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Abstract Genetic essentialism suggests that beliefs in

genetic causes of mental illness will inflate a desire for

social distance from affected individuals, regardless of

specific disorder. However, genetic contingency theory

predicts that genetic attributions will lead to an increased

desire for social distance only from persons with disorders

who are perceived as dangerous.

Purpose To assess the interactive effect of diagnosis and

attribution on social distance and actual helping decisions

across disorders.

Methods Undergraduate students (n = 149) were ran-

domly assigned to read one of the six vignettes depicting a

person affected by one of the three disorders (i.e., schizo-

phrenia, bipolar disorder, or major depression) with either a

genetic or environmental causal attribution for disorder.

Participants completed measures of perceived dangerous-

ness, social distance, empathic concern, familiarity with

mental illness, and actual helping decisions.

Results When provided with genetic attributions, partic-

ipants’ desire for social distance was greater for targets

with schizophrenia relative to targets with depression or

bipolar disorder. This effect was mediated by perceived

dangerousness. The indirect effect of diagnosis on help-

ing decisions, through social distance, was significant

within the genetic attribution condition.

Conclusion Consistent with genetic contingency theory,

genetic attributions for schizophrenia, but not affective

disorders, lead to greater desire for social distance via

greater perceived dangerousness. Further, results suggest

that genetic attributions decrease the likelihood of helping

people with schizophrenia, but have no effect on the like-

lihood of helping people with affective disorders. These

effects are partially accounted for by desired social dis-

tance from people with schizophrenia.

Keywords Genetic � Essentialism � Mental illness �
Social distance � Helping

Introduction

Genetic causal explanations for mental illness have been cast

in increasingly optimistic terms over the last two decades

[1]. Importantly, some authors caution that an emphasis on

genetic causal factors may result in essentialist thinking

about the nature of mental illness—that genes provide

important information about the inherent nature of a person

[2, 3]. These genetic essentialist perspectives suggest that

genetic attributions, which imply a high level of uncontrol-

lability, may result in reified beliefs about the undesirable

features of acute mental illness (e.g., unpredictability and

dangerousness) as being latent, stable, and intractable [2, 4].

Indeed, some evidence has shown that genetic causal

explanations are associated with increased perceptions of

mental illness as serious [5, 6] and persons with mental ill-

ness as dangerous relative to non-genetic attributions [7, 9].

Research also shows that genetic attributions, compared to

non-genetic attributions, are associated with greater desire

for social distance from persons with mental illness [9, 10].

In contrast, genetic contingency theory posits that the

effect of genetic causal attributions on mental illness

stigma varies as a function of the specific mental disorder
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in question [11]. For example, genetic causal explanations,

by implying high latency and uncontrollability, should

intensify perceptions of dangerousness and unpredictability

only for disorders generally perceived to be associated with

violent or unpredictable behavior (e.g., schizophrenia). In

turn, high perceived dangerousness should lead to an

increased desire for social distance only from individuals

with disorders perceived as dangerous. Conversely, genetic

attributions should have no effect on psychological con-

ditions such as affective disorders (e.g., major depression,

bipolar disorder), which are generally judged as non-

threatening.

Based on this theory, correlational findings from a large

United States survey showed that genetic attributions for

schizophrenia predicted increased perceptions of danger-

ousness and a trend toward greater desire for social distance

[11]. However, endorsing genetic attributions for depression

predicted lower perceptions of dangerousness and less desire

for social distance. One experimental vignette study con-

ducted with a sample of New Zealanders examined the dis-

order-specific effect of genetic attributions on social distance

toward targets with schizophrenia, depression, and skin

cancer [12]. In contrast to the previously reported findings,

this study found that, relative to a non-genetic attribution, a

genetic attribution produced significantly greater desired

social distance from an individual depicted as having major

depression and significantly reduced desired social distance

from an individual depicted as having schizophrenia. These

contradictory findings suggest a need for further experi-

mental research to systematically examine mechanisms

which may account for the disorder-specific effects of

genetic causal attributions on stigmatizing attitudes and

behaviors toward people with mental illness.

Extant literature in the area of mental illness stigma is

largely restricted to the study of depression and schizo-

phrenia [13, 14]. Additional research is needed to examine

effects of genetic casual attributions for other disorders on

stigmatizing attitudes and behaviors. Evidence has sug-

gested that, like depression and schizophrenia, stigma is a

substantial barrier to recovery for individuals with other

mental health diagnoses such as bipolar disorder [15–17].

New research could also improve upon current measure-

ment of stigmatizing attitudes. For example, studies in the

field of mental illness stigma have relied primarily on

social distance scales that measure self-reported behavioral

intentions across a number of hypothetical interpersonal

situations [18]. A criticism of these scales is that they do

not directly assess actual social decisions [11, 19], and

therefore, must be understood as mere proxies for real

decision-making behavior [5, 12, 20–22]. Little work has

been done to examine actual behaviors toward people with

mental illness. For example, at least one experimental

study has found that, relative to non-biological attributions,

biomedical attributions are associated with greater intensity

and frequency of electric shock administered toward peo-

ple depicted as having mental illness during a learning task

[23]. Additional studies are needed to assess the effects of

causal attributions on other behaviors and decisions. Given

the pervasive nature of stigmatizing attitudes and exclu-

sionary behavior, helping decisions may represent an

important and measureable social behavior toward people

with mental illness. More work is needed not only to assess

the relationship between social distance and actual social

decisions (i.e., helping), but also to examine how causal

attributions, diagnosis, and other established predictors of

helping affect decisions to help people with mental illness.

The present research

The primary objective of this study was to examine how

experimentally manipulated information about diagnoses

(i.e., depression, bipolar disorder, and schizophrenia) and

causal attributions (i.e., genetic versus environmental)

affect ratings of social distance and real helping decisions.

The secondary objective was to examine the mechanisms

underlying these putative relationships. First, we hypothe-

sized that participants would desire greater social distance

from a person with schizophrenia, relative to a person

depicted as suffering from an affective disorder (i.e., bipolar

disorder and major depression). Because of apparent simi-

larities in affective features shared by bipolar disorder and

major depression, we expected no differences in desired

social distance for targets from these groups. Second, we

expected to find an interaction of disorder by attribution on

social distance, predicting that when provided with genetic

attributions, participants’ desire for social distance would

be greater toward a person with schizophrenia relative to a

person with major depression or bipolar disorder. When

provided environmental attributions, we expected no such

differences. We also hypothesized that, in the genetic

attribution condition, perceptions of dangerousness would

mediate the effects of diagnosis-based differences on social

distance. Finally, we hypothesized that social distance

would be negatively associated with helping decisions and

that, when given a genetic attribution, diagnosis would

indirectly affect helping decisions via social distance.

Methods

Participants

Participants were recruited from undergraduate psychology

courses at a public university in the Rocky Mountain

region of the United States. The following two eligibility
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criteria were used. First, participants were asked, ‘‘Have

you ever been diagnosed with a mental illness?’’ Partici-

pants who responded ‘‘Yes’’ were not invited to participate.

This was done to ensure that all participants provided

public rather than self-stigmatizing perspectives regarding

attitudes and behaviors toward people with mental illness.

Second, participants were not invited to participate if they

reported having taken an abnormal psychology class,

because these individuals may have learned about the

effects of causal attributions on social distance from per-

sons with mental illness. All participants who initiated the

study received course credit for their participation.

Procedure

Methods were approved by the appropriate institutional

review board. All stimuli and measures were administered

anonymously online to minimize socially desirable

response biases [24, 25]. After obtaining consent, partici-

pants completed the two screening items described above,

which assessed eligibility for the study. Next, participants

read a description of symptoms associated with depression,

bipolar disorder, and schizophrenia and rated their beliefs

about the cause of each disorder on separate scales from 1

(completely environmental) to 7 (completely genetic). This

measure allowed for unbiased collection of pre-manipula-

tion, causal attributions for mental illness.

Eligible participants were contacted by email approxi-

mately 2 weeks after the screening and were given a link to

an online survey. After giving informed consent, participants

completed measures of sociodemographics and familiarity

with mental illness, and were randomly assigned to read one

of the six vignettes depicting an individual with major

depression, bipolar disorder, or schizophrenia, which were

described as being caused by either genetic or environmental

factors. Next, participants rated the extent to which they

believed that the disorder was due to environmental versus

genetic risk factors. Participants then completed measures of

social distance, perception of dangerousness, and empathic

concern toward the described individual.

Next, participants were notified that they had completed the

data collection portion of the study and were told that the study

researchers had been contacted by a mental health advocacy

group to request assistance in recruiting student volunteers.

Participants were then offered an (ostensible) opportunity to

volunteer to work with people with serious mental illness, and

told that, should they agree to volunteer, they would be con-

tacted (via email) by a local community member with serious

mental illness within the next week to schedule a brief vol-

unteer opportunity for the coming semester. Participants

responded ‘‘yes’’ or ‘‘no’’ to indicate their decision.

Following this, a funnel debriefing process was used to

assess participants’ awareness of the causal attribution

manipulation and fictional nature of the volunteer opportu-

nity. That is, broad, open-ended questions were first asked,

followed by increasingly specific questions, which assessed

beliefs concerning (a) the purpose of the study, (b) the

experimental manipulation, and (c) the deceptions regarding

the volunteer experience. For example, participants were

first asked: ‘‘In your opinion, what were the researchers

trying to study in this experiment?’’ Any response that

mentioned the intentions of the researchers to manipulate

causal attributions and measure response or any response

that mentioned suspicion regarding the fictitious volunteer

opportunity was determined to reflect participant awareness

of the manipulations. Finally, participants were debriefed

about the interactive nature of genetic and environmental

causes of mental disorders and were informed about the

nature and purpose of the deception used in the study.

Experimental manipulations

Diagnosis

Vignettes depicted a man named Jamie described as

experiencing either symptoms of schizophrenia, depres-

sion, or bipolar disorder, based on DSM-IV-TR criteria for

each disorder. See the Appendix. The vignettes used for

the depression and schizophrenia conditions were based on

work from Breheny [12].

Attribution

Genetic and environmental causal attributions were experi-

mentally manipulated at the end of each vignette. For exam-

ple, for the genetic attribution within the schizophrenia

condition participants were told: ‘‘At the hospital Jamie

underwent comprehensive psychological and medical testing,

which included genetic testing. The results of these tests

indicated that Jamie had a disorder called schizophrenia.

Unlike other mental illnesses, which are due to environmental

factors, such as difficult or stressful situations, current

research has found that schizophrenia is caused by genetic

factors, such as defective or improperly functioning genes.’’

Conversely, participants in the environmental attribution were

given the same information but told that, ‘‘Unlike other mental

illnesses, which are due to genetic factors such as defective or

improperly functioning genes, current research has found that

schizophrenia is caused by environmental factors such as

difficult or stressful situations.’’

Manipulation checks

A single item assessed agreement with the causal attribu-

tion provided in the vignette (‘‘Please rate the extent to
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which you believe that Jamie’s illness is due to either

environmental or genetic factors.’’). Ratings were on a

scale ranging from 1 (completely environmental) to 7

(completely genetic).

Primary dependent variables

Social distance

The Social Distance Scale is a 10-item measure of will-

ingness to engage in hypothetical activities with a target

person at increasing levels of intimacy [12]. This scale uses

items taken from two pre-existing social distance scales [5,

20] and has demonstrated excellent internal consistency in

these studies (a = 0.94). In the current study, reliability

was also excellent (a = 0.93). For each item, participants

were asked to rate their willingness to interact with the

person depicted in the vignette. Ratings were made on a

5-point Likert scale ranging from 1 (definitely unwilling) to

(5 definitely willing). All items were reverse scored so that

higher scores indicated greater social distance, and aver-

aged to create the total score.

Helping

Helping decisions were assessed by participants’ ‘‘yes’’ or

‘‘no’’ responses regarding whether they wished to partici-

pate in a volunteer opportunity with (respectively,

depending on condition) a person diagnosed with major

depression, bipolar disorder, or schizophrenia.

Mediator and covariates

Perception of dangerousness

A single question assessed participants’ perception of the

target of each vignette as dangerous: ‘‘Please rate to what

extent you believe that Jamie is dangerous.’’ Responses

were on a 7-point scale from 1 (not at all dangerous) to 7

(extremely dangerous).

Familiarity with mental illness

The Level-of-Contact Report consists of 12 hierarchically

ordered relationships ranging from lesser contact (e.g., I

have observed, in passing, a person I believe may have had

a severe mental illness) to greater contact (e.g., A friend of

the family has a severe mental illness) with persons with

mental illness [26]. Items were hierarchically ordered in

terms of level of contact by three expert raters with good

inter-rater reliability (a = 0.83) [26]. Participants were

asked to endorse all relationships that apply. Higher

rankings indicated a more intimate level of contact, and the

highest ranked item endorsed on the measure is the par-

ticipant’s level of contact score. The Level-of-Contact

report has been shown to predict hypothetical helping

toward persons with mental illness [26].

Empathic concern

Empathic concern was assessed using participants’ rating

of six emotions (sympathetic, soft-hearted, warm, com-

passionate, tender and moved) felt toward the individ-

ual depicted in the vignette on a 7-point scale (e.g.,

1 = not at all sympathetic to 7 = extremely sympathetic).

These adjectives have been used in previous research to

assess empathic concern, have excellent internal consis-

tency (a = 0.90), and aggregate responses have been

consistently shown to predict helping behavior [27]. The

internal consistency of these items within the current

sample was good (a = 0.84). Items were summed, and

higher scores indicate greater empathic concern for the

target.

Statistical analyses

The effectiveness of the experimental manipulation on

causal beliefs was assessed using a 2 (attribution condition:

environmental vs. genetic) 9 2 (pre vs. post-manipulation)

mixed ANOVA with repeated measures on the second

factor. Next, two planned contrasts were used to examine

the simple effects of time (pre vs. post-manipulation) on

causal beliefs at the level of each attribution (i.e., genetic

and environmental).

A 2 (attribution: environmental vs. genetic) 9 3 (diag-

nosis: depression, bipolar, or schizophrenia) ANOVA was

used to examine the effects of attribution and diagnosis on

social distance. Next, two planned contrasts pitted the

schizophrenia diagnosis group against the combined bipo-

lar and depressed groups (contrast 1), and the bipolar group

against the depressed group (contrast 2). All subsequent

analyses involving diagnosis compared schizophrenia ver-

sus the weighted combination of both affective disorders.

Two simple contrasts were also used to test the effects of

disorder (schizophrenia versus the combined affective

disorders) on social distance at each level of attribution

(i.e., genetic and environmental). Finally, a path model

with bootstrapping (5,000 replications) was used to esti-

mate the standard error of the indirect effect of diagnosis

(i.e., comparing the target with schizophrenia against the

targets with affective disorders) on social distance via

perceptions of dangerousness. A separate path model was

used to examine the indirect effect of diagnosis (using the

simple contrast specified above) on helping decisions via
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social distance. This model was then retested while sta-

tistically controlling for potential covariates of helping

(i.e., empathic concern and familiarity with mental illness).

All statistical analyses were performed using SPSS version

19 [28]. Path models were tested using a SPSS macro

provided by Preacher and Hayes [29]. All tests were two-

tailed and alpha was set at 0.05.

Results

Sample

A total of 397 individuals were initially screened into the

study using the two exclusion criteria. Fifty-one partici-

pants responded ‘‘Yes’’ to the question regarding prior

diagnosis with mental illness and were not invited to par-

ticipate in the study. In addition, 154 individuals reported

prior enrollment in an abnormal psychology class. Four

participants were dropped from the analysis because of

suspicion regarding the causal attribution manipulation.

Four additional participants were excluded after indicating

some suspicion about the nature of the (fictional) volunteer

experience. The final sample consisted of 149 participants

who were predominately non-Hispanic (n = 137, 91.9 %),

white (n = 132, 88.6 %), and female (n = 100, 67.1 %).

The age of the sample ranged from 18 to 36 (M = 20.36,

SD = 2.82).

Manipulation check

As expected, a significant main effect of time (i.e., differ-

ences in causal beliefs pre- to post-manipulation, collapsed

across attribution) was found, indicating that the manipu-

lation was successful in altering participants’ rating of

causal beliefs regarding mental illness F(1, 147) = 9.18,

p = 0.003. The expected time-by-attribution interaction

also emerged, F(1, 147) = 70.04, p \ 0.001. In the genetic

condition, there was greater endorsement of a genetic cause

following the manipulation (M = 5.04, SD = 1.12) than

prior to the manipulation. (M = 4.38, SD = 1.31),

t(148) = 4.61, p \ 0.001, d = 0.54. In the environmental

condition, endorsement of an environmental cause was

greater following the manipulation (M = 3.21, SD = 1.31)

than prior to it (M = 4.63, SD = 1.11), t(148) = -9.83,

p \ 0.001, d = 1.17.

Predictors of social distance

Results showed a significant main effect of diagnosis on

social distance, F(2, 143) = 3.41, p = 0.006 (Table 1). As

expected, collapsed across attribution conditions, social

distance scores were significantly greater in the

schizophrenia condition relative to the combined bipolar

disorder and depression conditions, t(143) = -3.18,

p = 0.002, d = 1.20. Also as predicted, the second con-

trast was not significant, d = 0.05, showing that the

depressed and bipolar conditions did not differ on degree of

desired social distance. No main effect of attribution con-

dition on social distance emerged. However, the hypothe-

sized interaction of attribution by diagnosis on social

distance was confirmed (Fig. 1), F(2, 143) = 3.41,

p = 0.036. As predicted, when given genetic attributions,

the schizophrenia condition significantly differed from the

combined affective disorders on social distance,

t(143) = 4.02, p \ 0.001, d = 1.42. However, at the level

of environmental attributions, the effect of diagnosis was

not significant, d = 0.10. This suggests that genetic

Fig. 1 Mean social distance scores for each diagnosis in each

attribution condition. Higher scores indicate greater desire for social

distance

Table 1 Means and standard deviations for social distance as a

function of diagnosis and attribution conditions

Social distance Diagnosis

SZ BP MD

Genetic 3.56a (0.68) 2.70b (0.92) 2.77b (0.87)

Environmental 3.11 (0.85) 3.09 (0.89) 2.95 (0.86)

Across Attributions 3.33a (0.79) 2.90b (0.92) 2.86b (0.86)

Social distance Attribution

Genetic Environmental

Across disorders 3.05 (0.90)c 3.05 (0.86)c

Higher scores indicate greater desire for social distance. Within rows,

means with different superscripts significantly differ (p \ 0.01)

SZ schizophrenia condition, BP bipolar condition, MD major

depression condition
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attributions lead to greater social distance from a target

with schizophrenia relative to targets with depression and

bipolar disorder (which do not differ), but that environ-

mental attributions do not produce any such differences.

The role of perceived dangerousness

A path model showed that, within the genetic attribution

condition, the affective conditions had lower ratings of

dangerousness relative to the schizophrenia condition,

B = -0.25, SE = 0.10, t = -2.55, p = 0.011, and that

greater perceptions of dangerousness were associated with

greater social distance, B = 0.32, SE = 0.07, t = 6.41,

p \ 0.001 (Fig. 2). The indirect effect of diagnosis on social

distance through perceptions of dangerousness was signifi-

cant, B = -0.08, 99 % CI = [-0.17, -0.01], p \ 0.01.

The relationship of social distance to helping decisions

Results from a second path model showed that relative to

affective disorders, schizophrenia was associated with

greater social distance, B = -0.27, SE = 0.07, p \ 0.001,

and greater social distance was associated with a lower

probability of helping, B = -0.94, EXP(B) = 0.39,

p \ 0.001. The indirect effect of diagnosis on helping

decisions through social distance was significant,

B = 0.26, 99 % CI = [0.07, 0.58], EXP(B) = 1.29,

p \ 0.01. This suggests that, for genetic attributions,

decisions to help are half as likely for a person with

schizophrenia relative to a person with an affective disor-

der, mediated by greater desire for social distance (Fig. 3).

Finally, we tested the same path model while controlling

for two established covariates of helping (i.e., empathic

concern and familiarity with mental illness). Of the

covariates, only empathic concern was significantly asso-

ciated with helping, r = 0.24, p = 0.004. However, the

indirect effect of diagnosis on helping remained significant

when controlling for these covariates, p \ 0.01.

Discussion

Social distance

Results from this experimental study were consistent with

predictions made by genetic contingency theory. Partici-

pants provided with a genetic causal explanation for

schizophrenia, major depressive disorder, and bipolar dis-

order desired greater social distance from a target with

schizophrenia compared to targets with affective disorders.

However, when provided with environmental causal

explanations, this difference among diagnoses was not

evident. This finding builds on previous correlational

findings [11] by providing causal evidence for the disorder-

specific effect of genetic attributions on social distance.

Importantly, and consistent with genetic contingency

theory, we found that the increased desire for social dis-

tance from persons with schizophrenia was mediated by

increased perceptions of dangerousness. This result is

consistent with correlational findings from a large vignette

study conducted with a German sample showing that per-

ceived dangerousness mediated the relationship between

endorsement of biogenetic causal explanations for schizo-

phrenia and social acceptance [30]. However, results from

the current study are some of the first to provide experi-

mental evidence showing that, compared to environmental

attributions, genetic attributions lead to greater perceptions

of dangerousness, which are in turn associated with greater

desire for social distance from a person with schizophrenia.

In addition to providing support for genetic contingency

theory, results from the current study provide evidence that

is inconsistent with notions of genetic essentialism.

According to genetic essentialist perspectives, genetic

attributions for mental illness should lead to a similarly

high desire for social distance across all types of mental

health diagnoses. However, within the current study, no

main effect of causal attribution (i.e., genetic versus envi-

ronmental) on social distance was found. This result

Fig. 2 The indirect effect of diagnosis [schizophrenia (SZ) vs. major

depression (MD) and bipolar disorder (BP)] on social distance,

mediated by perceptions of dangerousness, at the level of genetic

attribution. Note: B is an unstandardized regression coefficient. The

indirect effect of the diagnosis contrast on social distance was

significant B = -0.08, 99 % CI = [-0.19, -0.01], p \ 0.01. The

direct effect of diagnosis on social distance was significant,

p = 0.002. *p \ 0.01, **p \ 0.001
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suggests that genetic attributions may not have broad neg-

ative consequences for social distance across all disorders.

An additional contribution of the current study was the

examination of a relatively understudied diagnosis within

the stigma literature (i.e., bipolar disorder). Specifically, we

found no significant differences in ratings of social distance

between bipolar and depressed targets. Few studies have

assessed social distance from persons with bipolar disorder

[31, 32], and to our knowledge, the present study is one of

the first to directly compare ratings of social distance for

schizophrenia, bipolar disorder, and major depression. Our

findings suggest that desire for social distance from people

with bipolar disorder and depression is reasonably similar,

perhaps because of salient affective features common to

both disorders. Moreover, the similar effect of genetic

attributions on social distance for these affective disorders

(i.e., disorders not typically associated with dangerousness)

lends even greater support to genetic contingency theory.

Helping

The secondary goal of this study was to assess whether there

was any relationship between an explicit measure of social

distance and peoples’ actual willingness to help persons

with mental illness. To our knowledge, few if any published

reports have examined links between actual decisions and

hypothetical behavioral intentions [33, 34]. This omission is

problematic because it has been suggested that self-report

measures (such as social distance scales) may have little

ecological validity [14], and thus, may not accurately reflect

actual behaviors toward persons with mental illness [5, 12,

20–22]. However, the present finding showing a significant

negative association between desire for social distance and

probability of deciding to help lends support to the possi-

bility that social distance scales are an effective proxy for at

least one type of actual behavior—helping decisions.

Of interest, we also found that, for participants given

genetic attributions, social distance mediated actual

likelihood of helping decisions, even when controlling for

other variables that in prior research have been associated

with helping decisions (which were also associated with

helping in the current sample). For example, empathy has

been shown to predict helping toward stigmatized groups,

and familiarity with mental illness is positively associated

with greater hypothetical helping behavior toward persons

with mental illness [35, 36]. Current findings showed that

diagnosis accounted for significant variability in helping

decisions as a function of social distance—above and

beyond effects of familiarity or empathic concern.

Limitations

The current findings are qualified by five potential limita-

tions. First, the causal explanations provided in the current

study (i.e., completely genetic or completely environmen-

tal) are not entirely consistent with current perspectives on

the causes of mental disorders, which are better represented

by gene/environment interactions. In this way, some gen-

eralizability was sacrificed to more precisely examine the

effect of specific attributions on social distance. These

findings underscore the negative consequences of increas-

ingly prevalent reductionist genetic causal explanations for

schizophrenia [11]. A second potential limitation of the

study is that, while the assessment of helping involved real

prospective helping decisions, it did not measure actual

helping. However, measuring actual decisions to help

represents an improvement over measures of purely

hypothetical behavioral intentions. Future research should

include more direct measures of behavior, as well as new

(i.e., non-helping) paradigms to assess real stigmatizing

and discriminatory behavior directed toward people with

mental illness. For example, electric shock paradigms [23]

or physical proximity [37] could be used as a measure of

real punitive behaviors and actual social distancing prac-

tices. Third, attitudes of the undergraduate sample used in

this study may not reflect those of the general population

Fig. 3 The indirect effect of diagnosis [schizophrenia (SZ) vs. major

depression (MD) and bipolar disorder (BP)] on likelihood of offering

to help, mediated by social distance, at the level of genetic attribution.

Note: B is an unstandardized regression coefficient, EXP(B) are odds

ratios. The indirect effect of the diagnosis contrast on the likelihood

of helping was significant, B = 0.26, 99 % CI = [0.07, 0.60],

EXP(B) = 1.29, p \ 0.01. The direct effect of diagnosis contrast on

helping was not significant, p = 0.98. *p \ 0.001
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[20]. Fourth, perceptions of dangerousness were assessed

using a single item, which may limit the validity of this

measure. Fifth, the vignettes used for the current study

depicted a male target. The effects of causal attributions on

stigmatizing attitudes may vary as a function of disorder

and gender. This consideration may be especially important

for disorders that are perceived as dangerous or threaten-

ing. New research should assess the combined effects of

gender, diagnosis, and causal attributions on desired social

distance and helping behavior.

Conclusions

As genetic explanations for mental illness increase,

public perceptions of persons with schizophrenia as

dangerous may also increase. Increased perceptions of

dangerousness may in turn escalate desire for social

distance while decreasing decisions to help people with

schizophrenia. These findings, and others that question

the assumption of a genetic etiology for schizophrenia

[38], suggest that the dissemination of information

regarding genetic causes of schizophrenia should be

minimized or at least tempered with information

regarding the relatively low base rates of interpersonal

violence among persons with schizophrenia.

Persons with mental illness often face difficulties at an

interpersonal level, which may limit access to basic needs

such as housing [39] and employment [40]. Therefore,

interpersonal willingness to help represents a potentially

important social behavior. Findings from the current study

suggest that interventions targeted to promote helping

toward persons with mental illness should focus on

reducing desired social distance, perhaps by decreasing

perceptions of dangerousness.
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Appendix: Vignettes

Schizophrenia

Imagine a person named Jamie. Usually Jamie gets along

well with his family and coworkers. He enjoys reading and

going out with friends. About a year ago Jamie started

thinking that people were spying on him and trying to hurt

him. Jamie became convinced that people could hear what

he was thinking. He also heard voices when no one else

was around. Sometimes he even thought people on TV

were sending messages especially to him. Jamie began to

isolate himself because he believed that many people were

out to get him. Jaime’s friends and family became extre-

mely worried about his increasingly odd behavior. After

living this way for about 6 months, Jamie was admitted to

a psychiatric hospital.

Major depression

Imagine a person named Jamie. Usually Jamie gets along

well with his family and coworkers. He enjoys reading and

going out with friends. About a year ago Jamie started

feeling very down and unhappy. Jamie found it very hard to

get out of bed, get dressed, and go to work, or do anything.

Jamie just did not get any pleasure out of anything the way

he normally would. He often did not feel like eating and he

had trouble sleeping. Jamie also felt completely worthless

and even had thoughts about killing himself. After having

these problems off and on for about 6 months, Jamie was

admitted to a psychiatric hospital.

Bipolar disorder

Imagine a person named Jamie. Usually Jamie gets along

well with his family and coworkers. He enjoys reading and

going out with friends. About a year ago Jamie started to

experience significant changes in his mood. He experi-

enced periods where his mood became very elevated.

During these periods, Jamie slept very little and spent

many hours on school work and other projects. Addition-

ally, during these periods, Jamie’s friends said he became

so talkative and hyper that he was difficult to understand.

At other times Jamie would feel so down that he lost

interest in everything and avoided friends and family.

During these periods, Jamie had thoughts about killing

himself. After having these mood swings for about

6 months, Jamie was admitted to a psychiatric hospital.
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