in the vignette ‘‘marry into your family.’’
For convenience, we labeled them, respectively, as a) ‘‘neighbor,’’ b)
‘‘social companion,’’ c) ‘‘friend,’’d) ‘‘co-worker,’’ and e) ‘‘in-law.’’ The
responses were coded as follows: ‘‘definitely willing,’’ 0; ‘‘probably
willing,’’ 1; ‘‘probably unwilling,’’ 2; and ‘‘definitely unwilling,’’ 3.
The five items had strong reliability (Cronbach > = 0.85), and the
responses were averaged to obtain a mean social distance score,
which was used as the dependent variable in the regression analyses.

Hypotheses
This study proposed the following five hypotheses based on

the literature review: a) the perception of mental illness would mediate
the effect of the presenting problems on the desire for social distance;
b) the perceptions of dangerousness would mediate the effect of the
presenting problems on the desire for social distance; c) the partici-
pants would be less likely to desire social distance from the vignette
characters in 2006 compared with those in 1996; d) the participants
would desire greater social distance from individuals with schizophre-
nia than from individuals with depression; and e) younger, white, and
better educated participants would desire less social distance than
older, nonwhite, and less educated participants, respectively.

Statistical Analysis

Preliminary Analyses
Univariate analyses (t-tests and chi-square tests; Ferguson,

1966) were conducted to compare the demographic characteristics of
participants in the 1996 and 2006 surveys (Table 1). Separate 3 � 2
analyses of covariance (Ferguson, 1966) were then performed on the
ratings of a) mental illness and b) potential for violence (or danger-

ousness) to examine the effects of year and the presenting problem
(Table 2), controlling for the demographic characteristics of the par-
ticipants and vignette characters.

Regression Analyses
Ordinary Least Squares regression was conducted to test the

net effects of a) survey year, b) presenting problems, c) participants’
perceptions, and d) demographic characteristics on social distance
(Cohen et al., 2003). Table 3 shows the results of four regression
models and Table 4 presents the means and standard deviations for
social distance by year and presenting problem. Model 1 included the
survey year, all the demographic characteristics of participants, the

TABLE 1. Demographic Characteristics of the 1996 and
2006 Samples

1996 2006

Variable Mean SD Mean SD

Age** 44.7 16.9 47.1 17.2
Years of education 13.8 5.3 13.7 3.6
Religious services attendance 3.7 2.6 3.5 2.8

n % n %

Female 606 55.5 794 56.2
Married* 551 50.5 640 45.3
Black 146 13.4 213 15.1
White** 891 81.6 1016 75.1

*p G 0.01.
**p G 0.001.

TABLE 2. Participants’ Ratings of Mental Illness and
Dangerousness

Presenting
Problems

Mental Illness Dangerousness

1996 2006 1996 2006

Mean SD Mean SD Mean SD Mean SD

Minor problems 1.07 1.14 1.37 1.15 1.04 1.11 1.15 1.04
Depression 2.50 1.20 2.67 1.16 1.60 1.26 1.59 1.15
Schizophrenia 3.24 1.03 3.24 0.92 2.23 1.20 2.38 1.22
Alcoholism 1.93 1.28 2.08 1.30 2.51 1.12 2.51 1.17

TABLE 3. Estimated Net Effects of Presenting Problems,
Perceptions of Mental Illness and Dangerousness,
Survey Year, and Demographic Characteristics on the
Desire for Social Distance

Variable Model 1 Model 2 Model 3 Model 4

Survey participants
Age 0.052** 0.051** 0.057** 0.058***
Female sex 0.010 0.006 0.009 0.009
Married 0.015 0.016 0.011 0.013
White j0.008 j0.015 0.025 0.026
Black 0.058* 0.049 0.056* 0.055*
Education 0.015 0.013 0.040* 0.040*
Service attendance j0.083*** j0.077*** j0.081*** j0.081***
Survey year j0.010 j0.019 j0.019 j0.045*

Vignette characters
Depression 0.215*** 0.171*** 0.142*** 0.141***
Schizophrenia 0.411*** 0.343*** 0.259*** 0.211***
Alcoholism 0.470*** 0.449*** 0.322*** 0.322***
Female sex j0.117*** j0.116*** j0.076*** j0.078***
White 0.021 0.020 0.022 0.022
Black 0.055** 0.057** 0.058** 0.058**
Education j0.030 j0.029 j0.023 j0.024

Participants’ perceptions of characters
Character is
mentally ill

0.104*** 0.049* 0.049**

Character is
dangerous

0.297*** 0.296***

Interactions
Year and
schizophrenia

0.071**

Adjusted R2 0.200 0.201 0.274 0.275

Values are standardized betas.
*p G 0.05.
**p G 0.01.
***p G 0.001.
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demographic characteristics of the vignette characters, and their
presenting problems. Model 2 added the participants’ ratings of the
degree to which they thought the vignette character had a mental
illness, and Model 3 added their ratings of the character’s dangerous-
ness. Finally, Model 4 tested the interaction effects of survey year and
the presenting problem (Aiken and West, 1991). The Sobel-Goodman
test of mediation was used to test the mediating effects of the par-
ticipants’ perceptions on social distance (Baron and Kenny, 1986;
Kenny, 2008).

RESULTS

Preliminary Analyses
Table 1 presents the demographic characteristics of participants

in the 1996 and 2006 surveys. A t-test revealed that the respondents to
the 2006 survey were significantly older than were the respondents to
the 1996 survey by a margin of more than 2 years. No differences were
found between the two samples with respect to years of education,
attending religious services, or sex. Participants in both survey years
had attended some college, on average, and their mean frequency of
attending religious services fell between the response categories
‘‘several times a year’’ and ‘‘about once a month.’’ The 2006 survey
had a significantly lower percentage of married participants and white
participants than did the 1996 survey.

Table 2 shows the participants’ mean ratings on the degree to
which the vignette character was mentally ill and dangerous by survey
year and presenting problem. Participants in the 2006 survey were
significantly more likely to perceive the characters as mentally ill than
were the participants in the 1996 survey (p G 0.001). The perception
of mental illness also varied by year ( p G 0.001), but there was no
significant interaction of year and presenting problem. The ratings
for all four presenting problems were significantly different from one
another (p G 0.001). The character presenting with schizophrenia was
the most likely character to be perceived as having a mental illness.
Female participants (p G 0.01) and those who attended religious ser-
vices more frequently (p G 0.01) were less likely to perceive the
character as mentally ill than were the other participants. Black par-
ticipants were significantly more likely to perceive the character as
mentally ill than were the other participants. There was no significant
relationship between the demographic characteristics of the characters
and the perception that they had a mental illness.

The perception that the character was dangerous varied sig-
nificantly across presenting problems ( p G 0.001) but not across
survey years. White and better educated participants were signifi-
cantly less likely to perceive the character as mentally ill than were
the other participants (p G 0.001). Female characters were significantly
less likely to be perceived as being dangerous than male characters.

Regression Analyses
The participants were most likely to desire social distance

from the vignette characters presenting with alcoholism, followed by
schizophrenia and depression (Tables 3 and 4).The mean desire for
social distance was between ‘‘probably unwilling’’ and ‘‘definitely

unwilling.’’ The expressed desire for social distance was significantly
higher toward black vignette characters (Table 3).

The addition of mental illness in Model 2 provides a test of the
Goffman theory in that labeling someone as having a mental illness
would be expected to be associated with a greater desire for social
distance. This indeed was the case, and the Sobel-Goodman tests
provided some support for Hypothesis 1, in that mental illness acted
as a partial mediator for the presenting problems of depression and
schizophrenia ( p G 0.001) but not for alcoholism.

It is impossible to test whether labeling increases other negative
attributes such as dangerousness from correlational analyses, but it is
clear from Model 3 that the perception of dangerousness was strongly
associated with social distance. The Sobel-Goodman Test provided
support for Hypothesis 2 in that dangerousness was found to be a
partial mediator for social distance for alcoholism and schizophrenia
(p G 0.001) but not for depression. Therefore, part of the association
between social distance for both alcoholism and schizophrenia is at-
tributable to perceptions of dangerousness.

Hypothesis 3 predicted that social distance would be lower in
2006 than in 1996. The first three models for social distance indicate
that social distance was somewhat lower in 2006, but the change from
1996 was not statistically significant. As mentioned in Methods,
three separate models were performed that included the interaction
effects of survey year with each presenting problem. The only sig-
nificant interaction effect was that of year with schizophrenia, which
is presented in Model 4. The interaction effect revealed that the desire
for social distance was higher toward persons with schizophrenia in
2006 than in 1996 (Table 3). Isolating this interaction effect further
revealed that the desire for social distance from persons with depression
and alcoholism was significantly lower in 2006 than in 1996 (Table 3).

As hypothesized (Hypothesis 4), participants expressed a greater
desire for social distance from characters presenting with schizo-
phrenia than from characters presenting with depression. The hypoth-
esized associations between social distance and the participants’
sociodemographic characteristics also were confirmed (Hypothesis 5).
Younger, white, and more highly educated participants were signifi-
cantly less likely to require social distance from the vignette characters
presenting with problems than were their counterparts. The partici-
pants who attended religious services more frequently exhibited sig-
nificantly less of a desire for social distance than did those who attended
less frequently.

DISCUSSION
The present results demonstrate that the desire for social dis-

tance from individuals with mental illness depends on a number of
factors. These include a) the nature of the presenting problem, b) the
perception that the problem is a mental illness, and c) the perception
that the individual with the presenting problem is a danger to others.
Although previous research has established several of these associa-
tions, the present study is the first to simultaneously examine the con-
tribution of each of these factors on social distance. The present study
is also unique in comparing social distance at two points in time (1996
and 2006). Compared with the 1996 data, the 2006 data indicate a
significant decline in the desire for social distance from individuals
with depression and alcoholism but not for individuals with schizo-
phrenia. The desire for social distance was actually somewhat higher
toward individuals with schizophrenia in 2006 than in 1996. It appears
that this desire for social distance is largely caused by the perception
that individuals with schizophrenia are dangerous (Angermeyer et al.,
2003; Crisp et al., 2000; Read et al., 2006).

Although dangerousness partially mediated the association be-
tween social distance for schizophrenia and alcoholism, as expected
(Hypothesis 3), it did not do so for depression. It is likely that danger-
ousness did not mediate social distance for depression because the

TABLE 4. Participants’ Desire for Social Distance

1996 2006

Presenting Problems Mean SD Mean SD

Minor problems 1.15 0.84 1.20 0.87
Depression 1.72 0.97 1.60 0.94
Schizophrenia 2.12 1.02 2.24 1.00
Alcoholism 2.38 0.92 2.27 0.93
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participants were least likely to perceive the depressed vignette char-
acter as dangerous.

As expected, based on Goffman’s (1963) theory, the label of
mental illness was associated with a greater desire for social distance.
Moreover, the results provide partial support for Hypothesis 2 in that
mental illness partially mediated the association between social dis-
tance and depression and schizophrenia. However, it did not mediate
the association between social distance and alcoholism. This is likely
attributed to the fact that relatively few participants perceived alcohol-
ism as a mental illness.

Consistent with previous research, white (Whaley, 1997) and
better educated participants (Jorm and Griffiths, 2008) were less
likely to believe that vignette characters were dangerous, and younger
participants expressed less of a desire for social distance than did
their older counterparts. The present results are also consistent with
previous research that has found that people who belong to minority
groups are more likely to desire social distance from individuals with
mental problems.

Participants who attended services more frequently were less
likely to desire social distance from the vignette characters presenting
with problems than less frequent service attendees. Angermeyer and
Matschinger (1997) found a relationship between the participants’
attitudes toward individuals with mental illness and the participants’
overall value orientation. Perhaps, more frequent service attendees
share a more accepting value orientation toward individuals with a
mental illness.

LIMITATIONS
Although the present study was able to compare the attitudes

and perceptions about mental illness at two points in time, because
the data at each point emerge from cross-sectional surveys, the study
has the same limitations as other cross-sectional studies. Key among
these limitations is the inability to draw causal inferences and to
determine the directionality of the observed associations.

The study is also limited with respect to the measures of the
participants’ perceptions of the vignette characters, because these
measures consist of only a single item for each. The method used for
labeling the vignette’s character’s problem as mental illness differs
from the methods used in past studies, but it is unclear to what degree
that difference matters. Although the participants in the present study
were asked to rate the degree to which they deemed the problem to
be a mental illness, two earlier studies asked participants to provide
their own labels for the problem (Angermeyer and Matschinger,
2005; Jorm and Griffiths, 2008). In one study, spontaneously labeling
the problem as a mental illness was associated with a significantly
greater desire for social distance, and in the other study, it was not
(Jorm and Griffiths, 2008). Finally, because familiarity with persons
with mental illness has been found to reduce the desire for social dis-
tance (Angermeyer et al., 2004; Corrigan et al., 2001a, 2001b), it would
have been worthwhile to have such a measure. However, no such var-
iable is contained in the GSS 1996 or 2006 data sets. Despite these
limitations, we believe that the findings provide important information
about the stability and flexibility across time of American attitudes and
perceptions regarding mental illness.

CONCLUSIONS
It is critical for society to better comprehend the construct of

stigma and to determine how best to minimize its presence and effect
on individuals presenting with mental or other forms of illness and
vulnerability. The present study confirms previous research that a
number of factors contribute to the stigmatization of individuals with
mental illness. These include a) the race, sex, and presenting problem
of the individual who has a mental problem and the degree to which
they are perceived as b) having a mental illness and c) being a source
of danger to others.

Previous research delineates three principal ways to eliminate
public stigma: protest, education, and contact (Corrigan and Penn,
1999). The present study indicates that educational and other efforts
to inform the general public about mental illness may be contributing
to reductions in the stigmatization of individuals with some mental
health problems. However, this does not seem to be the case for
Americans with schizophrenia, based on the current findings.
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