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j Abstract Background Past research on stigmati-
zation of the mentally ill has emphasized the impor-
tance of beliefs about mental illness in determining
preferred social distance to those with such illnesses. In
the current paper we examine the importance of per-
ceived social norms in improving the prediction of
social distance preferences. Methods Two hundred
university students completed scales measuring
their beliefs about either depression or schizophrenia;
their perception of relevant social norms and their
preferred level of social distance to someone with
schizophrenia or depression. Measures of social
desirability bias were also completed. Results The
proportion of variance in preferred social distance was
approximately doubled when perceived norms were
added to beliefs about illness in a regression equation.
Perceived norms were the most important predictor of
social distance to an individual with either illness. A
general preference for social distance towards a con-
trol, non-ill person was also an independent predictor
of behavioral intentions toward someone with either
schizophrenia or depression. Conclusions Perceived
social norms are an important contributor to an indi-
vidual’s social distance to those with mental illness.
Messages designed to influence perceived social norms
may help reduce stigmatization of the mentally ill.

j Key words stigma – social distance – depres-
sion – schizophrenia

Introduction

Reducing the stigma of mental illness has been
identified as one of the major challenges of the mental
health field [38, 64, 74]. Negative reactions to those
with mental illness are thought to contribute to delays
in help seeking [8, 21] as well as placing many indi-
viduals who have received psychiatric treatment at
disadvantages in such areas as employment, income,
housing, personal relationships and health care [50,
51, 54, 76, 77]. Aspects of this stigma can also be
internalized by those with mental illness with impli-
cations for their psychological well-being and self-
esteem [20, 48, 62, 79].

In general, approaches to understanding this stig-
matization have emphasized the importance of beliefs
about the mentally ill [5, 18, 19, 47, 75]. It is suggested
that prominent stereotyped beliefs about mental ill-
ness include that those with mental illness are (1)
dangerous; (2) have contributed to their own mis-
fortune through character weakness; (3) are socially
unpredictable and inappropriate; (4) are unlikely to
greatly improve with treatment; with the only poten-
tially positive aspect of the stereotype of mental ill-
ness being belief that it may be associated with artistic
talent or genius [5, 27, 36]. There is particularly
strong evidence of significant relationships between
wishing to maintain greater social distance towards
those with mental illness and beliefs about their
dangerousness [3, 5, 46, 75] responsibility for their
own illness [52] and the unpredictability or inap-
propriateness of their social behavior [5, 69].

Angermeyer and Matschinger [5] assessed the rel-
ative importance of beliefs about schizophrenia in
predicting behavioral intentions that reflect social
distance. Using data from a representative sample of
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over 5,000 from the population of Germany, they
found that beliefs about social inappropriateness or
unpredictability and dangerousness were the most
important predictors of behavioural intentions
towards those with schizophrenia. However, the total
amount of variance in social distance accounted for
by beliefs about schizophrenia and demographic
characteristics of respondents was limited to 27%.

Many interventions have been implemented with
the intention of improving reactions to the mentally
ill by changing beliefs about the nature of mental
illness. Unfortunately, there is often no evaluation of
their effectiveness. Those few interventions that have
been evaluated have often succeeded in changing
stated beliefs and attitudes, but have yielded much
less evidence of improvement in behavioural inten-
tions toward those with mental illness, [29, 56, 57, 60,
67]. Reviews of the relevant literature have also con-
cluded that any effects of efforts to reduce the stigma
of mental illness have largely been restricted to
changes in verbally expressed beliefs and attitudes
rather than behavioural intentions or behaviour [63,
70, 77]. In addition, there is evidence that desirable
changes over time in the public beliefs about mental
illness are not necessarily accompanied by significant
improvement in behavioural intentions [6].

The above findings are consistent with suggestions
in the more general literature on prejudice and stigma
that stereotyped beliefs may have been overempha-
sized as determinants of behavioral intentions or
actual behavior [39, 55]. Goffman’s seminal writings
on stigma emphasized the importance of a perceived
social consensus or norms concerning behavioral
responses to stigmatized individuals [31, 43] and
there have been several recent calls for more attention
to the social normative context of stigmatization in
general and stigmatization of mental illness in par-
ticular [33, 37, 80]. As Link et al. [48] have noted,
‘‘People form expectations as to whether most people
will reject an individual with mental illness as a
friend, employee, neighbour or intimate partner…’’
(p 203). It has been demonstrated in other contexts
that an individual’s perception of social norms can
have an influence on his or her preferred social dis-
tance with reference to stigmatized groups indepen-
dently of personal beliefs about that group [22, 37,
73], but this has not been investigated in the context
of mental illness.

The purpose of the current investigation was to
examine the relative importance of perceived social
norms and beliefs about mental illness as predictors
of preferred social distance towards the mentally ill. If
perceived social norms are an independent predictor
of preferred social distance to those with mental
illness, it could have significant implications for the
design of interventions to change such reactions [15,
68]. The specific hypothesis tested was that perceived
social norms make a significant contribution to
behavioural intentions with respect to individuals

with schizophrenia or depression independently of
beliefs about such illnesses.

Method

j Participants

Participants were 200 undergraduate students at the University of
Western Ontario in London, Canada who responded to advertise-
ments to participate in the study. Participants were offered $15 as
compensation for their time. All participants signed an informed
consent and the study protocol was approved by the relevant Ethics
Board at the University. There were 90 men and 110 women in the
sample, with mean age of 21.5 years (SD = 5.0 years).

Measures

j Mental illness vignettes

Many studies of reactions to those with mental illness have asked
about reaction to an unspecified ‘‘mental illness’’, but such a term is
rather amorphous and likely to give rise to varying referents for
different respondents [49, 59]. An alternative strategy to avoid this
ambiguity has been the use of vignettes, which allow assessment of
determinants of participant’s reaction to a specific presentation of
mental illness. For current purposes we used two vignettes, one
concerning an individual with schizophrenia and one concerning
an individual with depression. These vignettes had been prepared
by Angermeyer and colleagues for their extensive population sur-
vey in Germany concerning reactions to mental illness, [4–6]. Each
vignette concerned a hypothetical acquaintance ‘‘AB’’ and was
developed to reflect symptoms in the DSM criteria for schizo-
phrenia or depression as established by five experts in psychopa-
thology. Aside from very minor wording changes to improve
readability of the vignettes in English, the only substantial modi-
fications of the vignettes were that the gender of the person
described was varied so that in approximately half the cases the
person was described as male and in the other half as female, and a
final sentence was added providing a diagnosis so that subjects
were responding to a combination of symptoms and diagnoses.
Each subject received only one vignette describing mental illness
(either schizophrenia or depression).

Because preferred social distance toward an individual with a
mental illness may at least partially reflect general preferences or
habits not specific to mental illness, we also had subjects respond
to a vignette describing a control, not ill individual (CD). The
responses this vignette were always completed before the vignette
describing depression or schizophrenia. The vignettes describing
schizophrenia, depression and the control comparison are in
Appendix I.

j Behavioural intentions

Behavioural intentions towards the person described in the vignette
were assessed using slightly modified versions of six items adapted
by Link et al. [45] from the Bogardus Social Distance Scale [11].
These included items in which respondents indicated on a five
point scale (from ‘‘I certainly would’’ to ‘‘I certainly would not’’)
the likelihood that they would engage in a series of hypothetical
situations which involved: taking a job where they would be
working with the individual; moving into a home next door to the
individual; becoming a friend of the individual; renting a room to
the individual; recommending the person for a job; and supporting
marriage to their sibling or child. These items were completed by
participants with response to the person in the control vignette and
either the individual with schizophrenia or depression. Responses
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were averaged across items to provide a cumulative index with
higher scores indicating greater social distance. Coefficient alpha
for the social distance scale was 0.84.

j Beliefs about illness

A set of items was included to assess the five dimensions of beliefs
about illness identified by Angermeyer and Matschinger [5] and
Hayward and Bright [36]. Given evidence that empathetic behav-
iour towards another person can be influenced by perceived sim-
ilarity [9, 10] we also included items designed to assess the extent to
which the symptoms of illness are believed to vary on a continuum
of similarity with everyday experience. Ten of the items used were
adapted from Angermeyer and Matschinger [5] and another ten
developed by the authors. Respondents rated each item on a five-
point scale from strongly agree to strongly disagree. Corresponding
to the nature of the illness vignette presented to each subject, rat-
ings were made with respect to personal beliefs about either
schizophrenia or depression.

Results of a factor analysis using principal axis factoring and
promax rotation are presented in Table 1. Promax rotation was
used as it was anticipated the factors could be correlated. Consis-
tent with expectations a scree plot suggested a six-factor solution
and the resulting item loadings suggest the anticipated dimensions
of attribution of personal responsibility; belief in continuity be-
tween everyday experience and illness; danger; social inappropri-
ateness; perception of talent and ineffectiveness of treatment.
Similar factor structures emerge if the factor analysis is carried out
separately for each diagnosis. Scores on each of the six dimensions
were computed using the average score for each of the relevant
items with higher scores indicating more negative beliefs (greater
personal responsibility, less continuity with normal experience,
greater danger, more socially inappropriate behavior; less talent/
intelligence and poor treatment outcome). The coefficient alphas
for the first four scales were respectable (0.74–0.83). The talent/
intelligence and treatment outcome scales, however, showed an

alpha of 0.57 and 0.48, respectively. Angermeyer and Matschinger
[5] also found lower internal consistency for these scales than
danger, attribution of responsibility or social inappropriateness. An
assessment of the two-week test retest reliability of each of the
scales was carried out using 20 respondents and all yielded reli-
ability of at least 0.75.

j Perceived norms

There is evidence that it may be important to assess two types of
perceived social norms: injunctive norms, which reflect percep-
tions of what most others would approve of, and descriptive
norms, which reflect what others would actually do [13, 16, 40,
72]. Following precedents [13, 78], perceived injunctive norms
were assessed by a seven point scale rating the extent with which
people who are important to the respondent would approve of
each specific behaviour. For instance, participants responded to
the item ‘‘If you recommended AB for a job, people who are
important to you, such as family and friends, would:’’ using a
seven-point scale varying between ‘‘Very strongly approve’’ to
‘‘Very strongly disapprove.’’ For descriptive norms, respondents
indicated how likely it was that those people would actually en-
gage in the behaviour. As an example, they responded to the item
‘‘How likely is it that people who are important to you, such as
family and friends, would themselves actually recommend AB for
a job, if they were in your position,’’ using a seven-point scale
anchored by ‘‘They certainly would’’ and ‘‘They certainly would
not.’’ In order to obtain an aggregate assessment of perceived
norms with respect to all six specific behaviours, we calculated a
cumulative score based on all items assessing either descriptive or
injunctive normative beliefs. These included norms with respect
to working with, moving next door, becoming a friend, renting a
room, recommending for a job, and supporting marriage to a
family member; with a higher score indicating a belief that others
would favour more social distance. The coefficient alpha of this
scale was 0.89.

Table 1 Six dimensions of belief about illness derived from promax rotated principal axis factoring

1 2 3 4 5 6

Personal responsibility for illness
1. Whether you get \\\\\\ is a question of will power and self-discipline 0.70 )0.04 0.05 )0.05 )0.05 0.02
2. \\\\\\ comes about when someone stops making the effort to deal with the

challenges of life
0.55 0.22 0.04 0.09 0.08 0.05

3. People develop \\\\\\ because they are easily stressed 0.71 0.05 )0.11 )0.07 )0.01 0.08
4. \\\\\\ results from a failure of self-control 0.80 0.01 )0.04 0.15 )0.08 )0.11

Continuity with normal
1. Most of us from time to time show symptoms of \\\\\\ 0.09 0.79 0.02 )0.01 0.04 )0.06
2. Normal people can have some of the symptoms of \\\\\\ 0.03 0.82 0.02 )0.01 )0.04 0.04
3. Given extreme circumstances, many of us could show signs of \\\\\\ 0.00 0.71 )0.00 )0.04 0.04 0.00

Danger
1. People with \\\\\\ commit particularly brutal crimes )0.16 11 0.79 0.07 )0.05 )0.03
2. In recent years, the number of violent crimes committed by people with

\\\\\\ has been increasing more and more
0.16 03 0.61 )0.10 )0.15 0.05

3. If all patients with \\\\\\ were admitted to locked wards, the number
of violent crimes would be markedly reduced.

0.06 )0.12 0.58 )0.10 )0.02 0.03

4. The symptoms of \\\\\\ lead to violence )0.08 0.05 0.66 0.15 0.08 0.01
Social inappropriateness

1. People with \\\\\\ often say rude and upsetting things. )0.06 0.08 )0.03 0.75 0.04 )0.01
2. You can often be embarrassed by what someone with \\\\\\ says or does 0.07 )0.05 0.03 0.74 0.04 )0.04
3. People with \\\\\\ are often inappropriate when interacting with others 0.11 )0.14 0.05 0.70 )0.03 0.07

Talent/Intelligence
1. People who have \\\\\\ are often more creative than other people )0.25 0.12 0.04 )0.07 0.67 )0.00
2. Genius and \\\\\\ go hand in hand 0.25 )0.16 0.13 )0.07 0.39 )0.15
3. People with \\\\\\ are generally highly intelligent 0.03 )0.10 )0.15 0.11 0.54 0.09
4. People with \\\\\\ think more deeply about things than do other people 0.11 0.04 )0.02 )0.18 0.46 0.04

Treatment outcome
1. With modern treatment methods these days, many patients with \\\\\\ can be cured )0.01 0.03 )0.06 0.07 0.03 0.82
2. Nowadays treatment for \\\\\\ is just as good as it is for diabetes 0.05 )0.10 0.19 )0.12 0.08 0.40
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j Social desirability

Concern has been expressed that responses to questions about mental
illness may be influenced by a bias to present a socially desirable
impression [2, 33–35]. In order to examine this possibility we
included the Crowne-Marlowe Social Desirability Scale [24]. This
33-item scale is designed to provide an index of a respondent’s ten-
dency to present a socially desirable impression through endorsing as
true self-descriptions that are acceptable but improbable, or denying
descriptions that are undesirable but probable. Sample items include
endorsement of ‘‘I never hesitate to go out of my way to help someone
in trouble’’ and denial of ‘‘I sometimes feel resentful when I don’t get
my own way.’’ The alpha coefficient of this cumulative index in the
current sample was 0.89.

Results

j Effects of gender and target illness

A three-way analysis of variance was carried out to
examine any effects of gender of respondent, gender of
the person in the scenario and the nature of the illness
described on the beliefs about illness or perceived
norms. The gender of the person in the scenario had no
effect on any of the measures. However, gender of the
participants did make a difference. Men attributed a
significantly higher personal responsibility for either
illness (F = 6.88, df = 1.192, P < 0.01), and perceived
normative expectations as less favorable to social
contact with the vignette concerning a mentally ill
person (F = 4.11, df = 1.192, P < 0.05). There were no
other significant main or interaction effects for gender
of the respondent.

There were several significant main effects for the
type of illness described. In comparison to depression,
schizophrenia was associated with a preference for
greater social distance (�x ¼ 3:8, SD = 0.73 versus 3.4
SD = 0.81 for schizophrenia and depression, respec-
tively; F = 8.74, df = 1.192, P < 0.01); greater belief in
danger (�x ¼ 2:4, SD = 0.70 versus �x ¼ 2:1, SD = 0.77;
F = 6.05, df = 1.192, P < 0.05); greater expectation of
socially inappropriate behavior (�x ¼ 3:5, SD = 0.72
versus �x ¼ 2:9, SD = 0.82; F = 25.2, df = 1.192,
P < 0.001); less belief in personal responsibility for

illness (�x ¼ 2:3; SD = 0.88 versus �x ¼ 2:9, SD = 0.83;
F = 28.67, df = 1.192, P < .001); and less perceived
continuity with normal experience (�x ¼ 3:4, SD = 0.86
versus �x ¼ 0:44; SD = 0.54; F = 85.98, df = 1,192,
P < 0.001). There were no significant interactions of
target illness with either gender of the person in the
vignette or gender of the respondent.

j Social desirability

There were no significant correlations between the
responses to the social desirability scale and current
measures of belief, perceived norms or social dis-
tance.

j Relationship between personal beliefs
and perceived norms

Table 2 presents the Pearson bivariate correlations
between each of the measures of personal beliefs and
perceived norms. There were some correlations
between belief scales. In particular, belief in danger
was positively correlated with expectations of socially
inappropriate behaviour and belief in greater personal
responsibility for illness. Also, greater belief in dis-
continuity between illness and normal behaviour was
associated with less belief in personal responsibility
and greater expectation of socially inappropriate
behaviour. Beliefs about illness are also associated
with perceived norms. Perceived norms favouring
greater social distance were positively correlated with
belief in danger, social inappropriateness, personal
responsibility and lower talent or intelligence.

j Prediction of Social distance

Table 3 presents the correlations of each of the mea-
sures of belief, perceived norms and preferred social
distance to a normal person with preferred social
distance to the vignette featuring schizophrenia or
depression. Concerns about danger and inappropriate
social behaviour were significantly related to a pref-

Table 2 Bivariate Pearson correlations between predictors (n = 200)

Danger Social
inappropriateness

Discontinuity Personal
responsibility

Lower talent/
Intelligence

Poor treatment
outcome

Social inappropriateness 0.28*
Discontinuity 0.02 0.32**
Personal responsibility for illness 0.37** 0.02 )0.38**
Less talent/Intelligence )0.16* )0.05 )0.02 )0.16**
Poor treatment outcome 0.06 0.10 0.14* 0.11 0.05
Perceived norm for greater
social distance

0.28** 0.32** 0.06 0.26** 0.18* 0.00

Higher scores on each scale indicate a more negative response to individual with mental illness—that is, belief in more danger; more social inappropriateness; less
continuity with normal; greater personal responsibility for illness; less talent/intelligence; poorer treatment outcome; and perception of social norms favoring greater
social distance
*P < 0.05; ** P < 0.01
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erence for greater social distance to the vignette
concerning either form of illness, with belief in per-
sonal responsibility also being correlated with social
distance to the person with schizophrenia. It is also
apparent that social distance to an ill person is cor-
related with social distance to the person in the con-
trol vignette suggesting there is some common
variance reflecting a general preference for social
distance. With respect to social distance toward the
vignettes concerning an individual with schizophrenia
or depression, the largest correlations were with
perceived normative expectations about behaviour. In
both cases the greater the belief that others important
to the respondent would disapprove of and not
engage in contact with the ill person, the greater the
personally preferred social distance.

Multiple regression analyses were carried out to
assess the independence and relative importance of
predictors of preferred social distance to the vignettes
describing either schizophrenia or depression. The
significant correlates of social distance in Table 3
were all entered into regression analyses for the pre-
diction of social distance separately for schizophrenia
and depression, using the SPSS ‘‘enter’’ option. In
order to attain statistical significance as a predictor of
social distance in such an equation, a variable must
predict variance in outcome independently of other
predictors [71]. The results are presented in Table 4.
There was no evidence of significant multicollinearity
between predictors with the relevant SPSS tolerance

statistics varying between 0.63 and 0.94 [71]. With
respect to social distance toward the person in the
schizophrenia or depression vignette, belief that the
illness is associated with socially inappropriate and
embarrassing behaviour, preferred social distance to
the control person and perceived social norm were
each independent predictors. For schizophrenia,
belief in danger being associated with the illness was
at borderline significance as an independent predictor
of greater social distance.

Subsequent stepwise regression analyses were
carried out to assess the relative importance of each
predictor in adding incrementally to the prediction of
social distance. In the case of schizophrenia, the order
of entry was perceived norms as the single most
important predictor with only belief about social
inappropriateness predicting additional variance.
For depression, perceived norms was the first entry
into the prediction equation followed by preferred
distance to the normal target with none of the
other predictors adding significantly to the variance
accounted for in social distance.

Discussion

A central focus of theory and research about the
stigmatization of mental illness has been on the
importance of negative stereotypical beliefs [5, 18,
36]. Our findings support previous reports showing
that beliefs concerning inappropriateness or disrup-
tiveness of social behaviour by those with mental ill-
ness and their potential dangerousness are the
stereotype dimensions that show the greatest rela-
tionship to preferred social distance [5, 52, 75]. Such
findings are also consistent with models of stigmati-
zation that emphasize the survival functions of
avoiding groups who are seen as dangerous or with
whom interaction is seen as more costly than bene-
ficial [42].

Our data also reinforce previous reports that there
is only a modest proportion of variance in social
distance that can be accounted for by the beliefs

Table 3 Correlates of preferred greater social distance

Predictor Schizophrenia Depression

Belief in danger 0.38** 0.20*
Belief in social inappropriateness 0.41** 0.38**
Belief in discontinuity 0.14 0.09
Belief in personal responsibility for illness 0.31** 0.12
Belief in less talent/intelligence 0.01 0.02
Belief in poor treatment outcome 0.05 0.01
Perceived norm for greater social distance 0.65** 0.58**
Preferred social distance to normal vignette 0.24* 0.35**

*P < 0.05; **P < 0.01

Table 4 Regression equations
predicting social distance Predictor Standardized beta t Sig Collinearity

tolerance index

A. Schizophrenia
Belief in danger 0.159 1.90 0.06 0.661
Belief in social inappropriateness 0.286 4.01 0.00 0.902

0.029 0.34 0.735 0.632
Preferred social distance to normal 0.190 2.72 0.00 0.941
Perceived social norm favoring greater social distance 0.512 6.85 0.00 0.824
Adjusted r2 = 0.55

B. Depression
Belief in danger 0.041 0.48 0.63 0.840
Belief in social inappropriateness 0.177 2.01 0.04 0.790
Preferred social distance to normal 0.245 3.04 0.00 0.941
Perceived social norm favoring greater social distance 0.481 5.65 0.00 0.841
Adjusted r2 = 0.40
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associated with the stereotype of mental illness. For
instance, with respect to schizophrenia, Angermeyer
& Matschinger, in their population survey in
Germany, found that beliefs about danger, social
disruptiveness, responsibility and prognosis when
combined with demographic factors accounted for
about 27% of the variance in preferred social distance.
Similarly, in a population survey in the Netherlands,
van’tVeer et al. [75] found that demographics and
beliefs about mental illness accounted for 20% of
variance in preferred social distance. In our data,
measures of stereotypical beliefs about schizophrenia
plus gender accounted for 28% of such variance. The
differences that we found in the beliefs about and
social distance to depression and schizophrenia also
parallel reports from America, Australia, Britain,
Germany and Japan [4, 23, 33, 58].

The modest relation between reported beliefs
about mental illness and behavioural social distance is
consistent with research in other areas suggesting that
personal beliefs and attitudes about groups are not
always strongly related to behavioural discrimination
[25, 28] and that such beliefs may have been over-
emphasized as determinants of negative behavioural
reactions to stigmatized groups [37, 39, 55]. As noted
earlier, there is also evidence that interventions that
change beliefs about the nature of mental illness often
have little impact on behavioural intentions [56, 57,
60, 61, 67].

Stigma as a construct emphasizes the existence of a
shared social consensus or expectation that members
of the stigmatized category are to be avoided or mar-
ginalized in social interaction [26, 31, 42, 44]. Social
behaviours with respect to the target group or person
are not only influenced by the beliefs and attitudes of
an individual, but also the individual’s perception of
the expectations of others about how one should
behave [1, 16, 73]. There is now evidence that perceived
norms, as measured in this study, are independent
predictors of many forms of social behaviour [7, 40, 41,
78], including responses to groups who are stigmatized
or subject to discrimination [22, 30, 37, 68].

The current report is the first, of which we are
aware, to examine the importance of perceived norms
as an independent influence on behavioural inten-
tions to those with mental illness specifically. We
found that perceived norms made an independent
contribution to the prediction of social distance
beyond that attributable to beliefs about mental ill-
ness. In the case of the schizophrenia vignette, per-
sonal beliefs about the nature of the illness accounted
for 29% of the variance in preferred social distance.
This increased to 51% with the addition of perceived
social norms. For depression, illness beliefs accounted
for 13% of the variance in preferred social distance,
and this increased to 34% with the addition of per-
ceived norms. In addition, perception of norms was
the most powerful single predictor of social distance,
as indicated by behavioral intentions, with respect to

both schizophrenia and depression. Uncertainty in
personal beliefs about a person or concept has been
found to increase the influence of perceived norms in
determining behavioral intentions and behavior [14,
16]. Issues related to mental illness and the behavior
of those with such illness are sometimes contentious
even among experts and can involve subtle concepts.
Although the issue of certainty of beliefs related to
the stigmatization of the mentally ill has not been
extensively investigated, it would be interesting in
future to test the prediction that the influence of
perceived norms will be greater as confidence in
personal beliefs about illness is lower.

There were two other noteworthy findings in the
current study. The first is that a measure of bias
towards responding in a socially desirable manner did
not correlate with any of the measures of beliefs,
perceived norms or social distance. The second is that
there was a correlation between preferred social dis-
tance towards a control vignette featuring a person
without illness and the same measure with respect to a
vignette concerning schizophrenia or depression. This
issue has been largely ignored in previous research on
social distance towards the mentally ill, which has
often implicitly assumed that such behavioral inten-
tions are solely determined by personal dispositions
focused specifically on mental illness. The current
findings suggest that behavioural responses to those
with mental illness may partially reflect more general
preferences concerning social interaction with any-
one. Such dispositions are likely related to relatively
broad traits such as extraversion, social anxiety or
shyness within cultures and likely to vary consider-
ably between cultures.

One limitation of the current study is the use of a
paper and pencil measure of social distance. This is a
common measure in research on the stigmatization of
those with mental illness [49] and such measures of
behavioral intention can predict significant variation
in actual behavior [7]. Nevertheless, it will be
important in future to more fully assess the impor-
tance of beliefs about mental illness and perceived
norms in predicting overt behavior. From some per-
spectives, the use of university students as respon-
dents is also a limitation. While the responses of such
students are of interest and importance in their own
right, one could question whether findings based
on such a sample will generalize to a wider popula-
tion. In addition, our recruitment procedure may
have attracted students with a particular interest in
mental health issues or introduced other biases. As
noted earlier, our findings regarding the importance
of specific dimensions of belief about mental illness
and the total variance in social distance that they
account for is very similar to that from previously
published general population surveys. We intend,
however, in future to assess the generalizability of our
findings regarding the importance of perceived norms
in non-student samples.

856



The finding that perceived social norms are
important predictors of social distance towards those
with mental illness could have implications for the
design of more effective interventions to reduce the
marginalization of the mentally ill. In recent years,
there have been evaluations of the impact of inter-
ventions designed to modify people’s perception of
normative behaviour or expectations, or increase
the salience of norms that are supportive of a target
response. Such interventions generally provided
feedback to individuals concerning how their behav-
ior compares to their reference group or provided
models of desired behavior in an effort to change
perceived norms [12, 15, 17, 22, 32, 53, 65, 68]. These
methods have generally been found effective in
bringing about changes in behaviour, and a recent
report suggests that messages conveying likely social
approval (related to injunctive norms) may have even
more reliable impacts on behaviour.[66] Although the
design of effective ‘‘normative messages’’ requires
subtlety [15], there is now evidence of such inter-
ventions being successful in bringing about behaviour
change in such contexts as recycling [15, 65], littering
[12], energy conservation [17], and inter-racial
behaviour [22, 68]. Efforts to creatively apply such
normative approaches to reducing the stigma of
mental illness certainly seem warranted.
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Appendix 1

j Vignette: schizophrenia

Imagine that you know the following about an
acquaintance (AB) with whom you occasionally spend
your leisure time.

In the past months, your acquaintance AB appears
to have changed. More and more, he/she has retreated
from his/her friends and colleagues, up to the point of
avoiding them. If someone managed to involve him/
her in a conversation, he/she would only talk about
whether some people have the natural gift of reading
other people’s thoughts. This question became his/her
sole concern. In contrast with his/her previous habits,
he/she has stopped taking care of his/her appearance
and looked increasingly untidy. At work, AB seemed
absent-minded and frequently made mistakes. As a
consequence, he/she has already been summoned to
his/her boss.

Finally, AB stayed away from work for an entire
week without an excuse. Upon his/her return, he/she

seemed anxious and harassed. He/she reports that
he/she is now absolutely certain that people cannot
only read other people’s thoughts, but that they also
directly influence them. He/she was however unsure
who would steer his/her thoughts. He/she also said
that, when thinking, he/she was continually inter-
rupted. Frequently, he/she would even hear those
people talk to him/her, and they would give him/her
instructions. Sometimes, they would also talk to each
other and make fun of whatever he/she was doing at
the time. He/she said that the situation was particu-
larly bad at his/her apartment. At home, he/she would
really feel threatened, and would be terribly scared.
Hence, he/she had not spent the night at his/her place
for the past week, but rather he/she had hidden in
hotel rooms and hardly dared to go out. AB has now
sought professional help and was told he/she appears
to be suffering from schizophrenia.

j Vignette: major depressive disorder

Imagine that you know the following about an
acquaintance (AB) with whom you occasionally spend
your leisure time.

Within the past two months, your acquaintance AB
has changed in his/her nature. In contrast to previ-
ously, he/she is down and sad without being able to
give a concrete reason for his/her feeling low. He/she
appears serious and worried. There is no longer any-
thing that will make him/her laugh. He/she hardly ever
talks, and if he/she says something, he/she speaks in a
low tone of voice about the worries he/she has with
regard to his/her future. AB feels useless and has the
impression he/she does everything wrong. All at-
tempts to cheer him/her up have failed. He/she lost all
interest in things and is not motivated to do anything.
He/she complains of often waking up in the middle of
the night and not being able to get back to sleep. By the
morning, he/she feels exhausted and without energy.
He/she says that he/she encounters difficulty in con-
centrating on his/her job. Unlike before, everything
takes him/her a very long time to do. He/she hardly
manages his/her workload. As a consequence, he/she
has already been summoned to his/her boss. AB has
now sought professional help and was told he/she
appears to be suffering from depression.

j Vignette control

Imagine that you know the following about an
acquaintance (CD) with whom you occasionally spend
your leisure time.

Over time, your acquaintance has not particularly
changed in his/her nature. Although he/she has his/
her ups and downs like most people, he/she is gen-
erally pretty normal in how he/she acts. CD is usually
agreeable, and has a sense of humor. His/her ideas
and beliefs do not seem strange and he/she has a
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reasonable approach in his/her thinking about issues.
He/she is usually comfortable interacting with other
people. He/she seems to have as much confidence in
himself/herself as most people do. CD’s mood is
generally good and he/she is able to get on with the
things in his/her life that need to be done. He/she is
able to do his/her work. While he/she has his/her own
unique characteristics and personality, people who
know him/her would think that he/she is mentally and
emotionally health.
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